MOUTH CARE RESISTANCE FORM
Complete when mouth care is refused on five consecutive attempts
Purpose: To record repeated mouth care resistance, identify possible causes, document approaches tried, and agree an action plan.
1. Resident details
	Resident name
	____________________________________________

	Room number
	__________________

	Date report completed
	__________________

	Person completing form
	____________________________________________


2. Record of five consecutive refusals
	Attempt
	Date / time
	Verbal resistance
	Physical resistance
	What happened?
	What was tried?
	Outcome

	1
	________________
	☐ Yes  ☐ No
	☐ Yes  ☐ No
	________________
	________________
	________________

	2
	________________
	☐ Yes  ☐ No
	☐ Yes  ☐ No
	________________
	________________
	________________

	3
	________________
	☐ Yes  ☐ No
	☐ Yes  ☐ No
	________________
	________________
	________________

	4
	________________
	☐ Yes  ☐ No
	☐ Yes  ☐ No
	________________
	________________
	________________

	5
	________________
	☐ Yes  ☐ No
	☐ Yes  ☐ No
	________________
	________________
	________________


3. Possible reasons for resistance
Tick any that may apply, and add details where needed.
☐ Pain or soreness   ☐ Broken tooth   ☐ Possible infection
☐ Fear or anxiety   ☐ Does not understand what is happening
☐ Unfamiliar person/approach   ☐ Timing not suitable
☐ Difficulty with mouth opening   ☐ Difficulty understanding instructions
☐ Other: ______________________________________________________________
4. Approaches attempted
☐ Hand-under-hand guidance   ☐ Bridging / copying   ☐ Chaining
☐ Hand-over-hand guidance   ☐ Distraction   ☐ Rescuing / second carer
☐ Visual cues   ☐ Reassuring touch   ☐ Stroke side of cheek
☐ Rolling brush   ☐ Two toothbrushes if clenching   ☐ Other: ______________
5. What worked, even partially?
________________________________________________________________________________
________________________________________________________________________________
6. Action plan
	What could be done differently next time?
	________________________________________________________
________________________________________________________

	Preferred approach / communication
	________________________________________________________
________________________________________________________

	Additional support or training needed
	________________________________________________________
________________________________________________________


7. People informed / involved
☐ Next of kin   ☐ Dentist   ☐ GP / doctor   ☐ Speech and Language Therapist
☐ Other healthcare professional: ______________________________   ☐ Other: __________________
Date informed: __________________   By whom: ______________________________________________
8. Mouth check / clinical concerns
Any signs of soreness, infection, broken teeth, bleeding or other concerns?
________________________________________________________________________________
________________________________________________________________________________
Action taken / referral made: __________________________________________________________
9. Review
	Staff signature
	__________________________________   Date: __________________

	Supervisor / manager review
	__________________________________   Date: __________________

	Planned review date
	__________________


Record in line with your care home's policies and local clinical governance arrangements.
