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SPPICES SCREENING TOOL

Please use ( for "YES" and X for "NO"

	SPPICES
	Screening Parameters
	Follow-up Plan

	S
	Stability/Falls
	 FORMCHECKBOX 

Did you have any falls in the last 3 months?

 FORMCHECKBOX 

Do you have any vision/hearing problems?

 FORMCHECKBOX 

Do you need to go to the toilet frequently?

 FORMCHECKBOX 

Do you need at least 1 other person to help you transfer from bed to chair?

 FORMCHECKBOX 

Do you need to walk with a least 1 other person or aids?

 FORMCHECKBOX 

Observe any signs of agitation (e.g., climbing out of bed).


	 FORMCHECKBOX 

Leave message for OT/PT for falls prevention program referral if > 3/6



	P
	Polypharmacy
	 FORMCHECKBOX 

Do you take more than 6 medications?

 FORMCHECKBOX 

Do you know what the medications are for?
	 FORMCHECKBOX 

Identify knowledge deficit and consider consult to pharmacist



	P
	Pain
	 FORMCHECKBOX 

Do you have any pain?

 FORMCHECKBOX 

Rate pain: verbal 0-10 or VAS
	 FORMCHECKBOX 

Give PRN pain meds and evaluate

 FORMCHECKBOX 

Discuss with MD



	I
	Incontinence
	 FORMCHECKBOX 

Do you have a problem passing water?

 FORMCHECKBOX 

If there is a catheter, does the patient still need the catheter?
	 FORMCHECKBOX 

Initiate continence care decision tree and/or contact CNS/NP if new onset
 FORMCHECKBOX 

Remove catheter if possible



	C
	Confusion

(Cognitive Impairment)
	 FORMCHECKBOX 

Do you notice any memory problems (or history of dementia)?

 FORMCHECKBOX 

Do you notice a sudden onset or worsening of confusion (delirium)?

 FORMCHECKBOX 

Do you feel depressed?


	 FORMCHECKBOX 

Inform MD of sudden onset of confusion

 FORMCHECKBOX 

Consult geriatrics for the management of behavioural issues.


	E
	Eating and nutrition
	 FORMCHECKBOX 

Are you losing weight (>10 lbs in 6 months)?

 FORMCHECKBOX 

Do you have less than 2 meals a day?
 FORMCHECKBOX 

Do you eat less than 1/3 of what is on your plate?

	 FORMCHECKBOX 

Leave message for Registered Dietician
 FORMCHECKBOX 

Wt: ___________________
kg

 FORMCHECKBOX 

Height: ________________
cm



	S
	Skin breakdown
	 FORMCHECKBOX 

Presence of skin/wound problems.
 FORMCHECKBOX 

Braden score < 14


	 FORMCHECKBOX 

Document wounds and initiate wound care plan.
 FORMCHECKBOX 

Refer to WISH team for complex/non-healing wounds.




Signature:
__________________________________________
Date:
__________________________________


SPPICES SCREENING TOOL

Please use ( for "YES" and X for "NO"
	SPPICES
	Follow-Up Outcomes

	S
	Stability/Falls
	 FORMCHECKBOX 

Patient assessed by OT/PT
Date: _______________________

 FORMCHECKBOX 

Patient placed on Falls Prevention Program

Comments: _______________________________________________________________________


	P
	Polypharmacy
	 FORMCHECKBOX 

Patient assessed by: ____________________________
Date: _______________________
Comments: _______________________________________________________________________

________________________________________________________________________________



	P
	Pain
	Comments: _______________________________________________________________________

________________________________________________________________________________



	I
	Incontinence
	Comments: _______________________________________________________________________

________________________________________________________________________________



	C
	Confusion

(Cognitive Impairment)
	Comments: _______________________________________________________________________

________________________________________________________________________________



	E
	Eating and nutrition
	 FORMCHECKBOX 

Patient assessed by RD
Date: _______________________
Comments: _______________________________________________________________________

________________________________________________________________________________



	S
	Skin breakdown
	 FORMCHECKBOX 

Wound care plan initiated
Date: _______________________
 FORMCHECKBOX 

Patient seen by WISH team
Date: _______________________
Comments: _______________________________________________________________________

________________________________________________________________________________
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