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Thefollowing flowchart is designed to provide help and guidance to care
staffmembers when implementing specificdocumentation to monitor an
individual’s health. Naturally, it should be adapted to allow for personal
circumstances wherever necessary.

Forguidance on how to complete the documentation, please referto the
examples we have provided forour notional character, Patricia Oxfield.

PRIORTO MOVING IN:

* Medical History—document to be completed once -Appendix 1.

* Mental Capacity Assessmentform—tobe completed annually,or when required —Appendix 2.
 Client Positive Risk Assessment3

* Mental Health RiskAssessment4

AS SOON AS POSSIBLEAFTERMOVING IN:

+ Weight chart (togain a baseline)-monthly,or more oftenin the event of rapid weight lossor
gain —Appendix 5.

+ Waterlow (togain a baseline) -monthly,or more often if health startsto deteriorate -Appendix 6.

» Bowelchart —daily —Appendix 7.

» Daily records—daily — Appendix 8.

* Moving In document —to be completed once — Appendix 9.

+ POLEleafletdistributed to families —to be given to families before completing the Advance Care
Plan — Appendix 10.

* My Advance CarePlan-once reviewed,then annually during PCPmeeting—Appendix 11.

» Servicesthatan individual comesinto contact with —document tobe completed once and
amended asand when necessary— Appendix 12.

* Person-CentredPlanningMeeting —annually —Appendix 13.

« PCPAction Plan —annually —Appendix 14.

* National EarlyWarning Score(togain a baseline)—Monthly or more oftenif needed - Appendix
15.

OPTIMUM HEALTH:

* Health Care Guidelines —reviewed monthly and changed if necessary— Appendix 16.

* Menstruation Chart (ifapplicable )—asand when necessary—Appendix 17.

» Health Care Diary —after appointments,discussions or telephone calls with other healthcare
professionals — Appendix 18.

* PRNguidelines (if necessary)—reviewed monthly or more often if required — Appendix 19.
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DEPENDENT UPON PERSONAL REQUIREMENTS:

* Fluid Balance chart —completed daily — Appendix 25.

» Health Action Plan -completed once and reviewed as and when required — Appendix 26.

* Nursing Care Intervention Plans—completed as and when required,if in receipt of nursing Care
— Appendix 27.

» Assessmentofnutritional status—Appendix 28.

CARING AT THEEND OF LIFE:

» ‘Justin case’or Anticipatory Medication —depends upon personalneedsbut could be as
frequent as hourly. GPand DistrictNursing Team will provide guidance at this stage—
Appendix 24.

PROGRESSIONOF DISEASEWHICH NO LONGER RESPONDSTO TREATMENT:

» Hospitaltracking form (ifapplicable) —if hospital admission takesplace,to be filled in daily
until the individual returnshome —Appendix 22

» Weight chart (toensurechanging needs are met)—monthly or more often if necessaryto
monitor weight gain orloss.

+ Waterlow chart (toensurechanging needs are met)—monthly or more often if necessaryto
monitor deterioration of tissue.

* DNA CPR-Appendix 23.

LIFE THREATENING CONDITIONS THAT RESPONDTO TREATMENT:

* PRNGuidelines (ifapplicable) —reviewed monthly or more frequently if necessary.
* National Early Warning Score(tomonitor observationsand enable fastresponse)-monthly or
more often if necessary.

CONGENITAL ABNORMALITIES THAT WILL AFFECTLIFE EXPECTANCY:

» Recordof seizurechart (ifapplicable) —filled in after seizure- Appendix 20.
» Complete OKHealth Check —annually in PCPmeeting — Appendix 21.
Note:Theremay be a fee to usethis health check and you may wish to design your own.
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