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	Objective
	Identify areas for improvement in the documentation of the five clinical assessments

	Rationale
	· Determine if PCOC documentation is complete
· [bookmark: _GoBack]Determine if PCOC improves documentation of assessment and response to assessment scores
· Determine if assessments trigger referral, further assessment or changes in the care plan

	Instructions
	1. Randomly select a minimum of 10 patient episode forms and the corresponding assessment forms and clinical notes. Episodes should be closed either through discharge or death i.e. audit is retrospective)  
2. Print 10 copies of the audit form and complete one audit form per patient, Use the comments section to feedback results and determine interventions required.
3. Print 1 copy of the tally sheet (attached), and once you have completed the 10 audits enter the results onto this form. 

	Date/s and time of audit
	

	MRN/URN  
	

	Audit completed by
	
	Please tick

	Audit Items
	Yes
	No
	N/A

	1. All five PCOC assessments are completed on admission.
	
	
	

	2. All five assessments are completed daily (inpatient) or at contact (community and consult teams).
	
	
	

	3. For patients discharged, all five assessments are completed. 
	
	
	

	4. Date Ready for Care is recorded according to the definition. 
Definition: The date the patient is ready and available to receive palliative care. The date ready for care may be determined by referral or by first contact with the patient / carer. Usually recorded as part of pre-admission process
	
	
	

	5. Episode start date is recorded according to the definition. 
Definition: The date when the first in-person comprehensive palliative care assessment is undertaken and documented using the five PCOC clinical assessment tools. 
	
	
	

	6. Diagnosis recorded is consistent with diagnosis recorded in clinical notes.
	
	
	

	7. Were there any unstable phases recorded in the clinical notes for this admission (episode of care)?
	Go to 7a
	Go to 8
	

	7a) If you answered ‘yes’ to question 7, is there evidence in the clinical notes that unstable phase triggered urgent action, including a changed plan of care (eg: medical review, referral)?
	
	
	

	8. During this admission (episode of care) did the RUG-ADL scores increase by more than 5 points?
	Go to 8a
	Go to 9
	

	8a) If you answered ‘yes’ to question 9, is there evidence in the clinical notes that significantly increasing RUG-ADL scores (5+increase), triggered actions, including a changed plan of care and interventions (e.g. referral, review, equipment)?
	
	
	

	9. During the admission (episode of care) did the AKPS scores decrease by more than 2 categories (i.e. a score of 60 to a score of 40)?
	Go to 9a
	Go to 10
	

	9a) If you answered ‘yes’ to question 9, is there evidence in the clinical notes that significantly decreasing AKPS scores (decrease by more than 2 categories), triggered actions including a changed plan of care and interventions (e.g. referral, review, family discussion)?
	
	
	

	10. During the admission (episode of care) were there any PCPSS domains scoring moderate or severe?
	Go to 10a
	Go to 11
	

	10a) If you answered ‘yes’ to question 10, is there evidence in the clinical notes that scores of moderate or severe PCPSS triggered action, including a changed plan of care? Consider the following, absent = ongoing assessment, mild = monitor problem, moderate = intervention, severe = urgent intervention.
	
	
	

	11. During the admission (episode of care) were there any SAS scores in the severe range (8-10)?
	Go to 11a
	Go to 12
	

	11a) If you answered ‘yes’ to question 11, is there evidence in the clinical notes that SAS scores in the severe range triggered appropriate action including a changed plan of care? 
	
	
	

	12. Were there any instances where Not Assessed was documented on the assessment form?

	Go to 12a
	End of Audit
	

	12a) If you answered ‘yes’ to question 12,was it evident in the clinical notes why Not Assessed was recorded? 
	
	
	




	Tally Sheet: Response to PCOC Assessments

	Total number of audits conducted
	

	
	Tally
Yes 
	Tally
No
	Tally
Not Applicable

	1. All five PCOC assessments are completed on admission.
	
	
	

	2. All five assessments are completed daily (inpatient) or at contact (community and consult teams).
	
	
	

	3. For patients discharged, all five assessments are completed. 
	
	
	

	4. Date Ready for Care is recorded according to the definition. 

	
	
	

	5. Episode start date is recorded according to the definition. 

	
	
	

	6. Diagnosis recorded is consistent with clinical notes relating to diagnosis.
	
	
	

	7. For unstable phase/s recorded, was there evidence in the clinical notes that this assessment ?triggered urgent action including a changed plan of care (e.g. medical review, urgent referral)?
	
	
	

	8. For significantly increasing RUG-ADL scores (5+increase), was there evidence in the clinical notes of actions including a changed plan of care and interventions (e.g. referral, review, equipment)?  
	
	
	

	9. For significantly decreasing AKPS, scores (decrease by more than 2 categories), was there evidence in the clinical notes this change triggered actions including a changed plan of care and interventions (e.g. referral, review, family discussion)?
	
	
	

	10. For scores of moderate or severe PCPSS, was there evidence in the clinical notes that the scores triggered action including a changed plan of care? 
Consider the following: absent = ongoing assessment, mild = monitor problem, moderate = intervention, severe = urgent intervention.
	
	
	

	11. For SAS scores in the severe range, was there evidence in the clinical notes that the scores triggered appropriate action including a changed plan of care? 
	
	
	

	12. When Not Assessed was recorded on the form, was the reason for this evident in the clinical record?
	
	
	

	Total
	
	
	

	Identified areas for improvement and actions:
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