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	Memory Service
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	Response service from Memory Services to Res / Nursing Homes (Independent and statutory) to assist with management of Behavioural and Psychological Symptoms of Dementia.

	Document No
	SHSCT./.Memory Service/.SOP

	Revision Status
	V 2

	Author
	Stephen Dunne

	Date
	22th April 2020

	Review Date
	22st May 2020

	Scope of the Procedure
	AIM: To provide a responsive clinical support service from Memory Service in the event of a resident with a formal diagnosis of Dementia exhibiting Behavioural and Psychological Symptoms of Dementia.
This process is to be used when all other management strategies normally employed by Nursing/Residential home staff have been exhausted.


	
	

	Step No
	Instruction
Photograph / Diagram/Ref:

	1.
	Resident must have a formal diagnosis of dementia.

	2.
	Resident exhibits behaviours indicating presence of Behavioural and Psychological Symptoms of Dementia and may be challenging to manage.

	   3.
	Nursing / Residential home Complete (Appendix A) Nursing/Residential Referral Form and (Appendix B) Behaviour Checklist. Consideration to physical causes of behaviour is required. Please ensure (Appendix A & B) are completed in full before sending to Memory Service. 

	4.
	Nursing/Residential home should liaise with GP regarding resident and request (if possible) a physical examination to rule out physical causes of behaviour. 

	
5.
	Nursing/Residential Home staff should contact Memory Service Locality Team by forwarding (Appendix A&B) to the service email outlined below. Please send any supporting documentation such as records of behaviour. i.e. ABC charts.  

	
6.
	Memory Service admin will complete required checks. Referral triaged and allocated to a staff member of Memory Service Community Team if appropriate

	7.
	A member of staff from the Memory Team Community Team will contact the nursing/residential home and discuss the information on (Appendix A & B) via telephone and provide advice to staff to help reduce/ minimise behaviour and distress to the resident.

	8.
	Memory Service staff to complete (Appendix C) SBAR & (Appendix D) CLEAR Dementia Care Assessment on initial telephone consultation and upload to PARIS. 

	9.
	Decision to complete face to face assessment will be based on a case by case basis if all alternative strategies employed have been unsuccessful. 



	10.
	Key contact information:
Armagh & Dungannon		   :  028 37 56 4957
					 Email: memory.referralsAD@southerntrust.hscni.net
 



Newry & Mourne	                        :   028 30 83 6970
					Email: memory.referralsNM@southerntrust.hscni.net	   



Craigavon & Banbridge		   :  028 38 333332
  				           Email: memory.referralsCB@southerntrust.hscni.net





















Appendix A                                        Memory Service
 Nursing/Residential Referral form

**Please note incomplete forms will be returned for completion**

	Surname                             
	 
	Forename                        
	

	Address
	

	Post Code
	
	Tel No
	

	Date of birth
	
	H+C No
	

	Next Of Kin
	
	Relationship
	

	Address
	

	Post Code
	
	Tel No
	



	GP                         
	
	Telephone
	

	Practice
	



	Reason for Referral
	


For Office Use Only
	 Date received                        
	 
	Date Triaged
	

	Triage to:
	

	Paris checks
	
	PAS check
	

	Patient Centre
	
	NIECR
	

	Signed:
	
	Date:
	





Appendix B			Memory Service Behaviour Checklist

	Has the Resident a diagnosis of Dementia?
	

	What is the behavioural reason for referral?
	

	When did this behaviour start?
	

	Has the resident a history of this behaviour?
	

	What works to help reduce this behaviour?
	

	What time of day is the resident most distressed?
	

	Has the resident been assessed by the GP?

	

	Has the resident any signs/symptoms of COVID-19
	

	Has infection been ruled out?
	

	Has constipation been ruled out?
	

	Is the resident currently receiving pain relief?
	

	What is the current prescription for pain relief?
	

	Is the resident taking their pain relief?
	

	Have there been any recent medical changes?
	

	Have there been any recent medication changes?
	

	Is there a change in the resident’s sleep pattern?
	

	Is there a change in the resident’s dietary/fluid intake? 
	

	Has he resident had any recent falls or injuries?
	

	Has the resident’s risk assessments been updated.
	

	Have Care plans been appropriately reviewed and updated.
	

	Does the resident engage in activities
	

	Has the resident been involved in any safeguarding incidents?
	

	Is the resident’s family aware of the current behavioural change?
	


	Appendix C             MEMORY SERVICE RESPONSE (SBAR)
		TO RESIDENTIAL / NURSING HOMES
To be completed by Memory Service Nurse on initial telephone consultation  

	

			SITUATION

	Patient Name	
	
	DOB
	

	Presenting Complaint


	





	Duration of Symptoms
	




	Frequency of Behaviours
	                              
1. Less than once a week       4 - Several times a day                                   
1. Several times a week          5- Several times an hour
1. Once a day                       

	Intensity/disruptiveness of behaviours
	1 -  Not at all              4- Very Much
2 - A little                   5 - Extremely
3 - Moderately

	BACKGROUND

	Medical history, recent changes to physical health, recent fracture, current medication







	ASSESSMENT

	Temperature
	
	BP
	
	Pulse
	

	MSSU/Urinalysis
	
	CRP/ESR
	

	What has been done to date









	RECOMMENDATIONS/RISK MANAGEMENT PLAN

	Advice given








	Action taken






	Staff Member
	

	Profession
	
	Date
	






Appendix D
CLEAR Dementia Care © 	CONFIDENTIAL 				CDC 1 

	CLEAR
Dementia Care
	Assessment
	




	Service User Details

	Name
	
	Preferred Name
	

	Date of Birth
	

	Civil status
	

	Language of choice
	
	Communication difficulties?
	[bookmark: s_GI_g1_q9_1][bookmark: s_GI_g1_q9_2]  |_|Yes (please give details)    |_| No


	Interpreter required?
	[bookmark: s_GI_g1_q10_2]|_| Yes (please give contact details)   |_|No
[bookmark: Text409]     



	Current Address

	Address
	

	Postcode
	

	Tel No
	

	Alt Tel No
	




	Next of Kin
	Main Carer (if different from next of kin)

	Name
	
	Name
	

	Relationship
	
	Relationship
	

	Address
	
	Address

	

	Postcode
	
	Postcode
	

	Tel No
	
	Tel No
	



	1. Reason for Referral & Current Presentation

	
	 



















	2. Service User Perception / Distress

	
	 How did this person present during first visit?






Are they able to communication reason/cause of distress?


















	3. Carer/Care Home staff Perception / Distress

	
	 
Family/care home staffs view of reason for distress?



























	4. Cognition

	
	 Is this person orientated to:  
· Time:  	        Yes/No 
· Place:              Yes/No 
· Person:            Yes/No

Is this person orientated to their  - Bedroom:   Yes/No
    - Bathroom:  Yes/No

Does this person recognise family members? Yes/No
Does this person recognise staff members?    Yes/No  

Does this person appear to follow and understand what you are saying to them?    Yes/No
i.e. If you ask what they want for breakfast do they respond appropriately? 	  Yes/No
i.e. If you give an instruction to lift their arms during personal can they do this? 	  Yes/No

Can you easily have a conversation with no real evidence of any difficulties? 	  Yes/No

Can the person communicate their needs and wants to other? 			  Yes/No
	How do they do this? __________________________________

Does this person sit in: communal areas or remove themselves? ________________________
Do they appear to enjoy interacting: on 1:1 basis or with others? ________________________
Do any communication difficulties appear to upset/frustrate this person? If so how? ______________________________________________________________________
______________________________________________________________________

Does this person experience any delusions?  	   Yes/No
Does this person experience any hallucinations?  Yes/No




	5. Emotional and Physical Wellbeing

	
	Consider: Physical health, Infection , Pain , Constipation , Dehydration , Medication , Mood , Anxiety , Other 


How is this person’s food intake managed?
	Independent   Supervision   Ax1 

What is this person’s appetite normally like?
	Good   Fair   Poor   Requires monitoring 

Current weight:______________

How is this person’s toileting managed? 
	Independent   Supervision   Ax1   Ax2   
Is this person: 	Continent of urine Yes/No		Continent of faeces Yes/No
Is this a recent change: __________________________________________________
Is this person prone to constipation? Yes/No	
When was the last bowel motion ___________
Is this person orientated to toilet facilities? Yes/No
Will this person urinate inappropriately?  Yes/No
Will this defecate inappropriately?  Yes/No 
Does this person have any continence aids? Yes/No (Specify)_______________________
Is this person compliant with continence aids? 
	Fully compliant   Declining Assistance   Hitting Out   Vocal   
	Other: _______________















	6.  Activities of Daily Living

	
	 How is this person’s personal care managed?
	 Independent   Supervision   Ax1   Ax2   Not achieved 

Is this person compliant with personal care? 
	Fully compliant   Declines Assistance   Hitting Out   Vocal   Walks away   
	Other:___________________
Are these behaviours throughout the whole task or only during certain aspects? ____________
What is the person saying during personal care? What emotions might they be displaying?
________________________________________
Does the person hold distress following personal care? ______________________________
What is this person’s normal night time routine? _____________________________________
What time does this person normally settle to bed at? _________________________
Have there been any changes in sleep pattern? Yes/No
	If so when did these start________________________________________________
	

Does this person have any Mobility aids? Yes/No (Specify)_______________________ 
How is this person’s mobility aids managed?
	Independent   Supervision   Ax1   Ax2   
Has this person had any recent falls? Yes/No 
Number of falls in last 2 months? _____________

How are falls been managed?












	     7. Activity and Environment

	
	 What would this person’s typical day entail? ______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

Does this person participate in activities?  Yes/No
What activities does this person enjoy? _____________________________

Has there been any recent changes in environment? Yes/No (Specify)_____________________

Is this person sensitive to noise?  Yes/No (Specify)_______________________

Does this person get distressed by overcrowding?  Yes/No (Specify)______________________

Does this person prefer to have their own privacy? Yes/No (Specify)______________________

Is there appropriate signage to room, toilet etc.? Yes/No (Specify)________________________












	8. Relationships

	
	 Does this person’s family visit regularly? Yes/No 
	Which family members attend? ________________________________
	How often would they visit? ______________________
Is this person settled when family are there? Yes/No (Specify)_______________________

Does this person have a good relationship with other residents? Yes/No

Is there a particular staff member this person has a good relationship with Yes/No (Specify)_______________________
If yes, what approach does that staff member use that is different? _____________________








	9. Safeguarding Issues (opened under Safeguarding Vulnerable Adults?)

	
	 






	10. Human Rights’ Considerations. 
Please identify the Rights you have considered during this assessment.

	
	






	11. Capacity Considerations

	
	 







	12. Deprivation of Liberty Considerations

	
	








	13. Considerations 

	
	


Dementia Risk screening Tool completed 

		Date: __________________
		Signature: __________________
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