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Multi Professional Communication Sheet
The purpose of this form is to record professional discussions regarding patient/ service users known to one or more services i.e. Person known to DN service who may also have involvement from a Care Provider and known to a Social Worker. This record will be completed and a copy stored in the Individual records of each provider at their base. If Urgent the usual referral process via Single point of Contact/ Duty Social Team should be followed.  
Name:                                                           DOB:               NHS Number:                          IAS Number:

	Care Provider




























































































	Main Concerns
	Action (& by who)
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Checking Pressure Areas:

‘Wash hands prior to procedure
Check the patients whole body from head to
toe
Identify any areas of redness or broken skin
Mark on the body map (image)

If any areas of redness or broken skin are
found — please refer directly to the Pressure
Area Management Algorithm
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Nutritional status
Continence
Mobility status
Medical history.

Tips on checking equipmel

« Check cover intact ie no holes or
tears

« Unzip mattress/cushion cover —
checkinside for any contamination
or damage

« Check pump and tubing for any
damage — pump should be on
correct setting

« Check foam to checkits not
bottomed out

Equipment in place (specify)

Frequency of e
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PATIENT STICKER.

Care Plan for Dressing/Skin Management

Pre Dressing Change

« Ensure the patient s comfortable and near a flat surface to lay out your dressing
pack
Open dressing pack which includes your cleaning materials, gloves and apron. Tip
tems in tray onto sterile paper and flltray with warm water.

A B sure not to touch the inside packaging without using your gloves to

reduce risk of infection

Dressing change:

« Remove previous dressing and look at the wound - noting the look and size — does
tlook any better or worse? If any deterioration, please contact the District Nurse.
« Isthere any odour or change in the fluid colour?
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Wash your hands with pump soap if possible and dry with a
clean towel or paper towel

Apply sterile gloves

Using gauze from your pack — clean the wound with warm tap
water “one wipe per piece”

Cream with - and wash off with
warm water

Spray/Wipe/Soak with

Apply the first layer of

Apply the top dressing for absorption/protection

Apply stockinette/stocking/blue or yellow line
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NHS Foundation Trust





image6.png
How often should the dressing be
changed? (circle as appropriate]

Mon BREAKFAST/LUNCH/TEA/BED
Tues BREAKFAST/LUNCH/TEA/BED

Wed BREAKFAST/LUNCH/TEA/BED

Thurs BREAKFAST/LUNCH/TEA/BED

BREAKFAST/LUNCH/TEA/BED
Sat BREAKFAST/LUNCH/TEA/BED

Sun BREAKFAST/LUNCH/TEA/BED

REMEMBER!
You may be able to see fluid on
top of the dressing
(strikethrough, this means that
the dressing is working corectly.

Ifthe dressing becomes more

than 75% full or mosture can be

felt outside of the dressing, tis
time for a dressing change!
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