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NSQHS Standard 6 Communicating for Safety
Definitions sheet — Edition 2

Communicating for Safety Audit Tools Definitions

The following definitions and examples apply to the Communicating for Safety Audit Tools:

= Clinical handover is defined as the transfer of professional responsibility and accountability for
some or all aspects of care for a patient, or group of patients, to another person or professional
group on a temporary or permanent basis. Australian Commission on Safety and Quality in Health
Care. National Safety and Quality Health Service Standards. 2nd edition (2017).

= Clinical handover is done in two stages:

o Stage 1 is away from the bedside and is setting the scene — The stage 1 meeting is intended
to be a short snapshot of patient care. This meeting also provides a chance for confidential
patient information to be discussed, which would not otherwise be discussed at the bedside.
This stage of handover should be brief and take no longer than 10 minutes.

o Stage 2 occurs at the bedside.

= Handover Summary Sheet is a briefing that promotes situation awareness and contains sensitive
information, e.g. test results, psychiatric issues, communicable diseases, NFR orders, social/family
issues etc.

= Bedside Safety Scan involves call bell in reach, equipment functioning, mobility aids in reach, check
lines/tubes, review med chart, review bedside chart, etc.

Identification Bands
Surgical Safety Checklist
Perioperative Patient Record

i

Procedure Informed Consent Form

For Queensland Health staff, please go to QHEPS for further information on communicating for safety.
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1. Identification Bands (as per the Queensland Bedside Audit (QBA))

Patient Identification (ID) Band

Wristbands containing patient information have been the standard method of identifying patients in
hospitals for many years. Patient ID bands are a critical tool to prevent errors associated with mismatching
patients and their care. The Australian Commission on Safety and Quality in Health Care has developed
specifications for a standard national patient identification band. The specifications set out standards for
the useability, content and colour of patient identification bands in Australia.

Single White ID Band

FSRCHATWOMED

EM.

oo o %

Single Red ID Band - to identify
a known allergy or other known

risk
E:mNﬂTWDMED
oo oy 2% ‘
NSQHS Standards Edition 2 Version 1.0 .

Standard 6 Communicating for Safety — Definitions



Core Identifiers (Unit Record
Number (URN), Name and
Date of Birth (DOB)) written
in black text on a white

o 0‘-";" \ & ged
background e 9 noset® P
» ):“;\567 0
A
\'\o‘:*p\xa\w'“e‘m

Further information can be found on The Australian Commission on Safety and Quality in Health Care
website https://www.safetyandquality.gov.au/our-work/patient-identification/
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2. Surgical Safety Checklist

o
Surgical Safety Checklist I {Adfix igentication labsi herz)
1| uen:
l Family name:
Address:
Document variances on pa |
g Dateof b see Ow OF O

Ites

Appropriate equipment / assistance available for
managing a difficult airway / aspiration risk:

es
5. allergy(ies):

alertis):

Risk of blood loss of >500mL (TmL'kg in

children):

[ es, and adequate planning for intravenous access
and fluids

[mi

13. Confirm all team members have:
[intraduced themselves by name and role

L [JAeady know each other by name and role

173, Tlirfeon, Ahaestnetst and TTrse conrme -

[JPatient
[site / Side
[ Procedure

15. Antibiotic prophylaxis has been given:
es

[INot applicable

Sign out - Before patient leaves operaling room
18. Nurse confirms with the team:
[JThe name of the procedure documented
[JAccountable items count correct
19. Specimens are correctly labelled:
[ves
Mot applicabla

B. Prosthesis (or special equipment) has been
checked and confirmed:
I [ Yes
I [ Mot appiicable
|9. Plan for antibiotic prophylaxis has been made:
Yes
[ Mot applicable
10. Thromboprophylaxis:
Mechanical
O implemented
[ Not indicated
Medications
[ Ordered
[ Mot indicated
. Essential imaging:
[ Checked with patient ID
[J Awailable in theatre and viewed by operator
[ Cross-checked against planned procedure
[ Mot applicable
12. STOP before you BLOCK
[ Veerify site and side (check consent / ask patient)
[ site marked
O STOP moment: Done with anaesthetist
immediately before inserting neadle

[ Mot applicable

6. Pressure injury prevention plan implemented:
O Yes

7. Anticipated critical events:

Surgical team review:

[ Confimn the critical or non-routine steps

Anaesthesia team review

[ Confim any patient-specific concems

Nursing team review:

[ Confirm sterility (including indicator resuits)

[ Confirm all equipment available

20. i problems to be
O Yes
[ Mot applicable

21. Specific concemns for post operative care
including pressure injury prevention:
[ Surgical team
[ Anaesthetic team
[ Nursing team

s2d on the WHO Surgical Safety Checkiis, URL tip:/www who inlipatiertsafety/saiesurgerylen, © World Health Crganization 2008 Allights resarved.
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For Queensland Health staff, please go to QHEPS for further information on the Surgical Safety
Checklist and the 3C’s.

The tools incorporate key questions to audit patient identification in the surgical safety checklist, as
highlighted below.



3. Perioperative Patient Record

The tools incorporate key questions to audit patient identification in the perioperative patient record, as
highlighted below.

N p ]
Queensland {Affox dentiication tabel here) E g Queensland (Affix identScation label here)
Government URN: % H Government URN:
. . Family name: H . . Family name:
Perioperative oy : E Perioperative sy
. Gi {s) g - Gmen| )-
Patient Record e iig Patient Record o
Address: g i Addresss:
Date of birth: sex Ow OF O 5 3 | Faciliy
H

N =
EITs Pressueirnymskscwe Ward 1o R
[adus [ Paedisiric L g
—— - —J

lian to state full name and DOB; full name DOB and URN match ID band

in the last 7 days D Yes {note on page z_u Dhc

O¥es inote onpage2) [INa
WP | vex [ Suspected/Linknown {document as variance) [INo

Bfic status [ NDOM_[]100M
N aleris (e.g. falls, inferpreter, apgression) (it yes, document as varance)
B Fasted lostfoodintake: /| o s Lastfudinioke: || L s
14 Pre medication administered  [1ves 1t

Other medication taken [T¥es (rote onpage2) [INo

Other medication withheld s not= onpage2) [INo
15 [ Grous andhold [JINR [ ] Blood cross-match [ ] Blocd prodiuct refusal
16 Exlshmlwaslm [ ves [t om e 2)
17 G or dentures
Ocaps Clcrwns [lioose testn  Specify sitefs)
Cloentwes ——» [upper [lower [Pt [1Ful [insiu []Remain on wand

18 Preparation  []Pre-op shower [ Surgical atire
[ Removediaped: jewellery, body jewelery, hair pins, make-up, nai poish

\ , ~Operensieprepaed  []Clp [ Bowel prep and retame
- ied []TEDs™ [15c0siPCs [ Ofher
A 19 Skinintequity assessed [Rash [Jonise [ITews [IPmples [Pressuweinury []oter

St
20 Personal aidesfitems documented  Specfy:
Giasses: Climsiu ] Remain onward Contactlenses: [ ]Removed
Hearrgaid  [Ninsiu  [JRemain onward
21 Passed urine: ws [10Cinstu_[INapeyiPad

O 22 Relevant documentation
[IMedical record.  []Fhuid order sheet [Medication chatt ] Fluid balance chart

[EEREENNENTAEINITEERCIER

WB.00 - 0BE0E
Wat. Mo 10225722

D&mm []3 shests of patient lsbels [ ] Obseniation shest  []ECG
3 guardian agress procsdurs with
supportperson [1ves [INo

Supportperson_ Name: Phane rumher:
Ck1 _Print rame Designatior: Sigranre: Time:
Ck2 _Print rame: Designatior: Sigranre: Time:
CK3 _Print rame: Designation: Sigranre: Time:
Pagelof3

For Queensland Health staff, please go to QHEPS for further information on the Perioperative Patient
Record Pathway.
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4. Procedure Informed Consent Form

Procedure Informed Consent Form

The tools incorporate key questions to audit patient identification in the informed consent form,

highlighted below.

€ The dialn o Cussraere (Cuse el ard Heslfh) 2018
Extupd an parrbis durdar ha Copyright Act 1963, rapai of s work raryba

DO NOT WRITE IN THIS BNDING MARGIN

w500 - 0TR0E

o o O

-A. D-oes-the-paﬁ-ent ;ave-ca;aci;y? >
‘fes =+ GO TO sechion B Mo - COMPLETE section A

T

‘of birth:

[ procedure)”

;.
i = cation
L ﬁ(},ueensland 1 e aneiners)
URNC
i el Government 1
) I Family name:
: Laparoscopy Consent
g rames):
= Aduit {18 years and over) I Ghvea 2
1 Address:
£ 1

iuumiliun requires a procedure {doctorclinician fo
document - include site and‘or side where relevant to the

You must adhere to the Advance Health Directive (AHD) or
the consent obtained from a substitute decision-maker.
i. a) Does the patient have an AHD that is applicable o the
pro treatment or invesfigation?
Yes 2 GO TO i(b) No 2+ GOTOW
b) If yes, has the AHD been sighted and a copy is in the
medical record?
Yes (the AHD must be adhered fo) Mo = GO TO i
ii.  Substitute decision-maker — in this legislative order
o s ciut v cviy) T
Tribunal-appointed guardian

Attomeyis) for health matters under an
Enduring Power of Attorney or AHD
Statutory Health Atiomey
If mone of these, the Office of the Public Guardian
must provide consent (ph: 1300 653 187)

Mame of subsiitute decision-maker{s):

The following will be performed:
A fine tube (laparoscope) is inserted through a small incision
into the abdomen which is sometimes referred to as keyhole
surgery. Carbon dioxide gas is pumped into the abdomen fo
open the space which helps to visualise the organs.
Instruments are also inserted fo examine the inside of the
abdomen and pelis using a camera and video monitor.

Images are sent to 3 video screen. This procedure is used for
the diagnosss erleatmenl {or umm of a number of different
bands

diseases and of sear fissue

|S'gnahle of substitute decision-maker(s): |

grow around the bowed or other organs. If so, the doctor may
need to cut these. Based on the findings, the doctor may also

Date: Phone number:

need to operate further.

[ ____]

B. Does the patient/substitute decision-maker need
Interpreter/cultural services?
i. @) Is a language interpretation service required?

Yes No 2 GO TOn
b} If yes, is a qualfied Interpreter present?
‘fes (complete section K) No

If no, please state reason:

D. Risks and complications of a laparoscopy
There are risks and lications with this precedure. They
include but are not limited to the following.

Common risks and complications include:

« for exploratory laparoscopy, somefimes the cause of pain
and other symptoms cannot be found

= bruising around the wounds may occur and usually resolue’
in the short term

- adhesions (bands of scar tissue) form and may caufia
bowel This can be a short term or a Jéigdenn

compication and may need further surgery

ii. a) Is a cultural suppert person required?
‘fes No 2 GO TO secfion C
b} If yes, is a cultural support person present?
Yes No
If mo, siate reason:

« shoulder pain which may extend into the nack patesiially
caused by the carbon dioxide gas used duriy,the procedure
« infections can ocour which may be aroyfio)he wound and/
or internal infection {peritonitis) requiring a/itit iotics and
further treatment

. bleedng could occur and miylet sire avgeturn fo the
Bleeding may 220 leaVio the need for a

The the

and

has

to

- bleeding is more comman if iy have been taking blood
C. Condition and treatment thinning drugs, such 35 warfan .\, aspirin, clopidogrel

bloed transfusion

{Plavix, Iscover, Coplyixiprazugrel (Effient), dipyridamole
(Persantin or Asasantin Micagrelor

in patient s words):

Brinta), ti
{Tiodene), apixaban {=iguis), dabigatran (Pradaxa),
i (Xarglio) or o

medicines, such o5 fish oil and turmeric.
ritks yna include:

« iff the op/Craticy, c3rnot be completed with the laparoscope,
open {urgsly may need to be performed. This generally
means a'anger incision and longer hospital stay. This is
maore comimisn when there has been previous abdominal
Surgery

LNISNOD AdGOSANYdY1

AVYAVAVA

Fage

1of3

€ Tha Sisin 0 Qumraland (s 1 are ol ) 2018
Ecoph maprvet e e Copyight Ack 1065, s of s wrk ey b

DO NJT WAME N THIS BINDING MARGIN

T ot i 1 o6 8 . 0K v 0

» that tissues/blood may be removed and used for diagnosis/
management of mylthe patient's condition, stored and
disposed of sensitively by the hospital
« if an immediate Ffe-threatening event happens during the
mdure?heah\e!h"nmhgabm |.I‘hE pahent will be lrEabed
based on i
{for example: Advance Health Dnnﬁve DrAcuhe
Resuscitation Plan)
+ a doctor other than the, w*wn'nﬁpenlahsl may conduct the
this could be.
a doctor undergaing frether Jm..a. lunderstand that all
surgical trainees are\ supeiVised according to relevant
professional bodyguiceTnes.
lithe patient was £hle tc ask questions and raise concemns
with the doctor/clinilial about my/the patient's condition, the
proposed prosedureltreatment and its risks, and myfthe
patient’s Ire s:/%i)t options. Any questions and concems have
been dissagsedand 1]

as
Queensland o et ners)
#T Government URN:

Family name:

Laparoscopy Consent P

Adult (18 years and over)
Andress:
Date of birth: sec O OF O
~The T T iy ii. Substitute decision-maker consent
(see Blood sheet | consent to the patient having this laparoscopy.

Mame of patient having the procedure:

Mame of substitute decision-maker:

Signature of substitute decision-maker: Date:

K. Interpreter's statement

I have:
provided a sight translation
as per in-
| Language: |
rsraseme patients/substiite decisn-mMakers language here)

|ithe pa @it | nderstand(s) Iithey have the right to change my/
thejyiiima Tegarding consent at any time, including after Uthe
pah «iLh weihas signed this consent form but, prefierably
{Ginnying 3 discussion with a dectoricinician,

| Uthe hatient understand(s) image(s) Dr\ndeo footage may be
wecorded as part of, and during, and that

1 form and assisted in the provision of any
\nubal and written i given to the
decision-maker by the doctoriclinician.

Name of patient:

Language of pati itwte decisi ker: |

| 11ese imape(s) or videols) ws assist ‘e doctoricliniaian 1o
‘ orowide sppropriate trestment.
| hawe receied the following information shest(s):

‘About your ansesthetic

Procedure: | apamscopy’

Fresh biood and blood products ransfusion”

Other

Name of Interpreter service:

Name of

i’ nature of Igrffr Daate:
L. Doctoriclinician statement

Inlmnlaimnlw\tﬂ:ln‘!cllmclm

The i ntained within this form is not,
On the basis of the above siatements, and is not intended to be. a substiute for direct
P - between the ini and the patient!
i. Patient consent
. . substitute decision-maker the procedurefireatment!
:";“""uf'“"_";"'““““ laparoscopy. Ilwﬂsbgahmdesmhadnms consent form.
me of patie ™ plained to the pat decisi ker all
oﬂhewﬁaﬂl in this patient consent form and | am of the
Signature of patient e opinion that the patient/substitute decision-maker has
. : -—— -
" Name of doctoriclinician:
—-—— -
D

ignature of doctor/cinician: Date: T
Ebllography

Pape 3af3

Further information can be found at Queensland Health Informed Consent Website:
http://www.health.qgld.gov.au/consent/

NSQHS Standards Edition

2 Version 1.0

Standard 6 Communicating for Safety — Definitions


http://www.health.qld.gov.au/consent/
http://www.health.qld.gov.au/consent/

We recognise and appreciate that there may be gaps in the scope and questions included in these
tools, however, as the audit tools are a constant ‘Work in Progress’, future versions will build
upon the existing scope and questions, and incorporate staff feedback and suggestions for
improvement.

Patient Safety and Quality Improvement Service, Clinical Excellence Queensland,
welcomes feedback on the audit tools and the measurement plans, to ensure the tools meet
the needs of Queensland Health facilities. We appreciate any feedback you can provide for
the next version.

Please email Patient Safety and Quality Improvement Service on mars@health.gld.gov.au
for feedback or comments.

© State of Queensland (Queensland Health) 2018
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This document is licensed under a Creative Commons Attribution 3.0 Australia licence. To view a copy of this licence, visit
https://creativecommons.org/licenses/by-nc-sa/3.0/

You are free to copy, communicate and adapt the work for non-commercial purposes, as long as you attribute the State of Queensland
(Queensland Health).

For further information contact Patient Safety and Quality Improvement Service, Clinical Excellence Queensland, Department of Health, PO Box
2368, Fortitude Valley BC, Qld 4006, email PSQIS_Comms@health.gld.gov.au, phone (07) 3328 9430. For permissions beyond the scope of
this licence contact: Intellectual Property Officer, Department of Health, GPO Box 48, Brisbane Qld 4001, email ip_officer@health.qgld.gov.au.
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