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Note: Over time links in this document may cease working. Where this occurs please source the 
document in the PPG Directory. 
We would like to acknowledge the content of this document was taken from other children’s hospital 
admission guidelines including Sydney Children’s Hospitals Network and The Royal Children’s 
Hospital Melbourne. 
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Purpose and Risks 

The purpose of this document is to provide all patient with consistent and timely nursing 
assessment across Hunter New England Local Health District (HNELHD). 
It is a requirement from the National Safety and Quality Health Service Standard (NSQHSS) and 
the Nursing and Midwifery Board of Australia (NMBA) to conduct a comprehensive assessment 
on all admitted patients. By completing the assessment any potential risks can be identified and 
managed with the patient/parent/carer and staff. 
Any incidents that arise from not conducting the assessment or found during the assessment need 
to be entered into Incident Information Management System -IMS+. 

Risk Category: Clinical Care and Patient Safety 

Staff Preparation 
It is mandatory for staff to follow relevant five moments of hand hygiene, infection control, moving 
safely/safe manual handling, documentation practices and to use HAIDET for patient/carer 
communication (Hand hygiene Acknowledge, Introduce, Duration, Explanation, Thank you or closing 
comment). 
 

GUIDELINE 
This Guideline does not replace the need for the application of clinical judgment in respect to each 
individual patient. 
Assessment is a key component of nursing practice, required for planning and provision of patient and 
family centered care. The NMBA national competency standard for registered nurses states that 
nurses: 

“Conducts a comprehensive and systematic nursing assessment, plans nursing care in 
consultation with individuals/groups, significant others and the interdisciplinary 
healthcare team and responds effectively to unexpected or rapidly changing situations”. 
 

Admission Requirements 
The nurse admitting the patient to the ward/unit is responsible for the completion of the admission. 
A Paediatric Nursing Assessment and Care Plan and Paediatric Risk Assessment Tool must be 
completed on the patient’s arrival to the ward/unit. 
• There is an expectation, a complete paediatric admission is to be carried out when the patient 

arrives to the ward/unit. 
Nursing staff should discuss and record the history of current illness/injury (i.e. reason for current 
admission), relevant past history, allergies and reactions, medications, immunisation status and 
family and social history. Recent overseas travel should be discussed and documented. 
A consistent, timely and comprehensive nursing assessment includes patient history, general 
appearance, physical examination and vital signs. 
Admitting a patient to the ward is an important step in the care of the child. This is a valuable time to 
gain baseline information about the patient, but also an opportunity to orientate the family to the ward 
and the patient’s care needs. 
The following forms/actions make up the paediatric admission and MUST also be completed when 
a paediatric patient arrives to an inpatient ward/unit: 
1. Paediatric Risk Assessment Tool (PRAT) - All sections of the charts are mandatory (See 

Appendix 1). 
2. Paediatric Nursing Assessment and Care Plan - All sections of the charts are mandatory (See 

Appendix 2). 
3. Youth Health and Wellbeing Assessments (Patients over 12yrs of age) (See Appendix 3) 
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4. Full set of core observations. Blood pressure (BP) is required at least once during the admission 
(on admission then continuing if indicated by clinical condition). All observations MUST be 
documented on the age appropriate Standard Paediatric Observation Chart (SPOC) or 
Paediatric Emergency Department Observation Chart (PEDOC). 
Core observations include: temperature (T), heart rate (HR) respiratory rate (Resp rate), 
Respiratory distress (Resp Distress), oxygen saturation (SpO2), pain assessment, level of 
consciousness (LOC) using Glasgow Coma Score (GCS) or Alert, Voice, Pain, Unresponsive 
(AVPU), Blood pressure (BP) is required at least once during the admission (on admission then 
continuing if indicated by clinical condition). 

• Temperature: Tympanic temperatures for children older than 6 months, except when otitis media 
is indicated. If less than 6 months use digital thermometer per axilla. Forehead digital 
thermometers may be used, ensure correct calibration prior to use as per manufactures 
instructions.  

• Respiratory Rate: Count the child’s breaths for 1 full minute. 
• Respiratory distress: Assessment of respiratory distress is on the SPOC, outlining criteria for 

mild, moderate and severe respiratory distress. Watch for tracheal tug, intercostal recession, 
sternal recession, head bobbing, flared nostrils, and grunting.  

• Heart Rate: Palpate brachial pulse (preferred in neonates) or femoral pulse in infant and radial 
pulse in older children. To ensure accuracy, count pulse for a full minute.  

• Blood Pressure: Baseline measurement should be obtained for every patient. Selection of the 
cuff size is an important consideration. A rough guide to appropriate cuff size is to ensure it fits 
a 2/3 width of upper arm. 

• Oxygen Saturation: Monitor as clinically indicated. Note oxygen requirement and delivery mode. 
• Pain: Use the Face, Legs, Activity, Cry, Consolability scale (FLACC), Faces - numeric scale self-

assessment or the Neonatal Pain Assessment Tool as appropriate to the age group. 
• Level of Consciousness: (LOC) using Glasgow Coma Score (GCS) or Alert, Voice, Pain, 

Unresponsive (AVPU). Use GCS or AVPU. 
5. Circulation: Capillary refill, skin appearance (mottled, clammy, pale) 
6. Patient Identification – including the application of identification and allergy bands (if applicable) 

if not already insitu. 
7. Height and weight plus entry into Med Chart (with the same date) 
8. Plotting BMI on BMI chart and discussion about 8 Healthy Habits if patient, parent, carer agree 

and it is an appropriate time. Document in the patient’s health care record the outcome of the 
discussion the patient/parent/carer.  

9. Babies under 12 months to be bare weighed, i.e. all clothing and nappy to be removed prior 
to being weighed. 

10. Head circumference (HC) - All patients less than 2 years of age require a HC. 
11. Orientation to the ward for family. 
12. Hourly Rounding Care Plan. 
13. Information on - prevention of falls and pressure injuries, REACH, patient care boards and The 

Young Person’s Safety Briefing. 
 

Any identified risks should be communicated to staff and families. Appropriate care actions should 
be implemented and documented in the patient healthcare record. 
 

Height and Weight 
Healthy Weight Program 
HNELHD is required to maintain a process for measuring children’s growth when seen in a 
healthcare facility at least once every 90 days. 
This is part of a wider strategy to improve children’s health and reduce the rising rates of childhood 
obesity. Part of this Government strategy is an early intervention approach to raise awareness of the 
impact increased weight has on overall health and provide information on lifestyle choices that 
support healthy growth in Australian children. Online resources for the Premier’s Priority can be 
found on the healthykids for professionals website. 

https://pro.healthykids.nsw.gov.au/
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Medical, Nursing and Allied Health staff are required to plot the patients BMI on a specific BMI 
percentile chart (see Appendix 4 - forms can may be ordered through Stream) for the patient’s sex 
and age. Identify if the patient is above, below or in a healthy weight range and then briefly discuss 
this with the patient (where appropriate), parent or carer. If the patient’s weight is in the above or 
below healthy weight categories, there are weight management resources to assist the family and 
the health professionals. There are 8 Healthy Habits on the back of the BMI form to help maintain a 
healthy lifestyle. 
 
The patient’s weight MUST be re-measured at day 7 of admission as well as conducting a repeat of 
the Paediatric Nutritional Screening Tool (PNST). The weight and the height are to be re-entered 
into Med Chart. You can use the same height as on admission. 
 

Paediatric Nutrition Screening Tool (PNST) 
To complete a PNST ask the patient/parent/carer the 4 questions from the PRAT and document the 
result in the patient’s healthcare record. If they answer yes to 2 or more of the questions in the PNST 
then a referral to a dietitian is required. 
 

Patient Identification 
Identification of a patient promotes patient safety and prevents complications including wrong 
procedures, medication errors, transfusion errors and diagnostic testing errors.  
As per NSW health policy directive patients are to wear one identification band, either a white / 
clear band or a red band at all times. The application of these specifications to identification bands 
should be done in a way that is relevant to the specific circumstances of the patient and the health 
care setting. 
 
Identification bands are a critical tool to prevent errors associated with mismatching patients and 
their care. Identification bands contain important information about the patient and are essential for 
establishing and checking identity of the patient throughout the care process. 
When applying the identification band, the three (3) core patient identifiers must be documented and 
verified with the patient/parent/carer: 

• MRN 

• Full name 

• Date of birth 
 

Allergies 
If the patient has a documented drug allergy and/or adverse reaction to a medicine, the white 
identification band is replaced with a red identification band with a white panel and black text. The 
allergy is not to be recorded on the band. Staff are to refer to the patient’s records for this information. 
Do not add any other allergies other than medicines. 
Food allergies need to be entered into the food service system – CBORD. 
 

Child Safety and Welfare (parents/carers are NOT to be asked these questions) 
This is an initial snapshot in time assessment on admission. Staff need to re-assess if any concerns 
arise during the admission. 
Observe the patient/parent/carer and family for the length of time that you have and complete the 
assessment based on the interactions for that time. 
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This assessment should be reviewed on a regular basis by all healthcare professionals and the result 
may change with further information and time. 
 

Falls 
Complete assessment on admission. Repeat assessment every 3 days plus if condition changes 
e.g. transfer wards, goes to theatre. The repeat assessment is for every patient.  Record the re-
assessment on the care plan and any management strategies in the healthcare record. For patients 
at high risk of falling, complete a care/management plan with the patient/parent/carer. Ensure the 
plan outlining the steps you have taken to minimise any risk/s is placed in the healthcare record. 
 

Pressure Injuries 
Complete assessment on admission. Repeat every 3 days plus if condition changes e.g. transfer 
wards, goes to theatre. The repeat assessment is for every patient. For patients at high risk of 
pressure injuries, complete a care/management plan with the patient/parent/carer. Ensure the plan 
outlining the steps you have taken to minimise any risk/s is placed in the healthcare record. E.g. 
Ordered and transferred patient onto an alternating pressure mattress.  If an injury does occur, 
pressure injury incidents must be recorded and documented in the incident reporting system (e.g. 
IMS+) in accordance with the NSW Health Incident Management Policy. 
When a community acquired pressure injury (PI) is found it MUST be documented in the patient’s 
healthcare record and given a stage from 1 to 4, Stage 1 indicates non-blanching erythema up to 
stage 4 indicating full thickness tissue loss. Without the staging documented, all pressure injuries 
are given the worst rating and HNELHD are penalised for each of these. See PI Stages, Appendix 5 
 

Skin Inspection 
Visualise skin and document integrity. Complete on admission. This does not need to be a formal 
review. Passive observation of integrity will occur when you are attending the core observations as 
you will visualise the skin integrity of the patient e.g. arms when applying BP cuff or observing the 
chest/abdomen when assessing level of respiratory distress. 
 

The Young Person’s Safety Briefing 
The Paediatric Patient Safety Briefing video.  The Person's Safety Briefing video gives an overview 
for patients, carers and family members on key safety areas to keep patients safe during their 
hospital stay. It includes information on falls prevention, hand hygiene, invasive devices such as 
cannulas, pressure injury prevention, medication safety, patient identification and follow up phone 
calls. 
 

Youth Health and Wellbeing Assessments (Patients over 12yrs of age)                   
(See Appendix 3) 
Youth health and wellbeing assessments are important to assist clinicians to identify and respond 
early to areas of concern in a young person’s life that might affect their health and wellbeing. 
The youth health and wellbeing assessment is not a diagnostic tool. It is a holistic, flexible approach 
designed to build rapport and engage with a young person in a clinical setting. The information 
gathered can then be used to directly address any concerns and/or refer a young person for a 
specialist response. 
The most widely used youth health and wellbeing assessment tool in Australia and internationally is 
known as a HEEADSSS assessment. 
Each letter of HEEADSSS reflects a major domain of a young person’s life. Capturing information in 

http://www.hnekidshealth.nsw.gov.au/site/admission
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each domain helps reveal risks, behaviours and protective factors. It helps to identify areas of 
intervention where the clinician can work with the young person to achieve better health outcomes. 

• H - Home 

• E - Education and Employment 

• E - Eating and Exercise 

• A - Activities, Hobbies and Peer Relationships 

• D - Drug Use (cigarettes, alcohol) 

• S - Sexual Activity and Sexuality 

• S - Suicide, Self-Harm, Depression, Mood, Sleeping Patterns 

• S - Safety and Spirituality 
In general, a youth health and wellbeing assessment should be conducted with every young person 
(12-24 years old) who attends a health service or hospital. Where appropriate young people in an 
adult or paediatric inpatient area within a hospital should have a youth health and wellbeing 
assessment completed in conjunction with other screening assessment/admission processes. 
Clinical judgement should be used to determine the appropriateness of the assessment for 12-24 
year olds. This includes considering the young person’s health condition, maturity, the environment 
and health service context. For example, sufficient time or privacy may not be available in an 
Emergency Department context. 
In general, an assessment is done through conversation with a young person. On some occasions, 
where it is more appropriate a young person can be asked to complete the Youth Health and 
Wellbeing Assessment Chart. 
For further information see NSW Health GL2018_003 Youth Health and Wellbeing Assessment 
Guideline NSW Health GL 2018_003 Youth Health and Wellbeing Assessment. There is also a My 
Health Learning module: 99482031 HEEADSSS - Get the Conversation Started. This module will 
explore ways a health worker can use the HEEADSSS framework to engage a young person in a 
conversation that will assist with meeting their health and well-being needs. 
 

Nursing Care Plans 
Care Plans are to be completed on admission and then revised and signed for when care changes 
i.e. NOT routinely signed at the end of each shift. 
May require more than one revision in a shift (e.g. pre and post operatively). Or may require no 
revision of care during a shift. 
Involve the patient/parent/carer in the development of the Nursing Care Plans.  

 

Ward Orientation 
Basic orientation is vital to the patient/parent/carer’s hospital experience. It is sometimes difficult to 
find a staff member to ask simple questions i.e. where the bathroom is located. Prompts for 
orientation are on the Paediatric Nursing Assessment and Care Plan in the section 2 table on the 
form – see below snapshot.  

https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/GL2018_003.pdf
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/GL2018_003.pdf
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Remember to use the Patient Care Boards (PCB) as they are a patient communication tool to involve 
the patients in their plan of care. The PCB needs to be easily accessible to the patient and updated 
regularly by all members of the healthcare team together with the patient/carer/family so they clearly 
understand and agree with or consent to the information displayed. The patient/carer/family should 
be encouraged to ask questions or make comments using the PCB. 
 

Infection Control 
Infectious patients must have appropriate sign/s applied to the door of their room indicating 
precautions. Alert to infectious status needs to be communicated to the ward before admission if 
known. Where required, the Influenza Like Illness ‘ILI’ sticker is to be completed and added into 
patient’s healthcare record. 
 

Interpreter Service  
Staff should assess if the patient/parent/carer requires the interpreter service. The service provides 
interpreting services 24 hours a day, 7 days a week. 
 
How to book an interpreter 
For the Hunter region during business hours (8.30am to 5pm), please phone 02 4924 6285. 
For the Hunter region after hours, please phone 02 4921 3000. 
For other rural areas within the Hunter New England region, please phone 1800 674 994. 
Information needed for interpreter bookings 
All interpreter bookings go through the central booking system through the contact numbers provided 
above. The following information should be provided at the time of booking: 
1. Language needed 
2. Time and date of appointment 
3. Estimated duration of appointment 
4. Location/hospital/service 
5. Contact name and phone number 
6. Health professional's name 
7. Client name and MRN (for HNELHD only) 
8. Medical condition 
9. Any special circumstances or needs 
 

Medications 
Staff are to inform parents/carers not to administer their own medications to the child. All 
administration of medications whilst in hospital should be checked and signed by nursing and/or 
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medical staff. 
If the parents/carers have brought their child’s medications to hospital, staff are encouraged to inform 
the parents/carers to take them home. If the family is unable to take the medications home, they 
should be removed from the bedside, labelled and placed in the locked medication room ready to be 
returned to the patient and family on discharge. 
 

REACH 
The letters REACH stand for Recognise, Engage, Act, Call and Help is on its way. 
Staff are to inform the patient/parent/carer of the REACH program and its purpose. They should be 
informed of how to escalate concerns prior to a REACH call being made and how to make a REACH 
call. Refer to poster at each bedside. 
REACH is a patient and family activated escalation process developed by the Clinical Excellence 
Commission's (CEC) Directorate of Patient Based Care. 
REACH empowers patients and/or their families to escalate care if they are concerned about the 
condition of the patient by first encouraging engagement with the treating clinicians at the bedside. 
Staff are to enable patients, family and carers to utilise the REACH program by ensuring REACH 
posters are displayed at the patient’s bedside and by providing an explanation of the system on 
admission. Each hospital will have a unique phone number to call. 

 

Discharge Planning 
The last page of the Paediatric Nursing Assessment and Care Plan is for discharge planning. It 
provides space for details of discharge planning meetings as well as a checklist for all patient 
discharges. The parent carer authority discharge signature is required when children leave the ward 
following discharge and parents need to sign when the patient is discharged.  
 

Communication 
The majority of the issues and complaints that we deal with relate to a lack of communication. From 
the outset, discuss and negotiate care needs for the patient, including what will be shared and who 
will deliver the care. Families are encouraged to continue to be a part of the care team. This will also 
inform patient/parents/carers of staff expectations and may assist with minimising the power 
imbalance that some patient/parents/carers feel when coming to hospital. 
Keep the family informed of any progression in care. Initial and regular documenting and updating 
of the PCB by nursing staff and the patient/carer will help to reduce any communication gap. Add 
items such as expectations regarding tests/theatre/care goals until next shift. Always give an 
opportunity for the child or family to ask questions. 
 

Emergency Equipment Check 
The emergency equipment at each bedside is to be checked by the nursing staff member caring for 
the patient on each shift at the commencement of their shift. This includes: 
1. Oxygen and air and the oxygen outlet MUST have a 15L flow meter and nipple attached. Test 

gauge to see that the black ball goes to 15L. 
2. Hudson masks available in both adult and paediatric sizes. 

3. Suction gauge, tubing and canister and disposable bag – the suction equipment 
MUST maintain a seal when gauge is turned on and tubing blocked. Turn suction on and place 
fingertip over the end of the suction tubing to check that there is adequate suction pressure. 
Pressure generated should be sufficient to adhere the fingertip to the tubing. Occluded Suction 
pressure for an emergency should not exceed 100mmHg. 

4. Adult yanker sucker MUST also be at the patient’s bedside. 
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5. Other items may include a paediatric yanker sucker and a y-site suction catheter. 
 

 
 

 

Documentation 
1. Omission 
If charts cannot be completed during the admission process then omissions and reasons why need 
to be recorded in the healthcare record. 
 
2. Location of documents 
The assessment forms were not developed as a single booklet as some information can be at the 
bedside and some cannot. The Paediatric Risk Assessment form is to be kept in the patient’s 
healthcare record and NOT at the bedside as it contains child protection screening information. 
 
3. Basic requirement for an admission documentation 

a) Date (using dd/mm/yyyy) and time (using a 24-hour clock) of arrival to the ward. 
b) Reason for admission. 
c) Observation of current state/condition on arrival to the area. 
d) Accurate statements of clinical interactions between the patient/client and their significant 

others, and the health service relating to assessment; diagnosis; care planning; 
management/care/treatment/services provided and response/outcomes;  

e) Advice sought and provided; observation/s taken and results. 
f) Signed by the author with their printed name and designation included. 
g) Be sufficiently clear, structured and detailed to enable other members of the healthcare team 

to assume care of the patient/client or to provide ongoing service at any time. 
h) Ensure all entries are written in an objective way and do not include demeaning or derogatory 

remarks. 
i) Documentation to be completed at the time of an event or as soon as possible afterwards. 

The time of writing must be distinguished from the time of an incident, event or observation 
being reported. 
 

Attending Medical Practitioner 
The Attending Medical Practitioner (AMP) is responsible for the clinical care of the patient/client for 
that episode of care. They are responsible for ensuring that adequate standards of medical 
documentation are maintained for each patient/client under their care. 
When documentation is delegated to a medical practitioner such as an Intern, Resident or Registrar, 
the AMP remains responsible for ensuring documentation is completed to an appropriate standard 
so as to satisfy their professional obligations. 
The AMP should review the preceding medical entries every 2 days and make a written entry in the 
healthcare record (print name, signature, designation and date/time) to confirm they have been read 
at the same time as they are reviewing the medical management plan for the patient/client. This 
ensures that care remains current and clinically appropriate, consistent with the AMP’s duty of care 
to the patient/client. 
 

Documentation by Medical Practitioners 
Documentation by medical practitioners must include the following: 

a) Medical history, evidence of physical examination. 
b) Diagnosis/es (as a minimum a provisional diagnosis), investigations, treatment, 

procedures/interventions and progress for each treatment episode. 
c) A principal diagnosis must be reported for every episode of admitted patient care. 
d) Medical management plan. 
e) Where an invasive procedure is performed and/or an anaesthetic is administered, a record 

ALERT 
KNOW the location of an ambi-bag on the ward/unit. Check to see the outer bag is sealed, if it is 
not sealed, check the contents to ensure all parts are present. If you do not know, get another 

sealed bag and compare the contents. 
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of the procedure including completion of all required procedural checklists. Where a general 
anaesthetic is administered, a record of examination by a medical practitioner prior to the 
procedure is also required. 

f) Comprehensive completion of all patient/client care forms. 
g) A copy of certificates, such as Sick and Workers Compensation Certificates, provided to 

patients/clients must be retained in the patient/client’s healthcare record. 
 

Documentation by Nurses and Midwives 
Documentation by nurses and midwives must include the following: 

a) Care/treatment plan, including risk assessments with associated interventions. 
b) Comprehensive completion of all patient/client care forms. 
c) Any significant change in the patient/client’s status with the onset of new signs and symptoms 

recorded. Including any clinical reviews or rapid responses. 
d) If a change in the patient/client’s status has been reported to the responsible medical 

practitioner, documentation of the name of the medical practitioner and the date and time that 
the change was reported to him/her. 

e) Documentation of medication orders received verbally, by telephone/electronic 
communication including the prescriber’s name, designation and date/time. 

 

Short Stay Patients 
The requirements for a short stay patient do not differ. All of the above mentioned actions and 
documentation MUST occur for ALL paediatric patients. 
 

Implementation, Monitoring Compliance and Audit  
The level of implementation, monitoring or compliance and audit will be based on the risk rating of 
the document. 
1. The document will be communicated through the CE News, Children Young People and 

Families Services Communication email. An updated implemented strategy to be developed at 
each site depending on the current level of compliance. Compliance can be reviewed using the 
audit tool. 

2. The document will be monitored for effectiveness and compliance via the annual Paediatric 
Acute Care Audit. 

3. Local implementation of this document will be undertaken at the direction of the local 
management team.  
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Jo Davis, Lee McDonald, Kathryn Elston, Scott Erskine, Matthew Frith, Catherine Grahame, 
Vincent Gough, Lee Grant, Margaret Hayes, Kathryn Jesson, Molly Jones, Dawn Kemp, Leanne 
Lehrle, Samantha Lemke, Dina Lindemann, Derek Lowe, Nicole Laybutt, Amy Maccue, Bronwyn 
Mckinley, Flora Masens, Eloise Miller, Ellen Mills, Erin Moore, Sam Ness-Wilson, Justine Parsons, 
Stacey Parke, Helen Petrovic, Rachael Phillips, Dr Sharon Ryan, Jason Simpson, Sandra Stone, 
Senior Paediatric Registrar, Jeanette Symington, Lynn Walker, Jennifer Wilson, Paul Widseth, 
Shalome Wright   
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Maitland – Dr David Rogers, Megan Brown, Lisa Gouldson, Rhonda Winskill 
Manning – Dr Shelley Deane, Dr Dylan Wesley, Dr Maureen Van Rossum du Chattel, Dr Thomas 
Campbell, Sandra Babekuhl, Tracey Laidlaw,  
Tamworth – Dr Genaro Domingo, Terese Madden
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Appendix 1: Paediatric Risk Assessment Tool (PRAT) 
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Appendix 2: Paediatric Nursing Assessment and Care Plan 
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Appendix 3: Youth Health and Wellbeing Assessments 
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Appendix 4: Body Mass Index (BMI) for age percentile charts 
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Appendix 5: Pressure Injury Classification System 
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Glossary 
Acronym or Term Definition 

AMO Admitting Medical Officer 
AVPU Alert, Voice, Pain, Unresponsive 
BGL Blood Glucose Level 
BP Blood Pressure 
CAP Clinical Applications Portal 
CERS Clinical Escalation Response System 
Core observations The core set of physiological observations for children as a 

minimum are: respiratory rate, respiratory distress, oxygen 
saturation, heart rate, temperature, level of consciousness, 
pain score. Blood pressure is required at least once during the 
admission (on admission then continuing if indicated by clinical 
condition). 

DMR Digital Medical Records 
DOB Date of Birth 
ED Emergency Department 
FLACC Face, Legs, Activity, Cry, Consolability scale 
GCS Glasgow Coma Score 
GP General Practitioner 
HC Head Circumference 
HNELHD Hunter New England Local Health District 
HR Heart Rate 
HT Height 
IMS+ Incident Information Management System 
iPM Isoft Patient Management System 
JHCH John Hunter Children’s Hospital 
LOC Level of Consciousness 
MRN Medical Record Number 
NMBA Nursing and Midwifery Board of Australia 
P Pulse 
PARU Post Anaesthetic Recovery Unit 
PEDOC Paediatric Emergency Department Observation Chart 
PNST Paediatric Nutrition Screening Tool 
PRAT Paediatric Risk Assessment Tool 
QARS Quality Audit Reporting System 
RD Respiratory Distress 
REACH Recognise, Engage, Act, Call and Help (patient/carer activated 

escalation system) 
Resp Respiratory 
RMO Resident Medical Officer 
RR Respiratory Rate 
RRT Rapid Response Team 
SpO2 Peripheral capillary oxygen saturation 
SPOC Standard Paediatric Observation Chart 
T Temperature 
UA Urinalysis 
VBG Venous Blood Gas 
WT Weight 
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