Adapted from the Royal Marsden Hospital Manual of Clinical Nursing Procedures Ninth Edition
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Assess Competency According to WASP Framework 
Bed bathing a patient 
	

	
	

	
	

	
Competency Standard Statement
	
The practitioner will be able to demonstrate knowledge and skills in performing a bed bath to maximise patient comfort and dignity


	
Rationale
	
To fulfil the requirements for safe and accountable practice in accordance with Trust Policy, 




	W
	WITNESSED
	
Observe or witness the competency – it is considered good practice that the HCP will have had the opportunity to observe the procedure prior to being supervised.

	
A
	ASSIMILATED
	Understands the underpinning knowledge associated with each element of the competency 
1 = DEMONSTRATES FUNDAMENTAL KNOWLEDGE AND UNDERSTANDING
2 = DEMONSTRATES BROAD KNOWLEDGE AND UNDERSTANDING
3 = DEMONSTRATES IN DEPTH KNOWLEDGE AND UNDERSTANDING

	
S
	SUPERVISED
	
Practice under supervision to demonstrate understanding: score as follows:
1 = NEEDS FURTHER PRACTICE
2 = SHOWS APTITUDE
3 = DEMONSRATES SKILLED AND PROFESSIONAL PRACTICE

	P
	PROFICIENT
	Competent in both knowledge and skill elements of this Competency.



	
ELEMENT

	
RATIONALE
	
W
	
A(Score)
	
S (Score)
	
P

	Explain and discuss the procedure with the patient
	To ensure the patient understands the procedure and gives valid consent.

	

	

	

	


	Refer to the plan of care in the patients notes

	To ensure care is carried out as prescribed
	
	
	
	

	Offer the patient pain relief if prescribed if movement is uncomfortable
	To ensure the patient is pain free
	
	
	
	

	Ensure 2 staff are present if patient has reduced mobility or requires hoisting
	To ensure staff safety
	
	
	
	

	Collect all equipment necessary and place in an accessible position
· Clean bed linen
· Bath towels
· Flannels
· Toiletries as preferred by patient
· Clean clothes as required
· Wash bowl and warm water; ensure bowl is cleaned with hot soapy water before use.

	To reduce disruption to the procedure.
	
	
	
	

	[bookmark: _GoBack]Wash hands and apply disposable gloves and apron
	To reduce the risk of cross infection
	
	
	
	

	Ensure area around bed is as private and draught free as possible.  Ask if carer or significant other would like to be involved in carrying out care.

	Maintain a comfortable  environment and promote privacy and dignity 
	
	
	
	

	Ask patient whether they use soap on the face.  Wash, rinse and dry face, neck and ears.

	To ensure that patient preferences are acknowledged
	
	
	
	


	Assist patient with removal of clothing.  Cover patient with bath towel or sheet before folding back the bed clothes.

	To maintain privacy, dignity and body temperature.
	
	
	
	


	Wash, rinse and dry top half of body starting with the side furthest away from you.  Care needs to be taken not to wet dressings or disturb any equipment .During washing pressure areas should be checked for redness or breaks in skin

	To ensure that skin is intact and appropriate action can be instigated promptly if abnormalities are detected
	
	
	
	

	Wash, rinse and dry legs, starting with the furthest away from you.  Assess the need for possible chiropody referral and check heels and ankles for pressure damage  
	To prevent and treat pressure ulcers, ensuring appropriate referrals are made.
	
	
	
	

	Change the water and gloves and ask the patient to wash their genital area themselves if able offering support as necessary. If unable to do this independently gain verbal consent to prior to undertaking this. 

Using a separate flannel or wipe, wash around the area then dry the area (female patients wash from front to back; male patients should draw back the foreskin (unless circumcised) to wash beneath.

If there is an indwelling catheter, wash and dry the tubing wiping away from the genital area.  
	To reduce risk of infection and to maintain a safe environment.

To promote independence and self-care
	
	
	
	

	Ensure the patient is in a safe position and change water and gloves once more

	To maintain cleanliness and body temperature
	
	
	
	

	Assist the patient into a position to enable you to wash their back and sacral area.  The rest of the body should be covered.
Pressure points of the sacrum spine and shoulder blades should be assessed at this time  
	To maintain privacy and dignity



	
	
	
	

	Replace clothes and change bottom sheet (if required) whilst patient is being turned.  If they are to remain in bed, ensure a minimum of two people are present during procedure.

	To reduce unnecessary activity for patient and nurse.  To maintain safety of patient and safe manual handling following risk assessment. 
	
	
	
	

	Assist male patients with shaving as required.

	To promote positive body image.
	
	
	
	

	Provide appropriate equipment and assist patient if required to brush teeth and/or rinse mouth.

	To maintain good, oral hygiene.
	
	
	
	

	Dry and comb patient’s hair as required.

	To enhance patient comfort.  To promote positive body image.
	
	
	
	

	Remake top bed clothes.

	To enhance patient comfort
	
	
	
	

	Assist patient to sit or lie in desired position. Ensure call bell is within easy reach
	To enhance patient comfort 
	
	
	
	

	Remove equipment from bedside and wash hands with soap and warm water or use alcohol hand rub.

	To prevent cross infection.
	
	
	
	

	Remove apron and gloves and dispose of them according to local guidelines.

	To prevent environmental contamination 
	
	
	
	

	Replace patient’s possessions in the appropriate place. 

	To promote patient independence
	
	
	
	

	Document any changes in planned care and general condition including pressure area care and report back to medical staff if skin damage is suspected

	To maintain professional and legal records. To aid communication and provide complete patient history
	
	
	
	

	Performing a bed bath
Competency achieved 
	Yes 
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	For annual review
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