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Achieving Person-Centered Care for Older People: Champions for Older People

Clinical Standards Quality Assessment and Service Evaluation
Part A Section 1
· The purpose of this tool is to provide a set of questions which can be used to audit/evaluate and assess the care given within a care environment. 
· Where issues are identified that could make a difference to care and  that require action Part B needs to be completed

· The tool should be completed every six months by the Care Champions for Older People 
· The tool should be able to highlight areas of good practice and areas where improvements need to be made or where further interventions may be required. The contents are generalized and it is acknowledged that not all questions will be relevant either to the clinical area being assessed or the client group being cared for. 
	Clinical Area / Care Environment:


	Date of Assessment:

	Name of Champion/Auditor:              


(SECTION ONE] CARE ENVIRONMENT

	QUESTION
	YES
	NO
	COMMENTS

	Are there any loud noises on the ward/care environment that can be prevented including popular music?
	
	
	

	Is there an odour on the ward?


	
	
	

	Are there cluttered areas?


	
	
	

	Are there clear signs on the ward including for toilets?


	
	
	

	In the toilets is there easy access to toilet rolls?


	
	
	

	Are there any hand-gels in the toilets?


	
	
	

	Is dignity and privacy maintained?


	
	
	

	Where are the nurses or AHP’s on the ward/care environment
	
	
	

	If a call bell is ringing how long before it is answered?


	
	
	

	Does the ward have single sex accommodation?
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PART A 

SECTION 2

SERVICE EVALUATION

Guideline for Champions:

Please choose a group of patients [ideally 3]. At least one of these patients should be a frail or vulnerable older adult who may have communication difficulties.

· To be completed twice a year [documents can be downloaded from the website]
	Clinical Area / Care Environment:


	Date of Assessment:

	Name of Champion/Auditor:              


Service Evaluation

Information resources to help answer these questions include: documentation, asking patients, staff and relatives, handover times, observation, communication aids, patient statements, assessment, protocols, ward policy and availability/access to information
Values, Attitudes and Person Centred Care

	
	Patient

1
	Patient

2
	Patient

3

	Questions
	Y
	N
	Y
	N
	Y
	N

	1/ Do the staff use the older person’s preferred form of address? 
	
	
	
	
	
	

	
	
	
	
	
	
	

	2/ Is the older person involved in decisions about their care [For example Treatment, Discharge arrangements]
	
	
	
	
	
	

	3/ Are older people encouraged to give comments about their care?
	
	
	
	
	
	

	4/ Does the older patient have any communication issues that are not addressed?
	
	
	
	
	
	

	5 Has the older patient and or elatives received appropriate information. For example assessment,  diagnosis/condition, treatment / care
	
	
	
	
	
	

	Mental / Psychological health

	
	
	
	
	
	

	6/ Has the person’s mood or orientation been affected by their admission to hospital and have the care staff asked the person about this and acted upon any difficulties? [for example more anxious, tearful, low in mood, disorientated, muddled]
	
	
	
	
	
	

	7/ Has the person an existing and mental health diagnosis such as depression or dementia that is included in the assessment / care plan?
	
	
	
	
	
	

	8/ Was next of kin involved in assessment & care planning
	
	
	
	
	
	

	9/ Have referrals been made to mental health services where appropriate?
	
	
	
	
	
	

	10/ If a challenging behaviour has been identified are strategies for care identified and documented?
	
	
	
	
	
	

	Medicines

	
	
	
	
	
	

	11) Has the older patient and or specific carer remembered any explanation about their medicines? 
	
	
	
	
	
	

	12)   Do they know how many times to take their medication?
	
	
	
	
	
	

	13)   Do they know what each medicine is for?
	
	
	
	
	
	

	14) Is the older patient receiving medication as prescribed? 
	
	
	
	
	
	

	15) Is there is a hospital policy for self-medication? 
	
	
	
	
	
	

	Falls


	
	
	
	
	
	

	16) Has the older person fallen in the last 6 months?
	
	
	
	
	
	

	17) Has a falls risk assessment been completed?
	
	
	
	
	
	

	18) Have causes for the fall been investigated?
	
	
	
	
	
	

	19) Has any action been taken in response to this? For example Is there a Falls care plan, medication review, strength and balance exercises, osteoporosis considered
	
	
	
	
	
	

	20) If the older person uses any walking aids, is it within reach?
	
	
	
	
	
	

	21) Is there evidence that the MDT has communicated the level of supervision required?
	
	
	
	
	
	

	22) Is the bed space free and uncluttered?  e.g. obstructing furniture
	
	
	
	
	
	

	23] Where bed rails are being used has a bed rails assessment been completed?
	
	
	
	
	
	

	Pain

	
	
	
	
	
	

	24) Has the older person been assessed for any pain and is this controlled?
	
	
	
	
	
	

	25) Can the older person state that their pain is being controlled?
	
	
	
	
	
	

	26)   Is pain control provided on demand?
	
	
	
	
	
	

	27) Is prescribed regular analgesia given?
	
	
	
	
	
	

	28) If appropriate how often is the patient re-positioned to be made comfortable?
	
	
	
	
	
	

	Cultural


	
	
	
	
	
	

	29) Have the person’s individual cultural needs been addressed? For example spiritual, cultural, sexual, disability
	
	
	
	
	
	

	30) Are religious, belief systems and cultural needs been met? For example ability to practice religion
	
	
	
	
	
	

	31) Are staff aware and sensitive to these needs? 
	
	
	
	
	
	

	32) Has the appropriate food been ordered?
	
	
	
	
	
	

	
	
	
	
	
	
	

	Privacy and Dignity


	
	
	
	
	
	

	33)   Does the older person have any issues regarding their privacy and dignity being respected?
	
	
	
	
	
	

	34) Are single sex hygiene facilities available? For example toilets and washing facilities
	
	
	
	
	
	

	35) Does the older person state that staff knock before entering a room/seek permission to enter screened areas?
	
	
	
	
	
	

	36) Is a person’s confidentiality maintained at all times? For example ward rounds, patient handover, consultations, telephone conversations
	
	
	
	
	
	

	37) Is the person’s privacy maintained at all times? For example consider curtains, private rooms, blankets and clothing
	
	
	
	
	
	

	
	
	
	
	
	
	

	Nutrition and fluids


	
	
	
	
	
	

	38/ Has the older person been assessed for their nutritional requirements? 
	
	
	
	
	
	

	39/ Have they been referred to a dietician and has action been taken?
	
	
	
	
	
	

	40/ Is the food the person received appropriate (including hot and on time)?
	
	
	
	
	
	

	41/ Does the older person consider that they have time to eat their food? 
	
	
	
	
	
	

	42/ Do the older people receive any assistance with eating and drinking?
	
	
	
	
	
	

	43/ Is nutritional status being monitored e.g.  Fluid balance charts / repeat nutrition scores?
	
	
	
	
	
	

	44/ Is there fresh water/a fresh cup available and within reach to the older person?
	
	
	
	
	
	

	Continence


	
	
	
	
	
	

	45) Is there a record of the person’s normal bladder and bowel habits?
	
	
	
	
	
	

	46) Is the person offered to use the commode or taken to the toilet on a regular basis?
	
	
	
	
	
	

	47) How are any incontinence issues dealt with promptly by staff?
	
	
	
	
	
	

	48) Is a in/continence assessment and action plan completed and updated on a daily basis?
	
	
	
	
	
	

	49) Does the older patient feel that their elimination/toileting needs are being met?
	
	
	
	
	
	

	50) How is improvement in their bladder/bowel issues measured?
	
	
	
	
	
	

	
	
	
	
	
	
	

	Holistic Care


	
	
	
	
	
	

	51)  Has the older person had a person-centred care assessment completed including discharge arrangements?
	
	
	
	
	
	

	52) Has the older person/relative been involved in developing their plan of care and do they know what their plan of care is?
	
	
	
	
	
	

	53) Does the older patient feel satisfied with the care that they are receiving?
	
	
	
	
	
	

	54) Can the older patient name the person that is looking after them on their shift?
	
	
	
	
	
	

	55) Is there any evidence of patient education carried out?
	
	
	
	
	
	

	
	
	
	
	
	
	

	End of life Care

Note: These questions relate to documentation & end of lifer care pathways and not asking patients the questions
	
	
	
	
	
	

	56)Communication:
Is there evidence that an understanding of prognosis for both the patient and carer has been recorded?
	
	
	
	
	
	

	57) Is it clearly recorded how the family wish to be contacted should the patient’s condition deteriorate? For example do the staff know if the next of kin wishes to be notified of changes in the night time
	
	
	
	
	
	

	58)Choice:
Is there a record to demonstrate that a discussion has taken place around the preferred place of care? (is a choice feasible)
	
	
	
	
	
	

	59) Has CPR status been discussed and assessed and clearly recorded in an appropriate place?
	
	
	
	
	
	

	60) Care after death:
Is there a record of information given to family around bereavement care and support?
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Champions Service Evaluation

Part B

· Areas identified that could make a difference to the care and support for older people in the Champion’s care environment

· This page will require photocopying for different themes and service evaluations

Name of champion                                                                        .    

Date                                                                              .    

Trust & Care environment                                                        .

State theme from list below                                                          . 
Values and attitudes: person-centred care, Mental/psychological health: Safety: medicines management, falls, Dignity: Pain, Cultural, Privacy and dignity, End of life care, fluid balance and nutrition, continence & elimination, Holistic care:
Issues identified
Issues and comments after discussion with line manager

Action plan discussed with mentor [continue on a different sheet as required]
Progress with action plan [after 6 months]

Comments after discussion with line manager and mentor

Revised action plan
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