


Subcutaneous fluids flow chart 
Residential nursing home are part of subcut pilot project
All nursing staff and care workers have read the SOP and familiar with supporting documents, pathway and escalation plans within the pilot.  
Nursing/residential home has a subcutaneous fluid folder containing all documents with a list of staff that have read the SOP and supporting documents.
- NURSING HOMES: Subcut fluids are written up (as agreed) as anticipatory in MAR chart


    Step 6. 
Residential homes – ANP will remove fluids and complete audit form. Continue with oral fluids 
Nursing homes – Remove fluids and continue with oral fluids
Step 1. 
Resident is identified as unwell
Step 5. 
Ensure s/c fluid chart is completed every 4 hours, escalate any problems, ensure resident is tolerating fluids continue to encourage oral fluids. Remember stop order and review if no improvement.
Step 4b. 
Residential homes: ANP will visit and do a full clinical assessment, consent, commence fluids (if meets inclusion criteria) instructions for review, care plan, s/c fluid chart and stop order – who to contact OOH.
Step 4a.
Nursing Homes: clinical decision maker is has identified that residents meet criteria for sub cut fluids. – consent using easy read documents, information leaflet and document. 
Start fluids as instructed, commence s/c fluid chart write a care plan and ensure stop order is in place with escalation plan if resident does not improve. 

Step 3.
Complete the subcut fluid request form and email to HCP

Step 2. 
Do they meet criteria for subcut fluids- if YES go to step 3 
If NO then follow business as usual pathway.
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