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Communication
Needs to include:
Spoken – ability to effectively express self to others
Hearing – any difficulty/aids/visits to Hearing Clinic
Vision – any difficulty/aids/visits by Optician
Non – verbal e.g. type of communication aids, gestures, body language
Ability to understand others and retain information
Drinking and Nutrition
Drinking
Likes / dislikes / preferences 
Dehydration risk assessment
Swallowing difficulties – risk assessment, concerns, actions, referrals, advice received
Any modified fluids, if so what, keep SALT info sheets here
Type of drinking vessel preferred / needed etc
Levels of assistance required
Use of Food and fluid Intake monitoring documents
Clothing protection needed
Nutrition
Likes / dislikes / preferences 
MUST - weight records, concerns, actions, referrals, advice received
Food allergies/intolerances
Malnutrition risk assessment
Swallowing difficulties – risk assessment, concerns, actions, referrals, advice received
Type of diet e.g. gluten free, vegetarian, fortified
Adapted cutlery, plate guard, etc
Preferred place to eat
Preferred plate and portion size and colour
Levels of assistance required
Any modified diet – if so what
Clothing protection
Continence management
Bladder Care
•	Assessment information, referrals, advice received
•	State name of pad 
•	Level of assistance required or level of independence
•	Catheter – catheter type, hygiene information, provider of equipment, who is responsible for if things goes wrong 
Bowel Care
Assessment information, referrals, advice received
Need for support e.g. medication
Always need to include usual Bristol Stool Type, (this needs to be recorded after each episode on your Nuage monitoring charts)
Stoma care – type of products, change/emptying information, self-managing?
Personal Care and Dressing
Personal Care
Needs to include skin, hair, nails, mouth, teeth, denture/s, hearing aid, glasses, shaving preferences etc
Carer preference (gender)
Levels of assistance required e.g. can wash and dry own hands and face when seated in front of sink/in shower/bath
Preferences e.g. bath, shower, bed bath
Allergies to products/prescribed cleansing emollients
Use of prescribed soap substitutes
How often and at what time of the day do they wish to have a bath or shower
Personal Dressing and grooming
Help to choose appropriate clothing according to weather/activity
Spoken – ability to effectively express self to others
Hearing – any difficulty/aids/visits to Hearing Clinic
Vision – any difficulty/aids/visits by Optician
Non – verbal e.g. type of communication aids, gestures, body language
Ability to understand others and retain information

Skin Care
Record the need for use of emollients, creams, lotions medicated or otherwise which are prescribed to treat skin conditions (direct to body map to show locations for application)
Monitoring of Skin Areas Vulnerable to Pressure or other 
Waterlow and Body Map
Pressure relieving equipment e.g. mattress, cushion, bootee
Able to move self/repositioning frequency and documentation
Treatment and Management of any Pressure Damage - (if needed)
Body Map
Initial and ongoing wound assessment information
Photographic evidence: consent obtained, appropriately photographed and identifiable (e.g. face not visible, patient identifiable information restricted to initials, DOB), date obtained, location of pressure damage
Referrals to District nurse and their instructions for care 
Pressure relieving equipment e.g. mattress, cushion, bootee
Able to move self/repositioning frequency
Treatment and Management of any Wound – (if needed)
All the above including dressings and treatment and how often they visit to attend to wounds
Moving and Handling 
M&H risk assessment paperwork
Falls Risk assessment paperwork
Walking/mobility aids – Zimmer frame, Stand Aid, hoist - NB type and size of sling
Transfer information
Type of seating
Bedbound – type of bed – Bed rails risk assessments
Repositioning information and documentation to be completed on nuagecare
Lifestyle; Personal and Social 
Include life story work, personal history and current preferred level of activity
Where does the person usually spend their day?
How do they spend time e.g. with others or prefer own company?
Family contact
Sexuality and relationships
Spirituality needs 
Advanced care plan wishes – DNACPR status 
Mental wellbeing – how can we help to maintain positivity and sense of purpose
How to maintain a safe environment for this person
Rest and sleeping – times for getting up, going to bed – any issues with sleeping – routine e.g. likes to lie in until 11am
Medications
This should not be a list of the medications prescribed or taken – that is on the MAR chart.
To include any specific issues related to medication – draw attention to if on weekly patches, cream charts and body maps that need signing and completing
Allergies to medications
Specific medication issues e.g. timing of medications for Parkinson’s Disease
PRN medication and refer to PRN protocols
Monitoring issues e.g. blood (warfarin)
Syrup/suspensions
How to take, .e.g. from a teaspoon, self-medicates – Risk assessment
Covert administration (needs Best Interests assessment and links to Dementia care)
General Health and Well Being 
Chronic Medical conditions
Acute medical conditions
Breathing 
Pain
Infection control – UTI’s and management
Anniversary’s which may cause a person to be low in mood
Issues with relationships within and outside the home 
Sense of loss, such as losing a driving licence
Being given bad news for self or a close friend or relative


End of Life Care
To be implemented when this has been established and taken from the EOLC strategy


Dementia Care - (only if relevant)
Specific/diagnosed mental health issue
 Alzheimer Disease, vascular dementia
How does this affect the person’s day to day living e.g. mood, activity levels, sleep pattern, delusions, hallucinations, cognitive decline ability to maintain independence 
How will they be supported e.g. family visits, CPN, IMCA, Consultant, Social Services, anti-dementia or depression medication and the use of monitoring, behaviour charts
Support wellbeing with the use of meaningful activities
Behaviour that Challenges (management plan)
Are there triggers which lead to the behaviour or does behaviour occur without a known trigger – describe the behaviour/activity E.G personal care
What are the strategies being used to prevent safeguarding incidents, clashes with other people living with dementia such as eating meals at a different time or in another environment? 
Identify if there are other factors causing agitation such as an infection with GP intervention
Highlight how staff can use personal and historical information about the resident to relieve, prevent anxieties developing, identify changes in mood and minimise challenging behaviours before they develop
Use of PRN medication to support the person at times agreed with the GP, CPN/Consultant
What do you do with information and who do we share it with once an incident has occurred?
Assessments
Include any Mental Capacity Assessments (MCA), Best Interests Assessments (BIA), Deprivation of Liberty Safeguard (DOLS) assessments, particular risk assessments relating to a person living with dementia
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