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[bookmark: _Toc196668191][bookmark: _Toc198197567]Purpose
The purpose of this document is to communicate how Canberra Health Services (CHS) team members complete clinical risk screening and assessments for all patients and use this information to develop an individualised Comprehensive Care Plan in partnership with each patient, their carer and family or support people. 
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[bookmark: _Toc196668192][bookmark: _Toc198197568]Alert
Vulnerable populations may experience increased risk of harm and/or health inequities when accessing healthcare, including, but not exclusive of, Aboriginal and Torres Strait Islander Peoples, people with disability, people who identify as LGBTIQ+ and people from a multicultural background.  
Patients may need referral to specific services, e.g. referral to Aboriginal and Torres Strait Islander Liaison Service or additional support to safely access health care, e.g. utilising an interpreter for appointments. 
Where clinical risk screening and assessment identifies behaviour of concern or risks of aggression toward CHS team members or other patients add an alert flag in the patient clinical record in the Digital Health Record (DHR) and refer to the following as appropriate:
Occupational Violence Policy and Procedure 
Challenging Behaviour Guideline
Cognitive Impairment (Delirium and Dementia) Adults Procedure.
Back to Contents 
[bookmark: _Toc196668194][bookmark: _Toc198197569]Scope
This document applies to patients receiving care in all settings - inpatient, outpatient and community.
This document applies to the following CHS Network Team Members working within their scope of practice:
Medical Officers
Nurses and Midwives  
Allied Health Professionals
Students under direct supervision.
For the purposes of this document the term:
 ‘patient’ refers to any consumer, client or person accessing health care at CHS.
Comprehensive Care Plan refers to any care plan appropriate to the service/area in which the patient is admitted.
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[bookmark: _Toc196668195][bookmark: _Toc198197570]Section 1 – Roles and Responsibilities
All team members
Completion of own essential learning, including DHR training, on HRIMS.
Manager and Clinical Nurse Consultant (CNC) responsibilities
Ensure their team members have completed DHR user training on HRIMS.
Ensure patients admitted to their ward/area have the required risk screening and assessments completed within required timeframes. Refer to Attachment 1.
Overall oversight of risk screening, including management of team members who underperform in this area.
Completion, review and escalation of monthly risk screening compliance reports.
Ensure that rescreening of patients is undertaken as per other CHS policies and procedures, including obtaining patient consent, where applicable. Refer to Attachment 2.
Medical Officer responsibilities 
Completion of Venous Thromboembolism (VTE) risk assessment and prophylaxis tool, including appropriate re-assessment, as per the CHS Venous Thromboembolism (VTE) Prevention Procedure. 
[bookmark: _Hlk196216432]Develop an individualised Comprehensive Care Plan in partnership with the patient, and with the patient’s consent their carer, family or support people and the Multidisciplinary Team (MDT) caring for the patient. Refer to Consent for Healthcare Treatment Guideline.
Nurse and Midwife responsibilities, refer to Attachment 1.
[bookmark: _Hlk197688931][bookmark: _Hlk187843867]Conducting assessment and re-assessment of risk screening as documented in Cognitive Impairment (Dementia and Delirium) Procedure, Nutrition and Hydration Policy, Pressure Injury prevention and Management – Adults, Children and Neonates Procedure, Reducing Falls Risk and Post Falls Management Procedure and any other risk screening related policy document. Refer to Attachment 1.
Based on risk screening and assessment results refer the patient to any relevant health professionals for further assessment and involvement in the development of a Comprehensive Care Plan.
Develop an individualised Comprehensive Care Plan in partnership with the patient, and with the patient’s consent their carer, family or support people and the MDT caring for the patient. Refer to Consent for Healthcare Treatment Guideline
Allied Health Professional responsibilities
Conducting assessment and re-assessment of risk screening as documented in Cognitive Impairment (Dementia and Delirium) Procedure, Nutrition and Hydration Policy, Pressure Injury prevention and Management – Adults, Children and Neonates Procedure, Reducing Falls Risk and Post Falls Management Procedure and any other risk screening related policy document. Refer to Attachment 1.
Based on risk screening and assessment results refer the patient to any relevant health professionals for further assessment and involvement in the development of a Comprehensive Care Plan.
Develop an individualised Comprehensive Care Plan in partnership with the patient, and with the patient’s consent their carer, family or support people and the MDT caring for the patient. Refer to Consent for Healthcare Treatment Guideline.
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[bookmark: _Toc196668196][bookmark: _Toc198197571]Section 2 – Risk Screening, Assessment and Documentation
To ensure CHS delivers safe and effective patient care we screen and assess patients for risks of harm when they are admitted into our care. Completing a risk screen and, if required, an assessment identifies the specific risks of harm for the patient. This enables us to implement strategies to prevent or reduce the likelihood of the harm occurring.
Risk screening commences at the entry point of admission irrespective of location – Emergency Department, direct admission to ward or other (i.e. Day of Surgery Admission, Outpatient Clinic, Rapid Assessment Unit). 
In Emergency Department
Patients presenting to the Emergency Department are assessed for sepsis using the appropriate sepsis screening tool in DHR.  Refer to Sepsis - Adult and Paediatric (from 28 days) Guideline.
Risk screening is required for all patients requiring admission and for those patients identified as higher risk including:
Age of 65 years and older; or 45 years and older for Aboriginal and Torres Strait Islander people
Complex care needs
With clinical conditions, co-morbidities and social circumstances that suggest a level of risk of harm.
On Admission
Inpatients 
General risk screening is to be commenced as soon as possible from presentation and completed within eight (8) hours from the decision to admit this includes, but is not limited to, pressure injury, cognitive impairment, nutrition and falls risk screening and assessments. Nursing staff are to follow-up on relevant actions and assessments, and referrals to medical and allied health teams for further assessment and actions. Refer to Attachment 1 for specific risk screening and assessment information.
Admission risk screening can be documented in the DHR under the Admission, Discharge, and Transfer (ADT) Navigator. Repeat risk screening can be documented in the DHR under the Comprehensive Care flowsheet. The Brain view in DHR can also show if these assessments are completed or not in the required timeframes.
For patient’s admitted on the day of surgery that attend Pre-Admission Clinic (PAC), the risk assessments completed at the PAC appointment are considered the initial admission risk screening and assessment. For patient’s admitted on day of surgery that have not attended PAC, the admitting nurse completes the risk screening and assessment. 
Theatres and Preadmission clinic (PAC) risk screening is documented in DHR under the PAC Navigator tool. The risk scores are easily accessed within the patients record on the left sidebar under Risk scores.
Mental Health related and venous thromboembolism (VTE) risk screening and assessment is to be completed as soon as possible but no later than 24 hours after the decision to admit. Refer to Deteriorating Mental State – Inpatients Guide Procedure or Venous Thromboembolism Prevention Procedure.
Outpatients and community
Risk screening and assessment for outpatient and community services patients is to occur on the initial clinic or home visit with the service. 
During care episode
During the patient’s episode of care, they will require re-assessment of risks of harm as their health care journey progresses or if there are changes in the patient’s condition, for example after surgery, post sedation, when post-natal, or when there are changes to the patient’s medication. 
Refer to the specific risk screening policy document for more information about re-screening, Cognitive Impairment (Dementia and Delirium) Procedure, Nutrition and Hydration Policy, Pressure Injury prevention and Management – Adults, Children and Neonates Procedure, Reducing Falls Risk and Post Falls Management Procedure, Deteriorating Mental State – Inpatients Guide Procedure, Venous Thromboembolism Prevention Procedure and/or any other risk screening related policy document. 
On Discharge
Patients identified as being at high risk of harm should have prevention strategies included in their discharge plan.
[bookmark: _Hlk183706310]The After Visit Summary (AVS) provided to the patient and their carer and/or family/support people should include risk reducing strategies and education. The discharge plan should be developed in consultation with the patient, and with the patient’s consent their carer, their General Practitioner and any services they will access after discharge. 
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[bookmark: _Toc196668199][bookmark: _Toc198197572]Section 3 – Developing a Comprehensive Care Plan
A Comprehensive Care Plan is an individualised person-centred care plan that identifies strategies to prevent harm, what the patient wants to achieve and the plan for the care of the patient.
The following Comprehensive Care Plans are in use at CHS:
Adult (for patients aged 16 years and over)
Paediatric (for patients aged 15 years and younger)
Maternity (for patients who are pregnant)
Mental Health (for patients admitted to a mental health facility).
In addition to Comprehensive Care Plans the following care plans are also used at CHS:
Goals of Patient Care Plan for patients whose health is in decline, refer to the Goals of Patient Care Plan Procedure. 
Comfort Care Plan for when patients are on the Comfort Care Pathway, refer to the Comfort Care Pathway Guideline.
The Comprehensive Care Plan should include: 
Goals, problems and interventions identified by the patient and treating team.
Consultations with other members of the patient’s treating team, for example GP or specialists.
Any other interventions from the list of domains relevant to the episode of care. 
Development date, review dates, frequency, duration of expected care (if known).
If the patient, and with the patient’s consent their carer, family or support people were involved in developing the Comprehensive Care Plan.
The clinician should note in the education activity tab in DHR whether the following has been provided to the patient, their carer and/or family/support person:
Australian Charter of Healthcare Rights handout
Consumer Privacy handout
Charter of Aged Care Rights (if applicable)
Patient and Carer feedback form
Any other appropriate service handout, e.g. Mutual Expectations (Occupational Violence handout), Falls and Falls Injury Prevention, Preventing Pressure Injuries, Patient advocacy services, TIS interpreter services (where applicable).
Clinicians can access Comprehensive Care Plans via computer on wheels or handheld DHR device.
Community services
Clinicians develop a Comprehensive Care Plan in partnership with the patient and with the patient’s consent their carer, family or support people at the time of the initial consultation. This initial consultation should be face to face/in person. Where required the development of the Comprehensive Care Plan can be completed via telehealth consultation. When ‘Complex Care’ or ‘Multidisciplinary’ care planning needs are necessary it may require more than one appointment to finalise the Comprehensive Care Plan. 
For more information about care plans used by Community Care Program refer to Rehabilitation and Aged Care Services (RACS) Community Care Program (CCP) Care Planning procedure.
Inpatients 
After the completion of the risk screening and assessment, clinicians develop an individualised Comprehensive Care Plan in partnership with the patient, and with the patient’s consent their carer, family or support people. All disciplines of the MDT caring for the patient can contribute to and document what they want to achieve in the Comprehensive Care Plan. If applicable the Goals of Patient Care Plan, for patients whose health is in decline, can inform the development of the Comprehensive Care Plan. Refer to the Goals of Patient Care Plan Procedure.
Comprehensive Care Plans are located in the DHR in the Care Plan Activity Tab. Interventions to address risks documented on the flowsheet will automatically populate in the Comprehensive Care Plan.
In DHR the ‘overview tab’ within Care Plan Activity gives you a high level view of the patient’s Comprehensive Care Plan goals and progress. The overview tab can also be useful when documenting patient admission, shift goals and adding to the discharge plan.
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[bookmark: _Toc196668200][bookmark: _Toc198197573]Section 4 – Comprehensive Care Plan Review
Comprehensive Care Plans for inpatients should be reviewed for currency every 24 hours, as the patient condition changes during their treatment journey. Changes to a patient’s Comprehensive Care Plan, such as revised care goals and interventions, must be documented, and agreed to by the patient. When agreed planned outcomes are achieved, these should be noted in the Comprehensive Care Plan utilising the DHR Care Plan Activity tab. 
In the DHR Care Plan Activity tab, when updating the Comprehensive Care Plan, it is recommended teams use the ‘manage plan and document progress’ tab to make any required changes and document the progress. The ‘summary and note’ tab can be used to resolve any listed problems. The note template will pull Comprehensive Care Plan documentation into a note.  
For patients requiring long term care in the community, clinicians will re-assess and discuss the patients’ care needs and update the Comprehensive Care Plan with the patient/carer at regular intervals (time frames differ between disciplines). The outcome of the review is recorded in DHR. Changes to the Comprehensive Care Plan are communicated with relevant health professionals via DHR, face to face clinical handover, phone call, or email. For example: Community nurses re-assess the patients’ care needs by reviewing the care plan with the patient/carer; every 6 months, post 30-day hospital admission, or when a change in clinical presentation or condition is noted. 
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[bookmark: _Toc196668201][bookmark: _Toc198197574]Section 5 – Comprehensive Care Plan on Discharge
The clinician completes discharge planning, in consultation with the patient and their carer or family or support person, which may include:
Ongoing care instructions 
Details of any follow-on referrals (if required) 
Review of Goals of Patient Care Plan (if applicable)
A note to say that the discharge planning has taken place, been agreed on and noted in the clinical record (under the Discharge tab for DHR records).
Clinicians can use the After Visit Summary (AVS) to give this information to the patient, family/relatives/support person and/or carers by adding in text in the “Other Instructions” free text box. 
The clinician discharging the patient prints the AVS and gives the physical copy to the patient, their carer and/or family/support person. 
A Nursing Transfer report can be printed off for other healthcare or aged care facilities and automatically populates the last recorded risk screenings.
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[bookmark: _Toc198197575][bookmark: _Hlk43366294]Evaluation
[bookmark: _Hlk170467190]Outcome
[bookmark: _Hlk170467240]Inpatients have risk screening and assessment completed within required time frames
Inpatients have an individualised Comprehensive Care Plan documented.
Measures
Review data on risk screening and assessment completion collected on Clinical Audit Program Results – Quality and Safety NavPad and Comprehensive Bedside Audits Results – Quality and Safety NavPad. 
Review data on DHR Report ‘Completed Risk Assessments’ [7335509]
Review of data in DHR on completion of Comprehensive Care Plan.
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[bookmark: _Toc196668203][bookmark: _Toc198197576]Related policies, procedures, guidelines and legislation
Policies
· Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
· Partnering with Consumers
Comprehensive Care
Nutrition and Hydration for Admitted Adults and Children
Clinical Incident Management
Procedures
Admission from the Emergency Department to Ward
Admission to Discharge Procedure (adults and children)
Patient Identification and Procedure Matching 
Clinical Handover
Cognitive Impairment (Dementia and Delirium)
Goals of Patient Care Plan 
Identification and Management of Adult Patients requiring Mealtime Assistance
Initial Management, Assessment and Intervention for People Vulnerable to Suicide
North Canberra Hospital Admission to Discharge – Adults, Children, and Infants
North Canberra Hospital (NCH) – Prevention, Diagnosis and Management of Delirium in the Acute Setting
Reducing Falls Risk and Post Fall Management
Wound Prevention and Management
Clinical Incident Management – Canberra Hospital
Clinical Incident Management – North Canberra Hospital
Guidelines 
Consent for Healthcare Treatment
Pressure Injury Prevention and Management 
[bookmark: _Hlk183779507]Venous Thromboembolism (VTE) prevention 
Perinatal Mental Health Wellbeing 
Comfort Care Pathway 
Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Other
Australian Charter of Healthcare Rights
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Australian Commission on Safety and Quality in Health Care, August 2018, Implementing the Comprehensive Care Standard – approaches to person-centred screening.  
[bookmark: _Toc196668205][bookmark: _Toc198197578]Definition of Terms
Assessment is the process of collecting information to identify the patient’s risk factors and interventions or strategies that can be implemented to prevent or reduce harm. 
Screening is a short process of identifying if a patient may be at risk of harm. Screening may trigger a further and more detailed assessment.
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Screening, assessment, comprehensive care, plan, risk, fall, pressure injury, cognitive impairment, mental health, VTE, nutrition
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Attachment 1 – Risk Screening and Assessment at CHS
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[bookmark: _Toc198197581]Attachment 1 – Comprehensive Care Risk Screen and Assessment Expectations of Nurses and Midwives
All Comprehensive Care risk screens and assessments are required to be completed and documented in DHR using a standard approach aiming to minimise the risk of hospital acquired harm while people are under our care. This evidence-based approach ensures risks are identified early and strategies are implemented to reduce them.
The Standard approach for patient management is to use the DHR “Brain” to review risk screening that is due to be documented. Risk screening due on admission is accessible through the Admission clock. Reassessments that are due will be visible as a task on the brain at the time that it is due. 
Shift Oversight
Oversight of risk screening compliance is visible in DHR through the National Safety and Quality Health Service Standards (NSQHS) Dashboard. An Incomplete Risk Assessments report can be accessed from this dashboard to identify risk screening compliance at the individual patient level.  
Nursing and Midwifery Staff expectations for each role includes activities for a shift or a day depending on the area and role:
Clinical Nurse Consultant/Manager or Clinical Midwifery Manager 
Check NSQHS Dashboard in DHR at the beginning and end of the shift to review overall compliance. 
Follow up with team leaders to ensure daily plans to address risk screening completion.  
Manage and respond to escalation by team leaders of staff regularly not completing risk screening within required timeframe. 
Team Leaders/Clinical Care Coordinators
Check NSQHS Dashboard in DHR at the beginning of each shift to identify patients who need to be risk screened or further assessments undertaken and care plans yet to be completed.
Communicate with nursing staff allocated to patients requiring risk screening. This can be done at team huddle or 1:1. 
Create team awareness of patients/consumers at higher risk and encourage team-based monitoring and observation of those patients during the shift.
Follow up with staff if not complete and support completion in DHR by end of shift.
Continue to communicate updates and outstanding patient risk screening at each huddle or at handover
Identify staff who are regularly not completing risk screening within required timeframe. Discuss with team member to identify cause and escalate as appropriate e.g. to CDN/CNC
Clinical Development Nurses or Midwives
Teach staff how to use the NSQHS Dashboard on DHR. Ensure team leaders are aware of expectation to have oversight of risk screening compliance when team leading.   
Use the Comprehensive Care risk screening standard slide decks to teach staff about why, when and how to complete the various risk screens within the DHR.
Teach new staff during orientation about the expectations for completing these risk screen tools and appropriate assessments.
Ward Staff
Complete risk screening and assessment tools with patient directly where possible and use patient family, carers or support persons where needed. 
Document risk screens and assessments within the required timeframe in DHR, ensuring the care plan is reviewed and up to date.
Escalate care as required by outcome of risk screening tool and ensure risk minimisation strategies are in place.
Communicate any patient deterioration or increased level of risk observed during the shift to:
· Team Leaders
· at bedside handover 
· or team huddles
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[bookmark: _Toc196668208][bookmark: _Toc198197582][bookmark: _Hlk188369857]Attachment 2 – Risk Screening and Assessment at CHS
	Policy document
	Screening and Assessment
	Emergency Department
	Inpatients 
	Outpatients/Community

	Cognitive Impairment (Dementia and Delirium) procedure
	Delirium and Cognitive Impairment Screen completed first, if yes to any risk factor proceed to 4AT Assessment. 

	Screen as soon as possible, within 8 hours of decision to admit.

	Screen as soon as possible, within 8 hours of decision to admit.
Rescreening weekly or when acute changes to alertness or cognition and before discharge.

	Not applicable

	
	4AT Assessment for Delirium and Cognitive Impairment 

	If any risk factors identified in screening, then complete assessment
	If any risk factors identified in screening, then complete assessment
	Not applicable

	
	Confusion Assessment Method in ICU (CAM-ICU)

	Not applicable
	Used in ICU environment only
	Not applicable

	Deteriorating Mental State – Inpatients Guide
	Mental State Screening 
	Not applicable
	Mental State Screening to occur for all inpatients not admitted in a specialist mental health service within 24 hours of admission.
Rescreening when deterioration in mental state suspected or identified
	Not applicable

	Goals of Patient Care Plan (Adult and Paediatrics, not Neonates)
	Goals of Care Planning tool is used to identify patients whose health is declining due to serious illness, multiple co-morbidities or age related frailty. 

	Process can be commenced in ED
	Medical team uses this tool to identify if a Goals of Patient Care Plan needs to be completed Discussion to be completed within 48 hours of admission.

	Not applicable

	
	Goals of Patient Care Plan - supports the appropriate care of patients with a life limiting illness and a predictability of dying or at risk of sudden deterioration.

	Not applicable
	If the tool identifies the need for a care plan, it should be documented in DHR and approved within 24 hours.

	Not applicable

	Identification and Management of Adult Patients Requiring Mealtime Assistance
	Screening tool incorporated into Comprehensive Care Flowsheet in DHR.
If the patient requires assistance this is recorded in DHR Diet Order.

	All patients are to be screened for level of feeding assistance required by, or just after, their first meal.
	All patients are to be screened for level of feeding assistance required by, or just after, their first meal.
	Not applicable

	Initial Management, Assessment and Intervention for People Vulnerable to Suicide
	Different services across CHS use different clinical tools to assess for suicide vulnerability, e.g. Edinburgh Postnatal Depression Scale used by WYC.
If a staff member feels a person is at risk of suicide, they are to be referred to the appropriate MHJHADS service.  Refer to the procedure for more detail
	Use appropriate screening tool
	Use appropriate screening tool
	Use appropriate screening tool

	
	Suicide Vulnerability Assessment Tool (SVAT) - used by MHJHADS staff to assess suicide risk following referral to the Mental Health Consultation Service, Psychiatric Registrar or Access Mental Health.

	Formal suicide vulnerability assessment must be completed: 
· At the time of any emergency hospital presentation 
· If there is evidence of suicidal planning or intent.  
· At the time of all crisis contacts

	Formal suicide vulnerability assessment must be completed: 
· At the time of all crisis contacts
· At the time of the person’s first F2F contact with a service 
· At the time of full assessment, 3 month review/discharge 
· If there is evidence of suicidal planning or intent.  
	Formal suicide vulnerability assessment must be completed: 
· At the time of all crisis contacts
· At the time of the person’s first F2F contact with a service 
· At the time of full assessment, 3 month review/discharge 
· If there is evidence of suicidal planning or intent.  

	Nutrition for Admitted Adult and Children Policy
	Nutrition Screening - undertaken by nursing and midwifery staff, allied health assistants and other trained health professionals
	Not applicable
	All patients with exception of exempt groups must be screened within 8 hours of admission. Ongoing screening occurs weekly or if change in patient clinical condition
	Not applicable

	
	Swallowing Screening - Nursing, medical and allied health staff will identify patients with known pre-existing dysphagia, with clinical indicators of dysphagia or with diagnosis associated with dysphagia.  

	Not applicable
	Dysphagia screening tool completed where appropriate
	Not applicable

	Perinatal Mental Health Wellbeing Guideline
	Edinburgh Postnatal Depression Scale
	Not applicable
	Not applicable
	First screen at 16 week booking visit.
Repeated once later in pregnancy around 26 weeks completed by maternity care provider.
MACH nurses screen at 6 to 8 week postnatal. 

	
	Perinatal Psychological Assessment
	Not applicable
	Not applicable
	Completed at first initial contact in pregnancy or postnatal.

	Pressure Injury Prevention and Management – Adults, Children and Neonates

	Waterlow Risk Assessment Tool (WRAT) for adults, patients aged 15 years and above 

	Completed on presentation to ED or as soon as possible

	Completed as soon as possible (e.g. first contact with the health professional) and documented in DHR within 8 hours of admission. Ongoing risk screening is attended daily and more frequently if there is a significant change in condition or the patient has had surgery or been immobile for a prolonged period. 
	Completed at initial home or clinic visit and ongoing if patient is at risk or when there is a significant change in condition.


	
	Modified version Waterlow Tool in Maternity Services

	Completed of presentation to ED or as soon as possible
	Completed as soon as possible (e.g. first contact with the health professional) and documented in DHR within 8 hours of admission. Ongoing risk screening is attended daily and more frequently if there is a significant change in condition
	Completed at initial home or clinic visit and ongoing if patient is at risk or when there is a significant change in condition.


	
	Braden Q Risk Assessment Scale - for children (age less than 15years) 

	Completed on presentation or as soon as possible for patients undergoing resuscitation or other priority interventions

	Completed as soon as possible (e.g. first contact with the health professional) and documented in DHR within 8 hours of admission. Ongoing risk screening is attended daily and more frequently if there is a significant change in condition
	Completed at initial home or clinic visit and ongoing if patient is at risk or when there is a significant change in condition.


	
	Neonatal Skin Risk Assessment and Management Scale - Neonatal Intensive Care Unit (NICU) and Special Care Nursery (SCN
	Not applicable
	Completed on admission. Reassess each neonate’s skin and update their risk of injury 2 to 24 hourly (depending on risk score)
Neonates scored as extreme risk require 2 to 4 hourly skin assessment
	Not applicable

	Reducing Falls Risk and Post Falls Management Procedure
	Falls Risk Screen 


	All inpatients require a Falls Risk Screen within 8 hours of decision to admit. 
	All inpatients require a Falls Risk Screen within 8 hours of decision to admit. 
Reassessed weekly, when change in patient clinical condition and before discharge. 
	Risk screen at initial home or clinic visit.  
Reassessed when change in patient clinical condition and before discharge.

	
	FRAMP (Falls Risk Assessment and Management Plan)

	If Falls Risk Screening determines patient is at high falls risk a FRAMP (Falls Risk Assessment and Management Plan) is required
	If Falls Risk Screening determines patient is at high falls risk a FRAMP (Falls Risk Assessment and Management Plan) is required
	If Falls Risk Screening determines patient is at high falls risk complete and document referrals to appropriate services

	Sepsis (paediatric, from 28 days, and adults) Guideline
	Sepsis screening tool for:
Adult
Maternal
Paediatric
	Screening occurs on presentation with an acute illness or clinical deterioration that may be due to infection.
	Not applicable
	Not applicable

	Venous Thromboembolism (VTE) Prevention Procedure
	VTE Risk Assessment and prophylaxis Order set in DHR
There is a VTE risk assessment tool for:
Adult
Maternity 
	Not applicable
	VTE risk assessment is completed and documented by a medical officer for all adult patients within 24 hours of hospital admission.  Reassessed weekly or when the patient’s condition changes, goals of care change and on discharge.
	For pregnant patients a maternity VTE risk assessment occurs during early pregnancy and within the first 6 weeks post partum.

	Wound Prevention and Management Procedure
	Wound assessments - TIME (Tissue Type, Infection/Inflammation, Moisture, Edge)
	Wound is assessed using TIME model
	Wound is assessed using TIME model
	Wound is assessed using TIME model
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