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Abstract

Aimsand Objectives: To explore organisation-wide experiences of person-centred care
and risk assessment practices using existing healthcare organisation documentation.
Background: There is increasing emphasis on multidimensional risk assessments dur-
ing hospital admission. However, little is known about how nurses use multidimen-
sional assessment documentation in clinical practice to address preventable harms
and optimise person-centred care.

Design: A qualitative descriptive study reported according to COREQ.

Methods: Metropolitan tertiary hospital and rehabilitation hospital servicing a popu-
lation of 550,000. A sample of 111 participants (12 patients, 4 family members/carers,
94 nurses and 1 allied health professional) from a range of wards/clinical locations.
Semi-structured interviews and focus groups were conducted at two time points. The
audio recording was transcribed, and an inductive thematic analysis was used to pro-
vide insight from multiple perspectives.

Results: Three main themes emerged: (1) ‘What works well in practice’ included: effi-
ciency in the structure of the documentation; the Introduction, Situation, Background
Assessment, Recommendation (ISBAR) framework and prompting for clinical decision-
making were valued by nurses; and direct patient care is always prioritised. (2) ‘What
does not work well in practice’: obtaining the patient's signature on daily care plans; mul-
tidisciplinary (MDT) involvement; duplication of paperwork and person-centred goals
are not well-captured in care plan documentation. (3) ‘Experience of care’; satisfaction
of person-centred care; communication in the MDT was important, but sometimes in-
sufficient; patients had variable involvement in their daily care plan; and inadequate
integration of care between MDT team which negatively impacted patients.
Conclusions: Efficient and streamlined documentation systems should herald feed-
back from nurses to address their clinical workflow needs and can support, and cap-
ture, their decision-making that enables partnership with patients to improve the

individualisation of care provision.
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patient's perspective.
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1 | INTRODUCTION

Preventable harms in hospital are defined as presence of an identi-
fiable, modifiable cause of harm (Nabhan et al., 2012). Preventable
harms are an unpleasant and even deadly experience for patients
and their families, and a significant burden on the healthcare sys-
tem (Bail et al., 2015; Berry et al., 2020; Thornton et al., 2017).
These unnecessary harms in healthcare result in substantial eco-
nomic cost (Slawomirski et al., 2017), morbidity and mortality as a
result from suboptimal quality health care (Panagioti et al., 2019).
Preventable harms are associated with nursing care and include
pressure injury, infection, detrimental nutrition and hydration,
falls, delirium, self-harm or suicide, aggression and cognitive and
functional decline (Australian Commission on Safety & Quality in
Health Care, 2018a). The World Health Organisation defines pa-
tient harm as an incident that results in harm to a patient such as
impairment of structure or function of the body and/or any del-
eterious effect arising or associated with plans or actions taken
during the provision of health care, rather than an underlying dis-
ease or injury, and may be physical, social or psychological (e.g.
disease, injury, suffering, disability and death) (World Alliance
For Patient Safety Drafting Group et al., 2009). The challenge
of preventing harm is complex in the real-world setting because
of interdependent risks and existing complex comorbidities, and
complicated settings that include multiple healthcare profession-
als and organisational factors (Mallidou et al., 2011). Evidence has
identified that 17% of healthcare expenditure is consumed by
the direct sequelae of health care-related patient harm (Jackson
et al., 2011). The issue of patient safety is also intertwined with
effective communication, particularly in inter- and intra-hospital
transfers. Improving patient safety can be achieved through struc-
tured tools such as the ISBAR technique, |: corresponds to the
Identification, S: Current Situation, B: Background, A: Assessment
and R: Recommendations. The ISBAR is used to standardise com-
munication to promote patient safety in situations of transitions of
care (Figueiredo & Potra, 2019).

2 | BACKGROUND

Globally, there is recognition that health providers should undertake
a comprehensive assessment of patient safety risks, which are often
managed through organisational clinical documentation (Simsekler

Relevance to clinical practice: The integration of effective MDT involvement in clini-

cal documentation was problematic and resulted in unmet supportive care from the

care plan, documentation, multidisciplinary team, nurses, patients, preventable harms,

qualitative study, risk assessment

What does this paper contribute to the wider
global clinical community?

e Nurses prioritise direct patient care over documentation
requirements, but efficient documentation structures
are valued by nurses when they can quickly inform their
patient focused care.

e Nurses and patients experience a lack of integration
with multidisciplinary teams, which is reinforced by doc-
umentation structures.

e Nurses value text boxes which enable them to docu-
ment the clinical nurse decision-making they conduct in
the process of individualising care.

et al., 2019). The benefits of a comprehensive multidimensional as-
sessment are to detect risks and identify care needs to inform inter-
ventions and plans of care to improve patient outcomes (Ellis et al.,
2017). However, most assessment and screening include duplication
of items and a high burden on nursing staff (Redley & Raggatt, 2017).
Little is known about how healthcare professionals use multidimen-
sional assessment documentation in clinical practice to address
preventable harms and optimise person-centred care in day-to-day
practice.

Person-centred care is the hallmark and touchstone of nursing
practice (McCormack & McCance, 2006) and theory (Byrne et al.,
2020). There is continual growing focus on the promotion and ad-
vocacy of person-centred, individualised care, which is embedded
in the healthcare discourse associated with safety and quality in
health services (Australian Commission on Safety and Quality in
Healthcare, 2018b; Sharp et al., 2018; World Health Organization,
2018). Therefore, healthcare organisations are developing clinical
documentation that aim to screen for preventable harms and simul-
taneously support person-centred care (Feo & Kitson, 2016; Harper
et al., 2020; Rossiter et al., 2020).

To date, this is largest qualitative prospective study which set
out to explore organisation wide experiences of person-centred
care and risk assessment practices using existing healthcare organ-
isation documentation (Muinga et al., 2021; Saranto & Kinnunen,
2009). It is widely acknowledged that care documentation serves
to support administrative processes that nurses perform, forms
the legal document of care provided and creates a record of care
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that can be used for quality improvement, research and educa-
tion (Australian Commission on Safety and Quality in Health Care,
2018a). Nursing documentation serves several important func-
tions, and good nursing care depends crucially on access to high
quality information. Documentation within clinical care facilities
should provide information flow between multidisciplinary (MDT)
healthcare providers (Brown et al., 2021), supports continuity of
care for patients (Morey et al., 2021) and supports the clinician's
memory of care provided.

The aim of this study was to explore experiences of person-
centred care and risk assessment practices using existing organisa-
tional healthcare documentation from the perspectives of healthcare

professionals and patients.

3 | METHODS

3.1 | Design

A qualitative descriptive study (Sandelowski, 2000) was chosen to
gain insight into healthcare professional and patient experiences
of clinical documentation practice across different clinical special-
ties. Qualitative descriptive design was considered the most ap-
propriate for an in-depth examination, through semi-structured
individual interviews of patients' experiences (Kallio et al., 2016) and
focus groups (Kitzinger, 1995) with nurses, allied health and medical
professionals. The project has been reported according to the con-
solidated criteria for reporting qualitative studies (COREQ) 32-item
checklist, see Table S1 for completed checklist (Booth et al., 2014).

3.2 | Setting

The setting is metropolitan tertiary acute hospital with 600 beds
complemented by a 140-bed rehabilitation hospital, serving a popu-
lation of about 550,000. The clinical areas represented in this study
included the following divisions: Surgical, Medical, Rehabilitation
Aged and Community, Cancer and Ambulatory Support, Critical
Care, Antenatal and Gynecological and Mental Health, Justice
Health and Alcohol and Drug services. Eight staff focus groups and
five patient interviews were conducted at Time 1 during May 2020
to explore experiences of using the Patient Care and Accountability
Care Plan (PCAP) documentation in practice, see Supplementary
File 1. Seven staff focus groups and eleven patient interviews were
carried out at Time 2 in the same divisions during July and August
2020 to explore experiences of using the new pilot Integrated Risk
Screening and Comprehensive Care Plan (CCP), see Supplementary
File 2. The CCP was designed as part of the application for the or-
ganisation's accreditation, replacing the existing PCAP during the
pilot period in these respective clinical areas. The research was part
of the quality improvement initiative to guide the development of
comprehensive care documentation that was responsive to patient
and health professionals’ feedback.

g—Wl LEYJﬁ

Clinical Nursin

3.3 | Eligibility criteria

Participants were included in this study if they were:

e A nurse, doctor, or allied health professional.

e Over 18 years of age.

e Able to provide written and verbal informed consent.

e Patients who received care within the clinical divisions (irrespec-

tive of their health condition(s) or demographic characteristics).

3.4 | Recruitment

A convenience sampling method (Etikan et al., 2016) was adopted
to recruit all participants at each of the divisions. The participants in
this project were not specifically targeted for a range of clinical and
demographic diversity, because it was anticipated that there would
be enough diversity within the sample given the broad range of clini-
cal divisions involved in this project. Participants were assured that
their comments would remain confidential and that all quotations

would be deidentified to encourage free and open dialogue.

3.5 | Data collection

All data collection was conducted in person by two experienced
health service researchers (CP, KB), both were female, qualified reg-
istered nurses and senior researchers with experience of conducting
qualitative research. Semi-structured interviews were conducted in
person or by telephone (mean time 30 min) and the focus groups
were conducted in quiet private room (mean time 60 min).

The sample was determined in negotiation with the health ser-
vice, who provided focus group meeting times for ward staff in cross
over time periods. Each ward provided at least two patient inter-
viewees and interviews depended on consent and availability. Given
the open-ended questions and different experiences, and diversity
of staff and patients participating, broad understanding based on
the planned sampling was expected and observed. The researchers
continued sampling and analysing data until no new data appeared
and all concepts were well-developed, and no new data or codes
were emerging, as agreed by all authors (CP, KB and CR).

A semi-structured format was chosen to enable guided conver-
sations around key issues informed by a topic guide (see Table 1)
consistent with qualitative methods (Braun & Clarke, 2006). The dis-
cussions were fluid and flexible in nature, and all participants were
encouraged to share beyond the established questions and probes.
The qualitative data collection began with an opened ended, non-
directive question to encourage the participants to speak about
their experiences in practice and care. Open-ended probing ques-
tions were then used to elicit a greater detail of experiences shared
by the participants.

CP did not have any previous relationships with any of the par-
ticipants; KB has been a nurse in the territory for 20 years and some
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Interview topic guide questions

Health Care Professionals

Can you tell me what you think about the Patient Care and Accountability Care Plan/Integrated Patient Risk Screening and Comprehensive

Care Plan?

e Can you tell me about your current habit/practice of using the form in practice and completing it?

How do you use the documentation in your daily duties for patients?

e Can you tell me how do you use the Patient Care and Accountability Care Plan/Integrated Patient Risk Screening and Comprehensive Care
Plan to plan care? Intervene? And evaluate? patient care.

o What would help in developing shared care plans with patients in your place of work?

e How frequently do you consult the Patient Care and Accountability Care Plan/Integrated Patient Risk Screening and Comprehensive Care
Plan to inform the ‘reality’ of what you did for your patients' care today, or last on shift?

e Is the nursing plan of care the same every day? or does it change?

Can you tell me about your experience in practice to identify risks for preventable harms for patients in hospital? (pressure sore, falls risk,

nutritional risk, VTE risk, cognitive impairment, self-harm or suicide risk and aggression)

e Can you tell me, do some risks for preventable harm have more priorities than others?

e On reflection in practice, does some care get missed more often than others? What are these? What aspects of care are always delivered?

What are your perceptions about the barriers/facilitators of using the Patient Care and Accountability Care Plan/Integrated Patient Risk

Screening and Comprehensive Care Plan in routine practice?

What is your overall perception of the Patient Care and Accountability Care Plan/Integrated Patient Risk Screening and Comprehensive

Care Plan?

e How long does it take to complete the form?

e [f you had to lose one thing on this form what would it be?

e If you had to add one thing on this form what would it be?

e What is the most important part of this form?

o Are there any aspects missing on this form?

e Do you think your nursing colleagues use this document to inform their nursing care?

e Do you think your allied health and medical team use this document? In what way?

e Are there times you priorities other tasks over this paperwork? What is it? And why?

Patients

Can you tell me about your experience of care in hospital?

Can you tell me what you think about the care that you have received from the health professionals involved in your care and treatment?
Are there aspects of care that you would have liked that were not provided to you? What were these aspects?

Were you involved and aware of being consulted in the decision-making of your own individual needs for care, and how those needs would
be met?

Do you know if you care plan changes every day, or does it stay the same?

Can you tell me what you think about the Patient Care and Accountability Care Plan/Integrated Patient Risk Screening and Comprehensive
Care Plan? (show the patient the packs/care plan which patient signs)

e Have you seen this before?

e Can you please tell me what you think about this form to helping guide care for you?
e Have you been consulted in the shared completion of this care plan with your nurse?

e What is your overall perception of your Care Plan?
e What is the most important part of this form?
e Are there any aspects missing on this form?
o Are there any aspects that you don't like?

participants may have had prior incidental contact such as working
a shared shift. All interviews and focus groups were audio recorded
using a digital recording device and transcribed verbatim by an ex-
ternal company. Reflective research notes were kept (by both CP
and KB) on a computer file on the University's secure online data-
base to capture initial impressions, thoughts and early interpreta-
tions of the data.

To ensure rigour, the following concepts were used: credibil-
ity, transferability, dependability and confirmability as identified
by (Lincoln & Guba, 1985). The researchers conducting the quali-
tative data collection (CP and KB) ensured credibility by the audio
recordings, noting thoughts and taking notes on reflective im-
pressions immediately after each data collection. Findings were
also presented back to the health service with opportunity for
discussion. Transferability was addressed by providing a clear

description of the setting and sample. Dependability in the proj-
ect findings was addressed from the audit trail through the re-
search notes used in the decision-making process. Confirmability
was ensured through clarification with open questions and re-
petitive questioning throughout the data collection, the reflec-
tive process after each data collection and peer discussion for
data interpretation and verification. Trustworthiness is further
supported using direct quotations, to show the connection be-
tween the data and results for the reader to interpret themselves.
All quotations are provided verbatim with no identifiable infor-
mation to protect confidentiality, and any editorial clarifications
provided in [parenthesis]. To limit identification all nursing-type
participants are referred to as ‘nurse’ in quotations (Assistant in
Nursing, Enrolled Nurse/Endorsed Enrolled Nurse, Registered
Nurse, Manager and Educator).
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3.6 | Analysis

The qualitative analysis used an inductive thematic approach out-
lined in Table 2 (Braun & Clarke, 2006). Frequent discussions were
held with the research team (CP, KB and CR) to ensure the estab-
lished themes were accurately represented by the participant views.

3.7 | Ethics

This project received institutional approval from the Health Research
Ethics and Governance Office (Project Number: 2020.QAI1.00069).
Written informed consent was received from all participants prior to
the interviews and focus groups, and verbal consent was confirmed
at the beginning of the audio recording. Participants could withdraw
from the study at any time without stating a reason. Participants had
the option to provide contact details to receive copies of the find-
ings. We obtained verbal or written consent prior to all interviews.
Data were anonymised for privacy and confidentiality reasons, and

stored for a maximum of ten years.

4 | RESULTS

A total of 16 patients or their family/carers from the different clinical
areas consented to take part in a semi-structured interview to share
their experience of care (5 at Time 1 and 11 at Time 2), see Table 3.
At baseline (time 1) data collection, there were 51 participants who
consented to take part in the focus groups to share their experiences
of using the Patient Care and Accountability Care Plan (PCAP), see
Supplementary File 1. At time 2, there were 44 participants who
consented to take part in the focus groups following the pilot of the
Integrated Risk Screening and Comprehensive Care Plan developed
as part of the accreditation processes, see Supplementary File 2. An
overview of the clinical and demographic characteristics are detailed

TABLE 2 Phases of thematic analysis

Phase Description

Familiarisation of data

|
Clinical NursingWILEY
at Time 1 and Time 2 in Table 4. Notably, there was only one allied
health professional who consented in this project, there were no
other members of the multidisciplinary team (MDT) who consented
to participate in this study across all the clinical sites. Ward char-
acteristics of the pilot sites can be seen in Table 5. A total of 111
participants (12 patients, four family members/carers, 94 nurses and
one allied health professional) consented to take part in this study.
More than 30 h of audio recording was collected, approximately 700
pages of transcription.

Based on the perspectives of patients' care experiences and
healthcare professionals’ experiences of using healthcare organisa-
tional documentation in the context of managing preventable harms
and delivering person-centred care, the researchers identified three
superordinate themes which were: (1) experiences of patient care,
(2) what works well in practice, and (3) what does not work well in

practice.

4.1 | Theme ‘Experience of care’

The overarching theme of ‘experience of care’ consisted of the fol-
lowing subthemes: (1) ‘patients had high satisfaction with person-
centred care’; (2) ‘communication is important, but sometimes
insufficient’; (3) ‘patients had variable involvement in their daily care
plan’; and 4. ‘patients experience the lack of integration between

multidisciplinary teams’.

4.1.1 | Patients had high satisfaction with person-
centred care

Most of the participants were very satisfied with the general nursing
care and their hospital environment in the different clinical services
and articulated very high praise of the nursing care experiences pro-
vided to them with resounding appreciation:

Familiarisation of data was completed independently by CR, which involved reading and re-reading the data.

CR noted initial ideas and checked these with the post data collection reflective notes. CR, CP and KB also
familiarised themselves with the data through the interview process, the completion of ‘post-script’ field
notes and further reading of the transcripts.

Generation of initial codes

CR, CP, and KB identified features of the data which were relevant to the overall aim of this project. Any

discrepancies in codes were discussed openly in the research team to reach consensus.

Identifying themes

CR reviewed codes and began to organise data into preliminary themes according to similarities. At this stage,

in response to project aims, all data were separated into categories of what was reported by participants
to be useful (‘what works well/ ‘what they liked’) and what was not/ what they didn't like. All researchers
discussed the preliminary themes to ensure a group consensus was reached.

Reviewing themes

CR, CP and KB further refined themes by ensure that the coded data extracts were accurately categorised

into the appropriate theme. Coded extracts under each theme were re-read to ensure it accurately

represented the entire data set.

Defining and naming themes

Writing report

CP developed a short description for each theme linked to the aim of this project.

Relevant extracts linked to the overall aim of this project were identified, and a full report was written by CP.

Contributions were received by CR and KB.
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TABLE 3 Overview of the characteristics of the patient participants at time 1 and time 2

Participants (Time 1) n5

Patient Family / Carer Total Time 1
Gender Gender
Division F M F M
Critical Care 0 1 1
Mental Health, Justice Health and Alcohol and Drug 0 1
Services
Rehabilitation Aged and Community Services (acute) 0 0 1
Surgical 0 1 1 0
Total 2 1 4
Patients (Time 2) n11
Participant Family / Carer Total Time 2
Gender Gender
Division F M F M
Medicine 2 1 1 0 4
Mental Health, Justice Health and Alcohol and Drug 1 1 0
Services
Rehabilitation Aged and Community Services (acute) 2 0 0 2
Rehabilitation Aged and Community Services 1 3
Total 6 3 2 11

So, they remember me, and that can just help from
an emotional, psychological point of view, just to feel
people know who you are. Them coming back and say
hello and smile. We have that level of familiarity. So
that does help to make me feel more at home.
(Patient, Medical Services, Time 2)

Participants expressed that the care provided to them from the
nurses was tailored to meet their individual person-centred needs and
acknowledged that some nurse went that extra step to deliver excep-
tional care. To ensure that the patient's needs were being met, it was
important that the nurses used active listening skills to understand

what mattered most to the patients.

... they're doing a marvellous job to help cater for my

needs, which is really good.
(Patient, Mental Health, Justice Health and Alcohol
and Drug Services, Time 1)

However, one participant articulated that to meet their own in-
dividual needs it was necessary to have a shared and unified holistic
‘bubble’ that included the nurse and the patient, but sometimes this

was not always achieved:

The bubble is just | guess the separation point be-
tween the nurses and the patients. Usually there are

nurses and doctors on staff, or maybe there’s a nurse
on one particular shift who's not on your wavelength,
you usually get your message across. Yes. I've been
here about five times, so | think over the time that I've

been here I've learnt that.
(Patient, Mental Health, Justice Health and Alcohol
and Drug Services, Time 2)

4.1.2 | Communication is important and sometimes
insufficient

While the participants were largely satisfied with their experience
of care, communication issues were an aspect which caused concern
and distress for some. Issues were related to communication during
clinical triage and waiting for a bed, conveying the physical examina-
tion results with patients, and poor communication in delivering ‘bad

news’ of new life-limiting conditions.

| remember when someone was diagnosed in the
ward, the doctor came in and said they found a mass,
like pancreatic cancer. And they were saying she'd
been diagnosed. She was like, okay, yes. Yes. And she
got on the phone afterwards and she was like, | don't
know what'’s happening.

(Patient, Surgical, Time 1)
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TABLE 4 Overview of the characteristics of the healthcare professional participants at time 1 and time 2

Focus Group Results Summary (Time 1—PCAP)

Wi LEYE

Focus Groups (n8)

Total
participants

Demographic Variables

Aged Care Rehabilitation Ward: n =9 n=>51 Gender Female n=47
Emergency Department:n =7 Male n=a
ENT and Plastic Surgeryn =7 . o
Geriatric Unit: n = 8 Highest Qualification School n=1
Gastroenterology Ward:n=5 Tafe / Hospital Trained n=4
Mental Health Short-Stay Unit:n =7 Bachelors n=21
Orthopaedics, Oral Maxillo-Facial Surgery: n =7
Radiation Oncology/Oncology n =8 Honours n=1
PG Certificate n=11
PG Diploma n=7
Masters n=4
Masters by Research n=0
Doctorate n=0
Other n=0
Missing n=2
Position on Ward Student n=1
Admin n=1
AIN n=0
EN/EEN n=2
RN1 n=19
RN2 n=9
RN3+ (educators/managers) n=16
Allied Health n=1
Missing n=2
Length on Ward <1 year n=9
1-2 years n=16
3-4 years n=>5
5-6 years n=12
7-10 years n=3
>10 years n==6
Length in profession <1 year n=2
1-2 years n=7
3-4 years n=7
5-6 years n=>5
7-10 years n=38
>10 years n=22
Focus Group Results Summary (Time 2—Post-CCP Pilot)
Total
Focus Groups (n7) participants Demographic Variables
Aged Care Rehabilitation Ward n =5 n=44 Gender Female n=239
Antenatal and Gynaecological: n =7 Male n=s
Emergency Department: n = 11 . o
Gastroenterology: n = 5 Highest Qualification School n=0
Geriatric Unit: n=7 Tafe / Hospital Trained n=>5
Mental Health Short-Stay Unit: n =4 Bachelors n=13
Radiation Oncology/Oncology: n=5
Honours n=0

(Continues)
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TABLE 4 (Continued)

Focus Group Results Summary (Time 2—Post-CCP Pilot)

Total
Focus Groups (n7) p:::icipants Demographic Variables

PG Certificate n=9
PG Diploma n=9
Masters n=3
Masters by Research n=0
Doctorate n=0
Other n=0
Missing n=>5

Position on Ward Student n=0
Admin n=0
AIN n=1
EN/EEN n=4
RN1 n=21
RN2 n=5
RN3+ (educators/managers) n=8
Allied Health n=0
Missing n=>5

Length on Ward <1 year n=28
1-2 years n=9
3-4 years n=12
5-6 years =1
7-10 years n=1
>10 years n=38
Missing n=>5

Length in profession <1 year n=3
1-2 years n=7
3-4 years n==6
5-6 years n=0
7-10 years n=>5
>10 years n=18
Missing n=>5

Abbreviations: AIN, assistant in nursing; EN/EEN, enrolled nurse/endorsed enrolled nurse; RN 1, Registered Nurse; RN 2, Senior Registered Nurse;
RN 3, educator/manager.

Patients highlighted that this could be addressed by open- to have their family involved. And that can be the dif-
ended opportunities for patients to ask questions or contribute ference between everything for them. For the whole
to identifying their needs that were appropriate to their level of stay. Them knowing what’s happening and feeling
vulnerability: more secure and all of that.

(Patient, Surgical, Time 2)
To be able to just check in with them, like, okay, do

you have any questions? And what about your hus- Medical jargon was concerning to patients because they did not
band, or wife, or your daughter, or son, would you understand what their diagnosis meant, or what was going to hap-
like us to contact them, is often really helpful too. I've peninterms of their next steps in their care and treatment. Patients
seen that so often where, especially someone elderly, also highlighted that they needed to advocate for their own infor-

or if English isn't their first language. It's so important mation needs, and this was a source of frustration.
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4.1.3 | Patients had variable involvement in their
daily care plan

Y~=Clinical Nursing

There were mixed experiences of the patient's participation in their
daily documented care plan across all the clinical sites. Most partici-
pants did not know what their daily care plan looked like, nor were

they asked to sign this care plan.

No, | don't remember seeing that.
(Patient, Rehabilitation Aged and Community
Services, Time 2)

Most of the participants would not have wanted to sign the care
plan daily either had they been asked to, if they were fully informed
about their care and treatment.

| don’t know whether there'’s really anything nec-
essary that | need to see as long as I'm happy with
the level of care that | receive. | know some people
possibly benefit from looking through these and
having this like a structure, | guess, for themselves,
whereas I'm quite happy to go with the flow a little
bit more.

(Patient, Mental Health, Justice Health and Alcohol

and Drug Services, Time 2)

Overall, participants felt involved and informed about their daily
plan of care. Nurses provided them with the opportunity to ask ques-
tions, seek clarification and explanations when handover communica-
tion occurred at the patient's bedside. However, not all patients felt
as informed of their care during nurse handovers when they did not

happen at the patient's bedside.

You go and eavesdrop at handover so you can hear
about what's happening with your own care.
(Patient, Medical Services, Time 2)

4.1.4 | Patients experience the lack of integration
between multidisciplinary teams

It became apparent that patients experienced issues with a lack of
MDT integrated care across their journey. There were issues with
patients having to tell their clinical history and story multiple times
when they transitioned from one clinical area to another. This under-
scores the importance of having an integrated MDT document and
in keeping with the nurses' experiences, devoid from duplication to
ensure optimal care coordination.

What gets frustrating for every patient is you have
to repeat the story over and over again to different

people. So, you've done it multiple times down in ED

because each person is starting from the front desk
has to repeat the story. And then the nurse, and then
the doctor, and then the specialist doctor. And then,
sometimes another person they've referred. And then
the nurse at the ward. And then they send the doctor
in at night, or whatever, to see you. And you have to
start all over again.

(Patient, Medical Services, Time 2)

It was important that patients experienced clear communication
in care and treatment across the MDT, which did not always hap-
pen well. Patients experienced a lack of time to understand and
comprehend what the medical team were telling them, which was
viewed as a very small window of opportunity for which they were
often unprepared to ask questions and seek clarifications for their

understanding.

| also think that people don't realise that, often, when
they see the doctor in the morning, that little window,
that might be the only time they see them.

(Patient, Medical Services, Time 2)

Often the communication in care and treatment plans was com-
pletely absent in the MDT with the nurses relying on the patient for

important updates on their clinical management.

Yes, actually, that happens a lot. Nurses will ask us
what’s going to happen. So, have you seen the doc-
tor, what did they say? Are you going to have this test
done today? And I'll say whatever. And they’ll say, I'll
go and check. It'll be in the notes, and whatever. So,
they know that they can check up. They're just as keen
to hear.

(Patient, Medical Services, Time 2)

4.1.5 | Theme ‘What works well in practice’

The overarching theme of ‘what works well in practice’ involved the
following sub-themes: (1) ‘structure of the documentation needs to
be efficient’; (2) ISBAR (introduction, situation, background, assess-
ment, recommendation) valued for handover’; (3) ‘helpful prompting
for clinical decision-making is valued’; and (4) ‘direct patient care is

always prioritised’.

4.1.6 | The structure of the documentation needs
to be efficient

Nurses across the clinical areas shared several positive attributes of
clinical documentation in practice. For the most part, nurses valued:

documentation structure/layout that was clear and easy to follow,
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enabled the ability to retrospectively look back on the patient's clini-
cal history in a stepwise approach and being able to trigger timely re-
ferrals based upon individual risk assessment for different domains

of patient care.

... so we've got staff coming in and out, we've got staff
who haven't been exposed to that particular patient,
so this (daily care plan) would be really good for them.
Because you've been off for five days or whatever,
and then you come back on, and patients have been
discharged, and you've got a new patient. So, then
you can look back ... so that’s really good.

(Nurse, Aged Care Rehabilitation Ward, Time 1)

The ‘shift priority box’ (a small open text section at the top of the
daily care plan) on the structure of the documentation was viewed
as slightly enhancing patient focused care, because the other existing
documentation was largely based on a bio-medical model for manag-
ing preventable harms and was inflexible and rigid. Nurses articulated
that having the open space for the patient's shift priority aided patient
handover, informed daily care plans, was related to clinical decision-
making, and nurses perceived that this helped them to ensure that
nurses tasks were not left undone and unattended to between shift
handovers.

Sometimes [the shift priority box] it’s helpful for han-
dover. Like you use this [the shift priority box] when
doing shifting because you can write the plan. It's a
good thing they’ve got some space to write the plan.

(Nurse, Radiation Oncology/Oncology, Time 1)

Following the introduction of the new pilot documentation (CCP)
(Supplementary File 2) at time 2, the nurses articulated that the new
documentation assisted them to identify the needs of their patients,
which was an improvement from the previous documentation used
in practice. Some of the participants perceived that the new pilot
documentation facilitated them to take a more holistic view to the

development of shared care plans conducted with the patient.

| like that it has given me more insight into my pa-
tients’ care from a holistic point of view. Again, it’s
taking me a lot longer to fill it out, but | then feel
more confident in providing thorough care to my
patient.

(Nurse, Aged Care Rehabilitation Ward, Time 2)

However, consistently nurses expressed that the completion of
revised documentation at Time 2 was more time intensive on their
workloads compared to PCAP at Time 1, which added pressure to their
already busy shifts.

Nurses highlighted that the consistent development of the nurs-

ing care plan through the trajectory of the patients' journey from
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admission and to different wards was important. That what why

nurses valued the ISBAR format in documentation.

4.1.7 | ISBAR s valued for handover

Across the organisation nurses identified concerns about a lack of
standardisation during the process of patient handovers within, and
between, clinical areas. All nurses articulated the importance of im-
plementing standardised patient handovers (both verbally and writ-
ten) using the ISBAR format because of safety issues and risks with
missed communication during clinical handovers of patients from

different areas of practice.

| guess the other issue is that everywhere, everyone,
handovers care differently. Some areas ... don't have
any reference to the tool [ISBAR] ... it becomes very

tricky.
(Nurse, Orthopaedics, Oral Maxillo-Facial Surgery,
Time 1)

Staff were supportive of documentation structures that continued
the nursing plans of care from one area of the hospital to another, and
forms that explicitly included ISBAR helped them to maintain patient
safety.

4.1.8 | Helpful prompting for clinical decision-
making is valued

Nurses acknowledged that the previous PCAP documentation was a
‘tick and flick’ process to care documentation. However, nurses did
find value in the daily structured assessments which helped them to
trigger timely care referrals and interventions for those in their care,
and the short time frame to complete. They did raise issues of accu-
racy of these ticks, in terms of consistency with the patient status.
Irrespective of the clinical area of specialty all nurses experienced
very busy shifts, heavy workloads, and therefore, they valued the daily
prompt reminders for patient care, for example wound, stoma, and pe-
ripherally inserted central catheter (PICC) care. However, many nurses
also identified that these are fundamental aspects of nursing care
which they continued to deliver without the daily prompt reminders.

It’s all about what we should be doing, anyway, |
guess. And it is a great prompt, because you do get
busy, and you do forget, oh, have | gone in and have
| looked at that wound, or have | rolled that patient?
It's been four hours since ... It is a great prompt, but
at the same time, | guess it then maybe stops us
thinking clinically a little bit, because we're relying
on the form.

(Nurse, Aged Care Rehabilitation, Time 1)
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Nurses valued the overview of the patients' needs in relation to
mobility, and other risk assessments but articulated that all patient
assessments are driven by clinical judgement and professional nurs-

ing expertise:

So, in our clinical judgement, yes, this person may
look like they’re a falls risk, but they’re actually not or
they don't have all the usual things that you'd expect,
but they're still a falls risk. Patients go around with
no shoes on their feet or their shoes are hanging off
them, things like that, they’re not over 65, they’re not
Aboriginal and they’re not polypharmacy, because
they're not taking any medication, but they’re still a
falls risk.

(Nurse, Mental Health Short-Stay Unit, Time 2)

Also ensuring that documentation had space to capture the nurse
decision-making was valued by nurses.

419 | Direct patient care is always prioritised

All nurses stated they prioritised direct patient care over the time
required to complete the nursing documentation, even if this meant
frequently staying on shift unpaid to complete what they articulated
as ever-increasing volumes of nursing documentation required. At
both time points, nurses viewed the inability to complete their docu-
mentation, in a timely fashion, as a concern professionally because
of the inherent legal requirements to evidence all aspects of care
delivery in their practice.

Like, for me, as | do more hands-on and still my doc-
umentation has to be second [priority], to be honest.

(Nurse, ENT and Plastic Surgery, Time 1)

The tension of whether to document what was done, or just focus
on doing what needs to be done, was problematic at all levels in the
organisational documentation. For example, a manager identified that
the documentation, including high scores on audit of that documenta-

tion, was needed to justify nursing work.

Well, basically, | [clinical nurse manager] know that
you [as a ward team] do a great job with the pa-
tients, and then after one month, or two months
later, we don’t have evidence of what you did last
month.

(Nurse, Aged Care Rehabilitation Ward, Time 1)

The pressure of documentation, or missed documentation, was
something that kept nurses awake at night, with one even reporting

returning to work after hours.

And it’s more about pressure on nurses about docu-
mentation ... forgetting to record something, waking

up in the night and thinking | haven't recorded this, |
have to go to ward and record it.

(Nurse, Radiation Oncology/Oncology, Time 1)

4110 |
practice’

Theme ‘what does not work well in

What does not work well in practice' encompassed the following
subthemes: (1) ‘patient signature on the daily care plan is not val-
ued’; (2) ‘multidisciplinary involvement is not facilitated by the cur-
rent documentation’; (3) ‘excess duplication of paperwork’; and (4)

‘person-centred goals are valued but not captured’.

41.11 | Patient signature is not valued

Across the healthcare organisation there is a requirement for all pa-
tients to sign their daily care plan. However, all nurses regarded this
process to be unhelpful. Consistently, nurses reported that patients

did not want to sign their daily care plan.

| find a lot of patients actually don't want to sign it,
believe it or not. They say, | don't want my signature
on this every day.

(Nurse, Aged Care Rehabilitation Ward, Time 1)

Other considerations were required in this context for those pa-
tients who are involuntarily detained under the Mental Health Act
or for those with cognitive impairment which made obtaining a daily
patient signature inappropriate in practice. Nurses found this request
required a delicate balance when trying to establish rapport with pa-

tients, particularly for the vulnerable, and was even potentially harmful.

... | would probably say like 75% of our consumers
are involuntarily detained. If we were to go and
write down their provisional diagnosis ... experi-
encing psychosis or drug-induced psychosis and we
write it on there and ask them to sign it, we're risk-
ing escalation.

(Nurse, Mental Health Short-Stay Unit, Time 1)

Nurses valued the development of rapport with their patients and
avoided documentation if it was going to create a barrier to that rap-
port. At times, that rapport was the critical component of the health
intervention being provided. Nurses continually partnered with their
patients to involve them in their care throughout their shifts, includ-
ing nursing handovers, without the organisational requirement of ob-

taining a signature to document involving patients in their care.

And at handover, we ask (the patient) is there any-
thing else you want to add to the handover or any-
thing like that. If they’ve got any questions.

(Nurse, Radiation Oncology/Oncology, Time 2)
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Nurses also articulated that their MDT colleagues are not required
to ask their patients to sign their daily plan of care as a process of evi-

dencing partnership or consent.

| haven't seen any doctor's plan where the patient is
being signed. They are also making a plan about the
patient treatment plan.

(Nurse, Geriatric Unit, Time 1)

If obtaining the patient's signature was continued to be expected
at the organisational level, then nurses wanted to have the ability to
clearly document the reasons why the patient was unable to sign, or
if the patient did not want to sign their care plan in keeping with the
patient's own preferences for care. This reinforcement of the nursing
decision-making role as a partner in care needed signifiers within the

documentation to facilitate their active and autonomous role in care.

4.1.12 | Multidisciplinary involvement is not
facilitated by current documentation

All nurses viewed clinical documentation as a core component of
nursing work, and thus they would like to see collaboration, review
and input from the wider MDT (doctors and allied health profession-
als) in keeping with collaborative MDT models of care. However, the
perception was that the document at both time points were not used

by other disciplines across the organisation.

Nobody outside of nursing uses it at all.
(Nurse, Radiation Oncology/Oncology, Time 1)

This was echoed by the lack of non-nursing participants in this proj-
ect. Other issues were triggered in the nurses' experiences of complet-
ing the documentation which had clear implications for a lack of MDT
involvement, which resulted in a waste of nurses' valuable time and ef-
fort. The participants also highlighted that there were duplicate forms
and items in the documents. Participants emphasised that the form
may not have information other professionals considered relevant to
their work. To the nurses, this disconnect reinforced the perception
that the forms were completed for auditing and paperwork purposes
only, rather than the creation of MDT person-focused care.

... this form is the whole responsibility of the nurses.
None of the other multi-disciplinary team is involved
in this form.

(Nurse, Gastroenterology, Time 1)

4.1.13 | Excess duplication of paperwork

The sheer volume of paperwork in practice was problematic for all
nurses. Most nurses relied on the progress notes to document the
care they provided to their patients and to keep abreast of any physi-
cal and psycho-social updates on individuals in their care.

g—Wl LEYJﬂ
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You've got your four care plans.
You've got your notes.

Hourly rounding sheets.

And then, like syringe drive checks.
Bedside rounds

You've got your white notes. You've got these as well.
(Nurse, Radiation Oncology/Oncology, Time 2)

The duplication was seen as time-consuming and inefficient, and
increased the level of cynicism felt towards required paperwork in

general:

... a double job because | have to do progress notes,
like detailed progress notes and | have to do detailed
care plan and you are very busy with patients and
everything.

(Nurse, Geriatric Unit, Time 2)

This paperwork duplication was perceived to take nurses away

from their primary task, which was to meet patient's needs.

That's why | call it ‘paper care’, not ‘patient care’.
(Nurse, Geriatric Unit, Time 1)

4.1.14 | Person-centred goals are valued but not
captured in current documentation

Nurses were passionate about tailoring the care provided to their
patients throughout all clinical areas. Both sets of documentation (at
both time points) were not always conducive to aligning daily goals of
care with patient's needs and preferences of care. Time constraints
were an issue which nurses perceived as a barrier to meeting patient
expectations and the individual needs of those in their care. The lack
of space in the documentation also did not allow for the plans to pro-
gress or be captured in a sufficient manner. Nurses raised that in the
organisation's attempt at being comprehensive in care, they were in
fact not. This is not a new issue, that by trying to standardise care by

its very nature was opposing ‘individual care’:

So, when we think about the care plan, the plan would
be different [for each patient], or the goals are dif-
ferent, or interventions are different, so [the] care
plan should be made according to the needs of the
patients rather than generalising it.

(Nurse, Geriatric Unit, Time 1)

A further consideration, which impacted person-centred care, was
the timeframes imposed by the organisations for the risk assessments
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to be completed, namely the 4-hour and 8-hour structures were prob-

Y~=Clinical Nursing

lematic in practice. Most nurses reported issues from a clinical and pro-
fessional standpoint in relation to the timeframes, especially related to
when the patient risk assessments were completed, referrals, interven-

tions delivered and follow-up evaluation of person-centred outcomes.

... the time frames are a big issue. Mainly because
there’s no way to tell which tick boxes were done at
which time without writing the date and time in every
single box? And I've worked it out, there’s 55 ques-
tions. We can't write the time and date 55 times.
(Nurse, Geriatric Unit, Time 2)

Nurses were concerned about issues related to accountability for
care and follow-up of outstanding patient interventions and referrals
being left undone without proper nursing and risk assessment. It was
also important for staff working in ED to have their own section of the
documentation because it was not feasible, or practical, for ED nurses
to complete all the assessments during the patient's stay in emergency,
given the fast-paced and life-threatening priorities that ED nurses con-

tinually face when providing care to their patients within this service.

... if you get a patient in the afternoon, they’re confused,
they can’t give you the answers, their family is not com-
ing till the next morning. You know we probably need 24
hours really to fill out a good quality proper care plan.

(Nurse, Geriatric Unit, Time 2)

5 | DISCUSSION

This study has identified that irrespective of the type of documenta-
tion being used in practice there were important short-comings in
relation to care coordination with a lack of MDT involvement in the
development of person-centred care and risk assessment practices,
from both the patient and nursing perspectives. These challenges
have also been reported elsewhere (Jweinat et al., 2013; Sharp et al.,
2018). When healthcare information is collected multiple times on
different records from MDT members, the integrity is compromised,
contributing to inefficient use of limited resources and patient safety
issues, and ultimately negatively impacts patient care experiences.
One of the central benefits of good clinical care documentation is
that it should facilitate more structured and focused communication
between all MDT professionals. All clinical records are an essential
tool for communication within, and between, clinical teams and they
must reflect the patient's journey. Integrative MDT communication
should importantly inform other healthcare professionals about the
care/treatment which has been provided, and what care is being
planned. Each individual patient record should accurately commu-
nicate within a healthcare team a ‘complete patient journey’. There
is increasing awareness among healthcare providers that they must
consider their services from the perspective of the patient. This study
identified problems with care coordination, ineffective documenta-
tion of the ‘complete patient journey’ due to challenges of a lack of

MDT integrated and shared record-keeping processes. This issue was
clearly articulated from the patient's perspective because they had
to repeat their histories multiple times across their hospital journey,
which was frustrating and resulted in a suboptimal care experience.

This study also highlighted ongoing issues around duplication of
documentation, an issue widely acknowledged within the nursing
profession (Cooper et al., 2021; Olivares Bggeskov & Grimshaw-
Aagaard, 2019). Duplication of documentation or redundancy of
items within the clinical document was reported to be problematic
this study, irrespective of the type of document being used in prac-
tice. Fundamentally, excessive documentation is time-consuming
and takes nurses away from providing direct patient care, and the
nurses referred to this as ‘paper care and not patient care’, which
caused reduced satisfaction in the nursing process. The experiences
of nurses in this study have been identified elsewhere and remains
problematic in contemporary healthcare (Cooper et al., 2021). While
the burden of clinical documentation is acknowledged, it is under-
studied with a lack of robust measurements in both inpatient and
ambulatory settings to objectively quantify the issue and should be
a future focus for further research (Moy et al., 2021).

The experience of person-centred care was delivered well from
both the nursing and patients accounts in this study. However, the
documentation used in practice did not lend itself to capture person-
centred care plans. Specifically, this study identified both formal and
informal aspects of partnership in the delivery of person-centred
care in addressing the needs of patients. The findings identified
caring interactions between nurses and patients which were built
on empathy, confidence and trusting relationships. Patients artic-
ulated that they felt informed of their plan of care and could ask
questions and were listened too, particularly during nursing hando-
vers. However, the organisational formal requirements to evidence
partnership in delivery person-centred care through daily patient
signatures did not work well in practice. Patients’ themselves did
not see value in signing a daily care plan, because they were con-
tinually informed of the nursing process and updated on their daily
plan of care. Nurses also identified that obtaining a daily patient
signature on the care plan document was not helpful and appeared
to be tokenistic in nature. Nurses continually informed patients of
their care, and not all patients were able to sign the care plan, that
is patients affected by cognitive impairments. They both perceived
that person-centred care was achieved through informed discussion
and agreement, and negotiation, and often included professional ex-
pertise and knowledge in the presence of a trusting and empathetic
relationship.

As part of the cyclical organisational response to staff feed-
back in a quality improvement cycle, the health service further
adapted the forms using the findings of this study and can be seen
at Supplementary File 3.

5.1 | Limitations

The patients were invited to take part in the study through first con-
tact with nurses within each respective clinical site. Patients who
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agreed to participate in the interview might have been more attentive
to positive care experiences and eager to talk about their experience.
Therefore, this may have resulted in capturing more positive accounts
of person-centred care. However, to the best of our knowledge, this
is the largest qualitative study to date in the important clinical area of
documentation and multidimensional risk assessment and care plan
strategies. We applied several approaches to ensure the trustworthi-
ness in data collection and analysis which are a strength to this study.
This study was conducted in one large healthcare organisation, which

might impact on the transferability of the findings to other contexts.

6 | CONCLUSION

Efficient and streamlined documentation systems should herald
feedback from nurses to address their clinical workflow needs and
can support, and capture, their decision-making that enables part-
nership with patients to improve the individualisation of care pro-
vision. Nurses prioritised direct patient care over documentation
requirements, but efficient documentation structures are valued

by nurses when they can quickly inform their patient focused care.

7 | RELEVANCE TO CLINICAL PRACTICE

Multidimensional risk assessment and care plan documentation
strategies can reinforce person-centred care and guide nurses in
evidence informed decision-making to reduce the risks of hospi-
talisation. However, the integration of effective MDT involvement
in clinical documentation was problematic and resulted in unmet
supportive care from the patient's perspective. Patients appeared
to value the caring interactions and human connectedness more
than the prescribed aspects of documenting agreed goals and care
planning. Further research is needed to explore the barriers and
facilitators of MDT involvement in healthcare documentation.
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Supplementary Table 1. Consolidated Criteria for Reporting Qualitative Studies (COREQ) Checklist

No. Item

Description

Reported on page

Personal Characteristics

1. Interview/facilitator

2. Credentials

3. Occupation

4. Gender

5. Experience and training
Relationship with participants

6. Relationship established

7. Participant knowledge of

the interviewer

8. Interviewer characteristics
Theoretical framework

9. Methodological orientation

and theory
Participant selection
10. Sampling

11. Method of approach
12. Sample size
13. Non-participation

Setting
14. Setting of data collection
15. Presence of non-

participants
16. Description of sample
Data collection
17. Interview guide
18. Repeat interviews

19. Audio/visual recording
20. Field notes

21. Duration

22. Data saturation

23. Transcripts returned
Data analysis

24. Number of data coders

25. Description of the coding

tree

26. Derivation of themes

27. Software

28. Participant checking
Reporting

29. Quotations presented

30. Data and findings consistent

31. Clarity of major themes
32. Clarity of minor themes

The author who conducted the interviews.

The researcher’s credentials.

The interview’s occupation at the time of the study.
Male, female or non-binary.

Experience and training of the researcher.

Relationship prior to study commencement.
Knowledge about researcher.

Characteristics reported about the interviewer.

The methodological orientation underpinning the
study.

Method of participant selection.

How participants were approached.

Number of participants in the study.

Number of participants who refused to participate or
dropped out.

Location of data collection.

Presence of other individuals at the time of data
collection.

Important characteristics of the sample.

Interview guide and prompts used.
Statement of whether repeat
conducted.

Type of interview recording.
Description of field notes made during or after the
interview.

Duration of the interviews.

Discussion around data saturation.

Return of transcripts to participants.

interviews were

The number of data coders who coded the data.
Description of coding tree.

Identified in advance or derived from the data.
Software used to manage the data.
Feedback from participants.

Participant quotations presented to illustrate the
themes.

Consistency between data presented and the
findings.

Major themes clearly presented.

Description of minor themes or categories.

Page 7
Page 7
Page 7
Page 7
Page 7

Page 7
Page 7

Page 7
Page 5
Page 5
Page 6

Page 8
Page 8

Page 5, Table 5
Page 5
Page 6, Table 3 and 4

Page 7 and 8, Table 1
Page 6

Page 7
Page 7

Page 7
Page 7
Page 8

Page 8, Table 2
Page 9, Figure 1

Page 9, Figure 1

Page 7
Page 8
Page 9 -22
Page 19 -22

Page 9-22, Figure 1
Page 9-22, Figure 1







SECTION TWO - Admission Overview If able, ask the patient and or carer to fill in blue areas.

Provisional Diagnosis:

Admit Date: / / Admit time (24hrs): Ward:
Use if patient transferred to other ward: Date T/F: | Receiving Ward:
DateT/F:____/____/  Receiving Ward: DateT/F. /| Receiving Ward:

ID band in place & correct []Yes Allergy band in place and noted on medication chart [JYes [JN/A
Other Alerts (specify):

NOK details correct on admission form [JYes if not correct, update

Important contact/s (other than NOK):

Identify as Aboriginal or Torres Strait Islander? [JYes [JNo ensure noted in patient details

Preferred Language: Interpreter []Yes [JNo Date/time notified: /. /

Directives and Legal: Does the patient have a medical advance care direction documented in their notes,
e.g. NFRorder? [JYes [INo If yes, ensure it is ctearly identified and easy to locate

Tick if any legal document/directives listed below are in place and provide details, e.g. key contacts:

[J Advance Care Plan/Statement of Choices [ Health Direction (including blood transfusions)

[J Enduring Power of Attorney [J Mental Health Act Treatment Order ] Guardianship Orders

[] Other (e.g. AVO, domestic violence order): . i B

Details:

Ensure a copy of any directive or legal document is on file in the patients notes
For more information, contact the Respecting Patient Choices Team.

Supportive Aids: Dentures: [] Yes [] No Specify type: == —
Visual Aids [lYes [JNo Specify: L Hearing Aids: [(JYes [INo [JLeft []Right

Mobility Aids [JYes [JNo Specify: Ensure w/chair and cushion is within pts reach

Specialised Equipment e.g. CPAP [JYes [ No Specify: S —

Preadmission living status: Doyou: [JLive alone [] Care for someone else

_E] Use home/community services Other: B

Ward Orientation: Bathroom/toilet facilities [ Yes Staff roles and uniforms [J Yes
Visiting hours [ Yes No smoking policy [] Yes CARE for Patient Safety program [ Yes
Use of mobile phone/computer/telephone/radio/TV/nurse call bell (JYes
Patient's Rights and Responsibilities (pamphlet) U Yes

If unable to orientate patient to above, state why: e ——
Valuables: [JWith patient [J Sent home [J Secured in hospital safe [] Patient informed of valuables policy
Medications: []Locked up [ Sent home Patient supportive aids: CJ with patient [J sent home

Comment:
| Infection Prevention and Control Unit Alerts

1. Has the patient had a known MRO? [JYes [JNo If yes, specify type:

Screen patient according to hospital protocol and implement appropriate precautions

2. Is this admission for diarrhoea, flu or a surgical site infection? OYes [INo If yes to any, notify IPCU

3. Has the patient had Chicken Pox or been vaccinated for same? [JYes []No If no/unsure and the patient
is pregnant, notify IPCU

Date swab taken (ifrequired): ____ / _ / Date/time IPCU notified: .~/ /

Signature Print name Designation Date/time
















Swallowing SE=igUEEy ACTIONS Initial
No | Yes
Do you have trouble swallowing your food, drinks or tablets? ] [] |Refer to Speech
Pathologist and
Notify Medical Officer
Alcohol, Tobacco and other Drugs < 8 hours ACTIONS Initial
No @ Yes
:jsa;hst??patient a regular smoker or has smoked in the past 30 ] (] |offer NRT
Does the patient drink > 6 standard drinks/session? ] ] g‘ég?ée Hlizsliol vitnermye]
Does the patient use illicit or non-prescribed drugs in previous ] ]
month? Contact Drug & Alcohol
Is the patient on opiate replacement therapy? ] ] Liaison Service.
End of Life < 8 hours ACTIONS Initial
No | Yes
Is the patient:
[165 years or older or ] ]
[145 years or older if Aboriginal & Torres Strait Islander
AND Does the patient present with 2 or more of the following: If yes to both, refer to
[1Poor or deteriorating health Medical folcer to c_:onduct
End of Life Screening Tool
[] Previous unplanned hospital admission [l ]
[ Life limiting iliness or disability
[] Family express concern about quality of life
\é\;c;;l’;j you be surprised if this person died in the next 30 & ] gpﬁgé:?;eéc;ﬁd“ﬂifgig of
Life Screening Tool
Social, Wellbeing, Disability < 8 hours ACTIONS Initial
No | Yes
Dogs _the pati.ent have any specific cultural or religious needs ] ] Docu!r_nent details of
while in hospital? specific needs
Dogs the pe_xtient id.entify as having a disability requiring ] ] Incorporate in patient’s
assistance in hospital? | care plan.
Existing services: [ No existing services ] community nursing [_]Home Help
[]Meals on Wheels [ INDIS
[ ] others:
Accommodation on Admission: [ |Own Home [ | Hostel [ ] Nursing Home
[ ] other:
Access: [ ]Flat [ ] Stairs, how many: [ JRamp [ ]Lift
Living arrangements: [ |Lives alone [ ] Lives with family [ | Lives with others [ ]Homeless
Carer Details: |:| Patient is a carer |:| Carer lives with patient |:| Carer not living with patient
[ INo carer [ ] other:

How does the patient expect to travel home from hospital once well enough?

Ask the patient if there is any other information that is important for staff to know about themselves or
family members to assist us providing better care.

[ ]unable to ask []No suggestions
[ ]Yes Details:

Signature Print name Designation Date/Time

(0zgo)otose

Page b of b6

DO NOT WRITE IN THIS BINDING MARGIN

Integrated Patient Risk Screening - Adult

ldentifying patients who are at risk of harm whilst in hospital and
mitigating theriskforthose patientsisa core partofcomprehensive
care planning and treatment.

The Integrated Risk Screening Tool - Adult is to be used for all
adult patients, excluding Maternity, admitted to Health Services.
Risk screening should commence at the entry point of
admission irrespective of location - Emergency Department,
Direct Admission to Ward or Other (e.g. DOSA, Outpatient Clinic,
Rapid Assessment Unit).

In the Emergency Department, risk screening is required for all
patients admitted or requiring admission and for those patients
identified as higher risk including:

» Age of 65 years and over; or 45 years and older for Aboriginal and
Torres Strait Islander peoples

» Complex care needs

» Withclinical conditions,co-morbiditiesand social circumstances
suggesting a level of risk of harm.

























DONOTWRITEINTHISBINDING MARGIN

Complete details or affix label

URN:

Family name:

Given names:

RISK SCREENING - ADULT
DOB:

Presenting Problem

Relevant Patient Medical/Surgical History and Pre-Hospital Interventions

Alert/Allergy

Patient has known alerts/allergies?
Details:

<

0%

If Yes: |:| Activate Alert Management System D Alert @nd

PART A: Primary Assessment (complete on prese(@v \C)v

> A - AIRWAY B - BREATHING Cg ATION D - CONSCIOUS STATE E - SKIN
|:| Patent |:| Spontaneous al Regular |:|Alert |:| Warm
|:| Compromised |:| Trach Midline %3 % HR Irregular |:| Responds to Voice |:| Hot
|:| C-spine immob |:|A|r Entry OK Flush HR Slow |:| Responds to Pain |:| Cool
|:| WOB Inc . |:| HR Fast |:| Unresponsive |:| Clammy
|:| St otlc |:| Cap refill <3 sec |:| Lethargic |:| Cold
undiced |:|Agitated |:| Rash
|:| Gruntlng Grey |:| PERTL |:| Bruises
|:| Broken
Police Bloods [ JAttended [ ]Refused Time: [ ]sticker Tube No. :
Patient Identification Yes | No
Patient is positively identified and has an arm band in place (red ID band for alert). Patient confirms. |:| |:|
Correct ID and spelling? (or if unable, second staff member to check) |:| |:|
Does the patient identify as: DAboriginaI |:| Torres Strait Islander |:| |:|
DAboriginaI & Torres Strait Islander D Prefer not to disclose
If Yes: |:|Activate Alert Management System D Refer to ALO Dlnclude in Care Plan
English IS NOT the patient’s primary language? L] [
Does the patient have hearing or speech difficulties? |:| |:|
Does the patient require an interpreter? L] L]
§ If Yes: DActivate Alert Management |:| Interpreter offered D Interpreter provided
% |:|System Include in Care Plan
o
N~
[sp}
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Patient Belongings

<

Taken by relative: ~ Name:

Contact No:

es

Clothing cut off

|:| Discarded with permission

Forensic collection

Valuables in Safe Receipt No:

Valuables remain with patient (description)

NOK/Support Person Contact Details

NOK Name:

Phone:

EnElEREn
odiog| s

Relationship:

|:| Contacted |:| Present

Support person name:

Phone:

Relationship:

|:| Contacted |:| Present

Completing Clinician

Signature Print name Designation Date Time
Interventions
Date Time Intervention Gauge Site
IVC Gauge Site
IVC Gauge Site
CVC/PICC Gauge Site [ | X-ray check
I/0 / Other
NGT/OGT [ | Position confirmed
IDC |:| Urethral |:| Suprapubic
Other

PART B: Comprehensive Screening O

1. Directives and Legal

|:| Advance Care Plan/Statement of Choices
|:| Other Details:

Does the patient have any of thexfollowing to add-to their health record?
|:| Health Direction

|:| Enduring Power of Attorney

Yes No

If Yes: D Copy to be included in the Clinical Record

|:| Activate Alert Management System

Does the patient look unwell?

Signature Print name

2.1 Sepsis (all patients 16 years and over) (to be completed within 4 hours of presentation) Yes

Designation

Date Time

Does the patient have recent or current fever?

Does the patient have hypothermia (<35.5°C)?

Does the patient have a suspected infection?

You suspect the patient may have sepsis?

Signs of clinical deterioration (MEWS > 4)?

Ooodddgg
OO0 0og Qg

If Yes to ANY: |:| ED Sepsis pathway commenced

|:| MO notified D Mews escalation activated

Signature Print name

Designation

Date Time

Page 2 of 7
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Complete details or affix label

URN:

Family name:

Given names:

RISK SCREENING - ADULT

DOB: Sex:

2.2 Infection and disease prevention Yes | No
Does the patient have a diagnosed or provisional diagnosis of a notifiable disease? [] []
Details:

Have ANY samples been taken for testing? ] ]
Details:

Does the patient have a history of: [] []
|:| Multi resistant organisms e.g. MRSA, VRE Specify:

Recent overseas/interstate travel in the last 12 months or current symptoms of: [] []
|:| Respiratory illness |:| Vomiting and/or diarrhoea

Has the patient transferred from another hospital, nursing home or other resy tiahcare facility? [] ]
Has the patient had cytotoxic medication in the last 7 days? [] []
If Yes to ANY: |:| Implement appropriate precautions D Survei Q%gabs takeﬁ, Q ,

Signature Print name Designation Date Time
3. Medication Questions No

>

Signature Designation Time
4. Skin and Pressure Injury (to be completed within 4 hours of presentation) Yes | No
Does the patient present with a'pressuresinj r wound?
patient p pressureinjyry-o 0| O
Does the patient have any of the pressure injury risks? [] ]
D Unable to move independentl
D Wheelchair bound

L] Multiple co-morbidities
D Admitted from another location other than home
D At nutrition risk (refer to MST)

If Yes: |:| Complete skin assessment and Waterlow Risk Assessment |:|Activate Alert Management System
DTooI Include in Care Plan

Page 3 of 7



Skin Inspection (identify sites for pressure injury and wounds)

Key
# Fracture
A | Abrasion
B Burn
BR | Bruising

C# | Compond #

L Laceration

LU |Leg Ulcer

P | Pressure Injury
S | Swelling

ST | Skin Tear

T | Tenderness

|:| Cognitive concern raised by others/hypoactive/hyperactive/mixed state

|:| Recent onset of confusion, anxiety or hallucinations

A d
If Yes: DAttend 4AT screening |:| If 4AT score>1 Ac%‘fgrt Man W System
*

|:| Request CAM and pathology screening (\ LN

Signature Print name Designation Date Time
5. Delirium, Cognitive Impairment (to be completed within 4 hours of presentation) Yes | No
Does the patient have any of the following: [] []
|:| Severe illness/risk of dying |:| Hip fracture |:| Known cognitivé impairment/dementia

|:| Recent surgery |:| Disruptive behaviour

Signature Print name Designation Date

Time

6. Falls (to be completed within 4 hours of presentation) Yes

Is the patient 65 years of older (45 years and oldexif Aboriginal, Torres Strait Islander)

Has the patient had a fall in the last6-12 months?

0O O

Clinically do you consider the patient at riskvof falling?

If Yes to any: |:| Completed falls assessment within 4 DActivate Alert Management System
|:|hours Reassess daily as per Care Plan

00 gg

If Yes: D Consider Mental Health Consultation |:| Activate Alert Management System
DLiaison Include in Care Plan

Signature Print name Designation Date Time
Yes No

Have any of the following signs of deterioration in mental state been reported or observed? |:| |:|

|:| Verbal commands to do harm to self or others |:| Suicidal ideation

|:| Attempt at self harm |:| Threat of harm to others

|:| Withdrawn/uncommunicative |:| Agitation

|:| Restlessness |:|Ambivalence about treatment

[ Physicallverbal aggression [ ] Mood disturbance (depression, elevated or irritable mood)

D Psychotic symptoms (hallucinations, delusions, paranoid ideas)

Signature Print name Designation Date

Time
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>

Complete details or affix label

URN:

Family name:

Given names:

RISK SCREENING - ADULT

DOB: Sex:

8. Nutrition Yes | No
Do you have trouble swallowing your food, drinks or tablets? |:| |:|
If Yes: |:|Activate Alert Management System Dlnclude in Care Plan |:| Refer to Speech Pathology
Malnutrition Screening Tool

Date: / / Response Score MST score Malnutrition Risk Response
1. Has the patient lost weight LINo 0 01 1. Continue current diet
recently without trying? [J Unsure 2 2. Rescreen weekly
JYes 1-5kg 1 1. Call Nutrition Department and request
nourishing diet
[1ves 6-1 Okg 2 2 2. Re-screen weekly
[ Yes 11-15kg 3 3. Consider starting food chart
4
CYes > 15kg 1. Call Nutrition Department and request
[]Yes - unsure 2 3.5 nourishing diet and dietitian assessment
2. Has the patient been eating poor CINo 0 2..Gommence food chart if patient unable
’ P gap . y to"communicate oral intake accurately
because of a decreased appetite? |[]Yes 1
Patients weight: kg Total Refer toWufrition Department? [1Yes [INo
b N h
Signature Rrintname Designation Date Time

9. ADL Function Yes | No
Does the patient require assistance with: D D
|:| Eating |:| Toileting |:| Oral hygiene |:| Bathing |:| Dressing |:| Transfers
|:| Mobility Mobility aid: € /%% |:| Independent with aid |:| Supervision

|:| Assist x1 |:| Assist %2 |:| Prosthesis Prosthesis type:

If Yes: |:|Activate AIertMemen&Sﬁ\\' Dlnclude in Care Plan |:| Refer OT/PT

AND does the patient present with 2 or more of the following:

(] Poor or deteriorating health

|:| Previous unplanned hospital admission within the last 12 months
|:| Life limiting illness or disability

|:| Family express concern about quality of life |:|

If Yes to BOTH: |:| Consider referral to MO to conduct End of Life Screening

Signature Print name Designation Date Time
10. End of Life Yes | No
Is the patient 65 years of older (45 years and older if Aboriginal, Torres Strait Islander) [] []

Would you be surprised if this person died in the next 30 days? |:|

If No: |:| Refer to Medical Officer to conduct End of Life Screening Tool

Signature Print name Designation Date

Time
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11. Patient/Carer Consultation Declaration Yes | No

Patient and/or support person have been consulted during the risk screening process and have been
informed of the need for any further assessments and referrals that arise from the screening? |:| |:|
Signature Print name Designation Date Time

Patient Disposition

Ward Transfer - Use ISBAR (introduction, situation,

background, assessment, recommendation)

Yes | No | N/A | Discharge Home Yes | No | N/A

Phone Handover IVC removed
Medication Chart
IVF Chart

MEWS / PEWS < 4

[
[

DLN review

110

Discharge summary

Belongings provided

Valuables

Denture!
Glasses
r

Advise during handover if Alerts have not been placed on Alert Management System o

Sign for handover @
o2
O\

Ward Nurse Date Time

oot
oot

If no, Management Plan documented

If risks identified in comprehensive assessment
handed over on transfer

[

O O|gogido
I
0|

cumented in Care Plan.

<

Signature Print name

Discharging/Transferring Clinician

Signature Pri Designation

Pre-Admission Progress Notes only:

All entries to be dated, timed, signed, name printed and designation indicated

Date / Time
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Complete details or affix label

URN:

Family name:

Given names:

RISK SCREENING - ADULT
DOB: Sex:

Pre-Admission Progress Notes only:

Date / Time

All entries to be dated, timed, signed, name printed and designation indicated
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+ DO NOT WRITE IN THIS BINDING MARGIN

CARE PLAN - ADULT

Complete appropriate Care Plan section for each shift

URN:

Complete details or affix label

Family name:

Given names:

Reason for admission: Date: Number of Days admitted: _ EDD: Ward: DOB: Sex:
Handover Notes AM PM ND
Feedback from MDT meeting:
Use this section to highlight points to be noted in handover e.g. expected
tests, MDT outcomes.
Use ISBAR to handover
. . . . Comment/Variance Comment/Variance Comment/Variance Ceased

Complete on Morning Shift or Shift of Admission AM PM NIGHT -
Observations and Frequency Vital signs: Frequency: 0, requirements: [1BGL: Frequency; (note changes) (note changes) (note changes)
Issue/Problem:

Weight: Frequency: Date Due: [Jweight noted on rt
Goal:

[ Other observations (specify): [ Mental Heh 7y
Input Nutrition: | [JOral Specify diet, including restrictions: (nete new lines and (note new lines and (note new lines and

loeation location location
Issue/Problem: Food assistance: [ Nil COFullfeed  [JSetup [J Food chart ) ) )
Goal: [ONBM  NBM reason: No. days NBM: LI TPN
i ing?
How long has your patient been fasting: [J Enteral (circle route) NG / PEG / Other: Feed type;
Intravenous: | Line type/site: Insertion date: Dressing/resite due: Cap due:

Does your patient need IV access? Can it be removed? Line typef/site: Insertion date: Dressing/resite due: Cap dué:

Line typef/site: Insertion date: Dressinglresite due: Cap due:

Output

Issue/Problem:

v

Goal:
Fluid Balance Chart Required?

[OYes [JNo

Urine: [ Self Caring OIbcisPc

[ Assist/Pan/Urinal

Date of inserti
[JIncontinent Abdomen

Drains: Specify site/s and special orders:

NG: [JFree drainage with

Bowels: [ Self Caring [J Assist/Pan

Fluid Balance Chart
Yes CINo

Fluid Balance Chart
OYes [INo

Fluid Balance Chart
OYes [INo

Falls Risk? [JYes [ONo

Reassess if patient has transferred ward, had a fall, medically
deteriorated/improved, post-surgery, change in condition

Goal:
[J Education provided

Do the following for ALL patients ‘AT
[ ‘Falls risk’ sign above bed [
Interventions in place from Fal
[] Refer to Allied Health for further
[J Medical/Pharmacis
] Supervision foroiletin
[ Orientate patien

ed rail assessme| [ call bell within reach
essment;

@ y aid provided and within reach
(2] Postural Hypotension assessment

owering \ [JRegular rounding
a, bathroom,m [J Remove clutter and obstacles from room

tion review

(note changes and
reassess if required)

(note changes and
reassess if required)

(note changes and
reassess if required)

Pressure Injury

Issue/Problem:

Goal:
Pl present on admission?

OYes [ONo

Assess: Skin Intact  [JYes [INo Pressuré’njury site/s:

[ stage 1 [J Stage 2 [T'stage 3 [Jstage 4 [Unstagable [JSuspected Deep Tissue Injury
Interventions: [12 hourly turns ~ [%4 hourly turns [ Self Caring

Heels offloaded / suspension device used [1Yes [ONo [JActive air cushion
Preventative foam sacral/heel dressing [JYes [ No Specify where:

[JActive air mattress

[ Moisturise skin daily [JNutrition Review [ Refer to Tissue Viability Unit
Use Wound Care section below for any dressings

(note changes and
reassess if required)

(note changes and
reassess if required)

(note changes and
reassess if required)

Wound Care

Issue/Problem:

Goal:

No. of wounds: Locations/s:

[J Referred to tissue viability unit Date:

[JWound assessment and management form

(note changes)

(note changes)

(note changes)

Mobility/Manual Handling

Lifting aid required: Mobility aid required:

Staff Assist: [11 nurse 2 nurses [ Self Caring [ Confined to bed

(note changes)

(note changes)

(note changes)

ADLs

Issue/Problem:

Goal:

Hygiene: [ Self Caring [J Shower [J Assistance required:

Other/notes/special cleanser required:

Mouth Care: []Self Caring []Assist

[J Bedside equipment
check complete

[J Bedside equipment
check complete

[J Bedside equipment
check complete

Continue Care Plan on page 2 #
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trim when printed on A3

Assessment and Diagnosis

Issue / Problem

Planning

Agreed Goal of Care

Implementation

Action

Evaluation AM

Comment / Variance

Evaluation PM

Comment / Variance

Evaluation NIGHT

Comment / Variance

Ceased

Initial

What’s important for you today? Ask
the patient what it is they would like to
happen today

Personal Goals

Pain / discomfort due to:

Pain to be controlled

Condition Specific Goals

Communication and health literacy.

Potential for patient not understanding
due to: Assess for communication
barriers, e.g. CALD, disability, NESB

Effective communication with
patient. Ensuring the patient
has good understanding.

Include in Alert Management System

A

Social/cultural - specific religious cultural
needs

Functional Goals

Discharge planning:

Is proactive and commences on day of
admission.

Review EDD daily.

Discuss patient needs when going home.
Is discharge transport and accommodation
appropriate?

Refer to DLN and other services if
appropriate.

+  NIOYVIN ONIANIE SIHL NI ILIMM LON Oad T

v

[] Patient and/or [_] support person (Name: ) have been involved in the formulation of this care plan.

Shift completing care plan 1AM

Opm

CIND [J Bedside equipment check complete

Signature

Print name

Designation Date

Time:

Signature:

Print name:

Designation:

Date: Time:

Signature:

Print name:

Designation:

Date: Time:

Signature:

Print name:

Designation:

Date: Time:
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