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Outline

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

* To inform staff on the:
— Background
— Definitions
— Assessing for and mitigating Risk
— Proactive measures
— De-escalation techniques

— Indications for Increased Supervision or Individual Patient
Special

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

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

 The Behavioural Assessment and Observation Form
was developed as part of the Feeling Safe in the ED
Project and was due to a gap analysis identifying that
some basic needs for adult mental health consumers
were not being met and therefore proactive measures
were not being taken to prevent episodes of escalation
and absconding.
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» Staff were using subjective language such as “going off” and
could not differentiate between a patient with some minor
escalation to those who were having a major episode
resulting in Code Black calls.

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

e Staff were unable to effectively communicate escalation
between each other. We all understand a systolic of 80 or a
pulse above 160 is a MET call, however when describing and
discussing patients with escalating or deteriorating
behaviours, we couldn’t articulate this
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 SWSLHD implemented the Increased
Supervision and Specialling of at Risk Patients
Procedure in November 2018. The procedure
is inclusive of all behavioural presentations
varying between delirium, dementia,

confusion, drug and alcohol and mental
health.

* The governing procedure is currently under
revision also to include the changes to the
document and also include paediatrics which
was previously excluded
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Inclusion of Paediatrics

* Gap analysis and data has demonstrated that children
were not being adequately monitored or risk assessed
for behavioural management in key areas and were at
risk of the same issues as adults, such as escalation

* Anincrease in incidents involving children with
escalating behaviours, absconding and other
potentially critical incidences within EDs and paediatric
units

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

* Children and young adults accounted for almost 15% of all
mental health presentations to SWSLHD in 2020.

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

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

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

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

2019 2020 Yearly Comparison
C&A Total C&A Total C&A |[Total

Bankstown 183 2292 195 2405 6.56%| 4.93%
Bowral 132 633 104 519| -21.21%| -18.01%
Camden 17 67 16 75] -5.88%| 11.94%
Campbelltown| 864 4516 989 5101| 14.47%| 12.95%
Fairfield 28 202 24 228| -14.29%( 12.87%
Liverpool 515 4374 633 5062| 22.91%| 15.73%
1739 12084 1961 13390| 12.77%| 10.81%

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

* Liverpool and Campbelltown had the most significant increase
in paediatric presentations with 23% and 14.5% respectively
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Assessing for Risk

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

e Utilising tools which we have to compliment

behaviour monitoring, such as an
individualised Behaviour Management Plan,
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Definitions

Increased Patient Supervision:

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

Individual Patient Specialling (IPS):
IPS refers to a 1:1 allocation of a nurse to a patient
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Indications for Increased Patient
Supervision / IPS

1 - Patients at risk of harming themselves (not scheduled under Mental Health Act,
2007):

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

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

e Severe hyperactive delirium
* Drug and/or alcohol intoxication
e Children who are a falls risk due to age
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Indications for Increased Patient
Supervision / IPS

2 - Scheduled under Mental Health Act:

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

plan if indicated.

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

3 - Higher clinical level of observation and care required:
e Patient awaiting transfer to a critical care area or another facility.
* Drug desensitization / medications that require 1:1 nursing.

* Frequent clinical observations or complex care.
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How to use the Paediatric BAOF

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

 The Registered or appropriately educated Enrolled
Nurse (not an AIN) should select which is the most
appropriate risk assessment (mental health or non-

mental health) and attend to this at least once per
shift.

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

The child should have a set of behavioural observations
attended to as follows:

 Mental Health Patients: Emergency Department only

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

 Non-Mental Health Patients (in the ED and inpatient

units. Also MH patients admitted to non-mental
health units):
may be monitored hourly or more frequently dictated by their

condition. They should not wait more than one hour for
behavioural observations
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How to use the Paediatric BAOF

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

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

— Clinically unstable, risk to safety, abscond risk

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

* Follow your hospital processes

* |n the future there will be a standardised
approach from the LHD
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Risk Assessments

* Emergency staff will already be familiar with the adult risk
assessments, the paediatric ones are similar but have
different more age appropriate content

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

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

e There is a Child at Risk Referral box for documentation of the
reference number
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PAEDIATRIC INCREASED SUPERVISION

m Health FAMILY NAME MRN
JCW | South Western Sydney
sovemmenr | LOcal Health District GIVEN NAMES CIMALE [ FEMALE
Facility: DOB ____|{ ! no
ADDRESS

LOCATION | WARD

RISK ASSESSMENT (NON-MH)

COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

Date: !

120 24 Hour Chart Only

Child at Risk Referral: _ Yes Reference Number

Immediate Assessment
Consider age and individual development when undertaking risk assessment and refer to
child's individual care plan and make approprate referrals in all incidences.
If there is a deterioration, escalate via CERS immediately

1st

Shift

2nd
Shift

3rd
Shift

Y

Y [N

Does the child have a current or previous history of emational dysregulation, escalation or aggressive
behaviour?

Does the child have an acute risk to their airway?

Has there been a change in behaviour which is inconsistent with child's baseline which may be indicative
of sepsis?

Escalate via CERS in all incidences of deterioration

Does the child have a history of any of the below? Tick as necessary
[ Intellectual disability

LI Autism spectrum disorder

] Complex trauma

L Other

Is the chid displaying any signs of self-harm behaviours which are not related to a suicide risk?
Any child with a mental health risk is to be assessed using the Mental Health Risk Assessment

Does the child have pain?
Refer to Medical Officer and ensure adequate analgesia provided

Does the child have any risk for urinary retention, constipation or other continence issues.

Is there a malnutrition risk?

Does the child have sensory eating issues, hoarding tendencies, over-eating or taking medications which
increase appetite?

Children with a diagnosed eating disorder should be assessed on the MH Risk Assessment

Does the child require assistance with mobility or activities of daily living?
Will they require assistance or supervision when moving?
Refer to child's individual care plan and make appropriate Allied Health Referrals

Is the child at risk of developing or have a pre-existing pressure injury?
Do they require implementation of pressure injury prevention strategies?

10

Does the child have any known triggers for escalating behaviour?
Is the child in an appropriate area for treatment, with an appropriate care giver?
If the child is supervised by parent/s or guardian is this the most suitable person?

11

Is the child at risk of post sedation delirium?
Escalate via CERS in all incidences of deterioration

12

Does the child smoke, drink alcohol or use illicit substances?
Refer to child's individual care pian, attend Substance Use Screen and make appropriate referrals

13

Does this child require update to their nursing management or behaviour management plan?
This includes activities of daily living, toileting and proactive rounding

14

Has this child required any restrictive practices such as seclusion or restraint?
Refer to child's individual care plan and make appropriate referrals
Document any seclusion or restraint in ims+

15

Does the chid require increased supervision OR an individual child special extra to the resources
available within the unit?

Staff Initials

4| For any criteria which answers YES, review models of care and provide the most appropriate level of supervision to the child.
Escalate to the local Clinical Emergency Response System (CERS) in the instance of Deterioration or NUM, Staffing Manager or AHNM in the
event of requiring staff which is extra to the unit staffing profile

The Non-Mental Health
risk assessment :

Information on NHPPD for
staff to refer to at the bedside

Check boxes for risk
assessment labeled 15t, 2nd and
3"d shift

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

Space to document child at
risk referral and number

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

Staff directed to utilise CERS if
necessary
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Facility:

FAMILY NAME MRN

GIVEN NAMES [ MALE ] FEMALE
D.O.B. I I Mo,

ADDRESS

PAEDIATRIC BEHAVIOURAL RISK
ASSESSMENT (MH PATIENT)

LOCATION / WARD

COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

Child at Risk Referral: T] Yes Reference Number:

Date: ! 120 24 Hour Chart Only
Immediate Assessment | st 2nd 3rd
c age and in shift | shift | Shift

development when
undertaking riskassessment | v | N | Y [ N| ¥ | N

Action Required
All Mental Health q itoril

g on a BAOF
For all YES responses, ensure appropriate clinical supervisi
is provided

Vital signs attended
(BF attended on admission for
baseline or if condition changes)

If NO or unsafe to attend escalate to Senior Medical Officer and Nursing Team
Leader.

Absconding
(e.g. verbalising wanting to
leave, history of absconding)

If YES check Alerts and complete Child Description in MOU absconding form
(keep in patient file) and consider appropriateness of location
Conduct child search and document in eMR / clinical notes

Does this child reside in a group home under the Act? LI

Aggression Risk
(e.g. pacing, agitation,
withdrawn, history of
aggression)

If YES check Alerts and escalate to Team Leader.

Remove items which are potential weapons or could cause harm.
Conduct child search and documentin eMR/ clinical notes.

Consider possibility of substance withdrawal in reason for aggression.

Suicide Risk

(e.g. impulsive behawviour, stated
or actual self-harm / suicidal
ideation or behaviours,
verbalisation)

If YES conduct search and remove any items which pose self-harm risk,
and document in eMR / clinical notes.

Reputation
(e.g. sexual / disinhibition)

If YES gender approp when allocating clinical supervision.
Maintain privacy and cbserve for harmful or problematic sexualised behaviour.
Remove phone or other device if evidence of inappropriate use noted

Scheduled Patient
(s this child being detained
under the Mental Heatth Act 7}

If YES all children scheduled under the Mental Health Act must be provided
with a Statement of Rights (Schedule 3 - Violuntary or Involuntary)

Child may not be well enough fo understand content.

Provide to parent / guardian if appropriate to do so.

Activate Schedule icon on FirstNet (ED) or document in file if in inpatient unit
Collaborative plan for Goals of Care with key stakeholders.

Date of meeting: / /20,

Eating Disorder Risk
(Children who are identified at
risk)

If YES follow individual childcare plan,
Appropriate referrals to Allied Health,
If eating risk is diagnosed as behavioural, attend Non-MH risk assessment,

Staff Initials

For all children, search conducted on:
1 Presentation to ED

L Admission to inpatient unit

] Upon return to ward from leave

If child is aggressive, is securily required?
Complete valuables checklist in eMR or Observation Chart

For any criteria which answers YES, review models of care and pr

the most appropr level of supervision to the chid.

Escalate to the local Clinical Emergency Response System (CERS) in the instance of Deterioration or NUM, Staffing Manager or AHNM
in the event of requiring staff which is extra to the unit staffing profile

Notifications: To be completed at least once in a 24 hour period and upon Transfer of Care or Discharge

Nursing Team leader: [Jves [INo  Time:

Decision to Admit: LlYes _INo Time:

Destination:

Medical Team leader: LlYes L. No Time:

LI No Time:

Decision to Discharge : || Yes
Destination:

| Mental Health Team: I ves [ No

Transfer of Care / Discharge BTF and SAT attended:
L Time: :

Drugand Alcohol Team: [ Yes [ No

Signed: D

The Mental Health risk
assessment:

— Inclusion of Eating Disorder Risk

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

— Check boxes for risk assessment
now labeled 15t, 2" and 34 shift

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

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

— Staff directed to utilise CERS if
necessary

— Capacity to document referrals to
the MDT

— Updated clarity on Searching
patients

— Discharge Vital Sign Observations
reminder for patients leaving ED
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The Monitoring Section

* There was a comprehensive evaluation of the trial adult BAOF
in 2019, which allowed us to review the content and also
make a better design for the trial of the Paediatric BAOF:

— Additional capability to describe legal status, this should assist with
children who live in group homes or with a foster family etc

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

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

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

— Clearer alignment of SAT scores with the CERS process
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Hespmde name 5 N
PAEDIATRIC BEHAVIOURAL 5 & = S et
ASSESSMENT & —— = ————= — [FoS——
OBSERVATION FORM COMPLETE ALL DETAILS OR AFFIX PATIENT LASEL HERE -3 o responss to simuaton = COMPLETE ALL DETAILS OR AFFTX PATIENT LABEL HERE
Obesrvation Cars Level Date
A5 per Cbservaion Care Level
Time
Supsrvision RN EN (N), AIN (A rity (5}, Poll
i (M, (4], Secu 2
Gﬂ'?eﬂ%jn SERCO [2E) L AN i F .
Supervision
Legal Stafis Sechions (510, (513}, (s20 (523
f,;']] 2 A By o Lt Legal Status
P e
+ | 13
Sedation sasesament Tool Scona +2 i
Fer OCL Fin MHU or ED. Per Chil's condition In &l offer areas : z
=
Obasrvations must be using X In scors that 5 5
EMMiCoo8 ENMMTs Dabieviras et sfooch G103
2[4 i
@ L
Infsrvemtions for Cars 2 o
Consicer age and indhvidual developmeant -]
Aftandsd {+'). Unsafs {U'S), Nok dus [MD} 3| 15
Wital Signa: (a5 per Fraquency of Vital Signs Table page 3) | vital Signs
Indvidual o 5 - Refer to chila’s behaviour | Indhvidusl
management pian, ok bax and dacumert infenention in e Sraiegion
Sedation: Oral (0], Intramuscuiar (IM], Infravenous [TV} sadation
Reafrictive Practica - Mechanica Restraint (MR), Restrictive
Phiysical Restraint (PR), Festant {CF), Seclusion [SE) | Practics Regiater
Ime+ Completed Tor Al Incidants +- restraint () mz+ [+
Personal Cars: Shm[S] Wash (W), Repasltioning (R)
SKIN Checks (SC), TEDS Pers Care
Oral Hyglene: Attanded [«:. . |OralHyg
Oral Intake: Foad (F), Drink (D), NIl by Mowth (NBM) ‘; PO Intake
Tollsting: Urine {L7), Bowels open (B, Incontinent 1), Toileti
Cathetar |C), Aparients (4], Pad (F), Coiosiomy (C0) "4
Initials
. = SWSLHD HUMANITY HUDDLE Paediatric Sedation Assessment Tool
LER I e E e T T A Safety Culture Initiative For Deferioration, follow Faciity GERS profocol. For detaled instruciions refer fo Supervision Matric I
OCL 1: Constant Supsrvision by skilad RN Hunger and Hyglans SAT +1 SAT «2 SAT +3
* 1:1, document 1560 on Behavioural Oibs Form & Conskler environment and ADLE: +  Agtaton f ansdety *  Amping with othess * Frysically atacking ohers
* De-ascalaie and Manage bafiaviours Uniderstand their Rights +  Amumentaie *  faling and swearng at omers * Risk of 5= ham
* Vit signs 3 par Fraquency of Vil Signs (page 3) *  Voluntary and Invoiuntary Siatement of Rights »  Teary *  Panic attack *  Posing a high risk of physical aggression i ohers
Medications and Madical Claarancs *  lsoialing  wiharawing f stamng *  \aking tvess
*  Medcatons Atmiristersd, reguiar and PR for i Theosing thi
M | T S—
Abacond and Filsk I ong
OCLS3: 30 minutaty viausl obsarvations . mgmlm aa ek Coneigeraions | 2TEMPE For 20 MINTeS only Ben escalate 10 SAT -2 | Amamypt for 20 MNES oniy Then escalam 10 SAT 3 Intsrvsnitions
* 30 minuesly documentation on Benavioural Obs Form | NRT and Substancs Use Screening *  Verbal ge-escalation » AN medicaions * MET call io Red Zone
* \itd signs 3 par Fraquency of Vil Signs (page 3) » Mo smoking policy Fafer fo child's Indiicual care pian s Saparaing child from others *  Sengory mogulation
OCL4: Hourly visual obsarvations # AWS and sher substance Use corsisarstions . desp breathing . Tl s  Medication
» Hourty docurmentation on Behaviowral Obs Form saciusion and Reslraint Conslgsrations *  Offerfood i lud . Wi Siafing or AHN for Indhidua (e Recuires acdifional cuper ate
* Wital signs 35 par Fraquency of Wital Signs (page 3) »  Reglster completed as necassary and Ims+ aftanded *  FRe-drect child wilh quist aciivites q:egm‘ mﬁ%"‘ma" T+39p’mmam
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Sedation Assessment Tool
Score Responsiveness Speech
+3 Combative, violent, out of control Continual loud outbursts
+2 Very anxious and agitated Loud outburst
+1 Anxious and restless Normal / Talkative
0 Respond easily to name Speaks normally
-1 Asleep but rouses if name is called Slurring or prominent slowing
-2 Physical stimulation Few recognisable
-3 No response to stimulation Nil
+3 | 15
ek
30 3
1] &
2 g
3| 15

Paediatric Sedation Assessment Tool

For Deterioration, folfow facility CERS protocol. For detailed instructions refer to Supervision Matrix

SAT +1 SAT +2 SAT +3
*  Agitation / anxiety *  Arguing with others * Physically attacking others
*  Argumentative * Yelling and swearing at others ® Risk of self ham
* Teary *  Panic attack * Posing a high risk of physical aggression to others
* |solating / withdrawing f staring ®  Making threats
®  Anger/ pacing ®  Throwing things
Interventions Interventions T P
Attempt for 20 minutes only then escalate to SAT +2 Attempt for 20 minutes only then escalate to SAT +3
*  Verbal de-escalation *  PRN medications * MET call to Red Zone
*  Refer to child's individual care plan *  Separating child from others * Sensory modulation
* Encourage deep breathing *  Time-out ®  Medication
*  (Offer food f fluid *  Discuss oplions with staffing or AHNM for individual |* Requires additional supervision from an appropriate
*  Re-direct child with guiet activities child special nurse. Document all SAT +3 episodes and outcomes

in eMR and ims+=

GOVERNMENT
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Personal Care: Shower (S), Wash (W), Repositioning (R)
Skin Checks (SC), TEDS (T)

Oral Hygiene: Attended (v)

Oral Intake: Food (F), Drink (D), Nil by Mouth (NBM)

Toileting: Urine (U), Bowels open (B), Incontinent (1),
Catheter (C), Aperients (A), Pad (P), Colostomy (CQO)

Pers Care

Oral H
ﬂ rai nyg
o |PO Intake
<

Toileting
Initials
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Facility:

I T

PAEDIATRIC BEHAVIOURAL

ASSESSMENT &

LOCATION | WaRD

OBSERVATION FORM

COMPLETE ALL DETAILS OR AFFIX PATIENT LASEL HERE

Diate

Time

oCL

Supervision

Legal Status

-
o

WL B Pl T

-
wn

RIS 1WE

Vital Signs

HRT

Sedation

Restrictive
Practics Raglster

Ima-+ (]

Pers Care

Oral Hyg

PO Intake

Toileting

0%

MH Acufs

Initials

Frequency of Vital Signs

noluding BEL and
Department) tnen AT hourty '[Em

Seciuslon 35 per OCL {page 1)

- mn;rmarnmm-
circulation and pressure Injury

Hon-MH and thoas with
PRM Oral Sedation Parenisral Sadation P‘M
Su bahaviours
Par PO2020_0TF Par 20016 Par GL215_00TF Par GLA0TS |
Thwes (3) mes per day at eight | S (5) Tmes per day atfour | Oral sedation I or IM Sedation with or without mechanical
(&) hourty Intenas for 3 {4 holriy Irsrvais Every 30 minutes 2 hows | restraint:
minimum of 438 howrs. Then post sadation and Men
dally Mereafter 4% hourty [ETF) * Vital signs every 5 minutes for 20 minues
Escaisfion as per siandsr ¥n the 50, cosanations as * 30 minutety untll SAT retums to 2em (1)
CERS processes for per SWELHD Proc 2021_002 | Mon sedated and s Hourly Tor 2 houre fen 4724 (BTF) )
dedaroraton Wil Sign Dbservabon nmrmmu ¥ N
Siandards In the Emergency | Easdine

WHO4 NOILYAMISEO 7

LNIWSSISSY TVHNOIAYHIE DIMLYIO3IVd

GZO'STOHNY

* Monitoring Section

continued:

— Frequency of Vital Signs
information updated with
most recent changes to MOH
Policy

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

Oral and Parenteral sedation
boxes remain colour coded for
staff to correlate to CERS
criteria also
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The Behavioural Decision Matrix

« The Sedation Assessment Tool Score is based on the
Management of Patients with Acute Severe Behavioural
Disturbance in the Emergency Department policy and
also the Continuum of Aggression Management for
Consumers tool developed by staff from Gna Ka Lun at
Campbelltown Hospital.

« Recommended Observations and Interventions are in
line with CERS and some wording changed to ensure
staff more sure of what to do in the event of escalation or
deterioration
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Facility: [T S S B T
ADDRESS [ ]
ACOATRIC BErAvIOURAL Behavioural
SUPERVISION MATRIX LOCATICH FWARD
COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE e o °
. Supervision Matrix:
Example of Dessription of Sehaviour Do RS vior Manageman: plan i sScaas via CERS Tof any y
Situanion which 15 mwwuwmam
2 ekt secdour. comctve, ieret Contiuous vsua oboeatons — Aligning behaviours with CERS
*  Poses risk ip staft, seif, oiher children or visltors *  Requires addsonal clinical supendsion ..
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Important Points to Note

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

* Risk assessments must be attended at a
minimum of 3 times in a 24 hour period.
Change of shift is a good time to attend. If the
patient has an incident such as Code Black or

MET call, the risk assessment should also be
repeated
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Moving Forward

« The SWSLHD Paediatric Behavioural Assessment and Observation Form
IS not available for managers to order. Should you require more copies,
contact Clair McEntee or Karien Thomson

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

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

— Clair McEntee, Safety Culture Coordinator, SWSLHD Clair.McEntee@health.nsw.gov.au
— Karien Thomson, Safety Culture Coordinator, SWSLHD Karien.Vorster@health.nsw.gov.au
— Teniele McPherson, Bowral ED CNC Teniele.McPherson@health.nsw.gov.au

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

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

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