
PREPARING FOR YOUR OBSERVED STRUCTURED CLINICAL 
EXAMINATION (OSCE) ASSESSMENT

This handbook has been produced to support you in preparation for the second step in your 
Competence Assessment Programme with Lonsdale Education Centre.



Introduction
Our testing centre in New Zealand is located at 9 Lady’s Mile, Foxton. The town is a small rural 
town in the lower central North Island. It has very limited transport links so you will need to think 
about your options when coming for your OSCE day appointment. 

https://www.google.co.nz/maps/place/9+Ladys+Mile,+Foxton+4814/@-
40.4672639,175.274914,17z/data=!3m1!4b1!4m5!3m4!1s0x6d405e04b15ffd
0f:0x3bb8e48159088b46!8m2!3d-40.4672639!4d175.2771027

You will be tested for a full day in our testing centre. This will be over a 
variety of assessments including: 10 medication calculation questions with 
an extra 5 MCQs about a variety of things such as normal ranges. You will 
then work through 3 different assessments, these include vital signs and skills 
testing, Medication administration and a phone call scenario. You will then complete a full OSCE 
assessment at the end pulling together what you already know as an RN, what you have learnt 
during your 2-week foundation and some of the skills tested earlier in the day. If you fail, repeated 
testing must be booked the following week. This is to allow you time for you to revise where it 
went wrong and make the needed adjustments.

Prior to this testing we have not met in person. However, we know what evidence you have 
provided about your competency. It is only during your OSCE assessment day that we get to really 
understand you and your nursing practice. It is understandable that you will be anxious but we do 
need to see how you act under simulated circumstances and to not put real patients at risk. We 
will adjust for some anxiety but you must manage it yourself effectively. Deep breathing seems to 
be very helpful for most candidates as it allows oxygen to reach your brain and thereby improve 
focus and thinking power. 

The OSCE assessment is testing your ability to apply knowledge to the care of patients rather 
than how well you can remember and recite facts. All of the scenarios and any questions relate 
to current best practice and you should answer them in relation to the information provided 
and learnt during your 2-week foundation. If there has been a gap between completing your 
foundation and doing your OSCE testing you will be provided with access to a Foundation revision 
section on the website to refresh your knowledge before you come to the testing centre. 

Note: you are being assessed at NZ competent level so no advanced nursing skills are required 
to pass the assessment. If you know the basic skills of nursing and can demonstrate them 
competently the scenario will not matter. 

An example of the content is:

Ann is 68 years old, has multiple co-morbidities and is attending your pre-op clinic before bladder 
suspension surgery. Today although stating she feels ‘OK” she is describing back and low pelvic 
abdominal pain 7/10 all the time, and has a fever 38.5 C, tachycardia 120BPM, RR24, BP 158/90.  
Determine what to do next to assess her readiness for surgery and to diagnose and initiate 
treatment for a suspected urosepsis.

During all of the OSCE scenarios we expect you to be able to demonstrate the following:

• An awareness of environment safety and the appropriate response to an unsafe environment

• Ensuring patient privacy, respect and dignity

• The consistent and appropriate use of hand washing and PPE

• The ability to develop, maintain and conclude a therapeutic and professional relationship

• The ability to work within professional boundaries and to identify if practice is under or  
 over involved

mailto:https://www.google.co.nz/maps/place/9+Ladys+Mile,+Foxton+4814/@-40.4672639,175.274914,17z/data=!3m1!4b1!4m5!3m4!1s0x6d405e04b15ffd0f:0x3bb8e48159088b46!8m2!3d-40.4672639!4d175.2771027
mailto:https://www.google.co.nz/maps/place/9+Ladys+Mile,+Foxton+4814/@-40.4672639,175.274914,17z/data=!3m1!4b1!4m5!3m4!1s0x6d405e04b15ffd0f:0x3bb8e48159088b46!8m2!3d-40.4672639!4d175.2771027
mailto:https://www.google.co.nz/maps/place/9+Ladys+Mile,+Foxton+4814/@-40.4672639,175.274914,17z/data=!3m1!4b1!4m5!3m4!1s0x6d405e04b15ffd0f:0x3bb8e48159088b46!8m2!3d-40.4672639!4d175.2771027


• The use of a nursing process including evaluating care and adjusting it if the expected   
 outcome has not been met

• The ability to assess and incorporate cultural practices and expectations including for those  
 who identify as Maori

• The use of general or focused system assessment to determine a nursing diagnosis

• The ability to suggest and interpret testing that may further the diagnosis

• An awareness of basic pharmacological and wound treatment interventions that could be   
 used to treat the problem 

• An ability to understand when referral to other services might be appropriate i.e. escalating a  
 concern to a manger or asking a specialist service for help

• An ability to communicate effectively with other members of the health team

• An ability to document the care plan and nursing documentation using a recognized format

• An ability throughout the assessment to speak to the patient, involve them in care decisions,  
 collaborate with them as the patient at the centre of the care delivery, gain their agreement  
 and/or consent, respect their cultural boundaries and be a nursing professional, providing a  
 high standard of nursing care 

You will need to be able to demonstrate simple tasks such as correct hand washing, putting on PPE 
and testing such as urine analysis, testing blood sugar levels and obtaining a sample of sputum. 
You will need to be able to explain why you are doing the test, what result would be within 
normal limits (WNL) or otherwise, and what you would do if not WNL. We will also expect a basic 
understanding of standard blood testing, the ranges used in New Zealand and basic interpretation 
of the results i.e. what you would expect to do next if you have a result that is not WNL.  

We reserve the right to adjust your testing to meet your individual needs. You may be asked to 
complete several assessments including OSCES and should expect your testing to be rigorous and 
challenging.  

Failure to pass any of them after the second attempt, will result in you not meeting our CAP criteria 
and unable to progress into clinical placement. 

What to expect in the testing centre
The testing centre is a mock-up of a hospital 
emergency/triage unit, a single hospital/
issolation room and a room in an aged care 
facility. The assessment areas are overseen by 
a member of staff. They will welcome you to 
the test centre and oversee your movements 
through the OSCE process. Please direct 
your questions, queries, or requests to the 
staff member. There will be a lead assessor 
avaliable to co-ordinate the testing, marking 
and moderation process as appropriate. 
Before you commence the OSCE assessment 
you will complete a medication calculation 
test. This will be marked while you complete 
your OSCE and before you leave the  
testing centre. 



Each scenario station area hosts a camera; 

we record the assessment for moderation and 
review purposes only. 

The centre uses mainly manniquines for your 
simulated assessements however, professional 
people might also act as patients in order to 
conduct the assessments and make them as 
real life as possible. Please ensure you talk to 
the patient (manniquine/human actor) not the 
assessor during the test. 

Equipment

You will be provided with all the equipment 
relevant for your OSCE assessment/scenario. 
Below are pictures of just some of the 
equipment you can expect to see in the  
bed/bay areas which you may use throughout 
the examination.

All our equipment is standadised to mirror 
those used within a NZ medical/healthcare 
environment. If you see any equipment either 
in the photos provided or at the assessment/

scenario station that you do not know how to 
use your assessor/invigilator will explain the 
equipment when you are given an orientation 
to your area before your assessment starts. You 
will be given a short period of time to  familarise 
yourself with the equipment required for each 
particular bay you are in.



The OSCE
The OSCE is a scenario-based approach which includes the following:

A - Patient centered Assessment

D - Diagnosis

P - Planning care

I - Implementation

E - Evaluation

ASSESSM
ENT

W
hat d

ata is

co
lle

cte
d?

IMPLEMENTATION
Putting the

plan into action.

DIAGNOSIS

W
hat is the

problem?

PLANNINGHow to manage the problem?

THE
NURSING 
PROCESS

EVALUATION

Did the 

plan work?



Within the OSCE you will complete at least two skills these will be specific to your scenario.  
For example, your patient has a suspected urinary tract infection (UTI) you need to collect a urine 
sample and perform a urine analysis as part of your assessment/diagnosis. Another example might 
be your patient is complaining of 8/10 pain and needs PRN medication administered as per their 
medication chart. You prepare and administer the medication following the correct process. The 
skills are based on the list provided on page X in this document.

In each station you will be given information about what is expected of you and patient 
information for you to follow. Please read this information and ensure you understand what is 
expected of you within the station. Focus on the task and follow the requirements set out on the 
information sheet.

There will be clocks/timers in each station area to help you keep track of time. You must 
demonstrate safe and competent practice within the timeframe. Any activity outside the 
timeframe will not be assessed. 

Please be aware we introduce new scenarios and skills regularly. We plan the examination to 
ensure candidates receive a variety of different scenarios and skills. 

If you miss a step or make a mistake please do not panic. Tell the assessor what you 
would do to correct this and it will be taken into account. However, verbalisation will  
not overturn a critical fail. 

The OSCE Exam

Assessment (A):

Your verbal and non-verbal communication will be assessed in this station and the ability to 
establish rapport with your patient during the assessment. You will be given 5 minutes to read 
the information about your patient/station. You will need to take vital signs of the patient and 
record them on an observation chart for example NZEWS & Glasgow coma scale (GCS) etc.). It is 
important to complete and record all observations before the time has run out in order to pass. 
You will then need to consider Activities of Daily Living within this station as this information will 
help you with the ongoing stations. 

Diagnosis (D):

Your ability to determine a nursing diagnosis is being determined here. You might be required to 
complete an ISBAR and report your findings to another health care provider. After this you may 
need to initiate care to treat the problem.



I  identify

Specify

- Who are you?

- Where are you?

- Patient’s name, age, gender and department/ward/facility

S  situation

What is the problem/reason for contact?

- I’m calling because…. (describe)

- I have observed major changes…. (ABCDE)

- I have measured the following values….
 (RR, Sp02, pulse/heart rhythm, BP, temp, anything else   
 relevant to situation)

- I have received the test results….

B  background

If it’s urgent and/or you are concerned – speak up.
Brief and relevant case history

- Admission diagnosis and date

- Previous illnesses of significance

- Relevant problems and treatment/interventions to date

- Allergies

A  assessment

Assessment (of the situation and background)

- I think the problem/reason for the patient’s condition is   
 related to e.g. (respiration, circulation, neurology, infection).

- Don’t know what the problem is but the patient’s condition   
 has deteriorated.

- The patient is unstable, we need to do something.

- I am concerned.

R  recommendation

Request specific advice and interventions, and clarify expectations

- I suggest…/ What interventions do you recommend?

 o Immediate intervention

 o Investigation/treatment 

 o How often should I….

- When should I next make contact? When will you be here?

- Confirm messages and interventions with a closed loop.



Planning (P): 

This is a silent writing bay and you will be monitored by the invigilator. You will have 15 minutes to 
write a care plan following the table template below based on your scenario.

Assessment Diagnosis Planning Implementation Evaluation

Implementation (I)

In this section you will be implementing care such as drug administration or other nursing 
implementation. You will have 15 minutes to complete this station. Please note that your verbal 
and non-verbal communication will be assessed in this station. Communicate with the real patient 
NOT the assessor.

Evaluation (E)

This bay is a silent writing bay and you will be monitored by the staff member. You will have 15 
minutes to record your evaluation of the patient's response to care in the patient progress notes. 
You will have access to all your previous written notes in this station to help you. You should avoid 
using unfamiliar abbreviations that are not universally recognised within this station. You may be 
required to provide a brief clinical handover of your patient.



Clinical Skills

You will be assessed on a range of clinical skills. They will be included within your OSCE scenario(s). 
You could be tested on any of the following:

- Vital signs

- Calculating drug doses

- Intramuscular/subcutaneous injections

- Safe disposal of sharps

- Medication administration

- Wound care

- Obtaining a specimen e.g. urine/sputum and appropriate testing

- Hand hygiene

- PPE application

- Pregnancy testing

- Analysis of laboratory results 

- Blood sugar level (BSLs) testing

We assess a full range of communication skills (verbal, nonverbal and written) by observing 
the interaction between the candidate and a real patient and also assessing your nursing 
documentation. 

We will observe for communication skills such as: 

- Clearly explain care, diagnosis, investigations and/or treatments intervention

- Involve the patient in decision making

- Communicate with relatives and health care professionals (ISBAR, family phone calls etc)

- Seek and obtain informed consent

- Active listening

- Appropriately manage an anxious patient or anxious relatives

- Provide clear instructions

- Give advice on lifestyle, health promotion or risk factors

- Demonstrate compassion and care during communication

- Use clear documentation which meets current NCNZ guidelines

- Use professional behaviour



Common Mistakes/Errors

We thought it would be helpful to provide you with some common things candidates often forget 
or miss during the OSCE assessment to aid in your preparation.

These include:

For all stations

- Lack of communication – verbal, non-verbal, not listening to patient

- Not reading the scenarios or instructions accurately

- Not completing the paperwork or assessment requested within the timeframe

- Not completing hand hygiene before touching the patient

- Not checking for allergies

- Not checking patient identity

- Not gaining consent from patient

- Not ensuring patient safety and dignity

- Not completing the station within the timeframe

Assessment

- Not completing the vital signs/documenting accurately

- Not using the tools e.g. ISBAR, as provided

Diagnosis

- Not determining the nursing diagnosis e.g. “I think this patient has a UTI due to”…….. “I think 
this patient has postural hypotension related to new medication”

Planning

- Not recognizing your patients own abilities/ADLs

- Not using the information provided to determine your plan of care

- Documentation errors not dealt with correctly

Implementation

- Not checking the expiry date of drugs

- Not reading the medication chart properly

- Not giving the correct does of medication over/under 

- Not using the appropriate sequence (5 Rights) for medication administration

Evaluation

- Not using all the information and acting upon it

- Not adjusting the plan of care as appropriate

- Not being able to explain your critical/decision making 

This list is not exhaustive. If you fail to put together all the pieces of the puzzle and then compound 
this by being unable to explain your decision making your will not be able to pass this OSCE.



Marking and Moderation

When you enter a work station you will be provided with the following documents: 

- A patient scenario

- Any forms/templates you are required to fill out 

- Any nursing documentation that is related to the scenario. 

This is all you will need to complete the OSCE scenario. The documents will follow you throughout 
the scenario. If you need to retest the OSCE assessment the same scenario will be provided to you.  

Your entire assessment will be completed using two marking methods. One will be completed 
in person by a member of the education centre staff and in addition to this it will be digitally 
recorded. At the end of the assessment both of these methods will be used to determine whether 
you have MET/NOT MET the appropriate standard. Recording your assessment allows us to review 
the results at the time or as part of our quality review systems for example external moderation. 

Results

All results will be emailed to you within 5 working days of your assessment. 

MET
Congratulations! You passed your OSCE assessment, you will be able 
to start your clinical placement. We will advise you when and where 
this will be, and who your clinical tutor is. 

NOT MET 
You have one opportunity to resit.
You will be given the same scenario and your original paperwork back 
from your previous attempt, in order to complete the resit.

NOT MET resit
If you fail to meet the OSCE testing after your second attempt, you 
are not be able to proceed into clinical placement. You and the NCNZ 
will be advised in writing of this outcome. 

How to interpret feedback

If you fail on you first attempt, we will give you information on why. The feedback will not tell you 
how to make it right but it will tell you what areas you failed in and why. If appropriate, we will 
recommend resources to review to help you improve a specific area. This is to ensure consistency 
and equality in all candidate feedback and also aid you in preparation for your resit.

For example, if a candidate failed medication administration for not identifying the 5 rights and 
patient allergies, the feedback would read as follows:

Medication administration: You failed to show competence in this station. When preparing your 
medications and using the medication chart your failed to notice the patient allergy status. When 
you went to administer the medication to the patient you did not check their bradma (patient 
identification bracelet) and did not confirm their name and date of birth with the patient prior to 
administering. This is a patient safety risk resulting in a fail.



LONSDALE EDUCATION CENTRE OSCE Station Descriptor 
 Candidate Information and Instructions 

Patient Scenario –  A Triage bay 
Aims of the station To assess clinical practice, critical thinking and effective communication 

at COMPETENT LEVEL within the RN scope of practice 
Competencies being 
assessed 

• Professional Responsibility (including Treaty of Waitangi and 
cultural safety as appropriate) 

• Management of Nursing Care 
• Interpersonal Communication 
• Interprofessional Health Care and Quality Improvement 

Candidate required to 
demonstrate the 
ability to 

• Assess and respond appropriately to environment / risk issues 
and patient safety needs 

• Use appropriate communication and therapeutic relationship 
building with patient/family/ whanau 

• Use effective hand hygiene and PPE where necessary 
• Work collaboratively with the patient to gain consent and 

maintain privacy and dignity  
• Use ADPIE to assess the patient, initiate necessary treatment/s 

and evaluate outcomes 
• Use recognised methods/formats such as ISABR, patient 

progress notes, incident forms and referrals to communicate 
effectively with members of the health care team 

• Provide high quality nursing services within timeframes set 
during the OSCE testing 

Scenario 
 
 

Lucy a 32-year-old pregnant female, presents to the Emergency 
Department (ED) with acute severe abdominal pain after a syncopal 
episode. She is accompanied by her partner. 
She reports radiation of the abdominal pain to the shoulder. On arrival 
she is seen by you in the ambulance bay. Her last menstrual period was 8 
weeks ago and she has not thus far had an ultrasound for this 
pregnancy. 
She is P2 G3 and the current pregnancy was ‘naturally’ conceived (i.e. 
not IVF). You ask the patient to do a urine pregnancy test to confirm her 
pregnancy. You are concerned that on a brief abdominal examination 
she is guarding in the lower abdomen. 
She reports ongoing severe right lower quadrant pain 8/10. 

Instructions  
You now have 1 hour and 20 minutes to complete the following actions: 

• Assess the patient and record her vital signs on the EWS vital signs record – the vital signs 
will be provided separately, complete the ISBAR form and escalate concerns 
appropriately with the ED registrar- speak to the assessor as if face to face with the 
registrar 

• Determine a nursing Diagnosis 
• Plan care including any testing or analysis required – in this scenario we expect 

medication administration and patient education about the pre-surgical process 
• Implement the care and administer any PRN medication required 
• Evaluate the care 
• Document the care in the ADPIE document and the nursing progress note 
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At the end of the test hand in the following to the assessor: 
the vital signs record, ISBAR, ADPIE, medication administration chart and the nursing progress 
note(s).   
 
Is there anything else you would like to add or do?  
Remember to leave the patient safe and comfortable and use appropriate hand hygiene 
 
You can add further information or adjust documentation if you are within the allocated 
timeframe of 1 hour and 20 minutes. 
 
At the end of this 
OSCE we expect that 
you will have 
completed the 
following actions 

• Gathered history and other relevant information 
• Maintained patient privacy and dignity throughout 
• Used standard precautions including hand hygiene as 

appropriate 
• Considered patients cultural needs and taken them into account 
• Consistently communicated with all parties including the patient  
• Completed a focused clinical assessment including vital signs 
• Determined a diagnosis 
• Completed an ISBAR communication to another member of the 

health care team and escalated nursing care as appropriate to 
the situation 

• Completed a care plan and provided appropriate interventions 
• Completed at least two addition skill tests for example urine 

testing  for pregnancy or infection, sputum or wound swab 
collection, medication administration including oxygen, blood 
glucose testing, laboratory result analysis, the selection and 
application of wound care products and patient education 

• Evaluated care outcomes 
• Completed nursing documentation and or communication 

appropriate to the situation 
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OSCE DAY MARKING SHEET

Candidate Name: NCNZ Number: Date:

Assessment Result Comment

Medication Calculation

5 Extra MCQ questions

Nursing tasks:

1. Vital signs

2. Blood glucose test

3. GCS

4. Urine analysis









Medication administration

1. Understood scenario

2. Able to read and  
 understand drug chart

3. 5 rights +3 checks  
 before administration

4. Good communication with  
 patient able to explain why  
 and what (if applicable)

5. Maintained privacy/  
 confidentiality

6. Ensured patient safety

Phone call scenario

1. Appropriate introduction

2. Clear use of language 

3. Able to use nursing   
 terminology and or  
 modify language to  
 suit audience  
 (e.g. family)

4. Understood the  
 scenario and acted   
 appropriately

5. Able to critically think

OSCE

(Separate marking guide)
Met   /   Not Met

Assessor: Signature: Date:
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OSCE MARKING SHEET Scenario letter 

Candidate name: NC Number:  Date: Sign

Time started: Assessor:
Time Finished: Recorded:   YES / NO

Tick if the candidate completes the following actions: 
Checks for scene safety/ if patient is safe / needs emergency care
Is able to differentiate the acuity of the patient
Engages with patient, introduces themselves professionally
Uses hand hygiene before and after touching patient (gel or washing with water)
Identifies what they are going to do before doing it /gains agreement (consent) to proceed
Maintains privacy and dignity
Responds to patient questions appropriately
Makes eye contact and listens to patient
Uses English to speak to the patient
Re states themselves if the patient cannot understand them
Engages with family if they are present
Takes a past medical/ situation history
Completes a physical/pain/situation assessment of the patient 
Completes vital signs 
Provides PRN medications
Uses safe medication administration technique -5 Rs
Uses ISBAR format to call for support / escalates care appropriately
Determines a nursing diagnosis 
Plans care / is able to explain decisions
Discusses plan /provides education with patient or family member
Collects any specimen/ orders any tests 
Explains why they are collecting specimen/s
Allows refusal of consent 
Reviews/ evaluates care as needed
Provides patient education /reassurance over care process
Adjusts care based on evaluation of effectiveness of care
Confirms effectiveness with patient or family
Documents actions in appropriate documents
Hands over/ refers to other members of the health care team as required
Uses hand hygiene prior to leaving patient
Leaves the patient comfortable and safe, offers call bell

Comments:

Communication

Critical thinking

Ability to explain their actions

MET /NOT MET   Date:   Signature:
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A  assess

D  diagnose

P  plan

I  implementation

E  evaluation

ADPIE

Name:  .......................................................... Scenario:  .....................................................  Date:  ..........................
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I  identify

S  situation

B  background

A  assessment

R  recommendation

ISBAR

Name:  .......................................................... Scenario:  .....................................................  Date:  ..........................

SAM
PLE

 O
NLY



PROGRESS NOTES

Name:  .......................................................... Scenario:  .....................................................  Date:  ..........................
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            DRUG CHART  

 

 
 

1 

Family Name: _____________________________ Given Name: __________________________________ 
DOB: ______________________ NHI: _______________________ Gender: ________________________ 
 
Allergies:  Yes o  No o   
Type of Allergy (e.g. medication of other) ___________________________________________________________________ 

         
Sample Signature – Prescribers and Medication administers  e.g. RNs, IQNs, HCAs 
 

NAME & DESIGNATION 
(Family and given) 

SIGNATURE REG. No. 

   
   
   
   

 
Oxygen Therapy & Medical Gases
  

START DATE DEVICE/DELIVERY FLOW RATE RANGE SIGNATURE STOP DATE 

     
     
     

 
PRN Medication 
 

Medicine: 
 
Dose: Units: Route: Frequency 

 
Max dose in 24 hrs: 
 

Prescribers Signature: 

Indication: 
 

Medicine: 
 
Dose: Units: Route: Frequency 

 
Max dose in 24 hrs: 
 

Prescribers Signature: 

Indication: 
 

Medicine: 
 
Dose: Units: Route: Frequency 

 
Max dose in 24 hrs: 
 

Prescribers Signature: 

Indication: 
 

 
 
 
 

Target Saturation (%): o 88-92% o 88-92% o Other____ 
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MEDICATION CALCULATION ANSWER SHEET

1st attempt

Question Answer

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

2nd attempt

Question Answer

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

Name: Date:

Candidate ID: Exam Version:

Test 1: Pass Fail Resit: Pass Fail

Comment:

Signature:
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PATIENT VITAL SIGNS FOR AGED CARE

Medication:

Date Dose Time Sign

Medication:

Date Dose Time Sign

Time: Date:

BP

HR

Temp

02 sats (Sp02)

RR

Nurse: Sign:

Initial:

Time: Date:

BP

HR

Temp

02 sats (Sp02)

RR

Nurse: Sign:

Evaluation:

MEDICATION ADMINISTRATION SIGNING SHEET
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PATIENT REFERRAL FORM

Scenario:  ...................................................... Candidate Name:  ........................................

Patient Name: DOB: NHI:

Referral To:

Reason for Referral:
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INCIDENT FORM

Name & NHI: Date: Time of Incident:

Name and designation of person 
completing this form:

Name of Person/s injured / involved:

Person/s present at time of the incident / 
accident:

Person on scene: Person responsible for Patient:

Place incident occurred (e.g. patient bedroom, bathroom, lounge etc.)

Type of Incident (e.g. fall)

Resulting Injury (e.g. Skin tear, Fracture, bruise / haematoma, cut / laceration)

Probable cause (e.g. Furniture / Equipment, Aggression, self-inflicted)

Describe what happened: (including names of staff members involved)

Describe what you did and how it was done: 
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Range of motion: 

What could be done to prevent recurrence? 

Name of Doctor (if called): Date: Time of Contact:

Did the Doctor assess the patient? (circle one) Yes / No / N/A

Was the patient transferred to hospital? (circle one) Yes / No / N/A

Name of family member notified  
(include date & time)
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OBSERVATION & NEUROLOGICAL FORM

Name & NHI: Date: Time of Incident:

Actual Time of Recording

Blood Pressure

Heart Rate

Respiration Rate

Temperature

Sp02

Procedure:

Observations to be recorded as a baseline at the time of the incident, every hour for the next four 
hours, then four hourly for 24 hours. Patients must be woken for observations– people with a head 
injury often sleep. Completed Observation Charts to be given to the Clinical Manager and will be 
attached to the Incident Form.



Incident 1st 2nd 3rd 4th 8th 12th 16th 20th Final

Pupils:

L)Pupil diameter (in mm)

R) Pupil diameter (in mm)

Reaction (Fast or Slow)

Accommodating (Y/N)

Best Eye Response:

Open Spontaneously

Open to Command

Open to Pain

No eye opening

Best Verbal Response:

Orientated

Confused

Inappropriate Words

Incomprehensible Sounds

No Verbal Response

Best Motor Response:

Obeys Commands

Localising Pain

Withdrawal from Pain

Flexion to Pain

Extension to Pain

No motor response

Initials

Name: Initials: RN/HCA:
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Policy:
Each patient who may potentially have a head injury (e.g. any unwitnessed fall or a witnessed fall 
where the head is impacted) will be assessed using this form at the time of the incident, every 
hour for the next four hours, and four hourly until 24 hours have elapsed. Sleeping patients must 
be woken for these assessments.

Each person completing a set of observations will initial the bottom of the column and enter their 
name, initials and designation (RN/HCA/IQN) in the signing register table at the bottom of the 
page.

When the 24-hour recordings are completed this form is to be given to the Clinical Manager to 
review and attach to the incident form. 

This form replaces the “Potential Head Injury” Short Term Care plan on Rescall.

Rationale & Instructions

Why? 

Head injuries in the elderly can be difficult to pick up – it can take hours for any change to show. 
That’s why the “Baseline - hourly for 4 – 4 hourly for 24 hours” rule is applied.

Why wake a patient who is sleeping comfortably?

People with a head injury often do fall asleep.  We need to wake the patient and complete the 
observations to be absolutely sure that their sleep is natural and not the effect of a head injury.

Observations to take:

Blood Pressure, Heart Rate & Respirations – The body’s first response to rising intercranial 
pressure is often an increase in systolic blood pressure. That will cause a widening of the gap 
between systolic and diastolic blood pressure, often accompanied by a slowing of the heart rate 
(bradycardia) and an irregular breathing pattern.

Pupillary Measurements - the left and right pupils should be the same size, and they should 
constrict quickly if a light is shone into them (with your neuro torch). If a light is shone into one 
pupil, the other pupil will constrict at the same time – that’s the meaning of “accommodating”.  

Record your assessments as a size in millimeters for each eye, “F” or “S” to indicate if the 
reaction to light was fast or slow; and a simple “Y” or “N” to indicate whether the pupils are 
accommodating.

Glasgow Coma Scale

Best Eye Response, Best Verbal Response & Best Motor Response – taken together, these 
measurements indicate the level of unconsciousness if the patient is not immediately responsive. 
In each of the three scales, use a tick to indicate the patients’ response. Any change in the patients’ 
level of consciousness between assessments will be obvious in the chart. Be alert for any change.
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