XXXXX Health Centre

Care Plan to Outline Management  Options In the event of Clinical Deterioration

	Name

Josephine Bloggs
	Date of Birth

1/1/1910

	Address

Dunroamin

Harley Street

Cheesetown
	Tel Number

0800 1690169

	
	Computer Number

1234

	Usual GP

Dr Lurgey

01458 834100
	Carer Details

Husband (s/a)

Fred Bloggs (son) lives Cheddar

01934 234567

	Professionals involved including contact details

Cheeseville DNs   09823 123980

Homecare (bd package) 0900 394857

Macmillan Team 01935 709480

Dr D’Eath consultant YDH CoE

	Clinical Problem
	Agreed assessment /escalation plan

	1  Epilepsy: frequent seizures


	Buccal midazolam x2. If > 30mins fitting without recovery 999-

Consider observation in CATU/MIU (agreed with teams)

	2 COPD: end stage


	Pt  written self-management plan to be administered by husband- antibiotics and steroid supply maintained in house. (GP to monitor)

Referral to COPD community team

	3 CCF: Due to Ischaemic Cardiomyopathy


	Weekly weights (District Nurse)

If increase weight> 2kg consider increased diuretic therapy. Monthly u+e cr

	4 Frequent UTI associated with acute confusion/ falls
	Monthly urine culture (family will provide samples)

Supply of antibiotics in house to take if fever/ unwell

	(insert more or delete as required)


	


Copies

· Patient Care plan

· GP Pt record

· Somerset Primary Link

· OOH service

1) XXXXX Health Centre

At Risk Patient Information Sheet (Cont/…)

Care Plan Review at MDM (Optional)

	Name Josephine Bloggs
	Date of Birth



	Notes of Discussion (Date)
	Action Agreed

	MDM 1/1/08: fit, ambulance not called. Pressure sore rt heel. ? issues re meds compliance; husband on respite holiday


	DN to attend daily to dress heel

Contact pharmacy to arrange blister pack (GP)

Increase to qds care package

	
	

	
	

	
	

	
	

	
	

	
	


