Individual Action Plan (IAP) 
When completing this form, please be mindful of the following:
· Keep the information factual, precise, and objective with no vague phrases such as ‘appears to be’.
· Sign and date each entry with a legible signature.
· Write in times to the events you are describing. Update the entry when a review date/time occurs, or circumstances change.
· Write down any information that has been given to the service user at the time and measures you have taken to respond to that need. 
· Give a reflective account of your assessment, the support that you have planned and provided.
· Make sure what you are writing is relevant to the service user.
· Any possible differences of view should be discussed and recorded.
	Name:
	Sharon Curtin
	D.O.B
	11/12/1939
	Contact number:
	Reception Banksia Residential AC

	Location or address:
	Suite 47 Banksia Residential Aged Care
	Medicare or DVA number:
	QSM36742

	Doctors name:
	Dr. Maalik Ahmadi
	Doctors contact number:
	0411 223 334

	Date IAP developed
	17/05/2022
	Date for review of IAP:
	17/07/2022

	People involved: 
	Sharon Curtin (client), Jonothan Hunter (Physiotherapist), Frank Brookes (Care Coordinator), Jenny Gyeong (PCW), Muriel Birch (Volunteer).

	Background information of client:
	Sharon is an 83 year old female who has been in Banksia Residential Aged Care for four years now. She lives with moderate dementia. Overall, she is a happy client and participates in activities as much as she can. She has recently had a hip replacement.
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	Current Situation
	Goal
	Actions
	Person Responsible
	Timeframe
	Completed

	Sharon had a hip replacement in August. Her recovery has been complicated by ongoing viral infections and general poor health, making it hard to be as mobile as she would have liked in her recovery period.
	Sharon enjoyed time in the garden and grounds and is getting frustrated she can’t achieve this independently. Having dementia, Sharon sometimes doesn’t remember having had the operation which is hindering her recovery. Our goal is to help Sharon walk around the grounds daily for 10 minutes in the morning, 10 minutes at midday and 10 minutes in the afternoon without taking a break. 
The aim is to gradually increase the walking times to 20 minutes. 
This will hopefully facilitate recovery and also enable Sharon to spend time in her much loved garden and grounds.
	Start by having a walking partner to help Sharon feel supported and keep her within the desired timeframe. A partner will also help in case she has any troubles with her movement.
	Sharon and walking partner/s:
Jenny Gyeong (PCW) or Muriel Birch (Volunteer)
	Every day. 
4–6 weeks to reach her goal of 20 minutes walking at a time.
	8th June 2022 – Sharon has managed quite easily the 10 minute time slots each day so this was increased to 15 mins for the morning and lunch sessions.   





	Care Plan Provided to:

	Client
	Yes
	No
	Family/Carer
	Yes
	No
	Other services 
(Doctor/Physio)
	Yes
	No

	Client / Carer Acknowledgement:

	I understand and agree to this care plan:
	Yes
	No

	Signed By:
	
	(Client or Carer)
	Date:
	

	Name of Person Signing:
	
	(Client or Carer)
	Date:
	

	Witness Signature:
	
	(Care Coordinator or Medical Authority)
	Date:
	

	Witness Name:
	
	(Care Coordinator or Medical Authority)
	Date:
	




	Individual Action Plan Audit

	Audit Criteria
	Rationale
	Scale
	Score

	The client has a documented and agreed to the action plan.
	An Individual Action plan should be created following workplace policy document procedures. It should outline the way in which the service/s will support the client.
	YES	(1 point)
NO	(0 points)
	1

	The date the plan was completed is recorded as are the people involved.
	It should be easy to identify when the plan was completed.
	YES	(1 point)
NO	(0 points)
	1

	The writing is legible and all signatures are present.
	In order for the plan to be effective/useable it needs to be easily read by all relevant parties.
	YES	(1 point)
NO	(0 points)
	1

	The plan provides a current and truthful overview of the current situation.
	The plan should include a brief overview of client background information, including any key information that can help better understand the need for the service and the client’s needs. It can include information around the client’s personal situation, medical situation, motivation, values, concerns and general demeanour.
	YES	(1 point)
NO	(0 points)
	1

	Actions are recorded for each goal and clearly outline the key steps required to complete each goal.
	The listed actions should provide an overview of how staff and other relevant parties will work with the client to support the achievement of the prescribed goals.
	YES	(1 point)
NO	(0 points)
	1

	The timeframes are recorded and appropriate.
	Specific timeframes are important to ensure they are easy to track. They also need to reflect the client’s needs and priorities. It allows for easy review of the care plan and any necessary changes to be made along the way. It also helps to set out and manage expectations for everyone involved in the care planning process.
	ALWAYS       	(2 points)
SOMETIMES 	(1 Point)
NEVER	(0 points)
	2

	There is a clear link between the actions and the goals.
	Reading the plan alone, a reader should be able to clearly understand/determine how each action is related to the relevant goal.
	ALWAYS	(2 points)
SOMETIMES	(1 Point)
NEVER	(0 points)
	2

	Where necessary other staff/services have been engaged to support the client in reaching their goals.
	It is important for staff to think beyond the scope of their services to truly deliver the best possible services in a holistic manner. The plan should demonstrate, where necessary or appropriate the client has been supported to access other services to achieve their goals.
	ALWAYS	(2 points)
SOMETIMES	(1 Point)
NEVER 	(0 points)
	2

	It is clear and evident that it is an individualised plan and client focussed. 
	In order for the plan to be truly person centred, the goals set should reflect the individual wishes and needs of the client and be clearly linked to the information in regard to the current situation. Goals that are not specific to the client are not required to be recorded in this document.
	YES	(1 point)
NO	(0 points)
	1

	Where necessary/appropriate it is clear the plan has been shared with other relevant parties. 
	Sharing of key information and the plan with the appropriate people is fundamental to the interagency involvement and to delivering coordinated care.
	ALWAYS	(2 points)
SOMETIMES	(1 Point)
NEVER	(0 points)
	2

	Score out of 14
	14



image1.png




