ABCD - is a documentation framework to allow you to have up to
date and accurate person centred records without duplication.

ABCD
A — abnormal results: hypotensive, pressure ulcer present, confusion
B — bedside charts: For example: PUDRA, Care plans, Care rounds, Wound Assessment, Falls assessment,
Bed rails assessment...all must be checked at each shift and updated if and when required.
C — essential communication: document anything that needs communicated that is not captured in any
other record

D - deviation: document any deviation from care plan for example pillows used as refusing Prolevo boots
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