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	Assessment Carried out by: Simone Smith, Jim Daly, Jane Nix, Janet Fox




	Background to impact assessment

Include any information including

· Investigations

· National reviews

· Particular areas that may be focused on


	Background information to the assessment included

· Service accomplishments outlined by John O’Brien – listed in the directorates Good Life Plan as 7 good and bad things

· Valuing People white paper

· CSCI standards around care plans. These were felt to be quite subjective

· Professional codes of conduct that are applicable to professionals and also to where service users live i.e. nursing homes

· NVQ and LADAF



	
	

	Who is the policy / service for

· What is known about the staff groups / service users

· Is anyone or could anyone be put at a disadvantage

· Are there any alternatives

	The aims of care plans are indicated within the assessment but the following areas must be accounted for within the process

1. Service users who 

· Live in one of the social care homes

· Access short break and / or day services

· Access the tertiary services

· Live in their own or other residential homes

2. Service users who

· Have verbal skills

· Are non verbal

· Have profound learning disabilities

· Have behaviour that is challenging

· Have mobility issues – physical and / or sensory

· Access the forensic services

· Are hard to reach




	Stages within the policy / service, including aims and outcomes

1. General overview of the policy or service

2. Any information including investigations, etc

3. What are the aims of the policy / function

4. What are the intended specific outcomes

5. What are the associated risks

6. What criteria is used to measure progress

7. Do the stakeholders include representatives from different groups of people including different racial groups, disabled people etc


	This section of the risk assessment looked at the main aims and objectives of the care planning process and then the various stages that should be included within any care plan. 

Aims

1. To keep a record of information about the service user

2. To keep a clear indicator of care for a service user

3. To record the action following any assessment

4. To encourage a means led assessment

5. To include the specific short term and long term needs of a service users including

· Wants

· Needs 

· Aspirations 

6. To develop an individualised action plan

7. To understand how a service user would want information presented

8. To identify priorities

· Methods of communication appropriate for an individual

· Highlighting essential information such as health needs

· Establishing what are a service users ‘must haves’

9. To include a recent photo / ID

10. Include information from a multidisciplinary approach

Objectives

1. To develop one format of care plan that can then be adapted for individuals and types of settings the services users are in

2. To ensure short and long terms aims are highlighted and met

3. To provide evidence for the assumptions made

4. To establish and ensure priorities are met




Key stages and suggested areas for inclusion in any care plan were identified as being

	1. Information about the individual
	To present key information about the service user including

· Photo and name

· Date of birth

· Address

· Next of kin / list of key contacts

· Important people

· Who to contact in an emergency



	2. A summary page of the most important things to a service users and things that staff should know about
	Seen as essential information

· Visiting

· Health and safety

· Key worker

· Who 

· How long

· When this should be reviewed

· Key issues

· Trigger points

· What to say and what not to say

· How to approach service user

· Tone of voice

· Health needs

· Allergies

· How individuals prefer to receive food

· Religious observances

· Cultural considerations

· Communication

· GP

· People who support the service user

· Names 

· Numbers

· Advance directives



	3. Routines
	To include areas such as

· Getting up and going to bed

· Meal times

· Level of support

· Preferences such as

· Gender of staff

· Shower versus bath etc



	4. Personal risk assessments
	To include assessments such as

· Choking

· Falls

· Running of hot water

· Going out

· Traveling

· Multi-sensory room / activities

· Summary page of outcomes

· Dates for review



	5. Proactive / reactive strategies
	Follow-up from risk assessments – to consider the following

· Risk identified

· Level of risk

· Who is at risk

· Management of risk

· Identified strategies where appropriate



	6. Health action plans
	To include areas and information from sources such as 

· Medication

· What medication a service user is taking

· When this should be reviewed

· A rescue plan

· How the service user likes to have their medication

· Input from Physiotherapy, OT, Dietician, Speech and Language Therapist

· Complementary therapies

· GP

· Dentist

· Optician

· Other consultants

· Specific health needs – evidence based



	7. Life end plans
	To include areas and wishes of service users

· Plan identifying service users requirements for the end of their life 

· Palliative care interventions / requests

· Religious observances



	8. Likes and dislikes
	To includes areas such as

· Food and drink including

· The way food is presented

· Eating habits and preferences

· Cultural considerations

· Activities

· Transport

· Choices

· To also include indication as to how the service user makes choices

· Staff

· Who

· How the manage / support the service user etc

· Review



	9. Activities
	This area to include

· Preferences

· Household activities

· Adult learning

· Jobs and tasks to achieve

· Hobbies and interests

· College

· Work / job

· Payment for work including

· Financial support

· Advice on benefits

· Access to independence advice if required

· Leisure and hobbies

· Relationships

· Families

· Friends

· Personal

· Pets 

· Transport

· Access considerations



	10. Additional information / charts / forms
	This section to cover areas such as

· Sleep charts

· Diabetic checks

· Self injuries

· Constipation

· Fluid charts

· Finances

· Solicitors 

· Annual health checks

· Handover and daily report

· Accident/incident forms and Reg. 37’s



	11. Short and long term goals
	This to include details of

· Identified need

· Aims of intervention

· Short term plan

· Long term plan



	12. Review of a persons life
	Within this section areas to be considered include

· The format to how this should take place and be recorded

· Planning for the future

This to be included at the end of the care plan



	13. Communication assessment and preferences
	Areas to be recorded include

· Identified ways to communicate with the service user

· Identified ways to understand the service user

· Identified ways to make informed decisions

· Details of a persons advocate

· User involvement

· How to voice

· Disapprovals

· Things that are wanted to be changed

· Complaints 

· Identified ways of presenting information to the service user including the development of a life book



	14. Environmental considerations
	This section to consider

· Does the environment meet the needs of the service user

· What adaptations are needed

· Choices and say about who they live with

· Gender of other service users, support workers etc

· Identifying when needs have changed and making appropriate adaptations




	Consultation / evaluation / monitoring 

1. What consultation process will be undertaken 

2. Where will records of this consultation be kept

3. Have all the groups / organisations been identified

4. What methods are to be used

5. What have previous consultations shown

6. Are any specific arrangements needed


	New style care plans to be trialed prior to distribution around the directorate. Consultation, evaluation and monitoring to include both staff and service users




	Other action identified within the assessment 

	Other areas of action identified include

1. An electronic version of the new care plan should be produced centrally which can then be taken out to homes and teams for implementation

2. Appropriate training should be developed to support the process

3. Cross referencing should be made to 

· Other relevant sections within the care plan

· Other information such as the Good Life Plan

· Policies & procedures

4. A resource book (of places/events people can go to) could be developed to support homes 

5. Include clear index and content page for ease of access

6. Develop a specific card or page that can be removed and go with service user if go into hospital which identifies key issues for that individual
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