[image: A blue and gold logo

AI-generated content may be incorrect.]Infection PReve
	Home 
	

	Resident Name and Room Number
	

	Named Nurse and Key Worker
	

	Audit completed by
	

	Date
	



	RAG Rating 
	Home Score

	<80%
	

	80%-90%
	

	>90%
	






We Statement: We plan and deliver people’s care and treatment with them, including what is important and matters to them. We do this in line with legislation and current evidence-based good practice and standards.
	Residents Care Plans
	Y/N
	Y/N
	Y/N
	Y/N
	Y/N
	ACTIONS 
	COMPLETED NAME/DATE

	Resident’s Profile

	Does the resident’s profile have:
Resident Information, Healthcare details, Resident Preferences, Details Prior to Admission,  
	
	
	
	
	
	
	

	Are allergies clearly identified with reactions to each allergy.
	
	
	
	
	
	
	

	Does the resident’s care plan have a photo, taken within the last 12 months? Is the photo recognisable? 
	
	
	
	
	
	
	

	Is the residents DNR Status clearly identified? Is there a copy of the DNR on file, under documentation? 
	
	
	
	
	
	
	

	Are resident indicators completed and have appropriate indicators enabled? 
	
	
	
	
	
	
	

	Is there evidence of clinical information completed? (Diet, diagnosis, other clinical information)
	
	
	
	
	
	
	

	Are baselines set? Are these appropriate, and correct? 
	
	
	
	
	
	
	

	Are appropriate alerts enabled? 
Are appropriate charts enabled?
	
	
	
	
	
	
	

	Are contacts recorded in the resident’s profile? (1st, 2nd and LPAs – if in place)
	
	
	
	
	
	
	

	Has a copy of the LPA documentation been uploaded to documents for evidence? 
	
	
	
	
	
	
	

	Has the care plan been built, using the care plan builder? 
	
	
	
	
	
	
	

	Is there evidence of an Property and Inventory recorded for the resident, via Form 6.04?
	
	
	
	
	
	
	

	Consent

	Is there evidence of a Pre Admission Assessment having been completed? 
(If respite, this should have been within 2 weeks of admission)
	
	
	
	
	
	
	

	Where a resident has full capacity, is there evidence of a Consent to care and Accommodation?
	
	
	
	
	
	
	

	Where a resident lacks capacity, Is there evidence of MCA Consent to Care and Accommodation and a DOLS submission, including conidtions?
	
	
	
	
	
	
	

	Is there evidence of Consent to Clinical Photography
	
	
	
	
	
	
	

	Is there evidence of Consent to Photography/social media?
	
	
	
	
	
	
	

	Is there consent to Sharing Clinical Information? 
	
	
	
	
	
	
	

	Personal / Holistic Care 

	Is there record of a Medical Condition Specific Care Plan in place for those with a chronic medication condition (e.g. Parkinsons, MS, Diabetes etc.)
	
	
	
	
	
	
	

	Is there a Physical dependency Assessment, on form 1.00? Is the score right and reflective of resident needs?
	
	
	
	
	
	
	

	Is there a Signs of Well Being Assessment, on form 2.01? Does this reflect the resident’s needs?
	
	
	
	
	
	
	

	Is there evidence of a personal hygiene assessment, on form 2.07? Does this reflect the resident’s needs? 
	
	
	
	
	
	
	

	Is there evidence of a Dental Assessment, on form 2.08? Does this reflect the resident’s needs?
	
	
	
	
	
	
	

	Is there evidence of a Sleep and Resting assessment, on form 2.11? Does this reflect the resident’s needs?
	
	
	
	
	
	
	

	Is there a Breathing and Circulation Assessment, on form 2.13? Does this reflect the resident’s needs?
	
	
	
	
	
	
	

	Is daily personal care captured on the ADL Chart? Does this highlight the 2 staff involved in personal care? (if required) 
	
	
	
	
	
	
	

	Is there record of a monthly vital signs / NEWS chart to evidence baseline observations? 
	
	
	
	
	
	
	

	Mobility and Moving and Handling

	Is there a Person Emergency Evacuation Plan in place? Is this printed and stored with the fire evacuation kit in reception?
	
	
	
	
	
	
	

	Is there a falls risk assessment in place? Does this highlight fall risk? 
	
	
	
	
	
	
	

	Is there a Moving and Handling Assessment in place? Does this highlight equipment in place (sling size/hoist/M&P equipment)
	
	
	
	
	
	
	

	Is there a Bed Rail Risk Assessment in place, on form 2.16? Does this reflect the resident’s needs?
	
	
	
	
	
	
	

	Is there evidence of a monthly bed and mattress audit completed?
	
	
	
	
	
	
	

	Is there a Recliner Risk Assessment in place, if required? 
	
	
	
	
	
	
	

	Is there a Wheelchair Risk Assessment in place, if required?
	
	
	
	
	
	
	

	Is there a Postural Belt Risk Assessment in place, if required?
	
	
	
	
	
	
	

	Communication

	Is there a Resident’s Settling in form in place? Has this been completed by the Social Event Team and evidence resident involvement?
	
	
	
	
	
	
	

	Is there evidence of a Vision Assessment, on form 2.02? Does this reflect the resident’s needs?
	
	
	
	
	
	
	

	Is there evidence of a Hearing Assessment, on form 2.04? Does this reflect the resident’s needs?
	
	
	
	
	
	
	

	Is there evidence of a Speech and Language Assessment, on form 2.03? Does this reflect the resident’s needs?
	
	
	
	
	
	
	

	Is there evidence of transparent communication with members of the multi-disciplinary team and NOK through records such as: Family and Relative record 4.02, GP Record 4.03, DN record 4.04, Other communication record, 4.07?
	
	
	
	
	
	
	

	Pressure Care Prevention and Wound Care Management 

	Is there a Waterlow Risk Assessment in place? Is the score right and reflective of residents needs?
Does this evidence equipment in place to support pressure care prevention?
	
	
	
	
	
	
	

	Is there evidence of a Skin Integrity Assessment completed? Is this right and reflective of resident needs? 
	
	
	
	
	
	
	

	Is there a wound treatment Care Plan in place for each wound? Does this define a clear treatment plan for the wound(s)?
	
	
	
	
	
	
	

	Is there evidence of a wound chart in place for each wound? Does the chart have a photo taken at each dressing change? Are there relevant documentation and wound definition? 
	
	
	
	
	
	
	

	Is there a repositioning chart in place that evidences strict repositioning? 
	
	
	
	
	
	
	

	Nutrition and Hydration 

	Is there evidence of a Meals and Drinks form completed on iCare?
	
	
	
	
	
	
	

	Is a MUST completed monthly (or weekly, if required?) Does this reflect the resident’s needs? 
	
	
	
	
	
	
	

	Is there a weight chart in place, with monthly (or weekly if required) recordings? 
	
	
	
	
	
	
	

	If a resident choses not to be weighed (by choice or by clinical decision) is there supporting documentation in the care plan?
	
	
	
	
	
	
	

	If under SALT or Dietitian, is there evidence of treatment plans having been uploaded to documents and does the care plan reflect these interventions? 
	
	
	
	
	
	
	

	Is there evidence of SALT / Dietician communication forms being used to evidence professional input?
	
	
	
	
	
	
	

	Is there evidence of a Food and Fluid chart in place, if required? (Food and fluid charts should be completed for 72 post admission for monitoring) (Food charts should be in place for those with a MUST score 1 and above)
	
	
	
	
	
	
	

	If there is a PEG insitu, is there evidence of an enteral feeding chart in place?
	
	
	
	
	
	
	

	Social Interaction 

	Is there evidence of a ‘This is Me’ Assessment in place? Does this reflect the residents likes/dislikes and hobbies? 
	
	
	
	
	
	
	

	Is there evidence of frequent social interaction? Using activity charts?
	
	
	
	
	
	
	

	Has an Isolation Risk Assessment form been completed, on 5.05? Does this reflect the residents needs and isolation score?
	
	
	
	
	
	
	

	Is there evidence of Outing Risk Assessments having been completed when the resident attends an activity outside of the home?
	
	
	
	
	
	
	

	Has an environmental risk assessment been completed, through form 5.10?
	
	
	
	
	
	
	

	Mental Health and Well Being

	Is there a Mental Health and Cognition Assessment, on form 2.00, on iCare? Does this reflect the resident’s needs?
	
	
	
	
	
	
	

	Is there evidence of a DoLs in place for those who lack capacity? Has this been uploaded to the documents on iCare? 
	
	
	
	
	
	
	

	Is there an MCA Assessment completed for each area required? (communication, medication, personal care etc.)
	
	
	
	
	
	
	

	Is there a Best Interests Decision Assessment, on form 5.02, if required?
	
	
	
	
	
	
	

	Is there a Sign of Ill Being Assessment, on form 5.03, if required? Does this reflect resident care?
	
	
	
	
	
	
	

	Is there a Covert Medications Risk Assessment, on form 5.04, if required? Does this reflect resident care?
	
	
	
	
	
	
	

	Is there a Behaviour Assessment, on form 5.00, if required? Does this reflect resident care?
	
	
	
	
	
	
	

	Is there a Behaviour Chart in place, if required? 
	
	
	
	
	
	
	

	Is a sighting chart in place for those who are at risk of walking with a purpose? 
	
	
	
	
	
	
	

	Continence Care

	Is there a Bowel and Bladder form, on form 2.09? Does this reflect resident needs? 
	
	
	
	
	
	
	

	Is there evidence of a continence referral, if required? 
	
	
	
	
	
	
	

	Is a bowel chart in place and being used appropriately? If there is >72 hours without BO, is there an action plan of what to do on the Bowel and bladder form?
	
	
	
	
	
	
	

	Is a urinary chart in place, if required? 
	
	
	
	
	
	
	

	Is there evidence of a Fluid combined chart in place for those with a catheter in place? 
	
	
	
	
	
	
	

	Is there a Catheter change form in place for those with a catheter does it evidence catheter details and a risk index?
Do staff know how to print this, in the event of a catheter passport needed?
	
	
	
	
	
	
	

	Is there evidence of a weekly catheter check chart in place?
	
	
	
	
	
	
	

	Accidents and Incidents

	If an accident and incident has been recorded on form 3.00, in the last, is it clear what occurred? 
	
	
	
	
	
	
	

	Was there an Accident and Incident Follow on form, 3.01 completed? 
	
	
	
	
	
	
	

	If a Medication Incident has been recorded on form 3.02, in the last month, is it clear what occurred? 
	
	
	
	
	
	
	

	Was a Medication incident follow on form, 3.04 completed? 
	
	
	
	
	
	
	

	Was DOC given, either verbally or written, if required? 
	
	
	
	
	
	
	

	Was a Safeguarding / CQC notification submitted, if required? 
	
	
	
	
	
	
	

	Additional Care Intervention

	Is there a Wishes for the Future form, 2.15, which evidences care wishes for end of life?
If the resident stated on admission they would like to talk about this later is there evidence that this has been completed or addressed?
	
	
	
	
	
	
	

	If resident is receiving end of life care, is there evidence of Syringe driver medication either in use, or in place, with supporting documentation? 
	
	
	
	
	
	
	

	Is there a syringe driver check form being used in the event of a Syringe Driver in the home? 
	
	
	
	
	
	
	

	Is there a Medication Care form in place, on form 2.10? 
	
	
	
	
	
	
	

	Is there evidence of a Pain chart in use when PRN pain relief is being prescribed? 
	
	
	
	
	
	
	

	Has an acute infection record been completed in the last 3 months, on form 3.03?
	
	
	
	
	
	
	

	Is there evidence of an outcome of the infection recorded on this form, if Antibiotics course complete? 
	
	
	
	
	
	
	

	Outcomes

	Is there evidence of a 6 monthly Care Plan review? Completed on form 5.0
	
	
	
	
	
	
	

	Is there evidence of a monthly care plan review through Resident of the Day? 
	
	
	
	
	
	
	

	Is there evidence that all departments, including Housekeeping, Kitchen and Maintenance are reviewing resident needs monthly? 
	
	
	
	
	
	
	

	Is there evidence that the resident has been involved in their plan of care and what outcomes we are trying to achieve? 
	
	
	
	
	
	
	



To calculate your compliance percentage:
There are 91 questions to be reviewed as part of this audit. 
NA answers are counted in the ‘Yes’ as not to affect the scoring. 
If 76 questions were answered Yes/NA, the calculation is as follows:
76/91 = 0.84
Then 0.84 x 100 = 84%
Complete this calculation for all 5 residents.
All the 5 scores together, for example:  84 + 79 + 91 + 89 + 97 = 440. 
440 / 5 = 88
Overall percentage is 88% = AMBER RAG RATING THIS AUDIT












ACTION PLAN

	Issue Identified
	Required Action
	Responsible Person
	Evidence of completion
(Can be sign off in action plan by CCM/GM)
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