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PEDIATRIC PALLIATIVE CARE PROGRAM 
PLAN OF CARE 

*COMP LE TE  Y E AR LY AN D UP DATE  AS NE E DE D.  SEN D COP Y  T O PPCP NUR SE  PR OGR AM 
COOR DIN AT OR, JE SS BOYE A, VI A  SE CUR E  E MAI L OR FAX.   

 JE SSI CA.B OY EA@VE R MONT.GOV  OR  FAX:(802)863-6344 
 

NAME:  DOB:  Date:  
 

INTERDISCIPLINARY T EAM 
PR I M A R Y  

CA R E G I V E R  
 

PCP   

RN  CA R E  
CO OR D I N A T OR  

 

EX P R E S S I V E  
TH E R A P I S T  

 

COU N S E L OR   

CSHN  SW  

OTH E R   

 
PPCP Qualifying Diagnosis:  

 
PATIENT HISTORY 

 
 

ME DICAL 

☐  SE E  AGEN CY ME DI CAL RE COR D  ☐  SE E IN T AKE & N EE DS ASSE SSME N T 

 
 

SO CIAL/FAMILY 

 

 
 

PSYCHO LO GICAL 

 

 
 

SPIRITUAL/CULTURAL 

 

mailto:Jessica.boyea@vermont.gov
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GOALS OF CARE 
What is the child and family’s 
philosophy of care at this time? 
 
 
*This can and will change over time and 
therefore should be re-visited annually at 
minimum or when there is a change in the 
child’s status (improvements or declines in 
health) 

☐  Cure oriented 
☐  Avoid Hospitalization 
☐  Quality of life is most important 
☐  No Artificial or life-prolonging measures 
☐  Not assessed/Conversation has not taken place 
 
Comments: 

DECIS ION-MAKING/ADVANCE CARE DIRECT IVES 
Discuss who is the primary decision 
maker.   
 
Does the child have a COLST or 
advanced care directives?   
 
*This can and will change over time.  ACD and 
Resuscitation orders may not be discussed 
early on in working with a family but should be 
introduced as early as possible.  This is where 
EOL/funeral planning would be documented, if 
appropriate. 
 

Primary Decision Maker:  

☐  COLST on file 
☐  Advanced Care Directives on file 
☐  My Wishes on file 
☐  Voicing My Choices on file 
☐  Education provided 
☐  Not assessed/Conversation has not taken place 
☐  Attempt Resuscitation/CPR/Full Code 
☐  Undecided/No decision made 
 
☐  End-of-life or funeral planning initiated 
 
Comments: 
 
 
 

PAIN AND SYMPTOM MANAGEMENT   
Include documentation of any scales 
being used to measure pain or 
symptoms.  
 
*Even stating pertinent negatives is valuable in 
tracking a child’s care over time.  The 
emergency symptom plan can be attached to 
this document. 

☐  Fatigue/Activity Intolerance    ☐  Diarrhea 
☐  Respiratory Symptoms              ☐  Anxiety 
☐  Secretion Control                       ☐  Depression 
☐  Nausea                                         ☐  Insomnia 
☐  Vomiting                                      ☐  Agitation 
☐  Anorexia                                      ☐  Constipation 
☐  Other: 

Pain: Yes ☐  No ☐ Location: 
Pain Scale Used: 

How are  these  symptoms being addressed ? 
SYMPTO M INTE RVE NTIO N 
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GOALS 
 

ACTIO N ITE M INTE RVE NTIO N DE SIRE D GO ALS OUTCO ME 
Example: 
~Healthy 
Family/Caregiver 
Coping 

~Assess level of anxiety and 
coping mechanisms 
~Establish rapport with 
family 
~Determine level of 
understanding of 
diagnosis/prognosis 
~Include appropriate family 
members in discussions 
around diagnosis/prognosis 

~Family will adequately use 
coping mechanisms to deal 
with stress 
~RN will have regular visits 
with family and participate 
in a positive manner 
~Family will have realistic 
understanding and 
expectations of child 
 

☐ Achieved 
Date: 
 
☐ Ongoing 
Date: 
 
☐ Unsuccessful 
Date:    

Example: 
~Child will have 
decreased fatigue 
and increased 
activity tolerance  

~Recommend schedules and 
adjust activities as necessary 
~Teach family energy 
conservation techniques and 
allow for frequent rest. 
~Track symptoms that may 
interfere with activity or 
sleep 

~Identify negative factors 
affecting performance and 
reduce their effects, if 
possible. 
~Lifestyle will be adjusted 
to energy level 
~Child’s symptoms will be 
adequately managed to 
encourage activity 

☐ Achieved 
Date: 
 
☐ Ongoing 
Date: 
 
☐ Unsuccessful 
Date:    

   ☐ Achieved 
Date: 
 
☐ Ongoing 
Date: 
 
☐ Unsuccessful 
Date:    

   ☐ Achieved 
Date: 
 
☐ Ongoing 
Date: 
 
☐ Unsuccessful 
Date:    

   ☐ Achieved 
Date: 
 
☐ Ongoing 
Date: 
 
☐ Unsuccessful 
Date:    
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NO TE S 
 

 
 

 
PPCP CARE  COORDINATOR: 

 
 

 
S IGNATURE: 

 
DATE: 

 

 
IF  NO  CHANGES NE CE SSARY AT YE ARLY  RE VIE W, DATE  AND INIT IALS: 
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