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Thesis Abstract 
 

This thesis investigates the feasibility of an occupational therapy early referral tool for 

use by nurses in an acute care context. The thesis is presented as two components: 

 Part 1: A literature review  

 Part 2: A journal manuscript 

The literature review provides a background of the role of occupational therapy in 

acute care, the demands, expectations and perceptions of occupational therapy in this 

context and how use of an occupational therapy referral tool may improve 

occupational therapy provision in acute care contexts. The review also examines the 

existing research on acute care referral tools for functional decline, specifically to 

determine which tools and methods are currently in use to identify patients with 

complex needs, how these tools work and how they are implemented in clinical 

practice. The scope, strengths and weaknesses of the tools are compared to determine 

the most suitable instrument for identification and prioritisation of patients requiring 

occupational therapy referral on admission to acute care wards.  

 

The findings from the literature review informed the development and undertaking of 

a pilot, mixed methodology study trialing the use of an occupational therapy referral 

tool by nurses in acute care. Quantitative data from the tools completed by the nurses 

were analysed to determine characteristics of patients requiring referral to 

occupational therapy. In addition, qualitative data from interviews with the nurses at 

the completion of the trial were reviewed to understand their perspectives of 

occupational therapy and their experience of using the early referral tool. 

 

The second section of this thesis is a journal manuscript describing the pilot study, 

study outcomes and the implications of this research. This research manuscript will be 

submitted to the Australian Occupational Therapy Journal. 
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1. INTRODUCTION 

1.1 Background to the Topic 

Due to current economic constraints on acute care services, hospital priorities are 

increasingly focused around decreasing the length of patient stay and reducing 

readmission rates (Griffin & McConnell, 2001). Indeed, acute care priorities are based 

around stabilising the specific condition for which a patient is admitted, thus medical 

staff have less time to identify other conditions which will impact on a patient’s 

functional performance and consequential ability to be safely discharged in a timely 

manner (Victorian Government Department of Human Services, 2004). 

Multidisciplinary strategies promoting psychosocial and functional outcomes in 

addition to medical treatment, have been shown to decrease length of stay and re-

admissions rates, and improve treatment cost-effectiveness due to the client-centred 

nature of these strategies (Landi et al., 1997). Hence implementing structures that 

improve efficiency by maintaining a client-centred focus are paramount for acute care 

facilities.  

 

Royal North Shore Hospital (RNSH) is a 660 bed acute care facility servicing the 

upper and lower north shore areas of Sydney (NSW Health Department, 2013). With 

an aging demographic in this locality and associated complexity of medical conditions 

(Northern Sydney Central Coast Health, 2008), the demand on occupational therapy 

(OT) services at RNSH will increase in the future. As a result, occupational therapy 

staff are reviewing systems to accurately and efficiently identify patients requiring 

referral. This has included a Quality Improvement Project investigating potential 

screens to identify patients at risk of functional decline (Tan, 2013). The introduction 

of an electronic medical record (EMR) system at RNSH also provides a timely 

opportunity for integration and automation of a new referral system within the EMR. 

 

The occupational therapy role in an acute care context is associated with the discharge 

planning process, specifically providing client-centred assessments and making 

recommendations that improve discharge outcomes. These outcomes may include 

assessing the patient for discharge to an appropriate rehabilitation setting or 

facilitating a patient’s ability to participate in occupations required to safely return 

and remain at home (Holm & Mu, 2012). In an acute care environment where the 
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value of efficient and coordinated care is well recognized, an early referral screening 

tool to identify patients at risk of functional decline will facilitate a more proactive 

approach to occupational therapy thus potentially improving outcomes for patients, 

families, clinicians and Royal North Shore Hospital (RNSH). 

 

Although a number of screening tools have been identified from the literature, none of 

these tools were designed specifically for occupational therapy referrals and no 

existing tool comprehensively covers all the necessary criteria for predicting risk of 

functional decline nor provides sufficient information for patient prioritisation. In 

addition, none of these tools were designed by occupational therapists. The Modified 

Blaylock Referral Tool was developed by the author as part of a Quality Improvement 

Project at RNSH to address these deficiencies and a preliminary study of the 

instrument has shown that the screen has an acceptable level of specificity and 

sensitivity when compared to an occupational therapy assessment of referral need 

(Tan, 2013). Further testing is required with medical staff however to establish the 

validity and utility of the tool for use in an acute care context. In addition, integration 

with the electronic medical record system currently in the process of implementation 

at RNSH will enhance the application of this tool. 

 

This study therefore proposes to investigate the feasibility of the Modified Blaylock 

Referral Tool for use by acute care nurses. 

1.2 Aim of Literature Review 

This literature review aims to illustrate the role of occupational therapy in acute care, 

the demands, expectations and perceptions of occupational therapy in this context and 

how use of an occupational therapy referral tool may improve occupational therapy 

provision in an acute care context. The review examines the existing research on 

acute care referral tools for functional decline, specifically to determine which tools 

and methods are currently in use to identify patients with complex needs, how these 

tools work and how they are implemented in clinical practice. The scope, strengths 

and weaknesses of the tools are compared to determine the most suitable instrument 

for use at Royal North Shore Hospital and potentially other acute care facilities. 

 
An occupational therapy screening tool will allow for identification and prioritisation 
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of patients at risk of functional decline at the admission stage. This will facilitate an 

earlier, more proactive approach to occupational therapy and thus utilisation of 

occupational therapy clinical reasoning to inform the decision making process, 

potentially resulting in more integrated, client-centred outcomes for the patient and 

their carer, reduced length of stay and readmission rates and increased clinician 

satisfaction. 

1.3 Search Strategy 

A rigorous search process was undertaken to ensure that all relevant literature was 

identified and included in this review. A number of databases including Medline, 

CINAHL, AMED, OTSeeker and Scopus were searched. Search terms included acute 

care, hospital, functional decline, triage, prioritisation, discharge planning, discharge, 

screening, occupational therapy and allied health. The timeframe of the articles was 

not limited to ensure that all relevant screening tools were included in this study, with 

articles from the earliest available time until the present included in the review. 

Reference lists from these articles were also reviewed to determine any additional 

relevant publications that were missed in the database searches. This allowed the 

inclusion of all relevant publications and screening tools developed over time, rather 

than just reviewing the most recent literature. All identified literature was reviewed 

and included in the study if deemed relevant. Studies were also limited to English 

language publications. Triage tools for conditions other than functional decline and 

publications discussing the use of triage tools for disciplines other than occupational 

therapy were excluded from this study.  

 

A Google search was also undertaken of government health websites and general 

internet sites to identify other tools and methods currently being used both in an 

Australian and international context.  

2.  NATURE OF ACUTE CARE 

Anderson, Anderson & Glanze (1998) define ‘acute care’ as ‘a short stay within a 

hospital setting’ (p.18). The primary purpose of acute care is to stabilise a patient’s 

urgent medical condition and address risks to further deterioration of life (Bondoc et 

al., 2012). Acute care is characterized by a medical-model focus, with patients with 

complex conditions treated for their admission condition specifically, whilst 
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underlying problems contributing to the original diagnosis or other implications of the 

diagnosis such as functional decline may remain unidentified or unaddressed 

(Victorian Government Department of Human Services, 2004). 

 

In addition, with economic constraints becoming more dominant in acute care 

facilities, hospitals are increasingly focused on shortened length of stay and reduced 

re-admission rates (Craig, Robertson, & Milligan, 2004). The NSW Ministry of 

Health (2012) reported that the average length of stay for patients in NSW acute care 

hospitals was 3.4 days for 2011-2012, compared with an average length of stay of 4.1 

days for RNSH. The unplanned/unexpected readmission rate within 28 days of 

discharge for NSW acute care hospitals was reported as 6.3% in 2010-2011 increasing 

to 6.7% in 2011-2012. These re-admission rates are expressed as a percentage of all 

discharges. NSW Health is aiming to reduce unplanned re-admission rates by 5% per 

year over the next four years (NSW Ministry of Health, 2012), thus this area will 

become of higher priority at RNSH and NSW hospitals in general. Instruments that 

assist therapists to prioritise and manage their referrals will facilitate more effective 

provision and allocation of occupational therapy resources in acute facilities (Harding, 

Taylor, & Shaw-Stuart, 2009). 

3. OCCUPATIONAL THERAPY AND ACUTE CARE 

3.1 The Role of Occupational Therapy in Acute Care 

The role of occupational therapy in acute care involves providing client-centred 

assessments, interventions and task modifications to allow performance of 

occupational-based goals (American Occupational Therapy Association, 2008). This 

includes facilitation of transfers, mobilisation and functional activities, preventing 

decline and co-ordination of care (Bondoc et al., 2012). The role also involves 

discharge planning activities such as determining appropriate discharge options and 

ensuring that a patient has access to appropriate supports post-discharge (Crennan & 

MacRae, 2010; Jette, Grover, & Keck, 2003). 

The medical-model focus and economic priorities of acute care facilities often conflict 

with the holistic, individualised occupational therapy approach (Griffin & McConnell, 

2001). Occupational therapists perceive their role as utilising their clinical reasoning 

skills and experience to contribute to care strategies focusing on meaningful, 
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individualised patient goals and discharge decisions (Crennan & MacRae, 2010; Jette 

et al., 2003). Many occupational therapists therefore become frustrated and feel that 

their professional focus has been compromised by time and budget constraints, 

forcing them to concentrate on self-care and discharge priorities rather than other 

meaningful occupations (Craig et al., 2004). These constraints also result in pressure 

being exerted on occupational therapists to support discharge of patients who they do 

not believe are ready (Craig et al., 2004).  

 

Nurses’ perceptions of occupational therapy vary depending on the facility, 

relationships with individual therapists and nurses’ knowledge of the occupational 

therapy role. Nurses commonly perceive occupational therapists as providers of home 

visits and equipment, as discharge planners and as barriers holding up discharge. 

These perceptions are influenced by poor communication between nurses and 

therapists due in part to the lack of continuity of nurses on the ward due to shift work, 

use of casual staff and the mismatch between nursing shifts and occupational 

therapists’ working hours which leads to ineffective handover of occupational therapy 

recommendations. Nurse priorities may also conflict with those of occupational 

therapists. For example, nurses may perform daily self-care tasks for a patient to 

improve ward efficiency, however this prevents the patient from learning and 

practicing the skills required to participate in these occupations (Atwal, 2002). 

 

Nurses’ perceptions are also influenced by individual therapists’ representations of 

their profession on the ward. Occupational therapists must strongly define their role 

and be visible on the ward and within an inter-disciplinary team. Failure to do so 

results in role ambiguity, duplication of tasks, reduced communication and poorer 

group outcomes (Atwal, 2002). This can cause therapists to feel devalued and 

disregarded, as their role is not properly appreciated or understood by other 

disciplines (Griffin & McConnell, 2001).  

 

3.2 Theoretical Framework   

Theoretical frameworks provide a guide for client-centred holistic clinical practice 

consistent with the fundamental occupational therapy principles (Rogers, 2005). This 
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project frames the implementation of an occupational therapy early referral tool in 

acute care hospitals within the Model of Human Occupation (MoHO) as shown in 

Figure 1 (Kielhofner, Forsyth, Kramer, Melton, & Dobson, 2009). The MoHO was 

selected for this study, as it shows nurses as individual systems, with the output of the 

systems affected by the presses and affords of the internal and external environments. 
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Figure 1: Application of 

MoHO to Acute Care Nurses 
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The acute care environment provides a ‘press’ on the nurses in terms of resource and 

time constraints, poor occupational therapist visibility and medical model focus. This 

may result in negative feedback, including dissatisfied therapists and potentially 

delayed discharge. The Modified Blaylock Referral Tool is an environmental input, 

‘affording’ clearer and more consistent referral practices, more integrated 

multidisciplinary teams and increased therapist satisfaction ideally providing positive 

feedback to the system. 

4. METHODS OF REFERRAL TO OCCUPATIONAL THERAPY IN ACUTE 

CARE HOSPITALS  

4. 1 Current Occupational Therapy Referral Methods 

Commonly, referral of patients with specific conditions such as brain injury, spinal 

injury or burns to occupational therapy, is automatic. Occupational therapy referral of 

other acute care patients with complex needs however is less clear. Referrals of these 

complex patients may come from medical staff or proactive occupational therapists - 

in practice the majority of these referrals come from nurses. Generally, there are no 

defined criteria for nurses to refer a patient to occupational therapy, rather the nurses 

refer based on their assessment of the patient’s need, prior experience of occupational 

therapy and their perception of how a therapist can address this need (Hobbs, Boysen, 

McGarry, Thompson, & Nordrum, 2010). 

 

Nurses’ perceptions of the occupational therapy role are therefore influential in 

determining how patients are referred. Poor understanding of the role may result in 

lack of referral, late referrals, inconsistency of referrals between disciplines and 

therapists’ recommendations being seen as an ‘inconvenience’ and ‘delaying 

discharge’ (Craig et al., 2004). In contrast, over-referral is also an issue, with patients 

being referred despite lack of need, resulting in over-loading of therapists, high 

priority patients missing out on therapy and increased therapist stress (Hobbs et al., 

2010). 

 

Identification of patients with complex needs and occupational therapy referral during 

admission are affected by additional factors including lack of medical staff awareness 

of assessment criteria to identify complex patients, inefficient collection, storage and 
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communication of patient information and inconsistent involvement of the patients 

and family in the assessment (Victorian Government Department of Human Services, 

2004). 

4.2 Current Occupational Therapy Referral Methods at Royal North Shore 

Hospital 

There is currently no consistent method or set of criteria to identify the need for 

occupational therapy referral for medical professionals at RNSH. As mentioned 

previously, some wards, such as the spinal injury unit have automatic referrals. In 

other wards, such as aged care, the signs of functional decline are more obvious, so 

the need for referral is clearer and a higher level of early referral is received from 

nurses in these wards. In contrast general medical wards receive a mix of patients. 

Identification of patients with complex needs is more difficult under these 

circumstances due to the increased subtlety and variety of signs of functional decline. 

The visibility of a particular occupational therapist on the ward, the nature of the 

interventions and assessments implemented by an occupational therapist and a nurse’s 

previous experiences with occupational therapy are all factors that may influence the 

decision to refer. 

 

In some departments, occupational therapists are more proactive, with the therapists 

doing a quick screen of the patient summary sheets or attending the morning nurse 

handover meetings to identify patients requiring referral and prompting the nurses to 

refer. However although these activities are beneficial they are time intensive, placing 

stress on limited occupational therapy resources. An occupational therapy referral tool 

would allow therapists to spend less time screening patients thus increasing the 

available time for provision of therapeutic services (Hobbs et al., 2010).  

5. BENEFITS OF EARLY REFERRAL TO OCCUPATIONAL THERAPY 

Early identification of acute care patients requiring occupational therapy is essential 

for the efficient development and implementation of timely, comprehensive, 

integrated and client-centred care plans (Griffin, 2002). A meta-analysis of controlled 

trials by Stuck et al. (1993) showed that early referral to multidisciplinary teams 

including occupational therapy is important in preventing functional decline and 

consequential prolonging of hospital stays in elderly patients.  
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Early referral facilitates a more timely involvement of occupational therapy and thus 

increases the timeframe for provision of therapy services. Patients benefit due to the 

increased time available for assessment of their needs and implementation of 

assessment recommendations. The longer timeframe also facilitates increased 

involvement of families and carers and a more client centred approach to therapy. A 

case study by Craig et al. (2004) involving a survey of New Zealand therapists, also 

illustrated how the involvement of occupational therapy as part of a multidisciplinary 

team resulted in better outcomes for the client, in terms of effective discharge 

decisions and planning. 

 

A pilot study conducted by Hobbs et al. (2010) at 2 teaching hospitals in the United 

States showed that an early referral tool benefits the institution by reducing length of 

stay and readmission rates and streamlining the occupational therapy referral process 

by decreasing inappropriate referrals. Clinician satisfaction also improved due to 

better utilisation of occupational therapy expertise in clinical decision making as a 

consequence of the reduction in inappropriate referrals. 

6. NEED FOR OCCUPATIONAL THERAPY REFERRAL TOOLS 

Screening tools have been shown to improve identification of patients with complex 

needs at the admission stage, allowing earlier allied health professional involvement 

and improved discharge outcomes, however there is currently a lack of screening 

tools for occupational therapy in acute care (Hobbs et al., 2010). A randomised trial 

by McCusker et al. (2001) examined the effectiveness of a screening tool in 

identifying patients at risk of functional decline to facilitate appropriate treatment. 

The trial was conducted within four hospitals in Montreal, Canada. The control group 

underwent normal acute care procedures while the intervention group was assessed 

using the Identification of Seniors At Risk (ISAR) 1 and 2 screens and then referred 

to the relevant allied health professionals. The results showed that the screens in 

conjunction with the care plans implemented reduced the rate of functional decline 

four months post discharge, from 30.9% to 21.1% as assessed by the Older American 

Resources and Services Scale (McCusker et al., 2001). These results were considered 

both clinically and statistically significant. This methodologically sound study 

involved randomised and concealed allocation to groups, equivalency at baseline, 
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blinded assessment and analysis with intention to treat. 

 

In addition, Hobbs et al. in a 2010 case study, detailed the development of an 

occupational therapy/physiotherapy triage flowchart and checklist implemented in an 

acute care facility. The checklist and flowchart reduced inappropriate therapy referrals 

by 29%, whilst appropriate referrals remained consistent with therapist-assessed 

referrals. Therapist productivity and hospital revenue increased, due to reduced 

therapist hours spent on triaging patients. These findings cannot be considered as 

conclusive however due to the small sample size (the triage tool was only used at two 

facilities), the exclusion of many relevant departments that refer to occupational 

therapy and the physiotherapy focus of the study.  

 

The aging Australian population also increases the need for an acute care screening 

tool. The Victorian Government Department of Human Services (2004) has identified 

the necessity for a more coordinated approach to acute aged care due to the higher 

complexity of diagnoses specifically amongst these patients. The proportion of the 

Australian population aged over 65 is predicted to almost double from 13% in 2007 to 

25% in 2056 (Australian Bureau of Statistics, 2011). This demographic group 

currently accounts for one third of hospital bed days (Gray et al., 2002). Hence 

systems facilitating timely identification, treatment and sustainable discharge will 

become increasingly important in the future.  

 

Screening tools may also have considerable benefit for nurses. Providing a defined set 

of criteria to assess patients, increases the visibility and transparency of the role of 

occupational therapy thus medical staff are able to provide a more objective 

assessment and justification of requirement for referral. Consistency of referral 

standards across individual nurses, disciplines and shifts is also increased. 

 

Patient prioritisation is a further benefit of screening tools. With occupational therapy 

resources under increasing strain in acute care settings due to economic constraints, 

prioritisation of patients will allow for more effective planning and allocation of 

resources in response to an assessed level of patient need (Harding et al., 2009). 
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In addition, with the introduction of the electronic medical record (EMR) system at 

many acute care facilities, automation of screening tools should also be considered. 

Automatic generation of referrals from nurse admission data entered into the EMR 

may further streamline the occupational therapy referral process. Patient data 

extracted from the nurses’ computerised admission records via an EMR program 

would allow a patient’s need for occupational therapy to be rated, prioritised and a 

referral generated. No references discussing the integration of referral tools similar to 

that proposed by this study into the EMR for other allied heath or medical disciplines 

were found in this review of the literature.  

7. OVERVIEW AND ANALYSIS OF SCREENING TOOLS 

7.1 Overview of Screening Tools 

A ‘screening tool’ is a scoring system used to identify patients at risk of a specific 

outcome, in this case, functional decline, (Cornette et al., 2005). Nine screening tools 

and one computer model were reviewed as part of this analysis.  

 

Screening tools were included based on the following criteria: 

- assessment of risk of functional decline used as an outcome measure 

- tested in an acute care hospital setting 

- sufficient data provided in the literature to allow review of the tool 

 

The tools reviewed include: 

- Blaylock Risk Assessment Screening Score (BRASS) 

- Complexity Prediction Instrument (COMPRI) 

- eQ Health Solutions Discharge Risk Checklist 

- Identifying Seniors at Risk, Parts 1 and 2 (ISAR) 

- Hospital Assessment Risk Profile (HARP) 

- Adult Admission and Discharge Assessment 

- Score Hospitalier d’Evaluation du Risque de Perte d’Autonomie (SHERPA) 

- Triage Risk Screening Tool (TRST) 

- Inouye Instrument 

 

A summary of the background of the tools is included below in Table 1. Table 2 



Emma Tan 311135579 – University of Sydney 

HSBH5006 Research Elective Dissertation 

 

18 

 

includes data on the criteria assessed by the tools, as well as information on how the 

tools are administered. 

 

The Hospitalised Elderly Longitudinal Project tool (HELP) (Wu et al., 2000) was also 

reviewed. This is a computer program modeling functional decline in the elderly two 

and twelve months post discharge. The purpose of the model is significantly different 

to the screening tools, in that it was designed to accurately predict the probability of 

functional decline post discharge, rather than to screen large numbers of patients at 

admission. The model uses many of the same criteria as the screening tools however it 

also uses additional criteria, such as gender, race, serum albumin level and depth of 

coma to calculate a prediction of functional status two months post discharge. The 

model is not appropriate as a patient screening tool on admission, as it requires data 

that may take up to three days to collect (Sutton, Grimmer-Somers, & Jeffries, 2008). 

This prospective cohort study of 804 patients compared the outcome of the computer 

model with functional status post discharge. Results were found to be 80% accurate, 

however were not generalisable as the sample was limited to patients above the age of 

80 years old. The main parameters used by this model are consistent with the 

screening criteria utilised by the other tools, providing further evidence of the 

relevance of these criteria for identifying risk of functional decline. 

 

Table 2 provides a summary of each of the tools to allow comparison. Table 2 also 

includes the criteria utilised in the HELP model to allow comparison. Copies of the 

screening tools are included in Appendix B (excluding the HELP computer model).  
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Table 1: Overview of Screening Tools 
 Name Author Country Purpose Scoring References Strengths Weaknesses 

1 Blaylock Risk 

Assessment 

Screening 

Score 

(BRASS) 

Blaylock and 

Cason, 1992 

USA Assesses functional, 

physical, cognitive and 

psychosocial status 

determine risk of 

functional decline and 

level of support 

required for discharge. 

Criteria 

weighted. 

Final 

score 

prioritised 

 

Blaylock and Cason, 

1992; Mistiaen, 

Duijnhouwer, Prins-

Hoekstra, Ros, and 

Blaylock, 1999 

- Weighting of 

assessment 

criteria allows 

for more 

effective 

prioritization of 

patients 

- Comprehensive 

list of 

assessment 

parameters 

 

- Further assessment required to 

determine the accuracy of the screen 

when generalized to general medicine 

wards, rather than purely for aged 

care.  

- May have to be repeated prior to 

discharge, as a patient’s support 

requirements may be have changed 

from when the screen was 

administered on admission. 

 

2 Complexity 

Prediction 

Instrument, 

COMPRI  

Huyse et al., 

2001 

Netherlands, 

Germany, 

Spain, USA, 

Hungary, 

Portugal, 

Denmark, 

Italy 

Screening tool to 

identify patients with 

high complexity care 

needs. 

Yes/No 

Final 

score 

prioritised 

 

Huyse et al., 2001 - Developed in 

general medical 

wards hence not 

specific to aged 

care contexts 

- Considers mental 

health issues 

- Requires doctor 

and nurse input 

hence less 

subjective 

- Requires a high level of medical staff 

involvement. Doctor/nurse must 

predict parameters including length of 

stay. There are no guidelines provided 

on how to assess these criteria hence 

clinical judgment will vary 

considerably between raters.  

- The assessment is administered on 

admission. Some parameters are 

difficult to determine at admission. 

 

3 eQ Health 

Solutions 

Discharge 

Risk 

Assessment 

eQ Health 

Solutions, 

2012 

USA Discharge checklist to 

identify level of support 

required for discharge. 

Yes/No 

Prioritised 

eQ Health Solutions, 

2012 

- Identifies 

patients as low, 

medium or high 

risk for 

discharge.  

- Comprehensive 

list of 

assessment 

parameters 

 

- No additional reviews available on this 

checklist, thus further assessment is 

required to determine if it has 

sufficient predictive validity to be used 

as an screening tool. 

- Discharge checklist only, does not 

identify risk of functional decline on 

the ward. 
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Table 1 continued: 
 Name Author Country Purpose Scoring References Strengths Weaknesses 

4/5 Identifying 

Seniors at 

Risk, ISAR, 

Part 1 and 2 

McCusker, 

Cardin, 

Bellavance 

and Belzile, 

2000 

Canada The ISAR 1 & 2 are 

screening tools 

designed to detect 

likelihood of severe 

functional 

impairment, 

depression and 

increased utilization 

of health services. 

The ISAR 1 is a brief 

pre-screen, with 

patients with high 

scores further 

screened using the 

ISAR 2. 

 

Yes/No 

Scored 

Australian and New 

Zealand Society for 

Geriatric Medicine, 

2008; Beaton and 

Grimmer, 2013; De 

Saint-Hubert et al., 

2010; McCusker et al., 

2000; Rosted, Wagner, 

Hendriksen, and 

Poulsen, 2012; Sutton et 

al., 2008;  
St Mary's Research 

Centre, 2011; 

Victorian Government 

Department of Human 

Services, 2004  

 

- ISAR 1 and 2 

have the highest 

level of evidence 

(1a) of all the 

tools reviewed 

- ISAR 1 and 2 are 

also the most 

frequently used 

screening tests. 

- Part 1 quick and 

simple to 

administer 

 

- Accuracy of the tool will vary 

significantly between raters due to the 

general nature of the questions, 

leaving them open to 

misinterpretation. 

- Accuracy will be affected when the 

results are self reported – the 

assessments may be inaccurate when 

the patient is cognitively impaired or 

desires a particular outcome.  

- Higher resource requirement if two 

screens are required. 

 

6 Hospital 

Assessment 

Risk Profile, 

HARP 

Sager et al., 

1996 

USA Identifies elderly 

patients at risk of 

functional decline 

post admission. 

 

Prioritised 

– low, 

medium, 

high 

Beaton and Grimmer, 

2013; De Saint-Hubert 

et al., 2010; Sager et al., 

1996; Sutton et al., 

2008 

- This tool has 

been validated 

and is rated at 

the second 

highest level of 

evidence (1b) for 

the tools 

reviewed. 

- Quick and 

simple to 

complete 

 

- Requires additional tests performed by 

a clinician to provide information for 

the screen.  

- Screening categories are very broad, 

hence resulting in low sensitivity. 

7 Inouye 

Instrument 

Inouye et al., 

1993 

USA Identifies elderly 

patients at risk of 

functional decline 

during their hospital 

stay. 

 

Scored, 

prioritised 

De Saint-Hubert et al., 

2010; Inouye et al., 

1993; Sutton et al., 

2008 

- Only a small 

number of items 

to complete 

- Questions are 

not objective 

- Requires additional tests 

- Difficult to determine some 

parameters at admission. 
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Table 1 continued: 
 Name Author Country Purpose Scoring References Strengths Weaknesses 

8 Adult 

Admission and 

Discharge 

Assessment 

Carroll, 

2007 

Australia Admission and 

discharge checklist 

for patients, providing 

a summary of patient 

admission data 

including basic 

functional decline risk 

identification. 

 

Identifies 

rather than 

prioritises 

patients 

Carroll, 2007 - Identifies need for 

referral to 

occupational therapy 

and other allied 

health disciplines. 

 

 

- Parameters are very limited and quite 

general. 

- Not designed as a screen for functional 

decline, no literature available to verify 

the clinical validity and reliability of the 

screen. 

 

9 Score 

Hospitalier 

d’Evaluation du 

Risque de Perte 

d’Autonomie, 

SHERPA 

Cornette et 

al., 2005 

USA Identifies patients at 

risk of functional 

decline. 

Prioritised Beaton and 

Grimmer, 2013; 

Cornette et al., 

2005; De Saint-

Hubert et al., 

2010; Sutton et 

al., 2008 

 

- Useful tool for 

identification of 

patients at low risk 

of functional decline. 

- Requires additional patient assessment 

using the Mini Mental State 

Examination and IADL assessment.  

- Requires prospective validation in an 

independent patient sample.  

- The number of factors utilized to 

identify patients at risk of functional 

decline is also very low thus low 

specificity. 

 

10 Triage Risk 

Screening Tool, 

TRST 

Hustey et 

al., 2007 
USA Identifies patients at 

risk of repeated 

admissions or nursing 

home placement. 

Yes/No 

 

Hustey et al., 

2007; St 

Joseph's 

Healthcare, 

2012; Sutton et 

al., 2008;  

- Parameters easily 

determined during 

emergency 

department (ED) 

admission, screen 

takes less than a 

minute to perform. 

- Includes a section to 

allow for ED staff to 

refer based on own 

assessment  

- Developed using 

parameters 

predicting repeated 

ED visits for elderly 

patients. 

 

- No assessment of functional 

performance  

- Poor sensitivity and specificity, as 

would be expected when the parameters 

are relatively limited and general 

compared to the other tools. 

- Professional recommendation section is 

very subjective 
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Table 2: Summary of Criteria Included in Screening Tools 
 HARP ISAR 1 ISAR 2 SHERPA BRASS HELP TRST COMPRI NCAHS 

Checklist 

EQ 

Health 

Inouye 

Instrument 

Risk factor predicting 

functional decline: 

           

Decubitus ulcer          ✔ ✔ 

Cognitive impairment ✔  ✔ ✔ ✔ ✔ ✔   ✔ ✔ 

Current functional 

impairment 
✔ ✔ ✔  ✔   ✔ ✔ ✔ ✔ 

Low social activity level   ✔        ✔ 

Functional status prior to 

admission 

 ✔    ✔      

Prior hospitalization  ✔   ✔  ✔   ✔  

Sensory deficit  ✔ ✔  ✔  ✔  ✔   

Memory loss  ✔          

Polymedication   ✔  ✔  ✔ ✔ ✔ ✔  

Falls in previous year   ✔ ✔      ✔  

Poor self perceived health    ✔    ✔    

Age ✔   ✔ ✔ ✔      

Living situation   ✔  ✔  ✔  ✔ ✔  

Behaviour pattern     ✔       

Mobility   ✔  ✔  ✔ ✔ ✔   

Number of active medical 

problems 

  ✔  ✔    ✔   

Assistance with medication   ✔    ✔ ✔  ✔  

History of mental illness          ✔  

Issues with health literacy          ✔  

End stage condition          ✔  

Diagnosis of CHF, COPD, 

diabetes, HIV, AIDS 

       ✔  ✔  

Incontinent   ✔   ✔ ✔   ✔  

Reduced adherence to 

treatment plan 

         ✔  

Requires assistance to 

manage O2/nebuliser 

         ✔  

Predicted length of stay        ✔    

Patient has complex needs        ✔    
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Table 2 continued: 

 
1 Sensitivity and specificity data for low/medium/high classifications. 

 HARP ISAR 1 ISAR 2 SHERPA BRASS Wu TRST COMPRI NCAHS 

Checklist 

EQ 

Health 

Inouye 

Instrument 

Predicted mental health 

issues during admission 

       ✔    

ED staff recommendation       ✔ ✔    

Failure to cope       ✔  ✔   

Mood/behavior/depression   ✔  ✔ ✔ ✔   ✔  

>6 doctors visits in the 

previous 6 months 

       ✔    

Unplanned admission        ✔    

Patient is retired        ✔    

Quality of life      ✔      

Gender      ✔   ✔   

Race      ✔      

Type of disease      ✔      

Albumin      ✔      

SUPPORT physiology score      ✔      

Need for nursing home      ✔      

Nutrition (eg. weight loss)   ✔         

Pain management   ✔         

Previously refused services   ✔         

Persistent symptoms   ✔         

Additional Tool Data            

Answer type Rating Yes/No Yes/No Yes/ No, 

Rating 

Rating Rating Yes/No Yes/No Yes/No Yes/No Yes/No 

Additional tests required Yes No No Yes Yes No No No No No Yes 

Number of questions 3 6 22 5 10  6 13 66 15 4 

Completed by ED Nurse Self report / 

nurse 

Nurse Nurse Nurse  Nurse ED Nurse 

and Doctor 

Self 

report/nurse 

Nurse Nurse 

Sensitivity (%) 61/40/211 73 93 68 73 - 63 88   88 

Specificity (%) 68/81/891 71 39 71 81 - 60 54   54 

Notes - Followed by 

ISAR 2 

Post 

ISAR 1 

- - - - -    

When tool is administered Admission Admission Post 

ISAR 1 

Admission Admission - Admission Admission Admission Discharge Admission 
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As can be seen from Table 2, the most common factors identified across the tools 

included (from most frequent criteria to less frequent criteria): 

- Activities of Daily Living (ADL) performance / functional impairment 

- Polymedication 

- Cognitive impairment 

- Living situation /support status. Includes whether the patients lives at home, 

nursing home, level of support from family or community services.  

- Prior recent admission to hospital 

- Mood / behavior / symptoms of depression 

- Mobility 

- Sensory deficits (vision / auditory) 

- Incontinence 

- Age 

- Number of active medical problems 

- Falls history 

- Assistance required to manage medication 

 

As a result, the author determined that the screening tool selected for this study should 

cover all of these factors to ensure accurate prediction of functional decline. 

7.2 Analysis of Screening Tools 

In selecting a screening tool for use at RNSH, the reviewed screening tools were 

assessed against a number of factors to ensure accuracy, reliability and operability. 

These factors included: 

i) Content validity and predictive validity 

ii) Resource requirements for administering the screens 

iii) Required Outcomes 

7.2.1 Content Validity and Predictive Validity 

Content validity is defined as ‘the extent to which a test or assessment matches the 

real requirements of the situation (Polgar & Thomas, 2008, p. 292) and predictive 

validity as ‘the extent to which a test or measure can validly predict a future event 

(Polgar & Thomas, 2008, p. 297) 
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The more factors included in a screening checklist, the greater the accuracy in 

identifying relevant patients, however the tool must also be efficient and practical to 

integrate into everyday practice. The number of criteria included in the tool and the 

way these criteria are assessed must be balanced against the clinical utility of the 

screening tool (Harding et al., 2009). For example, the Inouye Instrument includes the 

presence of a decubitus ulcer as a factor indicating increased risk of functional decline 

(Sutton et al., 2008). However, as decubitus ulcers are only present in 2-4% of the 

patients who suffered from functional decline (Cornette et al., 2005), inclusion of  this 

factor in a modified screening tool is not perceived as a high priority. Hence the 

SHERPA tool identified the link, but did not include the presence of a decubitus ulcer 

as a predictor (Cornette et al., 2005).  

 

Another aspect to be considered is the level of assessment required for each criterion. 

The TRST requires the patient’s cognitive state to be assessed using the Mini Mental 

State Examination, with the results integrated into the screen. This increases the work, 

time and resources required to complete the screening tool. The number of criteria for 

an initial screening tool cannot be too excessive or time consuming or the tool will be 

impractical to integrate into admission routines (Sutton et al., 2008). Reducing the 

criteria too much will however affect the content validity of the screening tool. Hence 

to ensure content validity, the criteria selected for the RNSH tool cover all the 

common factors for functional decline identified in the reviewed screening tools as 

listed above. 

 

Predictive validity of the existing tools was reviewed, specifically the sensitivity and 

specificity data as discussed in the literature. Sensitivity is defined as the proportion 

of patients identified by an assessment who required identification, while specificity 

refers to the proportion of patients rejected by an assessment who were correctly 

rejected (Polgar & Thomas, 2008). When developing a screening tool, sensitivity and 

specificity are important, to identify patients requiring referral but also to prevent 

referral of patients who do not require assessment. Specificity and sensitivity data are 

not available for all the tools reviewed and information about generalisation of results 

to other settings is also scarce throughout the literature, hence further testing is 
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required to verify the suitability of the selected tool for an acute care setting. As the 

predictive validity data provided for the tools did not vary significantly, the selection 

of one tool over the others based on this data could not be justified (Sutton et al., 

2008). Available data are provided in Table 2. 

 

In addition, many of the screening tools are designed specifically for aged care 

patients, hence there may be variation in the predictive validity of the tools if they are 

applied to a general acute care ward due to the difference in medical conditions and 

their implications.  

 

Reliability is defined as ‘ the extent to which a test or measurement is reproducible 

(Polgar & Thomas, 2008, p. 298) and is important for a screening tool to ensure that 

results are consistent. There was minimal reliability information available for any of 

the tools. 

7.2.2 Resource Requirements for Administering Screens 

The feasibility and practicality of a screening tool is influenced by how easily the 

required information is obtained.  Factors affecting practicality include: 

- Level of input required to administer the screen. Some tools such as the TRST 

require data from other functional/cognitive tests (Sutton et al., 2008). This is 

impractical for an admission screening tool, as it involves too intensive a level 

of assessment before the screen can be performed. 

- Person completing the tool. Self-report screens are less resource intensive than 

tools requiring medical staff assessment (Mistiaen et al., 1999). Inter-rater 

reliability of the specific tools reviewed is not discussed in the literature, 

however self-report screens will be more open to inconsistency and inaccuracy 

between patients particularly if they wish to portray themselves in a more 

positive or negative light (Burns, 2000). Medical staff / allied health 

assessments may also be vulnerable to bias, if subjective rather than objective 

measures are used (Harding et al., 2009). 

- Timing of the administration of the screen. This is associated with the actual 

purpose of the screen. Screens for discharge planning may occur just prior to 

discharge, whereas screens to determine the risk of functional decline will 
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occur at admission. Availability of resources to complete the screen during the 

admission process must also be considered.  

 

Previous screening tool studies have focused only on the measurement properties 

rather than the efficacy and utility of tools in an acute care context (Harding et al., 

2009). 

7.2.3 Required Screening Outcomes 

Screening tools are designed for a range of purposes hence a tool must be selected 

that is relevant for the specific purpose. For example, the ISAR1 is used for 

preliminary screening and identifies the requirement for a more detailed secondary 

screen (Rosted et al., 2012). Under these circumstances, a simple yes/no rating system 

is sufficient, with more detailed information provided by the second screen. Others, 

such as the Blaylock Risk Assessment Screening Score, are used for patient 

prioritisation thus requiring more comprehensive data collection (Blaylock & Cason, 

1992). RNSH have indicated that they require a tool that prioritises patients for 

occupational therapy referral. 

8. THE MODIFIED BLAYLOCK REFERRAL TOOL  

A Quality Improvement Project (QIP) was undertaken by the RNSH Occupational 

Therapy Department, reviewing the effectiveness of the ISAR 1, Blaylock Risk 

Assessment Screening Score and the eQ Health Discharge Checklist to identify 

patients at risk of functional decline (Tan, 2013).  

  

The project identified the Blaylock Risk Assessment Screening Score as the most 

appropriate tool for RNSH due to the following factors: 

The tool: 

- Prioritises patients at risk of functional decline. 

- Includes the majority of functional decline risk factors defined by the 

literature. 

- Is designed to be completed by nurses on admission to acute care. Hence the 

tool’s purpose is consistent with that required by RNSH. 

- Requires nurse assessment only, does not require additional testing of 

functional/cognitive status. 
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A literature review conducted as part of the QIP, identified that in addition to the 

original Blaylock Risk Assessment Screening Score criteria, ‘falls history’, ‘memory’ 

and ‘diagnosis,’ were parameters which also commonly occurred in other screening 

tools in the literature. As a result, the original Blaylock Risk Assessment Screening 

Score was adapted to include these new items. Prioritisation weighting scores for 

these new items were determined based on discussion with senior RNSH occupational 

therapists and their experience of these factors as influencing a patient’s functional 

performance. The Modified Blaylock Referral Tool is therefore more specific for 

occupational therapy referral. A copy of the tool is included in Appendix A. The 

Modified Blaylock Referral Tool has undergone pilot testing in an acute care ward, 

showing good sensitivity and specificity compared to occupational therapists’ 

assessment of patients’ referral needs. However further work is required to establish 

validity and clinical utility in an acute care context (Tan, 2013).  

9. CONCLUSION 

There are currently no existing published screening tools available for the specific 

identification and prioritisation of patients requiring occupational therapy in an acute 

care setting. A screening tool such as the Modified Blaylock Referral Tool, will assist 

nurses to identify patients at high risk of functional decline requiring early 

occupational therapy referral by providing a consistent set of criteria with which to 

assess patients, thus improving outcomes for patients, therapists and acute care 

facilities (Victorian Government Department of Human Services, 2004). 

 

There are two main areas requiring further review before the Modified Blaylock 

Referral Tool can be implemented in an acute care facility: 

i) The validity and reliability of the tool must be demonstrated in this 

context. 

ii) The feasibility of the tool for use by nurses in this context must be 

demonstrated. 

 

This study will focus on the feasibility of the Modified Blaylock Referral Tool as an 

occupational therapy early referral screening tool for use by nurses in acute care. 
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ABSTRACT 

 

Background/aim: Acute care priorities are focused on stabilisation of a patient’s 

condition on admission. Patients with multi-morbidities affecting functional 

performance may not have their needs adequately met. Occupational therapy is well 

placed to address factors affecting functional decline thus early and accurate 

identification of patients requiring referral is imperative. This study investigated the 

feasibility of an occupational therapy early referral tool for acute care nurses. 

 

Methods: A mixed methods cross-sectional approach was used including: 

i) Completion of the Modified Blaylock Referral Tool (MBRT) on 305 

patients by six acute care nurses in 3 wards. The tool results were analysed 

using descriptive and non-parametric statistics. 

ii) Semi-structured interviews with nurses on completion of the trial to 

understand their perspectives of occupational therapy and using the 

MBRT. 

 

Results: Of the assessed patients, 45% were recommended for occupational therapy 

referral. The main criteria associated with functional decline risk were mobility, 

memory and recent hospital admissions. Nurses indicated barriers to referral included 

resource limitations, lack of visibility and understanding of occupational therapy and 

lack of holistic assessment of patients. The MBRT identified patients consistent with 

nurses’ own recommendations and was easy to administer during admission to the 

ward.  

 

Conclusion: This study demonstrates the clinical utility of the MBRT for nurses to 

identify acute care patients at risk of functional decline. Recommended further 

research includes trials with larger nurse and ward samples and longitudinal studies to 

examine the effect of the MBRT on outcomes such as length of stay and post-

discharge functional performance. 

 

Key words: functional decline, screening tool, triage, hospital admission, prioritisation 
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INTRODUCTION 

Due to current economic constraints on acute care services, hospital priorities are 

focused around decreasing the length of patient stay and reducing readmission rates 

(Craig, Robertson, & Milligan, 2004; Griffin & McConnell, 2001). Indeed, this focus 

is consistent with the fundamental definition of acute care as, ‘a short stay within a 

hospital setting’ (Anderson, Anderson & Glanze, 1998, p.18). Acute care priorities 

are to stabilise the specific condition for which a patient is admitted and are 

characterized by a medical-model of care with less opportunity to identify other 

conditions that will impact on a patient’s functional performance. This may affect the 

ability to safely discharge patients in a timely manner (Victorian Government 

Department of Human Services, 2004). The Royal North Shore Hospital (RNSH), a 

660 bed facility servicing the north shore area of Sydney, has recognised that the local 

aging population will result in an higher complexity of medical conditions, increasing 

the demand on acute care in the future (Northern Sydney Central Coast Health, 2008; 

New South Wales Health Department, 2013). Hence, RNSH staff are investigating 

systems facilitating timely identification, treatment and sustainable discharge of 

patients with complex needs. 

 

Multidisciplinary strategies promoting psychosocial, functional and medical 

outcomes, have been shown to decrease length of stay and re-admission rates, and 

improve treatment cost-effectiveness due to the client-centred nature of these 

strategies (Landi et al., 1997). The occupational therapy role in acute care is 

concerned with the discharge planning process, specifically providing client-centred 

assessment, identifying appropriate discharge options, and providing support to 

facilitate these options (Holm & Mu, 2012). In contrast, nurses’ perceptions of the 

occupational therapy role vary depending on the facility, relationships with individual 

therapists and nurses’ knowledge of occupational therapy. Nurses commonly perceive 

occupational therapists as providers of home visits and equipment, as discharge 

planners and as barriers delaying discharge (Atwal, 2002). Where there are no defined 

criteria for nurses to refer a patient to occupational therapy, nurses refer based on their 

assessment of the patient’s need, prior experience of occupational therapy and their 

perception of how a therapist can address this need (Hobbs, Boysen, McGarry, 

Thompson, & Nordrum, 2010).  Nurses’ perceptions of the occupational therapy role 
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are therefore influential in determining how patients are referred with poor 

understanding of the role resulting in lack of referral, inconsistent or late referral 

(Craig et al., 2004).  

 

Early identification of patients requiring occupational therapy allows for a proactive 

approach to therapy, increasing the timeframe for provision of therapy and enabling 

the development and implementation of comprehensive, integrated and client-centred 

care plans (Griffin, 2002). A meta-analysis of controlled trials by Stuck et al. (1993) 

showed that early referral to multidisciplinary teams including occupational therapy is 

important in preventing functional decline and consequential prolonging of hospital 

stays in elderly patients. Additionally, a case study by Craig et al. (2004) illustrated 

how the involvement of occupational therapy as part of a multidisciplinary team 

resulted in better client outcomes such as appropriate, safe and durable discharge 

options, and more effective discharge decisions and planning. 

 

Screening tools have been shown to improve identification of patients with complex 

needs at admission, allowing earlier allied health involvement and improved 

discharge outcomes (Hobbs et al., 2010). A pilot study by Hobbs et al. (2010) showed 

that early referral tools benefit the institution by reducing length of stay and 

readmission rates and streamlining the occupational therapy referral process by 

decreasing inappropriate referrals. Occupational therapist job satisfaction improved 

due to better utilisation of therapists’ expertise in clinical decision-making as a 

consequence of the reduction in inappropriate referrals. 

 

Although a number of screening tools have been identified from the literature, no 

existing tool covers all the necessary criteria for predicting risk of functional decline 

and facilitates patient prioritisation. The Modified Blaylock Referral Tool (MBRT) 

was developed by the author to address these deficiencies and initial testing of the 

instrument confirmed that the tool has an acceptable level of specificity and 

sensitivity when compared to an occupational therapy assessment of referral need 

(Tan, 2013). Further testing is required however to establish the validity and clinical 

utility of the tool for use in an acute care context. 
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The Modified Blaylock Referral Tool has been identified as a suitable tool to identify 

patients requiring occupational therapy referral. The purpose of this study is therefore 

to investigate the clinical utility of the tool and to identify the characteristics of 

patients who would potentially require occupational therapy referral.  The research 

question posed was: ‘Is a tool facilitating early identification of patients requiring 

occupational therapy referral feasible for nurses in an acute ward setting?’  

METHODS 

This pilot study used a cross-sectional, mixed method design to explore the feasibility 

of acute care nurses using the MBRT to identify patients requiring occupational 

therapy referral. Data were collected via interviews with nurses administering the tool 

on the ward and data from the completed checklists. The cross-sectional design was 

appropriate to establish associations between the variables within the MBRT and a 

patient’s need for occupational therapy referral (Bowling, 1997), while the mixed 

methodology enabled qualitative and quantitative results to be compared and 

combined to provide  a comprehensive investigation of the tool’s feasibility (Creswell 

& Clark, 2007, p.5). 

Participants 

Participants consisted of six nurses from one acute care orthopaedic ward, one Short 

Stay Surgical Unit (SSSU) and one Pre-Admission Clinic (PAC). These wards were 

selected due to the broad range of patients they treat, which makes identification of 

patients with complex needs more difficult for nurses. The Clinical Nurse Consultant 

provided consent for the wards to be included in the study and nominated the nurses 

to be involved based on a convenience sample. All nurses invited to participate in the 

study were provided with a Participant Information Sheet detailing the purpose of the 

research and nurses provided informed consent. The nurses were trained in the use of 

the MBRT and were supervised in the completion of the tool to ensure correct 

administration by the author. The nurses then used the tool in their day-to-day duties 

on the ward unsupervised.  

 

Nurses participating in the trial were awarded continuing professional development 

points towards their professional registration because of their involvement in the 

study.  
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The Northern Sydney Local Area Health District Human Research Ethics Committee 

granted approval for this project. 

Data Collection 

Modified Blaylock Referral Tool 

The MBRT comprises of a 13-question survey covering functional, physical, 

cognitive and psychosocial status to identify whether occupational therapy referral is 

required. It uses a weighted scoring system, facilitating prioritisation of referrals. A 

copy of the tool is included in Appendix A. 

 

During the six-week data collection period, participating nurses selected and 

completed the MBRT on a convenience sample of patients within 48 hours of 

admission. Under normal circumstances, on completion of the checklist, the nurse 

determines the patient’s priority for referral based on the MBRT score, and a referral 

to occupational therapy would follow. As a pilot study, the purpose of the study was 

to collect data rather than prompt occupational therapy referral hence nurses were 

instructed to continue with their usual referral practices regardless of the MBRT 

results. 

 

The nurses completed 305 tools during the data collection period. This allowed a 

reasonable estimation of usual practice so that data could be used to calculate sample 

sizes for future studies on this topic. 

 

Semi-Structured Interviews 

Interviews were performed by the first author at the end of the trial of the MBRT. 

Questions were designed to gain information from the nurses about their experience 

administering the tool on the ward, their perceptions of the tool’s strengths and 

weaknesses, their understanding of the occupational therapy role in acute care and 

their experience of referral to occupational therapy. These topics were identified by 

the literature as areas requiring further investigation. The interview questions are 

included in Table 1. 

 
Insert Table 1: Interview questions 
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Each interview lasted 20-30 minutes, and all were audiotaped. Digital recordings were 

transcribed verbatim.   

Data Analysis 

Modified Blaylock Referral Tool 

The MBRT data were analysed using descriptive and comparative statistics using the 

SPSS Version 21.0 statistical package (IBM Corporation, 2012), to determine 

similarities and differences between priority groups requiring occupational therapy 

referral in terms of functional decline risk factors. Groups were divided into priority 

levels based upon the following criteria adapted from Blaylock & Cason (1992).  

- Score <10: No risk 

- Score = 10: Low risk 

- 11-20: Medium risk 

- Score => 20: High risk 

 

Low, medium and high-risk scores using this tool would prompt occupational therapy 

referral at the respective priority levels. 

 

Statistical tests for normality showed that the MBRT data were not normally 

distributed, hence the data were analysed using Kruskal-Wallis and Mann-Whitney U 

non-parametric tests (Polgar & Thomas, 2008). 

 

Semi-Structured Interviews 

Interview transcripts were analysed using NVivo 10 software (QSR International Pty 

Ltd, 2012). Transcripts were read and re-read, then coded line-by-line. Each code was 

then grouped with similar codes to form themes. Repetition of similar themes within 

new interviews indicated that data saturation had been reached.  

Rigour 

Rigour of the qualitative data analysis was addressed using the four criteria specified 

by Lincoln and Guba (1986) as follows: 

i) Credibility – Interview transcriptions were member checked to verify 

accuracy of recording and interpretation. 
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ii) Transferability – Experienced participants with knowledge across a broad 

range of acute care practice were recruited. 

iii) Dependability – Analysis adhered to a recognized coding method. 

iv) Confirmability – Independent coding of data and cross checking of themes 

were conducted by the first and second authors. 

RESULTS 

Characteristics of Study Participants  

Seven nurses were initially invited to participate in the trial, however one declined. 

Participant data are summarised in Table 2. 

 

Insert Table 2: Demographics of nurses participating in the Modified Blaylock 

Referral Tool Trial 

Patient Data From the Modified Blaylock Referral Tool Trial  

Overall 305 Modified Blaylock Referral Tools were completed during the trial period, 

with the majority of patients surveyed (81.6%; n=249) from the PAC. Patients from 

the acute ward and the PAC were mainly over the age of 65 (Acute ward: 68.4%; 

n=26 and PAC: 52.2%; n=130 respectively). Conversely 77.8% (n=14) of patients in 

the SSSU were below the age of 55, with none over the age of 65. The gender split 

was approximately equal in the acute ward and PAC, however 61.1% (n=11) of the 

patients treated in the SSSU were male. 

Modified Blaylock Referral Tool Results 

Table 3 summarises the demographics of the surveyed patients and shows the mean 

MBRT scores for the corresponding individual criteria both by ward and overall.  

 

Table 3 also identifies profiles of patients requiring referral to occupational therapy 

across the wards, showing common characteristics of patients who should be referred 

according to the MBRT. In total, 44.3% (n=135) of patients were identified who 

required referral to occupational therapy. The acute care ward had the highest 

proportion of patients requiring referral - 87.7% (n=33) of which 28.9% (n=10) of 

these were high need, followed by the PAC with 40.6 % (n=101) requiring referral, 

and the SSSU with 5.6% (n=1) needing referral.  
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Insert Table 3: Modified Blaylock Referral Tool results for the surveyed patients 

 

Higher MBRT scores were associated with memory issues (p<0.001), previous 

hospital admissions in the past 3 months (p<0.001), confused behaviour (p=0.001), 

disorientation (p<0.001), and requiring assistance for ambulation (p<0.001). A 

number of functional criteria were also associated with higher MBRT scores, 

including requiring assistance for toileting (p<0.001), finances (p<0.001), and 

medication administration (p=0.006); incontinence of faeces (p=0.018) and a patient’s 

concern for their ability to cope at home post discharge (p<0.001). These risk scores 

were more pronounced in the acute care ward.  

 

Other parameters with a strong likelihood of functional decline included wandering 

behaviour (p=0.002), number of active medical conditions (p<0.001), patient’s ward 

(p<0.001), falls (p<0.001), and age (p<0.001). Age was further investigated to 

determine the effect of the weighting on the final prioritisation score. The scores were 

recalculated, removing the age weighting – however there was still an association 

between increasing age and higher MBRT scores (p<0.001).  

 

Although incontinence of urine (p=0.123) and depression (p=0.162) had a high or 

medium range MBRT score compared to those without these conditions the 

associations were not statistically significant.  

Nurse Attitudes to the Use of the Modified Blaylock Referral Tool 

Three main themes emerged from the nurse interviews: 

i) The current reality of practice and barriers to occupational therapy referral. 

ii) Nurses’ experiences of using the MBRT 

iii) Future opportunities 

 

Table 4 summarises the main themes from the interviews.  

 

Insert Table 4: Nurse interview themes 

 

The nurses reflected on their experiences of using the tool throughout the interviews, 

highlighting ease of use, consistency with their own assessment of patients requiring 
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occupational therapy, structure and the prompting of a more holistic approach to 

patient assessment as key benefits.  

 

1. Current Reality of Practice and Barriers to Early Occupational Therapy Referral 

Resource constraints were a common theme for many nurses, who identified the lack 

of visibility of occupational therapists on their wards, insufficient time to refer and 

lack of efficient referral systems and a perceived lack of availability of therapy 

services as referral barriers. 

 

‘For some of the orthopaedic patients, the occupational therapists come 

and see them here. But usually they don’t have time…….. they used to, but 

they haven’t for a long time.’  

(PAC nurse A) 

 

Communication was also identified as a referral barrier, with nurses expressing a lack 

of confidence in existing methods of communication and information transfer, such as 

note taking and paper records, consistent with the literature.  

 

‘There’s a real gap……. if there was something that the nurses could use 

to flag them [OT’s], because at the moment the paperwork just goes off 

and we have no idea.’ 

   (PAC nurse C) 

 

Overall, nurses had an awareness of the assistance that occupational therapists could 

provide to support a patient’s functional outcomes. They identified the importance of 

assessing a patient’s function, indicating that in terms of discharge home, 

 

‘…….if they’re not set up for their functional environment, then I think it 

retards them as well’.  

(Acute Care nurse) 

 

The nurses used a number of criteria to identify patients requiring referral and many 

of these factors were consistent with those included in the MBRT. 
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‘Mobility issues and self-care issues are the major ones. If they’re elderly, 

on their own, if they have mental health things or dementia or things like 

that’.  

(PAC nurse D) 

 

Nurses also reported additional risk factors that they used to flag patients requiring 

higher levels of discharge support, including living in a rural setting and presence of 

pressure areas. 

  

All the nurses participating in the study relied on their previous clinical experience, to 

inform their clinical reasoning and ability to identify patients with complex care 

needs. They had concerns that less experienced nurses would not necessarily consider 

a patient’s functional capacity when assessing their suitability for discharge.  

 

‘Sometimes I don’t think they [other nurses] think of the whole total 

person, they just think of what’s actually in front of them……….not 

thinking of the total impact that that [injury] can have on someone, 

physically and out in the real world, because it’s just a lower limb fracture 

and you can get up on crutches and you can go home. Well that’s 

sometimes easier said than done, if it was me, I’ve got three flights of steps 

to get up’. 

 (Acute Care nurse) 

 

The nurses admitted however, that the MBRT prompted them to consider a patient’s 

functional implications more deeply, regardless of their experience level. 

 

2. Nurses’ Experiences of Using the Modified Blaylock Referral Tool 

The nurses were all positive about their experience using the MBRT, with the patients 

identified by the tool as at risk of functional decline consistent with the nurses’ own 

assessments. The tool criteria were consistent with the risk factors used by the nurses.  
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 ‘It was pretty accurate actually. I think it covered all the bases that I can 

think of in terms of patients’ needs on discharge.’ 

    (PAC nurse D) 

 

In addition, patients prioritised with higher scores were also the patients that the 

nurses classified as having more complex care needs. 

 

‘It was consistent with the patients that I would expect would have high 

needs once they got home’.      

                  (PAC nurse D) 

 

In terms of practicality and ease of use, all nurses indicated that the tool did not 

significantly increase their workload.  

 

‘By the time you’d finished your nursing admission you could answer it 

fairly quickly, less than a minute probably’.  

(PAC nurse B) 

 

Indeed, the majority of the information required by the tool was already determined 

during the admission process through discussions with or observation of the patients. 

 

‘Having seen the people….and just asking a couple of questions, or just even 

seeing them do things, I could fill out the form. So I didn't have to specifically 

go and ask, because it's stuff that you already ask in chatting with them.’  

       (SSSU nurse) 

 

Nurses perceived early identification of patients with complex needs as a benefit of 

the tool, as this could facilitate more efficient and effective treatment. 

 

‘Once they’re admitted to the ward and they’re already flagged then the 

process can begin straight away and can be streamlined.’ 

            (PAC nurse D) 
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The MBRT was viewed by nurses as promoting a holistic understanding of patients 

rather than a medical condition based focus, therefore facilitating proactive provision 

of patient support.  

 

‘I think it’s great that it’s heightening the awareness of just thinking 

ahead, planning ahead, not just thinking about our patient coming in for 

the surgery but the impact of it afterwards’. 

   (PAC nurse C) 

 

Nurses also advised that the MBRT provided structure and ensured they were more 

thorough in their nursing admission assessments, prompting them on functional 

aspects to discuss with patients.  

 

3. Areas for Improvement and Future Implications for the Modified Blaylock Referral 

Tool 

A number of improvements were suggested for the tool, including clarification of the 

instructions for specific areas such as falls history and functional status. The nurses 

also identified the requirement for multiple administrations of the tool for some 

patients. For example, patients with an extended hospital stay or who have undergone 

major surgery will have significantly different functional needs as their stay 

progresses. A time based prompt and a prompt based on particular medical procedures 

must be considered prior to implementation of the tool. 

 

The nurses were supportive about the potential to integrate the referral tool into an 

electronic medical record (EMR) system, with the proviso that access to these systems 

would require significant improvement. The EMR was viewed as the most efficient 

method to communicate information between departments, as long as all departments 

were accessing and using the system. 

 

 ‘I think the best thing to do would be to integrate it into a computer 

program and if there was an alert system that triggered a referral.’  

(PAC nurse D) 
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DISCUSSION 

With occupational therapy staffing under increasing strain in acute care settings, 

identification and prioritisation of patients with complex care needs will allow for 

more proactive and effective planning and allocation of resources in response to an 

assessed level of patient need (Harding, Taylor, & Shaw-Stuart, 2009). This pilot 

study investigated the feasibility of the Modified Blaylock Referral Tool when used 

by nurses in an acute care context.  

Modified Blaylock Referral Tool Findings 

A number of associations were determined between tool criteria and the MBRT total 

score. The common factors identified by nurses, such as age, living status and 

mobility contributed to a higher score and hence risk of functional decline. However 

other less widely recognised factors such as memory, number of previous admissions 

within the past three months, cognitive factors, and functional criteria including 

requiring assistance for toileting, finances and medicine administration were shown to 

have a strong association. This is consistent with Sager et al. (1996) who similarly 

found that age, cognitive and functional status were strongly associated with 

functional decline. This highlights the necessity of considering a patient’s overall 

needs rather than purely their medical condition during admission, as these criteria 

will have a strong influence on the level of support required for discharge. 

 

The ward was also associated with the MBRT score. Patients from the acute ward 

were generally at higher risk, due to the nature of their conditions. Nurses reported 

that patients from the SSSU or PAC were often undergoing procedures with less 

functional impact and had preliminary appointments with the hospital prior to 

admission to facilitate preparation for admission and organisation of post discharge 

support. 

 

The patient’s perception of their ability to cope post discharge was strongly associated 

with a high risk score, suggesting that a patient may be aware of circumstances, roles 

or functional performance issues that will impact their successful discharge. 

Identification of patient concern in the MBRT will allow occupational therapy to 

address the reasons behind this concern.  
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Nurse Identification of Patients with Complex Needs  

Overall, interview data indicated that the criteria identified by the nurses as alerts for 

functional decline were consistent with the MBRT criteria. However, despite the 

range of functional decline flags identified in the MBRT results, the only high priority 

flag discussed by nurses during the interviews as important was mobility. This 

suggests that the MBRT is needed to ensure that patients with complex care needs are 

not overlooked by nurses, particularly if criteria such as the number of admissions in 

the previous month and memory issues, both high risk criteria, are not routinely 

considered when nurses are reviewing patients.  

 

Despite the high level of experience amongst nurses interviewed, nurses did not 

consistently mention functional performance as a criterion to identify patients 

requiring occupational therapy referral. This indicates that the ability to use clinical 

reasoning to assess the risk of functional decline is not only based on experience 

level, but also depends on an individual nurse’s understanding of function and its 

effect on discharge safety and durability. The MBRT provides consistency in 

occupational therapy referral between nurses, clarifying where occupational therapy 

can assist and prompting nurses to review patients in a more holistic manner. With 

resource constraints reducing occupational therapy visibility on the ward, nurses 

cannot rely on the therapist to identify patients needing referral, and collaboration 

between nurses and therapists on a daily basis may be reduced.  The necessity for 

nurses to be able to accurately assess patients with complex support needs is 

becoming increasingly important. 

 

The nurses suggested extra criteria for addition to the checklist, for example the 

Waterlow pressure care score. However, the tool has been designed purely as a 

screening checklist hence the number of criteria and assessment methods must be 

balanced against the clinical utility of the tool (Harding et al., 2009). Cornette et al. 

(2005) identified that although the presence of a decubitus ulcer is a strong indicator 

of functional decline the condition is not sufficiently prevalent to warrant inclusion in 

a screen. In addition, patients with decubitus ulcers will be identified through other 

criteria, such as functional status. Hence, assessments that increase the tool’s 
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administration time with minimal additional benefit have been excluded from the 

screen.  

Importance of Communication and Definition of the Occupational Therapist 

Role 

Throughout the interviews, it was clear that for the MBRT to be effective, nurses 

required not only an understanding of the occupational therapy role but also a strong 

relationship with therapists to support communication and feedback of information. 

The nurses reported that the checklist does not replace communication but rather 

enhances communication effectiveness facilitating efficient service provision to 

support patients’ functional needs. 

 

The perception of occupational therapy within acute care varied between nurses. 

Equipment prescription was identified as a major reason for referral, however many 

nurses also indicated that they referred to assist with functional performance issues. 

One participant referred patients requiring functional support to other medical staff, 

such as doctors rather than occupational therapy. This highlights the need for 

therapists within acute care to define their role and increase their visibility to ensure 

that nurses are reminded of the assistance that occupational therapy can provide thus 

making referral simpler and more consistent. This need to articulate the role of 

occupational therapy is not specific to acute care, with similar findings noted by 

Smith and Mackenzie (2011) in mental health settings. 

Clinical Utility of The Modified Blaylock Early Referral Tool  

The nurses’ experience of the MBRT was generally positive. All nurses reported that 

the tool’s prioritization of patients at risk of functional decline was consistent with 

their own personal assessment. Although additional research is required to verify the 

tool’s accuracy in terms of an occupational therapy assessment of appropriateness of 

referral, this pilot study gives a preliminary indication that the tool is identifying and 

rejecting the correct patients. 

 

Overall, the tool administration was considered to be user friendly and required 

minimal resources. Nurses reported that the majority of the information required was 

already collected during the admission process, however any additional information 
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was easily added to this process.  As a result, the time taken to administer the tool was 

minimal. The majority of nurses integrated the tool into their admission routine and 

recommended that formal inclusion as part of the admission process was the best way 

to ensure widespread use.  

 

The nurses identified that the MBRT provided structure to interviews and prompted 

them to consider clients more holistically. Nurses advised that admission interviews 

were mainly focused around the patient’s diagnosis with less consideration of 

functional performance. Indeed the nurses reported that using the tool had prompted 

them to think more deeply about the functional implications of a patient’s condition 

and the effects on discharge. The tool was perceived as providing a proactive 

approach to care for patients with complex needs, with impairments influencing 

discharge identified and addressed earlier in a patient’s stay potentially decreasing 

length of stay and readmission rates. In addition, providing a prioritised list of patients 

requiring occupational therapy can improve patient management and workflow, by 

facilitating more structured occupational therapy resource planning (Hobbs et al., 

2010).  

Implications of the Modified Blaylock Referral Tool 

A major benefit identified by many of the nurses is the future integration of the 

MBRT with the electronic medical record system that is currently being implemented 

at RNSH. Ideally, the system would extract the relevant data from computerised nurse 

admissions, then generate a referral based on the MBRT score. Alternatively as a 

preliminary system, nurses will complete the tool online, with the data required by the 

MBRT drawn from the system via the EMR and referrals automatically generated 

based on the MBRT score thus reducing the time required to refer to occupational 

therapy. Automating the MBRT will improve the efficiency, consistency and 

transparency of the referral system for all stakeholders. Access to MBRT data 

electronically will also provide significant benefits for health researchers. However, 

nurses indicated that due to the lack of access to input data to the system and the lack 

of consistent use by all departments, automation of the MBRT is currently not 

feasible. 
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The trial also emphasized the importance of occupational therapists defining their role 

within acute care. The lack of holistic patient assessment indicates that nurses may 

not be referring adequately to occupational therapy or may not be familiar with the 

role of the occupational therapist in contributing to improving a patient’s functional 

performance, identifying appropriate discharge options and the importance of early 

referral to facilitate improved discharge outcomes. The nurses involved in this trial 

were all highly experienced and working in an orthopaedics context hence were likely 

to have had a higher exposure to the occupational therapy role and hence a better 

understanding of the assistance therapists can provide with discharge than the general 

nursing population. Even within this group, the themes of lack of occupational 

therapy visibility and role definition were still prevalent, suggesting that other areas of 

acute care may have a much poorer understanding. This highlights the importance of 

therapists actively promoting their role within an acute care context. 

Scope and Limitations 

The pilot nature of this study introduced many limitations into the study design. The 

sample size of the nurse qualitative component and the completed surveys was 

relatively small, and nurses were based in a limited number of wards. Hence, although 

the results give an indication of the tool’s feasibility, they cannot be extrapolated to 

all acute care contexts and wards. In addition, the sample size was insufficient to 

establish statistical associations for some criteria. As a result, despite the positive 

outcomes received, further studies with a larger sample size of nurses across a broader 

range of wards and in different hospital settings are required to determine the 

accuracy, reliability and practicality of the tool in an acute care context.  

 

The sample of patients surveyed was not representative of the general acute care 

population, with a higher proportion of patients in the 65-79 year old age group 

compared to NSW acute care hospital averages (NSW Ministry of Health, 2013). This 

may be attributed to the nature of the wards participating in this study. Had the study 

scope included all acute care wards at RNSH rather than being skewed towards 

orthopaedic wards, the age demographics may have been more consistent with the 

NSW average. This may have influenced the study outcomes, specifically the 

proportion of patients requiring occupational therapy referral and also the specific 

criteria contributing to the MBRT score. Hence the data from this trial, although 
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providing a preliminary indication of referral patterns, cannot be taken as conclusive. 

In addition, this trial did not review the effect of the MBRT on longer-term outcomes, 

such as length of stay and functional performance post-discharge. Future research 

should focus on trialing the survey in more acute care wards and longitudinal studies 

to determine whether the tool improved longer-term outcomes. 

CONCLUSION 

This pilot study demonstrated the clinical utility of the Modified Blaylock Referral 

Tool within an acute care context. Benefits of the tool included its ease of use, and 

accuracy in identifying patients consistent with nurses’ assessment of complex need 

thus potentially streamlining the provision of occupational therapy services. The tool 

provides a prompt to nurses to think more holistically about a patient’s discharge, the 

importance of functional performance in ensuring a safe, sustainable and timely 

discharge; and the assistance that occupational therapy can provide in facilitating this 

process. In addition, the automation of the tool using an electronic medical record 

system could introduce further efficiencies into occupational therapy referral. 

 

In an acute care environment where the value of efficient and coordinated care is well 

recognised, the Modified Blaylock Referral Tool will facilitate a more proactive 

involvement of occupational therapy in clinical decision-making and provision of 

therapy services. This will deliver a more integrated, client-centred approach to 

discharge potentially improving outcomes for patients, families, clinicians, Royal 

North Shore Hospital and other acute care facilities. 
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Table 1: Interview questions 

 Question 

1. 

 

 

2. 

 

 

 

 

3. 

 

4. 

 

5. 

 

 

 

6. 

 

 

 

 

 

7. 

 

8. 

 

9. 

 

 

 

10. 

 

11. 

 

 

12. 

 

 

13. 

How did you find using the tool on the ward with respect to: Ease of use, time 

taken to complete, clarity, contribution to workload, any patient reactions?  

 

As a tool to identify/alert to patients at risk or with discharge needs, how do you 

think the tool went?  

- Identification of appropriate patients 

- Identification of too many patients or not enough 

 

At what point of admission should be tool be administered? 

 

Did the tool help you in your day-to-day work on the ward? How? 

 

Do you refer to occupational therapy for discharge assistance? When do you 

refer a patient to occupational therapy? What are the flags for you, based on 

your personal experience? 

 

How did you find filling out the ‘functional status’ section of the checklist? Did 

you find it difficult to estimate what level of assistance a patient will require at 

discharge? (Did you take it to mean that the individual patient could/could not 

perform the task without assistance? Or did you consider the patient’s functional 

status depending on whether they had family/carers to assist?)  

 

What improvements could be made to the tool? What didn’t work so well?  

 

Did you observe any changes on the ward as a result of this trial?  

 

Do you think that there was a difference in the outcome from the tool based on 

whether you did a file review or whether you had seen the patient before filling 

out the tool? 

 

What do you perceive as the benefits of a tool like this? 

 

How do you see this tool being integrated into practice on the ward/clinic? What 

do you think is needed to support use of this tool? 

 

With the introduction of electronic medical records, we may have the ability to 

automate the alert system. Do you see a benefit to this? 

 

Any other general advice that we need to consider for our project? 
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Table 2: Demographics of Nurses Participating in the Modified Blaylock 

Referral Tool Trial1 
 

 Ward Gender Nursing 

Experience 

(years) 

Role 

1 Pre admission clinic F 24 Registered Nurse 

2 Pre admission clinic F 30 Registered Nurse / Clinical 

Nurse Consultant 

3 Pre admission clinic F 40 Registered Nurse 

4 Pre admission clinic F 21 Registered Nurse 

5 Short Stay Surgical Unit F 32 Registered Nurse 

6 Acute Ward F 27 Clinical Nurse Consultant 
1The number of Blaylock surveys completed by each nurse could not be determined as all surveys were de-identified prior to 

analysis 
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Table 3: Modified Blaylock Referral Tool Results for the Surveyed Patients (N=305) 

 

   Mean Blaylock Score 

for Individual Wards 

  

 

 Association 

with Risk Score 

 Total 

n 

% Acute 

Care 

SSSU
2 

PAC1 Mean Total 

Score 

CI (95%) 

Mean 

Blaylock 

Risk Score 

p value3 

Age:        p<0.001 

<= 55 99 32.5 7.4 4.5 4.2 5.2 (4.4-6.0) No risk  

56 – 64 44 14.4 20.2 7.8 9.3 10.5 (8.5-12.5) Low  

65-79 127 41.6 18.8 - 9.9 11.2 (10.3-12.1) Medium  

80+ 35 11.5 20.9 - 14.8 16.7 (14.3-19.1) Medium  

         

Gender        p=0.754 

Male 154 50.5 17.4 4.6 8.7 9.6 (8.6-10.6) Low  

Female 145 47.5 18.3 6.8 8.9 10.0 (8.9-11.1) Low  

Unknown 6 2.0 - - - - -  

         

Ward        p<0.001 

Acute Care Ward 38 12.5 - - - 17.8 (15.0-20.6) Medium  

PAC1 249 81.6 - - - 8.8 (8.2-9.4) No risk  

SSSU2 18 5.9 - - - 5.3 (3.4-7.2) No risk  

         

Living Situation        p<0.001 

Alone 72 23.6 20.1 8.3 11.2 12.8 (11.2-13.4) Medium p<0.001 

Hostel 8 2.6 30.0 - 8.5 13.9 (5.0-22.8) Medium p=0.328 

With family /spouse 225 73.8 15.2 4.3 8.2 8.7 (7.9-9.5) No risk p<0.001 
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Table 3 continued: 

   Mean Blaylock Score 

for Individual Wards 

  Association 

with Risk Score 
 Total 

n 

% Acute 

Care 

SSSU2 PAC1 Mean Total 

Score 

CI (95%) 

Mean 

Blaylock 

Risk Score 

p value3 

Functional Status        p<0.001 

Eating/feeding 11 3.6 28.0 - 11.0 19.7 (12.2-27.2) Medium p=0.001 

Bathing/grooming 65 21.3 19.8 7.4 13.0 14.9 (12.8-17.0) Medium p<0.001 

Toileting 22 7.2 27.0 - 16.8 22.2 (18.1-26.3) High p<0.001 

Transferring 20 6.6 23.3 - 13.1 19.3 (14.8-23.8) Medium p<0.001 

Incontinent of urine 3 1.0 17.2 - - 32.0 (-56.9-

120.9) 

High p=0.123 

Incontinent of faeces 2 0.7 17.2 - - 31.5 (-63.8-

126.8) 

High p=0.018 

Meal preparation 124 40.7 20.0 6.2 10.5 12.4 (11.1-13.7) Medium p<0.001 

Medication administration 5 1.6 30.0 - 17.0 22.2 (8.2- 36.2) High p=0.06 

Finances 8 2.6 25.8 - 21.5 24.8 (16.8-32.8) High p<0.001 

Grocery Shopping 141 46.2 17.8 7.0 11.4 12.5 (11.4-13.6) Medium p<0.001 

Transportation 144 47.2 18.2 6.7 11.6 12.9 (11.7-14.1) Medium p<0.001 

Concerned with ability to cope post 

discharge 

20 6.6 27.0 - 19.5 21.2 (18.2-24.2) 

 

High p<0.001 

         

Cognition         p<0.001 

Orientated 292 95.7 14.1 5.31 8.7 9.1 (8.5-9.7) No risk  

Disorientated 13 4.3 28.2 - 21.0 25.7 (-17.0-

68.4) 

High  

         

Memory Issues 19 6.2 29.6 5.3 18.0 23.5 (19.6-27.4) High p<0.001 
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Table 3 continued: 

 

 

  Mean Blaylock Score 

for Individual Wards 

  Association 

with Risk Score 
 Total 

n 

% Acute 

Care 

SSSU2 PAC1 Mean Total 

Score 

CI (95%) 

Mean 

Blaylock 

Risk Score 

p value3 

Behaviour Pattern        p<0.001 

Wandering 7 2.3 - - 15.5 17.4 (11.3-23.5) Medium p=0.02 

Agitated 8 2.6 10.0 - 11.7 11.3 (8.1-14.8) Medium p=0.192 

Confused 4 1.3 31.8 - - 31.8 (23.5-40.1) High p=0.001 

Depressed 3 1.0 - - 16.3 16.3 (-6.2-38.8) Medium p=0.162 

         

History of Falls        p<0.001 

         

Sensory deficits        p<0.001 

No deficits 192 63.0 14.6 5.0 7.2 8.1 (7.3-8.9) No risk  

Visual or hearing deficits 88 28.9 25.1 7.5 10.9 12.4 (10.9-13.9) Medium  

Visual and hearing deficits 25 8.2 - - 11.8 12.6 (10.3-14.9) Medium  

         

Mobility        p<0.001 

Ambulatory 226 74.1 12.0 5.3 7.7 7.7 (7.1-8.3) No risk  

Ambulatory with mechanical assistance 61 20 18.3 5.5 14.5 14.9 (13.1-16.7) Medium  

Ambulatory with human assistance 10 3.3 24.1 - 14.0 22.1 (16.0-28.2) High  

Nonambulatory 8 2.6 15.6 - - 15.6 (12.8-18.4) Medium  

         

Chronic Condition 157 51.5 20.6 - 11.7 13.3 (12.3-14.3) Medium p<0.001 
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Table 3 continued:       

   Mean Blaylock Score 

for Individual Wards 

  Association 

with Risk Score 
 Total 

n 

% Acute 

Care 

SSSU2 PAC1 Mean Total 

Score 

CI (95%) 

Mean 

Blaylock 

Risk Score 

p value3 

Previous Admissions (last 3 months)        p<0.001 

None 253 83 15.3 5.3 8.4 8.9 (8.2-9.6) Low  

1 46 15.1 20.8 - 11.0 12.9 (10.8-15.0) Medium  

2 1 0.3 N/A - - - -  

3 5 1.6 30.7 - 14.5 24.2 (10.6-37.8) High  

         

Active medical problems        p<0.001 

<3 209 68.5 9.3 5.1 7.5 5.9 (5.3-6.5) No risk  

3-5 67 22 16.9 - 11.8 12.8 (11.5-14.1) Medium  

>5 29 9.5 24.8 - 14.5 19.5 (16.4-22.6) Medium  

         

Number of Medications         

<3 116 38 11.0 5.1 5.1 5.5 (4.7-6.3) No risk p<0.001 

3-5 99 3.5 13.6 - 9.4 9.7 (8.7-10.7) No risk  

>5 90 29.5 21.0 - 13.0 15.1 (13.8-16.4) Medium  

         

Risk Level         

No risk 170 55.7 5.2 4.5 5.5 5.4 (5.0-5.8) No risk  

At risk 21 6.9 - - - 10.0 (9.5-10.5) Low  

Medium risk 92 30.2 15.8 - 13.2 13.8 (13.3-14.3) Medium  

High risk 22 7.2 28.2 - 21.8 25.0 (22.4-27.6) High  
1 PAC – Pre-Admission Clinic 
2 SSSU – Short Stay Surgical Unit 
3 Data were analysed using Kruskal-Wallis and Mann-Whitney U non-parametric tests (Polgar & Thomas, 2008. p. 221) 
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Table 4: Summary of Nurse Interview Themes 

 

Themes Sub-Themes and Coding  

Current Realities of Practice 

- barriers to occupational 

therapy referral                 

Current nurse practices and attitudes 

-   Understanding and perceptions of the 

occupational therapy role 

- Lack of holistic patient view 

- Lack of resourcing 

- Inadequate level of communication with 

occupational therapists 

 

Criteria used by nurses to identify a patient’s need 

for occupational therapy 

- The flags selected for the Modified Blaylock 

reflected the flags that nurses use to identify 

patients with complex needs. 

- Additional flags identified including: rural 

patients, Waterlow score and physical home 

environment. 

 

Nurses’ Experiences of 

Using the Modified Blaylock 

Referral Tool 

Assessment of tool 

- Accuracy: tool consistent with nurses’            

assessment of patients. 

- User friendly. 

- Benefits less experienced nurses. 

 

Administration of tool 

- More effective if done in person. 

- Timing of administration: Could be done in Pre 

-Admission Clinic, on admission to the ward, 

post surgery. 

- Include in nurse routines. 

 

Benefits of tool 

- Proactive identification of patients with 

complex needs. 

- Gives structure and prompts to nurses. 

- Changes nurses’ ways of thinking. 

- Improve patient management and workflow. 

 

Future Opportunities Potential Improvements to Referral to occupational 

therapy 

- Integration with an automated electronic 

referral system. 

- Prioritisation of referrals. 

 

Implementation of tool 

- Requires significant education of nurses. 

- Make tool part of existing nurse routines. 



Emma Tan 311135579 

HSBH5006 Research Elective Dissertation 

 

68 

 

- Communication of tool amongst all staff, not 

just nurses. 

 

Improvements to Tool 

- Clarification of criteria. 

- Make categorisation of scores clear. 

- Identified additional criteria that could be 

considered. 
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Section 3: Appendices 
 

 

Appendix A:  Modified Blaylock Referral Tool 

 

 

Appendix B:  Literature Review – Screening Tools Reviewed 

 

 

Appendix C:  Australian Occupational Therapy Journal Author Guidelines 

 

 

Appendix D:  Ethics Approval Letter from Northern Sydney Local Area 

Health District HREC 

 

Appendix E:  Participant Information Sheet and Consent Form 
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APPENDIX A: MODIFIED BLAYLOCK REFERRAL TOOL 

 
  



Emma Tan 311135579 

HSBH5006 Research Elective Dissertation 

 

71 

 

APPENDIX B: LITERATURE REVIEW – SCREENING TOOLS REVIEWED 

Appendix B1: Blaylock Risk Assessment Screening Score (Blaylock & Cason, 1992) 
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Appendix B2: Complexity Risk Prediction Instrument (COMPRI) (Huyse et al., 

2001) 

 
 

Appendix B3: eQ Health Discharge Risk Assessment (eQ Health Solutions, 2012) 
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Appendix B4: Inouye Instrument (Inouye et al., 1993) 

 

Risk Factor  

Decubitus Ulcer1 Yes/No 

Cognitive Impairment2 Yes/No 

Functional Impairment3 Yes/No 

Low Social Activity Level4 Yes/No 
 

1Decubitus ulcer: Defined as at least superficial skin breakdown at any one of 11 

potential pressure points. 
2Cognitive impairment: Mini-Mental State Examination Score <20 
3Functional impairment: Defined as requiring assistance with one or more basic-care 

skills by patient report in the two weeks prior to admission. 
4Low social activity level: Defined as participation in<= 3 of 11 social activities in a 

typical month. Activities include religious activities, group activities (eg. senior 

centre, community group), outings (eg. movies, plays, restaurants, sporting events), 

hobbies, sports, bingo/games, paid/volunteer work. 

 

Final risk factor is determined by adding the risk factors present, to produce a 

prioritisation score. 

 

Appendix B5: Identifying Seniors At Risk 1 (ISAR1) (St Mary's Research Centre, 

2011) 
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Appendix B6: Identifying Seniors At Risk 2 (ISAR2) (St Mary's Research Centre, 

2011) 
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Appendix B7: Hospital Admission Risk Profile (HARP) (Sager et al. 1996) 
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Appendix B8: Adult Admission and Discharge Assessment (Carroll, 2007) 
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Appendix B9: Score Hospitalier d’Evaluation du Risque de Perte d’Automnomie 

(SHERPA) (Cornette et al., 2005) 

 

 
 

Appendix B10: Triage Risk Screening Tool (TRST) ( St Joseph's Healthcare, 2012) 
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APPENDIX C: JOURNAL SUBMISSION GUIDELINES 

 

The Australian Occupational Therapy Journal is the official journal of Occupational 

Therapy Australia. The journal publishes original articles dealing with theory, 

research, practice and education in occupational therapy. Papers in any of the 

following forms will be considered: Feature Articles, Research Articles, Reviews, 

Viewpoints, Critically Appraised Papers, and Letters to the Editor. 

 

Research Articles   

Research Articles should contain the following: 

Structured abstract: 250 word limit. 

Introduction: The aims of the article should be clearly stated and a theoretical 

framework (if applicable) should be presented with reference to established 

theoretical model(s) and background literature. A succinct review of current literature 

should set the work in context. The introduction should not contain findings or 

conclusions. 

Methods: This should provide a description of the method (including subjects, 

procedures and data analysis) in sufficient detail to allow the work to be repeated by 

others. 

Results: Results should be presented in a logical sequence in the text, tables and 

figures. The same data should not be presented repetitively in different forms. 

Conclusion: The conclusion should consider the results in relation to the purpose of 

the article advanced in the introduction. The relationship of your results to the work of 

others and relevant methodological points could also be discussed. Implications for 

future research and practice should be considered. The conclusion section of your 

structured abstract should contain the key messages/take home points of your article. 

 

Research Article manuscripts should not exceed 5000 words, and have no more than 

35 references. For manuscripts that report on randomised controlled trials, please 

include all the information required by the CONSORT checklist. All manuscripts 

must include a flow chart showing the progress of participants during the trial. Where 

applicable, reference should be made to the extension to the CONSORT statement for 

non-pharmacological treatment and the CLEAR NPT. When restrictions on word 

length make this difficult, this information may be provided in a separate document 

submitted with the manuscript. 

 

COVER LETTER AND ETHICAL CONSIDERATIONS   

Papers are accepted for publication in the journal on the understanding that the 

content has not been published or submitted for publication elsewhere, and this must 

be stated in the covering letter. The covering letter must contain an acknowledgement 

that all authors have contributed significantly, and that all authors are in agreement 

with the content of the manuscript. 

Authors must also state that the protocol for the research project has been approved 

by a suitably constituted Human Research Ethics Committee of the institution within 

which the work was undertaken and that it conforms to the provisions of the 

Declaration of Helsinki (as revised in 2008). All investigations involving humans 

must include a statement about the ethical review process. It is expected that most 

investigations will seek review by a Human Ethics Review Committee. Where ethical 

review has not been sought or obtained, justification must be provided. It is expected 

that most investigations involving humans will require informed consent for 

http://www.consort-statement.org/
http://www.wma.net/en/30publications/10policies/b3/index.html
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participant data to be collected and/or used; this process should be described. A 

statement is also required about preserving participant anonymity. The Australian 

Occupational Therapy Journal retains the right to reject manuscripts which do not 

describe these processes, or which describe unethical conduct related to human or 

animal studies. 

 

COPYRIGHT   

If your paper is accepted, the author identified as the formal corresponding author for 

the paper will receive an email prompting them to login into Author Services; where 

via the Wiley Author Licensing Service (WALS) they will be able to complete the 

license agreement on behalf of all authors on the paper. 

STYLE OF THE MANUSCRIPT   

Manuscripts should follow the style of the Publication Manual of the American 

Psychological Association, 6th ed. (2009). 

Spelling. The Journal uses Australian spelling and authors should therefore follow the 

latest edition of the Macquarie Dictionary. 

Units. All measurements must be given in SI or SI-derived units. 

Abbreviations. Abbreviations should be used sparingly - only where they ease the 

reader's task by reducing repetition of long, technical terms. Initially use the word in 

full, followed by the abbreviation in parentheses. Thereafter use the abbreviation 

only. The abbreviation of OT is not allowed in the manuscript. 

 

PARTS OF THE MANUSCRIPT   

Manuscripts should be presented in the following order: (i) title page, (ii) abstract and 

key words, (iii) text, (iv) acknowledgements, (v) references, (vi) appendices, (vii) 

figure legends, (viii) tables (each table complete with title and footnotes) and (ix) 

figures. Footnotes to the text are not allowed and any such material should be 

incorporated into the text as parenthetical matter. 

Title page   

The title page should contain (i) the title of the paper, (ii) the full names, 

qualifications and designations of the authors and (iii) the addresses of the institutions 

at which the work was carried out together with (iv) the full postal and email address, 

plus facsimile and telephone numbers, of the author to whom correspondence about 

the manuscript should be sent. The present address of any author, if different from 

that where the work was carried out, should be supplied in a footnote. 

The title should be short, informative and contain the major key words and consider 

including the study design for research articles. Do not use abbreviations in the title. 

A short running title (less than 40 characters) should also be provided. 

All submitted manuscripts must indicate the total word length for the manuscript, 

word length of the abstract, number of references, figures and tables on the title page 

of the manuscript. 

Abstract and key words   

Research, Feature and Review articles must have a structured abstract that states in 

250 words or fewer the purpose, basic procedures, main findings and principal 
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conclusions of the study. Divide the abstract with the headings: Background/Aim, 

Methods, Results, Conclusions and significance of the study. Viewpoint articles 

should have an unstructured abstract of 150 words or fewer. Abstracts should not 

contain abbreviations or references. 

Key words   

Three to five key words must be supplied. They are required to index the content of 

the paper and should be selected from the US National Library of Medicine's Medical 

Subject Headings (MeSH) browser list. Key words should be arranged in alphabetical 

order. Please do not use words already written in your title or abstract. 

 

Text   

Authors should use the following subheadings to divide the sections of their 

manuscript: Introduction, Methods, Results and Conclusion. All articles should 

include an introduction that provide a background to the article, describes its purpose 

and outlines its relevance to occupational therapy. References should be made to an 

established theoretical background and/or background literature. The implications of 

the work for occupational therapy practice, and further research and/or conceptual 

development, should be clearly described. 

 

Acknowledgements   

The source of financial grants and other funding must be acknowledged, including a 

frank declaration of the authors' industrial links and affiliations. Authors should state 

any potential conflicts of interest. The contribution of colleagues or institutions 

should also be acknowledged. Personal thanks and thanks to anonymous reviewers 

are not appropriate. 

 

References   

The American Psychological Association (author, date, title, source) system of 

referencing is used (examples are given below). In the text give the author's name 

followed by the year in parentheses: Smith (2000). If there are two authors use 'and': 

Smith and Jones (2001), but if cited within parentheses use '&': (Smith & Jones, 

2001). When reference is made to a work by three to five authors, cite all the authors 

the first time: (Davis, Jones, Wilson, Smith, & Lee, 2000); and in subsequent 

citations, include only the name of the first author followed by et al.: (Davis et al., 

2000). When reference is made to a work by six or more authors, the first name 

followed by et al. should be used in all instances: Law et al. (1997). If several papers 

by the same author(s) from the same year are cited, a, b, c, etc. should be inserted 

after the year of publication. Within parentheses, groups of authors should be listed 

alphabetically. In the reference list, references should be listed in alphabetical order. 

In the reference list, cite the names of all authors when there are six or fewer; when 

seven or more, list only the first six followed by et al. Do not use ibid. or op cit.  

 

Reference to unpublished data and personal communications should not appear in the 

list but should be cited in the text only (e.g. A. Smith, unpublished data, 2000). All 

citations mentioned in the text, tables or figures must be listed in the reference list.  

 

Authors are responsible for the accuracy of the references. 

 

http://www.nlm.nih.gov/mesh/meshhome.html
http://www.nlm.nih.gov/mesh/meshhome.html
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We recommend the use of a tool such as Reference Manager for reference 

management and formatting. 

Journal article   

Bennett, S., & Bennett, J. W. (2000). The process of evidence-based practice in 

occupational therapy: Informing clinical decisions. Australian Occupational Therapy 

Journal, 47, 171-180. doi: 10.1046/j.1440-1630.2000.00237.x. 

Advanced online publication of journal article with DOI   

Rodger, S., Clark, M., Banks, R., O'Brien, M., & Martinez, K. (2009a). A national 

evaluation of the Australian Occupational Therapy Competency Standards (1994): A 

multistakeholder perspective. Australian Occupational Therapy Journal. Advanced 

online publication. doi: 10.1111/j.1440-1630.2009.00794.x. 

 

Book   

Guba, E. G., & Lincoln, Y. S. (1989). Fourth generation evaluation. Newbury Park, 

CA: Sage. 

 

Chapter in a book   

Law, M., Cooper, B. A., Strong, S., Stewart, D., Rigby, P., & Letts, L. (1997). 

Theoretical context for the practice of occupational therapy. In: C. Christiansen & C. 

Baum (Eds.), Occupational therapy: Enabling function and well-being (2nd ed., pp. 

72-102). Thorofare, NJ: Slack Inc. 

 

Electronic media   

Occupational Therapy Australia. (2003). Australian Occupational Therapy Journal 

author guidelines. Retrieved from http://www.blackwell-

publishing.com/journals/aot/submiss.htm. 

 

Appendices   

These should be placed at the end of the paper, numbered in Roman numerals and 

referred to in the text. If written by a person other than the author of the main text, the 

writer's name should be included below the title. 

 

Tables   

There is a limit of four tables or figures per manuscript. Tables should be self-

contained and complement, but not duplicate, information contained in the text. 

Number tables consecutively in the text in Arabic numerals. Type tables on a separate 

sheet with the legend above. Legends should be concise but comprehensive - the 

table, legend and footnotes must be understandable without reference to the text. 

Vertical lines should not be used to separate columns. Column headings should be 

brief, with units of measurement in parentheses; all abbreviations must be defined in 

footnotes. Footnote symbols: †, ‡, §, ¶, should be used (in that order) and *, **, *** 

should be reserved for P-values. Statistical measures such as SD or SEM should be 

identified in the headings. 

 

Figures   

There is a limit of four tables or figures per manuscript. All illustrations (line 

drawings and photographs) are classified as figures. Figures should be cited in 

http://www.refman.com/support/rmstyles.asp
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consecutive order in the text. Each figure should be labelled on the back in very soft 

marker or chinagraph pencil, indicating name of author(s), figure number and 

orientation. Do not use adhesive labels as this prohibits electronic scanning. Figures 

should be sized to fit within the column (80 mm), intermediate (114 mm) or the full 

text width (171 mm). 

Line figures should be supplied as sharp, black and white graphs or diagrams, drawn 

professionally or with a computer graphics package. Lettering must be included and 

should be sized to be no larger than the journal text. Photographs should be supplied 

as sharp, glossy, black-and-white or colour photographic prints and must be 

unmounted. Individual photographs forming a composite figure should be of equal 

contrast, to facilitate printing, and should be accurately squared. 

Magnifications should be indicated using a scale bar on the illustration. 

If supplied electronically, graphics must be supplied as high resolution (at least 300 

d.p.i.) files, saved as .eps or .tif. A high-resolution print-out must also be provided. 

Digital images supplied only as low-resolution print-outs and/or files cannot be used. 

Figure legends   

Type figure legends on a separate sheet. Legends should be concise but 

comprehensive - the figure and its legend must be understandable without reference to 

the text. Include definitions of any symbols used and define/explain all abbreviations 

and units of measurement. 

 

AUTHOR SERVICES   

Author Services enables authors to track their article, once it has been accepted, 

through the production process to publication online and in print. Authors can check 

the status of their articles online and choose to receive automated emails at key stages 

of production so they do not need to contact the production editor to check on 

progress. Visit the Author Services website for more details on online production 

tracking and for a wealth of resources, including FAQs and tips on article preparation, 

submission and more. 

PROOFS 

It is essential that corresponding authors supply an email address to which 

correspondence can be emailed while their article is in production. Notification of the 

URL from where to download a Portable Document Format (PDF) typeset page proof, 

associated forms and further instructions will be sent by email to the corresponding 

author. The purpose of the PDF proof is a final check of the layout, and of tables and 

figures. Alterations other than the essential correction of errors are unacceptable at 

PDF proof stage. The proof should be checked, and approval to publish the article 

should be emailed to the Publisher by the date indicated, otherwise, it may be signed 

off on by the Editor or held over to the next issue. 

 

http://authorservices.wiley.com/bauthor
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APPENDIX E: PARTICIPANT INFORMATION SHEET AND CONSENT 

FORM  

 

                                                  
 

 

PARTICIPANT INFORMATION SHEET  
 

Pilot Study to Investigate the Feasibility of an Occupational Therapy Early 

Referral Survey Tool 

 

Invitation 

You are invited to participate in a research study for a trial of an occupational therapy 

referral survey. The study will investigate whether this survey is practical and 

effective for use by nurses on the ward to identify when Occupational Therapy 

referral is required. 

 

The study is being conducted by Emma Tan as part of the degree of Master of 

Occupational Therapy at The University of Sydney, under the supervision of Lynette 

Mackenzie, Associate Professor – Discipline of Occupational Therapy, The 

University of Sydney. Katrina Travassaros - Student Unit Supervisor, Occupational 

Therapy Department, Royal North Shore Hospital and Megan Yeo - Acute Care Team 

Senior Occupational Therapist, Occupational Therapy Department, Royal North 

Shore Hospital will be supporting this study as investigators. 

 

Before you decide whether or not you wish to participate in this study, it is 

important for you to understand why the research is being done and what it will 

involve. Please take the time to read the following information carefully and 

discuss it with others if you wish. 

 

1. What is the purpose of this study? 

The purpose of this study is to investigate whether a trial occupational therapy referral 

survey is practical for use by nurses on the ward. The survey uses 13 questions 

covering functional, physical, cognitive and psychosocial status to identify whether 

Occupational Therapy referral is required. The survey is proposed to be used by 

nurses within 48 hours of admission of a patient. Earlier identification of patients 

requiring Occupational Therapy will allow for the more efficient development and 

implementation of timely, comprehensive and client centred care plans. 

 

2. Why have I been invited to participate in this study? 

You have been identified as a nurse working in an area where the study is to be 

conducted who may be interested in participating.  

 

3. What if I don’t want to take part in this study, or if I want to withdraw 

later? 

Participation in this study is completely voluntary - you are not under any obligation 

to consent and - if you do consent - you can withdraw at any time without affecting 
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your relationship with Royal North Shore Hospital. However once survey tools have 

been submitted anonymously, your responses cannot be withdrawn. 

 

If you agree to participate in an interview you may stop the interview at any time if 

you do not wish to continue and the information provided will not be included in the 

study. 

 

4. What does this study involve? 

If you agree to participate in this study, you will be asked to sign the Participant 

Consent Form.  

 

You will then be trained in the use of the Modified Blaylock Occupational Therapy 

Referral Survey Tool. The survey data will be collected over a period of one month. 

You will be requested to fill out the trial referral survey as part of the standard 

administration procedures on admission. The survey itself will be de-identified before 

being forwarded to the project investigators.   

 

On completion of the study, you may be invited to participate in a 30-60 minute audio 

taped interview to provide your feedback on the survey and suggest any 

improvements to the process. 

 

All data collection and interviews will take place at Royal North Shore Hospital. 

 

5. How much time will the study take? 

Participants will complete the referral surveys as part of the normal admission 

administration process. The survey is only a small addition to the admission process. 

Surveys will be collected over a period of one month. 

 

Nurses who agree to participate in interviews will need to allow for 30-60 minutes for 

an interview to be completed at the completion of the survey trial. This will be 

conducted within your working hours. 

 

6. How is this study being paid for? 

No funding is required for the study. No money is paid directly to individual 

researchers and there are no conflicts of interest. 

 

7. Are there risks to me in taking part in this study? 

As the study involves only the completion of a checklist, there are no physical or 

medical risks involved. 

 
8. What happens if I suffer injury or complications as a result of the study? 

This study will require additional time to complete the checklist during the admission 

administration process. The Clinical Nurse Consultant for your ward is aware of this 

extra time demand on your workload.  

 

There are no injuries anticipated as a result of this study. Participants in this study are 

covered by existing Occupational Health and Safety policies.  

 

9. ‘Will I benefit from the study?’ 
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This study aims to improve the Occupational Therapy referral process and may 

improve future identification and treatment of functional impairment, however it will 

not directly benefit you. 

 

 

10. Will taking part in this study cost me anything, and will I be paid? 

Participation in this study will not cost you anything. Participation is on a voluntary 

basis and therefore does not involve a payment to the participants. 

 

11. How will my confidentiality be protected? 

All aspects of the study, including results, will be strictly confidential and only the 

researchers will have access to information on participants. 

 

The surveys do not require nurse sign off and will be de-identified hence completed 

surveys cannot be tracked back to individual nurses. 

 

12. What happens with the results? 

If you give us your permission by signing the consent document, we plan to 

discuss/publish the results as part of an Occupational Therapy Masters thesis and a 

publication in the Australian Occupational Therapy Journal. 

 

In any publication, information will be provided in such a way that you cannot be 

identified. Results of the study will be provided to you, if you wish. 

 
13. Can I tell other people about the study? 

Yes – although only nurses nominated by their Clinical Nurse Consultant are eligible 

to participate. 

 

14. What should I do if I want to discuss this study further before I decide? 

When you have read this information, the researcher, Emma Tan will discuss it with 

you and any queries you may have. If you would like to know more at any stage, 

please do not hesitate to contact her on 0457711235. 

 
14. Who should I contact if I have concerns about the conduct of this 

study? 

This study has been approved by Northern Sydney Local Area Health District HREC. 

Any person with concerns or complaints about the conduct of this study should 

contact The Research Ethics Manager, Kollings Institute/Northern Sydney Local 

Health District who is the person nominated to receive complaints from research 

participants. You should contact them on 9926 4592 and quote project number 1305-

197M. 

 

Thank you for taking the time to consider this study. 

If you wish to take part in it, please sign the attached consent form. 

This information sheet is for you to keep. 
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PARTICIPANT CONSENT FORM 

 
Pilot Study to Investigate the Feasibility of an Occupational Therapy Early 

Referral Survey Tool 

 

1.  I,................................................................................................................. 

of................................................................................................................ 

agree to participate as a subject in the study described in the participant 

information statement attached to this form. 

 

2. I acknowledge that I have read the participant information statement, which 

explains why I have been selected, the aims of the study and the nature and the 

possible risks of the investigation, and the statement has been explained to me 

to my satisfaction. 

 

3. Before signing this consent form, I have been given the opportunity of asking 

any questions relating to any possible physical and mental harm I might suffer 

as a result of my participation and I have received satisfactory answers. 

 

4. I understand that I can withdraw from the study at any time without prejudice 

to my relationship to Royal North Shore Hospital. 

 

5. I agree that research data gathered from the results of the study may be 

published, provided that I cannot be identified. 

 

6. I understand that if I have any questions relating to my participation in this 

research, I may contact Emma Tan on telephone 0457711235, who will be 

happy to answer them. 

 

7. I acknowledge receipt of a copy of this Consent Form and the Participant 

Information Statement. 

 

8.  I understand that if I consent to an interview I can stop the interview at any 

time if I do not wish to continue, the audio recording will be erased and the 

information provided will not be included in the study. 

 

9. I consent to:  

 Participation in an interview YES  NO  

 Audio-recording  YES  NO  

 Receiving Feedback  YES  NO  
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If you answered YES to the “Receiving Feedback” question, please provide 

your details i.e. mailing address, email address. 
 

 

Feedback Option 

 

Address: _______________________________________________________ 

 

               _______________________________________________________ 

 

Email:     _______________________________________________________ 

 

 

Complaints may be directed to The Research Ethics Manager, Kollings 

Institute/Northern Sydney Local Health District who is the person nominated to 

receive complaints from research participants. You should contact them on 9926 4592 

and quote project number 1305-197M. 

 

 

Signature of subject   Please PRINT name   Date 

 

_______________________________________________________________ 

 

 

Signature of investigator  Please PRINT name  Date 

            

_______________________________________________________________ 

 

 

 


