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	Date & Time 
	Gold Standards Framework Core Care Plan
Needs Based Coding Years, Blue, Stable or A 
 (Client does not need to be included on the palliative care register).

	· Clients have differing requirements at varying stages of their illness, the use of needs-based coding triggers the appropriate actions so that the right care is given in the right place at the right time.
· [bookmark: _Hlk141883279]Coding Blue suggests the client’s condition is stable with a prognosis of years. 

	Client agreed goals/outcomes

	· To give proactive care, ensuring that appropriate care is being coordinated to meet the needs of the client.
· To give the client the opportunity to discuss their wishes and preferences (ACP).
· To ensure the effective communication and collaboration across care settings takes place aligned with client’s needs.

	Actions, Intervention and Care Instructions
	Signature & Date

	
· Clients with long term/life limiting conditions review at monthly coding meeting. These clients do not need to be included on the palliative care register in general practice. 

	

	· Establish good links and communication with client, their family, and others important to them.
	

	
· Assess physical needs with appropriate assessment tools using specific / holistic. Assess for frailty. Consider referral to district nursing or MDT.

	

	
· Advance Care Plan: provide written information. Offer ACP discussion, identify if there is a Lasting Power of Attorney or proxy for health and welfare.

	

	· Awareness of resuscitation status as a DNACPR may be in place.
	

	· Ensure medication prescribed is taken with good effect.
	

	· Support clients to perform tasks/ activities within their homes to maintain their independence.
	

	· Monitor and assess the needs of client’s family and others important to them. 
	

	Client’s personalised goals / interventions:
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