Care Home Swallow Care plan
To be completed following the Swallow Self-Management process

Resident Details:
Name:…………………………………………………………
Patient DOB:…………………………………………………..
Medical History/Diagnosis:…………………………………………………………………
Date self management completed:

Reason for completing self – management:
☐ Coughing on food 		            ☐ Coughing on drinks  
☐ Choking episode		 	☐ Chest infections  		 
☐ Weight loss/reduced intake 	☐ Oral holding/pocketing  	 
☐ Acute illness/infection		☐ Fatigue/drowsiness             
☐ Family concern  			☐ Other
Brief summary of concerns:……………………………………………………………..
………………………………………………………………………………………………
………………………………………………………………………………………………

Baseline eating and drinking (prior to self management)
Baseline Diet (Specify IDDSI level):…………………………………………………….
Baseline Fluid Level (Specify IDDSI level):…………………………………………….
Previous SLT involvement/recommendations: ………………………………………..


Self management actions completed:
☐ Initial Questionnaire    ☐ Food Diary  	           ☐ Drinks Diary
☐ Positioning review       ☐ Oral care review           ☐ Assistance/supervision strategies  
☐ Pacing strategies	     ☐ Equipment review         ☐ Food texture modification
☐ Fluid modification        ☐ Environmental changes
Other actions: ………………………………………………………………………………………….

Resources reviewed:
☐ Assistance for Cognitive Difficulties     ☐ EDAR  	                         ☐ End of Life
☐ Assistance for Physical Difficulties       ☐ Capacity and Consent    ☐ Food First                                           ☐ Low Oral Intake                                    ☐ Oral Care                        ☐ Oral Holding 
☐ Oesophageal Dysphagia Advice          ☐ High Risk Foods             ☐ Thickener Advice
☐ Utensils for Eating/Drinking                  ☐ What to do After Choking
Other: …………………………………………………………………………………..

Outcome of self-management:
Diet (specify IDDSI level):
Fluid level:
☐ Concerns resolved
☐ Improved but ongoing concerns
☐ Temporary modification implemented
☐ Returned to pre-illness diet
☐ Ongoing modified diet required
Additional information:……………………………………………………………

Acute Illness Review:
· Was the swallowing change associated with acute illness, infection, fatigue, delirium or reduced alertness?  Yes / No
· Has the resident returned to previous eating and drinking abilities? Yes / No
· Has the resident returned to their pre-illness diet? Yes / No
Date returned to baseline: 

IMPORTANT: If a texture modification was introduced during a temporary illness and the resident has returned to their previous eating and drinking abilities, the care home should assess and monitor the resident to ensure a return to their pre-illness diet and fluid levels is appropriate. The care home may then return the resident to their pre-illness diet and fluid levels without referral to Speech and Language Therapy. Following the change, the resident should continue to be monitored for any signs of swallowing difficulty or deterioration to ensure the diet and fluids remain safe and appropriate. The rationale for the change should be clearly documented in the resident's records.
Referral to Speech and Language Therapy should be considered if:
· swallowing difficulties persist following recovery;
· there is uncertainty regarding the safest IDDSI level;
· the resident has an established modified diet for dysphagia and a less restrictive diet is being considered;
· new or worsening swallowing difficulties are identified.

Current swallow care plan (post self management):
Diet (IDDSI)
Fluid  (IDDSI):
Positioning: 
Assistance required: 
Oral care: 
Monitoring requirements: 
Other:
Review date (if not referred to SLT):


Additional SLT support required: 
☐ No  ☐ Yes
Reason:
☐ Persistent swallowing difficulties with diet despite self management
☐ Persistent swallowing difficulties with fluids despite self management 
☐ Recurrent chest infections
☐ Established dysphagia diet being considered for upgrade
☐ Uncertainty regarding safest IDDSI level
☐ Other 
Date SLT contacted: ……………………………………………………………………..

Governance and Communication:
Has this plan been filed in the resident record? Yes / No
Shared with NOK/LPA where appropriate? Yes / No
Please ensure this information accompanies the resident if admitted to hospital.


