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This information has been written in collaboration with a multi-agency team to 
assist staff to cope effectively with some of the common minor illnesses and 

conditions that residents might experience. The content has been compiled and 
edited by Sue Smelt RGN and Carol Castleton of the Care Homes Support Team. 

The information is to be used as a guide but those caring for residents will also need 
to use their own judgement given the particular circumstances and the resident in 

question. 
Consideration and attention must always be given to residents emotional needs. 

Also remember that a physical illness may make confusion suddenly worse. Dignity 
and privacy must be upheld and appropriate information given in order that a 

resident can make informed choices about their care, as far as possible. 
 

Please refer to the content prior to contacting the General Practitioner (GP), District 
Nurse (DN), Emergency Care Practitioner (ECP), 111 or Ambulance Service except 

in an emergency:    
Chest pain, suspected stroke – call 999 immediately. 

 

For non-urgent conditions, attending the GP surgery would be preferable where 
appropriate, and arrangements for the resident to do so should be made. However, 
if a visit from the GP or DN is needed, please try to communicate the names of all 
residents requiring a visit as early as possible, and at the same time. In this way, 

multiple phone calls and duplicated visits can be avoided and improve the outcomes 
for residents as the GP/DN will be better prepared. 

 

DNs have primary nursing responsibility for those who are registered as 
residential clients, even in nursing homes. They should be the first point of 
contact for any such resident with a nursing need. You can contact the DN 

service by ringing SPA on 0114 3051460 
 

In emergency situations it may be necessary for the nursing home nurse to 
deliver First Aid or give other assistance to a residential client after which, 
care of the resident, including a record of the care given, should then be 
communicated to the appropriate person e.g. GP, 111 service, ECP, DN. 

 
 
 
 
 
 

The information contained herein is for reference use. The content has been provided in good faith by 
specialist contributors. References contained within are considered to be relevant to that field of practice at 
the time of printing. Sheffield Teaching Hospitals Foundation Trust, Primary and Community Services Care 
Group, does not assume responsibility for the ongoing accuracy of the content. The onus is on staff using 
the document to ensure that practice is current and appropriate to the circumstances at that time. Staff 

should at all times work within their sphere of capability. 
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IMPORTANT STATEMENTS 

It is intended that the contents of this Information Pack will be used by staff that 

have a good working knowledge and understanding about: 

Consent, Deprivation of Liberty, Dignity, Mental Capacity and Safeguarding 

Adults and that any treatment offered and given is done so with reference to and 

consideration of the above.  Furthermore, that this is recorded in the care plan. 

Informed Consent – why consent is crucial 

1. People have a fundamental legal and ethical right to determine what happens to 

their own bodies.  Valid consent to treatment is central in all forms of health and 

social care form personal care to major surgery.  Seeking consent is also a 

matter of common courtesy between professionals and those for whom they 

care. 

2. Consent is a person’s agreement for a professional to deliver care and may be 

indicated non-verbally (e.g. presenting an arm for the pulse to be taken), orally 

or in writing.  For consent to be valid a person must be competent to make the 

particular decision, have received sufficient information to give it, and not be 

acting under duress (Sheffield Teaching Hospitals Foundation Trust (STHFT) 

Consent to Examination or Treatment).  A person’s mental capacity to consent 

should be considered.  

Deprivation of Liberty (DOLS) care homes, as bodies that perform public 

functions, have legal duties and responsibilities to uphold and protect the human 

rights of individuals living in the care homes.  Article 5 of the Human Rights Act 

(HRA) relates to Deprivation of Liberty and care homes have specific 

responsibilities as a Managing Authority under the Deprivation of Liberty 

Safeguards to refer relevant individuals who may be ‘Deprived of Liberty’ to the 

appropriate Supervisory Authority i.e. Local Authority. 

 There is a test for Deprivation of Liberty for the purpose of Article 5 of the European     

 Convention on Human Rights (right to liberty and security of the person), for adults     

 who lack capacity to make decisions about their care and treatment within a  

 number of settings.  
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 Care homes need to consider if the person lacks capacity to consent to care and   

 treatment arrangements, is not free to leave and is subject to continuous   

 supervision and control.  If it appears that these criteria apply then the Mental   

 Capacity Act Support Team should be contacted on Tel: 0114 273 6870 to discuss  

 making a referral. 

Care home staff may be working with people who are already subject to an   

authorisation under DOLS and need to be aware of any conditions that are affected 

to ensure that any care and support provided to the person is compliant with the law.  

This may include gaining consent for the treatment of a minor illness or 

consideration of the Mental Capacity Act to assess a person’s capacity to make a 

decision about treatment and if required make a best interest decision.   

Dignity in Care means the kind of care, in any setting, which supports and 

promotes, and does not undermine, a person’s self-respect regardless of any 

difference (Social Care Institute for Excellence 2007).  In other words, treat 

someone how you would wish for yourself or your family to be treated.  

The Mental Capacity Act (MCA) provides a legal framework designed to help 

protect adults aged 16 years and over who are unable to make decisions including 

consent, for themselves.  The Act is necessary because some adults may be unable 

to make some or all of their own decisions due to a temporary or permanent 

disturbance in the way the mind or brain works.  This can result from ill health e.g. 

dementia, stroke or delirium.  Such inability to make decisions is known as ‘lack of 

mental capacity’ – the decisions to be made could be about personal welfare, 

healthcare or money matters.  Staff working in care homes are likely to care for 

some residents who lack mental capacity and have a legal duty to ensure that 

everything done for, or on behalf of, a resident is in the residents’ best interests and 

is the least restrictive option.  A mental capacity assessment is time and decision 

specific.  For instance, someone who lacks capacity for some decisions may be able 

to make day to day choices.  

For more information about the Mental Capacity Act see ‘Making Decisions.  A 

Guide for People Who Work in Health and Social Care’ (2007). 
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Safeguarding Adults all adults have the right to live a safe life, free from fear or 

harm.  Organisations that provide services to vulnerable adults have a professional 

duty of care; this will be included in the home’s Code of Conduct.  All organisations 

in Sheffield work to the Safeguarding Adults Procedures for South Yorkshire, 

although your own organisation may have its own policy and procedures which are 

in line with this.  For information about Safeguarding Adults see the ‘South Yorkshire 

Safeguarding Adults Procedures’.  Training enquiries can be directed to Moorfoot 

Learning Centre, Tel 0114 2293041.  
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WHAT IS SBAR AND HOW CAN IT HELP YOU TO HELP RESIDENTS? 

There are many individuals who may care for a resident throughout each day, some based within 

the care home and others from outside e.g. GP’s, specialist teams like tissue viability or the 

continence service, community nursing teams, temporary or bank staff, hospital staff to name but 

a few. This group of people will be constantly changing due to shift patterns, staff sickness and 

changes in employment.  

In addition, the condition and needs of residents will also be changing, sometimes quite slowly due 

to a gradual deterioration in general health and the advancement of disease. However there may 

also be episodes of sudden change which could be caused by periods of acute illness ( e.g. chest 

or urine infection), wound infection or injuries from a fall.   

The quality of information and continuity in how it is exchanged is vital as it is well known that poor 

communication is likely to result in people suffering avoidable harm. The right information used in 

the correct way is central to a resident’s safety and the development of an effective plan of care. 

The SBAR tool was developed in order to aid the exchange of information to maximum effect. It is 

a suggested action from the World Health Organisation (WHO) as change that could be 

implemented to make improvements in care. It is widely used in medicine after being developed in 

the nuclear submarine industry. It helps staff to anticipate the kind of information needed and 

encourages assessment skills which will paint a clearer picture of the problem to the person who is 

being asked to give advice. It is a framework for exchanging the necessary information confidently 

which is brief, clear and yet to the point. It also helps achieve the intended results and can be 

equally used by Registered Nurses and carers alike. 

It is also suggested that the SBAR format should be used for exchanging information at handover 

time.  

 

Situation : What is happening now? 

Background: What has led up to this situation? 

Assessment: What do I think the problem is ? 

Recommendation: What action needs to be 

taken? 
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When phoning health professionals for 

advice about a resident who is unwell you 

will always need the following information 

at your fingertips: 

 

 Resident’s name 

 Date of birth (DOB) or NHS no 

 Name and type of care home 

 Full postal address  

 Phone number  

 Fax number 

 GP’s name  & practice address 

 Resident’s medical history 

 GP review/management plan paperwork 

including 

 DNACPR information 

 Crisis planning information 

 Use of Special Patient Note 

 MAR sheet 

 Allergies history 

 Any other specialist involved  

Next of kin details (name, address, contact 

number, relationship) and are they aware of this 

development? 

 

 

 

 

Situation, Background, Assessment, Recommendations (SBAR) 

THE CALLER SHOULD BE WITH THE RESIDENT WHEN MAKING THE CALL 

 

S: I am (your name), a (RMN/RGN/carer, working at …………………………….. (name and 

type of home) 
I am ringing about one of our residents (name, DOB or NHS number) 
 
I am worried because ……………………………………………………………………. 
…………………………………….................................................................................. 

 

B: …………………………… has a history of …………………………………………. 

Usually resident is ………………………………………………………………………… 
They have ………………………………………………………………………………….. 
……………………………………………………………, condition has changed in the  
following way/s…………………………………………………………………………….. 
I have recorded observations  as follows ………………………………………………. 
They were last seen by the GP (or other) on ……………………………………for …. 
They do/do not have a crisis management plan, or End of Life (EoL)  in place 
The GP has/has not sent the Special Patient Notice to out of hours 
They are on the following medications …………………………which I can fax to you 

 

A: I think the problem might be ………………………………………………………… 

I am worried that ………………………………………………………………………….. 

I have done the following (medication given/observations taken etc) I am not sure what the 

problem is but they are getting worse. I am very worried about …………………….. 

R:  I need you to come and see ………………………………. urgently/asap 

Is there anything we should do until you arrive? Can I read your instructions back to you?             

Thank You. 
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RESIDENT NOT FEELING / APPEARING WELL TODAY? 
 
 
 

 
 

  
  

 
              
            
 

       
    
 
           
 

 

 

 

 

 

 

 

Before requesting advice / support from any service use this to help you identify your concerns. So you 

can communicate most effectively about your concerns, see SBAR Pgs 9 & 10 

For example – Resident has cough and is breathless – list symptoms to help GP or ECP 

Restless or 

more restless 

than usual 

Changes to urine e.g. 

output, clarity, odour etc 

Off their food, changes to 

appetite 

Swollen feet, legs 

or ankles 
Depressed/can’t be 

bothered/low mood/ weepy 

Feeling 

nauseated   

Vomiting and / 

or vomiting & 

diarrhoea 

Changes in 

behaviours 

Temperature 1.5◦ above 

‘usual/baseline’, feeling hot to touch, 

clammy or sweating 

Weak, listless, 

drowsy  

Confusion or increased 

confusion 

Falling, off 

balance, unsteady  

Agitated or more 

agitated than usual  

Breathlessness/more breathless 

than usual 

Changes to fluid intake, 

increase or reduction in 

usual amounts taken 

Coughing more than  

usual, changes to 

colour of sputum  

Bowel problems, 

constipation  
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What is a stroke? 

A stroke is a brain attack.  It happens when the blood 

supply to the brain is disrupted.  Most strokes occur 

when a blood clot blocks the flow of blood to the brain.  

Some strokes are caused by bleeding in or around the 

brain from a burst blood vessel.   

What is a TIA (Transient ischaemic attack)? 

A TIA (sometimes called a mini stroke) is similar to a 

full stroke but the symptoms may only last a few 

minutes and will have completely gone within 24 

hours.  Don’t ignore it.  A TIA should be treated as an 

emergency.  It could lead to a major stroke.  Seek 

urgent medical attention, either from your GP or at 

A&E.  You should be given daily aspirin immediately 

and be assessed for future stroke risk.  If your risk is 

high, you should be assessed with 24 hours.  If your 

risk is low, you should still see a specialist within 7 

days 

Facts about stroke 

Stroke is devastating.  Every year around 150,000 
people have a stroke, 50,000 die from it, while another 
50,000 are left with a severe disability.  There are over 
1 million stroke survivors in the UK; and around half of 
them need support with everyday tasks like making a 
cup of tea.  

Stroke Association 

We believe that stroke can and should be prevented.  
It’s why we fund research to develop new treatments 
and ways to prevent stroke.  It’s why we raise 
awareness and give people the information they need 
to reduce their risk of having a stroke.  We’d rather no 
one had a stroke at all, but if they do, we’re with them 
every step of the way to make the best recovery they 
can. We are a charity.  We rely on your support to 
change lives and prevent stroke

                     (Adapted from Stroke Association) 
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IMPORTANT INFORMATION ABOUT STROKE (CVA)  AND OLDER PEOPLE IN CARE 

HOMES (TO BE READ IN COMBINATION WITH PAGES 12 & 13) 

Any resident who has had a previous stroke (CVA), or is known to have had ‘Transient Ischaemic Attack/s’ 

(TIA) is always going to be at risk from stroke/further stroke.  Any remaining symptoms from a prior stroke 

can be made worse by an infection. 

Recording a residents ‘baseline’ observations and having good descriptions about how they usually appear 

in the care plan will help alert all staff to changes in behaviour/observations which may indicate an illness, 

e.g. chest/urine infection, pain, constipation. For more detail about care planning see Local Working 

Agreement and Care Planning Toolkit. 

Residents who have had a CVA or TIA should have a specific Long Term care plan which includes in 

addition to the above: 

 what are the signs  of them becoming unwell  

 what  to observe for e.g. as per box Signs of a New Weakness? 

 named specialist responsible for care e.g. GP, Stroke Nurse Specialist 

 what action to take in emergency e.g. Act FAST 

 

 

 

 

 

        

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 

A resident has a fever if their temperature is measured above 37.9C or  1.5C above their usual/baseline  
 at least twice in 24hrs

Signs of a NEW 

WEAKNESS? 

Facial weakness 

Arm weakness 

Speech problems 

Time to call 

999 

 

 

 

If ‘YES’   

 Ring 999  

Residents with cognitive impairment or dementia showing signs of illness e.g. 

sudden confusion, dizziness, unsteadiness or a sudden fall 

If no other NEW weakness (check against ‘Act 

FAST’ Pgs 12 & 13, the care home nurse / 

senior carer should carry out an appropriate 

assessment to exclude  constipation, changes 

in blood pressure (BP) , high temperature 

If findings suggest infection, lowered  BP, 

dehydration, drug related confusion, or if you 

are unsure contact duty GP or 111 – see Pge 

15 and SBAR Tool Pgs 9 & 10 

See care plans and daily records for history of 

previous CVA, TIA or changes in resident’s 

health and medical care plan for plan of care 

Follow medical care plan advice 

Nurse/ senior carer to continue to assess & 

record observations include temperature, BP, 

respiratory rate 

 

If deteriorating significantly 

Ring 999 
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GP – for all Routine  
Problems 24 hrs per day 

(use weekly visiting day  if available and 
appropriate to wait) 

 General medical concerns 

 Medication concerns 

 On-going medical problems 

 Mental Health concerns – a  
number of services are available 
 e.g. Community Mental Health 
Team, Dementia Rapid    
Response, Functional Intensive 
Community Services – all referrals 
via GP  

 Resident generally unwell 

 Breathing problems 

 Worsening confusion 

 Abdominal pain 

 Worsening pain (NOT chest pain 
see 999) 

 Diabetic emergencies (no loss of 
consciousness) 
 

Nursing homes covered by GP 
collaborative can ring direct out of hours 
(OOH) on Tel: 0114 3051412 

Nursing needs of Residential Clients – 

 District Nurse ring SPA : 

Tel: 0114 3051460 

Problems with: 

 Catheters 

 PEGS 

 Syringe Drivers 

 Ears 

 Wound care/management 

 Palliative care 

 Constipation  

 Any other DN enquiry  
 

Palliative Care - Contact GP in the first instance 

For advice and support on symptom management and psychological 
care complete a Specialist Palliative Care Referral Form & fax to : 0114 
2351321  

 Residential clients: discuss concerns with DN 

 Nursing clients: For URGENT ADVICE Contact St Luke’s  
Tel: 0114 2369911 between 9am and 5pm, 7 days a week  

Please use your pharmacy provider for advice in the first 
instance. Alternatively call: 

Medicines Management 
Mon-Fri 09:00 – 17:00 

0114 305 1983 

WORRIED ABOUT A RESIDENT – WHO SHALL I CALL? 

ECP 
07:00 – 02:00 Tel: 0300 3300275 

Falls 
Head injury – not on Warfarin  
Suspected fractures 
 

Residents who are on Warfarin and have sustained 
other injuries, contact ECP as first response. If 
there is profuse bleeding contact 999  
 

Minor Injuries 
Bites 
Cuts 
Foreign objects 
NB: ECPs can deal with other medical problems 
(see referral criteria for ECP Page 16)  

 

111 
For help in a hurry which does not require a 999 response (not 
life threatening) Can be used as an additional port of call for  

non urgent health issues  

999 - 24 hours 
 Chest pain 

 Choking 

 Fitting 

 Severe breathing problems 

 Stroke 

 Unconscious 

 Vomiting blood 

 *Head injury  on Warfarin -  *head injury is defined as any trauma to 

the head, other than superficial injuries to the face (NICE 2007)  

 Resident on Warfarin sustaining injury resulting in profuse 
bleeding  

DENTAL PROBLEMS – Non urgent needs Residents already receiving ROCS service please phone ROCS dentist in-hours.  Homes covered by the service can refer 

residents in by contacting tina.tomlinson@nhs.net or phoning; 0114 3051872. Routine concerns for residents not receiving ROCS service please refer to 111 for advice.  

Urgent needs : All urgent concerns regarding bleeding, increasing swelling and trauma phone 111. Other types of URGENT need for residents already receiving ROCS 

service e.g. toothache, lost fillings, lost dentures, can be managed by phoning ROCS dentist in hours.  

  please phone ROCS dentist ‘in hours’ for other  URGENT concerns e.g.  

 

mailto:tina.tomlinson@nhs.net
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Referral Criteria for Emergency Care Practitioners (ECP) 

 
For non urgent concerns the first point of contact should always be the GP / GP out 

of hours, or DN. In an emergency e.g. chest pain or suspected stroke call 999 
immediately. 

 
ECPs are able to assess and treat patients at home or refer on directly to the most 
appropriate hospital or community speciality, for example the Intermediate Care 
Teams, District Nurses and Chronic Obstructive Pulmonary Disease (COPD) 
Nurses. 
 
Use ‘Worried about a resident – who shall I call’, page 15, to help you decide 
which service is the most appropriate for a resident in need of attention. 
 

 
ECPs will take referrals from care home staff for residents  
presenting with: 
 
 Falls 

 Any muscular skeletal / sprain injuries to the neck, ribs, back and ALL joints 

 Any injury that will require suturing, an x-ray, dressings etc. These include 
lacerations / bites / fractures / foreign bodies etc 

 Head Injuries (not on Warfarin) 

 Headaches including migraines and those possibly resulting from a fall or 
head injury 

 Abdominal pains e.g. D&V, constipation, urine retention, gall stones etc 

 Urinary Tract Infections (UTI 

 Catheter problems 

 Ear, Nose & Throat problems 

 Nose Bleed 

 Eye problems 

 Respiratory problems e.g. chest infections, asthma 

 Non-specifically unwell residents 

 TIAs (Mini Stroke) see FAST guide – pages 12 -14 

 
 

 
ECP available between the hours of 07.00am – 2.00am every day. 

 
ECP contact number – 0300 3300275 
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One Chance to Get it Right’ – Leadership Alliance for the 

Care of Dying People 

 

‘One Chance to Get it Right’ has been developed by 21 national 

organisations concerned with the care of people in the last few 

days and hours of life. 

 

It sets out the approach to caring for dying people that health and 

care organisations and staff caring for dying people in England 

should adopt in place of the Liverpool Care Pathway.  

 

The approach should be applied regardless of the place in which 

someone is dying whether it be hospital, hospice, nursing or 

residential home etc, and during transfers between these 

different settings.  

 

The approach is based on achieving ‘Five Priorities for Care’ 

which rightly make the dying person the focus of care in the last 

hours and days of life and serve as an example for the high level 

outcomes which must be achieved for every dying person. 

For on overview of the Five Priorities please see page 18 
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Overview – ‘One Chance to Get it Right’ 

Priority 1 

The possibility that a person may die within the next few days or 

hours is recognised and communicated clearly, decisions made 

and actions taken in accordance with the person’s needs and 

wishes, and these are regularly reviewed and decisions revised 

accordingly. 

Priority 2   

Sensitive communication takes place between staff and the dying 

person, and those identified as important to them.  

Priority 3  

The dying person, and those identified as important to them, are 

involved in decisions about treatment and care to the extent that 

the dying person wants 

Priority 4  

The needs of families and others identified as important to the 

dying person are actively explored, respected and met as far as 

possible.  

Priority 5   

An individual plan of care, which includes food and drink, 

symptom control and psychological, social and spiritual support, 

is agreed, co-ordinated and delivered with compassion. 

 

‘One Chance to get it Right’ Leadership Alliance for the care of Dying People, June 2014 
Publications Gateway Reference : 01509 
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Recognising and supporting people with depression 

Most people will feel fed up from time to time; ups and downs in life being common and normal.  Depression is more 

persistent and can have a significant impact on day to day functioning. Depression is common in older people but it is 

not a natural part of aging and it can be treated. 

 

 

 

 

 

 

 

 

 

 

 

 

 
What can you do to help?  

 

 

 

 

 

 

 

 

 

 

 

 

 

Core symptoms of depression 
Low/sad mood 

Loss of interest/pleasure in life 
Loss of energy 

Other common symptoms of 
depression 

Sleep disturbances such as early 
wakening 

Poor appetite/weight loss 
Feeling worse at specific times of the 

day  
Pessimism/hopelessness about the 

future 
Despairing thoughts: “I don’t care if I 

don’t wake up” 
Agitation or slowing of 

movements/speech 
Feelings of guilt or worthlessness 

Suicidal thoughts or acts 
Forgetfulness 

Irritability 
Behaviour changes 

Anxiety 
Poor concentration 

Unexplained aches and pains 
Self-neglect 

Increased dependence 

 

The risk of depression increases for people who live in care homes 
due to: 

Adjusting to being in care 
Loss of independence, control and involvement in decision making 

High levels of disability and poor physical health 
Loss of identity, spontaneity and the right to take risks 

Isolation and inactivity 
Bereavements 

Definition of depression 
Depression can be defined as a lowering of mood or a loss of interest in 

and enjoyment of everyday activities plus: 
 

2 to 3 additional symptoms for mild depression 
4 or more additional symptoms for moderate to severe depression 

 
Symptoms must be present on most days for at least 2 weeks, causing 

significant impairment in sociability or everyday functioning 

If you suspect that a resident is depressed you must refer 
them to their GP who will decide whether to: 

Prescribe anti-depressants 
Refer to the Community Mental Health Team for further 

assessment, treatment and support 

Be alert to the possibility of depression 

If you know that someone has a history of 
depression find out how it affected them and 

what helped them to recover 
Listen for depressive content to conversation 

Watch for significant symptoms 
Look for changes in habits or increasing 

dependence 
Ask questions to discover more about how 

someone is feeling 

Questions recommended by NICE 
During the last month have you been bothered by 
feeling down, depressed or hopeless? 
During the last month have you often been 
bothered by having little interest or pleasure in 
doing things? 

 
What is helpful for people who are 

depressed? 
Having someone to talk to 

Mixing with people 
Taking exercise 

Joining in activities 
Doing things the person enjoys 

 

Working towards recovery 
Supportive listening: encourage the person to talk about 

their losses and fears without judging or criticising. Listening to 
someone can make a huge difference as it helps to build trust 

and over time enables you to identify together other things 
which might help 

Goal setting: when motivation is poor and change seems 
overwhelming it can be helpful to agree on a plan of small 

steps needed to achieve bigger goals. A series of small steps 
will enable you to provide encouragement, positive feedback 
and provide the opportunity for the person to reflect on their 

achievements 
Life improvements: Find out what matters most to your 

resident and together identify 3 or 4 life improvements and 
make a plan to achieve them.  These might include re-

establishing contact with friends or family, resuming religious 
activities, resuming hobbies, making time for conversation or 

arranging physical health check-ups and treatments 

References and useful sources of information 

NICE Guidelines, Depression No.90, No.91, www.nice.org.uk 
North Yorkshire and York PCT, 2006, Reducing Depression among 

Older People Receiving Care http://www.well-
beingandchoice.org.uk/RDsummary.htm 

Newcastle, North Tyneside and Northumberland Mental Health NHS 

Trust, 2001, Self Help Guides: www.ntw.nhs.uk/pic/selfhelp/ 

  
 

http://www.nice.org.uk/
http://www.well-beingandchoice.org.uk/RDsummary.htm
http://www.well-beingandchoice.org.uk/RDsummary.htm
http://www.ntw.nhs.uk/pic/selfhelp/
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Delirium 

Delirium is an acute medical condition characterised by a disturbance of consciousness, attention, 
cognition and behaviour that develops over a short period of time. The disorder may fluctuate during the 
course of the day. 
 
Risk Factors 

 
Symptoms of Delirium 
 

Sudden onset 
over hours to 
days 

Decreased 
attention, 
concentration 

Communication 
difficulties 

Changes in sleep 
patterns 

Confusion and 
disorientation 

Memory loss Disorganised 
thinking 

Frequent 
changes in 
mood 

Slowed movement or 
restlessness 

Signs of medical 
illness 

 
If delirium is suspected 

 
Observe, at least daily, for recent (within hours or days) changes or variations to the residents “usual 
behaviour” (see page 11 ’Resident not feeling/appearing well today?’). These may be reported by the 
resident, a care worker or a relative. If any of these behaviour changes are present a GP visit should be 
considered in order for an assessment to take place. Ensure that people at risk of delirium are cared for by 
a team of healthcare professionals who are familiar to the person at risk. 

 
What might help? 

 
 Develop a plan of care, involving GP, district nurse, care team, to resolve possible physical causes. 
 Provide ongoing education, reassurance and emotional support to person and family. 
 Ensure daily records accurately reflect the residents changes in behaviour and what care workers 

have done to minimise the effects of delirium. 
 Maintain a comfortable and familiar environment (e.g. provide eyeglasses, hearing aids, consistent 

staffing) as per care plans. 
 Establish a routine to reduce the person’s stress level; encourage family to stay with the person if 

this provides reassurance. 
 Promote sleep at night by controlling noise and disruptions as per care plan. 
 Ensure adequate fluid intake to prevent dehydration, see pages 41 - 47 
 Commencement of new medications may not be helpful at this time 

 
Helpful Links 
 
Vancouver Island H.A. http://www.viha.ca/mhas/resources/delirium/tools.htm 
NICE http://www.nice.org.uk/cg103 
Royal College of Psychiatry    
http://www.rcpsych.ac.uk/mentalhealthinfo/problems/physicalillness/delirium.aspx 

 
 

 

 

Pain Bladder 
catheterisation 

Malnutrition or  
Dehydration 

Recent surgery Previous 
episode of 
delirium 

Nicotine withdrawal Alcohol excess Kidney disease Dementia Severe 
Illness 

http://www.viha.ca/mhas/resources/delirium/tools.htm
http://www.nice.org.uk/cg103
http://www.rcpsych.ac.uk/mentalhealthinfo/problems/physicalillness/delirium.aspx
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What is dementia and how does it affect people? 
The term dementia is used to describe a set of symptoms that may include memory loss and language problems.  Dementia is not 

a natural part of growing old but is caused when the brain is damaged by diseases such as Alzheimer’s disease or a series of small 

strokes.  It is progressive, which means that it will get worse over time.  The likelihood of developing dementia increases 

significantly with age but it isn’t restricted to old age.   

Causes of dementia 

Alzheimer’s 
disease 

Vascular 
dementia 

Dementia with 
Lewy  bodies 

Fronto-temporal 
dementia 

Rarer causes of 
dementia 

Caused by changes 
in the structure of 
the brain and a 

shortage of 
important chemicals 

that help with the 
transmission of 

messages 

Caused by 
problems with the 
supply of blood to 

the brain, commonly 
caused by a series 
of small strokes or 

other vascular 
disease 

Caused by 
irregularities in brain 

cells leading to 
symptoms similar to 
Alzheimer’s disease 

and Parkinson’s 
disease 

A range of 
conditions, including 

Pick’s disease, 
which are more 
likely to affect 

younger people and 
are typified by 

changes in 
behaviour and 

language problems 

There are over a 
100 different causes 

of dementia and 
examples of these 

rarer conditions are: 
Creutzfeldt-Jakob 

disease 
Korsakoff’s 
syndrome 

 

Memory loss 
Verbal 

communication 
Disorientation 

Changes in 
perception 

Recognition 

As the short term 
memory 

deteriorates a 
person with 

dementia uses their 
experiences from 
the past to make 

sense of the present 

Language problems 
often begin with 

forgetting the 
names of people or 
everyday objects 

and can progress to 
the extent that 

speech becomes 
largely incoherent 

A person may 
believe that they are 
in a different time or 
place and this can 
lead to feeling lost, 

even in familiar 
surroundings 

Leading to 
misinterpretation of 
sights or sounds in 
the environment, 
such as shadows, 

mirrors, patterns on 
the carpet or noise 

from the TV 

Recognising familiar 
faces can be a 

problem but other 
things can help with 

recognition so if 
someone speaks 
the person may 

realise who they are 

Disinhibition Perseveration Sequencing Incontinence Attention 

There may be a 
reduced ability to 

regulate speech or 
behaviour so a 

person may become 
impulsive, doing or 
saying things which 
are out of character 

Also known as 
repetition.  A person 
may become stuck 

on a particular word, 
phrase or behaviour 
such as walking and 
need prompting to 

move on to 
something else 

Despite being able 
to do each 

component of a task 
a person may 

struggle to do things 
in the right order 

In early stages 
results from 

forgetting where the 
toilet is or having 
difficulties with 
fastenings. As 

dementia 
progresses 

recognising that the 
bladder or bowels 

need emptying may 
become a problem 

A person may be 
very easily 

distracted or find it 
hard to concentrate 
on conversations, 

programmes on the 
TV or to finish a 

task 

 

 

 

 

 

 

 

 

 
 

The effects of dementia 

Psychological aspects of dementia 

Behavioural aspects of dementia 

Depression: may be a consequence of difficulties coping with symptoms, feeling isolated, not in control of 

things or lacking the opportunity to use strengths 
Anxiety: in care homes anxiety has been found to be linked to unmet needs, including a lack of daytime 

activities and a lack of company 
Paranoia: people may make accusations when they do not fully understand a situation or they believe they are 

being taken advantage of.  A person may rationalise losing things by blaming others 

There are many aggressive and non-aggressive behaviours that we associate with dementia for which it is 
important to try to establish a cause (see page 22) because they are likely to reflect an unmet need.  Examples 

below: 
Aggression: this is not normally a direct symptom of dementia.  Episodes of aggression are often attempts to 

communicate important feelings, for example, that the person feels threatened or is in pain 
Walking: an action that communicates a need.  The person may be looking for something, be in 

pain/discomfort, feel they need some exercise or need something to do 

 

 
Alzheimer’s Society, www.alzheimers.org.uk; The Open Dementia Programme,http://www.scie.org.uk/publications/elearning/dementia/   

http://www.alzheimers.org.uk/
http://www.scie.org.uk/publications/elearning/dementia/
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Providing person centred dementia care to prevent or reduce behaviour that challenges 
Understanding the cause of behaviour that challenges is essential for developing appropriate interventions whether the behaviour 
in question concerns issues with everyday tasks, engagement with personal care, the person’s beliefs or associated expression of 

emotions such as anger, anxiety or despair. The Newcastle Challenging Behaviour Team provides a 5 stage model, detailed 

below, to determine the interventions which will help to prevent or reduce behaviour that challenges for an individual with dementia. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

James I A (2011) Understanding Behaviour in Dementia that Challenges: A guide to assessment and treatment, Jessica Kingsley Publishers 

 

Background information 

Gather information in relation to the following: 

Personality: understanding a person’s individuality, lifestyle choices and how they have coped with difficulties in the past 

Biography: as life history affects the way dementia is expressed knowing about someone’s experiences is crucial to 

understanding behaviour.  It also provides ideas for appropriate activities, helps with understanding a person’s needs and 

knowing how to approach and deliver personal care 

Physical health: past medical history, current health problems, age related illnesses and the likelihood of pain 

Mental health: past and present, being aware that previous problems may re-emerge. 

Knowledge about previous treatments and outcomes for physical and mental health issues is also helpful 

Medication: side effects and interactions 

Cognitive abilities: how is the person affected by their dementia with reference to memory, language skills, understanding, 

orientation, perceptions, see page 21 

Social environment: how does someone perceive the environment they are in, what activities do they engage in and how do 

they interact with the people around them or during care practice 

Triggers 

Identify time of day, context and people involved 

Facts about the behaviour 

Behaviour: a clear description of the problem behaviour – what actually happens 

Appearance: how does the person seem to be feeling – anxious, angry, scared or depressed? 

Vocalisations: the content and nature of what the person is saying for example, shouting “help” or groaning, saying something 

repeatedly 

(Use behaviour chart on page 23 to identify triggers and facts about the behaviour) 

Identifying the persons needs 

Make a reasonable assumption about behaviour based on the information you have 

gathered 

Devising interventions 

Practical interventions including changes to the environment and staff interactions 

Background: own engineering business, short fuse, 

sociable, organised, slightly obsessional, hypertension. Wife 

says he’s a man’s man  

Appearance: angry, frustrated and embarrassed 

Behaviour: shouts when staff try to engage in activity or 

assist with personal care 

Vocalisation: speech is limited, stutters, saying “I’m not an 

idiot” 

Need/thought: maintain identity, to be in control, to use his 

skills, do things at his own pace, take responsibility and 

spend more time with men 

 

 

Background: quiet, sensitive, history of depression with 

paranoid ideas, used to be a dinner lady, enjoys 

reading/sewing and walking her dogs, poor hearing – wears a 

hearing aid 

Appearance: upset, angry, frightened 

Behaviour: gets up and walks away from dining table, angry 

with staff when challenged, hides biscuits 

Vocalisation: “leave me alone” “get away” 

Need/thought: to feel secure, quieter environment, time 

alone, thinks she is there to help, hungry, 

Encourage independence, male carers, obtain permission to 
carry out an action or enter personal space, offer choice, 
leave to get on with things and go back, provide discreet 
assistance where possible 
Time with handyman offering advice and assistance, sit with 
other men, time alone doing things he enjoys such as 
drawing, planning 
Spend time with him when he is in a good mood, providing 
the opportunity to talk about things which are important to 
him 
 

Encourage to help out around the home. Involve in food 
preparation or cooking 
Minimise background noise, good use of non-verbal language 
Provide meals in own room or with small, select group, avoid 
residents who upset her, encourage to use past coping skills 
– take for a walk or support to carry out activities she enjoys 
Refer to GP for assessment of mood 
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Behavioural Chart  
Behavioural Chart for: _____________________________________________________ 
 

 

 

 

 

Date and Time  
 

What was the person doing just before the incident? 

Where the incident 
occurred 
 

Which staff were involved 
(initials) 

What did you see happen (Actual Behaviour) 

 
 
 
 

What did the person say at the time of the incident?  
 
 
 

Possible reason for behaviour?  
 
 
 

How did the person appear at the time of the incident? (may be more than one tick) 
 

Angry Frustrated Other (please state)  

Anxious Happy  

Bored Irritable  

Content Physically unwell  

Depressed Restless  

Despairing Sad  

Frightened  Worried  
 

How was the situation resolved? 
 
 
 
 
(Dementia Rapid Response Team) 

Challenging Behaviour 

________________________________________________________________________________

________________________________________________________________________________ 

Please record any episodes of the above behaviour (day/night) 

 

Aim – to record frequency and circumstances of incidents 
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Pain Management for Older People and People with Dementia 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Studies about pain in care homes 

Up to 80% of residents may have some degree of pain 

The most common pains are in the joints, limbs and back, mainly due to arthritis  

People who have dementia do not receive as much treatment for pain as those who do not have 

dementia 

Source: Pain in Older People with Dementia: A Practical Guide, 2007, Dr W McClean with C 

Cunningham, Dementia Services Development Centre, Stirling University 

 

 

The Experience of pain may be 

influenced by: 

Sensation: the feeling of pain, its intensity 

and where it is 

Knowledge about the pain: beliefs about 

the cause of pain 

Emotion associated with the pain: how we 

feel about pain is affected by what we know 

about it.  Long term memories of childhood 

experiences of pain can affect feelings about 

pain in older age 

 

 

What changes when someone is in pain? 

Facial expression: frowning, sad, grimacing 

Vocalisation: groaning, crying, shouting 

Body language: guarding, rubbing or holding 

the painful part of the body 

Activity patterns or routines 

Interactions with others 

Behaviour: restlessness, fidgeting, pacing, 

resistive to care, reaction to touch 

Mental status: increased confusion, mood 

changes 

 

If pain is not recognised it cannot be treated  

There is a commonly held belief that people who have dementia do not feel pain as much as other 

people but the fact is that dementia does not alter the fundamental experience of pain 

Self-reporting is the standard method for identifying pain but the ability to self-report may be 

compromised by: 

Speech decline 

Understanding questions 

Forgetting that they have been in pain 

Difficulty interpreting and understanding the feelings they are having 

Other barriers to recognising pain 
There is a tendency to normalise pain as we age so that aching and soreness is seen as a 
discomfort that should be expected so older people are less inclined to speak about their 

experience of persistent pain 
Older people may use different words to describe their pain which younger people may be less 
familiar with or there may be cultural factors which alter the way a person expresses their pain 

Older people may describe their pain in ways which understates its severity 
Carers may not enquire about a person’s pain  

 



Minor Illnesses & Conditions Information Pack for Sheffield Care Homes – Care Homes Support Team 2015 25 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A person centred approach to pain assessment 

History of pain: includes reactions to pain in the past, the activities or diseases which have 

caused pain and the effective treatments or strategies people have used to manage their pain 

Knowledge of the person: includes personality, likes, dislikes and experiences 

Presence of disease: e.g. arthritis, tooth decay or dental abscess, shingles, leg ulcers, or 

haemorrhoids all cause pain 

Process of elimination: rule out reasons for a change in behaviour by checking for conditions 

such as constipation or infection 

Assess – treat – reassess: when pain is suspected discuss with the prescriber and relevant 

others, treating the pain with regular analgesia rather than ‘when required’ and review response 

Observation: a number of staff discussing what they see is an important part of the pain 

assessment process 

Probability: a level of certainty can be reached through consideration of age or disease which 

allows reasonable action to be taken 

 

Assessing pain – things to consider 

Visual scales may be difficult for a person 

who has mild dementia to use but they may 

be worth trying 

Give people plenty of time to respond to 

questions 

One of the most successful ways of 

obtaining information about the intensity of 

pain is to ask ‘Is the pain a big problem, a 

medium problem or a small problem?’ 

As dementia worsens the ability to 

accurately describe pain becomes impaired 

 

Pain assessment tools 

Please see pages 27- 30 for visual/verbal 
scales  

The Abbey Pain Scale, pages 31and 32, is 
recommended to assess pain in people who 
have dementia or other conditions affecting 

verbal communication: 

 Observe the person when moving i.e., 
during care activities and complete the 
Abbey Pain Scale 

 Reassess an hour after analgesia or 
another pain relieving  intervention is 
administered to determine its 
effectiveness 

 

Pain management strategies – things to consider 
Analgesic medication 

Positioning/repositioning 
Supporting a limb 

Ensure basic comfort needs are met 

Moderate physical or leisure activity – things that people enjoy to help take the mind off pain 

 

Principles of pain management 

Ensure resident has access to prescribed analgesia and that this is given as intended by the 

prescriber 

Ongoing assessment and review to ensure maximum benefit and minimum side effects 

Accurate and up to date documentation – for example MARs/care plans/daily entries 

Good effective communication with prescriber 

If you are unsure about any aspect of pain management seek advice from a prescriber or 

pharmacist (see page 15 for out of hours contacts) 

 

 

 

 

 

 

 

 

 

Pain in Older People with Dementia: A Practical Guide, 2007, Dr W McClean with C Cunningham, Dementia Services Development Centre 
Pain in Dementia – factsheet, 2005, Dr Elizabeth Sampson and Ginette Kitchen, North West Dementia Centre 

Pain in older people, 2008, Arun Kumar and Dr Nick Allcock, Help the Aged, University of Nottingham 
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Pain Assessment Scales 

The feeling of pain is one that is personal and only really known to the individual experiencing it.  

Many factors can affect the intensity of pain and a person’s ability to cope with it, for example, the 

type and cause of the pain, sleep disruption, individual expectations and various emotions.  Fear, 

anxiety, depression, anger, and guilt can increase a resident’s perception of pain, therefore it is 

important an holistic assessment is undertaken when assessing individual pain management (see 

also page 24 - 25 ’Pain Management for older people and people with dementia’).  Individuals 

will also differ in how they express their pain; some may find it difficult to describe, understand and 

measure.  It is perhaps worth remembering that ‘pain is whatever the resident says it is and exists 

whenever they say it does’ 

‘Poor pain assessment is the primary cause of poor pain management’.  Pain scales are tools that 

may help diagnose, measure pain intensity and help to evaluate the effectiveness of an 

intervention.  There are many different pain scales available and unfortunately one size does not 

fit all.  What may be suitable for one resident to use may not be suitable for another and the 

assessment of pain can be particularly challenging in the presence of dementia, communication 

difficulties, language and cultural differences.  

Important factors to consider when choosing an appropriate pain assessment tool for an individual 

resident are: 

• Can the resident and/or all the care staff involved understand and know how to use the 

selected tool? 

• Is the selected tool appropriate for the resident taking into account any communication issues 

they may have? 

• The same pain assessment tool should be used for sequential assessments (including 

assessment of any pain on movement to give an accurate account of the resident’s pain) and 

be evaluated regularly to review with the resident, prescriber and relevant others, if the 

intervention is achieving an effective and desired outcome.  

A record should be made of which pain assessment scale has been chosen and why, along with 

any explanation given to the resident, their level of understanding and how this scale will be used 

to measure the pain. 

See overleaf for some examples of pain assessment tools. 

References  

• Minor Illnesses & Conditions Information Pack for Care Homes in Sheffield Originally issued September 2006 
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• CONCISE GUIDANCE TO GOOD PRACTICE A series of evidence-based guidelines for clinical management 
NUMBER 8 The assessment of pain in older people. NATIONAL GUIDELINES October 2007 

• Pasero C, Paice JA, McCaffery M. Basic mechanisms underlying the causes and effects of pain. In: 
McCaffery M, Pasero C, eds. Pain: Clinical Manual. 2nd ed. St Louis: Mosby; 1999:15-34. 

• CPPE Pain: treatment and management June 2009 
• STH Acute Pain Guide Reviewed August 2013 
• STH Pain Management Service –Chronic pain  Nursing care Guideline Number 152 updated July 2013 
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Examples of Pain Assessment Scales 

 

Visual scales  
Each face shows how a person in pain is feeling. The patient can point to the face that best describes 
their pain  
 

Wong-Baker Faces Pain Rating Scale 
  
 

 
 
 
Verbal Scales  
This type can be used to describe the degree of discomfort by choosing one of the vertical lines that 
most corresponds to the intensity of pain 
 
a) 
 

 
 

b) Verbal descriptor rating scale (5 points) 

‘How severe is your pain today?’ 
 
 None 
 

   Mild  

  Moderate  

  Severe 

  Very severe  

 

c) Verbal numerical rating scale  

‘On a scale of 0 to 10, please tell me how severe your pain is today’  
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Numerical Scales  
This can be used to describe the intensity of discomfort in numbers ranging from 0 to 10 

a) 

 

 
 
 
 

b) Numeric Rating Scale  
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Numeric Graphic Rating Scale (NGRS) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Reproduced with permission from Professor Lynne Turner-Stokes, Concise Guidance Scores Editor, Royal College of 

Physicians, London  

Say to the patient: 
 
• This is a scale to measure pain  
• 0 indicates ‘no pain at all’ 
• The numbers on the scale indicate 

increasing levels of pain 
• Up to 10 which is the most severe 

pain imaginable  
• which point on the scale show how 

much pain you have today? 
 
To the administrator:  
In your opinion was the person able to 
understand the scale? 
 
                     Yes                  No  
 
Comment:  

10 

9 

8 

7 

6 

4 

5 

3 

2 

1 

0 

Most severe 

pain 

imaginable  

No pain at all  
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Pain Thermometer  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Reproduced with permission from Professor Keela Herr, University of Iowa  

 

Potential other/additional pain scales that can be given as examples (taken from CONCISE GUIDANCE TO 
GOOD PRACTICE A series of evidence-based guidelines for clinical management NUMBER 8 The assessment 
of pain in older people. NATIONAL GUIDELINES October 2007)   

 

 

 

 

 

Extreme pain   

Pain as bad as it can be  

Severe pain   

Moderate pain   

Mild pain   

Slight pain   

No pain   
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Use of the Abbey Pain Scale 

 

The Abbey Pain scale is best 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 residents who are 

unable to clearly articulate their needs. 

 

Ongoing assessment 

The Scale does not differentiate between distress and pain, so measuring the effectiveness of 

pain-relieving intervention 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 the 

resident while they are being moved, e.g. during pressure are care, while showering etc.  

 

Complete the scale immediately following the procedure and record the results in the resident’s 

notes.  Include the time of completion of the scale, the score, staff member’s signature and action 

(if any) taken in response to results of the assessment, e.g. pain medication or other therapies. 

 

A second evaluation should be conducted one hour after any 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, consider further 

intervention and act as appropriate.  Complete the pain scale hourly, until the resident appears 

comfortable, then four-hourly for 24 hours, treating pain if it recurs.  Record all the pain-relieving 

interventions undertaken.  If pain/distress persists, undertake a comprehensive assessment of all 

aspects of resident’s care and monitor closely over a 24-hour period, including any further 

interventions undertaken.  If there is no improvement during that time, notify the medical 

practitioner of the pain scores and the action/s taken.  

 

Adapted from Jenny Abbey (2007) 
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Medicines – the benefits and the risks!! 

Medicines are used to cure, treat or prevent disease, as well as make us feel better. However, no drug or 

medication is completely safe and all have the potential to cause side effects, (which may also be called 

adverse reactions), especially, if they are not taken or used as prescribed.  

The prescribing and taking of medication can be thought of as a balancing act between the desired 

benefit(s) and possible side effects.  

 

The reason why one person may experience any given side effect and another may not, will vary from one 

individual to another and for a variety of reasons.   

What are side effects?  

Side effects can be described as the ‘unwanted symptoms caused by medical treatment’ and may result in 

a hospital admission - “medicines are a causative factor for 5-10% of hospital admissions in Sheffield’’. 

 A side effect may be seen in a positive or a negative light, for example, when using the medicine 

chlorphenamine (an antihistamine used to treat allergic reactions including itchy reactions), the 

medicine may cause drowsiness. This may be a negative side effect for some (if needing to drive or 

be alert), or positive for others (if having difficulty sleeping because of the itchiness).  

 Some side effects may be considered as mild but may be troublesome for the resident (e.g. dry 

mouth that may cause other problems like difficulty in swallowing or reduced appetite), whilst others 

are serious and/or  potentially life threatening (e.g. allergy). 

 Some may worsen an existing condition a resident already has e.g. codeine causing constipation in 

someone who already suffers from constipation. 

 Some side effects are predictable and dose-dependent,  e.g. feeling drowsy after taking a sleeping 

tablet, whilst others may be unpredictable e.g. potential allergy to a new drug 

 Some side effects may not be obvious, (e.g. confusion), and a problem or change in a resident’s 

condition may not be considered as a possible side effect to a medication. Some questions to ask 

may include:  Has the resident recently been started on a new medication? Had a change in 

medication? Reduced or increased a dose? Stopped a medication? 

 Some may occur immediately (e.g. a rapid lowering of blood pressure on the first dose of an ACE 

inhibitor like Ramipril), whilst others may take time to develop (e.g. osteoporosis in someone who 

has taken a corticosteroid, e.g. prednisolone, for a long time). 

Side effects tend to increase with age (as we get older our kidneys and liver function often declines which 

may allow medicine concentrations to increase and therefore increase the likelihood of side effects and 

problems) along with the number of drugs taken. Some common side effects seen in older people are: 

• Drowsiness and dizziness - which may contribute and/or lead to a resident falling 
• Stomach disturbances e.g. diarrhoea, constipation, vomiting. 
Certain drugs may be more frequently associated with side effects in older people, for example, 

anticoagulants (e.g. warfarin), NSAIDs (e.g. ibuprofen), diuretics (e.g. furosemide), and antibiotics.   
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How can Care Home Staff help to keep residents safe with their medications? 

 Observe and record the reactions of residents to their medicines (the good and the bad!) and 

communicate these effects to the resident’s prescriber. 

 Maintain accurate and up to date resident records (for example MAR charts, care plans, resident’s 

daily entries) including a resident’s allergy status. 

 If a resident’s condition changes, a new problem develops or any concerns are noticed, care home 

staff should report these to the prescriber (and pharmacist) as soon as possible. 

 Report suspected side effect(s) to the Medicines and Healthcare products Regulatory Agency 

(MHRA) via the yellow card scheme (see www.mhra.gov.uk website for more information on how to 

do this and frequently asked questions including more information regarding side effects). 

 Ensure sure you have access to up to date information regarding medications and know where to 

access this information (see below). Patient Information Leaflets (PILs) that come with a resident’s 

medicine are a good first line resource that can help you to understand what a medication is for, 

how it should be given and be stored as well as help answer an individual’s questions regarding 

their medication. PILs can also help explain some of the potential side effects which may be 

experienced. Are you aware where PILs are kept within the care home? How are they used in your 

care home?  

The NICE Guideline for Managing Medicines in Care Homes (March 2014) gives the following 

recommendation regarding reporting side effects to medicines:  

Recommendation 1.5.3 
Care home staff (registered nurses and social care practitioners working in 
care homes) should report all suspected adverse effects from medicines to 

the health professional who prescribed the medicine or another health 
professional as soon as possible, this would usually be the GP or out-of-hours 
service. Staff should record the details in the resident’s care plan and tell the 

supplying pharmacy (if the resident agrees that this information can be 
shared). 

 

 

 

 

 

 

 

 

 

 

 

http://www.mhra.gov.uk/
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Some examples of available Medication Resources: 

 Patient Information Leaflets (You may find copies of these on the Electronic Medicines 

Compendium (EMC) website  www.medicines.org.uk   – which is a free website) 

 Community Pharmacist  

 GP  

 BNF – available in paper format and online  www.bnf.org  - the Sheffield CCG Quality Office 

for Care Homes recommends that the paper copy of the BNF in use should be less than 12 

months old 

 Register with the MHRA (Medicines Healthcare Regulatory Agency – www.mhra.gov.uk ) 

for drug safety and medical devices alerts and information 

 NICE Evidence 

 Local Good Practice Guidance – see  Care Homes -- Sheffield CCG Intranet for further 

information and the green medicines folder kept in the Care Home 

 NHS Choices website www.nhs.uk – a free website 

 www.patient.co.uk – another useful and free resource available online 

 Clinical Knowledge Summaries (http://cks.nice.org.uk)  
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Sore Throat, Coughs, Colds, Flu-like Symptoms 

 

 

 

 

       

 

        

 

                    

 

 

 

 

 

 

 

              

              

              

              

              

              

   

 

 

 

  

www.gov.uk/government/publications/acute-respiratory-disease-managing-outbreaks-in-care-homes   

A resident has a fever if their temperature is measured above 37.9C or 1.5C more than their usual/baseline at 

least twice in 24 hours.  

Coughing which is associated with eating/drinking could indicate a swallowing problem. For advice contact 

Speech & Language Therapy (SLT) – Tel: 0114 226 2336       

Does the 

resident have a 

sore throat, 

cough, cold or flu 

like symptoms?  

Check the patient 

information leaflets (PILs) 

for all medication the 

patient is on to see if 

symptoms are a known side 

effect of the medication. 

Check Long Term Condition 

care plans for more detail 

for plan of care if known 

side effect of medication  

Yes 

No 

Contact GP/OOH 

urgently (or as 

advised as per PILs 

or care plans) for 

advice, advising of 

symptoms and 

medications  

Undertake each of the following steps 

 Discuss with GP 

 Record temperature and monitor 4 hourly for 

changes 

 Give Paracetamol (if prescribed and suitable).  If 

Paracetamol  is given expect to see a reduction in 

temperature after 2 hours 

 Encourage deep breathing 

 Keep the resident comfortable and rested, either 

sitting up or lying on their side 

 Monitor pressure areas and give care appropriately 

 Encourage increased fluid intake (unless usually 

restricted on medical advice), see page 46  

 Try to minimise contact with other residents, observe 

for similar signs and symptoms  developing in others 

If the following apply to the resident: 

  *No improvement in condition after 3 

or 4 days or 

*Has flu like symptoms see link below  

*Coughs up blood or green sputum or 

*Is suffering from sore throat and pain 
or 

*Resident has a long term medical 
condition such as diabetes, heart 
disease, COPD, kidney disease, 
weakened immune system  

* Temperature not falling/keeps rising 

Contact GP as a matter of urgency  

 
 

If the resident experiences:  

 difficulty breathing  

 chest pain 
RING 999 

 

Yes 

http://www.gov.uk/government/publications/acute-respiratory-disease-managing-outbreaks-in-care-homes
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COPD PLAN – guidance on managing a COPD exacerbation in the care home setting 

What is COPD? 

Chronic Obstructive Pulmonary Disease (COPD) is caused mainly by smoking and is often 
referred to as chronic bronchitis or emphysema.  
 
Chronic means that the problem won’t go away but can usually be controlled.  There is no cure for 
COPD but medicines will help to control the symptoms.  
 
A patient with COPD will have narrowed and damaged airways and find it harder to breathe.  Their 
airways will also become inflamed, which causes coughing and excess phlegm.  
 
Without realising it many people cut back on what they do due to breathlessness.  This makes 
simple activities feel harder as breathlessness increases.  
 
People with COPD may have worsening symptoms from time to time, called acute exacerbations.   
It is important to recognise the signs of an ‘exacerbation’ (flare up) and step up the treatment.  It 
makes it easier to manage the condition and hopefully prevent hospital admissions.  
 
Preventing Deterioration  
 
It is important to recognise the signs of an ‘exacerbation’ (flare up) and step up the treatment.  It 
makes it easier to manage the condition and hopefully prevent hospital admissions. 
 
The treatment plan, on page 40, is one way of managing COPD.  It will help to recognise what is 
normal and what to do when it’s not.  The patient’s clinician will talk it through and fill in the 
treatment plan that should be followed.  The doctor will advise if pre-emptive treatment is required 
in case of an exacerbation.   
 
Please check routinely that the patient’s inhaler technique is adequate, their inhaler device and 
spacer are clean and there are doses still in the inhaler.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Emergency – Severe Symptoms 
 

 Very short of breath at rest 

 Chest pains 

 High fever 

 Reduced level of consciousness or 
confusion 

 
DIAL 999 – FOR AN AMBULANCE 
 
Offer extra reliever inhaler/nebuliser whilst 
waiting for ambulance to arrive  
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Why has this guidance been produced?  
 
This guidance has been produced to inform care home staff how to manage an exacerbation of COPD 
and to consider treatment within the care home and prevent an avoidable hospital admission.  
 
We have devised a framework for a treatment plan to manage an exacerbation of COPD with pre-
emptive medication in agreement with the clinician*. 
 
This guidance complements The COPD Information Pack which can be found here  
Link  
Good Practice for the Care Home  
 
This guidance is intended to be used as a framework for care home managers to adapt when writing 
their own process for managing a COPD exacerbation in the care home setting.  
Consider a member of staff to be “respiratory champion” for the care home. This member of staff will 
have some knowledge about COPD and how the pre-emptive process will be managed in the care 
home.  
A designated storage facility will be required to store the pre-emptive medication and MAR chart until 
required for use.  
 
Good practice 1 – setting up pre-emptive medication  
• Agree with clinician that pre-emptive COPD medication is considered an option for the service 

user. Clinician to complete the appropriate sections on the treatment plan.  

• Check the clinician completes all fields on the treatment plan.  

• Check that, in accordance with good practice, for each service user the clinician is to send a 
‘Special Note’ form about the pre-emptive arrangements to the Sheffield Out of Hours GP 
Collaborative. This informs the out of hours service of the treatment and is made available to the 
ambulance service. This special note will also be accessible to NHS111 staff.  

• All appropriate care home staff will be informed about the pre-emptive COPD process and how the 
service user may present when having a COPD exacerbation, the non pharmacological 
interventions and the prescribed pre-emptive medication for the individual service user.  

• The treatment plan for managing COPD exacerbation is documented in the care plan for the 
service user.  

• Check and log date of review of the pre-emptive prescription to ensure this is up to date.  
 
Good Practice 2 – requesting and receiving the pre-emptive medication for COPD exacerbation  
• Receive active prescription for pre-emptive medication from the clinician – decide whether to hold 

this prescription until medication is required for use, or have the prescription dispensed straight 
away. NB. If not dispensed ensure plan includes access to pharmacy out of hours.  
 Factors to consider  

 Not dispensed prescriptions are valid for 6 months from date prescribed  
 Liquid antibiotics that have to be reconstituted have a limited life span  
 Medicines dispensed in MDS have a two month expiry date therefore should be supplied 

using original packs 
If dispensed straight away:  

Ensure pharmacy is aware that this treatment is for pre-emptive treatment prior to 
dispensing – check the prescription states ‘pre-emptive’  

Check treatment is correct on arrival in care home  

Ensure the MAR chart is endorsed with ‘pre-emptive COPD exacerbation treatment’, 
highlighting it is only to be used when it is agreed the service user is having COPD 
exacerbation. The MAR chart is held in designated storage area alongside the medication until 
required  

http://www.intranet.sheffieldccg.nhs.uk/Downloads/Medicines%20Management/Care%20Homes/COPD%20information%20pack.pdf
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Ensure treatment is stored with this MAR chart in a locked facility away from regular 
medicines and staff are aware where this storage is 

• Ensure there are routine checks, if applicable, on the  

o Expiry date of the prescription  

o Expiry date of the dispensed treatment  

 
Good practice 3 – administering medication for COPD exacerbation  
• Identify if it is appropriate to dial 999 – see box page 37 

• Gain agreement, as decided on the treatment plan, that medication for COPD exacerbation can 
now commence  

• Access medication and check that it is still ‘in date’  

• Use spacer device to assist patient to inhale treatment effectively  

• Check MAR chart; administer medication as prescribed  

• Record administration on the MAR chart ensuring that the start date is included  

• Inform prescriber that treatment has commenced  

• Record effect of treatment  

• Contact clinician to request review  
 
Ensure clear robust documentation in the care plan highlighting relevant communication with clinician.  
 
Good Practice for Clinician  
• Complete the appropriate sections on the treatment plan.  

 Indicate on the treatment plan if a clinician is to be contacted to authorise treatment to 
commence or left for the care home staff to decide.  

 Complete and sign the treatment for a COPD exacerbation on the treatment plan.  

 Indicate a date for treatment review.  

• Prescribe appropriate pre-emptive medication – please state ‘for pre - emptive use’ on the 
prescription  

• Send a ‘Special Note’ form about the pre-emptive arrangements to the Sheffield Out of Hours GP 
Collaborative to inform this service of the treatment and be made available to the ambulance 
service. This special note will also be accessible to NHS111 staff  

 
Good Practice for Community Pharmacist  
• Dispense prescribed treatment and supply MAR chart indicating on the MAR that this is pre-emptive 

treatment for a COPD exacerbation (as stated on the prescription).  

• As this treatment may not be required immediately, indicate that this MAR can be used to record 
administration of treatment until the review date  

 
Resources  
• COPD information pack  

Link  

• NICE CG101 COPD (update)  
http://guidance.nice.org.uk/CG101   
• Treatment Plan – Managing a COPD Flare Up – see page 40 
 
Prepared by Medicines Management Task Group of SCHBPG  
Contact Joy Smith, Medicines Standards Officer – Care Homes  
NHS South and West Yorkshire and Bassetlaw Commissioning Support Unit  
 
Approved by Sheffield Area Prescribing Group Date: 15th October 2013  
Review Date: September 2015  

http://www.intranet.sheffieldccg.nhs.uk/Downloads/Medicines%20Management/Care%20Homes/COPD%20information%20pack.pdf
http://guidance.nice.org.uk/CG101


Minor Illnesses & Conditions Information Pack for Sheffield Care Homes – Care Homes Support Team 2015 40 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

Treatment Plan – Managing a COPD Flare Up 

Worsening symptoms 
 

 More breathless and wheezy than 
normal 

 Need to use reliever inhaler, nebuliser 
more than normal 

 Fever (a temperature of 38°C (100.4°F) 
or above is usually considered to be 
significant) 

 Change in amount and/or colour of 
sputum (green or blood stained) 

 Cough – new or increased 

 Loss of appetite 

 Increasing tiredness and/or poor sleep 

 Reduced energy for daily activities 

 New or worsening  confusion  
 

If symptoms become too severe –  
dial 999  

What to do 
 

 Increase inhaled reliever medications 
(e.g. salbutamol) 

 Contact the GP or start pre-emptive 

 Confirm with GP whether to start pre-
emptive medicines as per treatment plan 

 

Useful Advice 
 

 Enable more time for rest 

 Encourage relaxation techniques 

 Encourage clearance of sputum with huff 
and cough techniques – see COPD 
information Pack – Section 9  
Link  

 Offer small amounts of food to be eaten 
regularly rather than a large meal 

 Offer plenty of fluids and keep a fluid 
chart  

 Encourage sitting up  

 
Patient Name …………………………………………  NHS Number …………………………………… 
 
Clinician Name ………………………………………. Signature ………………………………………… 
 
Contact Number ……………………………………... Date ………………………………………………  

Pre-emptive Prescribed Medicines – to be completed by clinician  

 Clinician please indicate                                                  
Clinician authorises care home staff to decide             Clinician requires care home staff to contact          
when pre-emptive medication is to commence             a clinician to confirm commencing treatment  

  

 
Steroid ____________________________ 

Dose to be taken _____________________ 

Antibiotics _________________________ 

Dose to be taken _____________________ 

Reliever Inhaler _____________________ 

Dose of reliever inhaler to be inhaled during a COPD exacerbation_____ puffs _____times a day 
 
NB: a not dispensed prescription is valid for 6 months from date of writing  

 
Date of review of this treatment by prescriber: ___________________________ 

 
Please ensure entry on MAR chart reflects activity 

 

http://www.intranet.sheffieldccg.nhs.uk/Downloads/Medicines%20Management/Care%20Homes/COPD%20information%20pack.pdf
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Fluid Intake (Hydration) and Older People 

Water and fluids are essential to health and make a valuable contribution to the quality of health in 

the older person. Unfortunately it is well known that many older people, including care home 

residents do not drink sufficient amounts of fluid. This may be for a variety of reasons which can 

be complex - see page 42.  However, this puts residents at risk of dehydration which can be 

dangerous.  (‘Wise up on water! Hydration & healthy ageing, Water UK ). It is important to know 

that: 

 All residents are at risk of dehydration see page 42 to help you identify those residents who 
are at greatest risk 

 During times of ill health and periods of hot weather, or in the very warm care home 
environment, residents are likely to need increased fluids, unless restricted on medical 
advice 
 

 Recommended  fluid intake 

'There must be provision to ensure patients (residents) are able to access a minimum of 1.5 

L of fluid per day  - Provide a minimum of seven to eight beverages throughout the day 

(number depends on volume of beverage)’ 

Source: The British Dietetic Association 'The Nutrition and Hydration Digest: Improving Outcomes 

through Food and Beverage Services' 2012, Appendix 2, page 123  

 

The fluid content of food should not be included in the general 1.5 litres of 

fluid per day  

 

Example of how to achieve a minimum of 1.5 litres of fluid per day  

 Pre breakfast: tea/coffee/milk (200mls) 

 Breakfast: fruit juice (100mls) + tea/coffee  (200mls) 

 Mid – morning: tea/coffee/glass of milk/fruit smoothie (200mls) 

 Lunch time: squash (200mls) 

 Mid Afternoon: tea/coffee/squash/ milk (200mls)  

 Tea time meal: water/squash/ tea/coffee (200mls)  

 Supper: hot milk drink: Horlicks/Ovaltine/ cocoa (200mls)  
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Signs and symptoms that a 

resident is/has become 

Dehydrated 

YES NO 

Irritability (out of character) 
  

Changes in behaviour or ‘usual 

behaviours’ e.g. confusion 
  

Reduced urine output (Oliguria) 
  

Concentrated urine i.e. dark not pale 

straw like colour 
  

Urinary tract infection (UTI) 
  

Constipation 
  

Sudden (acute) changes in body 
weight 

  

Muscle weakness – loss of strength 

 

  

History of unintentional weight loss  
  

Fatigue 
  

Drowsiness 
  

Sunken eyes 
  

Cold hands and feet 
  

Dry, less elastic skin 
  

Unpleasant taste in mouth 
  

Dry mouth, cracked lips  
  

Low blood pressure 
  

Headaches 
  

Pressure sores/wounds 
  

Things which can increase 
the risk of a resident 
becoming Dehydrated  

 

YES NO 

Dementia  
 

  

Dysphagia (swallowing difficulties), 
residents on texture modified 
fluids/diet 

  

Leaving or refusing  drinks  
 

  

Dependency 
 

  

Poor dexterity (hand to mouth co-

ordination 
  

Communication difficulties/unable 
to make needs known 
 

  

Impaired vision   

Prescribed medications which 
cause dry mouth  

  

Mouth breathing (e.g. COPD see  
pgs 37-40) 

  

Acute disease/infection (fever, 
chest infection, vomiting)   
 

  

Pressure sore/wounds    

Raised temperature 
 

  

Fluid restricted on medical advice 
eg. Heart Failure 

  

Intentional restricting of fluid (due 
to fear of incontinence)  
 

  

Prescribed diuretics  
 

  

Urinary tract infection (UTI) 
 

  

Incontinent – Urine 
 

  

Episode of diarrhoea and / or 
vomiting 

  

Loose stools – diarrhoea   

End of Life (EoL)- in the last few 
days of life your resident may start 
to reduce fluid intake, seek medical 
advice to rule out other causes 

  

Dehydration Screening Tool 

When you have identified the risks you need to describe how 

you will manage them in the relevant care plan/s – see 

example page 49. For more information about writing care 

plans see Local Working Agreement  & Care Planning 

Toolkit (LWA&CPT) 
A resident with any number of the above signs and 
symptoms should be discussed with a GP.  Check GP 
Crisis Management Plan, EoL plan 
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IMPORTANT INFORMATION ABOUT USING  
FLUID INTAKE & OUTPUT CHARTS 

 

 The amount of fluids residents take IN and pass OUT are very     

important to their overall care and wellbeing 

 If intake & output is to be recorded it must be done accurately and 

the totals discussed with other members of the care team. In nursing 

homes it is the responsibility of the nurses to ensure this is 

undertaken accurately, if delegated to other staff members 

 The reason for charting fluids IN and OUT should be stated in the 

residents care plan 

 Only the actual amount of fluids drunk are classed as ‘intake’. In 

addition some charts also ask for the amount ‘offered’ to be 

recorded 

 Only the actual amount taken at the end of the 24hr period should 

be included in the Grand Total ‘IN’ column 

 Fluids not consumed by this time should be carried forward and 

entered on the next days chart 

    X  Never chart fluids taken unless you know they have been taken 

    X  Never fill in charts at the end of the morning, afternoon or shift as      

this results in guesswork and inaccuracy – do so as you go along 
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         Name: ALBERT JOHN PICKERING            Target fluid intake: 1,500mls  fluid  in 24hrs 
         DoB: 12/04/1933                                          Fluid restricted on medical advice?  Y  / N 
         NHS Number 123456789101234 

 
        

Time   Type of Oral Fluid 

& amount offered  

Amount of fluid 

taken 

Running  

total 

taken 

Peg  URINE  URINE VIA 

CATHETER  

OTHER – 

VOMIT, 

DIARRHOEA 

SPECIFY 

B/F Tea    100mls 100 mls 100 mls n/a Wet pad NA  

08:00 Milk (cereal) 

100mls 

100 mls 200 mls     

09:00 Tea   150mls 

Water for tablets 

100 mls 

100 mls 

50 mls 

300 mls 

350 mls 

 

    

10:00     200mls   

11:00 Tea   150mls 100 mls 450 mls     

12:00 Soup 150mls 

Water for Tablets  

150 mls 

50 mls 

600 mls 

650 mls 

    

13:00 Tea   150mls 100 mls 750mls     

14:00 Sleeping/refused    Wet pad   

15:00 Tea   150mls 100 mls 850mls     

16:00     500mls   

17:00 Water 200mls 200 mls 1050mls     

18:00        

19:00        

20:00     Wet pad   

21:00        

22:00 Hot chocolate 

200mls 

200 mls 1250mls     

23:00        

24:00        

01:00        

02:00     Wet pad   

03:00 Sips of water 50 mls 1300mls     

04:00        

05:00        

06:00 Cup of tea 200 mls 100mls 1400mls 

mls 

    

07:00        

Total    1400mls  700 mls  + 

wet pads 

  

FLUID INTAKE & OUTPUT RECORD 
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How nutrition and hydration may be affected by dementia 

Difficulties with eating and drinking are common in people with dementia for reasons which are specific to an 
individual and their situation.  In order to overcome the challenge of meeting nutritional needs we need to consider the 
ways in which dementia might affect an individual’s ability to engage in eating and drinking.  Having an understanding 

of the underlying cause of nutritional problems will then enable us to develop appropriate interventions. The 
information below and the process on page 48 can be used to increase our understanding about an individual’s 

experience and the information on pages 46 and 47 can be used to help meet an individual’s needs 
 

In order to increase the nutritional intake of people with dementia it is important to follow these principles:  

 
A. Maintain as much independence as possible with eating and drinking for as long as possible 

 
B. Do not make the assumption that a person doesn’t want to eat 

 
C. Do not assume that a person has finished because they have stopped eating 

 
Aspects of dementia which may affect eating and drinking 

 

Common problems Cognitive difficulties Motor difficulties 

Poor appetite resulting from: 

Depression 

Pain 

Tiredness 

Effects of medication 

Lack of physical activity 

Constipation 

Recognising food and drink: 

Because it is unfamiliar 

How it is presented 

 

Concentration: 

Difficulties focussing on a meal 

until it is finished 

Co-ordination affecting ability 
to: 

Handle cutlery 
Pick up a glass/cup 

Getting food from plate to 
mouth 

May not open the mouth as 
food approaches 

Avoiding meal times due to 
embarrassment 

 
Chewing and swallowing: 

Forgetting to chew 
Holding food in the mouth 
As dementia progresses 

swallowing difficulties become 
more common 

Sensory difficulties Behaviour difficulties Environment 

Temperature: 
Loss of ability to judge 

temperature 
 

Drinking enough: 
Generally the sensation of thirst 
changes as we get older and a 
person may be unaware that 

they are thirsty 
 

Eating behaviours: 
Refusing to eat 
Spitting food out 

Agitation at meal times 
 

Changes in habits and food 
preferences: 

How much food is eaten and 
when  

A preference for salty, sweet or 
spicy foods often develops 

Unusual combinations 
 

Over eating: 
Due to forgetfulness or concern 

about where the next meal is 
coming from 

Consuming non-food items 

The environment plays an 

important part in the eating and 

drinking experience and can 

affect how much a person 

enjoys their food and the 

amount they eat 

 

 

Alzheimer’s Society factsheet 511, Eating and drinking: http://www.alzheimers.org.uk/site/scripts/documents_info.php?documentID=149 

http://www.alzheimers.org.uk/site/scripts/documents_info.php?documentID=149
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Interventions to improve nutrition and hydration 

Knowledge: 

 All staff need to receive training about hydration and nutrition according to their role 

 Discuss the importance of resident’s food and fluid intake with family and friends involved in 
their care 

 Monitor fluid intake when collecting drinking utensils and review care plan when intake is poor 

 Maintain a fluid intake chart when there are concerns, reviewing intake at least 4 hourly 

 Consider using a red top jug and/or red drinking utensils for residents known to be at a  high 
risk of dehydration to alert staff and visitors to be vigilant 

 Keep a list of residents drink preferences accessible.  Consider keeping it with the drinks 
trolley 

 Know your resident’s skills and abilities in relation to eating and drinking (see page 45) 

 Be aware of underlying issues affecting appetite or engagement with eating and drinking (see 
page 42 and 45) and address these issues 

 Be aware of food preferences and changes in taste – consider offering stronger, sweeter or 
spicy flavours  

The provision of food and drink: 

 Minimum drinks offered throughout the day should be equivalent to 1.5L (see page 41) unless 
a resident has been placed on a fluid restriction 

 Ensure drinks, meals and snacks are available and accessible 24 hours a day 

 Ensure drinks are put within easy reach  

 Do not over fill cups and glasses and ensure portion size is appropriate for an individual 
resident 

 Offer foods with a high fluid content, in addition to offering fluids, to residents known to have 
poor fluid intake  

 In exceptionally hot weather ensure more drinks are offered due to higher fluid losses via the 
skin 

 Offer additional non routine drinks, for example cappuccino, non-alcoholic fruit cocktails 

 Offer ice, ice lollies, ice pops, slush puppies, sorbets and ice creams 

 Avoid large amounts of caffeine as this can increase the amount of urine passed and increase 
the risk of dehydration.  Limit to 4 caffeine containing drinks per day 

 Provide finger foods for residents who will not sit for a meal 

 Ensure food and fluids are served at a temperature suitable for immediate eating or drinking 

 Consider insulated plates/bowls for residents who eat slowly 

 Offer only one course at a time 

Environment: 

 Ensure that the eating environment is recognisable as a dining room with attention to sounds, 
smells, pictures and signage 

 Ensure good lighting 

 Avoid all interruptions to focus on providing support at meal times ensuring that staff and 
visitors recognise the importance of meal times as part of basic care 

 Enable residents to eat where they are most comfortable, such as the dining room with 
particular residents, their own room or the lounge  

 Provide the opportunity to eat outside when appropriate 

 Ensure that the colour of plates/bowls stands out from the colour of the table and that food 
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stands out from the colour of the plates/bowls.  Avoid patterned plates/bowls 

 Provide clear glasses so fluids can be seen and brightly coloured cups to draw the resident’s 
attention 

 Ensure all plates, bowls and drinking vessels are attractive, clean and chip free 

 Ensure that the resident’s immediate environment temperature is comfortable 

Individual need: 

 Ensure that residents are provided with food and drinks of the correct texture and consistency  

 Ensure residents have good oral hygiene 

 Consider using modified eating and drinking utensils to maintain independence 

 Ensure the resident is wearing the correct glasses 

 Do not put pressure on individuals to eat and drink when they are agitated or distressed 

 Where appropriate provide a verbal description of the food or drink 

 Where appropriate provide:   Gentle reminder to open the mouth 
                                                            Gentle prompting to chew 
                                                            Gentle massage of the cheek to stimulate chewing 
                                                            Guide the residents hand to the mouth to remind them of the 
                                                            process 
 

 Eat with the resident to help maintain independence as they may copy you 
 

 Consider how choice is offered as a resident may not remember a selection made the 
previous day or earlier in the day 

 Provide full meals to a resident who is up throughout the night  

 Ensure posture is correct for eating and drinking 

 Consider a resident’s belief’s, culture and life history when looking for solutions to an 
individual’s eating and drinking problems 
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 Criteria Check 

1 Appropriate feeding utensils Is independent eating promoted using 
adapted cutlery, plates (including 
insulated type), drinking vessels, use of  
napkins 

2 Environment Is the eating area suitable  considering 
noise level, those who wish to eat alone 
or with people  

3 Dentition Are teeth/dentures fit for purpose 

4 Staff awareness and approach Has the resident’s cognitive needs been 
assessed and appropriate style of care 
agreed - assisting, supporting, prompting, 
reassuring  

5 Diet types Therapeutic, fortified food and drinks, 
snacks, texture modified, finger foods, 
alternative feeding (PEG) 

6 Diet adequacy Eat well plate model, NACC guidelines  

7 Fluid intake Is 1.5 litres /day available as a minimum 

8 Food likes/dislikes Is sufficient food/information available 

9 Bowel habits Has constipation / diarrhoea been 
addressed 

10 Pain Is this under control 

11 Medication Are they all still needed, given in correct 
form and appropriately timed 

12 Swallowing problems Are signs present– coughing or wet/gurgly 
voice quality associated with eating or 
drinking, holding or ‘pocketing’ food in 
mouth, drooling or recurrent chest 
infections. Is the Speech and Language 
therapist advice still appropriate (if 
involved) 

13 Presentation of food Preference of food type (sweet/savoury), 
taste, texture, colour, temperature, 
appearance on the plate 

14 Sight/Spectacles Can the resident see to eat, are 
appropriate instructions given about the 
food on the plate 

15 Hearing aids Are these in place and working correctly 

16 Oral mouth care/hygiene Has this been checked / reviewed 

17 Hand hygiene Is this happening 

18 Time of food and sufficient 
time to eat 

Has this been reviewed 

19 Sickness/ nausea Has this been addressed 

20 Seating position to eat Is it appropriate / safe 

21 Frequency/portions of food Does this meet resident’s needs 

22 End of life care If appropriate, has a plan regarding 
nutrition been discussed 

Nutrition Care Planning Checklist 
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4 Drinking 

Problem: Albert is at risk of poor fluid intake and dehydration as a consequence of forgetfulness, visual problems and 
poor co-ordination following a stroke 

Aim: To maintain a minimum fluid intake of 1.5 litres over 24 hours 

Planned care: 

 

Make sure Albert is comfortable, sitting upright and is well supported before giving drinks  

Ask Albert what he would like to drink every time one is offered as he is able to make this choice  

In addition to routine and meal time drinks offer Albert drinks following care interventions and during social 

interactions, including during the night 

Provide drinks in an unlidded red beaker, to alert staff that prompting and assistance is required, and do not 

over fill 

Place beaker within easy reach to Albert’s right side, informing him that a drink is there 

Observe Albert’s ability to drink and if necessary place his right hand around the beaker and guide it to his 

mouth 

Prompt Albert to continue with unfinished drinks and provide assistance if required 

Record all fluid intake and urine output on a fluid balance chart and total at the end of the day - remember to 

include the fluids taken with his medication  

Discuss the fluid intake/output chart and any relevant issues at handovers.  

If intake falls below 1.5 litres for more than 2 days discuss with GP. 

Albert’s needs have been discussed with his daughter and she has agreed to give him a drink during her 

visits and inform staff of the amount he has taken 

Revaluate the care plan at least monthly 

 

 

The care plan is devised using the 

SMART (ER) approach: 

S pecific 
M easurable 
A chievable 
R elevant/Realistic 
T imely  
(E valuation) 
(Re –evaluate)  

Drinking Care Plan – A Worked Example 
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On line Resources Search online for information and resources for supporting people with eating and drinking difficulties e.g. 

Caroline Walker Trust Link        Alzheimer’s Society Link       South Yorkshire Dysphagia Toolkit Link  

Training 
 All care home staff need to be aware of dysphagia 
Your home may have dysphagia awareness training included in their training matrix 
            Complete the 20 minute on-line tutorial at :   

Stars Core Competencies No 13 Swallowing  Link 

This will teach you: 

 An understanding of how the normal swallow works 
 How to describe the symptoms of dysphagia 
 How to identify if someone is at risk from suffering from dysphagia 
 How to manage and individual with swallowing difficulties 
 How to identify who to go to for further help 

               For more detailed information go to  
               STARS Advancing Modules – Feeding and Nutrition LINK  

 Dysphagia Diets 

 To reduce risk of choking or aspiration – residents with dysphagia will 
usually need either their food and / or drinks adapted in texture 

 Dysphagia Diet Food Texture descriptors should be used by all health care 
providers and health professionals  Textures E, D, C and B 

 The Scottish Nutritional and  Diet Resources initiative (SNDRi) national 
descriptors for thickened fluids should be used    
Stage 1; Stage 2; Stage 3 

 Supporting Nutrition 
•People with dysphagia are more likely to be undernourished/ become 
dehydrated see page 42 
•Use the MUST screening tool to identify if there is an issue 
•For signposting / general advice contact a dietician, Tel: 0114 3054250 
•Use ‘Food First’  ‘approach   
•For guidance and information look at the Sheffield Malnutrition Care Pathway  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dysphagia?  
(Swallowing Difficulties)                                                           
 Did you know that up to 60% of residents in care homes 

will have some degree of dysphagia.  
 Dysphagia puts people at risk of  

 Choking 
 Aspiration pneumonia 
 Dehydration 
 Malnutrition 

 Risks associated with dysphagia can be significantly 
reduced if managed well 

Management (See Care Home Dysphagia 

Management Flowchart) page 51 

Many problems can be managed by care home staff. 

 Ask if your care home has a dysphagia policy 
 If you have a dysphagia link or someone who had 

attended dysphagia training you can ask them for 
advice 

 For a specialist swallowing assessment or advice - 
contact  SLT – Older Adult Community Team 
(OACT) Tel: 0114 305 2565  

 

 

http://www.cwt.org.uk/
http://www.alzheimers.org.uk/
http://www.dysphagiatoolkit.nihr.ac.uk/
http://www.strokecorecompetencies.org/node.asp?id=home
http://www.strokeadvancingmodules.org/node.asp?id=feeding
http://www.thenacc.co.uk/assets/downloads/170/Food%20Descriptors%20for%20Industry%20Final%20-%20USE.pdf
http://www.intranet.sheffieldccg.nhs.uk/Downloads/Medicines%20Management/updated%20docs%20sept%202013/Management%20of%20nutritionally%20at%20risk.pdf
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Care Home Dysphagia Management Flowchart 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Identify if dysphagia is an issue - Have any of the following signs been observed? 

 Coughing/’choking’ or spluttering when eating or drinking 

 Changes to voice after eating and drinking – sounding hoarse, ‘wet’ or ‘gurgly’ 

 Choking episode 

 Delay in swallowing food (holding in mouth etc) 

 Food remaining in mouth after swallowing 

 Food/drink spilling from mouth  

Check current management appropriate - Check care plans 

Are SLT recommendations being followed / still relevant? 

- If care plan/ SLT guidance not being followed -  implement immediately and monitor effect  
 Investigate the problem in more detail: 

- Is the problem longstanding or sudden onset?  Is there a medical condition that might cause a swallowing 
difficulty?  E.g. Parkinson’s Disease, Dementia, Stroke, COPD 

- Is there a history of recurrent chest infections?    
- What other factors may be impacting on swallowing e.g. new illness, changes in medication, loss of appetite, 

sore mouth, dentures (ill fitting), fatigue, poor posture, behavioural issues, end of life care 
      (these issues will need to be explored before considering referral to SLT)  

- What texture/types of food/drinks are more difficult/easier to eat and swallow  
Develop care plan to support resident and refer for dysphagia assessment (usually SLT)  

Following SLT assessment – Strictly adhere to advice and liaise re: any changes/ need for review 

Routine Referral  –  up to 4 weeks wait 

 May have long standing stable dysphagia  

 Medically stable (no history of  chest infection) 

 No significant loss of weight    

 May be difficulties chewing / eat meals slowly 

 May be holding food / fluid in mouth 

 No (or/ only occasional) coughing when 
eating/drinking.  

 May have cognitive factors impacting on eating and 
drinking 

 Not distressed when eating/drinking 

 No signs of aspiration 

 No indicators re: risk of choking 

Whilst awaiting assessment 

 Liaise with SLT and follow any interim advice   

 Complete risk assessment  

 Implement control measures to reduce identified risks 

 Monitor difficulties using dysphagia monitoring forms and record 

food / fluid intake  

 Refer to GP for review/ assessment 

 Discuss problem holistically including impacting factors and 

strategies that may help.  
- Update care plans and set review date. 
- consider referral to other agencies e.g. dentist  

 Observe when eating a meal and check situation optimal for eating 

and drinking safely  

 Posture – is resident sat upright for eating and drinking- including 

when in bed?  

 Supervision – does the resident need some further support – 

verbal prompting / encouragement? 
- Is the member of staff experienced enough/ had training in 

dysphagia? 

 Equipment – would different shaped plates/ cups/ cutlery be useful 

– would finger foods be easier?  
NB Do not used spouted beakers unless specifically advised 

 Environment – can the environment be altered to help the resident 

concentrate ,or to alternatively provide more stimulation   

 Food texture / likes dislikes – trial different food textures/ types 

 Medication  - consider change of format 

High priority – up to 2 weeks wait 

 Signs of potential aspiration e.g. coughing when 
eating or drinking on most occasions 

 Wet sounding voice following eating or drinking 

 Signs of distress/agitation on eating and drinking 

 History of recurrent chest infections 

 Change in breathing pattern when eating or drinking 

 Loss of weight (MUST score 1/2)  

 Worsening symptoms linked to existing conditions 
e.g. Parkinson’s Disease 

Urgent – 2  working days 

 ++ coughing/distress with all consistencies of food 
or fluid intake  

 Current chest infection relating to aspiration 

 Significant recent weight loss related to dysphagia 

 Contact GP and refer to Speech and  Language  Therapy 
requesting URGENT assessment  

Referral for Speech and Language Therapy dysphagia / swallowing assessment 

 SLT Older Adults Community  Team (Tel : 0114 3052565) 
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Recognising Choking (Adapted from 2010 Resuscitation Guidelines) - FOR MORE DETAIL 

SEE ABOVE DOCUMENT AND/OR ACCESS TRAINING e.g. VIA YORKSHIRE AMBULANCE SERVICE, ST. 

JOHNS ETC 

Recognising when a resident is choking is essential to successful treatment 

 It is an emergency which can sometimes be confused with e.g. fainting, heart attack or seizure.  

 Choking occurs when the airway becomes blocked by a ‘foreign body’ e.g. food 

 A blocked airway can lead to mild or severe obstruction 

 The following should help you identify choking 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

General signs of choking 

Attack occurs while eating ( if this has happened a number of times it may indicate swallowing 

problems and need referral to SLT – see pages 50 - 51 

 Resident may clutch his/her neck 
 

 Signs of mild airway obstruction 

Response to question ‘Are you choking?’ 

 Resident speaks and answers ‘Yes’ 
Other signs 

 Resident is able to speak, cough, and 
breathe 

Signs of severe airway obstruction  

Response to question ‘Are you choking?’ 

 Resident unable to speak 

 Resident may respond by nodding 
Other signs 

 Resident unable to breathe 

 Breathing sounds wheezy 

 Attempts at coughing are silent  

 Resident may be unconscious  

Mild obstruction - Resident can effectively 

cough 

Remain calm when trying to help! Severe 

obstruction - Resident cannot speak, cough or 

breathe properly 

Remain calm when trying to help! 

Encourage resident to cough  

 Until obstruction relieved  

 Observe for deterioration i.e. 
ineffective cough  

Conscious 

Back Blows 

 Stand to side & slightly behind 
resident 

 Support chest with one hand and lean 
resident  well forwards 

 Give a sharp blow between shoulder 
blades with heel of other hand 

 Check to see if obstruction has 
cleared – if not deliver up to 5 Back 
Blows. If obstruction remains continue 
with 

Abdominal thrusts 

 Stand behind resident  putting both 
arms around their upper abdomen 

 Lean resident forwards 

 Clench your fist and place between 
residents navel  and breastbone 

 Grasp hand with other hand pulling 
sharply inwards and upwards 

 Repeat up to 5 times 
If obstruction continues alternate 5 

Back Blows with 5 Abdominal thrusts 

if no reponse Ring 999 

 

 

Unconscious

? 

Ring 999 

Start CPR  

Sometimes foreign material may 

remain and cause complications later.  

If cough persists, or there is difficulty 

swallowing or a feeling of something in 

the throat get urgent advice – 999  
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OBTAINING SPECIMENS OF URINE FROM CARE HOME RESIDENTS 

Obtaining a specimen is the first step in diagnosing urinary tract infection and starting the correct treatment 
(Dougherty and Lister, 2004). The risks to those involved in obtaining and handling the specimen must be 
minimised and it is also important to avoid contaminating the sample, to ensure accuracy of results and 
treatment. Whichever type of urine sample is collected, it is important that the best possible sample is 
obtained so that the results are accurate and the correct treatment is given. 

Residents who are continent and are able to empty the bladder on request should be required to provide a 
Mid-Stream Urine specimen (MSU), (Gilbert, 2006). This means that only the middle flow of urine is 
collected, and contaminating bacteria/skin cells will be flushed out with the first flow of urine – this helps to 
obtain a more accurate laboratory result, see page 54. 

Obtaining MSUs from care home residents may be not be straightforward because of infirmity, reduced 
level of understanding and incontinence. In consequence, a Clean Catch Specimen of urine may need to 
be taken, see page 55.  

The Uricol system may be used to collect a Pad Urine sample from residents who are incontinent or 
unable to provide specimens in the usual manner. This product is not available on prescription, but may be 
obtained by contacting Redland Healthcare on Tel: 0800 854 052. Information about using the ‘Uricol’ 
system can be found on pages 56 - 57. 

If the resident has an indwelling urinary catheter, a Catheter Sample of Urine (CSU) should be obtained 
using an aseptic technique. 

                   The container must be labelled with the following information:  first and last names,     
date of birth, NHS number, location, date and time of collection, type of specimen.                                       

Failure to provide adequate information may lead to rejection of the sample by the laboratory! 
See’ Completed Laboratory Form Example’, page 61 

 

TYPES OF URINE SAMPLES 
It is very important that the sample type is correctly stated on the request from as this affects the laboratory 
processing and interpretation of the results (see Table).  NEVER send a sample labelled “urine”. 
The ideal time to obtain any specimen of urine is after bathing but, as this may not always be possible, the 
genital area should be cleaned according to the information on the following page.  

Scenario  Type of sample How to collect sample 

Patients who are 
able to submit a 
urine sample when 
requested 

Mid-stream specimen 
(MSU) 

Only the middle flow of urine is collected to allow any 
contaminating bacteria in the urethra to be flushed out 
first. 
Give clear instructions and appropriate specimen 
containers to the patient. 

Patients with 
indwelling urinary 
catheters 

Catheter specimen urine 
(CSU) 

Using an aseptic technique, a urine sample is obtained 
from sampling port (situated in the drainage tubing).  
In needle-free system, insert the syringe into the 
sampling port, aspirate urine and then transfer into a 
sterile urine container. 

Patients who are 
incontinent of urine 
or who are unable 
to follow 
instructions 

Clean catch specimen of 
urine   
(preferred sample type) 

Clean the genital area first.  
Place a clean disposable receptacle in a commode pan 
and transfer a sample of urine from this into a sterile 
urine container. 
(Do NOT take a urine specimen if there is faecal 
contamination). 

Pad urine  
(if clean catch urine not 
possible) 

Clean the genital area first.  
Apply the pad (e.g. Uricol) to the area where urine will 
be voided (inside the usual incontinence pad). 
Aspirate urine from the pad and transfer into a sterile 
urine container. 
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Mid - stream sample collection: 
Instructions on obtaining a sample 

 
Obtaining a mid-stream sample of urine (MSU)  is preferable if a patient is able to 

follow instructions. It ensures that any contaminating bacteria in the urethra are 

flushed out before the actual sample is collected. 

The ideal time to obtain any specimen of urine is after bathing but, as this may not 

always be possible, the genital area should be cleaned before the sample is 

collected. 

Instructions for male patients: 

Provide the patient with a sterile urine container 

-Retract the foreskin (if present) and ensure the genital area is clean. Clean with 
mild soap and water if required. 

-Pass the first part of the urine stream into the toilet/commode for a few seconds. 

-Then pass the middle flow of urine into a sterile urine container.  

- Finish passing urine into the toilet/commode. 

Instructions for female patients: 

Provide the patient with both a sterile urine container and a disposable plastic 
container 

-Remove underwear completely 

-Sit on the toilet with legs well apart 

- Use mild soap and water to clean the genital area, using separate swabs for each 
wipe and wipe from front to back. 

-Pass the first part of the stream into the  toilet/commode for a few seconds 

-Then collect the middle flow of urine in a suitable container (e.g. disposable plastic 
cup). 

- Finish passing urine into the toilet/commode. 

-Transfer the urine into a sterile urine container
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Clean Catch Urine sample collection: Important Information 

‘Standard Infection Control Precautions’, page 73  must be applied and the procedure needs to take 

place in an appropriate room e.g. residents own room or en-suite toilet. 

 

Developed by Sue Smelt (CHST) from the Royal Marsden Hospital Manual of Clinical  
Nursing Procedures, 8th Edition on line. www.rmmonline.co.uk/rmm8/procedure/11/ss102  

Action 

 

1. Explain and discuss the procedure with the 
resident ensuring privacy and dignity are 
upheld while the procedure is being carried 
out. 

 
2. Adhere to ‘Standard Infection Control 

Precautions’, page 73  before, during and 
after obtaining specimen 

 

 
3. If practitioner assistance is required with 

cleansing genital area, use mild soap and 

water (disinfectant free solution). Use a 

separate swab for each wipe and work 

downwards from front to back. For a male 

resident, make sure to retract foreskin when 

necessary and clean surrounding skin 

 
4. A clean, disposable container e.g. papier 

mache bowl should be placed in a 
commode pan and a sample of urine taken 
from this, and placed in the urine specimen 
bottle. It is very important that the inside of 
the bottle and/or the lid is not 
contaminated/touched. Do NOT take a urine 
specimen if there is faecal contamination. 

 

5. The cap must be secured tightly, and the 
specimen accurately and clearly labelled – 
see page 61. A specimen collected in this 
way should be described as ‘Clean Catch 
Specimen of Urine’ and not MSU or “urine”. 

 

 

6. Dispose of all waste in the appropriate 
waste stream – see pages 83 - 84 
  

 
7. Refrigerate specimen after collection and 

send to GP within 2 hours. Remember to 
send a lab form with the specimen! 

 

 

Rationale  

 

To ensure that the resident understands the 

procedure and gives his/her valid consent.  

 

 

Hand cleaning, correct use of Personal 

Protective Equipment (PPE) and correct 

disposal of waste greatly reduces the risk of 

cross-contamination of specimen and others. 

 

To optimise general cleaning, prevent cross- 

infection and perianal contamination. 

 

 

To prevent contamination of specimen. 
 

 

 

‘Red Top’ container MUST be  filled to line.               

If the sample is only small use ‘White Top’   

container – this needs minimum of 5mls 

urine. 

 

 

 

 

To prevent leakage during transportation. 

To ensure accurate and essential information 

is shared with laboratory staff, and can be 

given consideration when processing 

specimen. 

 

To reduce risk of cross contamination 

 

 

 

To ensure the best possible conditions for 

accurate laboratory examinations.  

 

  

http://www.rmmonline.co.uk/rmm8/procedure/11/ss102


Minor Illnesses & Conditions Information Pack for Sheffield Care Homes – Care Homes Support Team 2015 56 

Pad Urine sample collection – URICOL 
(the Newcastle Urine Collector): Important Information – 

‘Standard Infection Control Precautions’, (page 73) must be applied, and the procedure needs to take 

place in an appropriate room e.g. residents own room or en-suite toilet. 

Action Rationale 

1. Explain and discuss the procedure with the 

resident ensuring privacy and dignity are upheld 

while the procedure is being carried out. 

To ensure that the resident understands the 

procedure and gives his/her valid consent. 

2. Adhere to ‘Standard Infection Control 

Precautions’ page 73, before and after 

obtaining specimen. 

Hand cleaning, correct use of PPE and 

correct disposal of waste greatly reduces 

the risk or cross-contamination of 

specimens and others. 

3. The ideal time to obtain a specimen of urine is 

after bathing/showering but this may not always 

be possible. However, the genital area and 

bottom need to be clean prior to using the Uricol 

system. Do not apply creams/ talcum powders 

after washing and drying. 

To avoid contamination of specimen. 

 

Use of these products can reduce pad 

absorbency and contaminate the sample. 

4. Place the Uricol pad accurately over the area 

where the resident passes urine. This will need 

to be placed inside the usual incontinence pad. 

To effectively collect urine. 

5. Leave in place for no longer than 30 minutes, 

checking at 10min intervals to see if the pad is 

wet. If no urine has been passed, you MUST 

dispose of appropriately and start again with a 

new pad. 

To avoid contamination of  specimen 

6. When the pad is wet (this needs to be within the 

30 minute period detailed above) remove it. If 

soiled with faeces discard and begin again from 

step 1. 

To avoid contamination of specimen 

7. Lay the pad on a hard, flat surface, wet side up. 

Take the syringe, press the tip firmly on the pad, 

at an angle of 45° and pull up the plunger to 

extract urine from the pad. 

To extract urine from pad 

8. Hold the tip of the syringe over the open sterile 

container – press plunger down completely to 

transfer urine. You may need to repeat Step 7 

several more times to obtain enough urine for a 

sample. 

Take care not to contaminate/ touch the inside 

of the container or lid. Avoid dribbling urine 

down side of container. 

To obtain an adequate specimen. 

‘Red Top’ container MUST be filled to the 

line. 

‘White Top’ container needs a minimum of 

5mls urine. Use this type of container if only 

a small sample of urine is likely to be 

obtained. 
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9. Replace cap and tighten securely. Accurately 

and clearly label specimen. For guidance on 

completing the laboratory request form see 

‘Completed Lab Form Example’, page 61.  

Important a specimen collected in this way 

should be described as a ‘pad urine sample’. 

To prevent leakage during transportation. 

To ensure accurate and essential 

information is shared with lab staff and can 

be considered when processing specimen. 

10. Dispose of all waste in the appropriate waste 

stream (page 83 - 84) 

To reduce risk of cross-contamination. 

11. Refrigerate specimen, ensuring it is sent to GP 

within 2 hours. 

To ensure best possible conditions for an 

accurate laboratory result. 

 
Developed by Sue Smelt (CHST) from ‘Uricol – The Newcastle Urine collector’ by  

Ontex Healthcare UK Ltd 

 

 

 

 

 

 

 

Suspected Urinary Tract Infection (UTI) in the Older Person 

 A raised temperature is one of the most common indicators that an infection is present. However older 
people often have a lower than average inner body temperature, sometimes up to 2°C lower. 
 

 Because of the above, an increase of 1.5°C above a resident's ‘usual’ or baseline temperature could 
suggest they have a fever -  as would a temperature over 37.9°C. 
 

 Infection should be suspected when the resident’s ‘usual’ behaviour changes e.g. more confused, 
generally unwell – as described on page 11. One of the most common infections which may account for 
this is urine infection (see also Sore throat, coughs, colds, flu-like symptoms, page 36. 

 

 Urine dipsticks should NEVER be used to try to diagnose a urine infection. The results are 
misleading in older people and can lead to antibiotics being over used which puts residents at risk of 
C.difficile diarrhoea, see pages 66 – 67.  
 

 If it a resident has symptoms that suggest a urine infection, a specimen of urine should be sent to the 
laboratory as described on page 61 giving as much clinical detail as possible on the laboratory form.   

 

 
 

With the pad on a hard, flat surface, 

Hold a syringe at an angle of 45° and 

press the tip firmly on the pad. Pull up 

the plunger to extract the urine and 

transfer it to the urine container. You 

may need to repeat this process 

several times. Photograph courtesy of Dr E 

Ridgeway 
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Decision aid for suspected Urinary Tract Infection (UTI) in a 

non-catheterised resident 

 

Resident experiencing any of the following?  
(Not all symptoms may be present at any one time) 

 

 High temperature – If the resident has a temperature above 37.9°C, or 1.5°C 
above their baseline, at least twice in 24 hours. 

 Hypothermia – if the resident has an abnormally low temperature below 36°C 

 Pain on urination 

 Urgent need to urinate 

 Frequent need to urinate 

 New or worsening urinary incontinence 

 Shaking chills (rigors) 

 New pain back in back / lower abdomen /kidney region 

 Visible blood in the urine  

 New confusion, or worsening of pre-existing confusion 

 Generally unwell – e.g. headache, nausea, vomiting, diarrhoea 

TWO or more of the above symptoms may indicate the presence of a UTI 
 

Residents who have repeated symptomatic UTIs will need further 

discussion with GP and possible referral to Continence Service  

Refer to GP/OOH Services – advising of all symptoms and medications 
 

Obtain urine sample, referring to appropriate pages and send to lab, page 61 
 

STOP! Do NOT dipstick the urine! 
 
Treating for Suspected UTI ? – commence short term care plan for ‘Treatment and 
Management of a UTI’, which needs to include the following information: 
 

• Encourage / Increase Oral Fluids (unless medically restricted), see page 46            
• Monitor temperature and commence chart if needed    
• Give Paracetamol (if prescribed and suitable), monitor for effect, (if 

paracetamol is given expect to see a reduction in temperature after 2hours)   
• Other medication as needed – e.g. antibiotics 

Monitor and record all your findings, concerns and actions in order to monitor 

progress / deterioration referring on as necessary – page 15 

With grateful thanks to Dr E Ridgway and Dr B Subramanian, 

Microbiology Dept, Sheffield Teaching Hospitals Foundation Trust   
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Decision aid for suspected Urinary Tract Infection (UTI) 
 in a resident with a urinary catheter 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Resident experiencing any of the following?  
(Not all symptoms may be present at any one time) 

 

 High temperature – If the resident has a temperature above 37.9°C, or 
1.5°C above their baseline, at least twice in 24 hours. 

 Hypothermia – if the resident has an abnormally low temperature below 
36°C 

 Shaking chills (rigors) 

 New pain/tenderness over central low back or over kidney region 

 New confusion, or worsening of pre-existing confusion 

 Behaviour changes 

 Generally unwell – e.g. headache, nausea, vomiting, diarrhoea  

ANY number of the above is a cause for concern 

STOP! Do NOT dipstick urine! 
 

NO?  

UTI unlikely 

YES?  

 UTI likely 

 

Monitor for next 24 hours. 
Reassess symptoms 

regularly. 
Manage symptoms e.g. fluid 

intake, temperature.  
 

Discuss with GP informing of 
all symptoms 

 
Record findings, concerns 

and actions in care plan. 

Discuss with GP/OOH Services – informing 
of all symptoms and medications. 

Obtain Catheter Specimen of Urine (CSU) 
from sampling port using aseptic technique 

(refer to Laboratory Form example page 61) 
GP may wish to visually inspect specimen 

 
STOP! Do NOT dipstick urine! 

 
Monitor and manage symptoms e.g. 
fluid intake  pain relief, temperature. 

 
If antibiotics are prescribed for UTI, consider 

changing the catheter 24-48hrs after first 
dose. 

Record all findings, concerns and actions in 

care plan and Catheter Diary in order to 

monitor progress /deterioration referring on 

as appropriate page 15 
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Blocked / Leaking Catheter (bypassing) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                                                                 

 

 

Observe for signs of a blocked / leaking catheter as part of the daily care/maintenance: 
- no drainage for 2 - 3 hours (the drainage bag should be checked every 2 hours during 

the day). 
- lower abdominal pain / discomfort 
- urine leaking out from where the catheter goes into the body (bypassing) 

If any of the above signs are present, investigate for all of the possible causes below and act to 
correct problems straight away.  Adhering to ‘Standard Infection Control Precautions’ page 73  

check the following:  

Q.Kinked catheter 
or catheter bag 
tube? 
 
A. Un-kink the 
tube. Apply 
drainage system 
support products 
e.g. G-strap. 
 Q. Is the drainage 
bag tap open? 

A. Close tap. 

Q. Fluid intake 
sufficient?  
 
A. Encourage the 
resident to drink 
more fluids/foods 
with high fluid 
content – see 
pages 41 -49 

 

 

Record issues and actions 
taken/outcomes in care plan 

Monitor for further problems 

Does the care plan accurately 
reflect the needs of the resident? 
If not evaluate and update as 
soon as possible. 

Catheter bypassing but the resident is pain-free ? 
 

Residential client? Apply incontinence pad to keep resident dry 
and refer to DN via SPA 
Nursing Client?  Complete a continence assessment and 
assess for overactive bladder symptoms and liaise with GP to 
treat symptom 

Change catheter if competent to do so checking the one you 
have removed  for encrustation prior to disposal  

Update Care Plan/daily record according to issues/ actions and 
outcomes 

 

NO 

NB – Act immediately in the event of the following  

 Resident in pain or discomfort     Ask for visit from DN’s, ECP 

 Catheter still bypassing and resident in pain/discomfort  or OOH GP whichever is most  

 Resident pain free but catheter neither draining or bypassing appropriate – page 15 

YES 

 Q. Drainage 
bag 2/3 full  
 
A. Empty the 

drainage bag. 

Q. Urine bag 
positioned at correct 
level ?  May need 
repositioning 
 
A . Reposition  - 
Bag needs to be 
below the bladder 
(top of drainage  
bag to be within 
30cm  of bladder 
neck), 
 

Q. Resident 
Constipated? 
 
A.See pages 

62 - 65  

Is the catheter draining now? Has the bypassing 
stopped? 

Is the catheter blocked? 
Nurse to assess catheter for 
cause - catheter needs to be 
changed and examined. 
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Example of how to complete a laboratory form 

 

 

Dr Who 
Any Practice 
Any Street 
Sheffield S2 3AB 
 
0114 220 0000 

 

1) M, C and S 
(micro, culture and sensitivity) 
 
2) Pathogens & Virology 
 

                         

01   01    14  16:00          Metronidazole 

1) – Pain on passing urine &  blood in urine 
2) – Diarrhoea for 2 days, blood & mucus present 

                                         
                                       Insert date 
                                                                           Insert location 
 
                                                   1) – Urine (MSU/CSU or pad) 
                                                       2) – Stool 
 
                                           
 

 

                          4    3   4    1   2   3    4   5   6    7 
                        OTHER 
 
                                 ANN     
 
                         01/01/1920               F 
             
              Any Home, Any Street, Any, Area 
             Sheffield 
                              S12 3AB                   1234567 
 

              Dr Who 
              Any Surgery 
              Any Street 
              Sheffield 
 
              0845 1234567 

Please state clearly GP 

name, address & phone 

number & ensure form is 

signed. 

Please state clearly ALL patient 

details, name, DOB, NHS 

number & phone number. This 

should include the address of 

the care home 

Please state 

clearly what 

tests you want 

completing 

If known 

biohazard, 

please indicate 

State if patient 

is currently on 

or recently had 

antibiotics 

State as much 
information as 
possible about 
current clinical 
condition & 
symptoms. If part 
of an outbreak 
clearly write 
‘Outbreak’ on the 
form. 
 

Urine – state if: 
Mid-Stream Urine   MSU 
Clean Catch Specimen of Urine 
Catheter Stream Urine CSU 
Urine obtained from a pad 
 
Stool – must be Bristol Stool Types 5-7 



 

Minor Illnesses & Conditions Information Pack for Sheffield Care Homes – Care Homes Support Team 2015 62 

Constipation & Suspected Constipation 

‘Normal’ bowel actions can vary between 3 times daily to 3 times weekly and should resemble types 3 - 4 

on ‘The Bristol Stool Chart’, page 70 

If bowel actions are less than 3 times weekly, Type 1 & 2 Stool and/or uncomfortable to pass, constipation 

should be considered  

Residents should have a plan for Bowel Care in which the usual Bristol Stool Form is recorded. Bowel 

actions should be monitored and recorded routinely as best practice 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 Is the resident 

vomiting, in 

severe pain & / or 

passing blood or 

mucous from the 

rectum?  

Recurrent constipation 

despite treatment 

being administered as 

prescribed e.g. 

laxatives & enemas. 

 

? meds?? 

Contact 

GP or OOH 

Service 

Do the resident’s care 

plans need review?   

Consider with the resident & care team 

why constipation is present, e.g. 

changes in care or condition. 

• Support resident with their usual 
bowel routine e.g. their preferred 
time & place. 

• Support resident to be seated in a 
comfortable toileting position. 
Consider their specific privacy & 
dignity requirements. 

• Increase fluids unless usually 
restricted on medical advice. 
(Record fluid intake) 

• Encourage mobility and movement 
if possible. 

• Increase fruit and fibre intake 
(record dietary intake) 

• Commence Stool Record Chart for 
one week. 

• Administer & monitor effect of 
prescribed bowel treatments. 

• Nursing home nurse perform 
Digital Rectal Examination to 
identify problem (see RCN 
Guidance, 2012). 

• Ensure access & signage to the 
toilet is clear.  

 

NO 

Contact DN (if resident 

on their caseload) or 

GP for bowel care 

assessment, treatment 

& management  

 

NB – loose stools, and/or smearing of underwear with faeces is usually a sign 

of constipation which can result in ‘overflow’. If in doubt refer to GP/DN see 

page 15 or Continence Service (Tel: 0114 3051599)  

Bowel actions are less frequent, more 

strenuous than usual or differ from 

resident’s own usual Bristol Stool Type 

 

YES 

Does medication & 

treatment need 

review?  Training; 

Bowel Management  

training for nurses; 

contact the 

Continence Service. 

Still problematic after 2-3 

days? 
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Constipation Management 

A low fluid intake combined with a low dietary fibre intake and decreased mobility can increase the 

risk of constipation. Other contributing factors may include medications, depression, stress, lack of 

toilet privacy, increased fluid requirements due to raised temperature caused by hot weather or 

illness. 

Fluid intake should be a minimum of 1.5litres per day 

When trying to increase the fibre content of a resident dietary intake, aim to do this gradually to 

help bowel adjustment, as excess may cause increased constipation if fluid intake has not 

increased alongside this. A resident may suffer with loose stools if the dietary fibre intake is too 

much. 

Example of a daily menu which would increase dietary fibre and fluid intake 

Early morning pre breakfast  Tea/coffee/milk 

Breakfast  Fruit Juice 
 
Weetbix or porridge with milk and dried, tinned or fresh 
fruit for example prunes, banana, apricot  
Bacon and tomatoes with wholemeal or granary toast 
 
Tea/coffee/milk 

Mid Morning Fruit kebabs and/or flapjack  

Tea/coffee/milk/fruit smoothie/fruit juice/water  

Lunch time  Roast meat, potatoes with skin on 
2-3 portions of vegetables. 
 
Fruit based dessert for example apple pie or stewed 
fruit with custard, ice cream or cream 
 
Water/fruit juice/squash  

Mid Afternoon  Carrot or beetroot cake 
 
 Tea/coffee/milk/fruit smoothie/fruit juice/water  
 

Evening meal  Homemade vegetable and lentil soup   
 
Wholemeal or granary toast with scrambled egg and 
beans or a sandwich made with granary/wholemeal 
bread with side salad.  
 
Fresh fruit salad or mandarin cheesecake.  
 Water/fruit juice/squash 

Supper time  Hot malted milk drink with fruit cake or date and walnut 
loaf   

Note - Replace white flour with wholemeal flour or oatmeal to increase the dietary fibre content .  
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                                                                                                       Sheffield Integrated Continence Service  

 
    

What is constipation?  
                                                          

A person is constipated when they pass stool less than 3 times per week, or if 
there is often a need to strain to pass stool (usually hard stool).  

 
Constipation is not harmful in itself, but it can be very uncomfortable, and as a 
result of chronic (long-term) constipation, you may develop one or more of the 
following conditions:  

•  Haemorrhoids (piles) – small swollen blood vessels in the back passage, 
which can bleed occasionally  

•  Fissure – split in the back passage which may bleed and or / is painful 
when passing stool  

•  Rectal prolapse – the lining of the rectum falls down through the back 
passage  

 
Some factors may make constipation worse:  
•  lack of fibre in diet  
•  poor fluid intake                               
•  certain medications (ask your nurse)  
•  poor bowel habits (for example straining)  
•  shift work  
•  immobility  
•  change of diet/environment  
•  ignoring the need to open your bowels  
•  emotional upsets  
 

 
When should I seek medical advice?  
Constipation is a common problem and most bowel 
disorders are minor, but some are more serious.  
 
Always seek advice from your doctor when:  
•  you have a sudden and unexplained change in bowel habit that lasts for more 
than a few weeks and does not return to normal.  
•  you bleed from the back passage  
•  you have unexplained weight loss  
•  you feel very tired  

Patient Information Leaflet 

Constipation 
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What can I do about it?  
•  You can talk about your problem. Don’t be embarrassed – remember, doctors, 

nurses and physiotherapists are trained to deal with such problems.  
•  Take PRIDE in your bowels!  
 P  Privacy and space will help you to relax. Try not to strain, and  
       don’t sit on the toilet for long periods.  
 R  Regularity is important, but don’t worry if you’re not one of those  
       people who empty their bowel every day.  
 I  Ignore your bowels at your peril! If you put off opening your bowels 
        too often you can make yourself constipated.  
 D  Do some exercise. Regular exercise can help your bowel to work  
       better  
 E  Eat and drink properly. Have regular meals, with plenty of fibre  
      (fruit and veg), and drink lots of water.  
•  If you take medication, check with your pharmacist or doctor whether  
    these could be affecting your bowel habit.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Where to get more information?  
Your local General Practitioner, Continence Service, or District Nurse.  
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DIARRHOEA AND / OR VOMITING 

Diarrhoea (see ‘Bristol Stool Chart’, page 70) and vomiting often occur together, but may appear 
separately. All cases of diarrhoea and/or vomiting should be regarded as infectious, until confirmed / 

disproved by Microbiology results.   

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

  

 

 

 

Is the resident complaining of/presenting with : 

 Frequent loose stools? 

 Generally unwell? 

 Abdominal pain? 

 Temperature (above 37.9°C or 1.5°C 
above baseline at least twice in 24 
hours) 

Not all symptoms may be apparent at any one 

time. 

 Adhering to ‘Standard Infection Control Precautions’, page 
73  - obtain ‘faeces specimen’ using information page 71 

 Commence Fluid Intake/Output Chart (page 43- 44) and Food 
Chart 

 Commence ‘Stool Chart’ – recording Bristol Stool Form 

 Offer small amounts of clear fluids at frequent intervals. Start 
with sips of fluid, and when symptoms subside slowly increase 
the quantity  

 Seek advice if resident is diabetic, i.e. about diet and insulin or 
medication administration 

 Give oral care every 4 - 6hrs 

 Once resident feels able to eat offer small amounts of bland 
foods e.g. bread, pasta etc 

 

Contact GP or other 

appropriate service – 

Page 15 and request visit 

as a matter of urgency. 

Try to minimise spread of infection by: 

 Adherence to ‘Standard Infection Control Precautions’, page 73 

 Follow advice in ‘Health Protection Unit Policy for Management of Outbreaks of Infectious 
Diarrhoea and Vomiting in Care Homes (available from Public Health, Tel: 0114 3211177) 

In addition: 
Keep resident comfortable, and exclude from group activities until symptom free for 48 hours.  Monitor 
carefully for signs of dehydration – see page 42 
Monitor residents, staff and visitors for signs and symptoms - REMEMBER the definition of an 

OUTBREAK is 2 or more persons affected – see ‘Infection Prevention & Control Contact 

Information for Care Homes in Sheffield’, page 72 and liaise with most relevant service  

 

 

 

NO – 
Proceed 
as below 

Phone GP for 

advice 
YES 

Could the diarrhoea be related to any of the 
following e.g.  
* medication – (e.g. antibiotics) or recent 
laxatives/enema? 
* existing conditions - ( e.g. irritable  bowel   
syndrome 
* change of diet 
Adhering to Standard Infection Control 
Precaution (page 73) obtain and send a stool 
specimen as soon as appropriate giving full 
details (page 61) 

 

Is the resident complaining 

of/presenting with : 

 Blood/mucous in their stools? 

 Vomiting blood? 

 Acute abdominal pain? 

Document concerns, 

actions and outcomes and 

progress or otherwise in 

care plan – Do you need a 

short term plan to 

manage this? 



 

Minor Illnesses & Conditions Information Pack for Sheffield Care Homes – Care Homes Support Team 2015 67 

Clostridium difficile (C.diff) Best Practice Guidance for Care Homes May 2014 

It is intended that this information is given as a guide to care home staff looking after a resident with C.diff. 

Best Practice Guidance  Time & 

date   

Staff 

signature   

It is assumed that the following action will already have taken place: 

 A resident with diarrhoea that cannot be explained (i.e not related to recent laxatives or enemas or is 
abnormally frequent for them) and thought to be infective should be cared for in their own room (see also 
Bristol Stool Chart page 70).  

 Explain to the resident (or relative if resident is unable to understand) the reasons for the isolation. 

 A stool sample has been obtained and sent to the resident’s GP surgery as soon as possible 

 The stool sample result has returned positive for C.diff toxin. 

  

1. Provide C.difficile  information leaflet (Common Questions about Clostridium difficile – Health Protection Agency 2008) 

to the resident/relative. 
  

2.  If the resident is not in an en-suite bedroom, designate a commode for the sole use of that resident.   

3.  Contact GP to assess the resident. If the GP prescribes oral antibiotics (Metronidazole or Vancomycin) the course must 

be completed. If the resident is unable to take the antibiotics or their condition does not improve while taking the 

antibiotics contact the GP.  

  

4.  Start a fluid intake and stool chart. Monitor and document the resident’s bowel activity in accordance with the Bristol 

Stool chart. Monitor the resident closely for signs of dehydration, see page 42 and inform GP if concerned.  
  

5.  Ensure disposable gloves and aprons are available for use. Some homes have Dani centres (containing gloves and 

aprons) on corridor walls. For those that do not please ensure a small supply is kept in the resident’s room, for example 

in a wardrobe. See also Chain of Infection etc page 73 
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6.  Liquid soap and paper towels should be made available in residents rooms. Ideally they should be wall mounted. 

However if not a small supply of liquid soap and paper towels must be made available,  for example by storage in a 

plastic (wipe-able) lidded box in the room. This could also be stored in the wardrobe. Storage should be risk assessed 

and if required kept out of reach of the resident.  

  

7.  Hands must be washed with liquid soap before and after the use of gloves and contact with the resident’s 

equipment/room, see page 79. Alcohol hand rub should not be used when caring for resident with C.diff as it is not 

effective at killing C.difficile spores.  

  

8.  Resident to be advised or assisted to wash their hands after using the toilet and before eating.   

9.  All linen to be treated as infectious (while isolation precautions are being used). Please use hot water soluble/partially 

bags, for example red bags, see pages 83 – 84. 
  

10. All surfaces to be cleaned at least daily (preferably twice daily) with a chlorine product 1:1000 available chlorine. For 

example either use the usual detergent cleaner and then rinse and follow with Milton liquid (50 mls Milton to 950 cold 

water or Milton tablet (using dilution instructions on the packet) or use a 2 in 1 product (detergent and chlorine in one 

product for example Chlorclean or Difficile S). For more information about cleaning products see page 82. 

  

11. All waste to be treated as Infectious please see waste information on page 83 – 84.   

12. Once the resident has been free of diarrhoea for 48 hours (72 hours if the resident has had C.difficile previously and it 

has re-occurred) a full terminal clean of the room is required using the cleaning products identified in point 10. All 

surfaces, mattress and equipment must be cleaned. Carpet (if in situ) should be steam cleaned or shampoo cleaned 

and curtains washed as the highest temperature the material will allow.  

  

13. The resident can be brought out of isolation and the waste and linen no longer needs treating as infectious. It is not 

necessary to test the stool for clearance of C.diff, as it can live in the bowel for some time afterwards.  If there 

is no diarrhoea the risk of C.difficile contaminating the environment and other people is reduced.  
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14. Continue to monitor the resident closely for relapse of diarrhoea. If this occurs recommence above actions.    

15. Should the resident be admitted to hospital/ other care home or healthcare facility please inform the staff that this 

resident has had C.diff previously (should be undertaken for the life of the resident). 
  

16. Please ensure any GPs prescribing antibiotics to this resident in the future are aware of the resident’s previous history 

of C.diff. 
  

17. During the time of the resident’s C.diff infection and immediately afterwards monitor all other resident’s for episodes of 

diarrhoea (that cannot be explained). If an outbreak is suspected contact the GP and Public Health England and follow 

the PHE Policy for the Management of Outbreaks of Infectious Diarrhoea and Vomiting in Nursing and Residential 

Homes  2007.  

  

References 

Department of Health (2009) Clostridium infection; how to deal with the problem 

Health Protection Agency (now Public Health England) (2004) Common Questions about Clostridium difficile  

Leeds community Healthcare NHS Trust Best Practice care Pathway for Clostridium difficile (undated)  

Sheffield Teaching Hospitals NHS Foundation Trust Nursing Care Guideline No. 37 Clostridium Difficile Toxin (2013) 
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Developed by Heaton & Lewis at the University of Bristol (1997) 
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Faeces Specimen Collection - Important Information 

Action 

1. Explain and discuss the procedure with the 
resident ensuring privacy and dignity are 
upheld while the procedure is being carried 
out. 

 
2. Adhere to ‘Standard Infection Control 

Precautions’ (page 73) before and after 
obtaining specimen. 

 

 

 
3. On completion of procedure, place 

specimens in appropriate, correctly labelled 
containers – refer to completed laboratory 
form example  page 61. 

 
4. If possible, ask the resident to empty 

bowels into a clinically clean 
bedpan/commode pan or disposable 
container placed in bottom of either of 
these. 

 
5. Scoop enough stool to fill a third   of the 

specimen container using the spoon, 
incorporated in the specimen container, 
secure the lid. 

 
6. Examine the specimen for such features as 

colour, consistency odour, blood, mucous 
etc and record your observations. Refer to 
‘Bristol Stool Chart’, page 70. 

 
7. Disposal of all waste in the appropriate 

waste stream (pages 83-84) 

 
8. Send specimen to GP within 2 hours, with 

the completed request form. 
 

Rationale  

To ensure that the resident understands the 

procedure and gives his/her valid consent.  

 

 

 

Hand cleaning, correct use of Personal 

Protective Equipment (PPE), and correct 

disposal of waste greatly reduces the risk of 

cross contamination, of specimen and 

others.  

 

 

To ensure accurate and essential 

information is shared with laboratory staff, 

and can be considered when processing 

specimen. 

 

To avoid unnecessary contamination. 

 

 

 

 
To obtain a usable amount of specimen.  To 

prevent contamination. 

 

 

 
To establish a ‘base’ and monitor for 

improvement/deterioration. 

 

 
To reduce risk of cross contamination 

 
 

To ensure the best possible conditions for 

any laboratory examinations 
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If you suspect a resident / patient has an infection the GP is first point of contact 
Refer to content of ‘Minor Illnesses and Conditions Information Pack’ for additional advice 

 

 

 

 

 

  

 

 

 

 
For more information about training and education on Infection Prevention and Control contact: 

Moorfoot Learning Centre: 0114 2293041  
For information about the Infection Prevention & Control Link Worker Group for Care Homes contact Lisa Renshaw on Tel:0114 3054192  

* Please also refer HPA DVD, HPA CD, Home Policies/Procedures etc 

 

Resident’s status 
Type of info/Time of  day  
In hours routine advice -  for example:  
Mon-Fri  0900 - 1700 

In hours outbreak management 
and support * 

Out of hours outbreak 
management and 
support *  

Nursing  If infection is suspected contact patient’s own GP  
 

Public Health England South 
Yorkshire Team  (Formerly SYPHU)  
Tel : 0114 3211177 

Public Health England 
South Yorkshire Team 
(PHESYT) – see 
opposite 

Residential   
 
 

If infection is suspected contact patient’s own GP      
 

Public Health England South 
Yorkshire Team  - see above 

Public Health England 
South Yorkshire Team  
- see opposite 

Patients in 
Intermediate Care 
beds  

If infection is suspected contact the patient’s GP (or this may 
be the GP responsible for Intermediate Care Beds). For 
additional advice or information contact the Primary & 
Community  Services Infection Prevention & Control Team on 
0114 226 1773  

Primary & Community Services 
Infection Prevention & Control Team 
Tel:  0114 226 1773. Please also 
inform  PHESYT as a matter of 
courtesy -  they be required to 
provide advice out of hours. 

Public Health England 
South Yorkshire Team  
- see above 

INFECTION PREVENTION AND CONTROL CONTACT INFORMATION FOR  
CARE HOMES IN SHEFFIELD 

This information is provided to help direct you to some of the services/organisations that offer Infection Prevention and Control support to care 

homes.  

 

Tel:0114
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The Chain of Infection and Standard Infection Control Precautions  
 

Standard Infection Control Precautions are and should be part of normal everyday practice. We need to be 
familiar with how infections develop and can be passed on in order to limit their spread. This is commonly 
referred to as the ‘Chain of Infection’; and all infections follow this same pattern.  
 
For infection to occur in a person, all six steps in the chain need to be present in a clockwise order. 
However, the chain can be broken at any ‘link’ which will prevent the infection developing. It is important to 
understand the links in the chain and where standard infection control practices can be used to successfully 
break individual links. The diagram below represents the chain. 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

Looking at the chain in more detail, each link will be briefly explained: 
Link 1 - Organisms 
We need to be able to quickly identify and understand what type of germ or bug we are dealing with. For 
example it could be a bacteria, virus, fungi, parasite or worm.   
Link 2 – Reservoir 
This link relates to where a particular type of germ or bug likes to ‘live’ and where it might be found. Some 
germs like to live on people on their skin or in their bowel or up their nose; some live on animals, in the soil 
and general environment, in water or in our food.  
Link 3 – Portal of Exit 
This link describes how germs & bugs leave the reservoir. Common ways to exit the human body for 
example are though bodily fluids such as faeces, vomit & urine. Droplets produced when coughing and 
sneezing is another example. 
Link 4 – Mode of Transmission 
Probably the most important link as germs and bugs need means by which to find an entry point in a new 
person. Germs can do this in a number of ways but most commonly through direct contact with another 
infected person or by the hands of health/care workers  who fail to perform hand hygiene before patient 
contact or care activities, indirect contact via a piece of equipment that hasn’t been decontaminated 
correctly between service users e.g. a commode, by ingestion, thereby eating food items contaminated with 
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germs or eating without first washing hands and by inhaling (breathing in) germs or bugs which are 
airborne such as influenza or the common cold. 
Link 5 – Portal of Entry 
There are many ways in which germs or bugs can enter the body. It is very important that we care for 
invasive devices which bypass the human body’s natural defences using strict protocols or guidelines (e.g. 
caring for urinary catheters). Using appropriate techniques such as an ‘aseptic technique’ or ‘aseptic non 
touch technique’ (ANTT); or clean techniques were permissible will help to reduce the introduction of germs 
or bugs to susceptible sites e.g. wounds  
Link 6 – Susceptible Host 
Everybody is at risk of infection, but some individual factors can increase this risk. Older people are more 
vulnerable to infection due to natural decreases in their own immunity due to the ageing process; likewise 
babies and the very young have not fully developed their immunity. Peoples own personal hygiene habits 
can also impact upon developing infections. Other medical conditions can also increase somebody’s risk of 
infection e.g. cancer, diabetes & cardiac related diseases; and especially people who are 
immunosuppressed perhaps because of medication/therapy they may be taking or receiving for underlying 
medical conditions e.g. chemotherapy, steroids. Care homes are classed as ‘semi-closed’ environments 
whereby people who live in close proximity to each other are more likely to develop symptoms of infection if 
a particular germ is circulating e.g. Norovirus 
 
Adhering to Standard Infection Control Precautions (SICP) is a fundamental component of safe practice; it 
is also a legal requirement as described in The Health & Social Care Act 2008, Code of Practice on the 
prevention and control of infections and related guidance (2011). The Care Quality Commission (CQC) is 
responsible for monitoring compliance with the requirements of The Health and Social Care Act.   
 
Below is a diagram showing all the practices which collectively are known as SICP. These precautions 
should be applied at all times, by all staff for all residents.  
 
 

 

The key principles are: 
 
1.0 Hand Hygiene & Skin Protection: 
Hand Hygiene is the adoption of an effective hand decontamination (cleaning) technique prior to contact 
with a resident or client and between clean & dirty tasks. Alcohol handrub for hand decontamination should 
be provided in areas which do not have readily access to a wash  
hand basin or where rapid decontamination of physically clean hands is required.  To help  
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health /care staff understand the precise moments when they need to clean their hands and why,  
the National Patient Safety Agency endorses the World Health Organisation ‘Your Five Moments for Hand 
Hygiene’ see page 79. See also Hand Cleaning Techniques, page 80 for correct ways to ‘hand wash’ & 
‘hand rub’ 
 
1.1 Hand Rubbing with Alcohol handrub (AHR) - is the recommended method in hand decontamination in 
all routine patient care situations when hands are visibly clean.  
However it must not be used when any of the following apply: 
• Hands are visibly dirty or soiled 
• There is an outbreak of Norovirus, Clostridium difficile or other diarrhoeal illness 
• The resident / client is experiencing vomiting and / or diarrhoea 
• There has been direct hand contact with bodily fluids i.e. if gloves have forgotten to be worn 
 
1.2 Hand Washing – using liquid soap and warm running water. Always wet hands prior to applying the 
soap and ensure all areas are washed thoroughly. Rinse the soap off completely under running water to 
remove all residual soap and dry hands thoroughly using disposable paper towels; see page 80 for correct 
technique. 
 
1.3 Skin Protection: 
Broken skin – cuts and abrasions on the hands and forearms of staff should be covered with a waterproof 
dressing at all times. Staff who have moist lesions on their hands such as eczema or psoriasis should 
contact their GP and inform their manager.  
 
1.4 Hand skin care amongst staff should be promoted as it links to hand hygiene practices. Regularly 
applying good quality moisturiser will give protection to hands generally and combat the drying effects of 
frequent exposure to soap, water and AHR; however more so during the winter months when dry chapped 
hands can become problematic. Well hydrated and nourished skin will prevent ‘cracks’ in the skins surface 
making germs less likely to harbour around.  Moisturiser should be provided either for personal use in 
individual tubes or from a cartridge dispenser (preferably wall-mounted) or free standing pump dispenser; 
but certainly not from a communal jar or pot. 
 
2.0 Personal Protective Equipment (PPE): 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.1 PPE is required if there is the possibility of direct contact with blood and body fluids. This is based on 
risk assessment of the task you are about to perform and whether or not you anticipate coming into contact 
with any bodily fluids. PPE includes single use disposable gloves, single use disposable plastic apron and 
face protection such as eye googles/visors and face masks; which must be disposed of in the most 
appropriate waste stream, see managing and securing waste, pages 83 - 84. Reusable eye protection 
such as googles should be decontaminated appropriately between uses and stored to protect them from 
dust.  
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2.2 The use of gloves is not an alternative to effective hand hygiene, which should be carried out before 
applying and following the removal of gloves and other items of PPE. Disposable gloves are single use 
items and must be discarded appropriately after each use or procedure; including when carrying out both 
‘clean’ & dirty’ tasks on the same patient.  
 
3.0 Sharps Management and Injuries: 
Used needles, blades and other sharp instruments must be placed immediately into a rigid sharps 
container which conforms to British and European Standards at the ‘Point of Care’. Never re-sheath, bend 
or break needles. Discard used needle and syringe as one item directly into the sharps bin. Ensure bins are 
correctly assembled and that the relevant documentation is completed on the label on the front of the bin. 
Never fill a sharps container above the ‘fill line’ and always use the temporary closure mechanism located 
on the lid when not in use. Ensure that the bin is securely locked before disposal and ensure 
documentation is completed – see ‘Is your sharps practice up to scratch?’ poster page 86 for further 
information and guidance on what to do first if you sustain a sharps injury. 
 
3.1 It is recommended that ‘staff who may have direct contact with patient’s blood or blood stained body 
fluids or with patient’s body tissues should be immunised against Hepatitis B’ (Department of Health 2006). 
Criterion 10 in the Code of Practice Health & Social Care Act requires registered providers to ensure that 
care workers are ‘protected from exposure to infections that can be caught at work and risk assessment 
undertaken regarding same – see ‘Immunisation against infectious disease ‘The Green Book’ DH, 2006 
(chapters updated 2013). 
 
3.2 Due to changes in legislation the EU Sharps Directive came into force in May 2013. This legislation 
applies to care home settings. This involves ensuring a risk assessment is in place for every activity where 
sharps are used, is documented and renewed regularly. Safer sharps are devices which incorporate safety 
mechanisms to protect healthcare workers from potentially sustaining sharps injuries during use whilst at 
work. These include but not limited to pre-dose injections, blood collection sets and subcutaneous 
butterflies for syringe driver use or fluid rehydration administration. 
 
4.0 Spillage Management: 
In some care settings, management of spillages will be compromised by the presence of items such as 
carpets and fabric upholstery. Spillages must be cleaned up safely and without delay, as they are a 
potential source of infection to others. Appropriate PPE should always be worn when dealing with spillages, 
the area kept well ventilated and cordoned off if possible until safe again.  All used items and materials 
should be discarded in the appropriate waste stream (see 5.0) and hand washing performed after dealing 
with any type of spillage. Always refer to COSHH regulations for safe handling of any products or 
chemicals.  
 
4.1 A number of companies produce spillage kits which are designed to help staff safely manage a range of 
spillages. The kits can be purchased to effectively deal with a range of substances including blood, urine, 
vomit and faeces. Additionally they contain all the items required to undertake the cleaning procedure 
safely such as disposable gloves, aprons, scoop & scraper , waste bag and the right type of disinfectant 
(including correct strength of chlorine concentration if applicable or alternative disinfectants for urine/vomit 
spillages) to use on a particular type of spillage; usually in the form of absorbent granules. 
 
NB – Never use chlorine directly on urine/vomit spills as this may cause a chemical reaction 
resulting in the release of chlorine vapour, which is a toxic fume. Always follow the product 
instructions and use COLD water to dilute chlorine containing products, never warm or hot water. 
 
4.2 Blood spillage hard surface  – ideally should be tackled using a spillage kit described previously as they 
prevent further spillage spread and are less messy. However, treat spill with a chlorine-containing product 
mixed to a concentration of 10,000 parts per million if the spillage is on a hard surface e.g. vinyl floor. 
Always check the product for information on how to dilute correctly.  
Blood spillages on fabric/soft furnishings & carpets - should be ‘mopped/soaked’ up as much as possible 
with absorbent paper towels or kitchen paper. Follow this with either laundering the item at the hottest wash 
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temperature that the item will withstand (treat as foul laundry items as per point 6.1); or steam clean/carpet 
shampoo the area thoroughly. 
 
4.3 Vomit/urine spillage – ideally again should be tackled using an appropriate spillage kit if on hard 
surfaces. However in these cases soak up as much of the spillage as possible using kitchen/paper roll and 
discard appropriately (5.0). Clean the area with hot water and detergent followed by drying with paper 
towels; or use a carpet shampooer/steam cleaner if able. 
*Only if the spillage has occurred on a hard surface able to withstand chlorine; ensure a thorough clean 
with detergent & hot water is performed first then dried with disposable paper towels/kitchen paper. Follow 
this by a chlorine product at 1,000 parts per million.  
 
4.4 The use of chlorine solutions on carpets and fabrics can cause damage beyond repair, therefore use of 
chlorine in such circumstances must be avoided (always check manufacturers cleaning instructions for 
advice). Where items cannot be satisfactorily decontaminated following any type of spillage then the item 
must be withdrawn from service, condemned and immediately replaced. 
 
5.0 Healthcare waste management: 
In Sheffield Primary and Community Services Care Group, waste is now segregated into the new colour-
coded waste streams which are household (black), offensive (yellow with black stripe – known as a tiger 
bag), infectious (orange) and body parts (yellow). Please refer to your Waste Contractor for guidance on 
current waste disposal for your place of work (i.e. the company who collects your waste from your 
premises). It is the responsibility of the healthcare worker to dispose of any waste in the appropriate 
stream. Waste bags should never be more than two thirds full and must be securely tied. Waste bags from 
different streams should not be stored together, as cross-contamination can occur, see poster, page 83. 
 
6.0 Linen management: 
The provision of clean linen is a fundamental requirement of care. Incorrect handling, laundering and 
storage of linen can pose an infection hazard. All dirty and used linen must be handled with care and 
appropriate PPE worn by the healthcare worker. Linen should be removed from a resident’s / client’s bed 
with care, avoiding the creation of dust and placed into the appropriate colour-coded category. This should 
stop laundry staff from ‘sorting’ the laundry out further upon arrival to the laundry room. 
 
 
Linen should be divided into basic categories such as: 
• used/soiled linen or clothing – items either worn or used without the contamination of visible blood 

or bodily fluids 
• Foul/infected linen or clothing – items contaminated with visible blood or bodily fluids 
• clothing/heat-labile (Heat labile linen includes any fabric that the normal heat  disinfection process 

and high temperatures could damage e.g. silks & wool - check the  manufacturer’s washing 
instructions). 

 
6.1 An alginate bag is a bag used for foul or infected linen. The bag dissolves away when in contact with 
water. Very wet linen can start the dissolving process from the inside; therefore the colour-coded alginate 
bag should be placed inside the appropriate colour-coded plastic bag before placing into the colour coded 
cotton laundry sack. This is to prevent cross-contamination of linen and to protect the healthcare worker 
and the laundry personnel during transportation and the laundering process. All foul linen should have a 
pre-wash or sluice cycle selected on the washing machine. Never manually sluice any items. 
 
7.0 Reusable Medical devices & equipment: 
Ensure all equipment is decontaminated following the manufacturers guidelines. For normal routine 
cleaning use a suitable detergent mixed with hot water or a disposable single-use detergent wipe and 
discard in the appropriate waste stream. 
 
7.1 For equipment or devices used on a resident with a known risk of infection, or when the contaminant is 
a body fluid e.g. vomit, ensure that detergent cleaning with hot water is followed by disinfection with a 
chlorine containing product prepared to a concentration of 1,000 parts per million. If contaminated with 



 

Minor Illnesses & Conditions Information Pack for Sheffield Care Homes – Care Homes Support Team 2015 78 

visible blood, clean with detergent first followed by a chlorine containing product mixed to a concentration of 
10,000 parts per million. 
 
 9.0 References: 
 
Department of Health (2013) Environmental and Sustainability: Health Technical memorandum 07-01: Safe 
management of healthcare waste. 
 
Department of health (2011) The Health and Social Care Act 2008 The code of practice for health and adult 
social care on the prevention and control of infections and related guidance. 
 
Department of Health (2012) The Choice Framework for Local Policy and Procedures 01-04 
decontamination of linen for health and social care manual. 
 
Department of Health and Health Protection Agency (2013) Prevention and control of infection in care 
homes – an information resource. 
 
National Institute for Health and Care Excellence (2014) Infection Prevention and Control Quality Standard 
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National Institute Clinical Excellence (2012) Prevention and control of healthcare associated infections in 
primary and community care. 
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For Further information about auditing IP&C practices in your home see the Infection Prevention Society 
Quality Improvement Tool Care Setting Improvement Tool: Care Homes 
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1. BEFORE PATIENT 

CONTACT 

WHEN? Clean your hands before touching a patient when approaching him/her 
WHY? To protect the patient against harmful germs carried on your hands 

2  BEFORE AN ASEPTIC 

TASK 

WHEN? Clean your hands immediately before any aseptic task 
WHY?  To protect the patient against harmful germs, including the patient’s own, 
from entering his/her body 

  3. AFTER BODY FLIUD    

    EXPOSURE RISK 

WHEN? Clean your hands immediately after an exposure risk to body fluids (and 
after glove removal) 
WHY? To protect yourself and the healthcare environment from harmful patient 
germs 

  4.  AFTER PATIENT    

     CONTACT 

WHEN? Clean your hands after touching a patient and his/her immediate 
surroundings when leaving the patient’s side 
WHY? To protect yourself and the healthcare environment from harmful patient 
germs 

  5. AFTER CONTACT   

     WITH  PATIENT     
     SURROUNDINGS 

WHEN? Clean your hands after touching any object or furniture in the patient’s 
immediate surroundings when leaving – even if the patient has not been touched 
WHY? To protect yourself and the healthcare environment from harmful patient 
germs 
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ALCOHOL HANDRUB INFORMATION 
 

Alcohol content must be between 65%-80% as per 
recommended by the World Health Organisation & 
approved to the EN1500 standard as a minimum. 

 
 

Purell® by Gojo 
www.gojo.com 

 
Cutan® Gel Hand Sanitizer by Deb 

www.debgroup.com/uk 
 

Softalind® Pure 
Softalind® ViscoRub 

By B’Braun 
www.bbraun.co.uk 

 
Spirigel by Ecolab 

www.uk.ecolab.en 
 

Soft Care Med - Hand Disinfectant 
By Diversey 

www.diversey.com 
 

Desderman® Pure  
By Schűlke 

www.schulke.co.uk 
 

http://www.gojo.com/
http://www.debgroup.com/uk
http://www.bbraun.co.uk/
http://www.uk.ecolab.en/
http://www.diversey.com/
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Cleaning Product Information (whilst we cannot recommend individual products, here are a selection of 

some used in the NHS and links to their websites) 
 

 
Hospec General Purpose PH Neuteral detergent.  This is a general purpose detergent for cleaning only. 
The dilution (which can be found on the bottle) is 10mls per 10 litres of warm water.  It can also be used 
before disinfecting with Milton tablets, if one of the 2 in 1 products (detergent and disinfectant) identified 
below are not used.   
http://www.hospec.co.uk/pdf/pHNeutralLiquidDetergentUse.pdf 
 
 
Milton tablets ,  There is only one strength of tablet.  1 tablet is equivalent to 30ml of Milton fluid.  1 tablet in 

600ml of water will create the 1000ppm available chlorine dilution.  The solution will need to be refreshed 

every 24 hours.  No need to rinse.  

 http://www.milton-tm.com/en/consumer/products/sterilising-tablets 

 
Chlor-Clean  
Once a chlor-clean tablet is dissolved in water, it will give a solution that will both clean and disinfect at one 
and the same time.  This not only reduces the time taken to perform the cleaning process but improves the 
efficiency of the disinfection at the same time. The Chlor-Clean solution produces 1,000 ppm available 
chlorine.  

In case of blood or blood-stained body fluid spillage, The Department of Health recommends the use of 
10,000 p.p.m. available chlorine. In such cases it is more efficient to use Haz-Tab Granules or Haz-Tab 
Tablets. For further information and product details:  http://guest-medical.co.uk/en/ 

Difficil-S® For Surfaces 
A disinfectant which once prepared produces a chlorine dioxide solution which can be used on most 
surfaces in the healthcare environment.  There is no need to rinse, it is stable for 14 days once prepared 

and non corrosive to virtually all material.  Can be used on most carpets and hard flooring (see 
Manufacturers guidance and always do a patch test).  
 

 Difficil-S should be used as stock solution to be equivalent to 10000ppm available  chlorine and 
“20%” Difficil-S to be equivalent to 1,000ppm available chlorine, this being 500ml of stock solution 
added to 2500ml of water – normally recommended for floors etc.  Stock solution is simply when one pair 
of A and B sachets are added to the correct quantity of water from the cold tap. On the original 
presentation using 12.5g sachets, it is to 10L of water (using a Difficil-S Mixing Vessel), and the new 
Difficil-S For Surfaces (which uses very small sachets – 0.6 g) should be added to the dedicated 500ml 
Difficil-S For Surfaces bottle.  For further information and product details: http://difficil-s.com/difficil-s-for-
surfaces.php 
 

Virusolve+ 
Cleans and disinfects in 1-step.  It is safe for use in food environments - non-tainting, odourless and meets 
ISO 4120.  It is hypo-allergenic and lanolin free, non-flammable and non-irritant.  It is non-corrosive and 
does not affect plastics or rubbers and eliminates mould.  No rinsing required.   

 

 
Virusolve+ at 5% dilution is a HLD (High Level Disinfectant) which would be equivalent to 10,000 
ppm of Chlorine.  Virusolve+ at 0.5% dilution is an ILD (Intermediate Level Disinfectant) which 
would be equivalent to 1,000 ppm of available Chlorine.  For further information and product details: 
http://virusolve.com/ 

http://www.hospec.co.uk/pdf/pHNeutralLiquidDetergentUse.pdf
http://www.milton-tm.com/en/consumer/products/sterilising-tablets
http://guest-medical.co.uk/en/
http://difficil-s.com/difficil-s-for-surfaces.php
http://difficil-s.com/difficil-s-for-surfaces.php
http://virusolve.com/
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WASTE DISPOSAL 
 
  
Orange bag 
 
 

 
 

 
Hazardous Infectious Waste for Incineration or 
Alternative Treatment (Autoclave etc.) 
 
Any waste that includes blood stained body fluid which 
may pose an infection risk, from a resident known to 
have (or suspected of) an infection e.g. blood soaked 
dressings, waste soiled with pus. 
 

• Infectious waste (Category Group B waste), 
contaminated with Hep B, HIV, Pseudomonas etc. 

 

 
Yellow & Black Stripped Bag 

(Tiger Bags) 
 
 

 
 

 
Offensive / None Infectious Waste.   
 
Human hygiene waste where no risk of infection is 
present including soiled personal protective equipment. 
 

• Waste contaminated with none infectious bodily fluids 
that are capable of causing offence and do not pose 
a risk of infection. 

• Non Infectious Sanitary products. 
• Non Infectious Incontinence products. 
• Non Infectious Disposal medical equipment. 
• Non Infectious Stoma bags. 
• Non Infectious Dressings. 
• Non Infectious Wipes 
• Non Infectious urinary catheter bags 
 

 

 
Black bags 
 

 
 
 

 
Domestic Waste 
 

• Waste similar to the type produced at home. 
• Paper, Clean packaging. 
• Food. 
• Paper hand towels, couch roll 
• Gloves 
• Plastics 

 All Glass should be either placed in brown separate 
container and put in black bag or carefully wrapped so as 
not to cause injury and placed in black bag 

All waste bags must be no more than ¾ full and tied securely. 
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MANAGING & SECURING WASTE FOR DISPOSAL 

The responsibility for the day-to-day management of clinical/hazardous waste rests with the person in 

charge. All those working in areas where clinical/hazardous and general waste arise should adopt safe 

working practices, since failure to do so may result in the establishment being in breach of its statutory 

obligations as regulated by the Environment Agency. 

The person in charge has a duty to ensure that all waste is correctly classified, contained and for 

clinical/hazardous waste, tagged or labelled and stored in a secure place before collection for incineration/ 

alternative treatment, as appropriate. Collection of waste should be arranged through a licensed waste 

contractor – using licensed carriers to transport the waste to licensed/permitted treatment/disposal plants 

only. If in doubt, the Environment Agency can confirm details (see www.environment-agency.gov.uk). 

All clinical waste should be secured in an approved way and identified with a coded tie or label to indicate 

source of waste . Bags should not be closed by an overhand knot. Good practice is to ‘Swan Neck’ the bags 

by twisting the top and then turning it over on itself.  

 

The bag should then be secured with tape and tie. Bags should not be more than ¾ full. 

 

 

All quotes directly from Department of Health ‘Prevention & Control of Infection in Care Homes – an information resource, 

pages 66 & 68  (2013) 
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Yellow Lid Sharps Bin 

           

 

 

Hazardous Infectious Waste 

Pharmaceutically contaminated sharps 

Infectious Single Use Sharp metal Instruments 
 
Ensure all lids are securely fitted in line with 
manufacturer instructions 

PLEASE DATE AND SIGN WHEN ASSEMBLING 
SHARPS BINS AND ENSURE THEY ARE KEPT 
AWAY FROM VULNERABLE PEOPLE. 

 

 

 
Purple Lid Sharps Bin 

 

 
 

 

Cytotoxic or Cytostatic Waste 

Cytotoxic or Cytotoxic contaminated sharps 
 
Ensure all lids are securely fitted in line with 
manufacturer instructions 
 
PLEASE DATE AND SIGN WHEN ASSEMBLING 
SHARPS BINS AND ENSURE THEY ARE KEPT 
AWAY FROM VULNERABLE PEOPLE 
 
 

 
Blue Lid Bin 

 
 

 

Pharmaceutical Waste 

All pharmaceutical waste. 

Solid and Liquid pharmaceuticals must be 
discarded in separate Blue lidded containers 
Ensure all lids are securely fitted in line with 
manufacturer instructions 
 
PLEASE DATE AND SIGN WHEN ASSEMBLING 
SHARPS BINS AND ENSURE THEY ARE KEPT 
AWAY FROM VULNERABLE PEOPLE 

 
 

Sharps Segregation Information 
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When do sharps injuries occur: 
• During use 
• After use & before disposal 
• Between steps in a 

procedure 
• Whilst re-sheathing   

Who’s at risk? 
Nurses, support workers, dental 
staff, podiatrists, physiotherapists, 
domestics, laundry staff & 
maintenance workers   
Types of exposure explained: 
‘Percutaneous’ means the skin of 
the health/care worker is cut or 
penetrated by a needle or other 
sharp object 
‘Mucocutaneous’ means the eyes, 
the inside of the nose or mouth or 
an area of non-intact skin of the 
health/care worker is contaminated 
by blood or other body fluid      
What’s the risk? 
In the UK a small, but significant 
number of healthcare workers have 
developed potentially life-
threatening diseases as a results of 
sustaining a sharps injury   
  
  
   

Estimated risk of infection by a  
contaminated needle: 
1 in 3 for Hepatitis B 
1 in 30 for Hepatitis C 
1 in 300 for HIV 
 
Infection risk will depend on: 
The depth of the injury 
The type of sharp used (hollow bore 
needles are higher risk although 
subcutaneous needles also present a 
risk) 
Whether the device was previously in 
the patient’s vein or artery 
Infectious status of the patient at the 
time of the injury   
What would you put in a sharps 
bin? - yes we do check!  
  

  

 

Definition of a Sharp 

Anything that can puncture 

the skin & may be 

contaminated with blood 

and/or body fluids including 

sharp bones/teeth or glass 

ampoules as well as needles, 

syringes with needles 

attached, scalpels & other 

blades 

Sharps injuries are among the top 4 types of accident occurring to 
healthcare staff. Every healthcare worker has a role to play in the prevention 

of sharp injuries; to ensure that staff members protect themselves and 
others around them by safety using & disposing of sharp equipment at the 

‘point of care’ 

Is your sharps practice up to scratch? 
‘Best Practice’ Guide 

 January 2014 

The ‘First’ first aid is... 

Sharp thinking... 

Sharp thinking … 

YOU USED IT, YOU BIN IT! 

Always assemble bins 
correctly – sign & date 
them 

Take your sharps bin to 
the ‘point of care’ 

Place sharps bins on a hard 
flat surface during use 

Never re-sheath needles 

Always discard needles 
and syringes as a single 
unit 

Always use the temporary 
closure mechanism when 
the bin is left unattended 

Never fill beyond the 
manufacturers ‘fill line’ 

When disposing ensure 
the bin is locked securely – 
sign & date  

Use ‘safer sharp’ devices 
wherever possible  

 

Bleed it 

 

Wash it 

 

Cover it 

 

Report it  
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Multifactorial Falls Risk Assessment.       LEVEL 2     Sheffield Integrated Falls Pathway. 
 

Name of Professional: 
 
Signature………………………………  Date……………. 
 
Designation:                                 Contact no. 
 
Base / Service: 

Client Name:                               DOB: 
 
Address: 
 
Cons:                                         Ward: 
 
Hospital no.                               NHS no.                                    

Information collected from:        Patient / Carer 
Consider mental capacity / best interests when 
explanation of assessment given & consent obtained. 
 
Signature………………………..……      Date……………. 

GP: 
 
Address: 
 
Tel: 

History of Falls: 
How many falls in last 6 months?  

Unexplained – further assessment required  
Explained – and further assessment required 

 

 

Activity at time? When? Where? Pattern? 
 
 
 
 
                                                                                                                                                                                     Date: 

Any signs of infection? Eg ear, chest, UTI 
 

Y / N Ref to Doctor  

Any black outs or loss of consciousness before falling? 
 

Y / N Ref to Doctor / Specialist services  

Any dizziness before falling? Y / N 
Taking BP: Lie patient flat for 5 mins and record. 
Then repeat at 1 & 3 mins in standing. 

 
Any dizziness on standing or turning? 

 
Y / N 

Lying BP =         
Standing 1 min =           
                3 min = 
Symptomatic on standing?     Y / N 
Ref to Dr (name) …………………… 

 

Taking four or more medications – and no recent 
review? 
 

Taking drugs associated with increased falls risk? 
 

Started on any new drugs / dose?  

Y / N 
 
 

Y / N 
 

Y / N 

Ref to Doctor / Pharmacist for review 
name…………………………………………… 

eg sleeping tabs, antidepressants, 
antihypertensives, antipsychotics, 
antiparkinson’s, diuretics 
– when?............. 

 

Bone Health:             Known to have Osteoporosis?       Y / N 
 

Any bone fracture since the age of 40? 
 
Y / N 

 

Ref to Doctor for further assessment / 
investigation / Calcium and Vit D 
therapy. 

 
 

Taking oral steroids or have done previously? 

 
Y / N 

Concern of Falling: 
 
 
Y / N 

FES – I (short) Score =  
Ref to : - 
Therapy services…………..……... 
Citywide Care Alarms + / or Telecare 

 
 

Client ‘concerned’ about falling or has poor confidence 
with mobility? 

 

 

Cognitive Impairment / Mental Capacity:  
Y / N 
Y / N 
Y / N 

MMSE = 
 

HADS:  A =               D = 
Ref to MH Services / Doctor……….. 

 

Any memory problems? 
Any Anxiety / Depression? 
Known to Mental Health (MH) Services 

 

 

Vision:  
Y / N 
Y / N 
Y / N 

Check glasses are clean. 
Recommend annual vision check. 
Brincliffe House have list of domiciliary 
opticians (Tel: 2263114) 

 
Wears glasses? 
Any change in vision? 
Has related pathology? 

Hearing:  
 
Y / N 

Check hearing aid works. 
Check for ear wax. 
Ref to Audiology / Hearing Services 

  

Wears hearing aid /s? 
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Continence  
Y / N 
Y / N 
Y / N 

If Urinary / Faecal continence assessment 
needed:- 
Ref to nurse or specialist service. 
Referral for commode. 

Date: 

Is there a problem?  Day / Night 
Has appropriate aids? 
Access to commode / toilet / night light? 

 

 

Hydration  
Y / N 
Y / N 
Y / N 

 
Recommend 8 (250mls) glasses of water 
per day. 
Referral to Doctor ……….………….. 

 

Any signs of dehydration? 
Any dizziness? 
Any UTI? 

Nutrition  
 

Y / N 
Y / N 
Y / N 

Give healthy eating advice. 
Ref to Dietetic Services 
          S&LT – for swallowing 
          Dental Services 
          Equipment to facilitate eating 

 
 

Any reduced appetite / intake? 
Any difficulties eating? eg dentures 
Any special dietary needs? 

 

 

 

 

Alcohol  
 

Y / N 

Provide sensible drinking advice. 
Consider ref to local specialist support 
service. 

 
 

Is intake above recommended units? 
 
 

Feet / footwear  
 

Y / N 
Y / N 

If yes for either / both: 
Ref to Podiatry / Orthotic services for 
treatment  
Advice given re suitable footwear  

 
 

Foot problem inhibiting gait / balance 
Unstable, loose, or poorly fitting shoes worn? 

 
 

 

Pain  
 

Y / N 

Check analgesics taken correctly. 
 
Ref to Doctor for analgesia review. 

 
 

Is pain affecting mobility? 
Where is the pain?………………………………….. 

 

Functional ability  
Y / N 
Y / N 
Y / N 
Y / N 

Consider referrals to service for: 
- Therapy 
- Social Services 
- Equipment / Adaption 
Elderly Mob Scale = 

 

Problem with PADL? 
Problem with DADL? 
Need for Home Assessment identified? 
Problem with mobility? 

Home Hazards  
Y / N 
Y / N 
Y / N 

Ref for Equipment: 
Aids & adaptions: 
Ref to Stay Put: 
Other ………………………………… 

 

Home environment checked? 
Any problems with stairs? 
Any other identified issues? 

 

 

 

Gait and Balance  
 

Y / N 
Y / N 
Y / N 
Y / N 

TURN180: Steps=        Touches = 
Otago level = 
Timed Up and Go =         secs 
Ref to Physiotherapy for assessment, 
Otago Exercises or Assessment for 
mobility aid 

 
 

Is there a problem with balance? 
Is there a problem with muscle strength / joint ROM? 
Is there a problem with gait? 
Is mobility aid appropriate & used safely? 

 

 

 

Strategies following a Fall  
Y / N 

Teach Backward Chaining Method 
or  
refer to Physiotherapy: 
 

Consider referral to CWCA/Telecare: 
 
Advice & strategies discussed: 

 

Able to move about & get up from the floor 
independently? 

 

Able to summon help? Y / N  

Know how to keep warm / relieve pressure if have a 
long lie? 

 
Y / N 

 

Following this Level 2 assessment does the cause 
of falls remain unclear?  
(Ref to Level 3 Specialist Services by GP/Cons)  

 
Y / N 

Consider:  
referral to Community Geriatrician /  
liaison with GP or ward medical staff 

 

Additional Information: 
 
 

Multifactorial Assessment completed on Date: ………………………     Signature: ………..………………………………… 

If referring on to other services on the pathway send a copy of this Level 2 Multifactorial Assessment & any other relevant 
documents / assessments / outcome measures. Ensure any referrals made are documented. 
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Falls / Collapse 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Are there any obvious 

injuries? 

  

 Bleeding NO 

Deteriorating? 

Call most 

appropriate 

service (page 15) 

Do Not 

Move Them 

Dial 999 

Breathing? Pulse? 

present  

Record the incident as per the home’s 

incident policy. 

Review risk assessment & care plan (see 

also Local Working Agreement & Care 

Planning Toolkit LWA&CPT) 

Commence Level 2 Assessment, page 87 

 

 

Remains stable 

Observe for any changes in 

condition and record hourly  at 

least or as per home policy ie; 

 limb deformity, 

 skin discolouration, 

 changes in mobility 

 increased pain 
See pages 24 -32 for pain 
information  
Check baseline observations 
# Signs of infection and 

hydration 

Refer to  

Simple Cuts, 

Lacerations 

& Skin Tears 

page 92 

Nursing Clients 

Referral to GP and 

/ or to Community 

Falls Team via SPA 

see page 15 

Is the person 

conscious? 
No Yes 

* Significant Head 

Injury / Limb 

Deformity 

 

Yes 

YES 

See resident’s care 

plan 

Refer to the homes 

End of Life policy 

No 

NO - 

Commence 

basic life 

support 

 

 

  

DNACPR in place? 

* Head injury is defined as any trauma to the head, 

other than superficial injuries to the face (NICE 2014) 

# Acute infections eg Urine, Chest & Ear, and 

Dehydration increase the risk of falls 

Residential 

Clients 

Referral to GP or 

District Nurse for 

review of Level 2 

Assessment 
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Residents with Skin Problems 

The increase in moisture resulting from incontinence can damage skin -if you suspect this is 
the cause see page 93 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NB. Regular review of treatment is required if resident is prescribed steroid 

ointment and cream. Products containing petroleum jelly are flammable e.g. 50/50 etc 

New or recurrent onset of skin complaint  
(itchiness, redness, eczema, any rash).  

 

Contact GP for advice or review and possibly to 

prescribe medication, or refer to dermatology  

Always ensure that any creams or ointments are stored, applied, and disposed of  as prescribed / 

per manufacturer’s instructions, unless otherwise instructed by Dermatology Team.  

Keep creams or ointments in a safe place according to your medicines policy so that all 

authorised staff are able to locate them but residents do not have access, unless they are self -

administering. 

Write date of opening on tube/tub (see ‘Fingertip Unit Guide’- page 91 and refer to ‘Table of 

Suggested Expiry Dates’ in your Medicines Management Folder Link   

 

Check care plan ‘ Skin Care’ to ensure that relevant information/instructions are recorded, actioned 

and evaluated 

When assisting resident to wash with soap substitutes (e.g. E45 Wash, Demol 500 lotion) gently 

dry skin prior to each cream or ointment application, unless otherwise directed (retain product 

information sheets for specific details). NB some soap substitutes make bath/shower surfaces 

slippery! 

Adhere to ‘Standard Infection Control Precautions’ page 73, when applying creams/ointments  

(prevents skin irritation to those applying and reduces risk of cross-contamination) applying in a 

light downward motion unless otherwise directed 

Observe site of cream/ointment application for signs of sensitivity (irritation, redness, raised rash) 

and if this occurs liaise with GP. 

Record any confirmed sensitivity in resident’s records and in  ‘Skin Care’ care plan 

Evaluate use of products liaising with GP/DN about effects e.g. improvement or deterioration 
When skin complaint resolves STOP the medication as prescribed. In some cases this means a 
gradual weaning e.g. topical steroid creams/ointments (liaise with DN or GP).  
Continue with soap substitutes (as above) and continue use of topical emollients which may have 
been prescribed unless instructed otherwise e.g. Diprobase, Cetraben, Oilatum – NB use of 
emollients should be long term treatments 
Update information in  ‘Skin Care’ care plan accordingly 

http://www.intranet.sheffieldccg.nhs.uk/Medicines%20Management/medicines-prescribing/care-homes.htm


 

Minor Illnesses & Conditions Information Pack for Sheffield Care Homes – Care Homes Support Team 2015 91 



 

Minor Illnesses & Conditions Information Pack for Sheffield Care Homes – Care Homes Support Team 2015 92 

Simple Cuts, Lacerations and Skin Tears 

 

 

  

                                                                                                                                                                                                               

 

 

 

 

 

 

 

 

 

 

  

 

  

 

 

 

 

 

 

 

 

NB: If the cut is a result of a fall refer to 87 -88, complete a risk assessment to try and ascertain reason for fall and 

develop an appropriate plan of care 

Adhering to ‘Standard Infection Control Precautions’, page73 
assess the wound. If necessary, apply pressure, (unless foreign 
body is suspected) to stop bleeding and follow basic first aid 
techniques - Cleanse area with water or saline if necessary  
 

RN’s – if bandaging remains intact leave for 5-7 days. 
If ‘strikethrough’ is noted  (leakage seen through dressing) replace bandaging as above. 
If clinical signs of infection are noted e.g. heat, pain, odour , redness, increase in wound exudate, remove all dressings to re-
assess wound. Consider use of an anti-microbial dressing – TV service are happy to discuss and advise. Complete ongoing 
wound assessment, documenting all changes, re photograph if necessary, update plan of care ‘Treatment & Management of a 
Wound ‘ 
Residential status or Residential home – continue to liaise with DN 

Residential status or Residential home – continue to liaise with DN 
Nursing Status Resident/Nursing home - Concerns about non-healing or deteriorating wound? Refer to Tissue Viability by 
fax, phone  or email – see page 93 

 

For simple cuts, 
lacerations and skin tears 

If resident is diabetic 
report injury to GP as 
soon as possible. Otherwise 
observe for deterioration and 
report as a matter of urgency 
urgency. 
Below ankle damage may need 

referral to Diabetic Foot Clinic 

 
Simple cut?  Assess wound (include body map, photographic image) apply Mepore 
dressing, ensuring this is removed with care at dressing changes. Record in care plan 
‘Treatment & Management of a Wound’ . For more information about writing care 
plans refer to Local Working Agreement & Care Planning Toolkit (LWA & CPT) 

Lower leg laceration or skin tear: 
Residential Homes to contact DN or ECP service  
Nursing Status Residents/Nursing Homes : RN’s dress and apply simple bandaging as below:   

1. Non Adherant contact dressing dressing -  (e.g. NA Ultra)  
Normal shaped leg 
2. Toe to knee - wool (e.g. Profore 1or Advasoft)  allowing extra wool for thin legs and to protect bony areas 

followed by -Toe to knee - light support bandage (e.g. K Lite) X 2 layers  
Thin leg  
As above but only apply one layer of light support bandage and use wool to create a normal leg shape and increase 
the circumference by using up to  2 layers of wool 
 
RN’s Record all assessment information in care plan ‘Treatment & Management of a Wound ‘  ( include  e.g. Body 
Map, photographic image, management plan, accident form )  
Residential status or Residential home – update residents records, accident form etc 
 

 

                       (e.g. Profore 1 or Advasoft) to shape leg  

If wound is deep, showing fat/muscle, 
excessive bleeding or possible foreign body: 
Ring Emergency Care Practitioner (ECP) for 
advice and treatment. 
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GOOD PRACTICE INFORMATION FOR THE PREVENTION & MANAGEMENT OF 
PRESSURE SORES FOR CARE HOME STAFF IN SHEFFIELD 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
  
 
 
 
 
 

 
 
 
 
 
 
 
  
 
 

 
R 

Undertake pre-admission assessment obtaining the following information : 
Current Waterlow  score 
Current MUST score  
Current condition of skin particularly over areas associated with pressure e.g. heels, sacrum 
Type of equipment currently in use e.g. mattress, cushion, in order  to  
 ensure appropriate equipment is  available prior to admission  

On admission as a priority i.e. within 6 hours 

Look at  the residents skin as soon as appropriate checking for signs of damage/ healing  completing a Body Map  – 

then repeat formal check & recording process at least weekly thereafter  

Complete Waterlow Risk Score for all residents on admission to home and then at least weekly thereafter 

Existing Pressure sore/s or history of pressure sore/s ? 

No - remains At Risk Yes is at High Risk 

Use the findings from the Waterlow to help you develop a care plan for ‘Protection of Skin Areas Vulnerable to 

Pressure or other Damage’. Complete other relevant Risk Assessments  & Core Care Plans associated with 

the risk of developing pressure ulcers e.g. Nutrition & Drinking (use MUST tool), Personal Care – Washing, 

Bladder and Bowel Care, Mobility/Repositioning. Evaluate monthly or sooner if necessary. For more 

information about writing care plans refer to Local Working agreement & Care Planning Toolkit  (LWA&CPT) 

Refer to appropriate services for help with managing identified risks e.g. Continence Service, Tissue 

Viability Service (TV), Sheffield  Equipment Loan Store (SCELS) Nurse Advisor for advice about 

equipment. For nursing advice about residential clients refer to Community Nursing Service. 

 If there is an existing pressure sore, undertake full assessment and Categorise/Grade using EPUAP tool 

(LWA&CPT).  Enter findings onto Initial Wound Assessment form.  Complete detailed/ on-going Wound 

Assessment at least weekly or sooner if required. Commence Care Plan for ‘Treatment and Management of 

a Pressure Sore’. Evaluate & update as necessary according to above findings, for more information about 

writing care plans refer to LWA&CPT 

Category/Grade 3 & 4 Pressure Sore  (Deep) – refer to 
Safeguarding Team as soon  as seen: Tel 0114 2734908  
For Residential Clients - contact Community Nursing Team 
urgently  via SPA – Tel: 0114 3051460 
Nursing Client - seek advice/support if required from the TV 
service  by fax (0114 2716417) or email – refer to LWA & 
CPT for full details. Any urgent referral needs to be marked  
as such . Email to:brendaking@nhs.net  or 
Kim.drewery@nhs.net 

Category/Grade 1&2  
Pressure sore (Superficial) –  
Residential Client – refer to Community 
Nursing Team via Single Point of 
Access (SPA) on 0114 3051460.  
Nursing client seek advice if unsure of 
how to manage 

Remember! 

Damage to skin can occur for a number of reasons including pressure, moisture, shear/friction – if unsure of cause or 
how to manage contact Community Nursing Team for residential clients, Tissue Viability or SCELS Nurse Advisor.  

See also Local Working Agreement & Care Planning Toolkit (LWA&CPT) 

mailto:brendaking@nhs.net
mailto:Kim.drewery@nhs.net
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Abbreviations used in this pack 

AHR 

BP 

Alcohol Hand Rub 

Blood Pressure 

BNF 

CCG 

CPPE 

CQC 

CPR 

British National Formulary 

Clinical Commissioning Group 

Centre for Post Graduate Pharmacy Education 

Care Quality Commission 

Cardio Pulmonary Resuscitation 

COPD Chronic Obstructive Pulmonary Disease 

CSU 

CVA 

DH 

Catheter Specimen of Urine 

Cerebro Vascular Accident 

Department of Health 

D&V 

DOLS 

Diarrhoea and Vomiting  

Deprivation of Liberty Safeguards 

DN District Nurse 

DNACPR Do not attempt cardio-pulmonary resuscitation 

ECP 

EoL 

Emergency Care Practitioner 

End of Life 

ENT 

EU 

Ear, Nose and Throat 

European Union 

FAST Face, Arm, Speech, Time to phone 999 

FTU Finger Tip Unit 
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GP General Practitioner 

LWA&CPT Local Working Agreement and Care Planning Toolkit 

MAR 

MCA 

Medicines Administration Record 

Mental Capacity Act 

MC and S Microscopy, Culture and Sensitivity 

MDS 

MHRA 

Monitored Dosage System 

Medicines Healthcare Regulatory Agency 

MRSA Meticillin Resistant Staphylococcus Aureus 

MSU 

MUST 

Midstream Specimen of Urine  

Malnutrition Universal Scoring Tool 

NA 

NACC 

Non Adherent 

National Association of Care Catering 

NICE 

NPA 

NPSA 

NSAID’s 

National Institute for Care Excellence 

National Pharmacy Association 

National Patient Safety Agency 

Non-Steroidal Anti Inflammatory Drugs 

OOH 

PIL(s) 

Out of Hours 

Patient Information Leaflet (s) 

PEG Percutaneous Enteroscopic Gastrostomy 

PPE Personal Protective Equipment 

PRN 

RCN 

As Required 

Royal College of Nursing 
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ROCS 

RPS 

SLT 

SBAR 

Residential Oral Care in Sheffield 

Royal Pharmaceutical Society 

Speech and Language Therapy 

Situation, Background Assessment and Recommendations 

SCELS 

SMART  

SNDRi 

SPA 

STHFT 

Sheffield Community Equipment and Loan Store 

Specific, Measurable, Achievable, Realistic, Timely 

Scottish Nutrition and Diet Resources Initiative 

Single Point of Access 

Sheffield Teaching Hospitals Foundation trust 

TIA 

TV 

Transient Ischaemic Attack 

Tissue Viability  

UTI Urinary Tract Infection 

WHO World Health Organisation 
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