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INTEGRATED COMMUNITY SPECIALIST PALLIATIVE CARE (ICSPC)
REFERRAL FORM v6 August 2021
TO MAKE A REFERRAL PLEASE EMAIL TO llr.icspc@nhs.net OR CALL ON 0300 555 5255 

	(Service hours – 7 DAYS A WEEK 08:00 – 22:00)
CRITERIA FOR REFERRAL:

For admittance to the service the patient will need to meet the following referral criteria: 

· Patient should be 18 or over.
· The referring clinician has identified the patient meets one or more of list below:
· Rapidly deteriorating with changing needs requiring a specialist opinion and/or wrap around end of life personal care (within contracted HCA capacity)

· Last Days of life personal care (within contracted HCA capacity)
· Complex unstable with symptoms 

· Patient/Family crisis with specialist palliative needs

· To facilitate home death on discharge from hospital or step up and at risk of unnecessary admission

· Last days of life if patient symptoms are uncontrolled

· Specialist follow up from acute sector, hospice or community referral

· Assessment required as unstable symptoms predicting risk of escalating to red status 

· Patient/carer complex psychological issues

· Green GSF patients who are unstable and have complex needs

· Requiring infrequent but appropriate specialist care input

· Follow up from previous visits to check symptoms have resolved

· Specialist Nursing advice for patients in nursing homes
The Service does not accept referrals for the below reasons:

· Bereavement support

· Benefit advice

· Patients who are under 18 years of age

· Patients with chronic stable disease or a disability with a life expectancy of several years unless complex symptoms

· Patients with chronic pain problems not associated with a progressive terminal disease

· Personal Care for patients who are in a nursing or residential home

· Personal Care with a life expectancy of more than 2 weeks

Definitions of care:

Generalist Palliative Care 

This is be provided by services in all health and social care (i.e. in third, voluntary and independent sectors). This care supports those patients with advanced, progressive, incurable illness to live as well as possible until they die.  It enables the supportive and palliative care needs of patients to be identified and met through the last phase of life and into bereavement.  It includes management of pain and other symptoms, and provision of psychological, social and spiritual and practical support.  This generalist palliative offer to patients is expected to be delivered by a wider multi-professional integrated team including nurses, GPs and hospital doctors, and therapists where necessary and may often involve a key worker. 
Specialist Palliative care 

Specialist palliative care may be required by people with a progressive life–limiting illness, with or without comorbidities. Patients may have unresolved complex needs that cannot be met by the capability of their current care team. These needs may be physical, psychological, social and or spiritual. People who face progressive life-limiting illness, with or without comorbidities, require different levels of health and social care at different points in their illness. Apart from care and treatment that is specific to their underlying condition(s), they are likely to have needs that are often referred to as palliative or end of life care, especially as they approach the last year(s) of their lives. Throughout the trajectory of their illness, sometimes episodically, sometimes for prolonged periods, they may require expert assessment, advice, care and support from professionals who specialise in palliative care. These professionals work as part of multidisciplinary teams, providing the service directly to the person and those important to them and/or supporting others to do so. 


	NHS Number (essential):
	Patient consent to Integrated Community Specialist Palliative Care & electronic share of notes:
Yes        No        Unable


	Surname:




	Date of Birth:

	First Name:
	Male/Female:

	Address:
Post Code:
	Ethnicity:                                Religion:

	
	Telephone:
Mobile:

	First Language:
Would an interpreter be helpful:        Yes          No

	Other barriers to communication:


	Carer / Next of Kin

Name:
Address:
Telephone number(s):
Relationship
to patient:
	Other services

Name:
Based at:
Telephone:
	General Practitioner
Name:
Address:
Telephone:

	
	
	Continuing Health Care assessment completed:          
Yes        No          Unknown

	Main Carer if different from above

Name:
Telephone:                                               Mobile:
Relationship:

	Consultant/s

	Primary DIAGNOSIS (please give brief history):                                               Date of diagnosis:
Secondary Cancer


	Prognosis, if known:
	Days
	Weeks
	Months

	Is the patient aware of diagnosis:        Yes       No                  Is the patient aware of prognosis:         Yes           No

	Does the patient discuss their illness freely:       Yes         No

	CURRENT TREATMENT / INTERVENTION:
Drug regime / any palliative treatments e.g. radiotherapy/chemotherapy etc.



	IS THE PATIENT AT RISK OF CATASTROPHIC BLEED?             
Yes -    If so please consider prescribing/authorising crisis medications.                                  No



	PATIENT NAME:                                                                          PATIENT NHS NUMBER:


	Patients Preferred Place of Care:

	Is patient on GSF?
Yes / No

Score: Red / Yellow / Green
	Is the ReSPECT form and/or Advanced Care Planning documentation in use?
Yes / No

	Patients Preferred Place of Death:

	DNAR-CPR:

	Anticipatory Medication:



	DRUG ALLERGIES/ADVERSE REACTION:


	

	REASON FOR REFERRAL

	

	Please complete to determine ICPSC ASSESSMENT response time
Please select the accurate tick box below for the patient’s needs to ensure we respond appropriately 

	Red Score (up to 2 hour response) – please call the ICSPC team on 0300 555 5255

          Complex (not responsive to first line/generalist management) unstable new symptoms with daily changes


          Patient/family crisis with specialist palliative care needs (requiring continuous support and/or specialist input to address      

          distress/anguish)


          CNS/Community/GP referral to facilitate impending home death (nursing or personal care need)


          Acute/Hospice/Community inpatient referral to facilitate impending home death

          Terminal care if patients symptoms are complex and unstable (one or more symptoms not controlled, requires monitoring or     

          requiring 2 or more PRNs in a 24 hour period).


          Terminal Care if patients symptoms have been stable but are now changing and first PRN is needed (Community Nursing Offer)
Amber Score (up to 24 hour response) – please call the ICSPC team on 0300 555 5255

         Assessment required as unstable symptoms with daily/weekly changes predicting risk of escalation of red status


          Patient/carer complex psychological issues (psychological problems requiring support/specialist input as impacting on patient       

          wellbeing leading to address distress/anguish)


          Acute/Community/GP referral to procure personal care, where there is no specialist need in the last week of life
          Follow up Acute/Hospice/Community Inpatient unit for routine maintenance/support with non complex physical or psychological 
          care. (Community Nursing Offer).
Green Score (up to 7 working days response) 


          Patients who are stable or changing monthly (asymptomatic & independently/partially independent with current support network    

          meeting need)


          Requiring infrequent but appropriate specialist psychological care input (generally coping, mood consistent with illness & needs     

          met by current support network)


          Follow up from previous visits to monitor/check symptoms have resolved


          Telephone or Video consultation, signposting to relevant and appropriate service or telephone/video suppo
         Follow up Acute/Hospice/Community Inpatient unit for routine maintenance/support with non complex physical or psychological     

         care (Community Nursing Offer)

	REFERRER NAME AND JOB TITLE:

Date of referral:
	BASE AND CONTACT DETAILS:
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