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	1.0
	Objective

	1.1
	To provide guidelines for the nurses when performing a neurological assessment using Glasgow Coma Scale (GCS).



	
	

	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of the nurses when assessing the neurological status of the patient by using the Glasgow Coma Scale.



	3.0


	Reference

	3.1
	ISO Document

	
	3.1.1
	HAP-INF-004  Hand Hygiene

	
	3.1.2
	HAP-INF-008  Standard Precautions


	4.0
	Standard Operating Procedure Details
	

	
	
	Responsibilities

	4.1. 
	Definition
	

	
	The Glasgow Coma Scale (GCS) is used internationally for the assessment of comatose patients. The scale was developed to standardise observations for the objective and accurate assessment of the level of consciousness. 

 The scale is divided into three subscales:

· eye opening

· best verbal response

· best motor response

Within each subscale are a variety of categories. In interpreting the GCS, the numerical values of each subscale are added for a total score.
	

	
	
	

	4.2
	Procedural Steps
	

	
	4.2.1
	(1)
	Wash Hands
	RN

	
	
	(2)


	Opening of eyes

Give a score of 4 if the patient opens his/her eyes spontaneously as the nurse approaches. 

Rate a score of 3 if the patient opens eyes in response to the nurse’s speech. 

Give a score of 2 if the patient open eyes only to painful stimuli inflicted by the nurse applying pressure on the nail beds. 

Register the score of 1 if the patient does not open eyes even to the painful stimuli inflicted as above. 


	RN

	
	
	(3)
	Best verbal response

Begin by asking the patient for the time, place and person. If the patient answers all accurately and is orientated, give a score of 5. 

Give a score of 4 if the answers are not appropriate to the question but language is correct. 

Give a score of 3 if the patient speaks only in words or phases that make little or no sense.

Register a 2 if the patient is only able to respond with 

incomprehensible sounds such as groaning, moaning or mumbles.

If patient makes no verbalization despite stimulation or if patient is intubated, the score would be a 1.


	RN

	
	
	(4)


	 Best motor response

Give the patient a simple command to follow such as, “Lift up your left hand”. If the patient is able to obey the command, the score will be 6. 

If unable to perform the simple command, the nurse can  inflict a painful stimulus by applying pressure on the nail beds. If the patient attempts to remove the source, the score shall be 5. 

Give a score of 4 if there are some purposeless movement in response. 

If patient presents with abnormal flexion of his/her limbs to the pain, the score becomes 3. 

Give a score of 2 if the response is extension of limbs instead. 

Register zero if there are no motor responses to pain inflicted on any limb.


	RN



	
	
	(5)
	Documentation

The nurse shall record the scores as presented and report any deterioration of GCS to the doctor.


	RN
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1.0 Objective

	1.1
	To provide guidelines on the admission of Day Surgery’s patients to the wards. 


2.0    Scope

	2.1
	This procedure defines the actions and responsibilities of the nursing and clerical staff in booking bed through Bed Management Unit, performing  financial counselling and transferring patient to the Inpatient Ward when patient needs to be hospitalised.


3.0    Reference

	3.1
	ISO Documents

	
	3.1.1
	PM/PSC/06
	Registration for Inpatient Admission

	
	3.1.2
	PM/PSC/01
	Bed Reservation

	
	3.1.3
	SOP-PSC-01
	Financial Counselling

	
	3.1.4
	PM/OTS/03
	Postoperative Care Management


4.0 Standard Operating Procedure Details

Responsibilities
	4.1
	Procedural steps
	

	
	4.1.1
	Preparatory Phase
	

	
	
	4.1.1.1
	Put up Financial Counselling and Inpatient Admission Forms from Ward Level.
	RN/EN/PCA

	
	
	4.1.1.2
	Check with patient regarding bed of choice through Operating Theatre staff . If patient is drowsy check with patient’s relative
	RN/EN

	
	
	4.1.1.3
	Book bed of choice and discipline through Bed Management Unit.
	RN/EN

	
	
	4.1.1.4
	Obtain Financial Counselling and Inpatient Admission Forms signed by doctor-in-charge.
	RN/EN

	
	
	4.1.1.5
	Instruct relative to keep patient’s belongings. If no relatives, staff to collect patient’s belonging.
	RN/EN

	
	
	
	

	
	4.1.2
	Performance Phase
	

	
	
	4.1.2.1
	Conduct Financial Counselling to patient/relative
	RN/EN

	
	
	4.1.2.2
	Check with Bed Management Unit regarding availability of bed and inform Operating Theatre
	RN/EN/PSA/

PCA

	
	
	4.1.2.3
	Fetch patient from Operating Theatre when patient recovers and no bed is available in the Inpatient Ward.
	RN/EN/PCA

	
	
	4.1.2.4
	If bed is available, fetch patient from Operating Theatre and transfer to ward.
	RN/EN/PCA

	
	
	
	
	

	
	4.1.3
	Follow-up Phase
	

	
	
	4.1.3.1
	Inform receiving ward staff to prepare to receive patients.
	RN/EN/PCA



	
	
	4.1.3.2
	Provide information on the preparation of equipments/therapy needed post operatively.
	RN/EN/PCA



	
	
	4.1.3.3
	During office hours provide Financial Counselling  & Inpatient Admission Forms to Day Surgery Centre, PSA for registration of patient.  After Office hours , provide documents to ward level PSC for registration.
	RN/EN/PCA

	
	
	4.1.3.4
	Help to transfer patient to the ward and ensure that patient is comfortable and call bell is within reach.
	RN/EN/PCA



	
	
	
	
	

	
	
	4.1.3.5
	Pass report to RN in-charge of the patient and handover patient’s casenotes, x-ray folder and belongings.
	RN/EN/PCA

	
	
	4.1.3.6
	Pass patient financial folder to Patient Service Centre.
	RN/EN/PCA
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	1.0
	Objective

	1.1
	To provide guidelines to ensure that the patient is accurately assessed, prioritised and appropriate management rendered.



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of a RN (Triage Officer) to ensure that the patient is assessed and prioritised accurately.



	3.0
	Reference

	3.1
	ISO Documents

	
	3.1.1
	PM-EMD-01 
	Registration

	
	3.1.2
	SOP-NSG-PAE-004 
	Measurement of Body Temperature

	
	3.1.3
	SOP-NSG-GEN-021 
	Assessing Patient’s Vital Signs

	
	3.1.4
	SOP-NSG-PAE-003
	Measurement of Height and Weight 

	
	3.1.5
	SOP-NSG-GEN-024
	Collection Of Urine Specimen 

	
	3.1.6
	SOP-NSG-GEN-011
	Care of Patient during Transfer to Other Wards/Department 

	3.2
	Associate Documents

	
	3.2.1
	68500-SD-001/03
	Singapore Emergency Patients’ Categorisation Scale

	
	3.2.2
	E Card


	4.0
	Standard Operating Procedure Details
	Responsibilities

	
	
	

	4.1
	Definition
	

	
	4.1.1.
	Triage Officer

 
	Person carrying out the assessment of patient when first arrived at the Emergency Department.  Patient is then prioritised according to their acuity level.
	

	
	4.1.2.
	PACS 1 – Patient Acuity Categorisation Scale 1
	

	
	
	
	· These are patients who are either already in a state of cardiovascular collapse or in imminent danger of collapse and would therefore require to be attended to without a moment’s delay. 

· They would be likely to require the maximum allocation of staff and equipment resources for initial management.
	

	
	4.1.3
	PACS 2 – Patient Acuity Categorisation Scale 2
	

	
	
	
	· These patients are ill and non-ambulant and in various forms of severe distress. 

· They would appear to be in a stable state on initial cardiovascular examination and are not in danger of imminent collapse. 

· The severity of their symptoms requires very early attention, failing which early deterioration of their medical status is likely. 

· They would be trolley-based.
	

	
	4.1.4
	PACS 3 – Patient Acuity Categorisation Scale 3
	

	
	
	
	· These patients have acute symptoms, but are ambulant, experience mild to moderate symptoms and require acute treatment, which will result in resolution of symptoms over time. 
	

	
	4.1.5
	PACS 4 -  Patient Acuity Categorisation Scale 4
	

	
	
	
	· These are non-emergency patients. 

· They should not be presenting to Emergency Departments in the first place and should more appropriately be managed in a primary health care setting such as in family practice or public polyclinics. 

· They may have old injury or condition that has been present for a long time. 

· They do not require immediate treatment. 

· There is no immediate threat to their life or limb.


	

	
	
	
	Responsibilities



	
	4.1.6
	EMDS (Emergency Medicine Department System) 
	

	
	
	
	An electronic information storage system of patients’ assessment and examination data
	

	
	4.1.7
	SOAP Format 
	Subjective, objective data, assessment,                           planning format
	

	
	4.1.8
	Point of care testing 
	Diagnostic tests done at triage
	

	
	4.1.9
	E Card 
	Emergency Medicine Department Record printed  with patient’s bio data
	

	4.2
	Requisites
	

	
	1
	E Card
	

	
	2
	Patient’s Identification Labels
	

	
	3
	Blood Pressure and Pulse Rate Monitor (Dinamap)
	

	
	4
	Sphygmomanometer
	

	
	5
	Oxygen Saturation Monitor
	

	
	6
	Blood Glucose Monitor
	

	
	7
	Electrocardiogram Machine
	

	
	8
	Stethoscope
	

	
	9
	Gloves
	

	
	10
	Gauze, bandages and adhesive tapes
	

	
	11
	Urine Combo 9 Dipstick
	

	
	12
	Urine Pregnancy Test Kit
	

	
	13
	Vomit bags
	

	
	14
	Splints
	

	4.3
	Procedural Steps
	

	4.3.1
	A:
	Preparatory Phase
	

	
	(1)
	Check all equipment are functional and sufficient at the beginning of each shift.
	RN

	
	(2)
	Ensure all appointments in the NUH booking of SC/Centre Appointment file are faxed to the appropriate Specialist Outpatient Clinics (AM shift).
	RN

	
	(3)
	Record the radiological films, case notes and other items for despatch in various Despatch Book.
	RN

	
	
	
	Responsibilities

	
	(4)
	Ensure a clean and pleasant working environment in the work area. 


	RN

	4.3.2
	B:
	
	Performance Phase


	

	
	(1)
	Call for the patient using the queue number system, greet and receive the patient.
	RN

	
	(2)
	Identify the of the patient’s chief complaints.
	RN

	
	(3)
	Assess the patient using the SOAP format.
	RN

	
	(4)
	Obtain vital signs and perform other point of care tests where appropriate.
	RN

	
	(5)
	Ensure all appropriate physical complaints and findings are documented in the EMDS.
	RN

	
	(6)
	Prioritise patient based of the level of acuity in the PAC Scale.
	RN

	
	(7)
	Bring PACS 1 and 2 patients to the Resuscitation Room immediately.
	RN

	
	(8)
	Ensure all vital information concerning patient's condition is conveyed to the resuscitation nurse.
	RN

	4.3.3
	C:
	
	Follow-Up Phase
	

	
	(1)
	Inform patient and next-of-kin or significant others of intended intervention and management of patient’s condition. 
	RN

	
	(2)
	Direct patient’s next-of-kin or significant others to the waiting area where the patient will be receiving consultation and treatment. 
	RN

	
	(3)
	Inform patient and next-of-kin or significant others when patient’s symptoms worsens while awaiting consultation.
	RN

	
	(4)
	Observe and re-evaluate triaged patient as necessary. 
	RN
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	1.0
	Objective

	1.1
	To provide guidelines on assisting the doctors in the consultation rooms.

	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of a RN/PCA/NA/PCO assigned to the consultation rooms.

	3.0
	Reference

	
	3.1.1
	PM-EMD-01
	Registration 

	
	3.1.2
	PM-DDI-01
	Appointment 

	
	3.1.4
	PM-EMD-05
	Discharge 

	
	3.1.5
	PM-EMD-04
	Consultation and Care management

	
	3.1.9
	HAP-NSG-001
	Administration of Intravenous Medications by Registered Nurses

	
	3.1.3
	SOP-NSG-EMD-01
	Triage and Patient Categorisation 

	
	3.1.6
	SOP-EMD-06
	Specialist Outpatient Department Referral from Emergency Department

	
	3.1.7
	SOP-NSG-GEN-030
	Giving Intramuscular and Subcutaneous Injections 

	
	3.1.8
	SOP-NSG-GEN-003
	Administration of Oral Medications

	
	3.1.10
	SOP-NSG-GEN-010
	Administration of Intravenous Medications 

	
	Associate Documents

	
	3.1.12
	MH 6:07/6-1
	Ministry of Health (MOH) Professional Circular 10/2001 Guidelines on Administration of Intravenous Medication by Registered Nurse – 16 November 2001.



	

	4.0
	Standard Operating Procedure Details
	Responsibilities

	
	
	

	4.1
	Definition
	

	
	4.1.1
	RN
	Registered Nurse
	

	
	4.1.2
	EN
	Enrolled Nurse
	

	
	4.1.3
	NA
	Nursing Aide
	

	
	4.1.4
	PCO
	Patient Care Officer
	

	
	4.1.5
	PCA
	Patient Care Assistant
	

	
	4.1.6
	PSO
	Patient Service Officer
	

	
	4.1.7
	PSA
	Patient Service Assistant
	

	4.3
	Procedural Steps
	

	4.3.1
	A:
	Preparatory Phase
	

	
	(1)
	Respect patient’s dignity, privacy, confidentiality and rights as an individual.
	RN/EN/PCA/PCONA

	
	(2)
	Accord the patient with social courtesy.
	RN/EN/PCA/PCONA

	
	(3)
	Explain all procedures and its purpose to the patient and accompanying relatives.
	RN/EN/PCA/PCONA

	
	(4)
	Attend to the patient’s comfort and emotional need when necessary.
	RN/EN/PCA/PCONA

	4.3.2
	B:
	
	Performance Phase
	

	
	General 
	

	
	(1)
	Ensure that consultation rooms are adequately equipped with forms, medical and surgical supplies.
	RN/EN/PCA/PCONA

	
	(2)
	Receive  specific report from the Consultation Room Nurse of the preceding shift.
	RN/EN/PCA/PCONA

	
	(3)
	Assist and chaperone the doctors
	RN/EN/PCA/PCONA

	
	(4)
	Ensure the patient’s particular corresponds with the “E” Card.
	RN/EN/PCA/PCONA

	
	(5)
	Clock in time and indicate the room numbers on the X-ray forms.
	RN/EN/PCA/PCONA

	
	(6)
	Ensure all lab investigations done are properly documented with room extension numbers. 
	RN/EN/PCA/PCONA

	
	(7)
	Clock in the time the blood specimen sent to the lab.
	RN/EN/PCA/PCONA

	
	(8)
	Patients should be informed of the estimated waiting time for the lab / x-ray results.
	RN/EN/PCA/PCONA

	
	
	
	Responsibilities

	
	(9)
	Carry out  treatments ordered  promptly.
	RN/EN/PCA/PCONA

	
	(10)
	Assist procedures, perform dressings and administer injection and medications as ordered according to skill level.
	RN/EN/PCA/NA

	
	Admissions
	

	
	(1)
	Explain clearly to patient/relatives the types of accommodation available and charges.
	RN/EN/PCA/PCONA

	
	(2)
	Initiate and update the “Patient Flow Chart” accordingly.
	RN/EN/PCA/PCONA

	
	(3)
	Forward all admission documents to the PSO/PSA for bed sourcing.
	RN/EN/PCA/PCONA

	
	(4)
	Assess patient’s condition and offer bed rest when required.
	RN/EN/PCA/PCONA

	
	(5)
	Hand over case briefly to Observation Bay Nurse (if available).
	RN/EN/PCA/PCONA

	
	(6)
	Advise patient and/or relatives to wait for the PSO/PSA to approach them for admission procedures.
	RN/EN/PCA/PCONA


	
	Discharge patient
	

	
	(1)
	Ensure dates and serial numbers of Medical Certificate corresponds with the patient’s particular and day of visit and are accurately recorded in the ‘E’ card if not system printed.
	RN/EN/PCA/PCONA

	
	(2)
	Ensure referral to the Specialist Outpatient Centres is according to operating procedures.
	RN/EN/PCA/PCONA

	
	(3)
	Ensure relevant documents are given to the patient.
	RN/EN/PCA/PCONA

	
	(4)
	Reinforce any advice given by the doctor to the patient.
	RN/EN/PCA/PCONA

	
	(5)
	Ensure that the X-ray films are despatched to respective clinics for urgent referrals.
	RN/EN/PCA/PCONA

	
	(6)
	Ensure the “E” card is updated before handing over to the PSO/PSA for discharge from system.
	RN/EN/PCA/PCONA

	4.3.3
	C:
	
	Follow Up Phase
	

	
	1.1
	Direct patient and relatives to the Emergency Department Pharmacy to collect their discharge medication (if any).
	RN/EN/PCA/PCONA


Standard Operating Procedure

Notification of Police Cases

	Document No.:
	Revision
	Original Date:
	Effective Date:

	[image: image5.wmf]

NUH-SOP-NSG-EMD-003

NUH-SOP-NSG-EMD-003


	00
	01-07-02
	01-07-02

	Process Owner:
	Approval:

	Ng Sow Chun

Assistant Director of Nursing
	Lee Siu Yin

Director of Nursing

	Description of Content/Change:

	(  New Document      (
Major Content Change      (
Minor Content Change          (  Non-content Change      ( 
Deletions Only

	Any hardcopy, printed or photocopied , is considered as uncontrolled copy, unless it is the original, signed-off  version.


	1.0
	Objective

	1.1
	To provide guidelines for notification of police cases in the Emergency Department.



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of RN/EN/PCA/NA in handling  notification of police cases.



	3.0
	Reference

	
	Associate Documents

	
	 3.1
	1029-0281-01835  Notification of Police/Coroner’s Case

	
	 3.2
	E Card

	
	 3.3
	 Emergency Department Records

	
	 3.4
	 EMD Triage Notes

	
	 3.5
	 Doctor’s Handbook


	4.0
	Standard Operating Procedure Details
	Responsibilities

	4.1
	Definition
	

	
	Doctor’s Handbook provides a guide of cases to be made Police case/Coroner.

Examples of police case: suspected abuse, assault, injury at home, on the road, work, all forms of poisoning, drug overdose, unknown, burns, illegal immigrants, rape etc.. 
	

	
	4.1.1
	RN 
	Registered Nurse
	

	
	4.1.2
	EN 
	Enrolled Nurse
	

	
	4.1.3
	PCA
	Patient Care Assistant
	

	
	
	
	
	Responsibilities

	
	4.1.4
	NA
	Nursing Aides
	

	
	4.1.5
	PSO
	Patient Service Officer
	

	
	4.1.6
	PSA
	Patient Service Assistant
	

	4.2
	Requisites
	

	
	4.2.1
	Notification of Police/Coroner’s Case Form
	

	
	4.2.2
	Patient Case Records which includes the E Card, EMD Triage Notes, EMD Record.
	

	4.3
	Procedural Steps
	

	4.3.1
	A:
	Preparatory Phase
	

	
	(1)
	Verify with doctor of cases that are to be reported to the Police.
	RN/EN/PCA/NA

	
	(2)
	Notify Police of cases only if admission is required.
	RN/EN/PCA/NA

	4.3.2
	B:
	
	Performance Phase
	

	
	(1)
	Put up the police notification form and ensure that the form is completed and signed by the attending doctor.
	RN/EN/PCA/NA

	
	(2)
	Ensure that the patient’s location in EMD is indicated on the form.
	RN/EN/PCA/NA

	
	(3)
	Ensure the completed notification form includes the types of injuries and location of incident occurred.
	RN/EN/PCA/NA

	
	(4)
	Attach the form to the patient’s emergency case notes and hand it to the PSO/PSA on duty.
	RN/EN/PCA/NA

	
	(5)
	Instruct PSO/PSA to notify NUH Police Post by phone.
	RN/EN/PCA/NA

	
	(6)
	Ensure PSO/PSA  place the set of casenotes into the Police despatch book.
	RN/EN/PCA/NA

	
	(7)
	Instruct PSO/PCA to ensure the Police acknowledges receipt of notes by signing in the despatch book.
	RN/EN/PCA/NA


	4.3.3
	C:
	
	Follow Up Phase
	

	
	(1)
	Indicate clearly on the notification form the ward to which the patient is to be admitted if the Police Officers are not ready to interview the patient or the patient’s next of kin in the Emergency Department.
	RN/EN/PCA/NA

	
	(2)
	Indicate on the EMD flowchart (police case).
	RN/EN/PCA/NA
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	1.0
	Objective

	1.1
	To provide guidelines to facilitate a safe handling of patient’s belonging while in the Emergency Department.



	
	

	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of RN/EN to facilitate in the safekeeping of patient’s property in the Emergency Department. 



	
	

	3.0
	Reference

	
	ISO Documents

	
	3.1.1
	 SOP-PSC-008            
	Safekeeping of Property

	
	3.1.2
	SOP-NSG-GEN-006
	Safekeeping and Return of patients' property in the Wards 

	
	Associate Documents

	
	3.1.3
	287-86018/01/97 
	Safekeeping of Patient’s Property II Form


	4.0
	Standard Operating Procedure Details
	Responsibilities

	4.1
	Definition
	

	
	4.1.1
	RN  
	Registered Nurse
	

	
	4.1.2
	EN 
	Enrolled Nurse
	

	
	4.1.3
	PM 
	Paramedic
	

	4.2
	Requisites
	

	
	4.2.1
	Safekeeping of Patient’s Property Form
	

	
	4.2.2
	Patient’s Emergency Case Notes with identification labels
	

	4.3
	Procedural Steps
	

	4.3.1
	A:
	Preparatory Phase
	

	
	(1)
	Properties are collected from unaccompanied patients who are :

· Unconscious

· Drowsy

· Irrational

· Restless

· Scheduled for Emergency Surgery

· Admitted to Coronary Care Unit

· Expired  in the Emergency Department
	RN/EN

	
	(2)
	Properties collected must be witnessed by another nurse or paramedic during collection. 
	RN/EN

	
	(3)
	Properties collected are to be handed over to the Police Officer in cases under Police investigation or under custody or a Coroner’s Case.
	RN/EN

	4.3.2
	B:
	
	Performance Phase
	

	
	(1)
	Brief patient on safekeeping of property.
	RN/EN

	
	(2)
	Instruct patient to remove all valuable properties and hand them over to his/her accompanying relatives 
	RN/EN

	
	(3)
	Handover to the relative, item by item.
	RN/EN

	
	(4)
	Record in the flowchart, the name of the relatives whom the property is handed to.
	RN/EN

	
	(5)
	Ensure the properties are collected and counted in the presence of the patient. If patient is unconscious, properties are collected in the  presence of another nurse. 
	RN/EN

	
	
	
	Responsibilities

	
	(6)
	Ensure the safekeeping form is correctly labelled with patient’s particular labels on all 3 copies.
	RN/EN

	
	(7)
	Categorise every patient’s belongings according to the “Safekeeping of Patient’s Property II” form.
	RN/EN

	
	(8)
	Count and counter check the property collected with another Nurse.
	RN/EN

	
	(9)
	Use only words rather than numeric to indicate numbers.
	RN/EN

	
	(10)
	Describe colours of metal of properties collected instead of using the gold or silver. For example, yellow metal ring with green stone, white metal necklace with clear pendant etc.
	RN/EN

	
	(11)
	Ensure patient’s acknowledgement the items collected, with signature or thumbprint.
	RN/EN

	
	(12)
	The word “Unfit” must replace the signature or thumbprint of patients who are incapable to sign or print or unconscious.
	RN/EN

	
	(13)
	Ensure both nurses  counter-check the properties and complete the safekeeping form.
	RN/EN

	
	(14)
	Place all property collected in a sealed envelope.
	RN/EN

	
	(15)
	Attach the duplicate copy (Pink copy) of the property form to the property envelope.
	RN/EN

	
	(16)
	Give the original copy (White) to the patient (if conscious) or attached to the patient’s case notes.
	RN/EN

	
	(17)
	Keep the triplicate copy (Green) with patient’s case records.
	RN/EN

	
	(18)
	Sealed envelope is dropped into the safe box in the Emergency Department.
	RN/EN

	
	(19)
	Document in the property logbook the name, date and time and the number of envelope that is dropped into the safe box for the particular patient. 

N/B: Properties dropped into the safe box can only be released by the Office Assistant (office hours) or the Nursing Officer on duty (after office hours) or the EMD Nursing Officer On Call (in the absence of Nursing Officer after office hours).
	RN/EN

	
	(20)
	Complete and sign in the appropriate column of the logbook.
	RN/EN


	4.3.3
	Claiming procedures
	Responsibilities

	
	(1)
	Reiterate to the patient and claimant that the properties deposited can only be claimed during office hours as stated in the Safekeeping of Patient’s Property II form. 

N/B: After office hours, property claiming are allowed only in special circumstances (when the property has been dropped into the safe box).
	RN/EN

	
	(2)
	Ensure the claimant produce their identity card and the original and triplicate copy of the safe keeping form upon claiming.
	RN/EN

	
	(3)
	Release the property to the claimant when a relationship of the claimant to the patient is established.
	RN/EN

	
	(4)
	Ensure the logbook is completed and updated.
	RN/EN

	
	(5)
	File the completed property form (all three copies), into the property file.
	RN/EN
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	1.0
	Objective

	1.1
	To provide guidelines for transfer of EMD patient to an appropriate external health care facility by ambulance for continuity of care. 



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of a RN/EN in making arrangement for patient’s transfer to an appropriate external health care facility by NUH ambulance.  Patient is accompanied by a qualified escort who handover the care of patient and relevant documents  to staff of another institution. 



	3.0
	Reference

	
	3.1.1
	HAP-INF-008
	Standard Precaution

	
	3.1.2
	SOP-NSG-GEN-011 
	Care of Patient during Transfer to Other Wards/Department

	
	3.1.3
	SOP-NSG-PSY-006
	Care of patient with violence directed to self or others

	
	3.1.4
	SOP-NSG-GEN-029
	Use of Physical Restraint

	
	3.1.5
	SOP-NSG-ICU-010
	Care of Intubated Patient 

	
	3.1.6
	SOP-NSG-PAE-004
	Measurement of Body Temperature Child

	
	3.1.7
	SOP-NSG-GEN-022
	Administering Oxygen Therapy 



	
	3.1.8
	SOP-NSG-GEN-028
	Care of Adult Patient On Intravenous Infusion 



	
	3.1.9
	SOP-NSG-GEN-021
	Assessing Patient’s Vital Signs: Body Temperature, Pulse, Respiration, Blood Pressure and Apex Beat 

	
	
	

	
	
	

	
	
	

	
	
	

	
	Associate Document
	

	
	3.2.1
	1029-0281-01873 Medical Summary: Referral for Continuation of Treatment 

	
	3.2.2
	Referral for Continuation of Treatment (EMDS)


	
	3.2.3
	Ambulance Charge Form

	
	
	

	4.0
	Standard Operating Procedure Details
	Responsibilities

	
	
	

	4.1
	Definition
	

	
	4.1.1
	RN 
	 Registered Nurse
	

	
	4.1.2
	EN 
	 Enrolled Nurse
	

	
	4.1.3
	PCA 
	 Patient Care Assistant
	

	
	4.1.4
	NA 
	 Nursing Aides
	

	
	4.1.5
	EMDS
	Emergency Medicine Department  System
	

	4.2
	Criteria for Inter-hospital/Hospital to Health Care Facility Transfer
	

	
	· Major Burns

· Violent and Aggressive Patient

· Communicable Disease Centre Referrals

· When NUH unable to accommodate patient

· Upon patient’s/relatives’ request: Follow up care from primary follow up source/hospital other than NUH.
	

	
	
	

	
	
	

	4.3
	Procedural Steps
	

	4.3.1
	A:
	Preparatory Phase
	

	
	(1)
	Ensure attending doctor communicates to the patient and relatives concerning need for transfer of patient to another health care facility 
	RN/EN/PCA/NA

	4.3.2
	B:
	
	Performance Phase
	

	
	(1)
	Inform Ambulance Driver regarding case for transfer.
	RN/EN

	
	(2)
	Inform Shift Nurse in-Charge regarding case for transfer.
	RN/EN

	
	(3)
	Document case in transfer book.
	RN/EN

	
	(4)
	Allocate an escort nurse depending on the patient’s acuity and needs.
	RN In-Charge

	
	(5)
	Inform patient and relatives to settle EMD consultation charges.
	RN/EN

	
	
	
	Responsibilities

	
	(6)
	Inform patient and relatives estimated time of transfer.
	RN/EN

	
	(7)
	Inform receiving party of required supporting equipment, estimated time of transfer and arrival at their facility.
	RN/EN

	
	(8)
	Identify mode of transport either by wheelchair or trolley.
	Escort Nurse

RN/EN/PCA/NA

	
	(10)
	Hand over patient’s case information to Escort Nurse.
	SN/EN

	
	(11)
	Reassess patient’s condition and vital signs prior to transfer. 

N/B: Doctor’s will accompany patient depending on the acuity of care, i.e.: critically ill or intubated patients.
	Escort Nurse

RN/EN/PCA/NA

	
	(12)
	Update all documentation in Emergency Nursing Flowchart. 
	Escort Nurse

RN/EN/PCA/NA

	
	(13)
	Enclose all documents i.e. Radiological Films, Laboratory Reports to the referral letter as required.
	Escort Nurse

RN/EN/PCA/NA

	
	(14)
	Inform patient and relatives when transfer is ready.
	Escort Nurse

RN/EN/PCA/NA

	
	(15)
	Encourage one relative to accompany patient in the ambulance while en route to the health care facility.
	Escort Nurse

RN/EN/PCA/NA

	
	(16)
	Monitor and observe patient closely throughout the journey to another health care facility.
	Escort Nurse

RN/EN/PCA/NA

	
	(17)
	Ensure patient’s privacy and safety throughout journey.
	Escort Nurse

RN/EN/PCA/NA

	
	(17)
	Hand over relevant information and documents to the receiving party on arrival.
	Escort Nurse

RN/EN/PCA/NA

	4.3.3
	C:
	
	Follow Up Phase
	

	
	(1)
	Inform patient’s relatives to wait outside the ward/department until called for by the nurse, as they need time to settle the patient in their facility.
	Escort Nurse

RN/EN/PCA/NA

	
	(2)
	Inform Shift Nurse In-Charge on arrival and return to department.
	Escort Nurse

RN/EN/PCA/NA
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	1.0
	Objective

	1.1
	To provide guidelines to establish a  referral system of specialist referral through Emergency Department.



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of RN/EN/PCA/NA and PSO/PSA in ensuring a continuity of specialised follow-up care for patients referred from the Emergency Department.



	3.0
	Reference

	
	ISO Documents

	
	3.1.1
	PM-AMS-01 
	Appointments

	
	3.1.2
	PM-EMD-02
	Billing

	
	3.1.3
	PM-EMD-05 
	Discharge

	
	Associate Documents

	
	3.1.4
	Referral for continuation of treatment – EMDS 

	
	3.1.5
	 Medical Summary Form :  Referral for continuation of treatment (Manual)

	
	3.1.6
	 Referral to our Specialist Clinics/Centres (SC)

	
	3.1.7
	Flowchart for patient referrals from EMD to Eye & ENT Clinic 


	4.0
	Standard Operating Procedure Details
	Responsibilities

	
	
	

	4.1
	Definition
	

	
	1
	RN 
	Registered Nurse
	

	
	2
	EN 
	Enrolled Nurse
	

	
	3
	PCA 
	Patient Care Assistant
	

	
	4
	NA 
	Nursing Aide
	

	
	5
	PSO
	Patient Service Officer
	

	
	6
	PSA
	Patient Service Assistant
	

	
	7
	HA
	Health Attendant
	

	
	8
	ENT
	Ear, Nose, Throat Clinic
	

	
	9
	EYE
	Eye Clinic
	

	
	10
	O+G
	Obstetrics and Gynaecological Clinics
	

	
	11
	ABS
	Appointment Booking System
	

	4.2
	Requisites
	

	
	4.2.1
	Medical Summary Form: Referral For Continuation of Treatment.
	

	
	4.2.2
	Patient’s Emergency Case Notes
	

	
	4.2.3
	Referral to Our Specialist Clinics/Centres (SC)
	

	4.3
	Procedural Steps
	

	4.3.1
	A:
	Preparatory Phase
	

	
	(1)
	Ensure all required referral notes are printed out or completed by the attending doctor.
	RN/EN/PCO/PCA/NA

	
	(2)
	Ensure the attending doctor inform the patient of the need for continual care and referral to the specialist.
	RN/EN/PCO/PCA/NA

	4.3.2
	B:
	
	Performance Phase
	

	
	(1)
	Approach patient with relevant referral notes, medication prescription and medical certificates (if any).
	RN/EN/PCO/PCA/NA

	
	(2)
	Ensure patient is referred to the right discipline.
	RN/EN/PCO/PCA/NA

	
	(3)
	Confirm with doctor when in doubt.
	RN/EN/PCO/PCA/NA

	
	(4)
	Ensure patient’s particulars are correct, including the contact number and address.
	RN/EN/PCO/PCA/NA

	
	
	
	Responsibilities

	
	(5)
	Obtain updated address and contact number, preferably mobile phone number.
	RN/EN/PCO/PCA/NA

	4.3.3
	During Office Hours
	

	
	(1)
	Call the specific Appointment Booking Line to obtain appointment at various clinics (other than the ENT/EYE/O+G clinics).
	RN/EN/PCO/PCA/NA

	
	(2)
	Instruct the PSO/PSA to inform the patient or relatives the Specialist Clinic referred, date and time of the appointment.
	RN/EN/PCO/PCA/NA

	4.3.4
	ENT/EYE Workflow (E Consult during office hour) - Refer Flow Chart 
	

	
	(1)
	Ensure the Emergency Doctor communicates with the specific clinic Doctor concerning patient’s case.
	RN/EN/PCO/PCA/NA

	
	(2)
	Inform triage nurse concerning arrangements made.
	RN/EN/PCO/PCA/NA

	
	(3)
	Enter patient’s particular in specific Specialist Clinic Despatch Book.
	RN/EN/PCO/PCA/NA

	
	(4)
	Direct patient to the Specialist Outpatient Clinic referred with E card, Identification Label, Payment Receipt and Radiological Films (if any).
	RN/EN/PCO/PCA/NA

	
	(5)
	Instruct a Health Attendant to bring patient to the respective clinic.
	RN/EN/PCO/PCA/NA

	
	(6)
	Ensure the E card is returned by the end of the day.
	Triage Nurse

	4.3.5
	After Office Hours
	

	
	(1)
	Paste patient’s identification label on the appointment-booking file for unsuccessful appointments in the ABS.
	RN/EN/PCO/PCA/NA

	
	(2)
	Ensure the appropriate clinic appointment-booking file is raised. 
	RN/EN/PCO/PCA/NA

	
	(3)
	Complete the criteria required in the file and state each data clearly i.e. diagnosis, status, urgency of follow-up care, sub-speciality referred and number of radiological films taken in the Emergency Department. NB: Status refers to non-residential status, subsidised or private patients, work permit holder or industrial accident case.
	RN/EN/PCO/PCA/NA

	
	(4)
	Inform patient that the Appointment Liaison Assistant will contact them when they have made the appointment.
	RN/EN/PCO/PCA/NA

	
	(5)
	Attach the ‘Referral To Our Specialist Clinics/Centres (SC)’ leaflet to the referral letter. 
	RN/EN/PCO/PCA/NA

	
	
	
	Responsibilities

	
	(6)
	Mark in the referral leaflet the appropriate clinic referred and its contact number.
	RN/EN/PCO/PCA/NA

	
	(7)
	Proceed with other discharge notes e.g. prescription or medical certificate (if any).
	RN/EN/PCO/PCA/NA

	4.3.6
	ENT/EYE/O+G Clinics (ABS Booking)
	

	
	(1)
	Inform the PSA/PSO to make the appointment in the ABS for ENT/EYE/O+G Specialist Outpatient Clinic.
	RN/EN/PCO/PCA/NA

	
	(2)
	Instruct the PSO/PSA to make appointment according to the date and discipline required by the discharge doctor.
	RN/EN/PCO/PCA/NA

	
	(3)
	Instruct the PSO/PSA to inform the nurse if the appointment slots are full.
	RN/EN/PCO/PCA/NA

	
	(4)
	Proceed as in (4.3.3) for appointment booking during office hours.
	RN/EN/PCO/PCA/NA

	
	(5)
	Raise the NUH booking appointment for the appropriate clinic as in (4.3.5) for unsuccessful ABS after office hours.
	RN/EN/PCO/PCA/NA

	
	(6)
	Inform O+G referred patients to report for Antenatal Scan at the Antenatal Diagnostic Centre (if ordered by the doctor) 30mins prior to their appointment.
	RN/EN/PCO/PCA/NA

	
	(7)
	Instruct them to collect their Antenatal Scan report before proceeding to the Specialist Clinic for review.
	RN/EN/PCO/PCA/NA

	
	(8)
	Ensure patient and relatives are clear about referral and discharge advice given before handing over to the PSO/PSA for discharge and billing. 
	RN/EN/PCO/PCA/NA
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	1.0
	Objective

	1.1
	To provide guidelines for staff managing sexually assaulted patients.



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of RN/EN  to ensure a smooth interview and physical examination of victim / accused are carried out professionally and with sensitivity.



	3.0
	Reference

	3.1
	ISO Documents

	
	3.1.1
	SOP-NSG-O&G-011
	Care of Patient undergoing Vaginal Examination

	
	3.1.2
	SOP-NSG-GEN-021
	Assessing Patient’s Vital Signs 

	
	3.1.3
	SOP-NSG-PAE-003
	Measurement of Height and Weight 

	
	3.1.4
	SOP-NSG-GEN-024
	Collection Of Urine Specimen 

	
	3.1.5
	SOP-NSG-GEN-026
	Collection of blood Specimen for Laboratory Analysis 

	
	3.1.6
	SOP-NSG-Emd-03
	Notification of Police Case

	
	3.1.7
	PM-MSW-01 
	Medical Social Work Services

	
	3.1.8
	PM-EMD-05
	Discharge

	
	3.1.9
	PM-DDI-01 
	Appointment

	
	3.1.10
	PM-EMD-06 
	Inpatient Admission

	3.2
	Associate Documents

	
	3.2.1
	Documents in the Sexual Assault Kit

	
	3.2.2
	NP 306 Medical Examination Form

	
	3.2.3
	Medical Social Work referral form

	
	3.2.4
	Medical Summary Form: Referral for Continuation of Treatment (Manual)

	
	3.2.5
	1029-0281-01835 Notification of Police/Coroner’s Case

	
	3.2.6
	Referral to Our Specialist Clinics/Centres


	4.0
	Standard Operating Procedure Details
	Responsibilities

	
	
	

	4.1
	Definition
	

	4.1.1
	Terminology
	

	
	4.1.1
	Sexual Assault (Rape) – unlawful carnal knowledge of a female, by a male, utilising a force against her will.
	

	
	4.1.2
	Statutory Rape – unlawful carnal knowledge of an under-aged female (below the age of 16), by a male, with or without force.
	

	
	4.1.3
	All victims and accused are classified either as a Hot Case or Cold Case.  Physical examination in the Emergency Department is carried out only for Hot Cases.
	

	
	4.1.4
	Cold Cases are seen in the Obstetrics and Gynaecological Clinic (Specialist Outpatient Clinic F).
	

	
	4.1.5
	Hot Case – occurrence of alleged rape is less than 72 hrs.
	

	
	4.1.6
	Cold Case – occurrence of alleged rape is more than 72 hrs.
	

	4.2
	Personnel
	

	
	4.2.1
	RN
	Registered Nurse
	

	
	4.2.2
	EN
	Enrolled Nurse
	

	
	4.2.3
	PSO
	Patient Service Officer
	

	
	4.2.4
	PSA
	Patient Service Assistant
	

	4.2
	Requisites
	

	
	1
	NP 306 form raised by the Police when notified by victim.
	

	
	2
	Sealed sexual Assault examination kit 
	

	
	3
	Requisites for venepuncture
	

	
	4
	Urine pregnancy test kit
	

	
	5
	Requisite for collection of urine specimen (general)
	

	
	6
	Sterile vaginal speculum
	

	
	7
	Requisite for collection of vaginal swabs
	

	
	
	
	Responsibilities

	
	8
	Good light source / torch light
	

	
	9
	NUH logo security seal
	

	
	10
	Referral letter to Medical Social Worker
	

	
	11
	Referral letter to Obstetrics and Gynaecology
	

	
	12
	Prescription for medication
	

	
	13
	Set of fresh clothing
	

	4.3
	Procedural Steps
	

	4.3.1
	A:
	Preparatory Phase
	

	
	(1)
	Inform the Registrar-on-call of the Obstetrics and Gynaecology Department in the case for a female victim.
	RN/EN

	
	(2)
	Inform the Registrar-on-call of the General Surgery Department in the case of sodomy.
	RN/EN

	
	(3)
	Do not leave patient alone at any one time.  Be aware of the possible emotional reactions of the patient i.e. hysteria, fear, guilt or self-blame.
	RN/EN

	
	(4)
	Accompany the victim while waiting for the arrival of the Doctor but not during the examination or history taking.
	RN/EN

	
	(5)
	Allow a female Police Constable or female family member to accompany the patient.
	RN/EN


	4.3.2
	
	Performance Phase
	Responsibilities

	
	(1)
	Ensure and witness a written consent from the victim for physical examination (if above 21 years of age).
	RN/EN

	
	(2)
	Ensure a written consent obtained from the parent/guardian if victim is below the age of 21.
	RN/EN

	
	(3)
	Ensure the urine pregnancy test is done prior to physical examination and report results to the doctor for documentation.
	RN/EN

	
	(4)
	Measure the victim’s and/or accused height and weight.
	RN/EN

	
	(5)
	Obtain a baseline vital signs for both victim and assailant.
	RN/EN

	
	(6)
	Ensure the victim/accused is examined in a private room (Consultation Room 2).
	RN/EN

	
	(7)
	Assist the victim/accused to undress and collect all clothing in an envelope provided in the sexual assault examination kit.
	RN/EN

	
	(8)
	Ensure the doctor records the registration date and time of attendance, time of examination, date and time of the alleged sexual assault and the general appearance of the victim/accused.
	RN/EN

	
	(9)
	Assist the doctor in documenting evidences of physical trauma, i.e. dislocation, abrasion and bruising, evidence of secretions, torn or soiled clothing.
	RN/EN

	
	(10)
	Ensure that a detailed head to toe examination is performed by the doctor.
	RN/EN

	
	(11)
	Ensure that the nature of examination requested in the NP306 be carried out.
	RN/EN

	
	(12)
	Assist the doctor in obtaining and securing laboratory specimens as required.
	RN/EN

	
	(13)
	Moisten the vaginal speculum with water and assist the doctor in obtaining vaginal swabs for sexually transmitted disease testing. Refer VE SOP. (Use of lubricant may alter the result of the acid phosphatase test). 
	RN/EN

	
	(14)
	Ensure a double smear for all smear specimens are taken.
	RN/EN

	
	(15)
	Ensure all smears taken from all orifices are properly labelled with name, date and time of specimen collected and area of body where specimen is obtained.
	RN/EN

	
	(16)
	Assist the doctor with pubic hair combing with the combs provided from the sexual assault examination kit.
	RN/EN

	
	
	
	Responsibilities

	
	(17)
	Collect a sample of victim’s and/or accused pubic hair and placed in a bag provided.  
	RN/EN

	
	(18)
	Place all specimens in the bags provided in the sexual assault examination kit.
	RN/EN

	
	(19)
	Assist doctor in obtaining serum specimen for sexually transmitted diseases. 
	RN/EN

	
	(20)
	Ensure all specimens obtained from the accused is placed in a sterile container
	RN/EN

	
	(21)
	Label and seal all specimen containers with the NUH logo security seals
	RN/EN

	
	(22)
	Ensure all specimens collected are placed in the sexual examination kit. 
	RN/EN

	
	(23)
	Ensure the examination form from the kit and the NP306 forms are completed accurately.
	RN/EN

	
	(24)
	Return the completed examination form to the kit at the end of the examination.
	RN/EN

	
	(25)
	Seal the examination kit with the NUH logo security seals on all sides. 
	RN/EN

	
	(26)
	Instruct Ambulance Driver to send the sealed examination kit to the Institute of Scientific and Forensic Pathology Medicine the next working day.
	RN/EN

	
	(27)
	Sign and fill in name and designation on the NP306 form as a witness.
	RN/EN

	
	(28)
	Ensure all clothing collected from the victim are handed over to the Police.
	RN/EN

	
	(29)
	Ensure the Doctor document all significant findings accurately.
	RN/EN

	4.3.3
	C:
	
	Follow Up Phase
	

	
	(1)
	Return the original completed NP306 to the police.
	RN/EN

	
	(2)
	Attach to the victim’s original emergency case notes to the self-duplicate copy of the completed NP306.
	RN/EN

	
	(3)
	Despatch these to the Medical Record Office the next working day.
	RN/EN

	
	(4)
	Photocopy the NP306 and the victims and/or accused emergency case notes and hand over to the Administrative Assistant.
	RN/EN

	
	
	
	Responsibilities

	
	(5)
	Despatch the duplicate of the NP306 form to the Medical Social Worker department the next working day.
	RN/EN

	
	(6)
	Give the original Medical Social Worker referral form to the victim and the next of kin.
	RN/EN

	
	(7)
	Advise the victim and next-of-kin to return the next working day at 1330hrs and report at  the Medical Social Worker Department for counselling and psycho-emotional support.
	RN/EN

	
	(8)
	Obtain Medical Social Work Appointment if victim or relative is unable to attend the next day’s counselling (office hours).
	RN/EN

	
	(9)
	Ensure appointment time and date obtained are communicated to the patient and relatives.
	RN/EN

	
	(10)
	Refer the siblings of the victim of assault (in case of incest) to the Medical Social Worker if required. 
	RN/EN

	
	(11)
	Ensure a follow-up appointment with the Gynaecologist is made within six weeks or earlier with the Adolescent Clinic (usually on Thursday’s 1400hrs).
	RN/EN

	
	(12)
	Ensure that the appointment schedule is conveyed to the victim and/or next of kin.
	RN/EN

	
	(13)
	Confirm with the Doctor whether a post coital contraception, prophylaxis against sexually transmitted diseases or anti tetanus toxoid is required.
	RN/EN

	
	(14)
	Confirm with the Doctor whether a referral to the Psychiatric or Paediatric Medicine or admission is required.
	RN/EN

	
	(15)
	Ensure all prescriptions and referrals are labelled correctly before handing them over to the victim before their discharge from the Emergency Department. 
	RN/EN

	
	(16)
	Explain the admission process as in the admission procedure manual, to the victim or relatives when admission is required.
	RN/EN

	
	(17)
	Raise the Notification of Police form for all victims or sibling admitted.
	RN/EN
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	1.0
	Objective

	1.1
	To provide guidelines on provision of continuous assessment, treatment and evaluation of patients monitored  at  the Observation Bay.



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of a RN/EN/PCA/NA/PCO  assigned to the Observation Bay. 



	3.0
	Reference

	
	ISO Documents

	
	3.1.1
	SOP-NSG-GEN-011
	Care of Patient during Transfer to Other Wards/Department 

	
	3.1.2
	SOP-NSG-GEN-021 
	Assessing Patient’s Vital Signs

	
	3.1.3
	SOP-NSG-GEN-028
	Care of patient on Intravenous therapy

	
	3.1.4
	SOP-NSG-GEN-019
	Performing a Neurological Assessment using Glasgow Coma Scale 

	
	3.1.5
	PM-EMD-03
	Triage 

	
	3.1.6
	PM-EMD-04
	Consultation and Care Management

	
	Associate Documents

	
	3.2.1
	1029-0281-01859/0300 Observation Chart

	
	3.2.2
	293-00006 Neurological Observation Chart

	
	3.2.3
	Emergency Flow Chart

	
	3.2.4
	Emergency Treatment Service Charge Card

	
	
	
	


	4.0
	Standard Operating Procedure Details
	Responsibilities

	
	
	

	4.1
	Definition
	

	
	4.1.1
	RN 
	Registered Nurse
	

	
	4.1.2
	EN 
	Enrolled Nurse
	

	
	4.1.3
	NA
	Nursing Aide
	

	
	4.1.4
	PCA
	Patient Care Assistant
	

	
	4.1.5
	PCO
	Patient Care  Officer
	

	
	4.1.6
	ADL
	Activities of Daily Living
	

	4.2
	Role of Observation Bay Nurse Guide
	

	
	4.2.1
	Attend to patient’s needs and ADL promptly.
	RN/EN/PCO/PCA/NA

	
	4.2.2
	Attend to patient or relatives’ enquiry concerning treatment and management.
	RN/EN/PCO/PCA/NA

	
	4.2.3
	Monitor vital signs every 2 hourly, head chart every hour if indicated and as instructed by the attending doctor.
	RN/EN/PCO/PCA/NA

	
	4.2.4
	Record all observation and parameters  in the Observation Chart or Neurological Observation Chart.
	RN/EN/PCO/PCA/NA

	
	4.2.5
	Report any abnormalities to senior nurse or attending doctor.
	RN/EN/PCO/PCA/NA

	
	4.2.6
	Monitor and perform care of patient on intravenous therapy.
	RN/EN/PCO/PCA/NA

	
	4.2.7
	Assist in up-triaging patients who deteriorated during stay in the Observation Bay.
	RN/EN/PCO/PCA/NA

	
	4.2.8
	Assist in transferring patients from the Observation Bay to the Resuscitation when required.
	RN/EN/PCO/PCA/NA

	4.3
	Requisites
	

	
	4.2.1
	Blood pressure monitor (Dinamap)
	

	
	4.2.3
	Blood Glucose Monitor Machine (Accutrend)
	

	4.4
	Procedural Steps
	

	4.4.1
	A:
	Preparatory Phase
	

	
	(1)
	Ensure the observation bay is neat and tidy.
	RN/EN/PCO/PCA/NA

	
	(2)
	Ensure tidiness of work area.
	RN/EN/PCO/PCA/NA

	
	
	
	
	

	
	
	
	
	

	4.4.2
	B:
	
	Performance Phase
	Responsibilities

	
	(1)
	Receive Observation Bay’s patient’s report from the Observation Bay Nurse of the preceding shift.
	RN/EN/PCO/PCA/NA

	
	(2)
	Receive report from Triage Nurse for new patients.
	RN/EN/PCO/PCA/NA

	
	(3)
	Observe and attend to patient’ basic needs and ADL.
	RN/EN/PCO/PCA/NA

	
	(4)
	Monitor and document patient’s vital signs in the Observation Chart. 
	RN/EN/PCO/PCA/NA

	
	(5)
	Inform and report any abnormalities detected during observation and monitoring.
	RN/EN/PCO/PCA/NA

	
	(6)
	Evaluate the nursing intervention implemented and treatment given as required.
	RN/EN/PCO/PCA/NA

	
	(7)
	Assist and chaperone male doctor in procedures and examinations.
	RN/EN/PCO/PCA/NA

	
	Admissions 
	

	
	(9)
	Assess the patient appropriately, general condition and vital signs, prior to transfer to the wards.
	RN/EN/PCO/PCA/NA

	
	(10)
	Place  the patient identification tag on the wrist.
	RN/EN/PCO/PCA/NA

	
	(11)
	Update and handover patient’s report to receiving ward nurse if the nurse help to transfer patient to the inpatient wards.
	RN/EN/PCO/PCA/NA

	4.4.3
	C:
	
	Follow Up Phase
	

	
	(1)
	Ensure provision of a continuous assessment, monitoring and effectiveness of treatment of patient.
	RN/EN/PCO/PCA/NA

	
	(2)
	Ensure all observations are performed, documented and updated.
	RN/EN/PCO/PCA/NA
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	1.0
	Objective

	1.1
	To provide guidelines on the notification and handling of Coroner’s Case in the Emergency Department.



	1.2
	To ensure the next-of- kin of the deceased patient receives information of the demise and the coroner’s proceedings.



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of a RN/EN in handling a Coroner’s Case. 

	2.2
	These activities cover verifying the death, preparing the documents, rendering emotional support to NOK, informing the Coroner’s proceeding, performing last office and concluding with updating records and systems.



	3.0
	Reference

	3.1
	ISO Documents

	
	3.1.1
	HAP-MRO-001 
	Medical Record Loan and Release of Medical Information

	
	3.1.2
	SOP-MRO-007 
	Management of Medical Records for Coroner’s Case

	
	3.1.3
	SOP-NSG-EMD-04 
	Safekeeping of Patient’s Property at EMD

	
	3.1.4
	SOP-NSG-GEN-013 
	Handling the Deceased in the Ward (Coroner’s Case)

	
	3.1.5
	PM-OSS-11 
	Mortuary Management

	
	3.1.6
	PM-EMD-05 
	Discharge



	
	
	
	

	
	
	
	

	
	
	
	

	3.2
	Associated Documents

	
	3.2.1
	MH (CF) 90:08 Vol. 13/MH 20:03 Vol. 5  MOH Professional circular No 6/2002 – 7th May 2002

	
	3.2.2
	NUH Condolence Brochure

	
	3.2.3
	1029-0281-01835  Notification of Police /Coroner’s Case

	
	3.2.4
	287-86018/01/97  Safekeeping of Patient’s Property II

	
	3.2.5
	Coroner’s Case Identification Tag (yellow)

	
	3.2.6
	Mortality Report Form

	
	3.2.7
	Death Procedure Checklist (Coroner’s Case) 

	
	3.2.8
	Doctor’s Handbook pg 109: Cases that must be reported to the Coroner

	
	
	

	4.0
	Standard Operating Procedure Details
	Responsibilities

	4.1
	Definition
	

	
	4.1.1
	Coroner’s case: is made when  cause of death is not known or unnatural.  All Coroner Case are made police case. 
	

	
	4.1.2
	Claimant refers to relatives or significant others who claims the body.
	

	
	4.1.3
	RN as Registered Nurse, EN as Enrolled Nurse, PCA is Patient Care Assistant, HA as Health Attendant, PSO as Patient Service Officer and Patient Service Assistant as PSA.
	

	
	4.1.4
	SGH refers to Singapore General Hospital
	

	4.2
	Requisites
	

	
	1
	E card
	

	
	2
	Notification of Police / Coroner’s Case Form
	

	
	3
	EMD Triage Report
	

	
	4
	EMD Record
	

	
	5
	4 Coroner’s Case Identification Tag (yellow card)
	

	
	6
	Death Procedure Checklist for Coroner’s Case
	

	
	7
	Condolence Brochure
	

	
	8
	Safekeeping of Patient’s Property II Form
	

	
	9
	Requisites for Last Office
	

	
	10
	Asystole Lead 2 ECG strip
	

	
	
	
	Responsibilities

	
	11
	Inpatient Case Record (if any)
	

	
	12
	Radiological Films (if any)
	

	
	13
	Mortality Report Form
	

	4.3
	Procedural Steps
	

	4.3.1
	A:
	Preparatory Phase
	

	
	(1)
	Confirm the death as Coroner’s case with the attending Doctor.  Note the time of death 

No Certificate of Cause of Death (CCOD) to be issued for Coroner’s Case as death is unnatural. 


	RN/EN

	4.3.2
	B:
	Performance Phase
	

	
	(1)
	Obtain an asystole Lead 2 ECG tracing. The ECG strip should be 15 cm in length. Paste deceased’s identification label and ensure the date and time of the strip is clearly stated on the strip
	RN/EN

	
	(2)
	Attach ECG strip to E Card.
	RN/EN

	
	(3)
	Inform the Nurse Manager / Co-ordinator on duty.
	RN/EN

	
	(4)
	Ensure the doctor  communicates to the deceased’s family / relative/ significant others of Coroner’s Case.
	RN/EN

	
	(5)
	Manage the emotional aspect of relatives and significant others.
	RN/EN

	
	(6)
	Put up Notification off Police/Coroner’s Case form. 
	RN/EN

	
	(7)
	Ensure notification form is completed and signed by the attending doctor.
	RN/EN

	
	(8)
	Trace deceased’s previous inpatient notes from the Medical Record Office if deceased has previous admission and follow-up in the hospital.
	RN/EN

	
	(9)
	Mark the front folder of the traced casenotes with “Death” stamp and write “CORONER’S CASE” on it. Indicate date and time of death.
	RN/EN

	
	(10)
	Perform last office.
	RN/EN/PCA

	
	(11)
	Ensure all ETT Tubings/venula/medical devices on the deceased that are kept in-situ are explained to the relatives.
	RN/EN/PCA

	
	
	
	

	
	
	
	Responsibilities

	
	(12)
	Attach one identification tag on the deceased’s wrist, another on the shroud. Hand the other two tags to the Health Attendant when they remove the body to the NUH mortuary.
	RN/EN/PCA

	
	(13)
	Ensure properties found on the deceased are collected and counter checked by two nurses and return to relatives or significant others.
	RN/EN

	
	(14)
	Ensure the properties are returned item by item to the relatives or significant others.
	RN/EN

	
	(15)
	Ensure the name of the claimant of the properties are documented clearly.
	RN/EN

	
	(16)
	List all personal property found on the body of the deceased on the ‘Safekeeping of Property Form’ if there is no relative or significant others accompanying deceased.  Handover the property to the police

.
	RN/EN

	
	(17)
	Retain, as evidence, the clothing and any foreign objects found of the deceased of a traumatic case i.e. gunshot wound or stab wound.
	RN/EN

	
	(18)
	Handover patient’s  clothing and personal items to the Police.
	RN/EN

	
	 (19)
	Ensure all procedure listed in the death procedure for Coroner’s Case checklist is complete and accurate.
	RN/EN

	
	(20)
	Document clearly on the Identification Tag for Coroner’s Case any un-detachable jewellery left on the deceased,
	RN/EN

	
	(21)
	Photocopy all documents raised and used in the Emergency Department (2 sets).
	RN/EN

	
	(22)
	Record all original documents (as in 11) including radiological films (if any) in the Coroner’s Case record book.
	RN/EN

	
	(23)
	Place all documents recorded (in 12) in an A4 size envelope and hand over to the Police.
	RN/EN

	
	(24)
	Attach the Death Procedure Checklist (Coroner’s Case) to one set of the photocopied documents and hand over to the PSO/PSA on duty for discharge.
	RN/EN

	
	(25)
	Attach the Mortality Report Form to the other set of photocopied documents and hand over to the Chief of Emergency Department’s Secretary.
	RN/EN

	
	(26)
	Brief relatives or significant others of the deceased on procedure of claiming the body of the deceased from SGH mortuary.
	RN/EN

	
	
	
	

	
	
	
	Responsibilities

	
	(27)
	Inform the relatives or significant others of the deceased that the Investigation Officer will be briefing them further in detail on procedure of claiming the body of the deceased from SGH mortuary.
	RN/EN

	
	(28)
	Give the deceased relatives or significant others a copy of NUH Condolence Brochure.
	RN/EN

	
	(29)
	Ensure all procedures listed in the Death Procedure Checklist are carried out accurately (where applicable).
	RN/EN

	
	(30)
	Ensure PSA activate discharge (death) of patient from        I-CARE.  Input data as Death status.
	RN/EN

	
	(32)
	Instruct PSA to cancel all appointment(s) in I-CARE.
	RN/EN

	
	(33)
	Transfer the deceased to BID (Brought In Dead) room in the Emergency Department where there is privacy for grieving.
	RN/EN

	
	(34)
	Inform relatives or significant others that the deceased should leave for mortuary within 2 hours of death to prevent difficult transfer due to rigor mortis.
	RN/EN

	
	(35)
	Arrange for transfer the deceased to the NUH mortuary 2 hours later with 2 Coroner’s Case ID tag.
	RN/EN
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	1.0
	Objective

	1.1
	To provide guidelines on the handling of non-coroner’s case in the Emergency Department.



	1.2
	To ensure that the next-of-kin of a deceased patient receive information on the demise,   the procedure to register the death and to claim the body are explained. 



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of a RN/EN  in handling a non-coroner’s case. 

	2.2
	These activities cover verifying the death, preparing the documents, rendering emotional support to NOK, informing the procedure to claim/disclaim the body, registration of death, performing last office and concluding with updating records and systems.

	3.0
	Reference

	3.1
	ISO Documents

	
	3.1.1
	HAP-MRO-001 
	Medical Record Loan and Release of Medical Information

	
	3.1.2
	 HAP-INF-001    
	Sterilisation and Disinfection

	
	3.1.3
	SOP-MRO-007 
	Management of Medical Records for Coroner’s Case

	
	3.1.4
	SOP-NSG-GEN-006 
	Collection of Patient’s Property

	
	3.1.5
	SOP-NSG-GEN-013 
	Handling the Deceased in the Ward 

	
	3.1.6
	SOP-NSG-GEN-012
	Handling of deceased (Non-coroner & HIV patient)

	
	3.1.7
	PM-OSS-011 
	Mortuary Management

	
	3.1.8
	PM-EMD-05 
	Discharge



	3.2
	Associated Documents

	
	3.2.1
	NUH Condolence Brochure

	
	3.2.2
	287-86018/01/97  
	Safekeeping of Patient’s Property II

	
	3.2.3
	Non-Coroner’s Case Identification Tag

	
	3.2.4
	Mortality Report Form

	
	3.2.5
	Death Procedure Checklist (Non-Coroner’s Case) 

	
	3.2.6
	Certificate of the Cause of Death (CCOD)

	4.0
	Standard Operating Procedure Details
	Responsibilities

	4.1
	Definition

Death whereby cause of death is natural or known and a Certificate of Cause of Death (CCOD) is issued.


	

	
	4.1.1
	Claimant refers to relatives or significant others who claims the body.
	

	
	4.1.2
	RN as Registered Nurse, EN as Enrolled Nurse, PCA is Patient Care Assistant, HA as Health Attendant, PSO as Patient Service Officer and Patient Service Assistant as PSA.
	

	4.2
	Requisites
	

	
	1
	E card
	

	
	3
	EMD Triage Report
	

	
	4
	EMD Record
	

	
	5
	3 Non-Coroner’s Case Identification Tag
	

	
	6
	Death Procedure Checklist for Non-Coroner’s Case
	

	
	7
	Condolence Brochure
	

	
	8
	Safekeeping of Patient’s Property II Form
	

	
	9
	Requisites for Last Office
	

	
	10
	Asystole Lead 2 ECG strip
	

	
	11
	Inpatient Case Record (if any)
	

	
	12
	Radiological Films (if any)
	

	
	13
	Mortality Report Form
	

	
	
	

	4.3
	Procedural Steps
	Responsibilities

	4.3.1
	A:
	Preparatory Phase
	

	
	(1)
	Confirm the death as non-Coroner’s case with the attending Doctor.  Note the time of death.
	RN/EN

	4.3.2
	B:
	Performance Phase
	

	
	(1)
	Obtain an asystole Lead 2 ECG tracing. The ECG strip  should be 15 cm in length. Paste deceased’s identification label and ensure the date and time of the strip is clearly stated on the strip
	RN/EN

	
	(2)
	Attach ECG strip to E Card.
	RN/EN

	
	(3)
	Inform the Nurse Manager / Co-ordinator on duty.
	RN/EN

	
	(4)
	Ensure the doctor communicates to the deceased’s family / relative/ significant others of patient’s demise.
	RN/EN

	
	(5)
	Manage the emotional aspect of relatives and significant others.
	RN/EN

	
	(7)
	Trace deceased’s previous inpatient notes from the Medical Record Office if deceased has previous admission and follow-up in the hospital.
	RN/EN

	
	(8)
	Mark the front folder of the traced casenotes with “Death” stamp. Indicate date and time of death.
	RN/EN

	
	(9)
	Perform last office.
	RN/EN/PCA

	
	(10)
	Attach one non-Coroner’s Identification Tag (blue colour) on the deceased right leg and another on the shroud. The third tag to give to the health attendant when they removed the body to the mortuary.
	RN/EN/PCA

	
	(11)
	Ensure properties found on the deceased are collected and counter checked by two nurses and return to relatives or significant others when available.

(If relatives are available, remove the jewelleries in their presence). 
	RN/EN

	
	(12)
	Ensure the properties are returned item by item to the relatives or significant others.
	RN/EN

	
	(13)
	Ensure the name of the claimant of  properties are documented clearly.
	RN/EN

	
	(14)
	List all personal property found on the body of the deceased on the Safekeeping of Property form if there is no relatives or significant others accompanying deceased.
	RN/EN

	
	(15)
	Record and document any properties collected in the Safekeeping of Patient’s Property Form.
	RN/EN

	
	
	
	Responsibilities

	
	 (16)
	Complete Non-Coroner’s Case checklist accurately.
	RN/EN

	
	(17)
	Document clearly on the Identification Tag for Non-Coroner’s Case any non-removable jewellery left on the deceased.
	RN/EN

	
	(18)
	Ensure the CCOD is raised and completed by the attending doctor (Medical Officer and above).
	RN/EN

	
	(19)
	Verify the demise’s particulars entered in CCOD against   his/her identification card.
	RN/EN

	
	(20)
	Ensure the ‘National University Hospital Stamp’ is placed onto the CCOD’s  place of certification column.
	RN/EN

	
	(21)
	Place CCOD in an envelope and handover to the Health Attendant when they remove the body to the mortuary. The CCOD is given to the Mortician (during office hours) by the Health Attendant and to the PSO/PSA (after office hours).
	RN/EN

	
	(22)
	Photocopy all documents raised and used in the Emergency Department (1 sets).
	RN/EN

	
	(23)
	Give original documents to the PSO/PSA on duty for processing.
	RN/EN

	
	(24)
	Attach the Mortality Report Form to the photocopied set documents and handover to the Chief of Emergency Department’s Secretary.
	RN/EN

	
	(25)
	Give the deceased relatives or significant others a copy of NUH Condolence Brochure with instructions for claimant proceeding. 
	RN/EN

	
	(26)
	Ensure all procedures listed in the Death Procedure Checklist (Non-Coroners Case) are carried out accurately (where applicable).
	RN/EN

	
	(27)
	Instruct PSA to activate discharge (death) of patient from I-CARE. Input data as Death status.
	RN/EN

	
	(28)
	Instruct PSA to cancel all appointment(s) in I-CARE.
	RN/EN

	
	(29)
	Transfer the deceased to BID room in the Emergency Department where privacy and time for grieving is given.
	RN/EN

	
	(30)
	Inform relatives or significant others that the deceased should leave for mortuary within 2 hours of death or when the casket arrive (after office hour).  This is  to prevent difficult transfer due to rigor mortis.
	RN/EN

	
	(31)
	Arrange for transfer of the deceased to the NUH mortuary 2 hours later with one Non-Coroner’s Case ID tag.
	RN/EN
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	1.0
	Objective

	1.1
	To provide guidelines for safe management and care for patients who are in labour.



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of RN/EN to ensure a smooth and safe management of patients in labour, for both mother  and child.



	3.0
	Reference

	
	ISO Documents

	
	3.1.1
	SOP-NSG-O&G-011
	Care of Patient undergoing Vaginal Examination

	
	3.1.2
	SOP-NSG-O&G-018
	Care of Patient undergoing Normal Vaginal Delivery

	
	3.1.3
	SOP-NSG-GEN-011
	Care of Patient during Transfer to Other Wards/Department

	
	3.1.4
	SOP-NSG-EMD-01
	Triage and Patient Categorisation

	
	3.1.5
	PM-EMD-01
	Registration 

	
	3.1.6
	PM-EMD-06
	Inpatient Admission

	
	
	
	

	
	Associate Documents

	
	3.1.6
	E card

	
	3.1.7
	  Emergency Department Nursing Flowchart

	
	3.1.8
	  Emergency Labour Assessment Form

	
	3.1.9
	  Admission Form


	4.0
	Standard Operating Procedure Details
	Responsibilities

	
	
	

	4.1
	Definition
	

	
	4.1.1
	RN – Registered Nurse
	

	
	4.1.2
	EN – Enrolled Nurse
	

	4.2
	Requisites
	

	
	4.2.1
	Sealed Delivery Pack
	

	
	4.2.2
	Blood tubes for cord blood (obtained from Labour Suite)

· One Plain tube for Thyroid Stimulating Hormone(Red Top)

· One plain tube for G6PD screen (Purple Top)

· One Plain tube for research (Yellow Top)
	

	
	4.2.3
	Neonate Identification Tag

· Blue for Boy

· Pink for Girl
	

	
	4.2.4
	Suction Apparatus  with size 6 Nelaton Catheter
	

	
	4.2.5
	Radiant Warmer 
	

	
	4.2.6
	Transport incubator with portable oxygen supply
	

	4.3
	Procedural Steps
	

	4.3.1
	A:
	Preparatory Phase
	

	
	(1)
	Obtain the following information from the patient on arrival:

· Last Menstrual Period

· Expected Date of Delivery

· Gravida Status

· Onset of Pain, Frequency and Intensity of Contraction

· Presence of show or liquor

· Consultant In-Charge if patient has an antenatal follow-up in NUH
	RN/EN

	4.4
	B:
	
	Performance Phase
	

	4.4.1
	Below 24 weeks of Gestation
	

	
	(1)
	Obtain information as in A(1).
	

	
	(2)
	Inform the Specialist O+G Outpatient Clinic of patient’s arrival and relate information obtained in A (1).
	

	
	
	
	Responsibilities

	
	(3)
	Refer and assist patient to the Specialist Outpatient Clinic F (during office hour) if patient is not in distress.
	RN/EN

	
	(4)
	Register patient and allocate a trolley (usually Trolley 12) for rest (after office hours).
	RN/EN

	
	(5)
	Allocate patient to Trolley 6 if patient is in distress.
	RN/EN

	
	(4)
	Obtain vital signs, register and triage the patient .
	RN/EN

	
	(5)
	Trace antenatal record if available.
	RN/EN

	
	(6)
	Inform the O& G Medical Officer on duty.
	RN/EN

	4.4.2
	Above 24 weeks of gestation
	

	
	Patient in distress
	

	
	(1)
	Allocate a trolley (usually trolley 6) for rest.
	RN/EN

	
	(2)
	Ensure a rapid labour assessment is performed by the Emergency Department Doctor to determine stage of labour if patient is in distress.
	RN/EN

	
	(3)
	Prepare to transfer patient to the Delivery Suite if rapid labour assessment findings indicate patient in labour.
	RN/EN

	
	Patient not in distress
	

	
	(4)
	Assist patient to a wheelchair.
	RN/EN

	
	(5)
	Obtain  information from patient as in A (1).
	RN/EN

	
	(6)
	Inform Delivery Suite of patient’s status and relate information obtained from A (1).
	RN/EN

	4.4.3
	Birth Before Arrival / Complete Birth Before Arrival
	

	
	(1)
	Ensure both mother and child is safe and attended immediately.
	RN/EN

	
	(2)
	Obtain  information from patient as in A (1).
	RN/EN

	
	(3)
	Inform Delivery Suite of patient’s status and information obtained from A (1).
	RN/EN

	
	(4)
	Arrange for transfer to Delivery Suite if both mother and child are stable.
	RN/EN

	4.4.4
	Prepare for Transfer to Delivery  Suite
	

	
	
	
	Responsibilities

	
	(1)
	Transfer patient to the Delivery Suite when instructed by the nurses in Labour Suite. 

N/B: Transfer depends on the bed availability in the Delivery  Suite.


	RN/EN

	4.4.5
	Prepare for emergency delivery
	

	
	(1)
	Prepare for emergency delivery for patient in 2nd stage of labour or   Delivery Suite.  
	RN/EN

	
	(2)
	Ensure all requisites are prepared.
	RN/EN

	
	(3)
	Inform Emergency Department Doctor and need to prepare for impending  delivery in the Emergency Department.
	RN/EN

	
	(4)
	Page and inform Obstetrician Medical Officer and Neonate Physician on duty.
	RN/EN

	
	(5)
	Assist the doctor in emergency delivery.
	RN/EN

	
	(6)
	Prepare radiant warmer, suction apparatus and oxygen to receive the baby.
	RN/EN

	4.5
	C:
	
	Follow Up Phase
	

	
	(1)
	Ensure both mother and child is safe and attended.
	RN/EN

	
	(2)
	Inform Delivery Suite of patient’s progress and transfer.
	RN/EN

	
	(3)
	Transport child in the transport incubator to the Delivery Suite when instructed by Delivery Suite nurses.
	RN/EN

	
	(4)
	Transfer mother to the Delivery Suite after repair of episiotomy.
	RN/EN

	
	(5)
	Proceed with admission procedure.
	RN/EN

	
	(6)
	Ensure the Obstetrician on duty completes the admission form and Obstetrics documentation.
	RN/EN

	
	(7)
	Reassess the patient before transferring to the postnatal ward or Delivery Suite.
	RN/EN
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	1.0
	Objective

	1.1
	To provide guidelines for psychological counselling and debriefing of the Emergency Department staff who experienced adverse effects from a traumatic stress event.   It defines the activation of the Psychiatric Consultation-Liaison Team (C-L). 



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of RN/EN to establish a referral system to the Consultation-Liasion Team for psychological counselling and debriefing for the Emergency Department staff  undergoing  a traumatic stress event.

	3.0
	Reference

	
	Associate Documents

	
	 3.1
	Referral Form for Psychiatric Consultation for PTSD.

	4.0
	Standard Operating Procedure Details
	Responsibilities

	4.1
	Definition
	

	
	4.1.1
	RN 
	Registered Nurse
	

	
	4.1.2
	NM
	Nurse Manager
	

	
	4.1.3
	PTSD
	Post-Traumatic Stress Disorder
	

	
	4.1.4
	C-L Team
	Psychiatric Consultation-Liaison Team
	


	4.2
	Procedural Steps
	Responsibilities

	4.2.1
	A:
	Preparatory Phase
	

	
	(1)
	Ascertain a staff member suffering from serious effects due to a traumatic event.
	NM/RN

	
	(2)
	Ascertain the symptoms presented that warrant  intervention.
	NM/RN

	4.2.2
	B:
	
	Performance Phase
	

	
	(1)
	Inform Shift Nurse In-Charge or Senior Nurse if in doubt.
	RN

	
	(2)
	Inform the affected person that a member of the Consultation-Liaison Team will be called to assist him / her.
	RN

	
	(3)
	Complete the Consultation – Liaison Referral Form.
	NM/RN

	
	(4)
	Fax the Consultation-Liaison form to Neuroscience Department.

(Fax No: 67772191) during office hours.
	RN

	
	(5)
	Page for the Psychiatric Medical Officer On-call during after office hours.

N/B: Inform the Medical Officer On-Call that the C-L Doctor is needed.
	RN

	
	(6)
	Allow a 60 minutes grace period for the arrival of the C-L Team member.
	RN

	
	(7)
	Identify a private area for counselling by C-L team (no registration required).  
	RN

	
	(8)
	Assign another staff to chaperone the affected staff during the counselling session (if affected staff is agreeable).
	RN

	
	(9)
	Provide emotional or psychological support during counselling/debrief session. 

N/B: Keep all proceeding in the counselling session private and confidential.
	RN/PCA/NA

	
	(10)
	Ensure consultation and debriefing reports are private and highly confidential (No records will be kept at EMD).    Ensure the counsellor takes all records at  the Department of Psychological Medicine in strict confidence).
	RN

	
	(11)
	Arrange future appointments with counsellor. 
	Affected staff

	4.2.3
	C:
	Follow Up Phase
	

	
	(1)
	Follow-up session (private arrangement) with counsellor when indicated.
	Affected staff
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	1.0
	Objective

	1.1
	To provide a framework for nursing process and guidelines for nursing documentation.



	
	

	2.0
	Scope

	2.1
	The procedure defines the actions and responsibilities of Registered Nurses (RNs) in carrying out their nursing process and documentation.



	
	

	3.0
	Reference

	3.1
	External Document – Appendix 1
	Standards of Practice for Nurses and Midwives

	
	
	

	3.2
	External Document – Appendix 2
	Code of Ethics and Professional Conduct

	
	
	


	4.0
	Standard Operating Procedure Details
	

	
	
	Responsibilities

	4.1
	Policy
	

	
	4.1.1
	The NUH philosophy of nursing is eclectic in nature, arising from advances in medical science and evidence-based nursing practices.  It focuses on the interaction of four major concepts that comprise professional nursing: person, health, environment and nursing.


	

	
	4.1.2
	Nursing theoretical framework of human need theory and the process of adaptation are used to explain the relationship among the four major concepts.


	

	
	4.1.3
	Nursing approach to patient care is holistic, implying consideration of all human needs.  Nurses are to provide safe, competent, ethical quality care that meets the needs and expectations of their clients.


	

	
	4.1.4
	When providing care, nurses are to

· respect the patient’s values and needs

· respect and promote patient’s autonomy 

· respect patient’s right to confidentiality

· respect and preserve patient’s privacy and dignity


	

	
	4.1.5
	Nurses are to use Nursing Process to assist clients in organizing and performing individualised adaptive behaviours contributing to human need fulfilment and the maintenance of optimum health or to a peaceful death.


	

	
	4.1.6
	Nursing involves the collaborative efforts among recipients of nursing care, other nurses and other health professionals.  The nurse plays a major role in the identification of needs and the coordination of services and personnel in or out of hospital.


	

	
	
	
	

	4.2
	Assessment of Patient
	

	
	4.2.1
	Documents
	

	
	
	Nursing Admission and Assessment Database I
	

	
	
	Nursing Admission and Assessment Database II
	

	
	
	Monitoring Charts and Results
	

	
	
	Discharge Management / Checklist Form
	

	
	4.2.2
	Guidelines
	

	
	
	· Assess patient through appraising and evaluating the whole individual to determine the health status for the purpose of planning nursing care.
	RN

	
	
	· Use a systematic approach to determine the existing level of wellness and the level of care required.  Use Nursing Admission and Assessment I & II to guide your assessment.
	RN

	
	
	· Elicit information through interview, nursing health history, wellness assessment and physical assessment.  Use these subjective and objective data, and other information obtained from secondary sources to plan the nursing care.
	RN

	
	
	· Use open-ended questions during the interview.
	RN

	
	
	· Consider the potential and actual health concerns when assessing the level of health care needed.
	RN

	
	
	· Record assessment in Nursing Admission and Assessment I & II (on admission) and relevant monitoring charts.
	RN

	
	
	· Record the information on the identified Caregiver in the Discharge Management Form.
	RN

	
	
	
	

	4.3
	Planning of Care
	

	
	4.3.1
	Documents
	

	
	
	Nursing Admission and Assessment Database I
	

	
	
	Nursing Admission and Assessment Database II
	

	
	
	Monitoring Charts and Results
	

	
	
	Treatment and Progress Notes
	

	
	
	Master List – Nursing Diagnosis and Collaborative Problem Section I


	

	
	
	Master List – Nursing Diagnosis and Collaborative Problem Section II


	

	
	
	Nursing Care Plans (NCP No. 1 – 25)
	

	
	
	Collaborative Problems (PC No. PC1 to PC4)
	

	
	
	
	

	
	4.3.2
	Guidelines
	

	
	
	· Analyse the information obtained through assessment.
	RN

	
	
	· Compare the data with norms, standards and theories.
	RN

	
	
	· Follow the Doctors’ Round.  Check on the doctor’s order and treatment plan.
	RN

	
	
	· Use inductive and deductive reasoning to derive conclusions for patient’s plan of care.
	RN

	
	
	· Decide and/or document the potential and actual health concerns based on the assessment of patient.
	RN

	
	
	· Select the Nursing Care Plan(s) and/or collaborative Problems and/or write your own nursing care plan(s), if appropriate.
	RN

	
	
	· Prioritize the nursing diagnoses, if there are more than one.
	RN

	
	
	· Involve the patient and/or caregiver/next of kin in the planning of care, if appropriate.
	RN

	
	
	· Determine the appropriate outcome and target date.
	RN

	
	
	· Record the appointments and/or referrals and/or reminders in the Master List – Nursing Diagnosis and Collaborative Problem Section II and Treatment and Progress Notes.
	RN

	
	
	
	

	4.4
	Implementation of Care
	

	
	4.4.1
	Documents
	

	
	
	Master List – Nursing Diagnosis and Collaborative Problem Section II


	

	
	
	Nursing Care Plans (NCP No. 1 – 25)
	

	
	
	Collaborative Problems (PC No. PC1 – PC4)
	

	
	
	Patient Activity Flowsheet (PAF)
	

	
	
	Nursing Evaluation and Progress Note (EP)
	

	
	
	Treatment and Progress Notes
	

	
	
	Monitoring Charts
	

	
	4.4.2
	Guidelines
	

	
	
	· Inform doctor or other allied health staff of change in patient assessment, if required.
	RN

	
	
	· Implement/facilitate/assist in the doctor’s and/or allied health staff’s treatment plan.
	RN

	
	
	· Explain to patient and or Caregiver/next of kin of the nursing interventions or procedures.
	RN

	
	
	· Implement the appropriate nursing actions.
	RN

	
	
	· Involve patient and/or Caregiver in the implementation of care, if appropriate
	RN

	
	
	· Record the interventions or nursing actions in the appropriate documents:

· Treatment and Progress Notes

· Master List – Nursing Diagnosis and Collaborative Problem Section II

· Nursing Care Plans and/or Collaborative Problems

· Patient Activity Flowsheet

· Nursing Evaluation and Progress Note

· Monitoring Charts

· Discharge Management
	RN

	
	
	
	

	4.5
	Evaluation of Care
	

	
	4.5.1
	Documents
	

	
	
	Master List – Nursing Diagnosis and Collaborative Problems Section I


	

	
	
	Nursing Care Plans and/or Collaborative Problems
	

	
	
	Patient Activity Flowsheet (PAF)
	

	
	
	Nursing Evaluation and Progress Note (EP)
	

	
	
	Monitoring Charts
	

	
	4.5.2
	Guidelines
	

	
	
	· Review the nursing actions and plan daily or when necessary to ensure appropriateness and applicability.


	RN

	
	
	· Discontinue inappropriate actions and record it Nursing Care Plans and/or Collaborative Problems.


	RN

	
	
	· Discontinue inappropriate Nursing Care Plans in the Master List – Nursing Diagnosis and Collaborative Problems Section I, Nursing Care Plans and/or Collaborative Problems and Nursing and Progress Note.
	RN

	
	
	· Document the evaluation of the nursing care in the Patient Activity Flowsheet and Nursing, Progress Note and appropriate monitoring charts.


	RN

	
	
	· Document the following events in narrative style in the Nursing and Progress Note, if applicable:

· patient collapsed

· abscondment

· AOR discharge

· Hazards

· Death
	RN
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	1.0
	Objective

	1.1
	To provide guidelines on the Administration and Documentation of Controlled Drugs



	2.0
	Scope

	2.1
	This procedure defines the actions and responsibilities of Registered Nurses in the Administration of Controlled Drugs and Documentation in the CD Administration Book.

The Registered Nurses are responsible and accountable for the issuance and administration of the Controlled Drugs in each of their respective work area. 



	3.0
	Reference

	3.1
	 ISO Document

	
	 3.1.1
	HAP-NSG-001 
	Handling of Controlled Drugs 

	
	 3.1.2
	HAP-NSG-004
	Administration of Intravenous Medications

	
	 3.1.2
	SOP-NSG-GEN-003
	Administration of Oral Medications

	
	 3.1.3
	SOP-NSG-GEN-010
	Administration of Intravenous Medications

	 
	 3.1.4
	SOP-NSG-GEN-016 
	Care of Adult Patient on Intravenous Patient-Controlled Analgesia


	4.0
	Standard Operating Procedure Details
	

	
	
	Responsibilities

	4.1
	Definition
	

	
	4.1.1
	CD refers to Controlled Drugs
	

	
	4.1.2
	Dispensing refers to the process whereby the RN removes drug from the CD cupboard.


	

	4.2
	Requisites

CD Administration Book

Ball Pen

Inpatient Medication Record (IMR)

Syringe 

Needle Size 23G 

Needle Size 21G

Alcohol Swab

Kidney Dish 


	 

	4.3
	Procedural Steps
	

	
	4.3.1
	A:
	Preparatory Phase

Administration of Controlled Drugs


	

	
	
	(1)
	Verify the CD order in the In-patient Medication Record by READING ALOUD to the counterchecking nurse. 
	RN 

	
	
	(2)
	Check that the full name and MCR Number of the doctor who prescribed the CD are written in the In-patient Medication Record.
	RN

	
	
	(3)
	Inform doctor to re-write the order if any ambiguity is found.
	RN

	
	
	(4)
	Adhere to the following steps when obtaining CD from the CD cupboard.

Two Registered Nurses shall:

a) Go to the CD cupboard

b) Check and count the stocks by reading aloud each count and take note of the balance. 

c) Take out the required drug and READ ALOUD its name and strength.

d) Document legibly in CD Administration Book. (Refer to 4.3.3 Follow-up phase on Documentation).        

 
	RN

	
	4.3.2
	B.

(1)
	Performance Phase

Intramuscular Injection

Adhere strictly to the principle of drug administration. 

The right patient receives the right dose of the medication, at the right time and by the right route.


	RN

	
	
	(2)
	Withdraw the exact amount of CD prescribed for the patient using the correct syringe size. 

The residual amount is disposed into the washbasin witnessed by another RN/EN.


	RN and

Counterchecking RN/EN

	
	
	(3)
	Witness the CD administration to the RIGHT patient by calling his/her name or by checking his/her identification bracelet prior to administration.
	Counterchecking RN/EN

	
	
	(4)
	Sign the IMR.
	RN and

Counterchecking RN/EN

	
	
	(1)
	CD Infusion

Use a regulatory pump when the CD is administered in Intravenous Solution.


	RN

	
	
	(2)
	Calculate the rate together with another RN.
	RN

	
	
	(3)
	Go to the RIGHT patient who requires the CD administration. Verify identity by calling his/her name or checking his/her identification bracelet.
	RN and counterchecking RN/EN

	
	
	(4)
	Set the rate to be infused.
	RN 

	
	
	(5)
	Verify by READING ALOUD the correct rate set before the RN commences the administration of the CD for the patient.
	RN and counterchecking RN/EN

	
	4.3.3
	C.
	Follow-up Phase

Documentation
	

	
	
	(1)
	Maintain proper recording in the Controlled Drugs Administration Book.
	RN

	
	
	(2)
	Separate each dosage and strength of the CD in different CD Administration Book.


	RN

	
	
	(3)
	Write the exact name and strength on the cover page and every page of the CD Administration Book.
	RN

	
	
	(4)
	Record all usage of CDs immediately upon administration of the CDs.


	RN

	
	
	(5)
	Record each dose of CD removed from the storage cupboard in the Controlled Drugs Administration Book.


	RN and counterchecking RN/EN

	
	
	(6)
	Record entry according to sub-headings: 

a) Dose ordered (mg)

· For bolus injection – Record the dosage as prescribed in the IMR e.g. 75mg Pethidine.

· For continuous infusion – Dose ordered 1-2mg/hour, Record exactly as 1-2mg/hour on dose ordered column.

b) Ordered by

· Record the name and MCR number of the doctor who prescribed the CD, as written in the IMR.

· Contact doctor who prescribed the CD to write the MCR number if not found in IMR.

c) Amount Used and balance

· RN assigned to hold the CD keys should be responsible to note the balance.

d) Dispensed by

· RN assigned to hold the CD keys should dispense the CD during her shift.

e) Dispensing, Administration of Drugs & Residual Amount Discarded

f) Residual amount


	RN and counterchecking RN/EN

RN

RN

RN

RN

RN

RN

	
	
	(7)
	Entries must be in chronological sequence and there must be no blank rows in between entries.
	RN 

	
	
	(8)
	Use in indelible blue/ black pen and in BLOCK letters on a fresh line.


	RN 

	
	
	(9)
	Use indelible red pen when recording wrong entries, weekly audit check (Nurse Manager or deputy Nurse Manager). 
	RN 

	
	
	(10)
	No cancellation, obliteration or alteration of the entry with correcting fluid/ eraser is allowed.


	RN 

	
	
	(11)
	Draw a line across the column if no entry is made (Keep a ruler in the CD cupboard)
	RN

	
	
	(12)
	Mark an asterisk (*) at the section where the error is made for any wrong entries. 

Explain the error under the “Remarks” column.


	RN

	
	
	(13)
	Re-write the correct entry on the next line.
	RN

	
	
	(14)

(i)

(a)

(b)
	For Controlled Drug Infusion:

Patient who received CD infusion from the ward stock:

Enter the residual amount in mg into the ward’s CD Administration book for that particular drug order at the end of infusion.

Sign the entry in the respective residual columns of the CD Administration book.


	RN

Discarding RN/ Witnessing RN

	
	
	(ii)

(a)

(b)

(c)
	Patient whose CD infusion is initiated at one location and is later transferred to another location:

Enter the residual amount remaining at the time of transfer in the residual amount discarded column.

Write under the remark column “Residue left prior to transfer to ward _____”.

Indicate the new location/ transferred ward.


	Transferring RN 

Transferring RN

Transferring RN

	
	
	(d)

(e)
	Witness process (ii) from (a) to (b).

Sign under the “witnessed by” column in the CD Administration book.
	Witnessing RN

	
	
	(f)

(g)
	Upon arriving at the new location,

Note the amount of infusion left in the syringe.

Document the amount in the Treatment & Progress Notes for continuation of the infusion.


	Receiving RN & Transferring RN

Receiving RN

	
	
	(h)


	When the entire infusion is completed,
Record the completion in the Treatment & Progress Notes with a witnessing RN.  Also document in the Intake & Output Chart if appropriate.
	RN & Witnessing RN



	
	
	(j)

(k)

(l)


	If the infusion is discontinued mid-way,

Calculate the remaining amount in mg/ mcg from the infusion left in the syringe.

Use the “Narcotic Infusion Residual Amount Discarded” stamp to create a record in the Treatment & Progress Notes. 

Document in the “Narcotic Infusion Residual Amount Discarded” record accordingly: 

· Type of CD discarded

· Amount in mg or mcg discarded

· RN who discarded the CD (Full name and Signature)

· RN who witnessed the discard (Full name and Signature)

· Date CD and time was discarded


	RN & Witnessing RN

RN

RN

	
	
	(m)

(n)
	For Patient Controlled Analgesia (PCA):

Follow the steps as per transfer to another ward but to document in the Pain Monitoring Chart.

File the Chart in the Case-notes.


	RN

RN

	
	
	
	Transfer of Controlled Drug Administration Records in Wards and Operating Theatres
	

	
	
	(1)
	Make entries in red ink.
	RN

	
	
	(2)
	Enter the date on which the transfer is carried out into the new CD Administration Book.
	RN

	
	
	(3)
	Use the following statement on the first row of each new CD Administration book, “Balance brought forward from previous CD Administration Book dated ____ to ____” and record the quantity in the “Balance” column.


	RN

	
	
	(4)
	Write down the full name and sign under “Dispensing” sub-heading in the “Dispensed by” column.
	RN undertaking the transfer

	
	
	(5)

(6)
	Counter-check the balance of the quantity recorded by the RN who undertakes the transfer.

Write down the full name and sign under the “Dispensing” sub-heading in the “Checked by” column.


	RN verifying the balance

	
	
	(7)
	Cross out all remaining blank pages if present in the previous CD Administration Book after all entries in the new CD Administration Book have been finalised and checked.

NB: The “to: date” on the old CD Administration Book should be the same as the date the transfer is effected.


	RN

	
	
	(8) 
	Keep all CD Administration Book for 3 years from the date of the last entry in their respective locations (wards/OT) as stipulated in the Misuse of Drugs Act.
	RN
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1.0    Objective

	1.1
	To provide guidelines on the administration of oral medications by the Registered Nurses.


2.0    Scope

	2.1
	This procedure defines the actions and responsibilities of the Registered Nurse (RN) to adhere to the 5 Rights of Administration of Medications. The principle is that the right patient receives the right medication of the right dose at the time by the right route and accurate documentation of the medication(s) administered.


3.0    Reference

	3.1
	ISO Documents

	
	3.1
	HAP-NSG-003 
	Taking Verbal Medication Orders from the Doctors. 


4.0 Standard Operating Procedure Details

Responsibilities
	4.1
	Policy
	 

	
	4.1.1 Administration of Oral Medication(s) by one RN is practised in the adult wards. 

4.1.2 Counter checking by another RN or Enrolled nurse (EN) is required in the Neonatal/Paediatric wards.

4.1.3 RN on probation needs to be assessed for competency prior to administration of medication on his/her own.

4.1.4 The counterchecking procedure requires both nurses to read aloud to each other the patient name, bed number, name and dose of the medication, frequency and route. 
	

	
	
	

	4.2
	Requisites
	

	
	Medication trolley containing:
	

	
	Medications
	

	
	Medicine cups/spoons
	

	
	Syringes/pipettes
	

	
	Pestle and mortar
	 

	
	Serving trays
	

	
	Inpatient Medication Record(s) (IMR)
	

	
	
	

	4.3
	The Five Principles
	

	 
	Observe the 5 rights of administration of oral medications:

4.3.1   Right Patient
	RN/EN

	
	           Verify the patient’s identity by asking his/her name or
	RN/EN

	
	           checking the name on his/her identification wrist 
	

	
	           band.
	

	
	4.3.2   Right Medication 
	

	
	           Check the name of the drug on the label against the
	RN/EN

	
	           IMR before administering.
	

	
	4.3.3   Right  Dose
	

	
	           Check the dosage of the medication order before 
	RN/EN

	
	           administration. 
	

	
	4.3.4   Right Route 
	

	
	           Check the route of the medication order, (oral, parental,
	RN/EN

	
	           topical, rectal, intranasal, inhalation)
	

	
	4.3.5   Right Time
	

	
	           Check the time of the medication order before
	RN/EN

	
	           administering.
	

	
	           (The serving time must be within one hour before or
	

	 
	             after the prescribed time)
	

	
	
	

	4.4
	History of Drug Allergy:
	

	
	Check the drug allergy status of the patient before 
	RN/EN

	
	administering by refering to the medical records, IMR and
	

	
	by asking the patient.
	

	
	
	 

	4.5
	Expiry Date of Medication:
	

	
	Check the expiry date of the medication on the drug label and 
	RN/EN

	
	note any changes in colour or clarity before administering.  
	

	
	
	

	4.6
	Consultation 
	

	
	Seek advice when in doubt. Consult the following person(s):
	RN/EN

	
	
Senior Nurse
	

	
	           Doctor who prescribed the medication
	

	
	           Pharmacist
	

	
	          Refer to the DIMS
	

	
	
	

	4.7
	Communication
	

	
	Inform the patient: 
	RN/EN

	
	          (a)   The name of the medication and its action                  
	

	
	          (b)   The side effects when appropriate
	

	
	          (c)    Instructions on how to take the medications   
	

	
	
	

	4.8
	Ingestion
	

	
	Check that patients take the medication.
	RN/EN

	
	Observe and record the effects or side effects of medication 
	RN/EN

	
	on nursing notes.
	

	
	Report to the doctor if signs of side effects occur.
	RN/EN

	
	
	

	4.9
	Documentation
	

	
	Enter the date at row above that of the administration times on 
	RN

	
	the IMR.
	

	
	Sign on the IMR using ICARE userid identification.
	RN/EN

	
	
	

	
	Use approved abbreviations to indicate the followings:
	RN

	
	             R      = Refused by patient when a drug is ordered. 
	

	
	                         Find out the reason(s) for refusal,
	

	
	                         counsel patient and inform the doctor.
	

	
	
	

	
	             NBM = Nothing By Mouth
	

	
	
	

	
	             X      =  In the event of non-administration, specify
	

	
	                         reason at the bottom of the IMR. 
	

	
	                 Or
	

	
	              X     =  When a drug is ordered as “TDS/PRN” and 
	

	
	                         patient does not require it
	

	
	
	

	4.10
	End of Medication Rounds 
	

	
	Check that the drug blister pack(s) taken out for use is returned  
	RN

	
	into the correct labelled ziploc bag(s), if appropriate.
	

	
	Clear disposable medicine cups/spoons after each medication 
	RN/EN

	
	round.
	

	
	Clean and tidy medication trolley.
	RN/EN

	
	Wash and dry mortar and pestle.
	RN/EN

	
	Lock the medication trolley.
	RN

	
	
	

	4.11
	Discontinued Medications
	

	
	Highlight in yellow medications that are discontinued by the 
	RN

	
	doctor.
	

	
	Check that doctor has signed on the “discontinued column” of the
	RN/EN

	
	IMR.
	

	
	
	

	4.12
	Occurrence Report
	

	
	Inform doctor and Nurse Manager/Co-ordinator of any 
	RN

	
	medication incident immediately.
	

	
	Report incident on EHOR (Hospital Occurrence Reporting 
	 RN

	
	System).
	

	
	
	

	4.13
	Handling of Patient’s Own Medications
	

	
	Bring to the attention of the doctor all medications brought in 
	RN

	
	by the patients.
	

	
	Inform the pharmacist
	RN

	
	
	

	4.14
	Use of Patient’s Own Medications
	

	
	Check that the doctor has specified which of the patient’s
	RN

	
	medication(s) is to be continued during his/her stay in the 
	

	
	ward.
	

	
	Inform the pharmacist who will re-label the drugs as “Patient’s own 
	RN

	
	medications”.
	

	
	Serve the “in-use patient’s own medications”. 
	RN


( National University Hospital  2002


Print Date:
Page 1 of 3
( National University Hospital  2002


Print Date:
Page 72 of 72

_1140909719.unknown

_1140909824.unknown

_1140909874.unknown

_1140909918.unknown

_1140909944.unknown

_1140909894.unknown

_1140909848.unknown

_1140909780.unknown

_1140909800.unknown

_1140909741.unknown

_1140909600.unknown

_1140909649.unknown

_1140909696.unknown

_1140909623.unknown

_1140909487.unknown

_1140909531.unknown

_1140909405.unknown

