The following is a reflection of when a Dietetic Assistant Practitioner (DAP) demonstrated person centred practice whilst assessing an individual with dementia 
Upon attending a nursing home to review a resident with dementia it became clear that there were issues in regards to correct documentation.  This patient had previously been seen by a Registered Dietitian who put care plans in place to help reduce the patient’s risk of malnutrition.  This included keeping strict daily food and fluid record charts.  When gathering information, it was evident that some of the care plans were incorrect. Unfortunately, the food and fluid charts were incomplete and the IDDSI levels of Diet and Fluid that had been recommended by the Speech and Language Therapist (SALT) were not documented correctly.  The patient was already at a high risk of malnutrition due to low weight and low body mass index (<18.5kg/m2), has frequent Urinary Tract Infections and also at risk of choking.  Documenting dietary and fluid intake is important to enable a nutritional assessment along with having an up to date care plan with the correct documentation of IDDSI levels as recommended by SLT to reduce the risk of choking and aspiration.  This was a concern due to the patient lacking capacity and therefore unable to make decisions themselves on their care. 
There was a feeling of concern for the patient’s health and wellbeing as none of the plans that were put in place previously had been implemented and there was the responsibility to address these issues to improve the quality of care for the patient.  It made the DAP feel hesitant around reviewing the patient as they were not sure if using the information that they were being providing with was safe for the patient.  The nursing home had only recently changed their documentation to electronic therefore there was the question of had staff been trained properly on the system which made the whole situation extremely frustrating due to the importance of this. 
As the patient lacks capacity due to their dementia they are unable to make decisions about their own care.  It is therefore the responsibility of the nursing home to take action every time or make a decision for that person which is always in their best interest (Social Care Wales, 2022).  Due to the poor documentation and implementation of care plans the nursing home were putting the patient at risk of neglect.  The risk of choking was highlighted which was alarming.  It was important to recognise that the DAP felt confident in their role to identify these issues and address them.  As they were not able to speak with the manager or nurse in charge due to them being in a meeting they contacted the local Nurse Assessors who attended the home the next day to assess the situation and raise their concerns as this appeared to be a safeguarding issue. 
This most definitely highlighted the critical importance of accurate documentation for patients health and wellbeing and quality of care.  Welsh Government (2023) advise that when an individual has a plan in place with regards to their nutrition then this should be monitored closely, reviewed and modified as required.  There were areas for improvement and staff’s failure to recognise this was also a cause for concern.  This incident showed the need for an increased attention to detail with regards to patient documentation and implementing any care plans, and especially for the vulnerable patients.  Poor documentation puts patients at risk, has an increased risk of aspiration and implications on their overall health which could include aspiration pneumonia, GP visits and hospital admissions.  The staff would require training on the electronic system to prevent any further incidents like this.  Continuous attention must be given to inform staff about the critical importance of accurate documentation when at the home, suggesting regular audits and reviews to ensure ongoing adherence to the documentation standards is also important. 
Discussions when at the home with the staff would have possibly given an insight into what the immediate issue was at that time and that is something the DAP would feel confident to do next time along with including SALT in any concerns. 
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