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Purpose  

 

The information contained within this reading package for Enrolled Nurses is 

designed to help you develop a better understanding of the documentation and 

assessment requirements for patients being considered for a hospital aid special.  

 

NB:  All Registered Nurses will complete a self directed learning package   (SLP) 

 in relation to hospital aide specialling documentation. 

 

It is the Registered Nurses responsibility to complete all the required 

documentation. However as an Enrolled Nurse you have a professional 

responsibility to understand the documentation and assessment process. If you 

are involved in caring for a patient being considered for a hospital aide special, or 

if this has already been instigated you are expected to provide information to the 

RN to assist with the ongoing assessment and documentation process required. 

 

By reading through this package you will develop a better understanding of this 

process, what kind of information is useful to communicate to the RN, and what 

the responsibilities of the RN include related to documentation requirements. 

 

 

 

 

 

 
 

 



 

 

Section 1 - Initial Assessment Documentation 
 

 

In the hospital environment, when patients become confused, agitated 

or delirious, risk to their safety and well being increases. This may be 

complicated by underlying cognitive impairments such as dementia. 

 

In such instances, constant observation may become necessary by 

utilising a hospital aide special.  

 

To ensure patient safety, the responsibilities of the registered nurse in 

the decision making process includes:  

 Initial assessment 

 Risk identification 

 Appropriate Documentation 

 

 

1.1 Strategies to promote patient safety: 
 

 

1) Family assistance cannot be underestimated with confused and 

delirious patients.  Delirious patients can often recognise 

family/whanau/carers and find comfort in their support.  Always 

involve the family in the decision to obtain specialling care and 

discuss help by the family, when and where appropriate. Give 

caregivers the blue booklet on delirium where applicable.  

 

2) Sensor mats can be suitable for wandering patients and patients 

that require supervision when mobilising.  Staff members in the 

immediate area need to take responsibility for assisting the 

patient promptly if the alarm is set off.  Sensor mats can be of 

assistance when the frequency of the risky behaviour is reducing, 

but monitoring is still required, or where there is a continued 

potential risk.  (Sensor mats are available in selected wards 

presently). 

 

3) Any new confusion or agitation should be investigated.  Use 

the Early Warning Score (EWS) card and take appropriate 



measures if the patient‟s condition deteriorates. Consider nursing 

management strategies to alleviate agitation e.g. positioning, pain 

relief. 

 

4) Identify, treat and manage delirium. Use preventative 

measures and approved nursing strategies to assist delirious 

patients. 

 

5) Restraint may be a final consideration in the interests of patient 

safety. If a restraint is used, including bedrails, this must be 

documented on the “use of restraint” form and in the patient‟s 

clinical records. NB: consider a sensor mat before use of bedrails 

with a confused patient. 

 

 

1.2 Hospital Aide Special Initial Request Form 

 

The Hospital Aide Special Initial Request Form is completed by RN‟s 

to document initial nursing assessments of risk factors and 

management plans. On the following page is an example of the CDHB 

Hospital Aide Special Initial Request Form. 

 

1.2.1 Measures Considered/Used Before requesting a Hospital Aide 

Special (left hand side of the form) 

 

It is important to indicate all applicable patient care and patient safety 

measures and interventions that have been implemented. 

Identify the reason for the confusion if known, at the top left hand 

corner of the page e.g. delirium.   

 

 



 

Figure1: Hospital Aide Special Initial Request Form 

 

 
 

 

 

 



 

1.2.2 Risks that Indicate a requirement for a Hospital Aide Special 

(right hand side of form) 

 

 All risks that have been identified are to be indicated 

 

 Assessment of risk to the patient if „treatment‟ is removed should 

be included e.g. should the patient pull out their PICC line 

 

 If the patient is aggressive, both assessments of staff safety as 

well as patient safety must be made. Consider the following 

points: 

 

 Is this aggression a resistance to care problem and therefore 

predictable?   

 

 Can grouping and prioritising care be a more appropriate 

solution in the management of this patient?    

  

 If the patient has an aggressive history, ensure this information 

is identified in the care plan stating measures previously used 

to manage these behaviours, or how they are managed in their 

usual place of residence 

 

 A security guard should be utilised with violent patients. See 

the Static Guard Patient Watch Policy (Located in Vol D) 

 

 Any suicide and self harm risk needs to be directed to the 

Medical/Acute Psychiatric team, Nurse in Charge (NIC) and 

the Duty Manager in the first instance.  Hospital Aides do not 

have training to special these patients where personal 

restraint or de-escalation techniques are required 

 

 

 

 

 

 

 

 

 



 

 

 

1.2.3 Decision making after initial patient assessment 

 

If strategies to promote patient safety are not successful or not 

appropriate, the RN must seek approval from the Nurse-in-Charge or 

Charge Nurse Manager to instigate a Hospital Aide Special and fax the 

completed Hospital Aide Special Initial Request Form to the Duty 

Office.   

 

If the request is being sent after office hours, inform the duty manager 

by either page or text. 

 

 

 

 

 



 

 

Section 2 – Documentation of the 24 hour 
Management Plan for Hospital Aide Specialling 

 

 

When a patient is under constant observation utilising a hospital aide 

special, it is essential that on-going assessment and documentation of 

findings occurs each shift. 

 

The 24 Hour Management Plan for Hospital Aide Specialling form has 

been developed to assist the registered nurse to document a consistent 

patient care plan for the safe management of such patients.   

 

This information should also be documented on the shift report in the 

patient‟s clinical notes. 

 

 This nursing management form provides communication to the 

Hospital Aide who is Specialling, and to other nursing staff and 

health team colleagues. 

 

 It is the Registered Nurse’s responsibility to direct the Hospital 

Aide for each shift to assist with the management plan for the 

patient. It is important to ensure documentation and 

communications are maintained up-to-date.  

 

 Direction and delegation responsibilities are detailed in the 

Nursing Council Competencies for the Registered Nurse Scope of 

Practice, Domain 1: Professional Responsibility: 

 

Competency 1.3  Demonstrates accountability for directing, 

monitoring and evaluating nursing care that is provided by nurse 

assistants, enrolled nurses and others 

 

 

 

 

 

 

 



The RN must give the Hospital Aide a verbal handover as well 

as written instructions on the 24 hour management plan for 

hospital aide specialling form and ensure that the hospital aide 

understands their delegated responsibilities.  
 

 The Hospital Aide also documents on the 24 hour management 

plan for hospital aide specialling form as a record for the RN.  

This documentation acts as a review tool for the Registered 

Nurse to use when re-assessing the patients risks, patterns of 

behaviour, cognitive functioning and abilities on a shift by shift 

basis. 

 

 Each afternoon shift, the RN is responsible for reviewing the 

requirement for a new management plan for continued specialling 

during the following 24 hours.  
 

The RN‟s full name and signature are required for each shift and the 

RN must sign off the Hospital Aide’s documentation at the end of 

the shift. Sign the Hospital Aide‟s documentation at the end of the 

shift before report.   
 

The RN is also required to give a report/update to the new 

Hospital Aide coming on duty for the following shift.  This  

will enable the Hospital Aide to maintain patient safety until the on 

coming Registered Nurse is able to give direction for the care to be 

undertaken for the coming shift. 
 

 

2.2 Sample 24 hour management plan 
 
On the following page is an example that shows the front page of the 

24 hour management plan. With this sample, the afternoon nurse on the 

19/5/08 has filled out the new 24 hour management plan for the 

20/5/08 night shift.  The documentation is then evident for the whole of 

the 20/5/08 including the 20/5/08 review section completion. 



 Figure2: 24 Hour Management Plan for Hospital Aide Specialling 

 
 

 
 

Christchurch Hospital 
Department of Nursing 

Afternoon RN to commence new form for the Night Shift at the end of their shift 
Examples of RN documentation throughout the 24 hours: 
RN afternoon nurse documentation – in this font,  Night shift nurses areas – in this font 

Morning Shift nurse areas – in this font and underlined,  Afternoon nurse 20/5 areas in this font. 

Date:  20/05/2008 

REGISTERED NURSE DIRECTION 

Current Diagnosis and Treatment 

  Delirium   Dementia   Other: (specify)  

Diagnosis: R Broken Hip (# NOF) with delirium, fell at home waiting on surgery 

Current treatment – e.g. Oxygen 2L/min, fluid restrictions, etc. Oxygen at 2 litres  

Current mobility status Bed rest Not to stand 

Identified Risks 

  Falls Risk (specify exact risk) Trying to get out the L side of the bed 

  Disruption to treatment (specify) Taking off her oxygen 

  Wandering / AWOL Risk (specify) 

  Unpredictable aggression (specify) 

  Other: (specify) 

Level of Observation and Environment 

  One-to-One Special within one meter 
Environment 

  Cohort but at close proximity to this patient   Low stimulus 

  Cohort can observe from a distance Other needs: Low light at night 

Any other information: (specify) Sit with this patient on L side of bed while watching other specialled patient 

Patient Orientation/Distraction Activities (e.g. distraction box, doll therapy, whiteboard use, redirection) 

Have photos from home and doll.  Contact her husband to speak to her by phone if she becomes upset, 

agitated.  Remind her of where she is and why she is here often and when confused.  Use distraction 

box if enjoys. 

Activities that support the Registered Nurse to provide patient care 

(RN to specify on the shift what cares and activities they are directing the Hosptial Aide to do, e.g. help with toileting, wash patient, give fluids every hour) 

Night Shift:                  Pan and turn with assistance, use low light to watch for risks 

Morning Shift:         Help with feeding, give water hrly, pan, wash and turn with assistance 

Afternoon Shift:        Help with feeding, give water hrly, pan and turn with assistance 

How the Hospital Aide should get help 

(Ring the patient‟s bell twice and ask ward nursing staff or ward aide to alert the patient‟s registered nurse. In an emergency ring bell three 

times)  Ring the bell 2 times if need help with patient.  3 bells if it is an emergency, need urgent help to 

prevent harm. 

Additional Information (e.g. Instructions when family present, NFR status) NFR. Husband capable of watching her when 

he is here, watch other patient or do ward duties. 

NAMES AND SIGNATURES OF REGISTERED NURSES AND HOSPITAL AIDES 

 Night Shift Morning Shift Afternoon Shift 

RN‟s Name Sarah Nurse Jan Nurse Lisa Nurse 

RN‟s Signature Sarah Nurse Jan Nurse Lisa Nurse 

HA Name    

HA signature    

24 HOUR REVIEW by Registered Nurse on afternoon shift (don’t fax this form: only initial request form 

  Risks remain   No risk remains   Manage risks without Hospital Aide Special 

     Lisa Nurse Lisa Nurse 2200 hours 
     (Registered Nurses Name)                           (Registered Nurses Signature)                                                      (Time) 

24 hour Management Plan for  

Hospital Aide Specialling 



This sample on the previous page gives an idea of what information 

should be included on the form.  It is very important to clearly identify 

the level of observation required.    

 

Patients with high or frequent risks should have the Hospital Aide in 

reach at all times.  It may be necessary if the Hospital Aide is 

specialling more than one patient to decide with the other patients‟ 

nurse/s who poses the most risk and get the Hospital Aide to sit next to 

this patient while watching the others.    

 

The RN should write care plans and instructions in clear simple 

language that the Hospital Aide can understand. Not all Aides know 

medical abbreviations and medical or nursing terminology e.g. ADL‟s, 

PAC‟s. 

 
 
2.3 The 24 hour review section 
 
This must be completed at the end of every afternoon shift by the RN 
 

Why a review every 24 hours?  
 

 To look at current patterns in behaviours and risks so that the 

management of the patient can be readjusted as needed.   

 To ensure appropriate use of resources. Specialling is a „cost 

intensive‟ way to ensure patient safety. 

 To ensure best utilisation of available hospital aides. Ensuring the 

patient receives an overall management review ensures 

appropriate care for the patient, and potentially helps with other 

patients‟ requiring a hospital aide special in the hospital.  

 

NB: Daily discussion of the patient risks with the interdisciplinary 

team can assist in the 24 hour review process.   

 

1. Falls Risk 

Questions you may consider: 

 Has this patient attempted to get out of bed without assistance in 

the last 24-48 hours according to the nursing and Hospital Aide 

documentation?   

 If they have – how often?   



 What risk does this pose to this patient?   

 Are there other ways we can manage this risk?   

 Is it a potential risk?   

 How can we manage a potential risk?   

 Sensor mat/low bed/ Hospital Aide only when active?   

 Why are they getting up?  - Pain/toileting?   

 Can we adjust the nursing management to alleviate these 

issues?  2 hourly toileting/regular pain relief/medicate for 

delirium (e.g. regular appropriate/low doses of haloperidol)  

 

2. Interrupting treatment 

Questions you may consider 

 How often have they interrupted their treatment in the last 24-48 

hours according to the nursing and Hospital Aide documentation?   

 Do they still require this treatment?   

 Will oral meds/fluid suffice?   

 Why are they pulling? - Agitation/confusion?   

 What is causing the agitation/confusion and what could help? – 

medicate for delirium/pain relief/ repositioning?   

 Is the device well secured?  

 If the patient would have great difficulty removing the 

device do they still require specialling?   

 What is the actual risk of removal/interference? 

 

3. Wandering/Wanting to leaving ward 

Questions you may consider 

 Where are they wandering to and is this a real risk 

 Why do they want to leave? 

 Is there any pattern with the behaviour – time of the day etc?   

 What other ways can we manage the behaviour when there is a 

pattern present?    

 How do their usual carers deal with these behaviours?   

 

 

4. Aggression 

Questions you may consider 

 Frequency?  

 Patterns?  

 Is it a Resistance to Care problem? –  

 If so – it doesn‟t require specialling.   



 What risk does the aggression pose to the patient?   

 How does the usual carer manage the patient?   

 

Have a management plan written in the care plan for resistance to care 

issues E.g.  Group all cares and medication, giving the essential cares 

only or first.  Aggression issues and their management need to be well 

documented.  Staff safety is also important.  Security is required for 

violent patients as these personnel are skilled in calming and diffusing 

techniques and personal restraint. 

 

 

2.3.1 Documentation of 24 hour review 
 

 The RN completing the required documentation must read the 

Hospital Aide‟s comments for the previous shift, and if necessary 

for the previous 24-48 hours, as well as all interdisciplinary team 

entries in the clinical records; circle the risks identified.  Behaviours 

can be present without any risk – hospital aide specials are for 

managing actual risks.   

 

 Count the number of risks that have been identified.   

 No concerns – remove specialling 

 Slight concern or infrequent risk – look at measures you can 

use without the use of specialling, first. 

 Risks still high and frequent – continue specialling 

 Potential risk poses high risk of injury – continue 

specialling overnight and address these issues with an 

Interdisciplinary review in normal working hours. 

 

It is very important to contact the Duty Manager as soon as the 

Hospital Aide special is no longer required, so that the Hospital Aide 

can be appropriately reassigned.  

 

 

The 24 hour management plan is to be transferred to the patient‟s 

clinical records for filing on completion of specialling.   

 

 

NB: If the Hospital Aide‟s documentation doesn‟t give you enough 

information, provide them with further instructions about what to write 

for future reference e.g. if the Hospital Aide writes “Settled”, suggest 



they write more specific descriptions such as: “No confusion or 

agitation, not trying to get out of bed.” if this is the case.  If they write 

“took to the toilet”, ask them to write if they asked for assistance, or 

got up without ringing their bell. If they wrote “getting out of bed” ask 

them to watch and report how well the patient could do this e.g. 

“swung leg over the side but couldn‟t sit up.”   



HOSPITAL AIDE EDUCATION RESOURCES 
 

A programme is provided to train Hospital Aides in Specialling, and 

techniques for responding to challenges such as managing difficult 

behaviours, and documentation of their observations in clinical records.   

 

Standardised folders for Hospital Aide  have been distributed 

throughout the hospital and should be available in each ward. 

 

Figure3: Hospital Aide Specialling Information and Education 

Package 

 
 

These folders hold: 

 A Hospital Aide Specialling Information and Education Package 

for the Specialling Hospital Aide 

 The Initial Request form for Hospital Aide Specialling 

 The 24 hour Management Plan for Hospital Aide Specialling 

 

Please ensure the Hospital Aide special is familiar with the package. 

All nursing agencies are aware of these resources.   

 

It is the RN‟s responsibility to ensure the Hospital Aide special has the 

Hospital Aide Specialling Information and Education Package when 

giving direction at the beginning of each shift.   

 

Remember to check with the Hospital Aide that they are clear on the 

instructions given.   If the Hospital Aide is new to the specialling role 

or unsure of their responsibilities in a specific case, the RN is 

responsible for verbally clarifying expectations. 

 



 

 

Section 3 – Conclusion 
 

 

Hospital Aide Specialing Documentation requirements for Initial 

Assessment & 24 Hour Management Plan are there to ensure: 

 

 Appropriate assessment and evaluation of patient risk and care 

requirements for each 24 hour period- 

 Adequate written communication between the Hospital Aide and 

the RN 

 the Hospital Aide understands specialling responsibilities 

 Appropriate direction from the RN to the specialling Hospital 

Aide 

 A formal process for review of the need for specialling 

requirements every 24 hour period 



 

 

Enrolled Nurse Reading Pack  
Hospital Aide Specialling Documentation 

 

I have completed reading the Hospital Aide Specialling EN package. 

 
Name:         

 

 

Area: 

 

 

Date: 

 

 

Once you have worked through the reading material, please sign this sheet, 

remove this page from the package, and forward this page to:  

  Nurse Educator 

  Hospital Aides Portfolio 

Professional Development Unit 

CHRISTCHURCH HOSPITAL 

 

 

You will be credited with one hour professional development time on the 

CDHB Training database. 

 

 

 

 

 
 


