Caregiver Care Plan

The Caregiver Care Plan at is

designed to ensure effective care coordination and the development of individualized care
plans for residents with complex medical or social needs. This plan emphasizes collaboration
with diverse patients, families, and caregivers

Caregiver Support Team

Supervisor/Manager:

Contact Information:

Human Resources Representative:
Contact Information:

Mental Health Counselor/Support Services:

Contact Information:

Key Components of Caregiver Care Plan

1. Collaborative Care Planning

Guiding Principles:

» Develop care plans collaboratively with each resident or their family/caregivers.

» Ensure care plans are written in the resident's preferred language, at an appropriate health
literacy level, and are accessible to individuals with disabilities.

» Focus on residents with the most complex needs and medical/social concerns.

 Tailor care plan format to fit into the caregiving team's workflow and deliver it in the
resident's preferred format.

« Share care plans with specialists and community partners for optimal health outcomes.

2. Building Individualized Care Plans
Step-by-Step Approach:
1. Problem Statement and Action Plan:

* Identify measurable, obtainable, and important goals for the resident.

» Develop an action plan to address the identified problems.
2. Priority Setting:

» Determine the highest priority for the resident based on their unique situation.
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3. Patient's Desired Outcomes:

+ Understand what the resident wants to happen or achieve when they meet their health
goals.

4. Barrier ldentification:

 Identify any factors limiting the resident from achieving the set goals (e.g., lack of
transportation, financial issues).

5. Intervention Strategies:

» Develop customized interventions to resolve the identified issues.

» Prioritize interventions based on their impact on the resident's health status.
6. Continuous Reprioritization:

* Regularly review and reprioritize care interventions based on the resident's interactions
and new information.

7. Ongoing Evaluation and Revision:

* Continuously review and revise the care plan until goals are met.

+ Develop new goals as needed.

Implementation

1. Care Coordination Functions

» Explicitly assign care coordination functions to specific caregiving staff members.

» Take extra steps to coordinate care for residents with diverse needs, ensuring they
receive comprehensive and tailored support.

2. Communication

» Communicate clearly with residents, families, and caregivers about who they can
contact at the care home for care coordination.

* Encourage open and transparent communication channels to address concerns
promptly.

3. Timeframes and Re-evaluation

» Establish clear timeframes for the re-evaluation of care plans.

* Regularly assess the effectiveness of interventions and adjust plans accordingly.
4. Timeframes and Re-evaluation

» Provide recommendations or referrals to appropriate levels of care or community
resources.

» Ensure residents have access to resources that can benefit their overall well-being.

Continuous Improvement

» Conduct regular reviews of caregiver performance in implementing care plans.
» Solicit feedback from residents, families, and caregivers to identify areas for improvement.

* Implement quality improvement initiatives to enhance caregiving practices.
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Health Assessment

Physical Health

General Health Status:

Any Chronic Conditions:

Mobility and Physical Abilities:

Nutritional Status/Dietary Restrictions:

Emotional and Mental Health

Stress Level:

Signs of Depression or Anxiety:

Coping Mechanisms:

Medication Management

Current Medications:

Medication Schedule:

Any Allergies or Adverse Reactions:

Daily Activities
Personal Care

Assistance Needed for Bathing, Dressing, etc.:

Mobility Support Requirements:

Meal Preferences and Restrictions:

Household Tasks

Assistance Needed with Cleaning, Cooking, etc.:

Preferred Daily Routine:
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Communication Preferences

Preferred Communication Style:

Frequency of Updates or Meetings:

Emergency Contact Procedures:

Preferred Method of Communication:

Special Considerations

Religious or Cultural Considerations:

Any Specific Preferences or Hobbies:

Preferred Leisure Activities:

Emergency Plan

Emergency Contact Information:

Hospital Preference:

Medical Directive or Power of Attorney:

Additional Notes

Any Additional Information Relevant to Caregiving:

Notes and Recommendations:

4/4



	Text-Man6V3glXO: 
	Text-7ss0hPSoDq: 
	Text-L4q5WehkNH: 
	Text-I9_yoOYY4D: 
	Text-93nQkWAzdc: 
	Text-7rIixv-YnJ: 
	Text-CFknkUAvuf: 
	Text-DHWkgYnhxL: 
	Text-trKIQupe__: 
	Text-OcDewgoAy5: 
	Text-w45iks2vEM: 
	Text-Np5i-7nUFu: 
	Paragraph-abkKCS2Y9t: 
	Paragraph-ENvYjX5edA: 
	Text-LPmzokr7RE: 
	Text-aK9BuSvnM6: 
	Text-I3yhBbecNt: 
	Text-ESAuVXuuLX: 
	Paragraph-SqNtbbid4x: 
	Text-4DCSyvpmE3: 
	Text-KB0RxybjLO: 
	Text-7aKJveihD_: 
	Text-dVDT2UjWnr: 
	Text-c48d36BJpx: 
	Text-xb6mAtPfnd: 
	Text-BsrqJrUa5a: 
	Text-UkFCHRJctN: 
	Text-tJsyTcpKMH: 
	Text-wmzfqXAplz: 
	Text-jb9BLEliQD: 
	Paragraph-dKchwNp1tN: 
	Paragraph-hFUNC4rvMp: 
	Text-A2Tu4mWfVw: 
	0: 
	1: 



