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This logbook was completed by:  

Mentor’s name: Catherine Jones……	Mentor’s signature: CLJones    Date: …12/02/2026……………
 
Learner’s name: …Alison Evans……….      Learners’ signature:  A. Evans…  Date: …29/01/2026…
 
 



The content page includes a list of evidence to be collected as part of your portfolio: 
 
	1. Log of supporting documents: 
	Details to include (including criteria):   
	Date of completion:  
	Mentors signature:  
	Appendix / page

	a. An observation of your practice  
	A supporting document from your mentor of your compliance with person centred practice (1.2 & 4.3).
	  12/02/2026
	  CLJones
	Appendix 1 
Page 3

	b. Evidence of reading and learning related to role
	A minimum of 2 examples of your engagement with researching and learning on topics related to your role (8.4).
	12/02/2026
	 CLJones
	Appendix 2
Page 4-5

	c. Log of a wide range of assessments.   
 
	A minimum of three anonymised assessments completed by you, demonstrating a range of skills and tools (1.2).
	  12/02/2026
	   CLJones
	Appendix 3 
Page 6-17

	d. Copy of a recent Personal Development Appraisal Review (PDAR).   
	A copy of the most recent PDAR document completed with supervisor / mentor (8.1 & 8.3). 
	  12/02/2026
	   CLJones
	Appendix 4
Page 18-20

	e. Copies of your recent supervision records.  
	A minimum of two supervision records, demonstrating attendance and contribution to supervision and agreement to actions (4.2).
	  12/02/2026
	   CLJones
	Appendix 5
Page 21-26

	f. A copy of a risk assessments you have undertaken 
	A formal or informal risk assessment that you have completed. This can be a case note entry, DATIX, incident report or an assessment completed due to risks (such as a falls risk assessment) (4.3)
	  12/02/2026
	   CLJones
	Appendix 6
Page 27-31

	g. Examples of any training you have participated in or delivered  
	 A minimum of five examples of evidence that you attended or delivered training within the last 12 months (8.4).  
	  12/02/2026
	   CLJones
	Appendix 7
Page 32

	h. Evidence of your compliance with mandatory training 
	A minimum of 5 examples of your mandatory training compliance over the past 12 month (4.1).
	  12/02/2026
	   CLJones
	Appendix 8
Page 33


***The following pages are where you can start to include your evidence:
Appendix 1 (to be completed by your mentor) - Supporting document: 
	Give a brief description of your relationship with the learner and a typical activity that you have overseen the learner complete:

	I have worked alongside Alison for the last two years, I am one of Occupational Therapist within the  CTT.I have recently started supervising Alison, I have completed many joint visits with Alison, she is very conscientious person who always works in the best interest of her patients. She supports them to work towards their person centred goals, offering education and support in their rehab journey to attain identified goals. Alison is personable, hard working and a valued member of the team and what she is uncertain of she will always discuss with the team beforehand. Alison will always feedback to therapy lead and ask their opinions ot request joint visits if she feels the patient would benefit.



	Does the learner demonstrate the following performance in their day to day practice: 
	· Yes
	· No
	· N/A 
	Signature 

	1. Person-Centred Practice
	

	· Actively listens to patients/carers to understand goals and concerns
	Yes
	
	
	CLJones

	· Adapts communication style to meet patient needs (such as cognitive, language, sensory)
	Yes
	
	
	CLJones

	· Respects patient dignity, respect, and personal preferences
	Yes
	
	
	CLJones

	· Involves patients in decision making and provides clear explanations
	Yes
	
	
	CLJones

	2. Professionalism & Accountability
	
	

	· Arrives prepared, punctual, and appropriately presented for the clinical task. 
	Yes
	
	
	CLJones

	· Follows organisational policies, procedures, and scope of practice
	Yes
	
	
	CLJones

	· Accurately reports and escalates clinical concerns to qualified therapists
	Yes
	
	
	CLJones

	· Accepts responsibility for actions and learns from feedback
	Yes
	
	
	CLJones

	· Maintains appropriate boundaries and therapeutic relationships
	Yes
	
	
	CLJones

	3. Safe & Competent Clinical Practice
	

	· Delivers treatment sessions as prescribed by supervising clinicians
	Yes
	
	
	CLJones

	· Demonstrates safe handling, mobility, and equipment use
	Yes
	
	
	CLJones

	· Uses standardized assessments correctly and ethically
	Yes
	
	
	CLJones

	· Identifies and reports risks (falls, safeguarding, deterioration, environmental hazards)
	Yes
	
	
	CLJones

	· Documents interventions and outcomes accurately and timely
	Yes
	
	
	CLJones
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Review date

Impact of application of learning to own practice and evidence to support this
(how has this leaning affected my practice and how can | demonstrate this?)

It has increased my knowledge and understanding and | will be able to apply it in my
future practice

Further learning needs

Date

I can use this evidence for: appraisal / HCPC CPD / KSF / other*
|_c*Deletendicate as avorooriate)
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Learning from a formal event (e.g. conference, in-service, seminar, study day)

Title of Event
Dysphagia and IDDSI awareness training

Date(s) Venue
20" January 2026 On teams

I Attended (delete as appropriate)

Intended learning outcomes (by the end of this event | will be able to)

To have a better understanding of Dysphagia and IDDSI and how it affects the
individual

Key learning points relevant to practice (what did leam?)
What is Dysphagia? — Dysphagia is the medical term for swallowing. It often includes
difficulties related with feeding and drinking

4 Stages of normal swallowing- Pre oral, oral, Pharyngeal, oesophageal

What can go wrong- coughing and choking, pain on swallowing, respiratory difficuty,
food sticking in the throat

Whatis IDDSI? - The International Dysphagia Diet Standardisation Initiative (IDDSI)
was founded with the goal of developing new global standardised terminology and
definitions to describe texture modified foods and thickened liquids used for
individuals with dysphagia of all ages, in all care settings, and all cultures”
Thickening fluids — The thickness depends on the individual’s swallowing tolerance
and is measured in scopes. From 1 scoop adding a lttle thickness to 4 scoops the
consistency of tomato juice

High risk foods- Are foods to be avoided with swallowing difficulies i.e. Crackers,
bread, biscuits, chewy foods, crunchy, juicy foods (melon)

Plan for application of learning into practice (what am | going to do with this leaming?)
When working on the stroke rehab ward | will be aware of the IDDI scale and what it
means when writing above a patient bed and in their personal plan.

1 will also be aware they are having thickened fluids so should they be carrying out
Physio in the gym | must not offer them a drink of water and remember to bring their
thickened drink with us.

Date 20™ January 2026

Review date N/A

Impact of application of learning to own practice and evidence to support this
(how has this leaning affected my practice and how can | demonstrate this?)

This has not affected my immediate working practice but | have gained knowledge
and be more aware of the importance with patients having thickened drinks when
they have difficulties in swallowing. Also, in the future should | have a patient in the
Community with swallowing difficulties | will be able to give some advice and sign
postirefer them to SALT

Further learning needsN/A

Date

I can use this evidence for: appraisal / HCPC CPD / KSF / other*
(‘Deletefindicate a5 appropriate)
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SUBJECTIVE ASSESSMENT [ T R e p——————r—
° Gnesracae SR i e S o B hes 3 ek
‘episodes/general 'shower and requesting a shower chair to support:
Assessment Completed by Date: appearance/medical with showering. Additional Pt may benefit from
status etc) Why does having a WZF to assist with mobility.
tson vans sapsyons e etk needs
fitey Request for char asers, showerchle and W2F
e recanty decinea  hostl e
Location Date & Time :Eﬂ and current medical | pt is currently under investigation for stomach
oy iy
own home 2571172008 1330 (Regtest isor rom 67
Theran Role Baned Consensganed? e ———
s the patien e or
Yes® No[) Yes® No[] o peont eariu ot

Detais of those present on Assessment

w>
ighter
Allson Evans Therapy Assistant Practitioner (ATP)

What matters to you?

- What are the things that you do that are important to you today? - What can
You do yourself that helps you to o the things that are important to you? - What
can 1do to help you today?

To be able to mobllise safely between bed and chalr In re located bedroom in
Ps conservatory.
To be able to complete bed transfers and repositioning with ease

Provide WZF and Bed lever

Details

History of presenting Pt is experiencing poor mobility and reports.

condition ‘generall feeling unwell with low energy. Pt has a
history of back pain, which s exacerbated by her

fallng? How many falls
in past 12 Months? Would
the patient like to
complete the
Multifactorial
Assessment?)

Medication Citalopram.
(Does the patient require.

support with
‘administering/prescription
Collection? Method of
administering: (.g.
dosset/blster pack/MAR
chart))

Please detall MDT
involvement

(i applicable)

MAKING EVERY CONTACT COUNT (MECC)
Has this patient been screened for Lifestyle issues s per the MECC Campaign?
vesO NoRl

Any Lifestyle issues as per the MECC Campaign Identified
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Titestyle Taentified Briet Advice | Referralto Godormal ana
Questions. Given Specialist formal)
Servies Lefsure and | No information provided
Physical Activity  |YesJ No O YesO NoOJ Yes[J No[J mﬁﬂm
Smoking YesO NoOl  |vesO NoJ  |YesO NoOJ Teone e
Alcool YesO NoO  [YesD Mo |YesO NoOJ s, shopping
gt Vo0 w0 e WO [ved o Hearing o nformation provided
ot el Ve 0 WO e D WD Ve D WO
being and Mental
Heaitn Vison o nformation provided
Comments
Speech Pt only gave single word answers when she did engage
OBJECTIVE ASSESSMENT Sensation | No informaton provided
Detai
Respratory | No informaton provided
Environment. ‘Owns house function
Property (e.g., | Enablement commenced 21/11/25 x 4- 7am-11.30-5pm-
tenure,type of | Spm
covee ey | Noperdent ala- Ania reported, Ceri referrr was starting Bladder and | Doubl Incontinent reported by Ania, possbl due (0 P not
ste, l;amam Deep step into conservatory. bowel function :m::m ‘and declined offer of support when carers are
= Sicpa at front of door res
Level access throughout the indoors Pt now wesring incontinent pants
Social Lives alone
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Tissue Viabilty | Discussion with regards to poor personal hygiene and solling Indoor Pt was observed to mobilse with a WZF from chair to bed
(etasof | coviead o breakown of sin ntegriy and pressure sores ooty during the vist with a reciprocal gait.
pressure re s there a
Safer Handling
Affective: ‘Anita reports Pt has been taking antidepressants for ++ plan in place?)
(Mood, Years Outdoor Pt currently not accessing the outdoors.
motivation, mobility
anxiety,
confidence,
behaviour) Bed moblity | Hospital bed was delivered this morning
Cognition No information provided Pt was able to complete bed transfers with some support to
(Memory, It lower limbs onto the bed and guidance on bridging
rintatn, technique to complete repositioning
t
attention, Postural needs | pt was able to retain Independent sitting balance on commode
comprehension, (Eg,lying, | chair
problem siting,
Solving) alignment)
Exercise No information provided Sittostand | pt wasn't able to complete STS transfer on first attempt and
tolerance and (Movement | required AO1.to faclltate battom to front of chair and
fatigue pattern) ‘complete STS to WZF as fatigued. Pt independent STS from
(Include details ‘commode by pushing up on armrests into standing to WZF.
re: sieep Pt was able (o shuffe her bottom to edge of chair herself and
pattern, sieep ‘completed STS with minimal assistance to WZF when low
hygiene) chair was swopped for higher winged back chalr.
Pain No pain reported Sendng Not formally assessed
(Tinetti,
BERG)
Nutriton. ‘Anita reports Pt has lost a great deal of weight over past Gat and a reciprocal
(Swallowing | months, possible due to suspected stomach cancer Pt mobllised with the W2f end o reciprocal gat
difcultes,
recent
fluctuations in
fireeiy Stairs Pt not accessing the stairs and Anta reports Pt has slept on
the sofa in the conservatory for past 3 weeks.
MOBILITY | Detalls Headand | Good ROM observed during transfers
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Trunk ‘Good ROM observed during transfers (Stari, bath
" i, wheelchair
ety
Upper imb | Good ROM observed during transfers
function FUNCTIONAL | Details
ABILITIES (incude method, speciic level of assistance and/or
equipment used)
Lower I | Good ROM observed during ransters Tolet hygiene | Hos commode and requires support to complete transfers
netion (include night- | pt has been declining the support from carers to assist
time tolleting) | with toileting
Washing PL now requiring support to complete as fatigued
upper/iower boc)
TRANSFERS | Details ppe/ower body
(incude specific equipment used, leve of assistance required
and methoc)
4 method) Dressing ‘Anita reports Pt hadn't changed her cothes for several
bed Hospita bed was delivered this morning (ays 25 sl In the same cothes she eft har n 3 caye
Pt was able to complete bed transfers with some support to before.
i ower limbs ont the bed and guidance on bridging P now requiring support to complete as atigued
techniaue to complete repositoning
Undressing Pt now requiring support to complete as fatigued
Tolet Pt currently using 2 giide about commode
Bathing/Showering | Shower cubicle with 6.5" step up
Chair Pt wasn't able to complete STS transfer on first atempt and 217 square base.
required ADL.to faciltate battom to front o chair and
complete STS to WZF as fatigued. Pt ndependent STS from
ommade by pushing up on amrests into standing to WEF. Srooming
Pt was able o shulfie her bottom to edge of chair hersef and roning
completed STS with minimal assistance to WZF when fow Sainreeth stc)
chair was swopped for higher winged bac chair.
Gor Eoting “Anita reparts Pt had eaten a 1/4 plece of toast with g9
and some tn fruit
Gther Drinking Drinking very Iitte reported
Several drinks -tea, juice and water were on a small table
by Pt curing the vis with small amounts taken.
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Meal Preparation | Anita and carers

Other important
tasks which are

personal to the
patient

Analysis

P appeared alert, orientated and low In energy. Pt reluctant to engage in
conversation and eclined all support offered at firt without allowing therapist
t0 explain the benefits. Pt 4 days into POC and not accepting their support,
resulting in Pt being incontinent and lying in own urinefaeces. Pt issued with a
WZF during assessment and would benefit using it daiy to mobllise between bed
and chair and use the glde about commode to transfer further distances to the
bathroom to reserve her energy. Request made on referral form for a shower
chair; however, Pt would benefit having strip washes sat on commode in the
bathroom s low in energy and fatigued. Pt also at risk of falls when accessing
the small shower cubicle due to 6.5 step Into cubicle base. Pt now has a
hospital bed and wouid benefit having a bed lever to support with transfers,
repositioning and lifting lower limbs onto the bed. PLs chair swopped for higher
winged back and Pt was able to complete STS transfers with minimal support.
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(please specify outcome measures used and provide details on how each goal was
achieved or not)

Provided WZF and Bed lever

DISCHARGE SUMMARY

Discharge Summary
Please detail the reason for referral, summarise all assessments, interventions,
outcomes and outiine any follow up recommendations. INFORMATION - THIS IS
TO BE COPIED INTO A DISCHARGE LETTER AND SENT TO PATIENT, GP, AND
REFERRER WHERE APPROPRIATE.

You were referred to our service s It was reported you were experiencing poor
mobilty and generall feeling unwell

Following Initial assessment, you agreed to having a WZF and a bed lever fitted
to the hospital bed that was provided by the district nurse. A giide about
commode was also provided.

Following my conversation with your daughter last week she reported you are
now end of life and no longer require Community Therapy support.
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Maintain mobility and progress from WZF to walking stick/independent?
Provide daly lunchtime support from Rehab team

For RTA to support with mealtime prep, encouraging Patient to complete as.
much as possible

Encourage Pt to use WZF caddy to transport drink/food to/from itchen
table/lounge

Date:
03/11/2025

Location Date & Tme

Own home 03/11/2025 10:00

Therapy Role Explained Consent gained?

Yes® No[] Yes® No[]

Detais of those present on Assessment

 Patient
ghter
Ts0n Evans Assistant Therapy Practitioner (ATP)

Details
History of presenting Pt fll -right pubic rami fracture, soft tissue
condition ‘damage to right ankle and right knee. Pt was in
(Including admission RSH for 4 weeks and off her feet for 1 week. Pt
dates/acute discharged on 25th October 25.
episodes/general

appearance/medical Pt was independent previous to fall and now
status etc) Why does | mobilising with a WZF. Pt would like to progress
the patient need her mobillty back to baseline with being fully
therapist? independent.

Pt was discharged home with a WZF and caddy,
raised tollet frame, static commode, perch stool
‘and Repose cushion

What matters to you?
- What are the things that you do that are important to you today? - What can

You do yourself that helps you to o the things that are important to you? - What
can 1do to help you today?

Past and current medical | Previous thoracic spine fracture,

history Osteoporosis
(Request History from GP | Epilepey
¥ necessary) Abnormal iver function

Subchondral sclerosis and osteophyte
June 2021 fractured Li-L4.

Pt would ike to progress her mobilty back to baseline with being fully
independent unaided and accessing the outdoors to attend her craft club,
Shopping and access the community.

To be able to complete safe bed transfers

To be able to access the shower safely

To be able to complete mealtime prep back to baseline:

Order bed lever
Refer to Care and Repair for grabrails

Falls Pt reports she has miss placed her feet on several
(Has the patient fallen or | occasions resulting her faling over.

is the patient fearful of | Pt reports her last fall was due to poor orip on her
falling? How many falls | slippers and falling in the bedroom causing right
in past 12 Months? Would | pubic rami fracture,

the patient like to Pt reports unable to bend over or put head back,
complete the resulting in dizzy spells that may have caused her
Multifactorial to fall- BP checked In hospital and no concerns
Assessment?) raised

Medication Buprenorphine seven day patch 10mg

Diclofenac sodium gel 1%
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(Does the patient require | Lansoprazole 30mg Emotional Well  |Yes(] No[J  |Yes(] NoJ  |vesO No(J
support with ‘Alendronic acid 70mg being and Mental
‘administering/prescription | Atorvastatin 20mg Health
collection? Method of Citalopram 10mg
administering: (E.q. Colecalciferol 800mg Comments
dosset/blister pack/MAR | Fostair Nexthaler 100mg
chart)) Lamotrigine 175mg
Levetiracetam 750mg
Naproxen 250mg
Fultium- D3 800 unit.
P——— OBJECTIVE ASSESSMENT
involvement
(if applicable) ==

own's bungalow
1 step into property at front and back door with bilateral
‘grabrails at back door only

Falls alarm process started by daughter

MAKING EVERY CONTACT COUNT (MECC)
Has this patient been screened for Lifestyle issues s per the MECC Campaign?
YesO No R

Any Lifestyle issues as per the MECC Campaign Identified

e No Lives alone
YesO Noll Family detals | Daughter Jane supporting Pt at present time

(iving NopOC
Uifestyle Domains arrangements).

Gre

armangements
Lifestyle Tdentified Brief Advice | Referral to informal and
Questions Given Specialist. formal)

Service Leisure and | Previous to fall Pt was completing her own shopping,

Physical Actvity |ves] Mo |YesO) Mol |YesO NoOJ Productivity | attanding a weekly craft cub and walking outdoors

(Work, driving, | Previous to hospital admission was completing all housework
Smoking YesO oD [YesO oD [YesO Mo hobbies, and shopping independently

interests, Ife | Attend weekiy craft cub
ool YesO NoO  |YesO ol [Yes T Nod s hopping
Weight YesO o0 |YesO o0 [YesO Mo Hearing ‘No concerns reported at present time.
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Vision

Wear glasses to read

Exercise
tolerance and

Pt reports sieeps well
Pt very fatigued at present time following discharge and

fatigue recent sickness and diamhoea
(Include details
Speech 10 concerns reported at present time e sieep.
n ported at present e
Bvaieney
Pein "Has patches and takes paracetamol to manage the pain-
Sensation | No concems reported at present time
» Pain reported in ight hp and behind right knee only
o ‘No swallowing diffculties raised
Respirotory | Astnma wallowing
function Gifcities,
recent
Tuckuations In
Bladder and | Bladder - reports to pass very il urine throughout the day. welght etc)
bowel function | Bowel- Recent sickness and diarrhoea- ast oose bowel
reported as yesterday
Otherwise no concerns raised WoBILITY [ petais
Tissue VIabilty | No concerns reported at present time Indoor Curently using a WZF
(Detais of " | Siin intact reported mabilty Previous Independent. unalded
preseure relir) (s there a
Sater Handiing
(Affectve Pt reports o be low In mood s Iikes to be outdoors and plan n place?)
(Moo, Independent. Outdoor Previous to fall P reports she was fuly ndependent- unalded
motiation, | Daughter reports Pt has bouts of eeling low and on mobiity
amety, medication
Conndance,
behaviour) Bed mobilty | Double divan high bed
Cognition ‘No concerns reported at present time. Pt reports to fee! unsafe when getting out of bed due to dizzy
(Memory, Spells when she bends forward
orientatin,
insight, Postural needs |t was observed during the assessment to be Independent
attention, (E,ing, | with her sting balance
comprenension, siting,
problem algnment)

solving)
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Sit to stand Pt was observed during the visit to be independent with STS. Pt reports to feel unsafe when getting out of bed due to dizzy.
(Movement from higher chair with using her hands to push up from ‘spelis when she bends forward -order bed lever to support
patten) armrests into standing. ‘safer bed transfers
P Used e hands o ower hrsel into chair
et po
Standing | Ptwas obsered during the vt 1o independently stand with 2 rlsed tollet sat
balance light touch on WZF and hands free for several minutes during
(nets, | theiat.
BERG) concerns rased during the v
) No raised during the visit Chair Pt was observed during the visit to be independent with STS
Gait. Pt was observed to mobilise with a WZF with a reduced from Nq"ﬁ;ﬂd':;':im using her hands to push up from
eciprocal A patter durng the Vst armrests ing.
e " Pt used her hands to lower herself into chair
Car concerns ‘and managed car on e
e oy o reported and managed car transers on dischard
Other
Heagand | ot formaly assessed. ottt bath
neck PLreport not able o extend her neck without feging dizzy i, wheeichair
etc)
Trunk Not formally assessed.
FUNCTIONAL | Details
ABILITIES | (include method, speciic evelof assistance and/or
ent
Upper limb Not formally assessed. Sl =)
finction Tollet ygiene | Pt reports to be independent wit al tllet hygiene apart
(incude mght- | from pastfow days when severe darrhoes and requred
time tolleting) her daughter to support
Lower T | ot formaly assessed. Currently wearing pacs due o diarrhosa
function Washing Perch stool to support with strp wash
upper/lower body | pt reports to be independent with washing her upper body
and i and requires suppor to complts lower Tmbs
and back
TRANSFERS | Details Dressing P reports to be independent with dressing and manged to
incuce specific equipment used, levelof assistance required complete this morning or the fis tim since discharge
and method)
Bea Double divan high bed
& Undressing Pt reports to be independent with un dressing
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Bathing/Showering | prior to fall Pt reports to be independent vith accessing
the shower

12" Step into shower cubicle- Pt would benefit having x 2

grabrails to support with shower transfers following

recent recovery from pubic #

Grooming P reports to be independet

(Brushing o

Raireetn ec)

Eatng P reports to be ndependent

Drining P reports to ik 34 smallcups of tes. P sdveed 1

increase flid level as recommendations state 6-8 per day

Meal Preparation | previous to fall Pt was independent with all meal prep

Pt now relying on her daughter to provide lunchtime:
Support. PYs daughter going back to work on Wednesday
and concerned her mum willnot be able to get herself
meal mid day.
Pt managed to get some cereal this morning with
daughter getting the bow and cereal box out of the
cupboard. t managed to make a cup of tea
P daugnter going to try and contact Meal on wheels
again today

Other important
tasks which are
personal to the

patient

Analysis

Pt appeared alert, orientated and looked very tired during the ViIt. Pt
independent with her chair transers, has  raised toilet seat in situ, a perch
Stool to complete strip wash and a commode for ight time use. Pt reports to be
Independent with her bed transfers but not stable when first getting out of bed
as her bed is high off the floor and she can feel dizzy when first completing STS.
Pt would benefit having a bed level to support safe bed transfers. Pt has a.

Shower stool and an adjustable step to access the shower. Since her discharge
from hospital Pt no longer able to access the shower cubicle as unable to
complete shower transfers due to 12" step up into shower cubicle and would
benefit having some grabrals to support with this. Pt came home with sickness
and diarrhoea and has required the full support of her daughter since her
discharge. Pt's daughter returning to work (Nurse) this week and raised
concerns with regards to the support required for mid day meal prep as unsure
how Pt wil manage. Pt advised to priortise functional activities at present time
due to fatigue, mobilise around her bungalow regular to maintain her mobilty,
increase flud intake and eat small meals regular to increase energy levels. Pt
managed to wash, dress and get her own breakfast this morning, cereal and
bow left on worktop and Pt made a cup of tea.
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(please specify outcome measures used and provide details on how each goal was
achieved or not)

Bed lever tralled
Referral to Care and Repair for grabrails in shower cubicle

DISCHARGE SUMMARY

Discharge Summary.
Please detail the reason for referral, summarise all assessments, interventions,
outcomes and outiine any follow up recommendations. INFORMATION - THIS IS
TO BE COPIED INTO A DISCHARGE LETTER AND SENT TO PATIENT, GP, AND
REFERRER WHERE APPROPRIATE.

You were referred to our service following a fall at home, which resulted in right
pubIC rami fracture, soft tissue damage to right ankle and right knee. You were
discharged home from hospital with a WZF and caddy, raised tollet frame, static
‘commode, perch stool and Repose cushion.

Following Initial assessment, you highiighted the following goals:

+ Tobe able to complete safe bed transfers.

o be able to access the shower safely

= To retum to baseline with being independent (unaided) with your mobilty
You agreed to traing 2 bed lever and and exercise programme was provided
with weekly follow up VISts to review your mobilty.

A referral to Care and Repair for grabrails for you to access the shower cubicle
was submitted, to which you declined at a later ate.

Following our conversation yesterday you reported you are mabilising around
your home unaided and have only been outdoors onto your drive a couple of
times with someone present to practice outdoor mobilty with x 2 walking sticks,
due to the weather.

You agreed that the above has been beneficial to you and you feel able to self-
manage your recovery.
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Case Notes Summary

ate Of Summary 29/1/2026
erson Name person d NHS Number Connection
ate 06-1an-2026 08:00 Case Note
ubject Community therapy vsit RE: Initial Ax
6/0/2026 10am

Present Pt and Alison Evans Assistant Therapy Practitioner (ATP). Verbal consent gained and no risks
ighlighted.

t referred for a MFA by family member and was not aware of referral but agreed to continue once ATP
xplained the concern raised on referral form.

/4 intial assessment not completed as no onward referral to Community team required.

ee MFA in attachments.

t reports he has stage 2 prostrate cancer and has declined treatment. Already had bowel cancer and had
art of his bowel removed and large polup by his liver.

t reports his daughter and has a cleaner completes the housework, does online shopping and still drives.

)- Pt answered the door and mobilised through the kitchen, ascended x 1 step into hallway and
ndependently sat on single sofa chair. Pt independent STS from chair and mobilised around his home
ndependently with a reciprocal gait unaided. Pt ascended the stairs with step too and reciprocal gait
olding both sides of banister rail for first part of split tairs with small landing and desended with step too,
eading with right LL and leaning on right side wall as no banister rail on upper part of split sairs.

t has a bathlift he uses in the shower and declined ATP exchanging it for a shower chair. Drop down hand
ail next to toilet, not currently using as in the property when he moved.

\- Pt appeared alert and orientated. Pt has COPD which is impacting on his ADL's and ot currently able to
ccess the outdoors due to the cold weather increasing his SOB. Pt was really struggling for first part of visit
vith SOB but once sat down and rested for 20 miuntes his breathing improved. Pt independent with all
ransfers apart from struggling to ascend/descend the stairs, partly due to SOB and arthritis in both knees.
t has split stairs with small landing in between and would benfit a second bannister rail on second part of
tairs to complete safer stair transfers. Pt's family have moved a bed downstairs to the lounge and Pt has a
fown stairs toilet, however Pt's shower is located on first floor. Pt advised to complete strip wash at
itchen sink to reduce the times he s required to use the stairs as at risk of falls. Pt reports to frequently
rip over and was observed several times during the visit to complete STS quickly and mobilse straight
way without pausing, resulting in slight wobbly and could result in falls. Pt advised to take a second or two
when completing STS transfer to reduce falls. Pt concerned about his memory but declined an onward
eferral. Pt advised to use a gentlemans bottle for nightime use s vist to toilet 3-4 each night to reduce
isk of fals. Pt offered and declined LL stengthening and balance exercises due to on going knee pain as
waiting bilateral knee replacement. Pt declined pendant and referral to the memory clinic eventhough he
s anxious about both.

- Complete Care and Repair referral for 2 bannister rail
/c out next week to check i if any further in going needs highlighted and possible discharge

reated By ‘Alison Evans - OT Technical Instructor

se!hssn.mwﬁx- Page 10f2 29712026

reated By (1ob Title) OT Technical Instructor
ctivity Owner ‘Alison Evans - OT Technical Instructor
ctivity Key Team PTHB - Community Therapy Team North Powys

eferral Number CAS-2550531-Y8IIN1
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Case Notes Summary

Date Of Summary 10/12/2025

Person Name person Id NHS Number Connection
Samuel Barker

Date 08-Dec-2025 10:00 Case Note

subject Community therapy visit

- Verbal consent gained. present - John (pt), Allison Evans (ATP), Kaira Wringe (O Student). Son present
in the home
When stood pt stated "im weeing", pt wearing a pad

0-John lying in bed on arrival
Observed weeping open wound on right lower leg, when asked pt's son stated DN's had been yesterday
and bathed the wound "taking off dead skin”

Lying to sitting with minimal support of 1 on first try, pt leaning to left and unaware of this. When ATP.
assisted balance to midiine pt stated he felt ik he was "on the floor"

John able to shuffle to edge of bed independently with verbal prompts

3x it to stand with assistance of 2 from bed to WZF, pt leaning full weight into ATP on the left side.
Originally stood with flexed knees but could straighten with prompting

John maintained standing balance independent with WZF for 2x 30 secs, required guiding for right hand to
wzr

Once standing with hands on WZF John could weight bear independently however was stillleft leaning,
John unaware of this

2x side steps to the left to achieve better position on the bed with physical prompts (ATP tapping leg)
Assistance to take shoes off. John independently able to lft legs to support and swing them over onto bed
with verbal prompting.

Able to move legs across on bed and bridge to be in the middle of bed with verbal prompts, John asked to
be propped up more upright with pillows

A- Leaning heavily to left side without awareness. Putting weight into ATP stood on the left when doing sit
to stand, could then maintain standing balance independently with WZF.

Sit to stand improved with practice - 3 total. Able to adjust position on bed with minimal support of 1and
verbal prompting

P~ Therapy team to continue with plan, gloves needed due to open wound

Written by Kaira Wringe (OT Student), countersigned by Alison Evans (ATP)

Created By Kaira Wringe
Created By (lob Title) Student Occupational Therapist
Activity Owner ‘Alison Evans - OT Technical Instructor

Key Team PTHB - Community Therapy Team North Powys
Referral Number CAS-2568279-T7D204
Referral Key Worker PTHB - Community Therapy Team North Powys
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Personal Details — Information on this page needs to be recorded on ESR

Name: Alison Evans

Review Type:
[ Performance Appraisal - Annually
New starters within 4 weeks of starting,
they will have this at the beginning and end
of the year.

1 Review - 90 day conversation

[ Review - 90 day conversation

Period Start Date:10/05/24

] Review — i iii conversation

Job Title: Assistant Therapy

Practitioner

When recording the appraisal or review
on ESR, please select the template: 070
KSF Review (for the purpose of recording

only )

Period End Date:

Increment Date

06/09/2024
Date of 1t_90 day Review
conversation (2)

24/01/2025
Date of 2¢_90 day Review
conversation (3)

09/04/2025
Date of 3¢_90 day Review
conversation (4)

Date of 12 month 07/05/2025

Performance Appraisal

This needs to be carried out 6
‘weeks before the Increment
date.
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Option 2(Tool 2 — Spe:

ic Questions

ABOUT YOU

The PADR is an ideal opportunity to have a conversation using the topics on the previous page to help both parties understand how

the person is doing

their role and how their behaviours reflects the orga

What is going well in your job?

What is not going so well in your job?

I have now been in my current role for 12 months and I feel everything
is going well. T feel I have fitted in with the team and very much a team
player, taking on new challenges as and when required.

My knowledge with regards to Physiotherapy has increased over the year
from completing modules in my induction booklet, in house and self-
learning and by attending joint appointments with my Physio's and ATP
colleagues.

I have increased in confidence with issuing and setting up equipment to
meet the needs of my patients

1 have adapted my approach and feel comfortable when carrying out new
assessments and issuing some HEP's. However, when unsure I am happy
to seek advice from my colleagues with regards to Physiotherapy
intervention and progressing their plan.

Over the past couple months service pressures have increased due to
staff shortness's/new staff members and I feel I have taken this in my
stride and developed further within the team, helping and supporting
when required.

Over the past 12 months I have had a varied caseload of patients, keep
on top of my caseload with regular reviews of HEP's and discharging Pt's
in a timely manner.

1:am up to date with all my mandatory training and have some parts to
work through my induction programme

1 was hoping to complete my induction booklet within the 12 months but
due to staff shortages and service pressures I still have some parts to
finish.
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Individual SMART Objectives - This helps achieve the service and team objectives in order to deliver
the Health and Care Strategy. These should be a minimum of 3 and maximum of 5
Specific - Measureable - Achievable - Realistic - Time-bound

Objective

To continue with Increasing my knowledge
and understanding of the different conditions
that are referred to our service.

Respiratory

g on the different
conditions and reading up on each
condition

Spending time with wider MDT for
example Neuro Team, Respiratory
Team.

Measure and
Outcome

Attend in house trai
access reading materials.

Reflections

Met with Respiratory
OT and Cardiac
Rehab Physio
(attended Rehab
Cardio group)

Talk by Parkinson's
nurse Jane. post-
thrombotic
syndrome

Further increase my knowledge and skills
with physiotherapy assessments,
terminology and techniques used to provide

Physio intervention.

In house support, access any reluvant
training/materials and carry out
assessments

Joint visits with members of the team
1-1 supervisions

Complete reflections -verbal/non
verbal feedback

Completed
compancy:Movement
and movement
terminolgy,

Complete my competency booklet

Work throught competency booklet
supervisions

visits to observe activities and

Home fast ax,
Movement and

role.

its then gaining verbal and non movement
Reading up on research/attending | verbal feedback and reflections. terminolgy,
any training
‘Attend in house or an external Complete reflections and feed | Fatigue
Attend any reluvant training to enhance my | learning course back to the team management,G;

analysis, Fraility,
Gadgets and
adaptations for

adults with Arthritus
and Assistive
technology (sensort
mats, door alarms,
pendants) Reg flags,
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Al my mandatory training is up to date and external learning added to ESR. In April I am booked on Ask and Act and Care

and Repair training.

Since returning to work in January following a planned operation, I feel I have settled back into the team and up to speed
with my caseload. I continue to have a varied caseload of patients, and I am keeping on top of my caseload with regular
reviews of HEP's and discharging Pt's in a timely manner.

Since my last 90 day I have completed a live supervision with Ellie, OT.

Objective 1- Post-thrombotic syndrome (Self learning), Cancer sign and symptoms, Safeguarding update

Objection 2- I continue to seek advice and support from the Physio and request joint visits when I'm unsure of a Patient’s
condition/treatment plan.

Objection 3- Completed my competency booklet- motivational training

Objection 4- I continue to attend any reluvant training to enhance my role and increase my learning and understanding.
I also request to go on joint visits with the OT/Physio if I know they are going out to see Pt's with conditions I've not come

across or different equipment needs i.e specialised seating

g available through the health board at present.
ison identifies when she requires advice from qualified staff and feels comfortable to ask the team.

ison feels happy with her caseload, managing diary and time efficiently.

Discussed current changes within the service, Alison feels happy with this and has offered to work overtime some weekends to

support the service.
Alison is due to commence her level 4 course in September which will support to inform and enhance her practice.

Alison Evans

Signed - Employee

R.S0
Ellie Pierce
Ruth Southan

09/04/25

16
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Live Supervision

POWYS TEACHING HEALTH BOARD

Therapies and Health Science: Live Supen

Addysgu Powys

NHS | row Teshiog

ion (formerly observation of practice)

Name: Alison Evans

Designation:
Assistant Therapy Practitioner

Date of Live Supervision:
10/12/25

Is there evidence of problem solving?

Name of Supervisor/ observing
Clinician: Eleanor Pierce

Designation of Supervisor/
Observer: Occupational Therapist

‘Action from previous supervision?

None identified.

Appropriate management and
balance of risks

Consider: Awareness of risk factors prior
to session, risks during the session,

positive risk taking,
Did the risk benefit conversation take

place?

‘Alison was aware of risks prior to visit — discussed patients leg wounds and
wearing gloves.

Alison encouraged positive risk taking throughout visit, promoting patient to
attempt sit to stands,

Description of session:

Please include details of activity observed and brief patient background

Patient was referred to community therapy team following becoming ‘off his feet’ due to chest infection. Patient was
previously independently mobile around his home, but since chest infection has been struggling with transfers. Patient was
seen by OT and ATP last week to complete initial assessment. Alison has been viiting daily this week to provide rehab to
support patient increase independence with his transfers and mobilty.

Clinical Reasoning and Reflection
Ability to reflect on session and make
sound decisions:

Consider:

patient goals,

best practice,

delegation of tasks, follow up,

was there clear evidence of clinical
decision planning for next steps,

evidence of consideration of Best Interest
if appropriate are safeguarding concerns
identified?

Alison discussed follow up with patient to continue daly rehab to support
patient to progress his independence with transfers and mobiliy.

Preparation

Have appropriate preparations been
made for the assessment / session?
Eg.,is content and format of session in
line with patient goals, are
equipment/resources in place,
Arrangements for others to attend,
environmental considerations,

Alison planned visit with patient the day prior, reports patient s happy for
therapists to visit to continue daily rehabilitation.

Alison reports patient lives alone and s aware she can access property via front
door being open. Alison reports carers visit 4x times a day to support with
personal care and meal preparation.

Value of session for patient /

carers / clinician
What were the patient and therapist
outcomes of this session?

To continue rehab to support patient with sit to stands, pivo transters to
progress to baseline mobility — mobile with WZF.

Communication

Consider all aspects of communi
How Is the session introduced?
How are instructions communicated?
Active listening skills?

Use of gesture/touch?

Aware of nonverbal cues of patient/
others, how Is the session concluded?
Was the examination / procedure
explained? Was consent obtained?

ion:

‘Alison explained that patient is partially sighted, therefore is adapting her
communication to meet his needs

Alison explained reason for visit to patient prior to continuing with visit and
ensured she gained verbal consent before proceeding.

Alison verbally prompted patient where to move to when engaging in rehab.
Alison ensures she provided clear and direct verbal prompting. Alison used
touch to guide patient to arms of commode when completing sit to stands and
supporting patient to turn wheeled Zimmer frame in the correct direction.
Alison demonstrates how effective communication supports trust and
motivation for this patient.

Documentation

How was the session /
recommendations/clinical reasoning
recorded in detail and in line with
professional standards?

Is consent clearly documented?

Is there evidence of subjective and
objective assessment recorded

Are there discharge plans documented?

Alison completed case note within a timely manner following the visit. Alison
completed case note using SOAP note format. Alison recorded verbal consent
gained clearly. Alison captured the visit very well in her notes, ensuring her
notes were detailed including a thorough analysis. Alisons notes have improved
since last note audit, she has demonstrated development in her analysis writing
being able to pick out key points where the patient has progressed or has
struggled with the task.

Patient centred goals
How does the session,

inform /link to patient's goals for their
treatment?

“The session is linking to patients’ goals as it is supporting patient to progress his
transfers and mobility.

Summary and Conclusion

What was done particularly well? Did the session identify any areas for development or learning needs? Is the practitioner

considered safe to practice?

Please include any other comments/feedback that have not been addressed by previous sections.

Alison adapted her communication style to meet the patients needs, demonstrating person centred care. Alison sed touch
and vocal description to guide patient through the rehab session. Allson was encouraging throughout, ensuring patient was
‘happy with the plan and happy to continue to engage. Alison identified when patient needed to stop engaging n sit to stand
practice as becoming fatigued. Alison also listened to patients wishes to rest. Alison conducted a good session, demonstrating
‘how communication impacts building a good rapport.

How was the assessment
/intervention carried out?

Was there clear occupational focus to the
session, promotion of function, wellbeing,
and independence?

‘Alison promoted independence throughout visit, verbally encouraging patient to
complete as much of the task as he could. Alison used motivational language to
encourage patient.

Action Agreed
/s
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Therapies and Health Science: Live Supervision (formerly observation of practice)

Date: 10/12/25

signature of Observing Clinician:

Clinician Reflection
Eg how did this session, and the conversations and feedback contribute to your ongoing development and learning?

What will you do differently as a result?

nt due to him being blind.

et the visit went well as | was able to adapt my communication to meet the needs of the pat
Ielt my clear short instructions and tactile guidance contributed to the session going well as the patient was able to
engage in rehab as he trusted me and understood exactly what was being asked of him.

Date: 17/12/2025

signature of Clinician:_Alison Evans
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n (formerly observation of practice)

Name: Designation: Date of Live Supervision:
Alison Evans Welshpool hospital 24/02/25

Name of Supervisor/ observing | Designation of Supervisor/
Clinician: Ellie Pierce, OT Observer:

‘Action from previous superv
No action

“Arrangements for others to attend,
environmental considerations,

‘Alison was well prepared for the visit, she contacted the patient and
patient's sister-in-law prior to visit to gather appropriate
information and gaining verbal consent to complete visit. Alison
made arrangements with patients' sister-in-law to attend visit,
gaining verbal consent from patient to do this. From liaising with
reablement team, Alison identified need for additional equipment
and demonstrated good organisation skills by bringing these to the
visit. Alison spoke with OT EP prior to visit to inform OT about
patient and update OT with current involvement. Ellie Pierce OT
05.03.25

ion of session:

Please include details of activity observed and brief patient background

Initial Ax carried out following request for a 4WW following Pt's discharge from hospital as he fell into a ditch and
sustained head, neck and chest injuries. Following Ax Alison deemed Pt high risk of alls as Pt requesting walker to
access the outdoors to mobilise to the family farm uphill, up a narrow lane. Pt also reported her had fallen ++
times of late. During Ax Pt was unable to carry out STS from low chair. Due to Alison’s recent return to work
following Operation she decided not to assist Pt into standing and deemed him safe to stay seated for another 45
minutes until carer arriving for lunchtime vist.

Alison spoke to several people following her visit with regards to her concerns RE: Pt's mobility to gather further
formation. Alison was made aware GP had been called out later that day and early morning carer also had
concerns.

Just before end of working shift Reablement manager (Julie) rang asking for standing equipment to assist Pt as
concerned the carer would not be able to mobilise Pt at the evening call. Ellie was present during call and the
following day Julie sent email complaint to managers, stating Alison did not pass her concerns onto qualified staff
member and she was disappointed at her response.

No concerns were raised the following morning as Pt was indep with his mobility and transfers.

Following a request from Julie, both Ellie and Alison visited Pt to carry out further assessment with regards to Pt's
mobility and transfers. Pt was indep with his mobility and all transfers.

Communication

Consider all aspects of communication:

How Is the session introduced?
How are instructions communicated?
Active listening skills?

Use of gesture/touch?

Aware of nonverbal cues of patient/
others, how Is the session concluded?
Was the examination / procedure
explained? Was consent obtained?

Alison introduced herself again to the P, followed by Ellie. VCG
from Pt to demonstrate his mobility and transfers.
Pt has full capacity and understood verbal instructions.

Alison had a friendly nature when speaking to the patient, making
him feel comfortable by having a joke, patient responded well to
this. Alison demonstrated ability to build a good rapport with
patients. Alison expressed the importance of maintaining current
level of mobility in an approachable manner. Alison gained verbal
consent from patient throughout visit and ensured they felt
comfortable throughout. Ellie Pierce OT 05.03.25

Patient centred goals

How does the session/ intervention
inform /link to patient's goals for th
treatment?

Assessing for equipment needs

Patient expressed he would like to remain living at home, but
reablement staff had raised concerns about his transfers/mobility.
Alison assessed patients transfers and mobility in and around the
property. Alison discussed ways to increase patients' independence
at home by implementing strategies such as incorporating mobility
practice around the property when carers are present to increase
patients’ mobility. Alison demonstrated ability to meet patients’
goals to remain living at home independently. Ellie Pierce OT
05.03.25

Preparation
Have appropriate preparations been | Ellie and Alison took out a standing transfer aid and commode in
made for the assessment / session? preparation and asked if Pt’s sister-in-law could be present as she
E.g.,is content and format of session in o

was his main carer.

line with patient goals, are
equipment/resources in place, No equipment needs were identified.

How was the assessment
/intervention carried out?

Was there clear occupational focus to
the session, promotion of function,
wellbeing, and independence?

Is there evidence of problem solving?

Both OT and Physiotherap,
check if Pt was independent with his mobili

ervention was the focus of the home visit to

and transfers

Case note completed following visit

There was an occupational focus to the assessment, Alison
promoted independence throughout and encouraged patient to
maintain current level of mobility by engaging in mobility. Ellie
Pierce OT 05.03.25
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Therapies and Health Science: Live Supen

Appropriate management and
balance of risks

Consider: Awareness of risk factors prior
to session, risks during the session,

positive risk taking,
Did the risk benefit conversation take

place?

‘Awareness of risks to Pt and therapist risk Ax before and during home
visits

Clinical Reasoning and Reflection
Ability to reflect on session and
make sound decisions:

Consider:
patient goals,

best practice,

delegation of tasks, follow up,

was there clear evidence of clinical
decision planning for next steps,
evidence of consideration of Best
Interest

if appropriate are safeguarding concerns
identified?

‘Alison had reflected on her initial Ax and her actions following the visit
from speaking to her colleagues, Bethan
information and from speaking with Julie.

ister in Law to gain further

Value of session for patient /

t and therapist
‘outcomes of this session?

PUs transfers were all assessed during the visit
Ptwas independent with all transfers during the Ax, however it was
reported this can change daily.

Ptwas issued with a bed lever to assist with bed transfers and a perching
stool for meal prep

Documentation
How was the session /
recommendations/clinical reasoning
recorded in detail and in line with
professional standards?

Is consent clearly documented?

Is there evidence of subjective and
objective assessment recorded

Are there discharge plans documented?

Soap notes were used on Wecis

‘Summary and Conclusion
What was done particularly well? Did the session identify any areas for development or learning needs? Is the practitioner

considered safe to practice?
Please include any other comments/feedback that have not been addressed by previous sections.

I had liaised with qualified staff and Pt's Sister-in-law Bethan following my initial assessment visit to gain further
information and advice, as Pt raised my concerns when he was unable to carry out a STS during the visit. However,
Pt was sat in very low chair with x 3 cushions.

During the telephone call with Julie at 4.20 that day, Alison reported should the Pt be unable to stand when the
carer visits at 5.15pm then they would need to follow their protocol as Therapy staff finished work at 4.30pm and
agreed with Julie to contact the Therapies dept in the morning should Pt require a transfer’s ax.

On reflection I should have phoned Bethan while | was on the visit to report Pt was unable to get out of the chair.

Alison raised this case during her supervision with OT EP and PT RS, therapists advised Alison to contact
therapy team/buddy if this occurs again to support with sit to stand to ensure patient is in a safe
position. Alison ensured her assessment and interventions were person centred, and rehab focused. Ellie
Pierce OT 05.03.25

Action Agreed

signature of Observing Cli Date: 25.02.25

Clinician Reflection
Eg how did this session, and the conversations and feedback contribute to your ongoing development and learning?
What will you do differently as a result?

Phone family member or colleague for advice and stay with the Pt

signature of Clinician: Alison Evans  Date: 24/02/25
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Sup n
Band 4 meeting

Present- Dylan @R uth QEEEPM

Date of supervision: 15/10/25

D .- QY ¢ 0 s

illars of Cl

ical Practice

Actions from the previous supervision - feedback, progress, barriers.

\utes of previous meeting read through and no actions required.

U!

Clinical Facilitation Leadership Evidence, research
practice of learning and development

n through bringing with you a detailed

Please come prepared for supen
and completed supervision sheet documenting items for discussion.

Clinical Practice

Think about what you would like to gain from this Supervision session and how it can best support
You. Do you have any specific cases / work in mind that you would like to discuss?
cases, meetings, plans/goals for patients/families.

Case loads discussed- More palliative care patients being referred for mobility rehab.

uss, complex

Initial assessments — Discussion when it is appropriate to complete a form as mixed views
from Qualified colleagues with regards to no goals highlighted. Views put forward — if
you're gathering all the info perhaps best to complete just in case Patient is re-referred at
later date and within 6 months and form already completed.

Care home — On an individual basis — however Pt’s is receiving their care via the home and
the provision of equipment needs to be provided by the home, therefore only Physio
needs required so a case note may only be required?

Falls team — Dylan has been requested to carry out a great deal of 12 monthly reviews by
his manager by Friday (2days) and feedback he has explained to his manager not able to
complete at short notice due to other work commitments and back in university twice
weekly, including this Friday.

Erin works 3 days within the team and carries out face to face appointment to.

Marian picked up a new referral today that should have gone through D2RA this has
generated a great deal of work and she is conscious she has her university day tomorrow
50 will need to complete the initial form on Friday.

This was triaged but unable to speak with Pt at the time.

Wheelchair referrals- Marian recently ordered a wheelchair and wrong size issued by
ALAC, too small.

A discussion with regards should we keep open the patient when referral has been
submitted or discharge. Several reasons given for and against.

‘Any agreed plan /action we want to take:
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Facilitation of Learning

Personal development/ Professional/ Reflective Practice — What learning and development have
you completed since your last supervision and how have these been put into practice? What has
been your biggest achievement since your last supervision?

Any PADR goals/CPD activity/ study leave completed? Please bring any reflections or the post
training review form your study leave form for supervisor to sign. Are there any future learning
opportunities you have identified or planned? Is there any support you require?

Manual handling training completed by several staff members and others to complete
next week. Feedback- good training and interactive session.

Marian and Alison have started Level 4 TAP course- going Ok so far

Dylan started 2™ year and group presentation went well and currently completing his Key
skills at Aberystwyth with maths exam on Friday.

On line learning — Falls prevention available
Cancer champions completed by some staff and as a follow up you can complete ican
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Future learning- Nerys Brown, Nuro OT has been approached to give a talk on sleep
deprivation- Arranged for next Band 4 meeting on Wednesday January 21 2pm, to start
off our next meeting. Nerys agreed and booked in
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Meeting minutes taken and written by Alison Evans

Signature of superviso

Signature of supervisee:

Date:

Date:
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A new Multifactoral Falls Assessment Referral has been completed.

Submitted By:
Submitted On: 1/7/2026 11:38:42 AM

If you have any queries regarding this referral please contact
Powys.FallsPreventionReferral@wales.nhs.uk

- Section 1-
NHS Number:
Forename:
Surname:
Date of Birth:
Address:
Postcode:
Phone Number:
Email Address:
Home Carer Details:

Referrer: Other
Date of Assessment: 06/01/2026
Place of Assessment: Own home

Name of Professional carrying out the assessment: Alison Evans

Have you fallen in the last 12 months?: True
Are you worried about falling over?: True
-Section 2-

How anxious are you about falling on a scale of 1 -10?
1 being not anxious and 10 being very anxious: 9

Was the fall from a height e.g ladder?: False

Was the fall as a result of a sporting/leisure activities/ice etc.?: False

Was the fall due to medical conditions? (e.g. heart attack, infection, UTI): False

Are you under 65 with a known neurological illness?: False

Has there been a rapid change in Activities of Daily Life and no diagnosis?: False
Please detail action taken if exclusions apply?:

Can you tell me about what happened when you fell2: Pt reports to trip over as

not lifting his feet to gain foot clearance from floor coverings. Pt also reports to

have fallen down last couple of steps on stairs as misplaced his footings. Pt is

awaiting bilateral knee replacements and has COPD. Last fall was Approx 4
weeks ago and then two days previous
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Have you experienced loss of consciousness?: False

If Yes, were they Blackouts?: False

If Yes, were they Faints?: False

Have you suffered any episodes of dizziness related to your falls?: False

When do you get dizzy? (i.e. turning over / sitting up in bed):

Do you feel like the room is spinning?: False

Risk Factor 1 - Postural Hypotension

Are you carrying out this assessment face to face?: True

Have you had your lying and standing blood pressure checked recently?: True

If yes, please can you provide details of this / where this is recorded? (check
EMIS if available):

Please check lying and standing blood pressure: Pt was in hospital before
Christmas, treated for an infection and reported it was high

Risk Factor 2 - Medication

Is the client on four or more medications per day? (excluding vitamin
supplements / inhalers): True

*If Yes - Advise to consult local Pharmacist, if possible, to ensure all medications
are required and that the risk of falls due to medication are minimised.

Please detail medications, if any: Ramipril Smg Amitriptyline 50mg Amlodipine

5mg Atorvastatin Tamfrex XL 400 Lansprazole 15mg Furoemide 20mg Salamol
Trimbow

Risk Factor 3 - High Fracture Risk

Have you suffered a fracture without any clear cause or trauma in the last 5
years?: False

Have you been diagnosed with osteoporosis or osteopenia?: False

Have you been on corticosteriods for longer than 3 months? (i.e. Prednisolone):
False

Are you taking a calcium supplement?: False
Risk Factor 4 - Impaired Memory
Are you worried about your memory?: Yes

Would you like to speak to someone about your concerns?: False
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*If Yes - Signpost to GP for further discussion.

Risk Factor 5 - Vision / Hearing
Do you have problems with your vision?: False

Eyes tested in the last year?: True
*If No - Advise to arrange an eye test with Optician.

Do you wear glasses?: True
Are they new to you?: True

Do you think your glasses contributed to your fall(s)?: False
*If Yes - Advise to consult Optician.

Do you have problems with your hearing?: False
*If Yes - Offer Referral to Audiology / Wax Management, if not already open.

Risk Factor 6 - Healthy Lifestyle
Do you drink alcohol?; False

Do you think alcohol has contributed to your fall(s)?: False

Would you like to have some help and advice with this?: False
*If Yes - Direct to Kaleidoscope website for support, or signpost to GP for
referral to local CMHT)

Do you smoke?: False
*If Yes - Signpost to \"Help Me Quit\", or call 0800 0852219 for self help).

Risk Factor 7 - Nocturia

Do you find yourself having to rush to get to the toilet and / or having any other
issues with continence?: True

*If Yes, Offer referral to Continence Service if appropriate,

Tel: 01686 617237

Could the fall be related to visiting the toilet during the day?: False
*If Yes - Offer referral to local Community Therapy Team for toileting
equipment.

Could the fall be related to visiting the toilet during the night?: True
*If Yes - Offer referral to local Community Therapy Team for toileting
equipment.

Do you think you would find toileting equipment useful? (i.e. commode, urinal
etc): False
*If Yes - Refer to Community Therapy Team / District Nursing for equipment)

Q7  wares | Health Bo
Risk Factor 8 - Gait And Balance
Do you use a mobility aid?: False

If Yes, which mobility aids do you use?:
If Other, please specify:

Is the mobility aid(s) in poor repair? (.g. worn ferrules / faulty brakes): False
*If Yes - Offer referral to Community Therapy Team.

Are you worried about your mobility and/or Balance?: True
*If Yes - Offer referral to Community Therapy Team for Physiotherapy
assessment.

Risk Factor 9 - Environment
Are you able to easily manage all your daily tasks? (i.e. washing, dressing,
meals): False

*If No - Offer referral to Community Therapy Team.

Do you struggle to get up from the chair / toilet or off the bed? False
*If Yes - Offer referral to Community Therapy team for assessment of transfers.

Would you benefit from any extra rails or grab handles around the house?: False
*If Yes - Signpost to Care and Repair 01686 620760.

Risk Factor 10 - Footwear

Do you have any problems with your feet?: False

What footwear were you wearing when you fell?:

Risk Factor 11 - Have A Plan

Do you have a care alarm / pendant / bracelet?: False

*If No - Signpost the Adult Services section of Powys Council

Have you got a telephone?: True

If yes, what type of telephone have you got?: 758350000,758350004

Risk Factor 12 - Nutrition / Hydration / Self Care

Do you drink 6- 8 glasses of fluid, preferably water, a day?: True

*If No - signpost to NHS information Live Eat Well and/or Continence service
Tel: 01686 617237 if appropriate.

Do you feel that you eat a healthy balanced diet?: True

Would you like some support regarding diet and nutrition?: False
*If Yes - Signpost to Live Eat Well and/or offer referral to Dietetics for advice.
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Risk Factor 13 - Care Needs
Who looks after you? Please ensure you do not enter the personal details of
another person:

Do you look after someone else?: False

Do you feel you have enough support to look after yourself and/or others?: True
*If No - Offer referral/ signpost to ASSIST.

Would you like more information about what support and activities are available
to you locally?: False

*If Yes - Signpost to PAVO for contact details of local team. Advise that
Community Connectors prefer patient to make contact directly.

*EQSDL*

Anxiety / Depression: I am slightly anxious or depressed

Mobility: I have no problems in walking about

Pain / Discomfort: I have moderate pain or discomfort

Self-Care: I have slight problems in washing or dressing myself
Usual Activities: I have moderate problems doing my usual activities

*End Of Assessment*

Please add any further relevant information: Pt declined any onward referrals
and agreed to a 2nd banister rail on stairs.

If the individual requires any support to action any of the help signposted above,
do they consent to the assessor contacting a family member / carer or volunteer
to help with this?: Verbal

Type of consent: Verbal

*Exited Assessment*

Referral to Audiology / Wax Management - If not already open -
Click Here For Audiology

Referral to Community Therapy Team - Click Here For Community Therapy Team
Referral to Dietetics - Click Here For Dietetics

Adult Services Powys Council - Click Here For Adult Services

Alcohol Advice Kaleidoscope - Click Here For Kaleidoscope

ASSIST - Click Here For ASSIST , Tel: 0345 602 7050

Eat Live Well - Click Here For Live Eat Well

N ALES | Realtn boara
PAVO - Contact details of local team. Click Here For PAVO
*Advise that Community Connectors prefer patient to make contact directly.

Smoking Help Me Quit - Click Here For Help Me Quit , Tel: 0800 0852219

Get Up & Go Leaflet
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Refer to the Therapy Assessment form for relevant medical nformation, details of
the diffculties managing transfers on/off bed and bed mobilty, and specifcs of
the equipment already In situ.

RISK ASSESSMENT FOR BED LEVER
Fitted t0 3 bed, either profiling bed or domestic bed to aid transfers/bed mobilty.

‘Guidance on safe use of bed rails can be found on the Health and Safety Executive
Website.

Factors to consider when | Yes/No| If text box appears below, add
prescribing and Issuing further details and discuss with
bed lever/loop supervisor

Would the provision of the | I No.
bed lever/loop increase the

risk of injury to the person?
Would the provision of the | No.
bed lever/loop increase the

risk of injury to the
formal/informal carer?

‘Are there cognitive / ® No
behavioural factors that could
increase the risk of
entrapment?

Does the occupant/carer have | i Yes
suffiient comprehension to
understand risk factors?
Has the person sufficient | i Yes
understanding to use the

equipment safely?

‘Are there Involuntary or ®No
repetitive movements that

would increase the risk of
injury entrapment?

Do the physical R Mo
bullg/characteristics of the

bed occupant increase the.
risk of entrapment due to the
occupants HEAD size? BODY.
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Name

Alison Evans

‘Assessment Date

05/12/2025

GENERAL
Brief Medical History/Diagnosis/Summary.

‘See iniial Assessment

‘Ambulant: Weight:

Yes® o[l 6 stone?

Helght:
sr1

Yes /No

Does the person live alone:

® ves

'Does the person have capacity to
consent to bed rail/lever

Mental Capacity - In line with the
principles of the MCA 2005 the
person's mental capacty to make
decisions should be assumed unless
there is reason to suggest othervise.

® ves

1o, has a capacity assessment been
completed?

Has the potential risk of using bed
lever been explained to person/family

® ves

Does family agree with assessment

0 ves

Additional Information





image38.png
‘Consider the position of the
bed lever/loop at the time a
person goes to sleep; s there
a risk of entrapment whilst
sleeping?

Yes

Carers have been asked to lower
bed head rest as Pt slips down the
bed and unable to move back up
with head rest in up position.

Pt has hospital bed

Has the person sufficient
head, trunk and upper fimb
strength and coordination to
use the equipment safely?

Yes

Would the provision of the
bed lever/loop increase the
risk to skin Integrity and
tissue viabilty?

Is the mattress in good
condition and the correct size:
and shape to fitthe bed?

Yes

Is the bed lever/loop.
compatible with the bed
used? ensure bed lever straps
can be securely fixed to bed.

Yes

Is the bed lever/loop.
compatible with all equipment.
Existing equipment
combinations shouid also be
reviewed to ensure that they
are compativle with the bed,
are properly fitted and
maintained and do not have
gaps or traps that may allow
an occupant to become
entrapped.

Yes

'Does the position of bed
lever/loop impede transfers in
and out of bed?

Have you advised the
occupant/carer to check the
fitting of the equipment
regularly?

Yes

Do any other family members
use the bed (e.g., children,
babies)?

Do you consider the risks to
the occupant/carer having

Yes
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‘bed lever/loop to be less than
the risk of not providing the
item?

Other options required to be
documented In Case Note(s).
1f 'yes' and special
advice/provisions provided -
document in the risk
reduction plan (below).

‘Additional Information

RISK REDUCTION PLAN

Advised Date
NAME/NAME's Actioned
(Advised person/family that bed levers | patient 01/12/2025
are an entrapment risk and must

always be used with care.
Assessment carried out and then
reviewed every 12 months.

Advised to alert either Powys Teaching | Patient 01/12/2025
Health Board or Social Services when

there is any significant change in the
bed occupant's condition

Add any further actions required

(Assessment
Date & Time

Signature

months, 12 | Alson Evans - OT Technical Instructor

01/12/2025 | monthe.

11530

12 months.
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External Learning

Toenter anew external class, click Add.

Employee Name  Evans, Ms. Alison Jayne
Employee Number 22332423




image41.png
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Moving and Handling for Therapi
B4 Peer supervision

Eunctional Neurological disorder
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In House

In house

Orla- Cardiff and Vale HB
Hugh- HCPC

Inhouse

In house
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'070|LOCALIAll Wales COVID-19 Workforce Risk Assessment| 1-LowRisk (Score 0-3) No Expiry
'070ILOCALICOVID PPE Competency Sign Off| No Expiry
070|LOCALFire Awareness Classroom - 2 Years| 06-Mar-2027
070|LOCAL|Paul Ridd Learning Disability Awareness - No Renews| 1- Assessed No Expiry
70|LOCALIVAWDASV Ask &Act Level 2- 2 years| 23-Apr-2027
NHS|CSTF|Equality, Diversity and Human Rights - 3 Years| 1- Assessed 05-Feb-2027
NHS|CSTF|Fire Safety - 2 Years| 1- Assessed 07-Jan-2027
NHS|CSTF|Health, Safety and Welfare - 3 Years| 1- Assessed 15-Jan-2027
NHS|CSTF|Infection Prevention and Control - Level 1- 3 Years| 1- Assessed 02-Jan-2027
NHS|CSTF|Infection Prevention and Control - Level 2- 1 Year| 1- Assessed 02-Jan-2027
NHS|CSTF|Information Governance (Wales) - 2 Years| 1- Assessed 16-Jan-2027
NHS|CSTF|Moving and Handling - Level 2 - 2 Years| 1- Assessed 11-Mar-2027
NHS|CSTF|Resuscitation - Level 1- 3 Years| 1- Assessed 14-Aug-2028
NHS|CSTF|Resuscitation - Level 1 - No Specified Renewal| 1- Assessed No Expiry
NHS|CSTF|Resuscitation - Level 2 - Adult Basic Life Support - 1 Year| 1- Assessed 18-Mar-2026
NHS|CSTFSafeguarding Adults - Level 1- 3 Years| 1- Assessed 01-Jan-2029
NHS|CSTF|Safeguarding Adults - Level 2- 3 Years| 1- Assessed 01-Jan-2029
NHS|CSTF|Safeguarding Children - Level 2 - 3 Years| 1- Assessed 31-Jan-2026
NHS|CSTF|Violence and Aggression (Wales) - Module A - No Specified Renewall 1- Assessed No Expiry
NHS|CSTF|Violence and Aggression (Wales) - Module B - 3 Years| 1- Assessed 03-Mar-2028
NHS|KSF|Communication C1[Core 1-Level 1 No Expiry
NHS|KSF|Personal and People Development C2|Core 1-Level1 No Expiry
NHS|KSFIPromotion of Health and Wellbeing and Prevention of adverse effects on Health and Wellbeing HWB1|Health and Wellbeing 1-Level 1 No Expiry
NHS|LANG|Listening/Speaking Welsh| 1- Entry/ Mynediad No Expiry
NHS|LANG|Welsh Language Awareness - 3 Years| 1- Assessed 27-Nov-2028
NHS|LANG|Welsh Language Awareness - No Specified Renewall 1- Assessed No Expiry
NHS|MANDICorporate Induction] No Expiry
NHS|MAND]Dementia Awareness - 3 Years| 14-Jan-2027
NHS|MAND]Dementia Awareness - No Renewsl| No Expiry
NHS|MANDIFoundations in Improvement (Wales) - No Specified Renewal No Expiry
NHS|MAND|Mental Capacity Act - 3 Years| 02-Aug-2026
NHS|MANDIMental Capacity Act Level 2- 3 Years| 02-Aug-2026
NHS|MANDINHS Wales - Anti-racism| 19-May-2028
NHS|MANDIViolence Against Women, Domestic Abuse and Sexual Violence - 3 Years| 23-Jan-2026
NHS|NOS|General Health Care GEN22| 1- Attained No Expiry
NHS|NOS|Health & Social Care HSC3112] 1- Attained No Expiry
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service, seminar, study day)

Learning from a formal event (e.g. conference,
E2]

Title of Event
IST Huntington's Disease

Date(s) Venue
June 12th 2025 On Teams

I Attended (delete as appropriate)

Intended learning outcomes (by the end of this event | will be able to)
To have a better understanding of Huntington’s disease and how it affects the
individual

Key learning points relevant to practice (what did lcam?)
Huntington’s disease is a condition that stops parts of the brain working properly
overtime. Its inherited from a person's parent. The symptoms usually start at 30 -50
years of age but can begin much earlier o later and gradually gets worse over time
itis usually fatal after a period of up to 20 years and full-time nursing care is needed
in the later stages of the condition.
Symptoms include:

o Depression
Stumbling and clumsiness
Difficulty concentrating and memory lapses.
Involuntary jerking or fidgety movements of the limbs and body
Problems swallowing, speaking and breathing

Huntington’s disease is caused by a faulty gene that results in parts of the brain
becoming gradually damaged over time. You're usually at risk of developing it if one
of your parents has/had it. However, this isn't always the case as very occasionally,
it's possible to develop it without having a history of it in your family, but usually just
because one of your parents was never diagnosed with it

There's a 50% chance of each of their children getting it and passing the gene onto
their children. Unaffected children can't pass the condition on to their children.

There's currently no cure for Huntington's or anyway to stop it getting worse, but
treatment and support can help reduce some of the problems it causes, such as
o Medication for depression, mood swings and involuntary movements
o Occupational Therapy to help make every day tasks easier to complete.
o Physiotherapy to help with movement and balance
« Speech and Language therapy for feeding and communication difficulties

Plan for application of learning into practice (what am | going to do with this leaming?)

1 will be better prepared should | have a patient on my caseload that requires
OT/Physio intervention

Date June 12% 2025
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