Case Report Form - National audit of Fast Track Pathway discharge from hospital to community setting


Unique patient identifier 

1. Date and time first suggestion of fast track discharge written in notes.
Date __________________   Time __________________

2. Who was it suggested by?

Consultant _____   Registrar _______   Junior doctor ______  Nursing staff _______  AHP ________ 

Alternative specialist involved in care _______  MDT ________Other _____________(please specify)
3. Date and time paperwork submitted for fast track discharge.

Date __________________   Time __________________
4. Who completed paperwork?
Medical team _____  Nursing staff _____  Palliative care  _____  Discharge liaison nurses _____
Other ______________________________ (please specify) 

5. Date and time fast track discharge approved.

Date __________________   Time __________________
6. If not approved

a. What reason was given? ____________________________________________________________________

b. Was it resubmitted with changes to the submission?

Y______  N ________

7. What form of fast track discharge was provided?

Care home placement _________  Care at home _________

8. Date and time fast track discharge destination provided.

 Date __________________   Time __________________
9. Date and time patient discharged.

Date __________________   Time __________________
10. If patient died within hospital awaiting fast track discharge give date and time and complete with all steps undertaken documented until death.  
Date __________________   Time __________________
11. Where the period of time between submission of fast track and discharge was greater than 48 hours.
a. Do you think the delay was avoidable?   Y  ____________  N  ___________

b. In your opinion what was the reason for delay.  Mark all that apply.
Delay in approval of fast track  _____

Initial submission rejected and had to be resubmitted successfully _____

Delay in sourcing care agency to provide POC _____

Delay in sourcing appropriate placement _____

Delay in family visiting and choosing placement  _____

Change in health of patient necessitating medical treatment  ______ 

Delay in providing medications ______

Delay in providing equipment  ______

Delay in providing home oxygen  ______

Other _______________________________________________________ (please state)
DEMOGRAPHICS


Unique patient identifier: _____________               Speciality: General medicine  


                                                                                                              Geriatrics


Age: ______________________________                                   Oncology


                                                                                                              Surgery


Gender: ___________________________                                   Other _____________________


		                                                                                              (Please specify)																														








