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Recognising and Responding to Deterioration in Home Support 

Services through Restore2 mini and Structured Communication 

 

This workbook has been designed to support your learning from the teaching session. It 

contains the slides, places for you to make notes, some extra information, tools and links to 

further reading that you may find helpful. The tools included are examples, clearer copies 

can be provided upon request. https://youtu.be/Hwa95LyZOQ4 

 

We have also included some extra exercises you may wish to complete to help you practice 

your learning. 

 

Finally there is a brief quiz to check your level of understanding; you may wish to complete 

this with a senior colleague in your team. 

 

We hope you find the training and workbook helpful. 

 

Mel Johnson Y&H PSC Programme Manager 

 

Bev Gallagher  Head of Safety and Quality Improvement, 

NHS Bradford District and Craven CCG  email : Bev.gallagher@bradford.nhs.uk 

 

Lauren Ward   Safety and Quality Improvement Senior Manager, 

NHS Bradford District and Craven CCG email : Lauren.ward@bradford.nhs.uk 
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Objectives and Aims 

 

To provide you with an overview of the RESTORE2 Mini tool and the necessary skills and 

knowledge to apply the tool in practice and communicate your concerns 

 

Aims 

 To provide an understanding of the advantages of applying the RESTORE2 Mini tool 

to recognise and react to the deteriorating person you support. 

 Train you on the steps and processes of applying the RESTORE2 mini tool in 

practice. 

 Provide a deeper understanding of the clinical signs relating to the prompts contained 

in the tool. 

 To understand why good communication is key to recognising & acting on 

deterioration. 

 Undertake a scenario to ensure that you are  comfortable with using the tool and 

using SBARD to call for help 

Contents 

 

 Module 1 – Presentation slides (Separate attachment) 

 Link to Module 1 https://youtu.be/Hwa95LyZOQ4 

 Practice exercise scenarios (RESTORE2 Mini & SBARD) 

 Learning quiz 

 

Appendices 

 

 Appendix 1 – RESTORE2 mini (Bradford & Craven) form 

 Appendix 2 – MUST assessment 

 Appendix 3 – Think Delirium Materials 

 Appendix 4 – CAVPU Information 

 Appendix 5 – Hydration information 

 Appendix 6 – Bristol Stool Chart 

 Appendix 7 – Chinese whispers game 

 

 

 

 

         

 

 

 

  

https://youtu.be/Hwa95LyZOQ4


 

 

 

  

 

 

Using RESTORE2 Mini – Practice scenarios 

 

 

 

 

 

 

 

‘Elsie’  

 

You are Elsie’s regular carer. Your colleague who visited Elsie at lunchtime had made a note 

in her care plan that Elsie didn’t eat her lunch which is unusual for her. 

 

On your teatime visit to Elsie she appears to be a little more confused than normal (although 

she has Dementia so is always a little confused). You ask her to describe what is wrong but 

she is unable to tell you, she appears to be agitated and is moving around in the chair 

struggling to get comfortable. She is a Type 2 diabetic on tablets and you are worried her 

blood sugars may drop is she doesn’t eat. You are unable to determine when she last 

passed urine as she is normally independent to the toilet. She looks flushed and you are 

concerned she may have a temperature 

 

You check her care plan from that AM, there is nothing especially of concern recorded 

although it does say that she hasn’t slept well for the past 2 nights and there is no record of 

when her bowels were last opened. 

 

Exercise: 

1. Using RESTORE2 Mini tick which prompts Elise is triggering on.  

2. Make a note of when you think the team could have first noticed Elsie becoming 

unwell 

3. Are there any other signs you may have spotted? 

4. Complete the SBARD form to communicate your concerns to NHS 111 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

‘Fred’  

 

You are a night carer. You are doing your 2AM rounds with a colleague and go into Fred’s 

home to find him on the floor. Fred is 86 and has been having night carers for 7 months so 

staff  know him well. 

Fred is awake and appears alert (although he has Dementia so is unable to tell you if he is 

hurt). He appears more confused than normal although he doesn’t communicate well so it is 

hard to be sure, you wonder if this could be caused by the shock of the fall. You check his 

care notes; no one has noted that he had appeared unwell the previous day. 

Checking his assessments & care plan you notice that for the past 3 days very little food 

intake has been recorded, there are some notes to show staff have tried to tempt him with 

his favourite foods but he refused to eat. 

You assess him more closely and notice that his skin appears dry and you wonder if he has 

become a little dehydrated. You also notice his skin feels clammy to the touch. 

There is also a note that he refused to go to the day centre the previous day (although he 

usually enjoys the music sessions). 

 

 

Exercise: 

1. Using RESTORE2 Mini tick which prompts Fred is triggering on.  

2. Make a note of when you think the team could have first noticed Fred becoming 

unwell 

3. Are there any other signs you may have spotted? 

4. Complete the SBARD form to communicate your concerns to NHS 111 

 

 

 

 

 

 

 

 

 

 



 

 

 

Using RESTORE2 Mini – A Quiz! 

(You may wish to complete this with a colleague so you can discuss your answers) 

 

1. What are the advantages to residents from you spotting deterioration earlier? 

 ....................................................................................................................... 

 ........................................................................................................................ 

2. Why are carers in the best position to spot early deterioration? 

           

 ........................................................................................................................ 

 ........................................................................................................................ 

  

3. Can you think of any clinical reasons why a person you supports mobility may be 

reduced? 

 ............................................................................................................................ 

 ............................................................................................................................                  

4. Name 2 possible causes of delirium. 

1. …………………………………. 

2. …………………………………. 

5. What signs might you spot that a person you support has a delirium? 

.............................................................................................................................. 

6. Why is it important to observe the colour of urine? 

 ............................................................................................................................. 

7. Name 2 clinical signs of dehydration. 

1. ………………………………….. 

2. ………………………………….. 

8. Name 2 common types of infection you see in the people you support. 

1. …………………………………… 

2. …………………………………… 
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Appendix 2 

 

Detecting Malnutrition through Nutritional screening 

Screening is the first step in identifying people you support who may be at nutritional 

risk, and who may benefit from appropriate nutritional support.  

 

MUST is a rapid, simple and general procedure to be used when you first start 

supporting someone and at regular intervals so that action can be taken and advice 

provided if needed.   

 

For more information and to download the toolkit for free follow this ink: 

 

https://www.bapen.org.uk/screening-and-must/must  
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Appendix 3  

Free toolkit and e learning available via: https://bit.ly/3eu9ZJL 
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This leaflet has been produced to give you general information about delirium. If you 
have any other questions please do not hesitate to discuss this with a member of the 
healthcare team who has been caring for your friend or relative. 
 

For more information about delirium: 

National Institute for Health and Care Excellence (NICE) information for 
people with delirium, carers and those at risk of delirium. 

http://www.nice.org.uk/guidance/CG103/InformationForPublic 

Royal College of Psychiatrists information leaflet: 

http://www.rcpsych.ac.uk/healthadvice/problemsdisorders/delirium.aspx 
Original Authors: Dr A Clegg (Consultant Geriatrician), Dr A Illsley (Geriatric medicine 

registrar 
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Appendix 4  

 

CAVPU 

Changes to a person you supports consciousness is an important indicator that they 

are unwell. It can be hard to spot in a person who is normally confused but consider 

if there have been any changes to their sleep pattern (more or less), or perhaps 

focussing on the way they normally communicate, are they are doing this less often 

or less effectively? 

 

Clinical assessments use the CAVPU scale as a way to measure changes. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Level of Consciousness 

C (New or Increased) Confusion  

A Alert ‘can answer questions sensibly’ 

V Responds to Verbal commands/questions 

P Responds to a Pressure or Pain stimulus 

U Unresponsive to any stimulus 



 

 

Appendix 5  

 

 

Hydration Matters 

 

It is very important to monitor how much people you support are drinking, older 

people can become dehydrated very quickly, this affects their kidney function and 

can cause permanent damage. 

The following is an example of a simple Hydration chart that can be adapted for use. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

As well as monitoring how much people you support are drinking, you can also look 

for signs of dehydration, the colour of pee is a good indicator. It should be 

considered alongside the other signs that someone is not drinking enough: 

 Dry Mouth 

 Thirst 

 Constipation 

 Loose skin 

 Headache 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Training Package : Dehydration & Benefits of Hydration 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

  



 

 

 

 

 

  

  



 

  

 

Appendix 6  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Loose stools can very quickly lead to dehydration even if the person you support is 
drinking normally. 

Monitoring of bowels is an important indicator. As well as frequency and consistency 
it is useful to also note the colour of stools.  



 

 

 

 

Appendix 7  

 

Chinese whispers exercise 

 

This is a fun exercise that you can do with colleagues to demonstrate how difficult it 

can be to pass on a simple message 

 

 Line up into 1 or 2 lines of colleagues (you will need at least 5 colleagues per 

line) 

 Give the first person the message (below) on a piece of paper, ask them to 

read it and not to show anyone else then to whisper exactly what it says to the 

person next to them 

 Each person then whispers what they hear to the next person in line 

 The person at the end writes down exactly what they heard and feeds back to 

the rest of the group 

 

To sum up ask colleagues to consider how misunderstandings happen sometimes 

when you think you have been clear in the message you have been given. 

 

Ask colleagues to consider how they could improve and be clearer when they pass 

on any information 

 

Message 1 - “Never let your inferior do you a favour, it will be extremely 

costly.” 

 

Message 2 - “Morality like art, means drawing a line in someplace” 

 

 

 

 

 

 

 

 


