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Care Plan for Fast Track Patients
Inter-agency multi-disciplinary care plan for palliative care provision & placement.  For an individual with a primary health need arising from a rapidly deteriorating condition which may be entering a terminal phase, with an increasing level of dependency.
This care plan is for use with the national fast track pathway tool, for patients who have been referred to the PCT for Continuing Healthcare funding to enable their needs to be urgently met (e.g. to allow them to go home to die or to allow appropriate end-of-life support to be put in place). 
	Patient registered with GP in:



   (insert name of PCT) 



	Name:

	DOB:                                       Age:                  Male/Female



	Home Address:


	Name & Address of next of kin/contact:

Telephone No:

Relationship: 


	First Language:
	Religion/cultural needs: 


	GP:

Address:

Tel No: 
Fax No: 
	District Nurses Name:

Address:

Tel: No:

Fax No:

	Palliative Care Team: 
	Name of social worker/care manager

Tel Number

	Consultants Name:


	Patients Current Location:



	Home Situation: 

	Social & Family Circumstances: Carer Input/Caring Network

	Has the patient been involved in setting up and agreeing to this care plan?              /Yes                                             

If not explain why:



	Has the main carer been involved in setting up and agreeing to this care plan?    
    Yes                                                                          
If not explain why:




	Name of Patient:                                                                                          DOB:


	If patient requires long term care. Does the patient, relative, friend or advocate have a preference on which nursing home placement & why?



	If patient is to be cared for at home.  Please complete pages 5 & 6 


	Primary & Secondary Diagnosis & other Medical Conditions              

	(Primary)       1 
 
	Is the Patient Aware of Diagnosis? Yes/No
If not why Not?



	(Secondary)  2 

	

	(Other)          3


	


Pain:

	Does the patient have unremitting and overwhelming pain despite all efforts to control pain effectively?


	/No

	
	Absent
	Mild
	Moderate
	Severe
	Uncontrollable

	Pain
	
	
	
	
	


Patient’s current symptoms, aside from pain, which require regular (weekly) review (please tick boxes)

	
	Absent
	Mild
	Moderate
	Severe
	Uncontrollable

	Nausea
	
	
	
	
	

	Dyspnoea/ Difficulty Breathing
	
	
	
	
	


	Bleeding
	
	
	
	

	Cough
	
	
	
	

	Fatigue
	
	
	
	

	Drowsy
	
	
	
	

	Jaundice
	
	
	
	

	Ascites
	
	
	
	

	Confusion
	
	
	
	

	Anxiety
	
	
	
	

	Depression
	
	
	
	

	Insomnia
	
	
	
	

	Oedema
	
	
	
	

	Other
	
	
	
	


Please describe specialist nursing needs and current symptom management: 
(To be completed by CNS)
	


	Name of Patient:                                                                                                DOB: 


	Please describe general nursing needs (including moving & handling, equipment required, continence etc.        

Waterlow score, site & grade of any sores to be included)



	


	Current Functional Ability re: Personal Activities of Daily Living:



	


	Current Functional Ability re: Domestic Activities of Daily Living:



	


	Current Mobility Level:



	


	Current Mental Health:



	


	Does the patient have an unstable condition?


	Yes/No

	Does the patient have a rapidly deteriorating condition?


	Yes/No

	Does the patient require a high level of specialist palliative care input?


	Yes/No


	Name of Patient:                                                                                              DOB: 


	Which of the following members will be involved in the care provision:



	Occupational Therapist   Y/N
	Palliative Care Nurse        Y/N
	Hospital Doctor       Y/N

	Physiotherapist                Y/N
	Palliative Care Doctor       Y/N
	Social Worker         Y/N

	District Nurse                   Y/N
	Speech & Language         Y/N
	GP                           Y/N

	Other:


	Does the patient have drug regime that requires daily monitoring by a registered nurse to ensure effective symptom and pain management associated with a rapidly changing and/or deteriorating condition?


	Yes/No


Current Medication:


	Medication
	Dose
	Frequency
	Route
	Duration

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Medication Review completed by:






Date:

Signature/ Designation:










	Which multi disciplinary team members have been involved in the assessment for this patient? (Please tick)

	(  Occupational Therapist   
	( Palliative Care Nurse        
	(  Hospital Doctor       

	(  Physiotherapist                
	(  Palliative Care Doctor       
	(  Social Worker / Care Manager         

	( District Nurse                   
	(  Speech & Language         
	(  GP                           

	(  Other:


	Name of Patient:                                                                                 DOB:

	Recommendations for Future Care
To be completed after discussion with patient, relative, friend or advocate:



	Home
	Nursing Home
	Residential Home 
	Hospice

	(Please indicate if care is to be provided at different address to that stated on page 1)
	
	
	


Plans for review

	

	(Patients requiring Continuing Care fully funded by the NHS or Continuing health & social care giving rise to both Social Services & NHS responsibilities will be reviewed regularly (at least every 3 months) by the specialist palliative care team involved or if no team is involved by the GP & District Nurse)


Assessment Confirmed by (Palliative Care Specialist/Consultant)

	Name:


	Agency:

	Signature:


	Telephone No:

	Title/Profession:


	Date:


	To be completed if the patient is to be cared for at home




	Name of Patient:                                                                                      DOB:

	What services have previously been provided to the patient? (please tick/delete where appropriate)

( Home Care                              ( Physiotherapist                           ( Day Hospital/Hospice

( Meals on wheels                      ( Day Care                                    ( Respite Care                                        

( District Nurse                            ( Twilight/ Night Service               ( CPN                                

( Palliative Care Team                ( Other Specialist Nurses (state specialty) ..………………………….          

( Other (Please Specify) ………………………………………………………

Describe the input of the above.  Please be as detailed as possible giving frequency & duration of visits.   

If services were offered but declined, please state why


	What services will be needed to enable patient to return home? (please tick/delete when appropriate)

( Home Care                              ( Physiotherapist                           ( Day Hospital/Hospice

( Meals on wheels                      ( Day Care                                    ( Respite Care                                        

( District Nurse                           ( Twilight/ Night Service               ( CPN                                

( Palliative Care Team               ( Other Specialist Nurses (state specialty) …………………………….            

( Other (Please Specify) …………………………………………………………….

Describe the proposed input of the above.  Please be as detailed as possible giving frequency & duration of visits.   




	Name of Patient:                                                                                              DOB:

	Accommodation & Environment

Current accommodation circumstances (please tick & give details as appropriate)



	( House

	( Bungalow

	( Sheltered Housing
	( Ground Floor Flat
	( Flat above 
     ground     

     floor
	( Residential Home
	( Nursing Home

	

	( Owner Occupier

	( Council Tenant
	( Housing Association Tenant
	(  Private Tenancy
	( Lodgings


	

	( Living Alone

	( Living with  

     spouse
	( Living with offspring
	(  Living with siblings
	( Living with other relative
	( Living with friend

	

	Suitability of Accommodation


	(No Problems

	( Some difficulty due to disability
	( Confined to one area e.g. sleeps downstairs


	

	Access
	( Level Front
	( Level Back
	( Flight of Stairs
	( Step or Steps

	

	Heating
	 (Central Heating
	( Electric Fires


	( Gas Fires


	( Calor Gas Fires
	( Open Fires



	

	Cooking
	( Microwave Oven
	( Electric Cooker
	( Gas Cooker


	( Calor Gas Cooker
	( Solid Fuel



	

	Toilet
	( Inside Downstairs
	( Inside Upstairs
	( Outside


	( Chemical Commode
	( Commode



	

	Bathroom
	( Downstairs Shower
	( Downstairs Bath
	( Upstairs Shower
	( Upstairs Bath


	( None




	Comments/ any other observations, entry to property (e.g. keys with neighbour)

Attach OT assessment as appropriate




 NAME:






SIGNATURE:

TITLE:







DATE:
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