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Introduction 

Communication of patient information refers to the exchange of information about a person’s treatment needs that occurs between the allied health practitioner (AHP) and allied health assistant (AHA). 
This exchange can occur directly by discussion in person or over the phone, or it may be written, usually in the form of a referral to the AHA. 
Communication of patient information allows both the AHP and AHA to clarify details of any treatment required as well as identify specific risks involved in the treatment.
Use this document as the basis for the AHA core competency: communication of patient information assessment. 
Why is communication important?
Element: State rationale for communication between AHP and AHA 

When an AHP delegates a task to an AHA they have a responsibility for the safety of the person and the AHA.
Providing a summary of the person’s current condition and therapy requirements is a quick and effective way to spell out treatment needs and put risk minimisation plans into place.
When done well, this communication prevents people from having to repeat their story, ensures timely treatment and avoids unnecessary risk to the person, other staff members and the AHA.  

Each year a number of serious events in healthcare settings are attributed to poor communication. 
Effective communication reduces errors and improves safety and care. For this reason it is important to understand the information that is being discussed during the exchange to avoid miscommunication that could place a person at risk. 

AHAs should talk to the AHP immediately if they are unsure about any aspect of the treatment being requested.

Some facts about communication in healthcare:
· In 2008, South Australian hospital insurers reported that up to 30 per cent of medical litigation cases involved ‘poor clinician-to-clinician communication’ as a significant contributor to the case. 

· The World Health Organization listed ‘communication during care handover’ as one of its High 5 safety initiatives. 
What should be communicated between the AHP and AHA?

Element: Provide accurate, relevant and concise information at appropriate time to AHP 

The person’s needs and goals should be the basis of communication between the AHP and AHA. 
The delegating AHP should include what treatment or therapy is expected to be carried out, any risks or alerts that are relevant, and what measures are in place to minimise these risks. 
We each have our own communication style, and some are more effective than others.
Communication styles range from the ‘narrator’ who describes the story without leaving out details, to the ‘bullet point’ communicator who likes it sharp and to the point. 
Clinicians from non–English speaking backgrounds may have difficulty communicating in a language that is not their first language. 
To make communication between health professionals as effective as possible many useful tools are available.
A commonly used resource is the ISBAR mnemonic. Below is an example of the type of information that may be handed over to an AHA from an AHP using the ISBAR format.

	
	Information included in this section
	Acute example
	Acute example

	I
	Identify
	What is the person’s:
· name 

· age

· bed number / appointment time etc.

· UR 
	Mr Isabelle De Paul
58-year-old female 

Group gym class 

UR# 426874
	Mr Stephen Ross 

45-year-old male 

Room: 4.2 

UR# 126598

	S
	Situation
	Why is the person attending the appointment today? 


	Presented for initial appointment as she was no longer able to hang her washing out on the line due to pain in her left shoulder. 


	Admitted for infective endocarditis

Had pacemaker inserted one week ago. 

Admission complicated by multiple embolic infarcts into frontal lobes.

	B
	Background
	What is the relevant medical history? 

What (if any) alerts are in place? 
	Lives with husband, very active in community and cares for grandchildren two days per week. 

Previous medical history :  T2DM, left ankle fracture 20 years ago. 
	Previously living independent, working as account.  

Previous medical  history: hypertension 

	A
	Assessment
	Summary of the AHP assessment and therapy goals. 
	Left frozen shoulder 

Reduced ROM in all left shoulder movements.
Generalised left shoulder weakness.
	Minimal assistance – supervision platform frame lap for ward with multiple seated breaks.
Right leg weaker.
Expressively aphasic/dsyprexic.

Takes awhile to get his message out, so give him time.
He also gets short of breath on exertion if he goes too fast/far – has been an ongoing issue. 

Discharge: For private rehab 

	R
	Request
	What treatment does the AHA need to carry out today/tomorrow etc.? 

What 

 
	Will be attending x2 weekly gym classes for next 4 weeks. 

The physiotherapist has supplied a list of exercises for Isabelle to practice in the gym class.


	Rail exercises: 

Heel raises 

½ squats (focus on good knee control)

High knee marching (can do this with the platform frame with breaks on)

Repeat: 3 x weekly at least.

Remind him to take seated/standing breaks. Right leg starts to cross his midline when fatigued.


Use the details below to complete your own ISBAR feedback to a delegating AHP.
Scenario: community

Isabelle attends classes for three weeks in a row and the AHA is able to carry out all exercise as planned. She has been able to increase the number of repetitions and the resistance each week.  
At the end of her third week, she finishes her exercises and tells the AHA that she has no pain in the area since her last visit and wonders if she needs to continue to come back any more. The AHA tells her that they aren’t sure and will need to check with the treating AHP. 
Scenario: subacute inpatient

The delegating physiotherapist requests that the AHA sees Stephen at 11 am, as he will be at MRI until then. The AHA attends at 11 am, but the nursing staff are about to administer his medication. 
The AHA writes up some notes from an earlier appointment and returns instead at 11.15 am. The AHA completes all exercises as directed. 
The AHA notices Stephen is easily completing the squats but is very tired at the end of his side-stepping.  
He says he will try again later in the week when, he hopes, he will be in less pain. The AHA documents that treatment was carried out as per the physiotherapist plan. 
He is very grateful for your time today. 


When and where should communication of patient information occur? 
Element: locate an appropriate environment for communication to occur

Communication of patient information occurs at regular intervals, depending on the role and setting of the AHA. 
For example on an acute medical ward the AHA may meet with their delegating AHP once or twice per shift to discuss the work plan for the day, whereas in a community setting weekly updates may be more appropriate. 
Verbal communication of patient information should occur in a location free from distractions and where it is possible to maintain the privacy of information – that is, where members of the public are not able to easily overhear the conversation. 
Written communication of patient information should be stored in a secure location in line with your organisation’s privacy policy. 
 written information exchanged between an AHP and AHA, for example referral forms should form part of the patient file.
What is feedback?
Element: Report on patient performance during therapy session (individual or group)

In the case of an AHA and AHP, feedback involves the exchange of information from the AHA to the AHP about a person's performance of a task, therapy or use of equipment. 
This information can then be used as a basis for changes to the plan or re-assessment by the AHP. 
External factors that have affected the delivery of therapy also form part of feedback.
What feedback to give the AHP and when
Element: Report on the person’s performance during therapy session (individual or group)
Element: Provide relevant and concise information as appropriate time to AHP

AHAs should give feedback to the AHP about any information that is important to the therapy they are delivering or that maybe useful to plan ongoing treatment. 
This can include if a person feels their exercises are too hard or easy, if the person is not engaged in the activity, or appears to be in pain or out of breath.
Obvious signs such as the person reporting they are not challenged by the activity or wanting to stop before the end of the session are also useful pieces of knowledge for the AHP to know. 
Other areas that impact on therapy should also be included in feedback. This may include a person arriving late for their appointment leading to a reduced session or being off the ward for tests when you attempted to deliver therapy and no therapy being delivered at all. 
Feedback can be provided immediately after treatment or at set times during the day. The AHA can discuss this with the AHP at orientation. 
Generally the AHP does not need feedback on:

· minor issues that occurred during therapy where you have been able to resolve the issue, for example the person’s shoelace was untied and had to be tied before therapy 
non-clinical conversations that occurred during treatment.
Examples of areas that can be feedback to the AHP include the following:
	Area
	Example
	Your turn
List one example of patient performance for each area

	Progress with treatment plan
	Number of repetitions of a particular exercise 

Distance walked 
	

	Response to treatment
	Frustration

Boredom 
	Indifference 

Excitement
	

	Environmental
	Slippery floor outside the gym area
	

	Change in status 
	The person has been diagnosed with a new condition or has been unwell recently 
	

	Patient concerns 
	Pain with a particular element of the treatment plan 
	

	Variations to the program
	The person arrived 15 minutes late so reduced number of … 

The person was very tired from a bad night sleep and did not want to participate 
	


What is an urgent issue?
Element: Report urgent issues to AHP without delay
An urgent issue is any event or concern that the AHA has regarding a person that places them at risk of harm. 
This may include a medical emergency, for example fainting or falling during therapy, an unplanned event (for example a fire alarm) or a safety concern (for example the person becomes aggressive during treatment). 
If the AHA thinks that a person or another staff member is at risk of immediate harm, they must stop their task, ensure the situation is safe and then report this to the delegating AHP immediately.
In the case of a medical emergency, seek urgent medical attention via your organisation’s recommended pathway, such as calling a code blue, ambulance or attending doctor.
What to write in the patient file
Element: Record Information from the session in the patient file in a timely manner in line with relevant polices and procedures.
Each organisation will have individual requirements for documentation. 
Ask your supervisor to show you the documentation requirements/policy when you first start.
Below are some general tips for documenting in a patients file:
Do

· Record the date and the time at the beginning of the entry.

· Sign each entry with your surname and designation (AHA) clearly printed.
· Document any changes made to the original plan set our by the AHP, for example ‘Was unable to complete therapy session as planned due to fall prior to AHA arrival’. 

· Be brief and factual.
· Use approved abbreviations. 

· Write neatly and legibly.
· Any errors made in patient medical records must have a single line drawn across the applicable area. The person responsible will write: ‘Entry made in error’ and then sign in the usual manner.
· Documentation information related to involvement of the patient/carer in care planning.

Don’t

· Do not to add your opinion or interpretation of events into the notes.
· Under no circumstances should documentation be destroyed or deleted. 

· Do not leave blank spaces in a patient file. Any unused writing spaces must be filled in with a single horizontal line. 

· Do not use subjective or defamatory statements.
Security and confidentiality

Element: Maintain the security and confidentiality of the patient records at all times

All health organisations and employees must comply with the Australian Privacy Principles under the Privacy Act 1988, Health Records Act 2001(Vic) and the Mental Health Act 2014. 
We must also comply with the obligations set out in the Privacy and Data Protection Act 2014 (Vic). The Privacy Act 1988 (Privacy Act) regulates how personal information is handled. 
The Privacy Act defines personal information as: 
‘information or an opinion, whether true or not, and whether recorded in a material form or not, about an identified individual, or an individual who is reasonably identifiable.’ 
Common examples are an individual’s name, signature, address, telephone number, date of birth, medical records, bank account details and commentary or opinion about a person. 

Please refer to you local polices and guidelines for more detail about your obligations to keeping patient information safe and confidential. Failing to comply with your organisation’s privacy and confidentiality guidelines may lead to disciplinary action by you employer, or, in some cases termination of employment may result.
The following will help you comply with the Privacy Act:

Do   

Only gain access to a medical record and computer system if you are authorised.

Ensure that computer screens are angled so they can’t be seen by other people.

Ensure that you log off from health information systems whenever you have finished using the system. 

Ensure that the previous person’s health information is not on screen when you see the next person seen. 
Don’t 
Don’t share passwords to electronic medical software or allow any other staff member to gain access using your login. 

Don’t leave documents containing information in a manner that would allow them to be viewed by unauthorised persons (for example, on a desk). 

Don’t leave information displayed on a computer screen unattended.

Don’t discuss information in public areas, for example hallways, elevators, cafeterias, public transportation, restaurants, social events. 
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Your turn


Use the ISBAR format relay any relevant communication back to the AHP about the above case.


Element: Provide accurate, relevant and concise information at appropriate time to AHP


I�
Identify�



�
�
S�
Situation�



�
�
B�
Background�



�
�
A�
Assessment�



�
�
R�
Request�



�
�






Your turn 


Observe a verbal handover from an AHP to an AHA and answer the following questions. 


Element: Demonstrate understanding of information provided by AHP


Where did the meeting occur? 


How long did it last? 


What information was included? 


What questions did the AHA ask? 


Was there anything from the meeting you have questions about? 


Provide a summary of the information that was exchanged.





Your turn 


List three urgent issues that would lead your to cease your therapy then report to your delegating AHP immediately. 


Element: List at least three factors which could indicate the need to cease or modify the treatment








