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Berkshire Care Association Care Planning and Documentation Resource Pack 3rd Edition

[bookmark: _Toc196188686][bookmark: _Toc292917704]Foreword

In this third edition of the BCA care planning and resource pack, we have taken account of ever changing legislation in care services, new CQC requirements, and updated practice we have learned of along the way.  The use of the pack has not changed, as the care needs of service users are consistently fairly high and constant, but the questions we have to consider have changed, e.g. Mental capacity and DoLS.  We hope you find it useful.  
Thank you to the group of dedicated employers, managers, nurses and care staff, clinicians and specialists from the varied care services who have voluntarily given their time, expert  knowledge and skill as well as their wealth of experience, to produce and trial these generic care plans for all care organisations to use.
Led by Berkshire Care Association (BCA), with the common aim of raising standards, following best practice guidance, and ensuring standardisation on inspection we have formed this comprehensive care planning and documentation resource pack because of the inconsistencies in the information we sometimes receive about the service users we assess, the difficulty on occasions in recording information reliably and professionally, and the various agencies approach to the individual client from the multidisciplinary team.  Whilst it is bulkier than we had anticipated, we felt it was more important to be all-inclusive, wide ranging and accurate, than small! 
These are evidence based documents, using current best practice, and matched to the CQC Common Essential Standards, following the principles of Person Centred Planning (PCP)[footnoteRef:1] and Roper’s Activities of Daily Living (ADL’s)[footnoteRef:2] along with Essence of Care[footnoteRef:3] . There are suggested prompts and considerations throughout this document, and essential requirements noted, to aid any trained member of staff to assess and plan care for a service user thoroughly.   [1: Person-centred planning is a process-oriented approach to empowering people with disability labels. It focuses on the people and their needs by putting them in charge of defining the direction for their lives, not on the systems that may or may not be available to serve them. This ultimately leads to greater inclusion as valued members of both community and society www.ilr.cornell.edu/edi/pcp/    
]  [2:  Roper et al specify 12 activities of living that make up a person's daily life, regardless of a person's age, sex or whether or not that person is healthy.]  [3:  ‘The Essence of Care' has been designed to support the measures to improve quality, set out in 'A First Class Service', and will contribute to the introduction of clinical governance at local level. The benchmarking process outlined in 'The Essence of Care' helps practitioners to take a structured approach to sharing and comparing practice, enabling them to identify the best and to develop action plans to remedy poor practice. www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4005475   
] 


How or if you choose to use these is up to you – we have given you a comprehensive tool kit to ask all the questions you need answered ensuring you can deliver appropriate, safe and  individual care to your service users.  Use these to prepare and plan for admission and care delivery, either using the documents as they are or BCA members receive the word document, by email on request, and amend it to use according to their organisational need (e.g. change the name from BCA to ‘AN Other’ Care plans).  You may need to check upon local policies, procedures, and documentation also e.g. via your local CCG / social services.  We have specified these wherever possible, but these may vary from locality to locality.

Stakeholders for the purpose of this document are defined as anyone involved in the clients care – suggested prompts are listed but not limited to those in the pre-assessment documentation.  They include family and friends / the GP / District nurse (DN), Community Psychiatric Services, physiotherapists, occupational therapists, regulators, hospital consultants, social workers etc.  The list is individual to each person’s care needs.

The prompts and pathways are listed under the names of the activities of daily living.  This is not meant to prioritise them, but simply to identify where items may be found.  The other tools, risk assessment and charts referred to within the prompts and pathways can be found at the back of the document under ‘other tools and risk assessments’.   Some are forms we have devised and trialled in the care planning working group, others have been developed by the local CCG(s) whilst others are nationally and internationally recognised (e.g. MUST).  Which one you use is up to you (check local and internal polices), we have included them both to aid you and give you choice depending on your service and service users.

The generic care prompts may act as a template for each organisation to follow for actual care delivery, based on Person Centred Planning (PCP) and the Activities of Daily Living (ADL’s).  These have been verified by a raft of specialists (some listed), but the detail is important in making the plan person specific e.g. adding the particular individual needs of the person you are caring for at the time.  For this reason all the care prompts are differently named Mr / Miss / Mrs A N Other to try to encourage the care plan writer to create an individual approach. 

We have also prepared and included care pathways (i.e. pre-prepared care plans), which may be used simply by photocopying: adding the individuals name and any specific needs they may have, once having checked the detail in the plan and adding other information / deleting anything not relevant at the time.  

These should allow every organisation to write a care plan of consistently high standards e.g. washing and dressing, mobility, pressure area care, UTI, chest infection etc.   We cannot possibly address every individual condition, so we have stuck to the main ones.  Use these as a template for any other conditions or special needs an individual may have. 

It is the detail within each plan, unique to the individual being cared for, and their inclusion in creating the plan(s) – wherever possible – that makes it work effectively.  Equally all staff delivering care must use it consistently and adjust it according to the individual’s needs, as required.  This also means regular reviews, which again we have prompted.
 
We hope you will feedback to us any problems or concerns you may have in using these papers.  We also offer training on care planning and documentation in general, using this pack or your own organisational guidance, on a bespoke or general basis.  

We also hope these documents will help towards consistency and professional competence in assessing and delivering appropriate safe high standards of care to all clients receiving care in Berkshire and beyond
[image: Fidi sig_0002]



Fidelma Tinneny
Lead, Care planning and documentation Resource Pack, BCA


Abbreviations used in this document (not explained elsewhere):
BCA - Berkshire Care Association
CI – Chest infection
EoLC – End of Life Care
PAC – Pressure Area Care
PRN – as required
UTI – Urinary tract infection

[bookmark: _Toc196188687][bookmark: _Toc292917705]
Summary

Care plans should:

· Identify all needs of the individual so that all staff and stakeholders can clearly identify how to assist the person as and when they need it
· Include the individual, and/or where appropriate family / stakeholders, and all staff
· Be personalised to identify those particular areas that are important to individual e.g. tea, no sugar!
· Address areas of potential or specific risk or concern e.g. falling if relevant
· Address any specific conditions relevant to the individual e.g. hypertension (high blood pressure)
· Be written in black ink, clearly legible, easily traceable to the writer(s)
· Be updated regularly (we propose at least monthly), and always as needs change to identify this change
· Be completed thoroughly….an empty form is meaningless!
[bookmark: _Toc196188689][bookmark: _Toc292917708]
Pre Admission Assessment and Information

About these forms

The pre assessment document may be used in its entirety or pages taken and used only for that purpose e.g. medication usage. 
There is no right or wrong way to use them as it is the information within them completed by the assessor(s) which is important. 

If this document is completed thoroughly, with identified risk assessments completed, we are advocating the use of the pre-assessment and admission documentation as a care plan for the first 5 days following admission – but you must identify this in your policies & procedures, on the documentation and ensure all staff are aware of this.

If any Risk Assessment(s) identifies high risk then an associated care plan should be drawn up at the time the risk is identified.  To not do so is leaving yourself and the service user in a vulnerable position - e.g. if an individual’s Waterlow has identified them as being high risk of developing pressure ulcers, don’t leave it several days before doing the care plan.  The care required must be addressed immediately. 

It follows therefore to promote all necessary risk assessments to be completed within the time frame to inform the care plan….with those essential identified risks being completed on admission (identified on the admission form – ‘Essential Information’), even if they have been completed previously we strongly suggest they are repeated on admission and at any time the individual service user is readmitted (e.g. after hospitalisation).
 
Each area prompts common themes for that particular topic e.g. Breathing prompts COPD (Chronic obstructive airways disease), but these may not cover all considerations or the needs of the individual being assessed. 
Therefore it is in the skill of the person completing these forms to document as much information as possible to give a thorough assessment and plan the care the individual needs.  Do not leave gaps – these indicate a lack of knowledge – state ‘not applicable’ or some other acknowledgement of the area being addressed.


[bookmark: _Toc196188690][bookmark: _Toc292917709]
Pre Admission Assessment - General Information
Please complete personal details in black ink using capital letters 

	Client surname 
	
	Title Mr / Mrs /
Miss etc
	

	First name(s)
	
	Date
	

	Prefers to be known as
	

	Date of birth 
	
	Hospital no
	

	NHS no
	
	NI No
	

	Place of assessment              
	

	Current or previous 
address 


	

	Next of Kin
Name
Relationship
Telephone (Home)
Work
Mobile
Email
address


	1
	2

	Assessor(s) names  
	
	

	Signatures
	
	Sign
	

	Family members present 
	

	External staff involved (e.g. ward sister / DN etc)
	

	Spiritual / cultural needs

	

	1st language
	

	Current / previous occupation
	



	Reason for  (potential) admission
	

	






	Current family situation e.g. carers/spouse / family support at home etc
	




	Current Diagnosis

Is the client aware
 Y / N
	














	Past medical History

	Date









	History













	Known Allergies
	Date



	Allergy and reaction

	Special requirements
(e.g. Equipment / services)
Who pays for these?  Will these continue?  
	   



	Baseline observations

	Temperature
	
	pulse
	
	Blood pressure
	
	Respiratory rate
	

	General Information











[bookmark: _Toc196188691][bookmark: _Toc292917710]Pre Admission Assessment - Medication usage
Accuracy and full knowledge of medication usage is essential information.
 Please complete medication name is BLOCK capital letters
	Client Name
	



	Medicine name
	dose
	route
	frequency
	Reason for taking 
(e.g. mood enhancing)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Further information regarding medication
	Insulin dependent diabetic patient (IDDP) – specifics


	Self-medicating   Y / N
Risk assessment undertaken by whom       __________________________
Date of last medication management review     _____________

	Pain control


	Specialist medication interventions (e.g. PR Diazepam)
Is there a health action plan in place?   Y / N


	Topical Creams:    

	

	

	Prescription Dressings required 

	

	

	Equipment e.g. nomad pack / syringe driver

	

	

	How does the person like to take their medication? ( e.g. in hand / on spoon etc)




[bookmark: _Toc196188692][bookmark: _Toc292917711]Pre Admission Assessment - Care and well being
Based on Ropers Activities of Daily Living and Person centred planning
Please use each box to complete as much information as possible.  The small print are suggested considerations / prompts.
	Client Name
	



	Communication 
Speaking difficulties,  clarity                                      
Literacy, Comprehension/ cognition,                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
 Dysphasia, Aids to speech  
Makaton , sign,  language


	Mental State and Cognition / comprehension         known sexual behaviour / disinhibit ion                     
+/- mental state, understanding                                                                                                                                                                                                                       
short & long term memory,                                  
ability to follow directions given /
decision making
Depression ( diagnosed or undiagnosed) /
Known suicidal tendencies?

Dementia
Type__________________    Date diagnosed_____________________
Mini mental score: _____________
Describe how the dementia currently affects the person:


       

	Mental Capacity Act (MCA) / Deprivation of Liberty Safeguards (DoLS)
Has a capacity assessment been completed    Y / N	            By whom ________________
Date ____________	Outcome / Result
DoLS Status	______________	Next assessment due (date) _____________
Is there a LPA or Deputy ( if so who and for what areas)?    Y / N
DMR / LLDR – behaviour monitoring    Y / N 
Does this need to be considered, if not currently in place?


	Behaviour - Compatibility with others living in home (where relevant)
violence to self/others,  
Social behaviour, shouting/noisy,                                                                                                                                                                                           
                                                                                                                                 inappropriate behaviour, wandering
                                                                                                                                 self-harm? Triggers? / known 
                                                                                                                                 strategies for managing?
                                                                                                                                                               







     

	Sight/ hearing
Hearing Aid        yes / no     Date last hearing test _____________ L / R Ear       Specialist interventions, 
Audiology input
spectacles         yes / no     Date Last sight test    _____________     number of pairs

Are they used regularly?  Y / N          
reason for poor sight/hearing
For eyes circle if relevant   
                                                                                                      Macular degeneration / glaucoma / cataracts

  

	Client Name:

	Breathing
Asthmatic/ respiratory rate / panic                                                                                                                                          attacks / O2 use / COPD /                                                                                                                                                                                     heart failure / cancer






	Maintaining a safe environment                                    personal safety & managing risk 
Smoker  Y/N                Volume per week __ ___                                          known hazards, risks taken / high
Alcohol consumption per week  ______                                                           risk of falls or other dangers                                                                                                                                            
Risk assessments undertaken                                                            Bedrails or restrictions and reasons                                                                                                                


Specialist Orthotics (aids to mobility) equipment e.g. helmets / splints  / neck brace




	Safeguarding
Any previous know history of abuse or safeguarding concerns? 
                                                                                                                                 E.g. financial, physical / sexual /  verbal
Current known risks






	Mobility                                                                                             Walks independently / physio input   
                                                                                                                               1 or 2 people required for assistance
                                                                                                                            
History of falls                                                                                            Own Wheelchair       Contractures                                                                                                                            
Onset / Frequency / stairs /  Interventions                                  Hoist – type & sling size 
OT assessment Y / N       Wheelchair assessment Y / N                Prosthetics Y / N       
       Risk assessment completed Y / N                                        Mobility aids               Gait
    Falls clinics?                                                                         Transfer only              Wandering                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    
                                                                                               Stairs                         Shuffling
                                                                                                           







	Dexterity (fine motor movements)                                                        Aids to dexterity e.g. special spoons / cups etc.  
Upper arm and body movement
Chair bound / Bed bound / Restless / fidgety / apathetic











	Client Name
	

	Maintaining body temperature / infection status         History of or high risk infection /                                                             
	 urinary tract / chest / wounds
  MRSA Status     + / -             swabs taken recently                                       	febrile convulsions 
Known infection status?

Baseline observations:                                                                                                                Body temperature ______°C    / Pulse ________  / Blood pressure _____ / ______
                                                                                                          
                                                                                        Sensitivity to hot / cold ,Neurological problems / awareness






	Skin                                                                                                                        Bruising / marking       Dry                                                                                                                                                    
Waterlow  score  ______                                                                     Odematous                 Ulcers                                             Dressings required & frequency                                                                          Broken areas            Wounds                                                    
                                                                                                                                 Use of topical creams                                                        
                                                                                                                                       



Wound care – continue on separate page and use body map where appropriate
                                                    

	Expressing Sexuality                                                    Clothing / perfume / jewellery                                                                                      Important friendships & relationships                                                Importance of image                                                                               
                                                                                                                               Masturbation
                                                                         
known sexual behaviours, alone or towards others




	Washing and Dressing                                           Ability to wash and dress / independent                                                                 
                                                                                                                     needs assistance 1 / 2 , specify how                                                         
                                                                                                                    aids to washing and dressing                                                             




	Personal care and physical well-being                       Bath / shower / hair wash / times                     

                                                                                                   and  personal preferences                   
                                                                                                       Preference or otherwise to same
                                                                                                                           sex care delivery


	Nails & hair care                                                      Hands and feet / manicures /  chiropody 
Personal preferences                                                                  / hairdresser / long hair / wig




	Foot care                                                                       Appropriately fitting footwear / 
Specialist shoes / callipers                                                                nails/  marks / PVD / oedema                                                                                     
Chiropody / podiatry input 

                                                                                                                                       

	Oral health & hygiene                                             Denture glue / ability to clean own teeth Own teeth       Y/ N              amount ______                                     / last dental visit / teeth labelled                                             
Dentures         Y/N               top / bottom                                Willingness to accept assistance with teeth



	 Client Name:

	Eating and Drinking                                          Time of meals / preferred place to eat / Ethnic 
Ability to feed self-PEG / NG tube                                           considerations / required equipment                                                                                             
Likes / dislikes                                                                                     special cutlery /  assistance





Swallowing concerns  SALT / risk of choking.  Date of last assessment _________


Diet and Weight                                              supplements /  soft / puree / 
Weight  __________   BMI                                             nutritional risk assessment e.g. MUST / WHO                                                Specific special diet                                                       Dietician/nutritionals referral Y / N     
Portion sizes                                                                                                                                                  Diabetes                                  
                                                                                                                                                        Vegetarian / vegan / other               Cholesterol levels _________

						



	Working and Playing –Social Interaction, interests, religious and cultural needs
 Meaningful education / occupation (e.g. day centre)                        Hobbies and interests /  things I like to do                
 Attends  place of worship   Y / N    When                   Where              daily / regularly – past and present / 
                                                                                             Mixing with others/ cultural requirements
                                                                                                                  Employment - past and present
                                                                                                Reading  TV / Radio
                                                                                        Newspaper & frequency _________  
                  

Equipment needed to help enjoy activities e.g. glasses etc. 
Any important dates to be remembered e.g. family birthdays / anniversaries, religious festivals e.g. Diwali.





Life stories  reminiscence record completed  Y / N   By whom_____________________
If not, who will complete this?







	Elimination & Continence                   Behaviour e.g. masturbation, occasional/ stress incontinence,
Continence assessment completed Y/ N                Bowel habits    Constipation / diarrhoea                                                                      
Pads / type                                                         Stoma            Fully continent                                                
                                                                         Urinary / faecal incontinence   Faecal hoarding
                                                         Catheterised (urethral / supra pubic)                
                                                                         Date last changed _____________ Size ____
                                                                         Reason for catheter:                                                                                                                        
                                                                         History of Urinary tract infections (UTI)   
                                                                              
                                                                                                                                                                                                        

	Client Name:

	Sleeping                                                              Sleep routine / Day and night rest periods /
 Night sedation  Y/N                                                                                               special bed / mattress / pillow / 
                                                                                                                   Known Wandering  getting up in night /
                                                                                     frequency of checks at night if current / Lights on / off
                                                                 Assistive technology / Anxiety at night/ Night seizures
Special care needs at night?  
                                                              




	End of life care / Dying                    Discussed / not discussed               Prognosis     

Resuscitation Status: uDNACPR: Y / N           Has a Respect form been completed: Y / N   (SCSHA)
 
Advanced Care plan Y / N             


Call family at any time day or night Y / N                        Not expected / Expected                                 
                                                                                    Discussed with Client    Family  Y/ N                                                                           
                                                                                                         (please list names & date) 

                                                                           GP  Y / N            
                                                                                   Others 
                                                                                   Preferred priorities of care:                                                                                                                                                                                                                                                                                      
                                                                                   Preferred place of care when dying?
                                                                                   Funeral Plan  Y/ N        Undertakers       Specific requests                                                        
Any feelings/worries about current health/future health       

            


	Suitable accommodation and personal support                    Room size and location / lift access / consider phobias 
                                                                                                                                                           consider distance to toilet facilities if no en-suite






	Specific condition related needs 





	Further care related information











[bookmark: _Toc196188693][bookmark: _Toc292917712]Pre Admission Assessment – Personal preferred daily routine  
A guide to the service users usual day to day preferences.  The service user of family may wish to complete this form themselves.
	Client Name



	Time
	Preferences

	e.g.8.30am
	Pot of Tea with one sugar, cup and saucer, served in bed with choice of breakfast.  Prefers to be woken if still asleep.  Listens to radio 4 whilst eating.

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


[bookmark: _Toc196188694][bookmark: _Toc292917713]Pre Admission Assessment - Stakeholders & Specialist Services Information
If services listed are not involved please write N/A.  Leaving a box blank indicates the question has not been considered.   Please add others if needed.
Client Name                
	Next of Kin
Address

Contact No

	Power of Attorney/ Court appointed Deputy Details


	Further Contacts
Advocate                                                     Service Provider
Details:  tel no: _____________________       Email: _____________________
Last Seen                                                      Frequency of Visits



Social Services / Local Authority:
Care Manager / Social worker name    
Email _______________________                  Tel no______________________                                                                                                                                Assessment      Yes  /  No   	(Assessment cannot be completed until this assessment is provided)

GP                                                                 Surgery
Address
Contact Number
Date Last Seen						Reason
Medical Summary received    Y / N

	District Nurse
Date Last Seen
Reason:



Hospital / Specialist 1
Address                 
                                                                    Contact Number
Date Last Seen                                               Reason
Guidelines in place        Yes  /  No			Available Yes /  No
Hospital Number        					Email:
	Hospital / Specialist 2
Address
                                                                   Contact Number
Date Last Seen                                             Reason
Guidelines in place        Yes  /  No		       Available Yes /  No
Hospital Number        				       Email:



	CPN (community psychiatric nurse) 
Address
Contact number                                           Date last seen
Reason


Client Name: ________________________
NRS loans / equipment specialist
Name:                                          contact no:
Will these remain in place?
Psychiatrist                                                                 	Clinic
Address
Contact Number
Date Last Seen
Reason
Guidelines in place 		 Yes  /  No			          Available   Yes  /  No
Psychologist                                        			Clinic
Address
Contact Number
Date Last Seen
Reason
Guidelines in place       	Yes  /  No			   	Available   Yes  /  No
Physiotherapist                                                           	Clinic
Address
Contact Number
Date Last Seen
Reason
Guidelines in place       	Yes  /  No			          Available   Yes  /  No

Dentist				                                         Clinic
Address
Contact Number
Date Last Seen
Reason
Guidelines in place    	    Yes  /  No			         Available   Yes  /  No
Occupational Therapist                    		              Clinic
Address
Contact Number
Date Last Seen
Reason
Guidelines in place        Yes  /  No			  	Available   Yes  /  No
S.A.L.T        (Speech & language therapist)              Clinic
Address
Contact Number
Date Last Seen
Reason
Guidelines in place       Yes  /  No			          Available   Yes  /  No
Macmillan / Palliative Care team                         Clinic
Address
Contact Number
Date Last Seen
Reason
Guidelines in place        Yes  /  No			  	  Available   Yes  /  No
	Client Name 
	



	Religion
Place of worship 
Address
Contact



	Day Centre                                                        	     Manager:
Frequency of Attendance                                         Date Started
Address

Contact no 
Report/ Assessment available                                  Yes  /  No
Plans to continue                                                       Yes / No



	Specialist Nurse input:
Type:
Address:
Reason:




	Work Place:                                                             Manager:
Frequency of Attendance:                                        Date Started:
Address

Contact no
Report/ Assessment available                                 Yes  /  No
Plans to continue                                                     Yes /   No



	Optician
Address


Contact no
Date last seen



	Chiropodist / Podiatrist
Address


Contact no
Will this continue   Y / N                            Date last seen



	Dietician / Nutritionist
Address
	
Contact no:
Email



	Other




[bookmark: _Toc196188696][bookmark: _Toc292917714][bookmark: _Toc196188695]Pre Admission Assessment – Trial Visit 
Please use additional pages if required for care delivered during trial visit / more than 1 trail visit

	Client Name
	



	Visit Date

	

	Accompanied by:

	

	Relationship
	

	Time  / length of stay
	

	Staff allocated for visit (preferably same person as assessment if applicable, and where possible follow through to potential admission)
	Name

	Observation and assessment on visit / stay
(please refer to needs assessment and any specific individual requirements). Please attach a separate sheet if required.


Consider a ‘buddy’ client who could spend time with the client and join them at meal times etc if possible.
	















	Client / Family concerns or anxieties discussed /   Special requests or requirements
	










	Further visit / stay
 (e.g. lunch / overnight etc)

	

	Next steps



	






[bookmark: _Toc292917715]Pre Admission Assessment - Finances & next steps
Use this form to record discussions regarding finances.

	Client Name
	



	Clients ability to make monetary / legal decisions / manage money independently
	

	Name of Advocate / Power of attorney / Deputy / Guardianship / Trustee
(essential if client is unable to manage finances independently.)
Will this continue?
	



Y / N

	Name and address of fee payer




	

	Relationship
	

	Social services assessment received in full 
This is essential for all SS funded clients
	Y / N

Date 

Received from	


	Benefits received
	DLA / mobility / care / income support / attendance allowance / RNCC / pension / pension credit / private pension / incapacity benefit / Severe disability allowance (SDA)/ other – please specify

	Level of benefit received

Will these continue?

	 
Y / N                                                                                                                                                                                   

	Where are benefits paid into? E.g. bank a/c / post office etc
	

	Can the person sign for benefits?
	 Y/ N

	Quoted Cost of service
	

	Top up (if relevant)
	

	Continuing Health Care contract?
	Y /N       Date of last assessment:

	Has advice / information re: care plan insurance systems been given? (if privately funded)
	

	Other
	


	Final agreed cost of service 
	



[bookmark: _Toc292917716]Pre Admission Assessment – Decisions
Please record here discussions held with staff, decisions as to admit & care for the potential client or not, with reasons and any required actions.  This is considered good practice.

	Client Name
	



	Staff discussion & concerns
Names present
	Date  ______________            Nature of discussion:                     

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



	Do the team feel able to meet the needs of this person?  Y / N 
If not please state why not





	Any specialist requirements prior to admission?
e.g. training / equipment 





	Special considerations e.g. changes to decoration / soft furnishings / 
/ Health and safety aspects – lay out of room – risk assessments – continue separately if yes





	For admission Y / N
If not please state why not


Client advised verbally of the decision         Y / N       Date ________________
Client advised in writing of the decision        Y / N      Date ________________ 


Final Cost:
Agreed with:
Date:


[bookmark: _Toc196188699][bookmark: _Toc292917717][bookmark: _Toc196188697]Pre Admission assessment - Exchanges
Please use to record communication by telephone / other discussion held with stakeholders. 
Use additional pages if required.
	Client Name
	



	Date
	Communication / Discussion
	Sign

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


[bookmark: _Toc292917718]
Admission Form – Essential information
Please check with client / family/ advocate for accuracy.   All areas of this form must be completed on day of admission, and a full body map completed by bedtime on day of admission.

	Title - Mr/ Mrs/ Miss / other 
              – please specify  
	
	Date of admission
	     /      /

	Surname
	
	Unique ID no:(CQC)
	

	First name(s)
	

	Preferred name
	

	Date of birth
	    /      /   
	Age
	
	Room no
	          

	Previous address
	
	NHS no
	

	
	Hosp no
	

	
	Admitted from

	
	Religion
	

	Reason for admission


	Diagnosis
Is Client aware Y / N
	

	Known allergies 
	

	Resuscitation status
	                                
	Agreed with & date
	

	Next of kin name
	 1   
	 2                                              

	Address
	


	

	Relationship
	
	

	Tel - home
	
	

	Work
	
	

	mobile
	
	

	Contact at night   
	
	  


Current GP (new, if changing)
	Name
	   
	Please insert photograph of new client here











	GP Code no
	
	

	Address




	





	

	Tel no (s)
	
	

	GP transfer form / GP summary received  (if relevant)
	Y  /  N

	DN information received (if relevant where service user has been seeing DN prior to admission)
	Y /  N

	Changes to pre admission assessment
Please specify and adjust assessment accordingly 

	Y  /  N

	Clothes labelled                                        
Laundry arrangements
	Y  /  N

	Property list completed                                                            
	Y  /  N

	Admission register completed
	Y  /  N

	Medications arrived
	Y  /  N

	Medication administration record completed
	Y  /  N

	Transfer form arrived (if relevant) 
	Y  /  N

	Pre-admission assessment present and completed
	Y  /  N

	Social Services assessment present (essential where client is funded by SS only)
	Y  /  N

	Contract received and completed by relevant person
	Y  /  N

	Welcome pack / service user guide received
	Y  /  N

	Body map completed                                
	Y  /  N

	Waterlow  Pressure ulcer Risk  assessment completed
	Y  /  N

	Moving and handling Risk Assessment    completed
	Y  /  N

	Nutritional Risk assessment completed, including weight                              
	Y  /  N

	EoLC discussion
ACP / PCC
uDNACPR – Lilac form (SCSHA)
	Y / N
Y / N
Y / N

	Risk assessments completed  please list 


	Y  /  N

	Permission granted for photographs to be taken and used internally (e.g. ID / wounds / activities) 
Signed: _____________________ Name _____________________ Date _____

Signed: _____________________ Name _____________________ Date _____


	Baseline observations 
	Weight / upper arm circumference
	
	pulse
	
	Blood pressure
	
	Respiratory rate
	

	Other


Suggestion:      Now remove and use as front sheet of care plan file  

	Completed by:                                                                             Designation: 


	Signed :                                                                                       Date:  



[bookmark: _Toc195628765][bookmark: _Toc196188700][bookmark: _Toc292917719]Care Plan Prompts & Pathways

Listed as per Roper et al Activities of Daily Living (ADL):

1. Communicating
2. Breathing
3. Personal Cleansing and Dressing
4. Elimination
5. Controlling Body Temperature
6. Maintaining a Safe Environment
7. Eating and Drinking
8. Expressing Sexuality
9. Working and Playing
10. Mobilising
11. Sleeping
12. Dying
[bookmark: _Toc196188701][bookmark: _Toc292917720]
1 ADL: Communication
[bookmark: _Toc196188702][bookmark: _Toc292917721]BCA Care plan prompt:	Communication

Identified potential 	Mr A N Other is restricted / unable to 
Problem / need	effectively communicate and thus relay his thoughts and feelings to others
(due to ____________ state reason e.g. CVA )

Goal / aim:	To promote effective communication within Mr A N Others individual capabilities, using appropriate aids as necessary
Care prompts / Action
(care prompts may be used to formulate care plan)

· State Mr A N Others specific difficulty in communicating: loss of hearing, poor eyesight, inability to speak or find the correct words, difficulties in understanding language
· Listen carefully, including body language for nonverbal signs
· Gain trust and attention by maintaining eye contact and being tactile where appropriate
· Use appropriate tools and objects of reference as required, monitor and record effectiveness e.g. communication books, pictures, Makaton (www.makaton.org) PECS (Picture exchange communication system)  Where pictures are used it is preferable to use personally recognisable pictures to the individual and not abstract examples, e.g. a picture of a car should be the car they regularly use .  Document aids and how they are used in the care plan.
· Consider asking questions regarding what the service user wants.  Keep questions simple and straight forward – confirming back to the person you have understood e.g. you do want a glass of water
· Keep sentences simple and clear – if it needs repeating, repeat in the same way.
· Be patient and do not ‘speak-over’ what Mr Other is trying to say.  Apologise if you do not understand and acknowledge that it must be frustrating.  Don’t pretend that you have understood if you haven’t.
· Consider SALT referral if appropriate (speech and language therapist)
· Consider audiology  / ophthalmology referral if appropriate
· If a hearing aid or electronic aids to language and speech are used, ensure these are worn, working, and correctly fitted (see separate sight and hearing care plan prompt). 
· Speak clearly and slowly allowing enough time for Mr A N Other to process information
· Maintain a quiet and appropriate environment, and ensure Mr A N Other is well rested particularly in relation to important communication.
· Choose the time to communicate carefully according to Mr A N Others best interests and known routine
· Avoid excess stimuli  / distractions prior to attempts to communicate
· Document interpretation of muddled speech (word salad) – remember to check interpretations with relatives, other staff and stakeholders e.g. GP / DN / SALT and ensure that all staff are aware.
· Record any gestures and understanding which may develop or be already known, both for others to use, continuing to develop language skills
· Involve relatives friends and stakeholders in establishing an effective communication method
· Avoid ‘jargon’

Other considerations:
· Dysphasia – difficulty in understanding
· Dysarthria – difficulty in articulating words
· Dysphagia - difficulty swallowing and may also experience pain while swallowing
· Dyspraxia – difficulties in co-ordinating, but can also lead to problems with organisation / memory / concentration on speech
· Dyslexia – directional sequencing confusion / slow processing / difficulties with subject specific language / can have visual and auditory differences / may have reading and writing difficulties
· Dysfluency – stammering and stuttering.  Speech disorder in which the flow of speech is disrupted by involuntary repetitions and prolongations of sounds and involuntary silent pauses.
· Dysphonia – voice problems / misuse of voice.  Stress can lead to voice difficulties or may be due to injury of voice apparatus / disease of larynx / laryngectomy
· Timing – sometimes people function better after medication e.g. a person with Parkinson’s disease, but at other times may function better before medication e.g. night sedation 
[bookmark: _Toc196188703][bookmark: _Toc292917722]
BCA Care Plan Prompt:	Mental State and Cognition
Cognition: information processing / view of an individual's psychological functions / thought, understanding

Identified / potential 	Mr A N Other’s mental state may put him or 
Problem / need 	others at risk.  
	State where possible how / why e.g. the risk could be that their behaviour annoys others who could be verbally or physically aggressive in response, or it may be that they have no concept of risk and safety 

Goal / aim:	To promote quality of life by recognition of ability, maximising independence and optimising safety. 
To provide a safe and secure environment and to act in the best interests of Mr A N Other

Care prompts / Action
(care prompts may be used to formulate care plan)
· Assess and clearly document mental health and well-being, including cognition as a baseline to recognise improvement and any deterioration
· Recognise and remove unnecessary hazards, where behaviour indicates (e.g. potential weapons / dangerous chemicals)
· Provide a safe environment, calm and where possible free from excess stimuli
· Identify triggers for potential inappropriate behaviours, and identify an individual care plan as per guidance (from specialists / stakeholders /family / knowledge) for Mr A N Other.  If behaviours are ‘challenging’ it is helpful to use a ‘behaviour chart’ e.g. ABC, in order to identify any triggers or patterns, and evaluate whether the care plan is effective. 
· Document risk assessments if needed to demonstrate how risk to self and others is being managed and review to reflect any changes.
· Minimise excess external stresses
· Allow time for thought processes
· Acknowledge the part anxiety plays in exacerbating disorientation , especially upon admission to a strange environment
· Promote a healthy diet to optimise general well being
· Monitor general condition to ensure metabolic causes (thyroid disease, renal disease, diabetes, anaemia) are not being masked by increased confessional status
· Ensure regular medication reviews with GP and specialists to ensure that all medication remains appropriate.  Avoid poly pharmacy (the use to multiple medications)
· Complete a mini mental scoring to monitor for further deterioration (addendum)
· Assess level of memory and gear activities and assistance appropriately
· Communicate effectively – use gestures, maintain an open body language, listen and don’t assume lack of response means lack of understanding
· Think about the environment and changes that may improve individuals abilities
· Encourage participation in normal everyday activities e.g. laundry, setting tables, dusting where possible
· Provide appropriate activities within assessed capabilities e.g. reminiscence therapy
· Recognise the mental capacity act in the decision making process and its implications in practice
· Continued staff training and communication to optimise best practice
· Input from specialist team(s) – CPN / psychologist / psychiatrist
· Consider use of behaviour charts and incident reports to monitor frequency and any potential triggers.
· See also behaviour care plan and consider any restraint needs to protect the individual and any others.  Any restraint must be documented clearly and only used with the agreement of all stakeholders and minimal force.

  Other considerations
· The disease or condition causing impaired cognition


[bookmark: _Toc196188704][bookmark: _Toc292917723]BCA Care Plan Prompt:	Mental capacity and DoLS

Identified / potential		Mr A N Other needs assistance to
Problem / need:		make decisions

Goal / aim:	To ensure Mr A N Other is assisted to make decisions in his best interests, within his capacity.  

Care prompts / Action
(care prompts may be used to formulate care plan)

· If a service user is subject to a DoLS or MCA referral, this should be clearly documented in the care plan, and any action accordingly followed.
· Assess the 4 aspects of capacity when a decision is needed.  A person with capacity must achieve ALL of the following 4 criteria to ascertain they are able to make decisions about a specific subject e.g. health or finances:

1	To make a decision, a person must first be able to comprehend the information relevant to the decision.  It makes clear that a determination of incapacity may not be reached without the relevant information having been presented to the person in a way that is appropriate to his circumstances. 
2 	Secondly, the person must be able to retain this information (for long enough to make the decision, as explained 
3	And thirdly, he must be able to use and weigh it to arrive at a choice. If the person cannot undertake one of these three aspects of the decision-making process then he is unable to make the decision.
4 	Provides for the fourth situation where someone is unable to make a decision namely where he cannot communicate it in any way.
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_091868 
· At all times where decisions are made they are made by the team (including all stakeholders)  and not an individual, taking into account previous values and beliefs and choices, and acting in the service users best interests
· Where MCA and DoLS referrals are made, they are made usually via social services departments, who will refer the service user to an IMCA  (independent mental capacity assessor).
· Encourage and assist Mr A N Other to make decisions for himself wherever possible, minimising risk
· Do not discriminate against Mr A N Other due to his need for care, or his condition/ prognosis / age etc
· Recognise that Mr A N Others capacity may fluctuate 
· Document the findings of the assessment of capacity in relation to the decision to be made
· If Mr AN Other does not have capacity to make a valid decision discuss the process with the family, stakeholders and power of attorney
· Document all actions and discussions accurately 
· Advanced directives, wishes and advanced care plans should be followed 
· All Decisions are subject specific, in the persons best interests, least restrictive, time bound, a review date is set, and no decision is made alone.
· Ensure family and visitors to Mr A N Other are aware of his capacity to make decisions, and any  MCA or DoLS interventions.  
· For further information go to:  www.publicguardian.gov.uk/mca/mca.htm
Other considerations
· See mental capacity assessment document for guidance.


[bookmark: _Toc196188705][bookmark: _Toc292917724]
BCA Care Plan Prompt:	Behaviour / challenging behaviour

Identified / potential 	Miss A N Other at times displays behaviour,
Problem / need:	occasionally or frequently, which may put her or others at risk 
(state what this is or may be,  and how it affects her and others)	

Goal / aim:			To promote and maintain safety 
To safely manage and where possible prevent and / or de-escalate any behaviour that is manifested inappropriate to the particular environment, whilst promoting quality of life and freedom

Care prompts / Action
(care prompts may be used to formulate care plan)

· Assess abilities and behaviour(s) and document clearly.  Use Specialist (Psychiatrist / psychotherapist / social work) information to inform documentation
· Clearly identify any triggers affecting behaviour, identifying active, proactive, and reactive strategies – sexual inhibition / exhibition, depression, violence, noise, self-harm, neglect, retreat, or withdrawal.  Implement a behavioural management tool – refer to specialist for guidance.
· Challenging behaviour can be disruptive and stressful.  Use ABC (antecedent / behaviour / consequences) where these are indicated by professional stakeholders, which can help to establish patterns and deter potential challenging behaviours 
· Employ diversion therapies and document what these are and how effective they are
· Identify the potential for violence / harm to self or others
· Identify any inappropriate behaviour which may have environmental dangers, and coping mechanisms and  management strategies e.g. faecal hoarding
· Continuously review medication to monitor effectiveness
· Identify any patters of walking / wandering behaviour and remove any excess hazards (e.g. rugs)
· Refer to other specialists as appropriate e.g. CPN(Community Psychiatric nurse)
· Allow time and place for safe self-expression
· Enable staff through training to understand Miss A N Others way of expressing herself
· Assess and document clearly levels of potential restraint which may be needed for use in situations where Miss A N Other is likely to cause harm to herself or Others.  Ensure all staff are aware.  If / where this are instigated ensure they are documented in a step by step manner and reviewed and evaluated for effectiveness
· Keep family and other stakeholders involved and aware of any behavioural incidents or changes
· A record of behaviour chart can be useful to indicate the frequency of behaviour and interventions, as well as their effectiveness or otherwise.


Other considerations:
· Impact on family staff and others
· Other complex conditions  / medications which may be affecting the individual 
· Infection / constipation can change behaviour.  Check these are not triggers or additions
· Any underlying conditions that may be causing behaviour issues, e.g. dementia.  

[bookmark: _Toc196188706]



















[bookmark: _Toc292917725]BCA Care Plan Prompt:	Sight and hearing

Identified	Mr A N Other’s Quality of life is affected by
Problem / need : 	his inability to see / hear
(due to ________________ state reason if known)
Goal /aim :	To promote best possible vision / hearing to optimise Mr A N Other’s Quality of life
Care Prompts  / Action:
(care prompts may be used to formulate care plan)
· Document clearly Mr A N Others awareness of the impact of his reduced ability to carry out activities of daily living with impaired vision / hearing.  This will act as a measure against any future changes as well as direct current needs.
· Document and follow up on any specialist intervention and assessment(s) – GP / Optician / Ophthalmologist / Audiologist.  Ensure all have with regular reviews
· Glasses – ensure are worn and clean
· Hearing aid – observe for correct fitting, correct ear, clean and free from wax, battery fitted, working and fully functioning
· Ensure both ears are free from excess wax (where required get GP or DN to check) 
· Check on current levels of communication with both client and family. Understand and document on assessment the communication levels that are ‘normal’ for the individual so that any changes are easily identified.
· Assess comprehension and / or cognitive ability in relation to using aids effectively and independently. Hearing therapist or rehabilitation officer for the visually impaired could support this.  Carrying out a functional assessment of the individual’s sight / hearing with and without the aids would also inform the way in which an individual was using their aids and equipment. 
· Consider alternative communication tools if needed, including– audio tapes, books, newspapers, and large print. Find out what the person prefers in terms of their interests so that efforts can be made to support them in activities of their choice.
· Medication reviews - including supporting self-medicating.  Encourage compliance with any drops to be instilled 
· Employ appropriate communication tools – speak directly to the individual, face them, do not sit in the shadow, speak slowly and clearly, do not shout, use gestures and remember to check for understanding
· Orientate the person to place and surroundings.  Do not move furniture around which could disorientate someone who is blind / partially sighted and increase risk of injury
· Consider provision of adaptations e.g. grab rails, sign-posting rooms e.g. large pictures of a toilet on toilet doors
· Continued staff training and communication to optimise best care 

Other considerations:
· Other conditions affecting the persons general well being

[bookmark: _Toc196188707][bookmark: _Toc292917726]2 ADL: Breathing
[bookmark: _Toc196188708][bookmark: _Toc292917727]BCA Care plan Prompt:	Breathing

Identified / potential 			Mrs A N Other is unable to breath
problem / need:				comfortably due to _____________ (specify condition)

Goal / aim:	To promote comfort and achieve optimum respiratory ability.

Care prompts / Action
(care prompts may be used to formulate care plan) 

· Assess ‘normal’ breathing pattern and ability for Mrs A N Other, including usual respiratory rate. (Some people with respiratory, cardiac or other circulatory problems will always be cyanosed as a norm for them – some will become cyanosed on any exertion but rapidly recover at rest.) Document clearly as baseline.
· Observe for and record any triggers that may exacerbate condition.   
· Ensure Mrs A N Other is able to call for help as and when required, with a call bell or telephone within easy reach 
· Administer medications, including inhalers/nebulisers as prescribed and required. Ensure these are cleaned according to instruction after every use to reduce infection risks.  
· Monitor and document effects of any treatment.  Observe for, report and record any side effects.
· Consider referral to specialist e.g. respiratory nurse / clinic, as required
· Where able, encourage Mrs A N Other to mobilise / move as much as possible without straining or increasing breathlessness, including whilst in bed.
· Sit Mrs A N Other as upright as possible to encourage lung expansion, including whilst in bed, using pillows.
· Where Mrs A N Other is coughing up sputum (phlegm), encourage expectoration (spitting out) into a clean receiver.  If there is a significant change  in sputum volume or colour – (some COPD and bronchiectasis patients will always have green/brown sputum, sometimes in quite large volumes, but be well with that), report to GP and send a specimen to the laboratory for testing. 
· Reassure Mrs A N Other during episodes of shortness of breath which are often very frightening.
· Only administer oxygen as prescribed, ensuring health and safety signs are in place where oxygen is present.
· Observe for signs of cyanosis (e.g. blue tinge to lips / nails) and report to GP immediately if this is a new cyanosis, particularly if accompanied by subjective worsening in breathing for the person.

Other consideration:
· Lack of breath can cause immense anxiety – offer reassurance and stay with the individual until calm
· Sitting upright allows lung expansion and makes it easier to breath 
· It is acceptable for a person to remain sitting up all night providing that is what they want, providing it is identified in their night time care plan and pressure area care is maintained
· Fanned cool air to the face can relieve the sensation of breathlessness for some people and may be worth trying.
· Cool clammy (sweaty) hands in association with worsening breathlessness probably implies a cardiac cause, especially pulmonary oedema and should be a strong prompt to obtain early medical advice.

[bookmark: _Toc196188709][bookmark: _Toc292917728]
BCA Care Pathway:	Chest infection (C/I) 
Page 1 of  2
	Identified or Potential problem / Need
	
	___________________ (name)	 has a chest infection


	
	Consider a chest infection in an individual with new or worsening cough and/or chestiness, increased sputum colour and volume from their norm, all potentially accompanied by worsening breathlessness and fever. 
A sputum culture may take several days to be reported and, though helpful to collect, GP advice and treatment may be required before any such results become available.

	
	

	Goal / aim
                                 
	To eliminate infection and promote comfort

	
	

	
	

	Date
	Care Action       (Insert / delete additional individual comment as appropriate)
	Sign

	
	Inform GP if there is a significant change in sputum volume or colour – or the individual sounds ‘chesty’ and / or has increased shortness of breath. Some individuals with chronic respiratory conditions will always have discoloured sputum, often growing organisms that colonise the airways chronically over time and are virtually impossible to eradicate. Thus the key thing to look for is change – new/worsening cough, new/worsening chestiness, increasing sputum colour and/or volume. Any of these accompanied by a new fever are of particular concern. 
	

	
	Monitor temperature, pulse, blood pressure and respiratory rate observing particularly for pyrexia (high temperature).  Report to GP if high.  Use fans and offer anti pyrexical medicine (e.g. paracetamol) as prescribed and required and monitor effects.
	

	
	Inform family and others as necessary of condition.
	

	
	Administer antibiotics and any other medication as prescribed and required.  Monitor effects and observe for potential side effects.
	

	
	Encourage fluids, particularly water – (optimum of 30ml/kilo/day). (?Preference for Hot / cold drinks/ice available - document specifics. The important thing is to identify what the person likes best to drink as will have more chance of increasing input.) Monitor and record fluid input and output, observing particularly for retention of fluid.
	

	
	Encourage the individual to move around as much as possible, including whilst in bed. 
	

	
	Encourage the individual to sit upright whilst sitting to maximise lung expansion.
	

	
	Encourage expectoration (spitting out) of sputum.  Ensure clean receivers and tissues are available and dispose of appropriately.   
	

	
	If physiotherapy is required, follow instructions accordingly
	

	
	It is not unusual for infection to cause further confusion or unusual behaviour.  Keep family, and GP if necessary informed and observe and record any of signs of confusion.
	

	
	Administer oxygen only as prescribed, and ensure health and safety signs are in place if oxygen is in use
	 

	
	Being short of breath usually creates immense anxiety for the individual.  Offer reassurance and keep the environment calm.
	

	
	Document all care given and evaluate the effectiveness of the treatment being given.
	

	
	Other:
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	Other considerations:
	

	
	· Any other medical condition(s) affecting the individual may be exacerbated.  
	

	Client / relative signature where possible
	 
	Date


Care plan Review

	Date
	Evaluation / Review             Frequency: weekly and PRN
	Sign

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Page 2 of 2
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3 ADL: Personal Cleansing and Dressing
[bookmark: _Toc196188711][bookmark: _Toc292917730]BCA Care Plan Prompt:	Personal Care and Physical Wellbeing
(Incorporating Washing and Dressing)
Identified / Potential	Mr A N Other is unable to independently attend to
problem / need:	his own personal care and physical well-being. 

Goal / Aim:	To maintain Mr A N Others dignity, choice, and personal standards of washing and dressing
	To promote his physical well-being and comfort, and to promote and maintain independence where possible.

Care Prompts / Action
(Prompts may be used to formulate care plan)
· Assess, understand and clearly document in his care plan, Mr A N Others personal preferences and abilities, including times and toiletry products, (creams. lotions, soap, talc, deodorant, perfumes) referring to manual handling, any required equipment and staffing needs. 
· Take into consideration and specifically document any special needs e.g. one sided weakness, dress this side first and reverse when undressing. Consider occupational therapy referral if required
· Consider any infection control needs – see a
· Note clearly any religious or cultural requirements or preferences, including preferred gender of carers.
· Offer a choice each day at the preferred time of a shower, bath, independent or assisted wash, plus as required. 
· If the choice is a wash in their room assist as necessary by sitting by the sink, if possible.  If an assisted wash or full bed bath is required, document clearly how this should occur.  
· Ensure the water is to the preferred temperature (ask Mr Other to check it is suitable to his needs), but at a max of 43c. (use a water thermometer to check)
· Encourage Mr A N Other to do as much as possible, however small, independently.  Remember, taking a long time does not constitute being unable to do it independently!
· Encourage him to choose clothing to wear and keep him involved in the activity, including accessories e.g. tie / scarf. Encourage him to wear clothing of a type and nature fitting his size, taste, stature and standing, and suitable to the setting (e.g. bed clothes are not usually worn outdoors!). If appropriate emphasise and document specifically for all staff the importance of personal grooming.
· Report, record and monitor any specific areas of skin integrity, including skin folds, under breasts, groin, dressings and/or prostheses.  Document a specific care plan to address this need.
· Document any specific shaving needs, (including razor / depilatory creams preference) including beard or moustache care
· Check Nail, mouth, hair, hand and foot care at least daily 
· Always ensure the availability of clean laundered bed linen and towels.

Specific Personal Care & other considerations.

Dignity (is what we feel when we are respected)
Document how this is maintained for the individual with regard to personal care and well-being, particularly in regard to privacy e.g. doors closed / locked, bathing alone etc.  Dignity is particularly important in general well-being and it is of utmost importance to keep the person involved in choice, decision making and looking and feeling dignified.

Toiletries and clothing
Document clearly who supplies and maintains these (e.g., repairs / dry cleaning).

Hand Nail Care.  	
Please ensure nails are clean and checked daily.  If required soak hands in warm
water prior to cutting to soften nails. DO NOT CUT toenails at any time. 
The Chiropodist should do this for everyone.  Where it is the individuals preference, paint and manicure nails according to choice of style and colour.

Hair Care. 
Document hair dressing arrangements and personal preferences (e.g. barber, no clippers or daughter does hair).  Encourage personal grooming and to see the hairdresser regularly.  Assist where possible (e.g. after a bath and hair wash), to ensure their hair is styled to personal choice. Groom hair at least daily according to individual personal preference.  If a wig or particular fashion is worn specify how this is cared for.

Oral Hygiene.
Ensure teeth and/or dentures are cleaned at least twice daily.  If dentures are
removed overnight, ensure they are stored in a suitable container within easy reach.  
Offer mouthwash if desired. (see separate care plan prompt – oral hygiene)

Glasses/hearing aids.  	
Ensure that glasses are clean and fitted properly.  Hearing aids need to be
clean, ensuring no build-up of wax and fitted correctly.  Please check battery is
working every time it is fitted. (see separate care plan prompt – sight and hearing)

Clothes Care.  
Wash clothing as appropriate taking care of any special clothing (e.g. woollens / dry cleaning).  Ensure clean ironed clothes, appropriate to taste and season are available daily and /or as required, including adapted clothing.  Ensure where necessary clothes are clearly labelled with sewn on names.  Document how new clothing for the individual are accessed (e.g. family / allowances etc)


Bathing.
Always check the water temperature with a thermometer- max 43c.  If an individual chooses to bath or shower alone this will need an individual risk assessment.

Foot Care.
Dry and check between toes at each occasion.  Report record and monitor any redness or discolouration, soreness or unusual sensitivity. Remember NOT TO cut toe nails; the Chiropodist will do this regularly.   If client has callipers or specialist shoes, ensure they are well fitting and worn correctly.

Menstrual cycle care
Document specific needs and care required, including use of and type of sanitary
products.  Pay particular attention to genital hygiene during menstruation.

Genital care
Always wash (and wipe) from front to back to avoid faeces merging towards urethral area, thereby reducing the risk of urinary or other infection.  Only use talcum powder in the genital area if it is specifically required.  For males, ensure foreskin is retracted, cleaned and
repositioned correctly.

Staff care / infection control
Staff should wear gloves and aprons and dispose of these appropriately, whilst dealing with bodily fluids. 
Refer also to:
· code of practice for prevention and control of infection – DoH 2010  (No 110435), 
· National specifications for cleanliness guidance on setting and measuring cleanliness outcomes in care homes – NHS – National Patient safety agency 2010 ( ref 1215 – www.npsa.nhs.uk)
· CQC essential standards 2008

[bookmark: _Toc196188712][bookmark: _Toc292917731]
BCA Care Plan Prompt:	Oral Hygiene

Identified / potential	Mrs. A. N. Other is unable independently
problem/need:                           	practice good oral hygiene 
		OR
Needs assistance to maintain appropriate
oral hygiene

Goal / Aim:	To encourage and ensure effective oral hygiene and comfort, by reducing the risk of infection. To remove food debris and traces of milky fluids thoroughly.  To promote healthy gums
Care Prompts / Action
(Prompts may be used to formulate care plan)
· Assess oral hygiene needs and document in care plan according to individual preferences, including amount, type and location of teeth  (e.g. top set of dentures, 2 teeth back of bottom jaw on right, compliance or behavioural issues)
· Ensure all staff are aware of the need for good oral hygiene and the specific needs of the individual, including where necessary the use of appropriate protective wear. e.g. gloves
· Where an individual needs assistance, always explain procedure first and gain consent from the individual.  Encourage good oral hygiene.
· Where total mouth care is required and delivered by staff, ensure appropriate mouth care tray is set up and replaced daily (to include e.g. mouth wash, Vaseline/lip balm, mouth swabs / soft toothbrush, consider artificial saliva).  
· Check for any problems e.g. oral thrush, ulcers or cracked lips. Keep lips moist (e.g. Vaseline / lip balm).   Report, record and monitor any problems that may require treatment.  Inform the GP or the dentist and monitor the effect of any prescribed medicines.
· Ensure correct equipment and preferences for oral hygiene is available i.e. toothpaste type, tooth brush type, mouthwash, denture pot, denture cleaning tablets towel, and tissues.  
· If dentures are worn, ensure they are thoroughly cleaned by removing from the mouth and brushing and soaking, and rinsing before returning to the mouth according to the individuals preference.
· Oral hygiene should be attended to morning and evening, plus PRN.  
· Encourage as much independence as possible but be on hand to help

Other considerations
· If gums and teeth are sore/sensitive consider the use a soft ‘baby’ tooth brush
· If the individual is not compliant but requires oral hygiene, seek advice from other stakeholders e.g. GP, Dentist, DN.
· Labelling dentures that may be prone to getting lost.
· In palliative / continuing care mouth swabs may be used and oral hygiene may be delivered differently and will require specific individual care planning detail and staff training.
· Pineapple chunks and crushed, are useful for mouth cleaning	
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4 ADL: Elimination
[bookmark: _Toc196188714][bookmark: _Toc292917733]BCA Care Plan Prompt:	Incontinence
	
Identified or potential		Mrs A N Other is incontinent of urine and / or 
Problem / need:                          faeces


Goal/Aim	To maintain dignity and comfort, maintain skin integrity, reduce any embarrassment and where possible promote continence

Care prompts / Action:	
(prompts may be used to formulate care plans)	
· Assess (using continence assessment) current level of continence and document care plan clearly. 
· If necessary discuss plan of care with GP, DN or the continence advisory team (via local PCT).
· Following advice, decide on a continence promotion program, and what  (if any) type of pad may be appropriate to use, (consider a convene for men) , discussing and explaining clearly and sensitively to Mrs Other.
· Encourage Mrs A N Other to use the toilet regularly, documenting frequency including night time care.  Offer assistance where necessary.  
· Encourage fluid input (optimum of 30ml/kilo/day) as incontinence may be due to a UTI (urinary tract infection).  If urine is offensive, please send MSU (mid-stream urine sample) as soon as possible (see separate uti care pathway).
· Offer clean clothes and a complete wash with warm soapy water (bath / shower) immediately after any episodes of incontinence.
· Use talcum powder and creams sparingly with pads, as the powder blocks the pores on the pad making them waterproof.
· Maintain the client’s dignity and privacy at all times.  Understand the client’s sensitivity and embarrassment.
· Ensure pads are disposed of safely in clinical waste.
· Use air freshener and perfumes as required and appropriate.
· Where pads are used, ensure they are used correctly and appropriately fitted.
· Observe for and report and record immediately any sores noted.  Document care given and monitor effects.
· Use barrier creams sparingly and only if required.
· Review frequently and evaluate effectiveness of care delivered

Other considerations:
· Diarrhoea / bowel disease may need specific care particularly in skin protection
· Consider location of the toilet and call bell for assistance, and ability to get to and from it.  Consider commode / urinal where appropriate.
· Consider accessibility of clothing e.g. buttons / zips may get in the way, whereas elastic waists may be easier for the individual
· Raised toilet seats and grab rails / surrounds
· Remember a pad does not have to be worn all the time – only in times of need,
· Defecation posture 
· Any sudden changes in bowel habit lasting more than 1 week should be thoroughly investigated (in relation to bowel cancer)
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BCA Care Pathway:	Urinary Tract Infection (UTI)

	Client name
	

	Identified or Potential problem / Need
	
	___________________ (name)	 has a urinary tract infection

	
	

	
	

	Goal / aim
                                 
	To eliminate infection and promote comfort

	
	

	
	

	Date
	Care Action       (Insert / delete additional individual comment as appropriate)
	Sign

	
	Diagnose UTI via urinary sample sent to laboratory and results returned via GP.  Alternatively inform the GP if urine is offensive, discoloured, or there is increased frequency and /or pain or discomfort on micturition (passing urine). Urinalysis (‘dip-stick’) may indicate protein, blood and /or other microbes present.
	

	
	Inform family and others as necessary of condition.
	

	
	Administer antibiotics and analgesia as prescribed and required.  Monitor effects and observe for potential side effects.
	

	
	Encourage fluids, particularly water – (optimum of 30ml/kilo/day). (?Preference for Hot / cold drinks/ice available - document specifics. The important thing is to identify what the person likes best to drink as will have more chance of increasing input.)
	

	
	Monitor temperature pulse and blood pressure, observing particularly for pyrexia (high temperature).  Record and report any changes.
	

	
	Monitor and record fluid input and output, observing particularly for retention of urine.
	

	
	Consider accessibility to use of the toilet during daytime and may also want a commode / urinal by bed for night-time due to ‘urgency’ brought on by the infection.
	

	
	Maintain personal hygiene particularly in the genital area being careful to wipe from front to back only.
	

	
	Avoid using creams, talcum powder or any potential or known irritant unless specifically prescribed.
	

	
	It is not unusual for infection to cause further confusion or unusual behaviour.  Keep family, and GP if necessary informed and observe and record any of signs of confusion.
	

	
	Document all care given and evaluate the effectiveness of the treatment being given.
	

	
	48hours after antibiotics are completed send another urine sample to ensure UTI is cleared.
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	Other considerations:
	

	
	· If urinary catheter is insitu follow catheter care guidance.
	 

	
	· Cranberry juice / capsules if not on warfarin.  Discuss with GP
	

	Client / relative signature where possible
	 
	Date


Care plan Review

	Date
	Evaluation / Review             Frequency: weekly and PRN
	Sign
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BCA Care Pathway:	Constipation	 
	Client name
	
	Page 1 of 2

	Identified or Potential problem / Need	
	____________________ (name) 
has or is prone to constipation.



	Goal / aim
                           
	To prevent constipation and promote regular opening of the bowel without undue strain or discomfort.

	Date
	Care Action       (Insert / delete additional individual comment as appropriate)
	Sign

	
	Be aware of the need for privacy and tact when discussing bowel function as many people find it embarrassing.
	

	
	Document history of usual bowel habits as a baseline.  
	

	
	Monitor and record all bowel actions clearly.  Report any changes.
	

	
	Inform GP of any changes in usual bowel habits.
	

	
	Observe for signs of constipation - these may include (but are not limited to) general malaise, confusion, loss of appetite, nausea, vomiting, sudden or worsening of urinary incontinence, catheter not draining, abdominal bloating and / or pain, rectal pain.  Bowels not opened (properly) for more than 2 days in excess of normal pattern 
(Normal bowel habit according to the Rome Criteria is from 3 times per day to 3 times per week.) 
	

	
	Impaction can present as false diarrhoea / overflow.  If not assessed correctly and if incorrectly treated as diarrhoea, the problem will become worse.
	

	
	Document a record of the duration of constipation and current stool type using the Bristol Stool Form Scale.  Note the presence of any blood in the faeces and any pain on passing the stool.  Record and report.
	

	
	Encourage and promote mobility where possible
	

	
	Ensure toilet facilities are as close and accessible as possible e.g. commode by the bed at night. Ensure when using toilet facilities that feet can be firmly on the ground or firm surface.  Leaning forward safely can also be helpful Allow sufficient time to use the facilities with privacy and dignity, ensuring the door is closed and toilet paper and air freshener are sufficiently available.  
	

	
	A full assessment may be required to determine cause of constipation including medical and drug history, lifestyle and environmental factors.  (See below).
	

	
	Visual rectal examination should record any faecal soiling, uterus and/or rectal prolapse, haemorrhoids (piles) and anal fissures.
	

	
	Physical examination may be required by a professional, competent in this procedure.
	

	
	Digital rectal examination, if necessary, must have consent and be performed by a professional, competent in this procedure and comply with local policy.
	



	Date
	Care Action cont.…
	Sign

	
	Following rectal examination if the rectum is empty and constipation is suspected ensure the GP is informed as an abdominal X-Ray may be required.
	

	
	Liaise with GP for management and treatment e.g. appropriate laxatives and review of medication as it may contribute to the cause of constipation.  Monitor and record effects.
	

	
	Treatment and prevention may include increased fibre and / or fluid intake.  Ensure no underlying conditions that would contra indicate this (check with GP).
	

	
	Any sudden change to bowel habit should be thoroughly investigated (in relation to bowel cancer). 
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	Other Considerations: 
· Medical history causes may include irritable bowel syndrome, haemorrhoids, colon cancer, underactive thyroid, multiple sclerosis.
· Lifestyle causes may include low fluid or fibre intake, poor mobility, anxiety.
· Environmental factors may include lack of privacy, difficulty using bedpans or commodes.
· Drugs which cause constipation include antidepressants, iron, analgesics / painkillers.
	

	Client / relative signature where possible
	 
	Date


Care plan Review

	Date
	Evaluation / Review             Frequency: ______________
	Sign
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BCA Care Pathway:	Diarrhoea and / or vomiting 

	Client name
	

	Identified or Potential problem / Need
	
	___________________ (name)	 has suspected  / confirmed 

	
	diarrhoea and / or vomiting

	
	

	Goal / aim
                                 
	To manage the symptoms of diarrhoea / vomiting and prevent cross 

	
	infection.   To offer support to reduce potential 	embarrassment / distress. 	

	
	To prevent complication, particularly dehydration.

	Date
	Care Action       (Insert / delete additional individual comment as appropriate)
	Sign

	Note
	If unaccountable diarrhoea / vomiting occurs in two or more clients / staff within a few days, the local Health Protection Agency (HPA) must be informed.
For more information see: www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4136381
OR
www.rcn.org.uk/__data/assets/pdf_file/0003/78654/002741  
or contact your local HPA via the local PCT 
	

	
	
	

	
	Diarrhoea has been confirmed by observation of increased frequency of passing loose stool that is not normal for that person.
	

	
	Constipation with impaction and overflow has been ruled out.
	

	
	Other possible causes have been considered, such as over prescription of laxatives, use of antibiotics, underlying bowel disease, change in diet, too much fruit, spicy or rich food (should be presumed to be infectious until advised otherwise).
	

	
	G P is informed and consulted on management of symptoms.
	

	
	Follow organisation’s Infection Control Policy and procedures / Infection Control Guidance (Department of Health).  Strict hand hygiene is maintained.
	

	
	If appropriate, stool specimens are collected and sent to the laboratory.  Tests are requested for CDT (Clostridium Difficile Toxia), M C & S (Microscopy, Culture and Sensitivity) and Virology
	

	
	If isolation in a single room is appropriate, the client and family / visitors are given information and explanation for this and some indication of duration.
	

	
	Ensure privacy and dignity is maintained.
	

	
	Toilet / commode is as close to the client as possible and cleaned after each use.
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	Toilet facilities (toilet or commode) are allocated for sole use of the client whilst symptoms persist and for 48 hours after symptoms have ceased.
	

	
	Visitors are restricted to a minimum and advised to wash their hands before leaving, where infection is suspected.
	

	
	There is sufficient provision of appropriate PPE (Personal Protective Equipment) e.g. gloves, aprons.
	

	
	Gloves / aprons to be removed in the area of use and disposed of appropriately in _______________ (please state)
	

	
	Soiled linen / cloths to have minimum handling and disposed of in appropriate collection bags immediately e.g. red dissolvable bags or according to local laundry policy.
	

		
	Commence a stool chart which records frequency, appearance and any other abnormalities.  Test for occult blood if appropriate.
	

	
	Commence a fluid chart if appropriate.
	

	
	Dietary modifications are implemented if appropriate e.g. light diet or fluids only.
Please state ___________________________
	

	
	If dehydration is diagnosed / suspected, appropriate fluid and electrolyte replacement is commenced e.g. Dyoralyte can be prescribed (treatment in hospital should be considered as a last resort if the dehydration cannot be treated conservatively.  Discuss with GP).
	

	
	Regular skin assessment must be maintained as there is increased risk of skin breakdown.  Use warm water, mild soap emollient creams to gently cleanse the skin, especially around the perianal area, after every bowel action.  Use appropriate incontinence pads if required.
	

	
	Skin protection barriers should be considered (e.g. Cavilon cream)
	

	
	Crockery / cutlery is washed in the dishwasher at 65°c +, must not be washed by hand.
	

	
	Other:
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	STOOL SPECIMENS

	SENT DATE

1.

2.

3.

	RESULTS AND DATE

1.

2.

3.




	

	
	Other considerations:
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	Any other medical condition(s) affecting the individual may be exacerbated.  
	

	
	Complications of diarrhoea / vomiting can result in electrolyte imbalance, dehydration and shock in a very short time.  The very young and old and/ or frail and vulnerable are more at risk both physically and psychologically than fitter, younger people with similar symptoms.  May contribute to mortality.
	




	
	Signs of dehydration may include :
· Reduction of skin elasticity
· Thirst and dryness
· Postural hypotension
· Low jugular vein pressure
· Tachycardia and Temperature
· Dry tongue, mucous membranes of nose and mouth
· Sunken eyes
· Muscle weakness
· Confusion and speech difficulty
	

	
	Vomit and diarrhoea should be dealt with following guidance on dealing with Body Fluid Spillage.
	

	
	If hospital admission is necessary, the hospital must be warned if infection is suspected.
	

	
	Care plan should be maintained until 48 hours after symptoms have ceased.
	

	
	After the client has recovered a deep clean of that room must be completed, including bed, furniture, telephones, door handles, taps.  Curtains should be taken down and laundered.  Carpets steam cleaned.  Follow local guidance / company policy for appropriate cleaning agents (usually a mild bleach solution to kill all bacteria)
	

	
	Contaminated hands is a common route for transmission of infections  / diarrhoea.  Hands must be washed after any contact with infected client or possibly contaminated equipment / environment.  Alcohol gel can be used after hand washing but must not be solely relied on.  Alcohol gel is not effective on Clostridium Difficile as it does not destroy the spores.
	

	
	All staff should have Infection Control and Food Hygiene training.
	

	Client / relative signature where possible
	 
	Date


Care plan Review
	Date
	Evaluation / Review             Frequency daily and PRN
	Sign
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[bookmark: _Toc196188718][bookmark: _Toc292917737]BCA Care Pathway:	Urinary Catheter insitu
	Client name
	
	Page 1 of 3

	Identified or Potential problem / Need
	
	___________________ (name)	 has a urinary catheter insitu
Rationale for catheterisation : _____________________________
Type of catheter___________ size of catheter_____ 
date inserted     ___________ date due to be changed _______________

	Goal / aim
                                 
	To ensure adequate urine output via urinary catheter 
whilst minimising infection risk(s) and maintaining comfort and dignity.

	Date
	Care Action       (Insert / delete additional individual comment as appropriate)
	Sign

	
	Maintain hygiene needs.  Offer daily bathing. Showering is encouraged. For all catheter types wash the entrance site twice daily using soap and water, always washing away from the entrance site.  Decontaminate hands by using universal hand washing techniques and then wearing non sterile gloves before touching the catheter.
	

	
	For male catheters, as above, ensuring the client’s foreskin is retracted to wash and returned after washing to prevent paraphimosis (inflammation of the foreskin). 
	

	
	For Suprapubic catheters, apply an aseptic dressing to the catheter entrance site and renew daily for the first 7 – 10 days.  Once healed, clean twice daily as above.  No dressing should then be required.
	

	
	Where ever possible encourage independence.  Teach, support and encourage the client to perform catheter care where appropriate and provide relevant information.
	

	
	Maintain privacy and dignity at all times.
	

	
	Monitor and record fluid input and urinary output.  Report and record any changes.
	

	
	Ensure a closed drainage system is maintained as far as possible (by not allowing openings into the system e.g. when changing bags. It is essential to use sealed bags for overnight use in a care home setting, which are disposed of in the morning).  This reduces the risk of infection.
	

	
	Position the drainage bag below the level of the bladder to avoid urine reflux, maintain flow of urine and maximise drainage by gravity.
	

	
	Observe urine for any changes in colour, smell or consistency.  This may indicate infection.  A urinalysis (dip-stick) may indicate protein, blood and / or other microbes present. If this is the case then collect a CSU (via syringe / port tap) and send to laboratory.  Record and report. Inform G.P.
	

	
	Observe for any leaks in bag or tubing and replace using aseptic technique if / as necessary.
	

	
	Observe for any urinary by-passing.  By-passing may indicate presence of infection, bladder spasm / instability (consider use of anti-cholinergic medication), constipation, incorrect positioning of the drainage system.
	



	
	Observe for blockage / non drainage i.e. catheter may not be draining into the bag.  Check tubing is not kinked.  Check for incorrect positioning of the drainage bag.  Check for incorrectly sited catheter – it may be in the urethra and not fully in the bladder – deflate, retaining balloon and gently reposition.  
	

	
	Empty the catheter bag using a clean container (a separate container must be used for each client) avoiding contact between the drainage tap and container.  Use the universal hand washing technique before and after emptying the bag, wear a clean non-sterile pair of gloves.
	

	
	Urine drainage bags are emptied regularly when no more than two-thirds full.  This prevents trauma to the neck of the bladder by downwards pulling if the bag is left to become too full.
	

	
	Observe for discomfort.  Leg bags should be securely attached to legs and night bags supported above the floor, on stands. (at no time should any catheter touch the floor, due to risks of infection).
	

	
	Change the drainage bag if there is a clinical need, e.g. after a catheter change or if the bag is leaking, or as recommended by the manufacturer (every 5 – 7 days).
	

	
	Change the catheter according to the manufacturer’s guidelines – usually:
	Short term 1 – 14 days
	Short to Medium term 2 – 6 weeks
	Medium to Long term 6 weeks – 3 months
	

	
	Catheter maintenance solutions are only used following assessment.  This should include looking at all potential causes for catheter blockage, e.g. (1) problems associated with bowel habit (2) Debris in urine (3) crystals on catheter tip at removal (4) urinary ph.
	

	
	Where assessment indicates a catheter maintenance solution may be beneficial, the solution is appropriate to the condition being treated.
	

	
	Records must be maintained of solution used, effect on catheter drainage, any adverse reactions and ongoing catheter assessment.
	

	
	Administration of catheter maintenance solutions requires breakage of the closed drainage system and staff must be aware of the increased risk of introducing infection.
	

	
	Caution should be exercised in the use of any catheter maintenance solution as there is evidence that all solutions increase the shedding of epithelial cells within the bladder.
	

	
	Catheter maintenance solutions should not be used in clients with spinal injury due to the possibility of autonomic dysreflexia (Autonomic Dysreflexia is a sudden and exaggerated autonomic response to stimuli in people with spinal cord injuries or dysfunction.)
	

	
	Other:
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	Other cont.…
	

	
	
	

	
	
	

	
	
	

	
	Other considerations :
	

	
	· Follow NHS essential steps to safe, clean care – urinary catheter care.  www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4136212 
	

	
	· All urinary catheters are inserted using aseptic technique, by a trained and competent person (usually a registered nurse).
	

	
	· If Suprapubic catheter comes out, another must be reinserted within 1 – 2 hours to prevent closure.  
	

	
	· Always ensure that a spare catheter is available, appropriate to the individual.
	

	Client / relative signature where possible
	 
	Date



Urinary catheter Care plan Review

	Date
	                                    Evaluation / Review      frequency: Monthly & PRN (as required)
	Sign
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5 ADL: Controlling Body Temperature
[bookmark: _Toc196188720][bookmark: _Toc292917738]BCA Care Plan Prompt:	Maintaining Body Temperature

Identified / potential 		Mr A N Other is unable to maintain body  
Problem / need:	temperature within safe range due to ________________ (state reason, e.g. infection)

Goal / aim:	To maintain body temperature within safe limits and promote optimum comfort
	
Care prompts / Action:	
(prompts may be used to formulate care plans)

· If Mr A N Other is unable to maintain his body temperature due to a specific condition e.g. where he is unable to feel warm / cold, then this will need care according to the GP and specialist services monitoring him.  Please contact them for advice and guidance, paying particular attention to risks.

Pyrexial (too hot, temp above 37°c)
· Monitor and record temperature regularly (state how often) using a thermometer.  State route of detection (e.g. aurally – via ear) and equipment used (e.g. with digital ear thermometer).  Report and record any changes.
· Temperature above 37 °c (pyrexial) indicates illness / infection.  Inform GP  (research indicates that in older people a high temperature is not indicated until infection is very advanced) 
· Keep Mr A N Other cool using tepid flannels / fan, remove outer garments and any heavy bedding /blankets
· Keep Mr A N Other isolated to prevent any potential cross infection, if appropriate
· Encourage fluids, also ice cream and jelly are coolants and assist hydration
· Administer medication(s) as prescribed and required and monitor effects.  Paracetamol is a particularly good antipyrexic (reducing temperature).  If antibiotics are prescribed observe and record effects and potential side effects.
· Keep Mr A N Other, family, staff and stakeholders well informed of illness, prognosis and care 
· Treat any infection appropriately (e.g. chest infection / wound), and address care for this accordingly.  Monitor effectiveness, record and report.  
· Keep patient as comfortable as possible, offer reassurance.  Monitor pain and offer analgesia (pain killers) as required 
· It is not unusual for pyrexia to cause further confusion or unusual behaviour.  Keep family, and GP if necessary informed and observe and record any of signs of confusion.



Hypothermia (too cold, temperature below 36°c)
· Ascertain body temperature using a thermometer (as above).  Record and report.  Inform GP
· Try to find reason for hypothermia e.g. has been outdoors / heating off / window open etc, and where possible remove risk e.g. close window.
· Remove any cold or wet garments immediately
· Use thermal foil blankets next to skin to warm Mr A N Other up, slowly
· Offer warm drinks and assist to hold
· Observe skin for signs of blue / greyness, record and report immediately
· Continue to monitor temperature ½ hourly until above 36°c and stable

Other considerations
· Heat waves – wear hats and sun cream whilst outdoors.  Encourage fluids, ice cream, coolants and hydration +++.  Sit in the shade wherever possible and avoid prolonged periods outdoors.
· Extra warmth and heating in winter or during cold periods
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6 ADL Maintaining a Safe Environment
[bookmark: _Toc196188722][bookmark: _Toc292917740]BCA Care Plan Prompt:	Maintaining a Safe Environment

Identified / potential 		Mr A N Other is unable to independently 
Problem / need:	maintain a safe environment.  He is at risk of _______________  specify (e.g. falls / burns etc) due to _______________ specify condition

Goal / aim:	To reduce risks where possible and maintain a safe environment without hindering levels of independence.

 Care prompts / Action:	
(prompts may be used to formulate care plans)	
· Assess level of independence and all known or potential risk(s) using risk assessment documentation.  Where risks are identified document a care plan accordingly to address need(s), and implement.
· Consider the risk of abuse or neglect, intentional or un-intentional.  Is there any history of safeguarding investigations, and if, what are the details?
· Is there any history or knowledge or self-abuse or risk of suicide, current or previously?
· Constantly monitor and review effectiveness (state frequency e.g. monthly).
· Discuss with Mr A N Other and his family and stakeholders, safe systems of work and means of managing care needs and risks.
· Implement safe systems where possible for Mr A N Other, managing risk safely e.g. outings, walking outdoors etc.  
· Remove obvious hazards e.g. rugs / slip and trip hazards.  Manage other risks e.g. smoking, to promote safety for Mr A N Other and others.
· Observe for triggers which may increase risks (e.g. infection creating confusion), and minimise where possible.
· Maintain safe hygiene standards and best practice to diminish infection risks
· It is not possible to completely remove all levels of risk – only to promote safety


Other consideration:
· Restraint of any type, including bed rails & wheelchair straps, must include discussions with the individual / family / stakeholders, and must be documented clearly stating reasons why necessary.  see separate restraint risk assessment
· Any risk assessment identifying risk should be identified on a care plan e.g. falls
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BCA Care Plan Prompt:	Pain

Identified potential 		Mrs A N Other is in pain
Problem / need			(pain is what the person says it is).  
	This is affecting her ability to perform daily activities of living.

Goal / aim:	To control and where possible eliminate pain

Care prompts / Action
(care prompts may be used to formulate care plan)

· Define clearly how pain affects Mrs A N Other and if cognitively impaired how pain is reflected 
· Assess signs and symptoms of pain including verbal and non-verbal body language
· Assess Mrs A N Other’s perception of pain regularly using a pain assessment tool, e.g. Abbey Pain Scale or Doloplus.  This will help to evaluate effectiveness of pain relief.
· Assess record and monitor pain pattern –
 location
 quality
 onset
 duration
 precipitating, aggravating, and alleviation factors
· Implement measures which may reduce pain:
1. Discuss and explain to Mrs A N Other the need for pain relief.
2. Ensure the need for pain relief (analgesia) is understood by staff and is offered and administered as prescribed and required.  Monitor and record effects, observing for any potential side effects.  
3. If medication is ineffective, discuss further analgesia with GP using continuous pain chart as evidence.  Do not wait for GP to visit to do this if the pain continues.
4. Try other methods of pain control where appropriate – bed rest / change of position / massage / heat pads.  If in doubt as to which to use check with GP or DN
· Assist Mrs A N Other to perform activities of daily living as required.
· Consider referral to pain clinic / specialist, particularly where little / no comfort fails to be provided. 
· Keep family / stakeholders informed as necessary.
· Offer reassurance and empathy.

Other considerations:
· Worry  / anxiety may enhance pain
· Rest
· Reason for pain e.g. post-operative pain needs a different type of care than arthritic pain
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BCA Care Plan Prompt:	Pressure Area Care	
				
Identified / potential 			Miss A N Other is at risk of developing pressure sores
problem / need:				(Waterlow score _____ )

Pressure ulcers may develop in any area of the body where pressure is applied for a period of time (variable).  Usual areas are heels, sacrum, hips, shoulder blades, knees, but are not limited to these e.g. pressure ulcers may develop on the palms of hands which are constantly clenched   

Goal / aim:	To prevent the development of  pressure ulcers and to promote and maintain comfort.
See / complete separate Waterlow risk assessment 

Care Prompts / Action
(Prompts may be used to formulate care plan)
· Use Waterlow score to assess pressure ulcer development risk and follow guidance in pressure relief  www.judy-waterlow.co.uk  
· Monitor pressure areas at least twice daily – report and record any changes immediately.                                                                                                                            
· Nurse on pressure relieving type mattress as appropriate (if in doubt ask the DN for guidance).
· Maintain ____ hourly pressure area care (state frequency).  Use care chart for staff and stakeholder communication if appropriate
· Encourage a well-balanced high protein diet and plenty of fluids.
· Maintain care chart for all care given at all times per 24 hours.
· Maintain dry and clean pressure area environment – use barrier creams only as necessary.  DO NOT RUB SKIN
· Ensure sheets and clothing are clean and crease free.
· Maintain Miss A N Others comfort and dignity at all times.
· Keep family and stakeholders informed

Other considerations:
· Why pressure ulcers are developing – remove risk where possible e.g. sitting in one place / position too long
· The individuals condition e.g. a person with a pacemaker is at high risk when ill
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BCA Care Pathway:	MRSA

	Client name
	

	Identified or Potential problem / Need	
	___________________ (name)	 has Methicillin Resistant 

	
	Staphylococcus Aureus ( MRSA+) in _______________(specify area)

	
	

	Goal / aim
                                 
	To eliminate infection and promote comfort

	
	To prevent cross infection to others

	
	

	Date
	Care Action       (Insert / delete additional individual comment as appropriate)
	Sign

	
	Diagnose MRSA via swab / sample of affected area sent to laboratory and results returned via GP.  Alternatively inform the GP if an area or infection is not healing.  If in doubt or there are concerns discuss with the GP or DN or the local Public health agency / infection control team (via PCT)
	

	
	Inform the individual, family and others as necessary of condition, ensuring all staff are fully aware. (consider putting a sign up in the individual’s private space if this is appropriate and acceptable to the person ).  Offer guidance and reassurance if required.
	

	
	Administer medication as prescribed and required.  Monitor effects and observe for potential side effects.
	

	
	Encourage fluids, particularly water – (optimum of 30ml/kilo/day). (?Preference for Hot / cold drinks/ice available - document specifics. The important thing is to identify what the person likes best to drink as will have more chance of increasing input.)
	

	
	Ensure all staff and visitors wash hands thoroughly when entering and before leaving the individuals environment.
	

	
	Whilst delivering any care wear gloves and aprons, and dispose of appropriately before leaving the individuals environment.
	

	
	Where laundry is washed communally, use disposable bags to keep MRSA+ laundry separate, including bedding and towels.
	

	
	In an environment where a communal laundry is used for flannels, towels etc, use disposable wipes for washing instead of flannels.
	

	
	Where possible keep the affected area e.g. wound, covered.  The individual does not need to be kept isolated.  If in doubt refer to organisational and local policies and procedures or take advice from other professionals.
	

	
	Adhere to strict infection control policies and procedures at all times, particularly in relation to clinical waste.
	

	
	It is not unusual for infection to cause further confusion or unusual behaviour.  Keep family, and GP if necessary informed and observe and record any of signs of confusion.
	

	
	Document all care given and evaluate the effectiveness of the treatment being given.
	

	
	48 hours after any treatment is completed send another sample.  3 clear samples are required to ensure MRSA is cleared ( MRSA-).
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	Date
	Other:
	Sign

	
	
	

	
	
	 

	
	
	

	
	
	

	
	
	

	
	
	

	
		Specimen / Swab results for MRSA:
         Date                                 Result 
1 

2

3




	

	Client / relative signature where possible
	 
	Date



Care plan Review

	Date
	Evaluation / Review             Frequency: weekly and PRN
	Sign
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BCA Care Plan Prompt: 		Epilepsy 	


Identified / Potential 		Mrs. A N Other has Epilepsy
Problem / Need

Goal / aim					To maintain safety and ensure appropriate         
treatment for Mrs A N Others epilepsy is given.

Care prompts / Action
(care prompts may be used to formulate care plan)
· Document clearly the type of Epilepsy Mrs. A N Other has, if known e.g. Frontal lobe / Catamenial Epilepsy, and how it affects Mrs. A N Other. 
· Document usual types of Seizures and ensure all staff are aware of known Auras / seizure warnings/partial seizures – if classified by professional Neurologist   Document and ensure all staff are aware of  any known triggers to seizures, and how, where possible, to avoid them
· Clearly document step by step treatment for seizures and care specific to Mrs. A N Other either to prevent a seizure or during an episode.  These may be things not to do as well as actions to take e.g. 
· Care during seizure (e.g. keep area clear of hazards, do not restrain, keep others calm, monitor length of  time of seizure  see attached form for recording
· Presentation 
· Timings
· Emergency Medication required and when (according to local / individual protocol)
· General recovery time and what to do if they do not recover ‘normally’.
· What further assistance may be required and when
· Care following seizure
· Record and report details of all seizures, in an easily accessible format for review(s).  Monitor and record any effects on Mr. A N Other.  Consider Mrs. A N Other completing a seizure diary
· Keep family, GP and stakeholders informed of any changes to Mr. A N Others condition, e.g. increased number of seizures, documenting communication(s).
· Administer AED’s (anti-epileptic drugs) as prescribed and required to prevent seizures.  Monitor effects and observe for side effects. Include and clearly record details of when AED reviews are required and general medication reviews
· Identify a system for highlighting when any regular blood tests are required, how and who takes these, documenting clearly when they have happened and any further actions required. 
· Document clearly any complimentary therapies or biofeedback.  Monitor and record effects 
· Clearly identify any special diets required e.g. Ketogenic diet (high ketones epilepsy diet) for Children www.matthewsfriends.org
· Identify and detail any surgery undertaken (in relation to epilepsy)
· Clearly identify all details and particulars of any implants (e.g. Vagus nerve stimulators), including review procedures
· Include details of everyday for Mrs. Other living with epilepsy e.g. safety in and out of the house


Other considerations:
· Affect  seizures may have on others
· www.matthewsfriends.org – special diet for epilepsy
· See other tools and risk assessments at the end of this resource pack for further information on recording seizures, writing a risk assessment for epilepsy, seizure classification chart. www.epilepsynse.org.uk   
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7 ADL: Eating and Drinking
[bookmark: _Toc292917745]BCA Care Plan Prompt:	Eating & Drinking

Identified or Potential	Miss A N Other is unable to independently
Problem / need 	choose her food, and / or needs assistance to eat and drink

Goal / aim	To ensure Miss A N Other is offered a nutritious well balanced intake of food and drink  	
Care prompts / Action
(care prompts may be used to formulate care plan)
· Complete nutritional risk assessment (including weight), and document specific action plan. If identified as being at risk follow action plan accordingly
Meal Preparation
· Ensure likes, dislikes and preferences for food, dietary needs and religious rituals are documented (e.g. diabetic vegetarian, Kosher Jew, dislikes beetroot) and influence the meals and drinks provided
· Offer a varied choice of food, considering dietary needs, religious rituals and preferences  
Presentation
· Presentation of food at table and on trays, including lay out of cutlery, napkin, plate, glass, provision of salt, pepper, sauce including on trays
· Consider consistency and amount of food offered – too much can be off putting. If pureeing ensure each food item is pureed separately so that the taste of different foods is preserved.
· Offer choice about location, position and where to sit for meals (considering any potential effect on others)
· Ensure food served at an appropriate temperature – may need to ensure that someone is available to assist as soon as meal served so food does not go cold. Keep trays covered with appropriate plate covers
Assistance
· Encourage independence and where assistance is needed to cut up /eat food offer this in a dignified manner by offering / providing adapted cutlery e.g. large handles, plate guards, slip mats for under plates / finger food / sloping cups
· Offer and encourage drinks with meals as well as at other times
· Where the individual needs assistance to eat, do this at the same eye level, not standing over the person, and at a time and place appropriate for the individual
· Where requested / appropriate use protective clothing /napkins.  To be removed at the end of the meal 
· Consider medication at correct time where required / appropriate, without disrupting meal


Monitoring
· Use monitoring chart at frequent intervals if required (state frequency e.g. daily) Evaluate the charts and review the care plan accordingly. 
· Consider involvement of the GP and food supplements if food intake remains poor.  Keep family informed.  
· Monitor any changes in food and diet intake.  Report and record.
· Ensure adequate fluid intake – optimum 30ml/kilo/day.  Use a fluid balance chart to document intake and output if required.
· Ensure all staff are trained in awareness of good nutrition, malnutrition and  hydration
· Refer to dietician / Speech and language therapist (SALT) if required.

Other consideration
· Food hoarding
· Ensure any specific religious rituals are known and respected
· Liquidised meals / special types of food
· Food supplements
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BCA Care Plan Prompt:	Feeding via PEG tube
Percutaneous Endoscopic Gastrostomy (PEG)
Identified or Potential 		Mr A N Other is unable to eat or drink 
Problem or need:			orally and needs feeding via PEG tube.

Goal / aim:	To ensure that Mr A.N.Other receives their prescribed nutrition and medication via their gastrostomy tube and to ensure that it remains patent and free from infection using  ________________________(State type of pump / bolus feed used)
	Follow manufacturers & dietician guidance / regime
Care prompts / Action
(care prompts may be used to formulate care plan)
At any time a PEG regime is in use for an individual they should have written advice of how to care for their tube and administer the feed provided by their dietician / liaison nurse.  This guidance is therefore only a prompt and considerations for an individual’s care plan in relation to a PEG feed.  Only staff trained to do so may care for the PEG and / or set up feed.  Refer to local guidance via PCT.

· Wash hands thoroughly before handling the tube or site
· Check the stoma site daily, document if there is any swelling or discharge and contact the PEG liaison nurse.
· Gently rotate the tube a full circle every day and wash the stoma site with warm soapy water. Ensure that the area is dried thoroughly. Do not place any dressings under the T bar / fixator as this can cause leakage, soreness or even infection. (If a dressing is required due to leakage of stomach contents then use plain gauze and place over the T bar / fixator only).
· Keep the PEG tube up towards the chest, not below the waistline in underwear as this is more likely to result in an infection.
· Flush the PEG tube before and after a feed, using cooled boiled water.  The amount of water used will be determined by the dietician and should be stated clearly in the PEG care plan. 
· Appropriate prescribed feed to commence at (time) and run at a rate of (x) mls per hour over (number) hours. Use a new giving set every 24 hours.
· Ensure that Mr A.N. Other is kept slightly upright at a minimum angle of 45 to minimise backflow / regurgitation. Ensure all staff are trained and competent to use the pump.
· If you need to give medication via the PEG tube, flush the tube before and after using 20ml of cooled boiled water for each medication given.
· Ensure all medication is in an appropriate format e.g. liquid or soluble. Consult the manufacturer if you are required to crush any medication for administration to ensure that no complications will arise, and discuss with GP and pharmacist.  Record all discussions.
· The T bar / fixator needs cleaning according to manufacturer’s instructions weekly and stating clearly how and when in the care plan. 
· If the tube becomes blocked use an enteral syringe through with 25 – 30 ml of warm boiled water. Leave for 5 minutes then try to flush it through. If unsuccessful try the same volume of carbonated water. If that is unsuccessful then syringe 30ml of fresh pineapple juice and leave for 30 minutes before trying to flush. If you remain unsuccessful contact the PEG Liaison nurse. CHECK local guidance for this as it varies according to locality via PCT
· It is very important to keep the mouth and teeth clean. Brush all the surfaces of the teeth, gums and tongue twice a day. Use a toothbrush where possible, but if not able a foam stick can be used. Clean and remove dentures at night and soak as usual. Keep their mouth moist by using artificial saliva or swabs moistened with water / mouthwash. Apply lip balm to keep lips moistened.
· Ensure that a replacement order of supplies of feed is maintained for a constant feeding regime.
· Feeding tubes should be replaced routinely by the PEG Liaison Nurse, the time scale will be according to the type fitted. (Balloon PEG – 6 monthly, Standard PEG 18 months).  
· Record fluid input and output and all care delivered.
· If the individual has diarrhoea / sickness, discuss feed regime with GP/ dietitian.
· Monitor weight and nutritional status.
· Ensure procedures are in place and clearly documented (refer to local guidance via PCT) for maintaining stoma site  patent in the event of tube being displaced / removed.
· There are additional considerations in the care of balloon tubes – refer to dietician / liaison nurse and manufacturer guidance
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8 ADL: Expressing Sexuality
[bookmark: _Toc196188730][bookmark: _Toc292917748]BCA Care Plan Prompt:	Maintaining relationships &  expressing sexuality 

Identified / potential 	Mr A N Other needs assistance to express his
Problem / need:  	sexuality 
	and opportunity (s) to maintain sexual relations

Goal / aim:	To promote and maintain Mr A N Others rights dignity and choice, 
To promote safe sex and prevent sexually transmitted disease  ( / unwanted pregnancy where relevant)

Care prompts / Action
(care prompts may be used to formulate care plan)

· Expressing sexuality is different for everyone – it is important to document what is important to Mr A N Other.
· Ask Mr A N Other and  where appropriate his family and other stakeholders what is important to him and document this clearly
· This should include choice of clothing and how they are worn, (may include hats / ties / scarves etc), jewellery, perfume/ aftershave, creams, makeup, accessories, or how he likes his hair to be fixed.  It must be clear that this is Mr A N Others choice and not staffs.
· Where sexual relations are undertaken by consenting adults every consideration for preventing pregnancy (where appropriate) and sexually transmitted disease must be undertaken.  Refer to GP or DN for consultation and ensure any medication or precautions are encouraged and undertaken.  Document clearly all actions undertaken and ensure all staff are aware
· Allow time and privacy 
· Sexual relations can involve high emotions which may change if the relationship changes.  Staff need to be trained and have guidance in managing this and being supportive of the individual(s).
· Where appropriate involve family and other stakeholders and refer to family counselling if necessary
· Relationships with staff are inappropriate and should be clearly stated in policies and procedures
· Where sexual exhibition is displayed, staff (male and female) should consider their own manner of dress to reduce or discourage provocation of this behaviour

Other Consideration should include, but are not limited to: 
· Space and privacy to engage in personal relationships without interruption, visiting, gender, discretion
· Visiting – to go out or have others come in to their environment ( or not to come is) as and when they wish
· Gender – homosexual relationships are accorded the same respect as heterosexual couples
· Disability – those with different needs are given as much opportunity as those who are not disabled
· Discretion – particularly in a communal setting, staff and others should conduct themselves in a manner considerate to others
· Where masturbation is displayed in public areas, discreetly encourage the individual to move to a more private location
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9 ADL: Working and Playing
[bookmark: _Toc196188732][bookmark: _Toc292917750]BCA Care Plan Prompt:	Working and Playing

Potential Problem / Need: 	Mr A N Other needs encouraging / assistance to engage in meaningful activity

Goal / Aim:  	For Mr A N Other to enjoy a variety of activities stimuli

Care Prompts / Action
(Prompts may be used to formulate care plan)

· Discuss with individual and family, friends and stakeholders, preferred routines for day to day and non-routine tasks and activities, including social interaction(s) and preferences, TV, radio, newspaper, music, and any other stimuli.
· Highlight likes and dislikes 
· Determine family / friends input and support for activities / outing and possibly involvement and attendance.  
· Where permission from family / stakeholders is required it is good practice to get this in writing and/or have documented e.g. in service user guide to avoid confusion or later concerns.
· Offer a choice of meaningful activity and at a time and pace suitable to the individual.  Acknowledge their right to refuse.
· Consider length of time for individual to be active / involved  (attention span, concentration levels etc)
· Do they need help, support, supervision – staff time, implications 
· Consider transport needs, wheelchairs and implications
· Consider cost implications – benefits / allowances
· Consider how long can someone attend the activity for (pressure care etc)
· Where will activity take place, is there enough room, is equipment available and safe to use
· Are there communal activities or is this individual activity / work
· If working, is there an change to benefits
· If Working, where will salary be paid into – any issues with managing money, financial affairs, who will handle these
· Evaluate, review, record and report effectiveness of activity and / or work
· Usual every day activities e.g. making beds or attending a place of worship prior to needing care may be need consideration and may help in understanding an individuals need further

Other considerations:
· Access to money (e.g. petty cash) and cost of activity
· Suitability of persons to assist e.g. with moving and handling
· Access to wheelchair accessible spaces and  toilets where necessary
· Amount of people who will benefit from the outing
· Journey to and from activity 
· Staff input / removal from organisation
· Be cautious not to offer or provide patronising or denigrating activity 
· Risk assessing any real or potential risks involved in internal or external activity
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10 ADL : Mobilising
[bookmark: _Toc196188734][bookmark: _Toc292917752]BCA Care Plan Prompt:	Mobility

Identified or Potential	Miss A N Other has reduced mobility 
Problem or need:	and / or is unable to mobilise safely independently

Goal / aim:	To enable Miss A N Other to optimise her individual ability. 
To promote safety at all times and ensure a supported and safe environment.   
To prevent complications of reduced or immobility

Care prompts / Action
(care prompts may be used to formulate care plan)
· Assess and document clearly Miss A N Others level of mobility, including completion of a falls risk assessment tool (FRAT) and moving and handling needs, equipment and staffing levels (attached).
· Support independence and assist Miss A N Other do as much as she is able. 
· Ensure appropriate footwear is worn if mobilising.  Carry out a risk assessment and footwear audit (ensuring footwear is safe and appropriate)
· Ensure the provision of appropriate aids following professional assessments.  State what aids are required, and when they are needed.
· Ensure safe use of handling equipment and safety of machinery and slings
· Moving and handling training for all staff, specific to Miss A N Other, to optimise safety and well-being.  If there are specific movements required, state these e.g. hold head when moving
· Remove all excess hazards prior to attempts at mobility or when using any lifting equipment
· Recognise realistic capabilities / aims / objectives
· Assess ability in association with level of compliance
· Support and reassure to achieve optimum compliance
· Consider referral to outside agencies – e.g. physiotherapy, occupational therapy, chiropody, pain specialists
· Review medication regularly, avoid polypharmacy (use of multiple medication) and be aware of drug interactions and potential side effects

Other considerations:

· Observe for and recognise potential risks of immobility (i.e. chest infection, pressure ulcers, urinary tract infection, muscle wastage, constipation, etc)
· Consider guidance and special considerations for outings and family involvement e.g. specific training  / risk assessments / agreements
· See dexterity care plan prompt.  This may be included / combined with mobility
· See also Moving and handling risk assessment and safe systems of work, and falls risk assessment tool (frat) 	
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BCA Care Plan Prompt:	Dexterity 
Dexterity: readiness and grace in physical activity; especially skill and ease in using the hands (manual dexterity) 

Identified potential 			Mr A N Other’s quality of life is 
Problem / need	reduced by decreased ability to perform some everyday tasks (state these specifically)	
							
Goal:	To maximise Mr A N Other’s potential ability and provide support in a secure and safe manner

Care prompts / Action
(care prompts may be used to formulate care plan)
· Document a clear assessment of Mr A N Others current dexterity
· If relevant, document  a plan which clearly sets out the goals that Mr A N Other is working towards and evaluate progress
· State specifically any aids and equipment required by Mr A N Other and when they are used (e.g. adapted cutlery at meal times)
· Ensure items to assist Mr A N Other are within reach.
· Ensure staff are trained and supported in using the equipment effectively
· Optimise Mr A N Others abilities and reinforce as positive (i.e. focus on what he can do not on what he can’t)
· Offer reassurance as appropriate as lack of dexterity is often frustrating for Mr A N Other and his family
· Refer to specialists as required e.g. Physiotherapist / occupational therapist
· Research new products which may improve quality of life
· Optimise safety within their limitations, including those of staff

Other considerations:
· The reason for reduced dexterity 
· Other complex conditions or medications may impact upon dexterity 
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11 ADL: Sleeping
[bookmark: _Toc196188737][bookmark: _Toc292917755]BCA Plan Prompt:	Sleeping (restful night)

Identified or Potential	Mr A.N. Other requires assistance to
problem / need 	ensure a restful night is achieved

Goal / aim	To encourage and promote a comfortable and restful night. To assist Mr A.N. Other to achieve this by adhering to his chosen routines.

Care prompts / Action
(care prompts may be used to formulate care plan)
· Document clearly preferred time to go to bed, 
· Any type of drink to help settle, and at time preferred 
· Assistance needed with undressing and night time hygiene requirements
· Cleaning teeth and / or remove, clean and put dentures into soak. 
· Preferred time for night medication
· Is night sedation required?  Document its effectiveness.
· Toilet requirements throughout the night – bottle, commode, bedpan etc
· Type of incontinence product used and frequency of changes overnight
· Type of assistance needed to maintain comfortable position in bed and equipment to be used e.g. type and frequency of pressure area care required
· Positioning of items required overnight e.g. tissues, drink, call bell, frame etc
· Is a light / radio to be left on during the night?
· Do they prefer the window / door to be open or closed? (whilst adhering to fire safety regulations)
· Frequency of checks required overnight
· Preferred time to wake up
· Is an early morning hot drink preferred?
· Preferred time for breakfast and preferred location to take it
· Document all night time care given

Other considerations:
· The location of furniture and equipment should remain the same where the person can manage independently at night.  Any change of location for the individual and/or movement of items may increase risk of falls / safety concerns.
· Confusion / disorientation often increases at night – monitor and document any.  
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12 ADL: Dying
[bookmark: _Toc196188739][bookmark: _Toc292917757]BCA Care Plan Prompt:	Preparing and planning for death 
This prompt is meant to act as a guide / reminder) 

Potential identified
Problem / need:			Imminent expected Death

Goal / aim:	To achieve a dignified, peaceful death according to the wishes of the individual.  Where possible incorporate any family in the decision process 

Care prompts / Action:	
(prompts may be used to formulate care plans)	

· Advance care plan, clients status, Gold standards framework (GSF) insitu and all aware of PPC (preferred priorities of care) and implementing in practice. www.goldstandardsframework.nhs.uk  & www.endoflifecareforadults.nhs.uk/eolc 
· Communication with all relevant parties/stakeholders
· Recognising / assessing capacity to make decisions (consider Mental capacity act guidance)
· Monitoring of medical condition and impending changes
· Refer to specialist agencies if appropriate such as Macmillan team / hospice / pain control specialist
· Ensure all necessary equipment / medication (anticipatory prescribing, particularly pain relief and any other required medicines) is in place and available as and when required
· Effective communication with both family and individual
· Involve all members of the team in the decision making process (don’t forget ancillary staff who know and work frequently with the individual)
· Promote a relaxed calm and peaceful environment
· Acknowledge wishes, choices and arrangements for after death
· Observe spiritual wishes and specific religious rituals
· Recognition of impending death.  The GSF traffic light prognostication tool may be helpful here – red would imply death expected in days – the skill/art is in knowing when you move from yellow (or even straight from green)   
· Staff training in end of life care, tools, stages of dying, communicating bad news and grieving


Stages of dying - 	
· Denial and Isolation		
· Anger							
· Depression						
· Bargaining
· Acceptance						
										
Stages of grieving – 
· Shock
· Anger
· Disorganisation
· Volatile emotions
· Loss
· Loneliness
· Relief
· Re-establishment

People don’t necessarily go through the stages sequentially but can move ‘backwards and forwards’.  Also, despite best efforts of staff etc, some people never reach the stage of acceptance

Remember support for all staff to enable competent care to be given
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Other Tools and Risk Assessments





Mental Capacity Act 2005 – Mental Capacity Assessment
  
	A person must be assumed to have capacity unless it is established that they lack capacity to make a particular decision at the point in time the decision needs to be made. 

A person’s capacity must not be judged simply on the basis of their age, appearance, condition, or an aspect of their behaviour.  It is important to take all possible steps to try to help the person to make the decision themselves. An assessment should only be triggered if you have ‘reasonable belief ‘that the person may have difficulty making the decision. However, where there is an impairment of or a disturbance in the functioning of the person’s mind or brain use of the Act should be considered.

	Name of Service User
	

	Name of Decision maker carrying out the Assessment 
	
	Role

	

	Date assessment started
	
	Team 
	

	As Decision maker you are assessing the person’s mental capacity to make this particular decision at this particular time. If there is more than one decision to be made, they must be assessed and recorded separately.
 

	Clearly state the decision to be made:




	Do you need to involve anyone to help you to communicate with the person?  Do you need anyone else to provide information or give their opinion? Please give the name and status of anyone who assisted with this assessment:


	Name
	Status
	Contact Details 

	






	
	

	






	
	

	






	
	

	




	
	

	STAGE 1 - DETERMINING IMPAIRMENT OR DISTURBANCE OF MIND OR BRAIN


	The Act requires assessors to have “reasonable belief” that a person lacks capacity in relation to a decision. If there is an established diagnosis of mental illness, learning disability, or some other condition then it is sufficient to confirm” impairment or disturbance of the mind”.  You do not need to involve other professionals unless the assessment is complex when they can be asked to assist or provide a diagnosis. 


	 
Q1. Is there an impairment of, or disturbance in the functioning of the persons mind or brain? (e.g. symptoms of alcohol or drug use, delirium, concussion following head injury, conditions associated with some forms of mental illness, dementia, significant learning disability, long term effects of brain damage, confusion, drowsiness or loss of consciousness due to a physical or medical condition)
	Response
	Evidence

	
	Yes
	No
	If Yes record symptoms, behaviours, and any relevant information 

	
	
	
	


	If you have answered YES to Question 1, PROCEED TO STAGE 2

	If you have answered NO to Question 1, there is no such impairment or disturbance and thus THE PERSON DOES NOT LACK CAPACITY within the meaning of the Mental Capacity Act 2005 

Sign/date this form, record the outcome within the person’s care plans. DO NOT PROCEED ANY FURTHER.

	STAGE 2 - ASSESSMENT


	Having determined impairment or disturbance (Stage 1) and given consideration to the ease, location and timing; relevance of information communicated; the communication method used; and others involvement, you now need to complete your assessment and form your opinion as to whether the impairment or disturbance is sufficient that the person lacks the capacity to make this particular decision at this moment in time.  You must ensure that the information has been provided in a way that the person is able to understand?

	 
Q2. Is the person able to understand the information relevant to the decision to be made? Do they understand the nature and effect of the decision and the reason why it is needed? 

Are they able to understand the consequences of making or not making the decision?
	Response
	You must provide evidence of the steps you have taken as to how you came to your opinion

	
	Yes
	No
	

	
	 
	 
	 


	Q3. Is the person able to retain the information for long enough to make an effective decision?

People who can only retain the information for a short time must not be presumed to lack the capacity to decide - it depends on the importance of the decision to be made
	 
	  
	

	Q4. Is the person able to use or weigh up the information to arrive at a decision? 

Sometimes people can understand information, but impairment can stop them using it.
	 
	  
	

	Q5. Is the person able to communicate their decision?

All steps must be taken to aid communication. 
	 
	  
	








	If you have answered YES consistently to Q2 to Q5, the person is considered on the balance of probability, to HAVE the mental capacity to make this particular decision at this point in time

DO NOT PROCEED TO MAKE A BEST INTERESTS DECISION

Sign/date this form and record the outcome within the person’s care plans.  


	If you have answered NO to any of the questions, proceed to Q6.

	Q6. Overall, do you consider on the balance of probability, that there is sufficient evidence to indicate that the person lacks the capacity to make this particular decision at this point in time?
	Please provide details of the outcome of your assessment

	
	


	Signature
	

	Date assessment completed
	  

	If the person is unable to make the decision themselves, is there someone with a Registered EPA, LPA or a Court appointed Deputy, with powers to make the decision which needs to be made?  


	If Yes: - They make the best interest decision.  Record their details in the care plan and record your consultation with them and the decision that they have made i.e. they agree with the draft care plans etc. If there is no valid EPA/LPA/Court appointed deputy then the provider will need to make a best interest decision about the person care/support plans.

	If No: - You are able to proceed to make a Best Interests decision on their behalf but should consider at this stage whether or not an Independent Mental Capacity Advocate (IMCA) needs to be appointed. 








Mental Capacity Act 2005
Record of Best Interest Decision made in a person who lacks Capacity 

	Name of person best interest decision needs to be made for

	
	Name of Home
	

	Name of Best Interests Decision Maker

	
	Role
	

	Date Best Interest Decision Making process started

	
	
	

	Details of the decision to be made on behalf of the person who lacks capacity as detailed on the relevant mental capacity assessment.  Please be clear about the decision which needs to be made.  For complex decisions, such as change of accommodation, serious medical treatment, use of restriction, restraint and contact issues which may amount to a Deprivation of the Liberty or where there is objection to a proposed action you should hold a Best Interest meeting.  

	


	PART 1 DETERMINING LACK OF CAPACITY

	Has the person been determined as lacking capacity to make this decision at this moment in time?
	Response
	Comments

	
	Yes
	No
	Date
	Name of Assessor

	
	


	
	
	

	If you have answered YES, PROCEED TO PART 2 of this document.

If you have answered NO, identify decision(s) to be made and complete capacity assessment.



	PART 2 DETERMINING BEST INTERESTS
All steps and decisions taken for someone who lacks capacity must be taken in their best interests

	Have you appointed an IMCA?

	Response
	If YES: - Provide details of outcomes of the IMCA report.  You MUST NOT make a decision until you have received and considered their report

	
	YES
	NO
	

	Q1. If the decision relates to serious medical treatment or changes to accommodation and there is no one appropriate to act on the persons behalf, you have a Statutory duty to instruct and consult an independent Mental Capacity Advocate.  AN IMCA may also be involved in safeguarding adults’ cases and care reviews where appropriate.

	
	
	








	Date of IMCA referral
	Date IMCA report received
	Name of IMCA

	


	
	



	You must provide details of your findings and reasons for you option.

	Q2. Regaining Capacity – Have you considered if the person is likely to regain capacity i.e. after receiving medical treatment.  Can the decision be delayed until that time?

	

	Q3. Encourage Participation – What have you done to encourage the person’s involvement in the process? Please indicate if you have not been able to get the person to participate.

	






	Q4. Identify and Consider all the relevant circumstances – Do you have all the background information relating to why the decision needs to be made?  Give details.

	






	Q5. Are there any additional factors such as family relationships that need to be considered?

	





	Q6. Consult Others – You have a duty, where practicable and appropriate, to consult with and consider the views of other interested parties?  This should include anyone engaged in caring for the person, close relatives and friends, persons previously named by the person as someone to consult, Attorney under a Lasting or Enduring Power of Attorney or Deputy of the Court of Protection and other professionals.


	Please give the name and status of anyone who you consulted with as part of the best interest process.  You should ask them what they consider to be in the person’s best interest and record any information they have about the person wishes and feelings beliefs and values.


	Name
	Role/Relationship
	Views of people consulted / reasons why person not consulted

	


	
	

	


	
	

	


	
	

	


	
	

	Consideration of the person wishes and feeling, beliefs and values is an important part of the best interest process.

	Q7. Have you been able to ascertain what the person’s wishes and feelings are or would be if they were able to make the decision themselves?

	


	The nearer the person is to having capacity the more weight you need to give to their wishes and feelings.

	Q8. Does the person have any specific beliefs and values that need to be considered?

	 

	Q9. Advance Decisions – Written Statements – Does the person have any Advance Decisions or written statements about their future care and treatment which you may need to consider?

	.

	Q10. Considering the Options: Ensure you have carried out the necessary risk assessments and this is reflected in the best interest option chosen.  Ensure wherever possible the least restrictive option is chosen, whilst retaining best interest.


	Option 1
	Advantages/ Benefits
	Disadvantages/ Risks

	


	

	

	Option 2
	Advantages/ Benefits
	Disadvantages/ Risks

	


	
	 

	Option 3
	Advantages/ Benefits
	Disadvantages/ Risks

	


	
	 




	PART 3 – FINAL DECISION

	Reaching a Decision:  You must not make assumptions about someone’s best interests based on the person’s age, appearance, condition, or behaviour.  You must always avoid restricting the person’s rights and provide care and treatment in the least restrictive way.

	Q11. What is your final decision?
Please provide the reasons for your decisions and why other options were ruled out.


	








	Actions undertaken in relation to care and treatment which involve the use of restraint are only lawful if they are necessary to prevent harm, are a proportionate response to the level of harm the person is likely to incur and do not deprive the person of their liberty.


	Special Considerations – where the decision relates to life sustaining treatment, you must ensure that the decision has not been motivated in any way, by a desire to bring about their death.


	Signature of Decision Maker
	

	Date Decision made
	

	AFTER THE DECISION HAS BEEN MADE

	Q12. Has the Service User been made aware of the decision?
	YES
	NO 

	If No, please give your reasons why?



	If the person or any interested party is unhappy with the decision that has been made you should consider, holding a formal best interest meeting to discuss the matter further.  



[bookmark: _Toc196188741]
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[bookmark: _Toc196188760][bookmark: _Toc292917761]BCA Mental Health Risk Assessment

Client Name:……………………………………………

Please circle appropriate level of risk present 1 – 5 (1 = low risk / no current risk)

	Nature of Risk
	Level of Risk Present

	Risk of Accidental / Non Accidental Self Harm / Suicide
	
1          2          3          4         5


	 Factors Known To Increase Risk in this Area:

	
Previous Attempts
Use of violent methods of Self Harm
Confusion / disorientation
Sensory impairment (sight / hearing)
Agitation
Social Isolation
	
Anxiety
Terminal Illness
Hallucinations
Bereavement
Age (elderly)
	
Damage to property
Expressing suicidal thoughts
Developing well-formed plans
Polypharmacy
Medication non-compliance
Delusional beliefs



	Nature of Risk
	Level of Risk Present

	Risk of Being Abused / Exploited
	
1          2          3          4         5


	 Factors Known To Increase Risk in this Area:

	
Age (elderly)
Sensory impairment
Increased social isolation
Confusion / disorientation
	
Vulnerable
Disinhibition
Lack of insight
	
Previous History
Perception Disorder
Increased Dependence



	Nature of Risk
	Level of Risk Present

	Risk To Others
	
1          2          3          4         5


	 Factors Known To Increase Risk in this Area:

	
Previous history of aggression / violence
Delusional ideas
Confusion / disorientation
Verbalising threats / intent
	
Substance misuse
Hallucinations
Pain
Damage to property
	
Racism
Excess Stimulation
Medication non-compliance





	Nature of Risk
	Level of Risk Present

	Risk to Child 
(under 18 years)
	
1          2          3          4         5


	 Factors Known To Increase Risk in this Area:

	
Previous convictions
Known history of abusive behaviour towards children

	
Statement of intent
Restricted visiting / access arrangements
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	Nature of Risk
	Level of Risk Present

	Risk of Relapse or Deterioration
	
1          2          3          4         5


	 Factors Known To Increase Risk in this Area:

	
Non-compliance with care plan
Non-compliance with medication
Failure to deal with financial affairs

	
Substance misuse
Frequent home changes
	
Poor support networks
History of relapses




	Nature of Risk
	Level of Risk Present

	Risk of Absconding or not using Services Appropriately
	
1          2          3          4         5


	 Factors Known To Increase Risk in this Area:

	
Previous history
Anxiety of being in nursing home
Non engagement with staff

	
Substance misuse
Confusion disorientation
	
Stated intent
Lack of insight



Risk Management Plan

Areas of risk that have been identified must be addressed through the formulation of the plan below

	

















	Signed:
	
Date:



Page 2 of 2
[bookmark: _Toc196188761][bookmark: _Toc292917762]
BCA Care Plan	Mini Mental Test Score
	Clients name
	

	Place:  Ward / Day hospital / Home
	

	Date of  assessment
	

	Assessors name & position
	


SCORE 1 POINT FOR EACH CORRECT ANSWER  
Result:	0 – 3 = Severe impairment  	4 – 5 = Moderate
				6 – 7 = Mild impairment		8 – 10 = Normal
	Question
	Answer given
	Score

	What is the date today?
	
	

	What age are you? (must be exact)
	
	

	What is the time?
(client should not look at clock / watch, and time should be correct to nearest hour)
	
	

	42 WEST STREET (Give this address twice,  ask client to repeat it immediately to check it has registered and test recall at end of procedure)
	
	

	What month is it?
(must be exact)
	
	

	What year is it?
(exact except when in Jan or Feb when previous year is acceptable)
	
	

	Where are you now?
Please give me the name of this place (e.g. in hospital is not enough – the name of the hospital is required))
	
	

	What is your date of birth? 
 Must be exact
	
	

	When did World War 1 start?
(must be exact – 1914)
	
	

	What is the name of our present Monarch?
	
	

	Can you count from 20 to 1 backwards?
(you may prompt with 20,19,18 but no further prompts.  Client can hesitate and self-correct but no other errors)
	
	

	Check recall of address
(patient must correctly state 42 West Street)
	
	

	Total score:
	
	

	Action / notes

	Sign:


[bookmark: _Toc292917763]Page 1 of 1
BCA Bed Rails - Risk Assessment (see also Restraint Risk Assessment)
	Client name:
	 
	 
	
	Date:
	 
	 

	Reason(s) bed rails needed:



	Alternatives tried -  explain
	 
	 
	 
	Yes
	 
	No

	 

	Team Decision – please list names
	 
	 
	 
	Yes
	 
	No

	 

	 
	 
	 
	 
	 

	Behaviour safe for bedrails (e.g. will client climb over)
	Yes
	 
	No

	Further information
	 
	 
	 
	 
	 
	 

	Size and type appropriate  for bed
	 
	 
	Yes
	 
	No

	Size and type appropriate for mattress
	 
	 
	Yes
	 
	No

	Working safely
	 
	 
	 
	Yes
	 
	No

	Working properly
	 
	 
	 
	Yes
	 
	No

	Fitted safely
	
	 
	 
	 
	Yes
	 
	No

	Fitted properly
	 
	 
	 
	Yes
	 
	No

	Fitted at head of bed - 15cm from headboard
	 
	Yes
	 
	No

	Any gaps where     - a client may fall through
	 
	Yes
	 
	No

	                             - limbs may caught
	 
	 
	Yes
	 
	No

	Bumpers needed - reason
	 
	 
	Yes
	 
	No

	Any action taken, please record where and whom reported to
	 
	Yes
	 
	No

	
Family informed – name(s)    & Date              
	 
	 
	 
	Yes
	 
	No

	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	Reviewed changes
	
	
	
	Sign
	
	Date

	 

	 
	 
	 
	 
	 
	 
	 

	 

	 
	 
	 
	 
	 
	 
	 

	

	
	
	
	
	
	
	

	

	
	
	
	
	
	
	

	

	
	
	
	
	
	
	




[bookmark: _Toc196188744][bookmark: _Toc292917764]BCA Blank Care Plan 
	Client name
	

	Identified or Potential problem / Need
	
	

	
	

	
	

	
	

	Goal / aim
                                 
	

	
	

	
	

	
	

	Date
	Care Action (Prompts may be used to formulate care plan)
	Sign

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Client / relative signature where possible
	 
	Date

	Date
	Care plan review   frequency: monthly and PRN
	Sign
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Care plan Review

	Date
	Evaluation / Review             Frequency: Monthly and PRN
	Sign
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[bookmark: _Toc292917766][bookmark: _Toc196188750]BCA Care Plan -		Body Map 												Page 1 of 2
	Bruising
	[image: body map front]FRONT
	[image: body map back]BACK
	Broken Areas

	Approx. Size:
	
	
	Approx. Size:

	Caused by:
	
	
	Caused by:

	Date:
	
	
	Date:

	Signed:
	
	
	Signed:

	Approx. Size:

	
	
	Approx. Size:


	Caused by:


	
	
	Caused by:



	Date:

	
	
	Date:


	Signed:
	
	
	Signed:

	Approx. Size:

	
	
	Approx. Size:


	Caused by:


	
	
	Caused by:



	Date:

	
	
	Date:


	Signed:
	
	
	Signed:


Is it essential this is completed by bedtime on day of admission and at any other time when the following may happen. Please highlight all areas of marking / discolouration (including birthmarks)  / bruising / redness & broken skin wherever they occur.  Use a large ‘x’ to cross out areas no longer relevant on review(s) & date & sign. Draw affected area onto diagram, use arrows / lines and document accurately in boxes
Client Name:_______________________________



BCA Care Plan-		Body Map 													Page 2 of 2

Is it essential this is completed by bedtime on day of admission and at any other time when the following may happen.
Please highlight all areas of marking / discolouration (including birthmarks) / bruising / redness & broken skin wherever they occur.  Use a large ‘x’ to cross out areas no longer relevant on review(s) & date & sign.
Draw affected area onto diagram, use arrows / lines and document accurately in boxes
Client Name:_______________________________
	Bruising
	RIGHT SIDE   LEFT SIDE
[image: sides]
	Broken Areas

	Approx. Size:
	
	Approx. Size:

	Caused by:
	
	Caused by:

	Date:
	
	Date:

	Signed:
	
	Signed:

	Approx. Size:

	
	Approx. Size:


	Caused by:


	
	Caused by:



	Date:

	
	Date:


	Signed:
	
	Signed:

	Approx. Size:

	
	Approx. Size:


	Caused by:


	
	Caused by:



	Date:

	
	Date:


	Signed:
	
	Signed:




[bookmark: _Toc292917767]BCA Client Care Chart

	Client name:
	

	Care Instructions and frequency: 
e.g. 2 hourly pressure area care (pac) and encourage fluids.  Where abbreviations are used they must be explained. BO = Bowels opened.  PU = Passed urine.
	



	Time
	Movement
	Intake
	Output
	Care Given
	Observation(s)
	Sign
	Date

	e.g. 2am
	left side
	100mls water
	BO + PU
	washed & changed
	Alert but tired
	AC/CD
	01.01.03

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


[bookmark: _Toc292917768]BCA General Risk Assessment
	Client name:
	


Please identify any area where the client is unable to maintain a safe environment independently: 
 Any areas of risk identified must be addressed in the clients care plan
	Weight:
	Height:
	Build:
	Sign:
	Date:

	Past medical history:




	Comprehension / behaviour / attitude / co-operation

	Handling constraints:
	

	Pain
	
	Catheters
	

	Contracture(s)
	
	Fractures
	

	Skin lesions
	
	Other please state
	

	Mobility
	Problems / capabilities
	No of staff
	Equipment used
	supervised
	unsupervised

	Transferring from / to
	
	
	
	
	

	Walking
	
	
	
	
	

	Standing
	
	
	
	
	

	toilet
	
	
	
	
	

	Bath
	
	
	
	
	

	Movement in bed
	
	
	
	
	

	Stairs
	
	
	
	
	


Other potential risks – please add any known others: identify in care plan  and / or take further risk assessment(s)
	Falling (see FRAT)
	
	Wandering
	
	Self-medicating
	

	Smoking
	
	Bed rails
	
	Locked areas
	

	
	
	
	
	
	

	Reviewed: Date
	Review – Monthly plus PRN
	Sign

	
	
	

	
	
	



[bookmark: _Toc196188757][bookmark: _Toc292917769]BCA Falls Risk Assessment Tool (FRAT)
Complete falls risk assessment on admission.
 Then on a monthly basis for individuals assessed as at risk or if condition changes.
	Client name:
	



	Client date of birth:

	Dates (dd /mm)

	
	/
	/
	/
	/
	/
	      /

	SEX
	
	
	
	
	
	

	Male 
	1
	1
	1
	1
	1
	1

	Female
	2
	2
	2
	2
	2
	2

	AGE
	
	
	
	
	
	

	Under 60
	0
	0
	0
	0
	0
	0

	60-70
	1
	1
	1
	1
	1
	1

	71-80
	2
	2
	2
	2
	2
	2

	81+
	1
	1
	1
	1
	1
	1

	GAIT
	
	
	
	
	
	

	Steady 
	0
	0
	0
	0
	0
	0

	Hesitant 
	1
	1
	1
	1
	1
	1

	Poor Transfer
	3
	3
	3
	3
	3
	3

	Unsteady 
	3
	3
	3
	3
	3
	3

	MOBILITY
	
	
	
	
	
	

	Full
	1
	1
	1
	1
	1
	1

	Uses Aid
	2
	2
	2
	2
	2
	2

	Independent with use of wheelchair
	1
	1
	1
	1
	1
	1

	Restricted
	3
	3
	3
	3
	3
	3

	Immobile 
	1
	1
	1
	1
	1
	1

	MEDICATION
	
	
	
	
	
	

	Hypnotic 
	1
	1
	1
	1
	1
	1

	Tranquillisers
	1
	1
	1
	1
	1
	1

	Hypotensive 
	1
	1
	1
	1
	1
	1

	Diuretics 
	1
	1
	1
	1
	1
	1

	Laxatives
	1
	1
	1
	1
	1
	1

	Anti- Parkinson’s
	1
	1
	1
	1
	1
	1

	FALL HISTORY
	
	
	
	
	
	

	None
	0
	0
	0
	0
	0
	0

	At Home / or in hospital
	2
	2
	2
	2
	2
	2

	In Care Setting
	1
	1
	1
	1
	1
	1

	Both
	3
	3
	3
	3
	3
	3

	MEDICAL HISTORY
	
	
	
	
	
	

	Diabetes
	1
	1
	1
	1
	1
	1

	Organic brain disease/confusion
	1
	1
	1
	1
	1
	1

	Fits
	1
	1
	1
	1
	1
	1

	Alcoholism
	1
	1
	1
	1
	1
	1

	COMMUNICATION DEFICITS
	
	
	
	
	
	

	No deficit 
	0
	0
	0
	0
	0
	0

	Unable to call for help
	2
	2
	2
	2
	2
	2

	Visual impairment
	2
	2
	2
	2
	2
	2

	Deaf/hard of hearing
	1
	1
	1
	1
	1
	1

	Total Score
	
	
	
	
	
	

	Risk Category
	
	
	
	
	
	

	Initials of assessor
	
	
	
	
	
	

	Designation
	
	
	
	
	
	



Risk Categories
Score 0-3 = No risk	Score 3-8 = Low Risk  Score 9-12 = medium risk  Score 13+ = High risk
[bookmark: _Toc292917770][bookmark: _Toc196188755]BCA Moving and Handling Risk Assessment								Page 1 of 2
	Client Name :

	RISK EVALUATION RECORD

	A
Ability to weight bear
	B
Onset of pain/ fatigue
	C
Physical constraints
	Date
	A
	B
	C
	D
	E
	TOTAL
	Signature

	
	
	
	On 
Admission
	
	
	
	
	
	
	

	Normal weight bearing
	1
	No pain or fatigue
	1
	None
	1
	
	
	
	
	
	
	
	

	Partial weight bearing
	2
	Minimal pain / fatigue
	2
	Limb weakness
	2
	
	
	
	
	
	
	
	

	Non weight bearing
	3
	Moderate pain / fatigue
	3
	Deformity
	3
	
	
	
	
	
	
	
	

	Immobile
	4
	Constant pain / fatigue
	4
	Immobile
	4
	
	
	
	
	
	
	
	

	D
Behaviour pattern
	E
Weight range           
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Ready compliance
	1
	Below 32kgs
	1
	
	
	
	
	
	
	
	
	

	Stupor
	2
	32 – 51kgs
	2
	
	
	
	
	
	
	
	
	

	Partial resistance
	3
	52 – 64kgs
	3
	
	
	
	
	
	
	
	
	

	Resistance 
	4
	Over 64kgs
	4
	
	
	
	
	
	
	
	
	

	RISK LEVEL
	
	
	
	
	
	
	
	

	5-8 Low                    9-14 Moderate              15-20 High
	
	
	
	
	
	
	
	

	Factors and activities to consider when formulating planned care
	
	
	
	
	
	
	
	

	FACTORS
	ACTIVITIES
	
	
	
	
	
	
	
	

	Environmental factors
Skin condition
Infusions
Catheter in situ
Regular daily deterioration in ability
	Sitting / Standing
Toilet
Walking
Wheelchair transfers
Bed transfers
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Carry out assessment on admission and repeat monthly.
Reassess as condition changes
Ensure that plan includes method of moving and handling, staff numbers and aids to be used.
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	



[bookmark: _Toc196188756][bookmark: _Toc292917771]BCA Moving and Handling – Safe System of Work									Page 2 of 2

Client Name: _________________________________           Date: _________________________________

	Date
	Handling task to be performed
	List method / measures to be taken 
(state type of hoist and slings and any other equipment etc)
	No. of staff needed to assist to ensure safety
	What other problems have been identified with the handling task? i.e. environment etc. What measures are in place to minimise risk.
	Assessors name 
	Date handling task discontinued

	
	Moving in bed / movement up the bed
	
	
	
	
	

	
	Transfer in and out of bed
	
	
	
	
	

	
	Sitting balance
	
	
	
	
	

	
	Bed/chair transfer to wheelchair / commode
	
	
	
	
	

	
	Bathing / showering
	
	
	
	
	

	
	Walking 
(inside and outside)
	
	
	
	
	

	
	Stairs / steps
	
	
	
	
	

	
	Getting dressed
	
	
	
	
	

	
	Other
	
	
	
	
	


[bookmark: _Toc196188751]
[bookmark: _Toc292917772]BCA Risk Assessment		Restraint
Restraint should only ever be used as a ‘last resort’, Any restraint should be in the best interests of the person and based upon the level of risk present, taking account of the person’s size, gender, age and medical conditions. It should be used for the minimum amount of time and with the least amount of intervention. 
	Client Name:           
	
	Date
	



	List persons involved in decision making process / restraint consultation:- Client / staff  / Next of Kin /  family / GP / others 






	Type of restraint proposed and justification
List of well-known restraints include, but are not restricted to bed rails, recliner chairs, seat belts on wheelchairs, door locking/coding, physical restraint e.g. with aggressive / challenging behaviour.  Medication maybe considered a restraint if used to change or moderate behaviour.  This does not mean they cannot be used – but they must be justified and decisions made in an inclusive manner.
Unacceptable restraints: Forced care, Intimidation, Cultural or discriminatory

	Type of restraint considered
	Reasoning
	Potential  /  identified risk in using
	Potential  /  identified risk in
 not using
	Decision

	e.g. Bed rails
	Client has fallen out of bed (twice)
	Likely to climb over and sustain injury 
	May fall again and sustain serious injury e.g. fracture
	Not to use now – review daily- for 1 week 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



	Date
	Review  state frequency ______________
	Sign

	
	
	

	
	
	

	
	
	


Guidance:  (because of the very sensitive and restrictive nature of restraint we have included guidance on                                      restraint for all services)
· The Mental Capacity Act 2005 describes restraint as: the use or threat of force to help do an act which the person resists, or the restriction of the person’s liberty of movement, whether or not they resist. Restraint may only be used where it is necessary to protect the person from harm and is proportionate to the risk of harm.  http://www.opsi.gov.uk/ACTS/acts2005/ukpga_20050009_en_1 
· Deprivation of liberty safeguards that are being developed by the Department of Health for introduction in 2009 (these are known as the Bournewood safeguards). www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_062995 
· The human rights act 1998
· Article 3 prohibits ‘torture and inhuman or degrading treatment’;
· Article 5 acknowledges that ‘everyone has the right to liberty and that it should only be restricted if there is specific legal justification’ and
· Article 14 outlaws ‘discrimination of all types’.
A service that is proactive in reducing the levels of restraint should:
· Use person centred planning, and a person centred approach when providing care to a person.
· Recognise the particular needs of people regarding their race, gender including gender identity, sexual orientation, disability, age, religion or belief. 
· Demonstrate the continuing involvement of the care manager (if applicable) and extended multi- professional team e.g. Speech and language therapist, psychologist, occupational therapist.
· Use risk assessments to provide governance to actions that might be seen as restraint.
· Be using therapeutic alternatives restraint and understanding that restraint must only be used as a ‘last resort’.
· Be aware that the buildings and the environment may constitute a form of restraint, and be proactive in how they enable people to make choices.
· Provide a range of person centred activities and programmes for people using the service to increase stimulation.
· Ensure that people who use services are enabled to communicate their needs.
· Provide chairs and beds that do not limit movement.
· Ensure that there are continence programmes in place for people that need them.
· Ensure that there is clarity provided to staff about what is acceptable practice.
· Constantly monitoring and managing staff attitudes and behaviours. 
· Monitor the effect of medication and arrange regular medication reviews. 
· Monitor and clearly record of the use of ‘as required’ (PRN) medication.  
· Be aware that when a person is happy, contended and ‘free from fear’ they are less likely to demonstrate behaviours that could necessitate restraint.
· Be proactive in their assessing and predicting triggers for behaviour that could result in restraint.
· Monitor behaviour and regularly review care plans. 
· Train staff appropriately and raise awareness of restraint.
· Have good policies and procedures – which have input from people using services. 
· Ensure that people using services are kept as mobile as possible, and use innovative methods to achieve this. 
· Ensure that people who use services have regular contact with their legally appointed representative or mental capacity advocates, and that these people are routinely consulted when restraint is an issue

[bookmark: _Toc292917773][bookmark: _Toc196188754]Client Review Form
This is usually completed initially 4-6 weeks after admission, and thereafter 6monthly / yearly with client, family and stakeholders e.g. social services.     
The listed subjects are means to act as a guide, but do not in any way replace care plans being updated too!  Quality assurance systems should be used throughout the organisation – this is simply person specific
Frequency of review ___________ (please state)               Page 1 of 2
	Client Name
	
	Date
	

	Persons present & delegation 
	

	Reason for review
	


This form signed by the client and/or family may act as evidence of agreement and awareness of the clients care plan.
	Guidance prompts
	General comments
Please use the columns to indicate areas discussed and / or  of concern  and the main  larger column to record information / detail
	Discussed
	Concerns

	CARE

	Pre-assessment needs met as planned / general
	

















	
	

	Food / eating & drinking
	
	
	

	Washing and dressing
	
	
	

	Mobility
	
	
	

	Continence
	
	
	

	Activities
	
	
	

	Safety
	
	
	

	Mental health  / behaviour / co-operation
	
	
	

	End of Life Care  / uDNACPR / ACP 
	
	
	

	Regular dentist / optician etc needs
	
	
	

	Night time care
	
	
	

	Change of care plan / assessed needs
	
	
	

	MEDICAL                             

	Medication / self-medicating
	



	
	

	General condition
	
	
	



	Page 2 of 2                            SOCIAL NEEDS
	Discussed   
	Concerns

	Family input / visiting
	
	
	

	Outings / activities
	
	
	

	Interaction with others
	
	
	

	ACCOMMODATION

	Meets needs
	
	
	

	Clean
	
	
	

	Personal belongings labelled and accounted for 
	
	
	

	FOOD

	Appropriate to meet needs
	
	
	

	Tasty & enjoyed
	
	
	

	Preferred changes / suggestions
	
	
	

	Relatives able to stay / offered refreshments
	
	
	

	LAUNDRY

	Clearly labelled / needs met
	
	
	

	New clothes required
	
	
	

	STAFF

	Helpful
	
	
	

	Polite
	
	
	

	Welcoming
	
	
	

	Skilled / attitude
	
	
	

	FINANCES

	Receiving allowances correctly (list)
	
	
	

	Fees paid
	
	
	

	Ability to pay fees in future (limit £21,000 – 2007)
	
	
	

	? advocate needed
	
	
	

	Monies held 
	
	
	

	OTHER  / OUTCOME  / CHANGES

	

	Signature(s) of those present

	1   ____________________state name & designation
2   ____________________state name & designation
3  ____________________state name & designation

	Staff use only
Copy given to all present   Y / N
Outcomes follow up Y/N


	Berkshire Care Association Care Plan and Documentation Resource Pack 2nd Edition
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[bookmark: _Toc292917774]BCA Client Transfer Form – from home to hospital or other establishment
	General Information                                 Page 1 of 2

	Date
	
	Time:
	

	Name of organisation
	

	Type of 
Establishment
	Nursing Home     Care Home   Dementia Unit  
Learning Disability Home   Other___________

	Telephone Number
	

	Address
	

	
	

	
	
	Postcode:

	Member of Staff
Completing this form
	Name
	

	
	Position
	

	
	Signed
	


Please take a copy of this form for your own records before sending wherever possible
	Client Information

	Prefix
	Mr    Mrs  Ms   Other:

	Surname
	

	First name(s) /
	

	Preferred name / known as
	

	Date of birth
	

	NHS no:
	

	Unique ID no:  (CQC)
	

	u-DNACPR competed?
	Yes / no If yes, it MUST be attached.  
	Attached? Y / N

	Advanced care plan?
	Yes  no
	Attached?  Y / N

	Infection status
	

	Brief history of this illness / Reason for admission

	




	Doctor Informed/contacted
	Yes    No    Time: ______am/pm
If Yes - name of doctor

	Last seen by Doctor
	

	GP Name & Address

	
	GP code:

	GP Tel no
	



	Next of Kin ( Nok)
	
	Informed   Y/ N

	Address

	


	Relationship:

	Tel no.             

	1
	2


BCA Client Transfer form                                                                   Page 2 of 2
	Past Medical History, including any treatment given up to this transfer
	

	Current Medications please continue on a separate piece of paper if required
Medicines sent with client Y / N ( if yes, state quantity ‘Q’)
	Medication name
	Dose & Frequency
	Time last given
	Q

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
	
	
	
	

	6
	
	
	
	

	7
	
	
	
	


Medication chart attached: Y / N  Further information attached: Y/N

	Known allergies
	

	
	

	Please describe briefly how the person usually is:

	Breathing
	

	Communication / Comprehension / Confusion / Mental state sight / hearing / speech
	

	Elimination/Continence
	

	Mobility
	

	Washing & Dressing
	

	Eating & Drinking / weight
	

	Independence / assistance / co-operation
	

	Sleeping
	

	Skin integrity /  Waterlow Score  / wounds
	

	Other / further information including any known risks ( e.g. falls / suicide)




	


	We are planning for this person to return to our care as soon as possible:      Y / N

	  Berkshire Care is a not for profit organisation, Raising Standards in Care 



[bookmark: _Toc196188743][bookmark: _Toc292917775]Malnutrition Risk Assessment – World Health Organisation (WHO)
Record one score for each category in the boxes below and add together to identify risk           Page 1 of 2 
	BMI
	Weight
	Dietary Intake/ Appetite
	Ability to eat
	Mental Condition
	Gut Function
	Medical condition
	Pressure ulcer

	1
	1
	1
	1
	1
	1
	1
	1

	20-27
	Usual weight and steady
	Good appetite- able to eat 3 meals a day
	Ability to eat / drink independently
	Alert. Orientated. Co-operative
	Normal gut function
	Uncomplicated medical Conditions e.g. CVA, MI with no interruption in food intake
	Grade 0

	2
	2
	2
	2
	2
	2
	2
	2

	28+
	Unintentional weight loss up to 3.5 kg (7lb) in previous 3 months
	Reduced appetite- not managing 3 full meals a day. Purred diet.
	Requires assistance with cutting food or transferring food to mouth
	Apathetic. Mildly confused
	Frequent regurgitation. Mild Diarrhoea. Feels nauseous. Constipation.
	Post minor surgery. Moderate infection e.g. chest infection, UTI, COAD
	Grade 1 &2

	3
	3
	3
	3
	3
	3
	3
	3

	18 or 19
	Unintentional weight loss up to 3.5 kg (7lb) in previous 3 months
	Poor appetite- leaving half or more of meals. Avoiding whole food groups e.g. milk products, fruit or veg.
	Chewing problems. Sore mouth affecting food intake. Difficulty swallowing.
	Confused. Depressed. Un-cooperative.
	Moderate vomiting and/or diarrhoea
	Gastrointestinal disease e.g. Crohns, Ulcerative colitis. Conditions affecting food intake. Parkinson’s disease. Long bone or multiple fractures. Up to 2 days NBM.
	Grade 3

	4
	4
	4
	4
	4
	4
	4
	4

	17 or less
	Weight loss prior to admission with ongoing weight loss.
	No appetite. Unable or unwilling to eat. NBM at more than 4 meals
	Unable to take food/ Fluids orally. Complete dysphagia
	Comatose
	Severe vomiting and/ or diarrhoea
	Post major surgery. Severe leg ulcers. Delayed wound healing. Carcinoma/ malignant disease. More than 2 days NBM.
	Grade 4



WHO Nutritional Risk assessment score
	Date
	BMI
	Dietary intake / appetite
	Weight
	Ability to eat
	Mental condition
	Gut function
	Medical condition
	Pressure ulcer
	Total

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	



Is your patient at risk of malnutrition?

	Steps   
1 Complete assessment of dietary needs 
2 Weigh & measure (BMI – Body Mass Index)  
3 Assess malnutrition risk Score
	BMI Score classifications
       Less than 20  = Underweight
       20 – 24          =  Acceptable
       25 – 29          =  Grade 1 Obesity
       30 – 39          =  Grade 2 Obesity
       40 +               =  Grade 3 Obesity


    				Action Plan
	Low Risk 
 up to 10
	Moderate Risk 
10 - 15
	High Risk 
 16 or more

	· No action necessary
· Weigh and review score regularly
	· Encourage eating and drinking
· Help to complete appropriate menu choice
· Observe daily food and fluid intake and wastage
· Replace uneaten meals with (prescribed) supplements (e.g. Build up / Complan / Fortisip)
· Offer 1-2 supplements daily between meals or snacks
· Check weight regularly
· Reassess risk score regularly
· Document action taken in care plan
· Refer patient to dietician if not achieving adequate intake or risk factors increase
	· Encourage eating and drinking
· Help to complete appropriate menu choice with fortified items
· Record food and fluid intake for 3 days, including all supplements
· Replace uneaten meals with prescribed supplements (e.g. Build up / Fortisip)
· Offer 2 – 3 supplements daily between meals and/or extra snacks
· Check weight regularly
· Reassess risk score frequently
· Document action taken in care plan
· Refer high risk patients to GP and  dietician and those with BMI of 18 or less

	NB Patients requiring specific therapeutic diet, e.g. diabetes, liver, renal disease, should be referred to dietician.  Fortified foods / supplements should not be used without advice.
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[bookmark: _Toc292917776]BCA Advanced Care plan – Thinking ahead		
Preparing for End of Life Care, and knowing what a person’s wishes are, is very important in ensuring we deliver the very best quality of care for the person and their family and friends.   Some people find this topic very difficult to discuss, so if you are struggling, please let us know.
This advanced care plan is for a person with capacity to make decisions
	Name

Signature:
	Date of birth

	Date this form completed
	GP name:
Address:


	Name of staff involved in this discussion


	Signature(s)

	GP involved in this discussion

	Signature

	Family Member/friend involved in this discussion
	Signature(s) 
	Contact details

	1.
Relationship:
	
	

	2.
Relationship:
	
	

	Thinking ahead……..
1.   At this time of your life what is it that makes you happy?



2.  What elements of care are important to you and what would you like to happen in the future?



3. What would you not want to happen?  Is there anything that you worry about or fear happening?




	Preferred place of care
If your condition deteriorates where would you most like to be cared for?
1.

2.
Comments



 Page 1 of 2 Please turn over

	Do you have a Lasting Power of Attorney (LPA)?

If “YES” record name:
	Yes / No

Contact No:


	i) Do you have an Advance Decision to Refuse Treatment (ADRT)?

ii) If “yes” does this include a refusal of life sustaining treatment? 
Please state where  above document is stored:

	i) Yes / No

ii) Yes / No 

	Do you have a DNACPR (Do not attempt cardiopulmonary resuscitation) document? 
	Yes / No

	Do you have an expressed wish for organ/tissue donation?                                                                         If “yes” The National Referral Centre (NRC): 0800 432 0559 can be contacted for advice
If “yes”, please specify any arrangements
	Yes / No


	Do you have any special requests, preferences or other comments? (perhaps religious/spiritual or cultural beliefs / wishes, or considerations or traditions staff may not be aware of)




	Have you had any thoughts or preferences about burial or cremation?  Which would you prefer?



	Preference for funeral directors?
Name and contact details?



	Are there any comments or additions from other people you are close to?  
(please name)



	If there are any special requests or comments we have not covered, please add them here.



A copy of this form has been given to:
GP       DN         Hospital           Other………………………………………………………………………………………
Staff use: 	Please list any other information (leaflets etc) given:
	Review date:
Summary of review:

Signature: 
	Review Date:
Summary of review:

Signature: 
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[bookmark: _Toc292917779]Abbey Pain Scale – How to use it


The pain scale is to be used as part of an overall pain management plan. 

Objective  

The pain scale is an instrument designed to assist in the assessment of pain in clients who are unable to clearly articulate their needs.

On-going assessment 

The scale does not differentiate between distress and pain, therefore measuring the effectiveness of pain relieving interventions is essential.

Recent work by the Australian Pain Society recommends that the Abbey pain scale be used as a movement based assessment.  

The staff recording the scale should, therefore, observe and record on the scale while the client is being moved e.g., during pressure area care, while showering etc. 

Record results in the client’s notes.  Include the time of completion of the scale, the score, staff member’s signature and action taken in response to results of the assessment. 

A second evaluation should be conducted 1 hour after the intervention taken in response to the first assessment, to determine the effectiveness of any pain relieving intervention.  

If, at this assessment,  the score on the pain scale is the same, or worse, undertake a comprehensive assessment of all facets of client’s care , monitor closely  over a 24 hour period, including any further interventions undertaken,  and, if there is no improvement, notify the medical practitioner 

Australian Pain Society(2005)   Residential Aged Care Pain Management Guidelines, August.  http://www.apsoc.org.au

Gibson, S., Scherer ,S and Goucke , R (2004) Final Report Australian Pain Society and the Australian Pain Relief Association Pain Management Guidelines for Residential Care: Stage 1 Preliminary field-testing and preparations for implementation. November 
[bookmark: _Toc196188742][bookmark: _Toc292917780]
Abbey Pain Scale – Reference Card
For measurement of pain in people with dementia or who cannot verbalise

How to use scale :  While observing the client, score questions 1 to 6. 

Name of client : ………………………………………………………………………………….

Name and designation of person completing the scale : …………………………………

Date : …………………………………….  Time : ………………………………………………….

Latest pain relief given was……………………………………………….…………at………hrs.

	
	
	Score

	Q1
	Vocalisation
e.g. whimpering, groaning, crying	
Absent  0       Mild  1       Moderate  2       Severe  3                     
	

	Q2
	Facial expression  
e.g. looking tense, frowning, grimacing, looking frightened	                                     
Absent  0       Mild  1       Moderate  2       Severe  3
	

	Q3
	Change in body language  
e.g. fidgeting, rocking, guarding part of body, withdrawn
Absent  0       Mild  1       Moderate  2       Severe  3
	

	Q4
	Behavioural Change 
e.g. increased confusion, refusing to eat, alteration in usual patterns
Absent  0       Mild  1       Moderate  2       Severe  3                     
	

	Q5
	Physiological change
e.g. temperature, pulse or blood pressure outside normal limits, perspiring, flushing or pallor
Absent  0       Mild  1       Moderate  2       Severe  3                     
	

	Q6
	Physical changes 
e.g. skin tears, pressure areas, arthritis, contractures, previous injuries
Absent  0       Mild  1       Moderate  2       Severe  3       
	

	
	Add scores for 1 - 6 and record here 
	



Now tick the box that matches the 




Total Pain Score

Finally, tick the box which matches 



the type of pain 


Abbey, J; De Bellis, A; Piller, N; Esterman, A; Giles, L; Parker, D and Lowcay, B.
Funded by the JH & JD Gunn Medical Research Foundation 1998 – 2002
(This document may be reproduced with this acknowledgement retained
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[bookmark: _Toc292917781][bookmark: _Toc196188745]A – Z of Laxatives

The ideal management of constipation involves identification and if possible elimination of the primary cause, education of the patient in the physiology of defaecation, initiation of a proper diet and prescription of appropriate laxatives until bowel function is restored.

Laxatives used in constipation can be classified into the five groups listed below and outlined in table 1:

1. Bulking Agents (e.g. bran, sterculia, isphagula)

The agents absorb water and expand to fill the colon with soft, non-absorbable residue and appear to have few side effects.  Caution is advised in using bulking agents in the elderly as this may lead to severe dehydration.

MILD CONSTIPATION

May respond to simple dietary manipulation which can be useful in prophylaxis, but use doubtful if constipation bad enough to seek help.  The aim is to increase bulk and therefore to reduce transit time propelling a softer stool into rectum.  Needs to be combined with minor lifestyle changes including allowing adequate time for defaecation and not ignoring the call to stool. 

· A gradual increase in fibre to avoid bloating/abdominal pain.  Avoid fibre supplements in elderly as they may cause faecal incontinence.

· Finding a laxative that works for the individual is trial and error.  Try bulking agents for those who find dietary fibre supplements unpalatable.  These must be introduced gradually. Use after clearance of impacted faeces and adequate fluids, or danger of intestinal obstruction or adding to faecal mass.

· Most commonly used to treat chronic dystonic or spastic constipation.  Dietary/bulking agents will exacerbate faecal impaction. Bulk forming agents may inhibit patient’s appetite and contribute to malnourishment. High bran intake has been linked with impaired calcium/iron re-absorption.  These agents need to be taken over several days to take effect, and should be accompanied by raised fluid intake to prevent impaction/obstruction.  Most commonly used Normacol and Fybogel – useful in management of patients with haemorrhoids and anal fissures.  These products swell on contact with water and therefore must not be used for dysphagic patients or immediately prior to going to bed. 

· It is suggested that better effects may be obtained from bulk forming laxatives that can be incorporated into the diet – whole grain cereals, high fibre bread.  Increased fluid intake is required, especially for the elderly.  However, they do tend to distend abdomen initially making the patient feel uncomfortable which can lead to temporary anorexia.  Bran is cheap but care is needed – as above.

· First choice laxative for simple constipation should be Fybogel and celevac tabs 3-6 tabs bd with 300 mls water.  May have Glycerine suppositories 4g adult to aid above.

· Glycerine suppositories can be used in addition to bulk forming laxatives for simple constipation.

2. Hyper-osmotic Laxatives 

These are divided into inorganic and organic osmotic agents:
(a) Inorganic agents (e.g. preparations that contain magnesium or sulphate salts or both).  For many years these agents have been thought to act simply as osmotic laxatives by softening and increasing water absorption in the stool, but the rapidity and potency of their effect have led to a pharmacological re-evaluation.  This has shown that they act both directly and through the release of cholecystokinin to cause contraction of the gall-bladder, increased motility of the small and large intestine, decreased absorption of sodium by the small intestinal mucosa, and increased secretion of pancreatic enzymes.  The osmotic load that they deliver causes large losses of faecal water and consequent electrolyte disturbances that can be serious if cardiac function is impaired.

(b) Organic agents (e.g. lactulose). These are non-absorbable solutes that act by softening and increasing water absorption such as lactulose.  Lactulose is metabolised by the colonic bacterial flora to produce short chain fatty acids and its laxative effect is associated with a marked production of gases including carbon dioxide, methane and hydrogen.  Most of the common side effects attributed to lactulose such as abdominal pain, bloating and flatus are thought to result from this colonic fermentation.  The capacity of gut bacteria for lactulose is limited, so that above a certain dose, if constipation is not relieved, there is not further benefit in giving additional lactulose to the patient.  These agents may take up to 48 hours to act and bloating, flatulence, cramping and an unpleasant taste have all been reported.

· This group includes lactulose and sorbitol.  Not suitable for the prevention of constipation where gut motility is impaired, e.g. with anticholinergic and opioid treatment unless accompanied by stimulant such as senna.    Lactulose takes 1-3 days to act, and  may cause flatulence, cramps and bloating. Expensive and should be used where other interventions are inappropriate.  May cause changes in blood sugar when given to diabetics.

· Give with plenty of water which may cause bloating. Suitable for chronic constipation where the stool is hard.

· Only use magnesium sulphate when others have failed.  Picolax only to be used when all else fails.

Other information:
Most opioid induced constipation requires combination of stimulant and softener.  Dose titrated to comfort of defaecation and nature of stool.
For elderly people with chronic constipation treatment with laxatives is essential.  Stimulant could be used short term (senna) if constipation persists.  Bulk forming agent could be added (Fybogel).  Often lactulose is given as first line treatment for the elderly but it is expensive and less effective than stimulant laxatives. If this is unsuccessful, use iso-osmotic agent.



3. Iso-osmotic agents (e.g. PEG electrolytes, such as Movicol)

These consist of an organic, non-absorbable solute such as polyethylene glycol (PEG) balanced with electrolytes.  This balanced solution induces an osmotic load while achieving negligible net absorption or elimination of water, sodium or potassium.  Potentially serious losses or gains in water and electrolytes are prevented.  PEG is also free from the potential toxicity of stimulant laxatives.  Thus the solution remains in the colon where it increases the faecal bulk causing stretching of the circular muscle in the bowel wall and triggering myogenic peristalsis movement.  The liquid is also available to soften and lubricate the faecal residue.  Thus the stools are rehydrated and softened and comfortable bowel emptying is facilitated.

Iso-osmotic treatments are significantly different from other osmotic laxatives as their effect is not via an hyper-osmotic action, pulling fluid and electrolytes into the colon from the bloodstream, but essentially by retaining within the bowel, fluid and electrolytes ingested along with the osmotically active component PEG. In contrast to hyper-osmotic laxatives there is no upper limit for safe dose or for effect of iso-osmotic treatments for constipation. 

· Movicol is licensed to treat faecal impaction as well as chronic constipation. Use up to 8 sachets per day for up to 3 days for faecal impaction.   Some severely impacted patients could only take four to six sachets per day, this sufficed, just took a bit longer to work.)
· Iso-osmotic agents are more effective than hyper-osmotic and better tolerated. PEG+e  solution is safer than hyper-osmotic salts such as magnesium and sodium sulphate or phosphate, especially in patients with impaired renal or cardiac function


4. Stool Softeners (e.g. liquid paraffin, docusate)

These are helpful in selected groups of patients such as those with cardiac impairment, because they reduce straining at defaecation.

· These act by reducing surface tension allowing penetration of hardened faeces by water/fats.  The group includes mineral oil and docusate salts which also act as a stimulant.  Liquid paraffin is not recommended for oral use as it inhibits absorption of fat-soluble vitamins.  If aspirated, may cause lipid pneumonia.  They act in 24/48 hours.

5. Stimulant laxatives (e.g. senna, bisacodyl)

· Stimulant laxatives increase intestinal motility by stimulation of colonic nerves and may cause abdominal cramping.  If used repeatedly these agents can cause irreversible damage to myoenteric neurons.  In experimental studies their hydroxylated metabolites have been found to be mutagenic and carcinogenic. 
· Prolonged or over dosage of stimulants can result in diarrhoea, with excessive water loss with electrolytes (esp. potassium) which may lead to atonic non-functioning colon. Should not be given to patients with faecal impaction, intestinal obstruction or undiagnosed abdominal symptoms. They can irritate the mucosa, nerves and smooth muscle, producing cramping, electrolyte imbalance, histological changes and eventually permanent damage to mesenteric plexus.  
· Eventually permanent damage affecting motility of gut = patient takes more drug.
· Stimulate mesenteric nerve plexus. It is suggested that prolonged use may lead to nerve damage but evidence inconclusive.  Danthron is potentially carcinogenic in rats.  Must be only used for terminally ill. Danthron is among the most expensive. There is no good evidence that danthron is any more effective than less expensive alternatives. It should be used only with continent patients as a red skin rash can occur on contact with faeces or urine.
· Sodium picosulphate has a very dramatic effect and is reserved for bowel preparation.  It must be used with extreme caution if suspicion of faecal impaction, especially in elderly or concurrent disease (diverticulitis).

· Anthraquinones (senna, cascara, danthron, bisacodyl, castor oil and glycerine).  Adverse reactions may include cramping, nausea, vomiting, diarrhoea and in some cases dehydration.  They may discolour the urine from pink to red or brown to black as a result of elimination of metabolites and also may discolour the colonic mucosa.
· Senna is the most powerful – effective short term use for acute constipation, usually effective 6 – 12 hours, and is best given at bedtime.  Demonstrated as an effective counter agent for opioids, as it reverses alteration of colonic motility without reducing analgesic effect.  Effective and relatively safe for elderly.
· Bisacodyl oral or rectal – If oral, swallow whole to avoid impairment of enteric coating.  Oral toxicity low.  Suppository effective 15-60 minutes. It must make contact with the rectal wall when given to be effective.  They may cause irritation or epithelial sloughing, so caution with patients with haemorrhoids or anal fissures.
· Glycerine suppositories act as a bowel stimulant and stool softener. 
· To prevent opiate induced constipation.  Used for short periods, can cause bowel habituation.  Senna 2 –4 tabs or 10/20 mls nocte; Bisacodyl 5 mg tabs 10/20mgms nocte.

6. Rectal Preparations (e.g. arachis oil, docusate sodium, glycerine)
 
These preparations include enemas, micro-enemas and suppositories which provide rapid relief from constipation.  They can be combinations of both osmotic and stimulant laxatives and come in a number of different sizes, ranging from small 5ml micro-enemas up to large 133ml phosphate enemas.

· If constipation resistant to fibre or oral laxatives, rectal stimulants may be better.  Suppositories better retained if inserted blunt end first.

· Fletchers phosphate enema osmotic in action useful for bowel clearance.  More powerful than micro-enema; but caution in patients with renal dysfunction; causes vasovagal episodes in elderly.  Can cause permanent damage to rectal mucosa and should be avoided as a permanent regime.

· Arachis oil should be warmed before use.   Combined with docusate sodium eases straining, and is useful in patients with painful anal conditions, and suitable for chronic constipation when the stool is hard.

· Micro-enemas e.g. Norgalax (5-10 mls docusate sodium) may take 5 mins to several hours to work and are appropriate for mild to moderate constipation and for patients who cannot tolerate large volumes of fluid in rectum. Care should be taken to avoid damage to rectal mucosa with nozzle.

· Milpar – liquid paraffin and magnesium hydroxide emulsion 5/20 mls prn – long term use not recommended.
Table 1: Laxative Classes and Examples

	LAXATIVE CLASS
	EXAMPLES

	Bulk
	· Bran
· Sterculia
· Ispaghula husk
· Methylcellulose

	Hyper-Osmotic
	· Magnesium carbonate
· Magnesium hydroxide
· Magnesium sulphate
· Lactulose

	Iso-Osmotic
	Polyethylene glycol+ electrolytes

	Stool softeners
	· Docusate
· Liquid paraffin

	Stimulant
	Anthraquinones:
· Senna
· Cascara
· Danthron

Diphenyl methane derivatives:
· Bisacodyl
· Sodium picosulphate

	 Rectal Preparations
	· Docusate
· Glycerine



References as per list provided
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[bookmark: _Toc196188758][bookmark: _Toc292917783][bookmark: _Toc196188752]BCA Bowel / Constipation Risk Assessment
	Client Name: 
	DOB:
	GP:

	LAXATIVES           YES   [      ]
USED                     NO    [      ]
	CONSTIPATION  YES [     ]
                               NO [     ]
	DIARRHOEA        YES  [     ]
                              NO   [     ]
	FAECAL                    YES [     ]
INCONTINENCE       NO  [     ]
	DOES THE CLIENT  YES  [    ]
USE ANY AIDS               NO   [    ]

	ETON SCALE RISK ASSESSMENT FOR CONSTIPATION
	ASSESSMENT SCORES

	A – CURRENT MEDICATION
	D – MEDICAL CONDITION
	F – AGE AND GENDER
	Date
	A
	B
	C
	D
	E
	F
	G
	Total
	Sign

	5 + drugs
	5
	Spinal cord condition
(injury, disease or congenital)
	
5
	Male
	0
	
	   
	
	
	
	
	
	
	
	

	Opiates
	5
	
	
	Female
	3
	
	
	
	
	
	
	
	
	
	

	NSAIDS
	4
	Parkinson’s disease
	5
	80 + years
	5
	
	
	
	
	
	
	
	
	
	

	Anti – cholinergic
	3
	Multiple sclerosis
	5
	65 – 79 years
	4
	
	
	
	
	
	
	
	
	
	

	Tricyclic antidepressants
	3
	Rheumatoid arthritis
	5
	50 – 64 years
	3
	
	
	
	
	
	
	
	
	
	

	Diuretics
	2
	Diabetes
	4
	18 – 49 years
	0
	
	
	
	
	
	
	
	
	
	

	Calcium channel blockers
	1
	Cerebral vascular accident
	4
	G – FLUIDS
	
	
	
	
	
	
	
	
	
	

	Iron supplements
	1
	Breathlessness
	4
	(see calculation below)
	
	
	
	
	
	
	
	
	
	

	No drugs
	0
	Impaired cognition 
	4
	Not achieved
	5
	
	
	
	
	
	
	
	
	
	

	B – NUTRITIONAL INTAKE
	Cancer
	3
	Achieved
	0
	
	
	
	
	
	
	
	
	
	

	If identified as at risk by nutritional risk assessment
	5
	Post-operative
	3
	Fluid requirement calculation
30ml fluid per 1kg of body weight

Weight in kg _____ x 30ml = _____
 
  _______ = minimum fluid intake 
  _______ = actual fluid intake   
	
	
	
	
	
	
	
	
	
	

	Difficulty in swallowing
	5
	Clinical depression
	3
	
	
	
	
	
	
	
	
	
	
	

	Unable to chew / poor dentures
	3
	Haemorrhoids, Anal fissure, 
Local anal or rectal pathology
	
2
	
	
	
	
	
	
	
	
	
	
	

	Needs assistance to eat
	3
	
	
	
	
	
	
	
	
	
	
	
	
	

	Three balanced meals a day
	0
	
	
	
	
	
	
	
	
	
	
	
	
	

	C – MOBILITY
	E – TOILETTING FACILITIES
	CALCULATING RISK FACTOR

	Bed bound
	5
	Bed pan
	5
	Determine the score for each category. Several scores per category may be used. Record the scores in table and calculate total. Record monthly, date & sign.

	Wheelchair bound
	5
	Commode by bed
	4
	

	Chair bound transfers with help
	4
	Supervised use of toilet
	4
	RISK PREDICTOR

	Walks with aids
	3
	Commode / raised toilet seat ( without use of footstool)
	
3
	

	Walks short distances unaided
	1
	
	
	40 + = High risk    30 + = Medium risk    10 + = Low risk and to monitor

	Can walk 1/3 mile (0.5km)
	0
	Independent use of toilet
	0
	

	RECORD ON THE REVERSE SIDE OF THIS FORM THE ACTION TO BE TAKEN FOR EACH ASSESSMENT


[bookmark: _Toc196188759]Bowel Assessment – Record of Actions and Interventions

	Date of assessment
	GP to assess for treatment
	Date seen
	Pad requirements
	Plan of care for bowel management
	Signature
	Date for reassessment
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[bookmark: _Toc292917784]Constipation Signs and Symptoms
Patients Name: ______________________________________            NHS No	o.:                                                            

	SYMPTOM
	VISIT 1  date / time
	VISIT 2 date / time
	VISIT 3 date / time

	Do you have to make an effort and strain to pass bowel motion?


	
	
	

	Do you feel that your bowel motions are not frequent/regular enough?  How often do you go and how often would you like to go?

	
	
	

	Do you have any pain or discomfort; state where, when and how much.



	
	
	

	Do you have the feeling that your bowel is not empty or you need to go again quickly


	
	
	

	Bristol Stool chart score:


	
	
	

	Any other comments:


	
	
	


Reviewed April 2010 Susan Hill

The Continence Advisory Service
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[bookmark: _Toc292917785]BCA Continence Assessment
	Client Name:                                                                                  Signature:
	Date:

	 CONTINENCE PROBLEM
	TYPES OF INCONTINENCE

	History of urinary incontinence in past month
	Yes 
	No 
	Symptoms of stress
	Yes
	No
	Symptoms of urge

	Never      [   ]
	Occasionally [   ]
	Never    [    ]                  
	Damp pants
	
	
	Pass urine when coughs
	
	
	How long can the client hold on after feeling the desire to void:~

	Degree of incontinence
	Yes
	No
	Wet pants 
	
	
	Passes urine when gets up out of a chair
	
	
	

	Day time
	
	
	Wet clothing
	
	
	
	
	
	Up to 2 minutes                  [      ]

	Night time
	
	
	Faecal incontinence
	
	
	Passes when sneezing
	
	
	Between 2 to 5 minutes      [      ]

	Protection worn at all
	
	
	Double incontinence
	
	
	Passes when laughing
	
	
	More than 5 minutes           [      ]

	Relevant History
	
	Yes
	No
	Nocturnal Enuresis
	Yes 
	No

	Medical Diagnosis:
	Do they know when urine is leaking
	
	
	Get up during the night
	
	

	
	
	
	
	Wet bed at night
	
	

	
	Are they wet all the time
	
	
	Skin Condition
	Yes
	No

	
	Do they have to strain to pass urine
	
	
	Healthy
	
	

	
	
	
	
	Groin red / excoriated
	
	

	
	Do they urinate more after voiding is finished
	
	
	Thighs red / excoriated
	
	

	
	
	
	
	Buttocks red / excoriated
	
	

	Assessment
	Symptoms of reflex
	Yes
	No

	Pain / difficulty (Dysuria)
	Yes
	No
	Mobility
	Yes
	No
	Does the clients bladder empty without warning
	
	

	Blood in urine
	
	
	Independently mobile
	
	
	Pattern of micturition
	Yes
	No

	Urinary tract infection
	
	
	Mobility impaired
	
	
	Do they need to pass urine frequently during the day time
	
	

	MSU sent to laboratory
	
	
	Walks with aid
	
	
	Do they need to pass urine frequently during the night
	
	

	Recurrent UTIs
	
	
	carers to transfer
	
	
	Summary of Assessment

	Medication types taken
	Yes 
	No
	Bowels
	Yes
	No
	

	Diuretics
	
	
	Does the client have a bowel problem 
	
	
	

	Anti-cholinergics
	
	
	
	
	
	

	Anti depressants
	
	
	Constipation
	
	
	

	Hypnotics
	
	
	Diarrhoea
	
	
	

	Tranquillisers
	
	
	Laxatives taken
	
	
	Aids to assist in maintaining continence and dignity

	Others (please specify)
	
	
	Faecal incontinence
	
	
	(state pads and special creams etc and toileting regime to be used)

	Does the client have a catheter in situ (medical reason)
	
	
	



	
	 
 
	SMALL BOWEL
 
	LARGE BOWEL
 
	PARALYTIC ILEUS
 
	STRANGULATED OBSTRUCTION

	HISTORY
	Surgical
 
	Adhesions from previous
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              
	 
 
	Recent abdominal surgery
	Previous surgery or
adhesions

	
	Medical
 
 
 
 
	Hernia, shock, occlusion of
mesenteric arteries, 
radiation, gallstones
micration
 
	Tumour, diverticulitis,
volvulus, intussusception
ulcerative colitis, mesenteric, occlusion, faecal impaction, radiation
	Pneumonia, pancreatitis,
kidney infections, spinal
cord injury, diabetic
ketoacidosis, hypokalaemia, bile irritation
	Any type of obstruction can progress to the point where the bowel contorts and cuts off blood supply.
 

	
	Drugs
 
 
 
	Cardiac glycosides,
diuretics, opiates,
anticholinergics, tricyclic
antidepressants
	Cardiac glycosides
diuretics, opiates,
anticholinergics, tricyclic
antidepressants
	Cardiac glycosides
diuretics, opiates,
anticholinergics, tricyclic
antidepressants
	Cardiac glycosides
diuretics, opiates,
anticholinergics, tricyclic
antidepressants

	SYMPTOMS
	Onset
 
 
	Rapid
 
 
	Insidious
 
 
	As early as 1-2 days post
operatively or as late as 6
weeks post op
	Rapid
 
 

	
	Vomiting
 
 
	Early and frequent if high
up, with lower blockage later and may contain faeces
	Secondary to distension of small intestine; late onset may contain faeces
	Usually not prominent, may only follow eating
 
	Early: infrequent
Late: persistent
 

	
	Pain
 
 
	Cramping in mid to upper
abdomen, episodic increases after meals, can be severe
	Moderate cramping in
suprapubic area
 
	Dull, diffuse, continuous
 
 
	Severe cramping in mid
epigastric/periumbilical
area

	SIGNS
	Abdomen
 
	Non-tender, distension
occurs in later stages
	Distension in later stages
 
	Distension; tense shiny skin
 
	Distension, rigidity
 

	
	Bowel sounds

	Early: high pitched tinklint
Intermittent
Later: decreased or absent
	Early: high pitched tinklint
Intermittent
Later: decreased or absent
	Infrequent or absent
 
 
	Infrequent or absent
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The well behaved bladder                  

Your bladder has to store enough urine (between 250 -500mls) to allow you to do daily activities and have enough sleep. When your bladder is filling up, the bladder muscle is relaxed. When the bladder is becoming full it sends a signal to the brain. When we first feel the need to go to the toilet, we can usually hold on until it is convenient to go. When we decide to go to the toilet, the bladder muscles begin to contract. Adults usually empty their bladder every three to four hours during the day. At night it is normal to pass urine once. This usually increases over the age of 60 years and by the age of 90 years you may pass urine four times a night.


However, If you have an overactive bladder you may have some or all of the following symptoms:

· Urgency, you will suddenly need to go to the toilet immediately – and if you do not, your urine may leak

· Frequency, you will go to the toilet a lot, eight times or more, but only passing small amounts of urine

· Urge Incontinence, you will have the feeling of urgency and don’t get to the toilet in time

General information about fluid intake              

Aim to drink about eight teacups of fluid each day (approx. 1.5 litres). If you do not drink enough you will produce 
concentrated urine which may irritate your bladder and make your symptoms worse. It is sensible to drink less if you are going on a long journey or outings but make sure you drink 1.5 litres in total during the day. If you have lots of problems with your bladder, then have your drinks when it is easier to get to a toilet.

Cutting down on caffeine          

If you stop taking caffeine do it gradually over two weeks to avoid the following withdrawal symptoms:
· headache	
· drowsiness	
· stomach upsets	
· irritability
· muscle pains	
· sweating	
· a runny nose

What can I do about it?        

You can try something called bladder retraining.  This is aimed at reducing the number of visits to the toilet each day and increasing the time between toilet visits to about three hours. 




If you get up to the toilet more than once at night: 

· Try avoiding caffeine based drinks for five hours before bedtime as they can keep you awake
· Cutting down your total evening drinks may help
· Just take sips if you are thirsty during the night


Caffeine             

Caffeine is found in coffee, tea, chocolate, cola and many painkilling tablets (prescribed and bought). You can become used to the effects of caffeine so may not notice those mentioned in this leaflet. A maximum of six cups per day is advised. You should avoid caffeine if you have high blood pressure, high cholesterol, kidney, liver or heart disease. When using decaffeinated drinks, ensure the caffeine has not been extracted by chemical methods.

Caffeine can affect your bladder by:
· Slightly increasing the amount of urine you produce
· Reducing the length and depth of your sleep, so indirectly increasing the number of times you might want to pass urine at night
· Increasing urinary urgency, frequency and getting up to the toilet at night (nocturia) if you have an overactive bladder
· Slightly reducing bladder outlet muscle tone which may mean you leak urine more
It may be beneficial for all patients doing bladder retraining to  try to reduce their caffeine intake to less than 100mg per day (approximately two cups of tea or coffee).


Why do frequency and urgency happen?     
       
These symptoms happen when the bladder muscle starts to contract before we go to the toilet. This can happen if you get into the habit of going to the toilet ‘just in case’. This means that the bladder only has to hold a small amount of urine, instead of waiting until the bladder is full.

Urgency and frequency can be affected by:

· Anxiety
· Constipation
· Infection
· Certain medicines
· By drinks containing caffeine (e.g. tea, coffee, fizzy drinks)
· Alcohol
· A disease of the nervous system e.g. Parkinson’s, Multiple Sclerosis
· Prostate enlargement in men

However, in many cases the cause is not known.

The Continence Advisory Service
Wokingham Community Hospital
41 Barkham Road 
Wokingham  
Berkshire
RG41 2RE    Tel: 01189 495 145
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	FULL NAME:


NHS No. 
	DATE OF BIRTH:

	ADDRESS:



	POST CODE:


TEL:

	GP:

	ETHNICITY:

	ASSESSOR:


	PRACTICE:
	CASELOAD HOLDER:


	TICK APPROPRIATE BOX:

	DESIGNATION:
	TELEPHONE:



	Urological
	Other (state)

	Learning Disability
	Gynaecological
	Neurological
	Cardiovascular

	
	
	
	Neoplasm


How has your bladder problem affected your life:-

How much does your bladder problem bother you? (circle the choice)
A lot			Moderately			A little			Not at all
Do you have any allergies / sensitivities?

ONLY INITIAL IF VARIANCE FROM STANDARD STATEMENT
	STANDARD STATEMENT
	TICK IF 
DONE
	VARIANCE FROM STANDARD STATEMENT AND REASON / COMMENTS
	INITIAL
	DATE

	Drinks _______cups/mugs of fluid per 24 hours

Weighs ______ stones/kgs

	
	
	
	

	If patient drinks volumes outside parameters of fluid matrix, advise them to drink appropriate amount
	
	
	
	

	Urinalysis performed
	
	
	
	

	Urinalysis results
	
	Initial
	Date
	
	Initial
	Date
	
	Initial
	Date
	
	Initial
	Date

	GLUCOSE
	
	
	
	
	
	
	
	
	
	
	
	

	KETONE
	
	
	
	
	
	
	
	
	
	
	
	

	S. GRAVITY
	
	
	
	
	
	
	
	
	
	
	
	

	BLOOD
	
	
	
	
	
	
	
	
	
	
	
	

	PH
	
	
	
	
	
	
	
	
	
	
	
	

	PROTEIN
	
	
	
	
	
	
	
	
	
	
	
	

	NITRITE
	
	
	
	
	
	
	
	
	
	
	
	

	LEUCOCYTES
	
	
	
	
	
	
	
	
	
	
	
	




	STANDARD STATEMENT
	TICK IF 
DONE
	VARIANCE FROM STANDARD STATEMENT AND REASON / COMMENTS
	INITIAL
	DATE

	If leucocytes / nitrite, or symptoms of UTI present, take MSU, refer to GP and discontinue this assessment until treated
	
	
	
	

	If patient has problems with their bowels, patient given appropriate advice including “The Well Behaved Bowel” and onward referral if necessary
	
	
	
	

	Review medication against BNF, identify any effects on bladder and discuss with GP if appropriate
	
	
	
	

	If patient has mobility, dexterity or environmental problems, record any action taken
	
	
	
	

	If patient has signs of cognitive dysfunction give “Continence in the Confused Person” leaflet to patient / carer
	
	
	
	

	Symptom Profile completed by patient
	
	
	
	

	Complete bladder diary for 3 days
	
	
	
	


	Patient commenced on appropriate colour coded Care Pathway as indicated from Symptom Profile
	
	
	
	



	FULL NAME
	DESIGNATION
	INITIALS
	SIGN
	DATE / TIME

	Visit 1

	
	
	
	

	Visit 2

	
	
	
	

	Visit 3

	
	
	
	



	If products required please send:
· Assessment Form                                          
· Symptom Profile
· Complete Care Pathway (if appropriate)
· Bladder Diary
· Signed data protection statement (below)



I am aware that some of this information will be sent to the Supplier of my Incontinence Products.  This information is protected under the Data Protection Act 1998.
Patients / Guardians Signature / Certified by Health Professional explained and understood by patient (delete as appropriate).

The Continence Advisory Service
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Record scores in table below and add total. More than 1 score/ category can be used 
	NAME 

	Build/ weight for height
	Skin Type visual risk areas
	Sex age
	
	Malnutrition Screening Tool (MST)

	
Average BMI 20-24.9

Above average BM1 25-29.9

Obese BMI >30

Below average BMI<20
	
0

1

2

3



	
Healthy 
Tissue Paper
Dry
Oedematous
Clammy, Pyrexia
Discolour Grade 1
Broken spot Grade 2-4
	
0
1
1
1
1
2
3
	
Male
Female
14-49
50-64
65-74
75-80
81+
	
1
2
1
2
3
4
5

	A - Has Patient lost weight recently
Yes- Go to B
No- Go to C
Unsure- Go to C and score 2
	B - Weight Loss Score 
0.5-5kg      1
5-10kg       2
10-15kg     3
>15kg        4
Unsure      2

	
	
	
	
	
	
	C - Patient Eating poorly or lack of appetite
No     0
Yes    1
	Nutrition Score
If greater than 2 refer for nutritional assessment / intervention.

	Scores
	Continence
	
	Mobility
	
	Special Risks

	
	
	
	
	
	Tissue Malnutrition
	
	Neurological  deficit 
	
	Major surgery / Trauma
	

	10+
AT RISK
	Complete/ catheterised
Urine incont. 
Faecal incont. 
Urinary & faecal incont. 
	0

1
2

3
	Fully
Restless/ Fidgety
Apathetic
Restricted
Bedbound
Chair bound 
	0
1
2
3
4
5
	Terminal Cachexia
Multiple Organ Failure
Single Organ Failure
Peripheral vascular disease
Anaemia
Smoking 
	8
8
5

5
2
1
	Diabetes, MS, CVA
Motor/ sensory
Paraplegia (Max of 6)
	4/6
4/6
4/6
	Orthopaedic/ Spinal
On Table > 2 Hrs
On Table >6 Hrs 

Scores can be discounted after 48 hours provided patient is recovering normally. 
	5
5
8

	15+
HIGH RISK
	
	
	
	
	
	
	
	
	
	

	20+
VERY HIGH RISK
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	MEDICATION- Cytotoxics, Long term/ high dose steroids, anti-inflammatory   Max 4


Record of pressure ulcer risk and action(s) taken:
	Date
	Build
	Skin Type
	Sex/Age
	Continence
	Mobility
	Tissue Malnutrition
	Neuro Deficit
	Trauma
	Medication
	Total
	Sign
	Date of Next Assessment 

	
	
	
	
	
	
	
	
	
	
	
	
	

	Action Taken:

	
	
	
	
	
	
	
	
	
	
	
	
	

	Action Taken:


BCA Care Plans – Waterlow Pressure Ulcer Risk Assessment & treatment       (page 2 of 2)
	REMEMBER TISSUE DAMAGE MAY START PRIOR TO ADMISSSION, IN CASUALTY, A SEATED PATIENT IS AT RISK
ASSESSMENT (see over) IF THE PATIENT FALLS INTO ANY OF THE RISK CATEGORIES, THEN PREVENTATIVE NURSING IS REQUIRED.
A COMINATION OF GOOD NURSING TECHNIQUES AND PREVENTATIVE AIDS WILL BE NECESSARY. ALL ACTIONS MUST BE DOCUMENTED

	PREVENTION
	WOUND GUIDELINES

	PRESSURE REDUCING AIDS
	Assessment
	Odour, exudate, measure / photograph position

	Special mattresses / beds
	10+ overlays or specialist foam mattresses
15+ Alternating pressure overlays, mattresses and bed systems
20+ Bed systems. Fluidised bed, low air loss and alternating pressure mattresses
Note: Preventative aids cover a wide spectrum of specialist features. Efficacy should be judged, if possible, on the basis of independent evidence.
	WOUND CLASSIFICATION - EPUAP

	
	
	GRADE 1



GRADE 2

	Discolouration of intact skin not affected by light finger pressure (non-blanching erythema)
This may be difficult to identify in darkly pigmented skin.
Partial thickness skin loss or damage involving epidermis and or dermis. The pressure ulcer is superficial and presents clinically as an abrasion, blister or shallow crater.

	Cushions
	No person should sit in a wheelchair without some form of cushioning. If nothing else is available, use their own pillow (consider infection risk)
10+ 100mm foam cushion
15+ Specialist gel and / or foam cushion
20+ Specialised cushion, adjusted to individual person
	GRADE 3
	Full thickness skin loss involving damage of subcutaneous tissue but not extending to the underlying fascia. The pressure ulcer presents clinically as a deep crater with or without undermining of adjacent tissue.

	Bed clothing
	Avoid plastic draw sheets, inco pads and tightly tucked in sheet / sheet covers, especially when using specialist bed and mattress overlay systems..
	GRADE 4
	Full thickness skin loss with extensive destruction and necrosis extending to underlying tissue.

	
	
	Dressing Guide
	Use local dressings formulary and/or www.worldwidewounds 

	NURSING CARE

	General 
	HAND WASHING, frequent changes of position, lying, sitting. Use of pillows.
	Skin Care
	General hygiene, NO rubbing, cover with an appropriate  dressing

	Pain 
	Appropriate pain control
	Patient Handling
	Correct lifting techniques, hoists, monkey poles etc

	Nutrition 
	High protein, vitamins and minerals
	A&E Trolley
	100mm (4ins) cover plus adequate protection

	Patient Comfort Aids
	Real sheepskin, bed cradles
	IF TREATMENT IS REQUIRED FIRST REMOVE PRESSURE



	Date
	Build
	Skin Type
	Sex/Age
	Continence
	Mobility
	Tissue Malnutrition
	Neuro Deficit
	Trauma
	Medication
	Total
	Sign
	Date of Next Assessment 

	
	
	
	
	
	
	
	
	
	
	
	
	

	Action Taken:

	
	
	
	
	
	
	
	
	
	
	
	
	

	Action Taken:
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