
SITUATION reason for admission/
phonecall  > change in condition  
> diagnosis specific information

HISTORY antenatal/obstetric>medical 
>Surgical > psychosocial > recent 
treatments > responses and events

ASSESSMENT results > blood tests > 
xrays > scans > observations > condition 
severity

RISK allergies > infection control > 
literacy/cultural > drugs > skin integrity  
> mobility/falls

EXPECTATION expected outcomes  
> plan of  care > timeframes > d/c plan  
> escalation

DOCUMENTATION progress notes  
> care path > Matrix



Who are you?

Why are you communicating?

Who are you communicating 
about?

Important information relevant 
to woman/newborn’s current 
presentation.

Relevant to current 
presentation; Observations, 
tests, assessments & their 
results.

Relevant & important 
information to keep the 
woman/newborn safe.

What needs to be done?  
In what timeframe & by whom? 
Anticipated responses  
& outcomes

Important & relevant 
information written in the 
appropriate clinical record

For further information or assistance:
Clinical Safety & Quality Unit  ph3163 2858


