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Fast Track Pathway Tool for NHS Continuing Healthcare

To enable the immediate provision of a package of NHS Continuing Healthcare

Completed-  Date: …….../…….../…………....               
Sent to CHC- Date: ……../…….../…………....Time:……………
Reason for delay if not same day………………………………………………………………………………………
	Contact details of referring clinician:

Name, role, organisation, telephone number, email 
	


	Demographics

	Name:


	Date Of Birth:


	permanent Address  Postcode:



	TELEPHONE NUMBERS:


	GENDER: 

 Male  □   
Female  □  
	

	NHS Number
	
	

	Marital Status:
	Religion/ faith:

	Nominated contact:

	Relationship:
	Contact Number:
	Address for Next of Kin



	Other Emergency Contact Details:


	Ethnicity:


	First Language:



	GP Name:


	GP Address and Phone No:


	Current location:



	NHS FAST TRACK PATHWAY TOOL INFORMATION

	The individual fulfils the following criterion:
He or she has a rapidly deteriorating condition and the condition may be entering a terminal phase.  For the purposes of Fast Track eligibility this constitutes a primary health need.  No other test is required.  

	Brief outline of reasons for the fast-tracking recommendation:
Please set out below the details of how your knowledge and evidence of the patient’s needs mean that you consider that they fulfil the above criterion. This may include evidence from assessments, diagnosis, prognosis where these are available, together with details of both immediate and anticipated future needs and any deterioration that is present or expected.

	

	Communication of information

	I, an appropriate clinician, confirm that I have explained to the individual/their representative (tick to confirm  - all three elements should be discussed with the individual/their representative) 

	The reasons why a Fast Track application for NHS Continuing Healthcare has been made                     
To the CCG.    (

	That the purpose of this is to enable the individual’s needs to be urgently met as they have a rapidly deteriorating condition which may be entering a terminal phase.      (

	That their needs may be subject to a review, and accordingly that the funding stream may change subject to the outcome of the review      (

	Does the patient have a Lasting Power of Attorney?                                 Yes:  (                            No: (

	If Yes – which type?                                          Personal Welfare:   (      Property & Affairs  (

	Name: 

	Appropriate Clinician

Print Name: 


	Signature:


	Date:



	Patient Needs and circumstances

	Relevant Medical History:



	Recent Hospital Inpatient admission (most recent first)

	Hospital
	Date
	Reason
	Consultant

	
	
	
	

	
	
	
	

	
	
	
	

	Home Circumstances: Type of housing.  Any risks/ hazards

	Living Circumstances: Does the patient live alone, carer present?



	Maintaining A Safe Environment:

	Access to Home / Key Safe / Lifeline:
	Skin Integrity – Highlight actions to take/equipment in place

	Communication needs:



	Mobility; Identify Aids In Place / Moving And Handling Issues / Transfers:

	Breathing:
O2 / Aids / Treatment? Smoking?


	Psychological / Well Being / Cognitive Problems:

	Sleep Pattern:

Likes to get up at:

Likes to go to bed at:


	Hygiene: Assistance Required?

	Dressing / undressing?



	Elimination – Include Continence Products / Aids:


	Nutrition – Include Need for Meal Preparation / Feeding if Necessary:


	Food Preferences – (if known):

Drinking / Swallowing Problems:


	Social, spiritual and cultural needs:



	Pain and symptom management:



	Anticipatory medications



	End of Life preferences:
Consider place of care, cardio-pulmonary resuscitation status, future hospital admission

   

	Recommendation and Service Request:

	Details & contact number of current care agency: Identify Carers and frequency/level of support already in place:

Including-Meals / Shopping/Domestic / Laundry:

	Other agencies involved:



	Has the patient been offered a Personal Health Budget? 
Details:



	Number of calls and times required:
	Frequency of calls (please specify):

	
	
	
	
	Every day
	Weekday only
	Other:



	Overnight requirement? (Specify frequency)

	Reason for

 visits 

(circle) 
	Washing, dressing 

& hygiene needs
	Pressure 

area care
	Toileting
	Prepare and feed meals
	Transfer bed/chair/bed
	Administer medication
	Other(add reason)

	Identify any Health Related Tasks  i.e. PEG Feeds / Suction / Catheter Care / Medicines


	Additional relevant information:

Include rational for needs for carer overnight if needed 

(send supporting information such as behaviour charts where possible)


	Name and signature confirming approval by CCG
	Date

	
	
	

	Please ensure this form is sent to the Midlands and Lancashire CSU CHC team without delay


Please complete the Equality Monitoring From (this should reflect the Patients details not the person completing) Please complete the Consent to Share Information form

Please scan and send completed copy to:   Mlcsu.derbyshirechcfastrack@nhs.net
Place the original in the nursing notes (local instructions can be added here). 
[image: image2.emf]About you  –   equality monitoring   Please   provide us with some information about yourself. This will help us to understand whether  people are   receiving fair and equal access to NHS continuing healthcare. All the information you  provide will be kept  completely confidential   by the Clinical Commissioning Group . No identifiable  information about you will be   passed on to any other bodies,  members of the public or press.      1     What is your sex?    Tick one box only.    

Male                

Female                

In another way                  

Prefer not to answer                

         2     W hich age group applies to you?    Tick one box only.    

18 - 24                

25 - 34                

35 - 44                

45 - 54                

55 - 64                  

65 - 74                

75 - 84                

85+                  

Prefer not to  answer                

         3     Do you have a disability as defined by  the Disability Discrimination Act (DDA)?   Tick one box only.     The Disability Discrimination Act (DDA)  defines a person with a disability as someone  who has a physical or mental impairment that  has a substantial and long - term adverse  effect on his or her ability to carry out normal  day to day activities.    

Yes    

No    

Prefer not to answer    

          4     What is your ethnic group?     Tick one box only.    

A  White  

English/Welsh/Scottish/Northern  Irish/British      

   

Irish      

Gypsy or Irish Traveller      

Any other White background, write below  

 

B  Mixed  

White and Black Caribbean      

White and Black African      

White and Asian      

Any other Mixed background, write below  

 

C  Asian, or Asian British  

Indian      

Pakistani      

Bangladeshi      

Chinese      

Any other Asian background, write below  

 

D  Black, or Black British  

Caribbean      

African      

Any other Black background, write below  

 

E   O ther ethnic group  

Arab      

Any other   ethnic group , write below  

 

Prefer not to answer    

       


[image: image3.emf]   5   What is your religion or belief?     Tick one box only.     Christian includes Church of  England/ Wales /   Scotland , Catholic, Protestant and    all other Christian denominations.            6    Which of the following best describes your    sexual orientation?     Tick one box only.    

Heterosexual  or   Straight    

Gay or Lesbian    

Bisexual    

Prefer not to answer    

Other, write  below  

 

     

None    

Christian    

Buddhis t    

Hindu    

Jewish    

Muslim    

Sikh    

Prefer not to  answer    

Any  o ther   r eligion , write  below  

 


Fast Track Pathway Tool for NHS Continuing Healthcare

To enable the immediate provision of a package of NHS Continuing Healthcare

	Consent to Share Information

	NHS Number:

	Name:


	DOB:


	The person fully understands the information given and is able to consent to the                       

sharing of information                                                                                                                                                

Yes                                                                                                                                                  (       Complete section A                         

No - lacks capacity/too unwell to consent but representative holds legal authorisation      (       Complete section B

No - lacks capacity/too unwell to consent - no representative with legal authorisation        (       Complete section C


	Section A

	I have received information about the fast track funding and I would like to be assessed for NHS Continuing Healthcare funding. I understand this involves review and sharing of my health and social care records with relevant professionals who need access in order to provide care and management. I understand that the record will remain confidential at all times
OR:

I wish to nominate ………………………. to act on my behalf and participate in the assessment process   (

	Print name

	Signature
	Date

	Section B: Legal Representative

	Source of Legal Authorisation:

Please tick appropriate box. Please note you may be asked to provide evidence of your legal status Lasting Power of Attorney for health and welfare     □ 

Deputyship for health and welfare                □           Guardianship                                             □
	For health/social care professionals only – have you seen the evidence (Source of Legal Authorisation)?               Yes / No 
Name: 

Signature: 

Profession: 

Date: 



	Full Name of Representative:
	Relationship to person being assessed:

	Address:
	Contact Number:

Mobile:

Email:

	Legal Representative: 
I confirm that I have received information on the Continuing Healthcare Process.                 □  


	I confirm that it is in the best interests of ……………………………………… to have an NHS Continuing Healthcare Checklist / Fast Track / Decision Support Tool and all subsequent reviews being undertaken.                □    

	Print Name
	Signature
	Date

	Section C

	

	In cases where the patient is believed to lack capacity a separate MCA assessment must be carried out and filed in the patient’s medical record.

	I consider that the patient is too unwell to undertake the assessment process and they have indicated to me that they are agreeable to nominate ……………………………….. to take part in the assessment process on their behalf    (

	As the person lacks capacity or is too ill to consent to the assessment process I believe it is in their best interest for the assessment process to commence and their health and social care records be reviewed and shared as specified in Section A

	Print name

	Signature
	Date


