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	Adult inpatient admission and risk assessment form Education



	Sites where the resource can be utilised: 
	Hunter New England Local Health District  Acute/Subacute adult inpatient wards and units – excluding Maternity

	Target audience
	Nursing Staff

	 
	

	

Learning Outcomes
On completion of this package you will be better able to: 
	Education relating to how to complete documentation on Comprehensive assessment of adult inpatients (excluding maternity)

· Identify the revised Adult inpatient admission and risk assessment form.
· Clarify the required screening of risk on admission to provide a comprehensive assessment of adult inpatients.
· Demonstrate how risk assessment will inform planning of care to prevent adverse events e.g. falls, pressure injury, smoking, drug and alcohol withdrawal.
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	Replaces existing resource?
	No

	
	

	Related Legislation, Australian Standard, NSW Ministry of Health Policy Directive or Guideline, National Safety and Quality Health Service Standard (NSQHSS) and/or other, HNE Health Document, Professional Guideline, Code of Practice or Ethics:

	·  Clinical Procedure Safety PD2014_036
· Care Coordination: Planning from Admission to Transfer of Care in NSW Public Hospitals
· Clinical Handover - Standard Key Principles
· Nutrition Care PD2011_078

	Is this package recorded in HETI?              
	No

	Contact person:
	Karen McLaughlin

	Contact details:
	Karen.McLaughlin@hnehealth.nsw.gov.au

	
	

	Issue date:
	12 July 2016

	Review date:
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Introduction

		Education package to aid the implementation of the revised Adult Inpatient Admission and Risk Assessment Form.

		This form has been revised after considering feedback received from across the district.









Situation

		Adult Inpatient Nursing Assessment on Admission form has been revised.

		Now called Adult Inpatient Admission and Risk Assessment form.

		Now a 2 page form instead of 4.









Background

		Mandated risk assessments from NSW health.

		Bedside chart audits showed poor compliance with mandatory risk assessments and documentation.

		Link between risk assessment and falls and pressure injury reduction

		Review of documentation showed duplication and inconsistency.

		Discussion with staff showed confusion and frustration surrounding documentation and “TOO MANY FORMS!”









Adult Inpatient Admission and Risk Assessment Form

		This form should be completed on every adult that is admitted to an acute or sub-acute ward/unit in HNELHD.

		If the patient has arrived to the ward via Emergency Department and has already had some risk assessments attended on the Adult Emergency Observation Chart, the Adult Inpatient Admission and Risk Assessment form still needs to be completed.

		This is due to a change in the patients environment and possibly in their condition. Increased falls risk for example.









Adult Inpatient Admission and Risk Assessment Form

		These risk assessments should be done ASAP on admission. Ideally the person admitting the patient should complete this form in full.

		If the patient is unable to assist with the completion of this form information may be gained from carer/relative or previous medical records if available/applicable.





















		Section one is a collection of general patient information. Please note EDD (estimated date of discharge), this is to be discussed on admission if appropriate or known.





		Important to identify the person responsible for medical decisions in case patient loses capacity to do so.













 







Orientation to ward/unit important in reducing falls.

Orientation to patient care essentials included: Hourly rounding and Care Boards. Also the REACH service.

Make sure supporting brochures available in your facility.

Patient valuables – Although this is usually attended in ED, ensure same valuables are accounted for when     arrive on ward/unit

Medication Management Plan either NSW health form (NH606599) or HNELHD form (2HHEHNMR204)







Transfer of Care Risk assessment:

		This assessment needs to be done on admission to ensure that the discharge process is commenced early to prevent patients waiting in hospital unnecessarily whilst services are being put into place for discharge.





		This is a NSW Health Policy directive (Care Coordination: Planning from Admission to Transfer of Care in NSW Public Hospitals PD2011_015)









		Falls risk assessment must be attended on admission to ward/unit and again if patient condition changes using the Ontario Modified Stratify Form.





		If ANY falls risk identified, must complete falls Risk Assessment and Management Plan (FRAMP)



		Waterlow Pressure Injury Risk assessment form must be completed on all patients admitted to your unit/ward.





		If pressure injury risk identified, Pressure Injury Care plan must be commenced.





		Skin inspection must be attended and any wounds or changes in skin integrity noted on Wound Management Form.













Infection Control Risk assessment.

		Different facilities will have different procedures for notifying infection control person but precautions are standardised!





		Ensure appropriate care plans are commenced.





General nutrition screen.

		Important to identify current or potential nutrition risks.





		Bariatric risk important to identify. Different facilities will have different resources available for bariatric patients.









Drug and Alcohol risk assessment.

		Each facility will have different contact for drug and alcohol referral.

		Alcohol withdrawal Scale [HMEMR119] is a district form



		This should have been assessed as part of falls risk assessment, but important to identify cognition problems and reason for same.

		 Another prompt to commence FRAMP if risk identified.

		Use Delirium Screen for Older adults form (NH606735) this incorporates Abbreviated Mental Test (AMTs) Delirium Risk Assessment Tool (DRAT) & Confusion Assessment Method (CAMI)



Significant link between falls and cognitive deficit!







		This is to identify any other risk factors the patient may have due to a disability

		Any disability  should be documented in the patient medical records

		Appropriate resources should be employed for individual situations. 



		Important to identify mental health status of patient and risk of them harming themselves.





		Different facilities will have different resources for mental health, but important that admitting MO aware of status
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HUNTER NEW ENGLAND LOCAL HEALTH DISTRICT
Facility:

ADULT INPATIENT ADMISSION
AND RISK ASSESSMENT FORM

FAMILY NAME MRN
GIVEN NAME MALE FEMALE
DOB.__ /__ [/ |MoO.
ADDRESS
LOCATION / WARD
COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

Time:

Admission date: I

EDD:/__/___ Patient made aware
Not yet determined

Patient ID band applied (red if allergies/alerts noted) Patient ID checked with patient
Carer / person responsible notified? No Yes If no does patient want them notified? No Yes
Is patient able to participate in this assessment? No Yes
Substitute decision maker form completed? No Yes If no, please complete form [SMR020.008]
Does patient have a pre-existing Advance Care Plan/Directive? No Yes (copy to be retained in the health care records)
Preferred language: Is interpreter required? No Yes
Is patient Aboriginal or Torres Strait Islander? No Yes If yes, does patient want an Aboriginal Liaison Officer notified? No Yes
Does patient wish to see Pastoral Care / Spiritual advisor? Yes No
ALLERGIES NO YES If yes, type and reaction
Latex / Tapes
Other eg Food
ORIENTATION TO UNIT TICK TICK
Introduction to other patients Nurse in charge identified
Rights and responsibilities brochure supplied / explained Patient care board explained
Meal times Hourly Patient Rounding explained
Ward layout / Unit routines Smoke free site
Bedside handover and REACH service explained Call buzzers
PATIENT VALUABLES
Has patient brought in any valuables? NO YES  If yes description of valuable

Valuable with patient Document in progress notes Senthome  With whom?

Placed in hospital safe ~ Receipt No
Has the patient brought into hospital: L_| Dentures Upper Lower Glasses Hearing aid Walking aid ~ Type:
Other:
Has patient brought in their own medications? L_| No Yes If yes, ensure Medication Management Plan completed
Has patient brought in any x-rays / scans? No Yes If yes, have they been: | Sent home Locked in cupboard

Remain with patient
TRANSFER OF CARE RISK ASSESSMENT NO YES If yes, action required
Is access to the house or bathroom/toilet or mobility Discharge Planner/ AARCS
around the house (stairs) likely to be a problem? N R
Occupational Therapist
Are you likely to have self-care problems when you Physiotherapist
return home? (eg walking, dressing, new diabetic,
stoma care etc)? Other
Do you live alone (ie is patient likely to require help Discharge Planner /AARCS
at home with cooking, cleaning, shopping, transport N B
etc) or currently receive community services? Occupational Therapist
— Physiotherapist
Do you take more than 3 medications or have o
medications altered in last 2 weeks? Medication Management plan
Dietician

Do you have any regular dressings, chronic Wound care management plan discussed with Community
‘wounds, long term catheter? Health Nurse / Discharge Planner
Do you have a risk of any form of homelessness once
discharged (or losing their housing whilst admitted)? Social Worker
Do you have caring responsibilities for other persons
or pets?
COMPLETED DATE: /I__1 TIME:, PRINT NAME: SIGNATURE:
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ORIENTATION TO UNIT

TICK

TICK

Introduction to other patients

Nurse in charge identified

Rights and responsibilities brochure supplied / explained

Patient care board explained

Meal times

Hourly Patient Rounding explained

Ward layout / Unit routines

Smoke free site

Bedside handover and REACH service explained

Call buzzers

PATIENT VALUABLES

NO

Has patient brought in any valuables?

YES

If yes description of valuable

Other:

Valuable with patient Document in progress notes Senthome  With whom?
LI Placed in hospital safe ~ Receipt No
Has the patient brought into hospital: L_| Dentures Upper Lower Glasses Hearing aid Walking aid ~ Type:
Has patient brought in their own medications? L_| No Yes If yes, ensure Medication Management Plan completed
Has patient brought in any x-rays / scans? No Yes If yes, have they been: | Sent home Locked in cupboard

Remain with patient





TRANSFER OF CARE RISK ASSESSMENT NO YES If yes, action required

Is access to the house or bathroom/toilet or mobility Discharge Planner/ AARCS

around the house (stairs) likely to be a problem? N R
Occupational Therapist

Are you likely to have self-care problems when you Physiotherapist

return home? (eg walking, dressing, new diabetic,

stoma care etc)? Other

Do you live alone (ie is patient likely to require help Discharge Planner /AARCS

at home with cooking, cleaning, shopping, transport N B

etc) or currently receive community services? Occupational Therapist

— Physiotherapist

Do you take more than 3 medications or have o

medications altered in last 2 weeks? Medication Management plan
Dietician

Do you have any regular dressings, chronic Wound care management plan discussed with Community

‘wounds, long term catheter? Health Nurse / Discharge Planner

Do you have a risk of any form of homelessness once

discharged (or losing their housing whilst admitted)? Social Worker

Do you have caring responsibilities for other persons

or pets?

COMPLETED DATE: /I__1 TIME:, PRINT NAME: SIGNATURE:
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FALLS RISK NO | YES | ACTION REQUIRED

1. Does this patient have any identified falls risk? If YES Complete [FRAMP] [SMR060.912]
(Complete Ontario Modified Stratify Form [SMR060.911]) if any falls risk identified.

SKIN INTEGRITY AND PRESSURE INJURY RISK NO | YES | ACTION REQUIRED

1. Does this patient have an identified pressure injury risk?
(Complete Waterlow risk assessment form)

If YES Commence pressure injury care
plan [HNEMRA49] if any risk identified.

2. Does patient have any wound or alteration in skin appearance or integrity?

If YES commence wound management
form [EHSMR64]





INFECTION CONTROL

NO

YES

ACTION REQUIRED

1. Does the patient have a current history of MRSA,VRE.etc? (check i.PM)

If YES implement appropriate precautions
and notify Infection control.

2. Is the patient presenting with diarrhoea or vomiting (D&V) ?

Implement appropriate precautions

3. Is the patient presenting with any other known or suspected infection
diseases that require isolation?

Isolate

4. Has patient recently been hospitalised privately, interstate or internationally?

Assess further for Infection Control risk.




NUTRITION

NO | YES

ACTION REQUIRED

1. Does patient have difficultes swallowing, slurred speech or dificulties
communicating?

‘Speech Pathologist referral

2. Does patient require a modified or special diet/or have feeding tubel.
tracheostomy?

Order special diet
Dietician referral

3. Is the patient's BMI within normal imits?

IfNO refer to dietician/ consider need for
bariatric equipment.





CCOGNITION SCREEN

NO | YES

ACTION REQUIRED

1. Is there evidence / history / patient  carer concems regarding changes in
memory, concentrating, thinking, decision making?

2. Is patient unaware of the reason for admission?

3. 1s the patient disoriented to time, person or place?

IfYES toany:

Complete FRAMP [SMR060.912]
Complete Abbreviated Mental Health
‘Test (AMTs) and noify MO

4. Does the patient have a recent history of / oris currently suffering from
episodes of delirium, confusion or wandering?

‘Attend MMSE/CAM/Referral Dementia /
Aged Care CNC or local resources





SUBSTANCE USE

NO | YES

ACTION REQUIRED

1. Is patient taking any vitamins, herbal or over the counter medications?

If YES note on Medication management
plan

2. Is patient a cigarette smoker? Average per day?.

If YES please commence Nicotine
Dependent Care Assessment form
[HNEMRO8]

3. Does patient requiarly drink alcohol or take any licit drugs?

4. 15 Patient at isk of withdrawal?.

If YES please document amount and
‘substance, consider alcohol Withdrawal
monitoring form HNEMR 119 and contact
Drug & Alcohol Liaison.





DISABILITY

NO | YES

ACTION REQUIRED

1. Does patient have a disability?

If YES specity in notes and empioy
‘appropriate resources.




MENTAL HEALTH SCREEN

NO

ACTION REQUIRED

1. Is patient currently experiencing any mental health, emotional or stress
related dificulies?

1fNO do not ask Q2 or Q3
I yes document in progress notes.

2.1 YES 1o Q1 is patient curently seeing a health professional for this?
(eg GP, Mental Health professional, psychiatist or other service provider).
If so would the patient like us to contact that person?

If YES document details in progress notes.
Health Professional contacted

3.1 YES 1o Q1, is patient curently thinking about harming themself or others?

If YES referral to MO
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