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Message from Andrew Ridley, Chief
Executive at CLCH
“CLCH is delighted to become the new provider of adult community
services in West Hertfordshire.
There will be no significant changes to services on 1st October and the
focus during transition will be patient safety and business as usual
care delivery.
Over time and alongside the CCG, we will be developing a new
integrated model of care that puts into practice the national expectations around fully joined-up
services that are set out in NHS England’s Long Term Plan.
In the meantime, we are keen to attend your locality meetings to engage, maintain and build on
existing links within your organisations and welcome any feedback.”

About CLCH’s Clinical Pathways
These clinical pathways have been developed by CLCH and Herts One GP Federation with input
and feedback from various system partners and have been approved by Herts Valleys CCG. We
recognise that future adaptations may be required as a result of STP and local initiatives and all
updates will be shared. The pack details the pathway for each service in the CLCH contract,
eligibility criteria, referral details and timescales for delivery (where services are new or
transformed).
Things to note:


CLCH will only be delivering core podiatry services. The integrated diabetes pathway (delivered
by West Hertfordshire Hospital Trust and Hertfordshire Community Trust) will continue to
deliver diabetic podiatry and CLCH will deliver core podiatry. Please continue to refer patients
who require diabetic podiatry through the Integrated Diabetes pathway.



The Complex Leg Ulcer service will be delivered by Herts One GP Federation. CLCH will deliver
the new Tissue Viability service, which has been expanded to ensure one Tissue Viability nurse
is linked to each locality as they come into post. These nurses will provide advice and guidance
to the leg ulcer service and support complex cases where appropriate. The new service can be
contacted on 01923 202 688.



GP’s will continue to provide the Minor Treatment Level 1 Service which includes:
o Postoperative care in patients who can attend surgery premises and where the care of
such wounds falls within the skill and experience of the staff involved. The list of
procedures and treatments identified in this service is an indication of the type of work
covered by the treatment room service, and is not meant to be exhaustive in scope.
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o Suture removal or Clip removal; where the operation was carried out outside general
practice as a consequence of a referral to or on-going care by hospital services.
o Basic skin dressings and dressings performed following a secondary care procedure e.g.
post-operative care of surgical wounds in patients who can attend surgery premises
and where the care of such wounds falls within the skill and experience of the staff
involved.
o Management of Minor Trauma which would not normally require attendance at
‘Accident and Emergency’; e.g. wound dressing and wound closure e.g. steristrips and
glue.

REFERRAL AND CONTACT DETAILS
For GPs all referral information is on DXS. The referral hub number now covers the locality nursing
teams and specialist services:







Dacorum, Hertsmere, Watford & Three Rivers and St Albans Integrated Locality Teams
Speech and Language Therapy
Bladder and Bowel
Tissue Viability and Lymphedema
Cardiac Rehabilitation and Chronic Heart Failure
Core Podiatry

West Referral Hub Number 03000 200 656
Service
Adult Speech and Language Therapy
Bladder and Bowel
CAHS Dacorum
CAHS Hertsmere
CAHS St Albans & Harpenden
CAHS Watford
Cardiology
Community Beds
Community Beds – Neuro/Stroke
Community Neurology
Community Treatment Unit
Core Podiatry
Discharge Home to Assess
Leg Ulcer
Lymphoedema
Specialist Palliative Care
Stroke Early Supported Discharge
Tissue Viability

Email Address from 1st October
clcht.westherts.slt@nhs.net
clcht.westherts.bladderandbowel@nhs.net
CLCHT.Dacorumspoc@nhs.net
CLCHT.Hertsmerespoc@nhs.net
CLCHT.Stalbansandharpendenspoc@nhs.net
CLCHT.Watfordspoc@nhs.net
Watford.CAHS@nhs.net
CLCHT.westherts.communitycardiology@nhs.net
Potters.Bar@nhs.net
langley.house@nhs.net
Holywell.ward@nhs.net
Neuro.oplh@nhs.net
clcht.westherts.CTU@nhs.net
clcht.westherts.podiatry@nhs.net
clcht.westherts.DH2A@nhs.net
clcht.westherts.legulcer@nhs.net
clcht.westherts.lymphoedema@nhs.net
CLCHT.westherts.palliativecare@nhs.net
CLCHT.HertsValleyESD@NHS.net
clcht.westherts.tvn@nhs.net
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BLADDER & BOWEL
CLCH MODEL
Clinical service
•

The bladder & bowel specialist nurses will provide timely, high quality, comprehensive continence services
across Herts Valleys through a multi-skilled team.

•

The bladder & bowel specialist nurses will provide specialist assessments, diagnosis and treatments along
with advice, education and support of the patient and their family & carers.

•

Triage will be undertaken within 2 working days of referral for the first six months of the contract and
within 1 working day thereafter. Urgent patients will be offered an appointment within 5 days and nonurgent patients will be offered the next available appointment within 6 weeks.

•

A letter will be sent to the referrer and the patient’s GP on treatment undertaken and whether patient
being kept on or discharged.

•

A named bladder & bowel nurse specialist will be allocated as a link to each PCN.

•

The bladder & bowel specialist team will act as an advisory capacity to other health care professionals

•

Specialist assessments will be undertaken in a clinic setting, however, a home visit will be arranged if
appropriate for example housebound patients with a complex continence problem.

•

The bladder and bowel specialist nurses will undertake basic bladder scans for residual urine and other
diagnostics where required. Where an issue is identified, the team will contact the patient’s GP to share
results and agree the most appropriate treatment pathway (i.e. urology, urogynae, physiotherapy) .

•

The community continence team will attend the quarterly continence MDT which is attended by the
physiotherapists, care of elderly team and Urology.

Education
•

The bladder & bowel specialist team lead will provide a structured training and education programmes
that healthcare professionals, care homes, social care professionals and independent voluntary agencies
can access. These will be delivered within each of the four localities.

•

The service will provide education & support to patients and their family and carers.

Continence Products
•

The bladder & bowel specialist team will facilitate and manage the Continence Home Delivery Service,
providing continence products via a chosen suppler to patients in their own homes who meet the criteria
for provision of products.

•

The bladder & bowel specialist team will triage and manage the products prescribed by community
healthcare professionals to housebound patients with non-complex incontinence

•

The bladder and bowel team will undertake Continence assessments in clinic and will review and
authorise Continence assessments undertaken by other healthcare professionals within 24 hours
of receiving them. They will refer all authorised assessments to the Continence Home Delivery
Service to add to their caseload.
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INTERDEPENDENCE WITH OTHER SERVICES
•

Community Locality teams

•

Community bedded areas

•

Neurological service

•

Care Homes

•

Learning Disability Service

•

General Practice and Primary Care Networks (PCNs)

•

SPA

•

Social Care professionals

•

Voluntary agencies

•

Urogynae service

•

Frailty Clinics
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PATIENT FLOW

Bladder & Bowel Pathway
Self-referral if already
known to service

`

Referrals accepted from GP’s,
acute, care homes & social
care

Symptoms of incomplete
bladder emptying

Symptoms of stress / urge /
functional or passive incontinence

Diurnal and/or nocturnal
frequency/urgency of micturition

Community teams to
manage on-going referral
directly

Referral
Single Point
of Access

Faecal incontinence

Intermittent self-catherisation
Intermittent self-dilation

Nocturnal enuresis

Clinical Triage

Advice & Education

Structured
Education
Programme

Clinic / Home visit

Patient
One-to-One
Education &
Support

Appointment letter
(+ pre assessment
information; i.e. diary card)

Assessment
History
Physical Examination
Bothersome rating
Quality of Life
Medication review
Fluid & dietary intake/output
Interpretation of diary cards
Investigations
Urinalysis
Bladder Scan
Uroflowmetry

Continence Products

Assessment available

No

Yes

Organise Home
Delivery of Pads
(Usually every 12 weeks)

6 monthly
Review

Treatment Plan

Diet & fluid
education &
advice

Bladder retraining

Rehabilitation
(i.e. biofeedback,
Psychological)

Catheter care
(Indwelling / ISC)
ISD

Tertiary Care Treatment Plan
Anal irrigation, Mitrofanoff care, Post Botox ISC
(the treatments will be at the request of tertiary teams)
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ACCEPTANCE AND EXCLUSIONS
Acceptance criteria:
Adults 18 years old and above registered with a GP within Herts Valleys CCG with:
• Symptoms of stress/urge/functional or passive incontinence
• Symptoms of incomplete bladder emptying
• Diurnal and/or nocturnal frequency/urgency of micturition
• Nocturnal enuresis
• Faecal incontinence
• ISC or ISD
Adults & Children 4 years and over requiring:
• Continence Product Home Delivery Service who meet the criteria for continence products

Exclusion Criteria:
If the patient fulfils any of the following, a referral should be made to a medical practitioner and not the
Continence Service:
• Haematuria
• Suspected neurological disease
• Uncontrolled diabetes
• Suspected urological/gynaecological condition
• Acute anal sphincter injury
• Visible prolapse
• Enlarged prostate
• Re-current urine infections
• Acute constipation
• Symptoms of voiding difficult
• Suspected pelvic mass
• Persistent bladder and/or urethral pain
• Signs of gastrointestinal cancer
• Acute disc prolapse
• Complications from Mesh surgery

LOCATIONS OF SERVICES
Proposed locations:
Dacorum
Marlowes Health and Wellbeing Centre
Watford and Three Rivers
The Avenue
Skidmore Way
St Albans and Harpenden
St Albans City Hospital (moving to St Albans Civic Centre)
Harpenden Memorial Hospital
Hertsmere
Potters Bar Hospital
Elstree Way

TIMESCALES AND MILESTONES
Go Live 1st October 2019
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CARDIAC REHABILITATION
CLCH MODEL
Clinical service
•

Following a secondary care cardiac event admission the Cardiac Rehabilitation Team will accept
referrals for phase II and III cardiac rehabilitation.

Phase II:
• The cardiac rehabilitation team will telephone the patient within 3 working days of receipt of referral to
discuss cardiac health and provide guidance on how to progress with activity and exercise.
•

A cardiac rehabilitation healthcare professional will provide information and encourage all patients to
attend the cardiac rehabilitation programme once their condition has been stablised.

•

A cardiac rehabilitation healthcare professional will undertake an initial assessment within 10 working
days of receipt of referral, with patients either being accepted onto the cardiac rehabilitation
programme or a consent to exercise request is made to the patient’s cardiologist.

Phase III:
• The cardiac rehabilitation programme will consist of an initial assessment, an 8 week group education
and exercise course and a post programme assessment.
•

The cardiac rehabilitation team will adhere to the British Association for Cardiovascular Prevention and
Rehabilitation (BACPR) guidelines and participate in the National Audit of Cardiac Rehabilitation (NACR).

•

Families/carers are invited to join the Health Education sessions with the patient’s agreement.

•

The cardiac rehabilitation programme will be undertaken in a group, however, a one-to-one home
programme will also be offered if clinically indicated.

INTERDEPENDENCE WITH OTHER SERVICES
•

Consultant cardiologists

•

Secondary Care

•

Heart Failure Teams

•

General Practice and Primary Care Networks (PCNs)

•

SPA
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PATIENT FLOW

Cardiac Rehabilitation Pathway
Referrals from secondary Care
& Heart Failure Nurses

Referral
Single Point of Access

Myocardial infarction,
Coronary Artery Bypass Surgery
Percutaneous Coronary Intervention
Heart valve replacement or repair
Stable Heart Failure

Clinical Triage
Phase III
Intensive exercise & education

Phase II
Immediate post discharge

(once stable, usually within 6 weeks)
once stable)

 within 3 working days
Discuss perceptions of cardiac
event, progress
& current health

Pre Assessment
BP, HR, BMI
Shuttle Walking Test
Chester Step Test
HAD Questionnaire
QOL Questionnaire

Arrange assessment
within 10 working days
Attend 8 week Programme
1 hour exercise + relaxation
1 hour education:

Initial Assessment
History
BP, Pulse, BMI
Quality of Life
Psychosocial
individual risk factors

Physical activity
Stress management
Lifestyle advice
Healthy eating
Understanding heart disease
Medication management

Plan
Discuss life-style changes
Develop return to work plan
Individual goals set
Calculate exercise training zone
Risk stratification (low / high)

Declined for CR
Programme

Cardiologist consent
to exercise request

Discharge
Letter to GP & cardiologist

Post Assessment
BP, HR, BMI
Shuttle Walking Test
Chester Step Test
HAD Questionnaire
QOL Questionnaire

Accepted for CR
Programme

Discharge Advice
Life-style change plan
Phase IV CR information
Ongoing referrals
(i.e. IAPT, dietician)
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ACCEPTANCE AND EXCLUSIONS
Acceptance criteria:
Adults registered with a GP within Herts Valleys CCG requiring phase II & III cardiac rehabilitation following:
• Myocardial infarction
• Percutaneous Coronary Intervention (Stents)
• Coronary Artery Bypass Surgery
• Heart valve replacement or repair
• Stability of Heart Failure
Exclusion Criteria:
• Patients requiring phase I & IV cardiac rehabilitation
• Acute or unstable cardiac conditions

LOCATIONS OF SERVICES
Proposed locations:
Cardiac rehabilitation will be provided within the following localities:
• Dacorum
• Hertsmere
• St Albans and Harpenden
• Watford and Three Rivers

TIMESCALES AND MILESTONES
Go Live 1st October 2019
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COMMUNITY BEDS - NEURO/STROKE AND GENERAL REHAB
CLCH MODEL























Our overarching clinical model is designed to support and treat patients in their home whenever possible.
Within bedded units, our focus is on rehabilitation and recovery and to return patients home as quickly as
possible.
All bedded units will run a 24/7 service with nurses working a 7-day, 24-hour rota and therapists working a
7-day rota covering between 9.00am and 5.00pm.
Each unit will be supported by a Ward Doctor and staffed by a skill mix of Band 5 and Band 6 nurses and
therapists, Band 7 therapists and healthcare support workers.
The service will be overseen by a consultant geriatrician. Each unit will be led by a Band 7 Ward Manager
and the community beds will be overseen by Band 8a Matrons and Lead Therapists.
We will accept planned admissions 7 days a week before 5pm to allow the referring team time to plan for
patient transfer. Under exception circumstances, the referring ward can contact the CLCH CBU manager or
Director of Operations to extend admission hours to accommodate any delays.
Every patient within a community bedded unit will be assigned a keyworker to coordinate their care within
the unit and to support discharge planning. The discipline of the key worker will be decided in accordance
with the patients care needs.
The keyworker will liaise with the patient’s GP and the practice’s nominated link worker within the
integrated nursing and therapy team, liaise early with family members in agreeing expectations around
discharge destination and date and ensure the patient’s electronic care record is kept fully updated.
In each unit, a daily ward-based Multi-Disciplinary Team (MDT) will review every patient’s progress,
updating care plans as appropriate and discussing discharge dates and planning. MDTs will include nurses,
occupational therapist, physiotherapist, social care colleagues, voluntary sector representation as
appropriate and a ward doctor when present.
A ward doctor will always be available by phone to provide advice in core hours, but will not be on the ward
every day to prevent wards from becoming medically led rather than focused on therapy and rehabilitation.
A consultant geriatrician will oversee the service, providing input to MDTs and expert advice and guidance
as required.
The consultant geriatrician will be available on each of wards for two sessions/week. This will allow them to
complete Weekly MDT meetings and see patients. From transition, the current model of MDT meetings
with the consultant will continue and CLCH will work with teams to transform the service to the CLCH
model.
CLCH will assume medical accountability for all patients within community beds. All bedded units will have
access to diagnostics, pharmacy, pathology and microbiology.
Our rehabilitation model will support ‘step up’ and ‘step down’ needs.
On all rehab pathways, including stroke and neuro, we will implement “trial discharges” to assess rehab
patients’ ability to cope safely in their home which can be of particular benefit to neuro patients returning
home after a life changing event.
The service will work with our Community Colleagues to ensure decisions are taken to support patients at
home whenever possible, reducing reliance on a bedded model of care.
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We will also look to work with acute colleagues through the STP Discharge to Assess work to further
develop acute staff into trusted assessor roles.

Step Down Beds














Most admissions to bedded community units will be stepped-down from acute hospitals on Discharge to
Assess (D2A) pathways 2 and 3.
The D2A pathways are based on the STP workstreams and terminology will be aligned with this work. D2A
pathways are defined as:
- D2A pathway1- Home with rehab
- D2A pathway2- Inpatient Rehab
- D2A pathway3- CHC assessment outside acute hospital.
Prior to admission our RR team will assess whether the patient would be more suitably cared for at home,
rather than in a bedded unit.
The referral process may start with community in-reach staff proactively identifying suitable patients or by
acute staff completing the D2A referral form and contacting a member of the CLCH in-reach team (Watford
General, Barnet Hospital or the Royal Free) or calling the CLCH Single Point of Access (SPA) (LDH and SMH).
If the in-reach / RR team member assesses a patient as suitable for a community bedded unit, they will
discuss admission directly with community bed ward MDT, including Consultant Geriatrician as appropriate.
The community services team member will update the SPA on assessments and admissions to support the
SPA’s central coordination role.
Patients admitted to a bedded unit will be assessed by a registered nurse within four hours of admission, by
a therapist within 24 hours and by a Doctor within 24 hours on week days, and 48 hours on weekends and
no later than 72 hours over bank holidays. This will involve nursing, therapy, medical and pharmacy
assessments, with an initial care plan developed within 24 hours and a full care plan completed within 48
hours.
An MDT meeting will determine the patient’s likely discharge destination and estimated discharge date
(EDD) and the keyworker or a designated discharge lead will assume responsibility for coordinating all
aspects of the discharge.
Joint nursing and rehabilitation support will be delivered as per the patient’s care plan

Step Up Beds









As part of reducing inappropriate referrals to acute hospitals, it is important that GPs are confident that
step-up community beds will be available whenever there is a genuine need. To build this confidence we
will ring-fence a number of beds across Herts Valleys for step-up.
All referrals to step up beds will be assessed via the Rapid Response team to maximise opportunities for
patients to stay at home through a Rapid Response intervention, preventing admission where possible.
All referrals to beds will be triaged and allocated based on needs by the bed management team. For
example, if a step up referral was received that would prevent unnecessary hospital admission, this would
be treated as a higher priority to a routine referral.
These beds will not have a set physical location i.e. a bed allocated as a step-up bed will be re-allocated as a
rehab bed when the occupant progresses to the rehab pathway.
We will set clear expectations with GPs that patients admitted to a step-up bed will be progressed as soon
16

as possible to a rehab pathway within the unit, discharged to their place of residence or progressed to an
alternative care setting.
The community bed ward managers, in liaison with the SPA, will coordinate ongoing allocation of step-up
beds to preserve the required number of ring-fenced beds. They will also periodically review the target
number of step-up beds versus demand and flex as required to ensure that across Herts Valley, step-up
beds become available at a frequency matching demand.



INTERDEPENDENCE WITH OTHER SERVICES

•

Herts STP Discharge to assess (D2A) pathway 2 and 3 frame work

•

Community In-reach

•

CLCH Single Point of Access

•

CLCH Rapid Response and Discharge to Assess teams

•

Acute Hospitals

•

General Practice and Primary Care Networks (PCNs)

•

Voluntary sector Organisations, including Age UK, Red Cross, Headway

•

Locality Adult (Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT)

•

Social Care

•

Mental Health

•

End of Life pathway

•

Ambulance Service

17

PATIENT FLOW

Flow Diagram 1: Community Beds Pathway

Flow Diagram 2: Step-down pathway from acute, patient proactively identified by in-reach
nurse
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Flow Diagram 3: Step-up pathway from community, patient referred by GP

ACCEPTANCE AND EXCLUSIONS
Clear referral criteria are essential to ensure that appropriate support and care is available to all patients in
community beds while preventing avoidable admissions.
Patients should be registered with a Herts Valleys GP or as a temporary resident
•
Patients should be medically optimised prior to discharge from an acute hospital or GP referrals be
medically optimised to safely remain in a community ward.
•
Patients should be assessed as having adequate cognitive ability to engage in rehabilitation for
their needs. Dementia is not an exclusion, but patients with diagnoses related to cognitive impairment
should have completed a cognitive screen with results recorded on the referral and these patients should
be signposted to more appropriate services.
•
A discharge destination should be identified, which may include ongoing services. This may change
based on patients’ changing needs.
Additional referral criteria for patients moving into community rehabilitation beds might include:
•
A need for inpatient rehabilitation e.g. where the patient’s home environment is not suitable for
community-based rehabilitation
•
The patient should be ready to engage in rehabilitation
•
The patient should require at most two staff to mobilise
•
The patients should be able and willing to consent to referral. If the referral has been made in
their best interests, formal capacity assessment and best interest decision making meeting documentation
should be attached to the referral
•
The patient should be able to demonstrate progress through goal achievement, and have realistic
ongoing goals to be achieved in line with LQRs
As an indication of the limitation and to support GP decision making•
The patient should not require supplemental oxygen of more than 2 litres via nasal specs
•
The patient should not require naso-gastric tubes, but patients requiring PEG feeds would be
supported
19

•
The bed management team will assess patients’ needs, e.g. ongoing infections to ensure their
needs can be met on the community ward
•
Patients should not be septic
•
Focus to support patients at home where possible

LOCATIONS OF SERVICES
Langley House (Holy Well Neuro/ Stroke beds)- 16 beds
Langley House (Midway Ward)- 32 beds
Hemel Hempstead (St Peters Ward)- 20 Beds
Potters Bar (Oakmere Ward)- 29 Beds

TIMESCALES AND MILESTONES
Service delivery from 1st October 2019
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COMMUNITY FRAILTY AND FALLS
CLCH MODEL
•

In line with the service specification and locality plans, we have modelled the community Frailty clinics as
an extension to the locality Adult (Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT),
providing an opportunity for the MDT to request a clinic-based assessment for frailty of an individual’s
needs.

•

Our community frailty and falls service will include specialist nurses, occupational and physiotherapists,
overseen by a geriatrician. The geriatrician will attend all clinics to assess patients and provide advice and
support as required.

•

Patients can be referred to the service via the MDT, which will provide integrated and coordinated care

to adults who are frail, or have more complex needs or are high intensity users that would benefit
from management at an MDT level.
•

Referrals will also be accepted via the CLCH Single Point of Access (SPA) from GP Practices, PCNs, care
homes, ambulance service, acute and social care and from wider health and social care providers. These
referrals will be assessed by the Rapid Response team and referred to community frailty clinics if
appropriate.

•

All patients referred to the service will have a Comprehensive Geriatric Assessment, including Rockwood,
FRAT, UCLA loneliness tool and depression and anxiety tool, either in a locality-based clinic setting or in
their home if housebound, drawing on the skills of a frailty specialist as required.
The team will recommend a bespoke package of care for each patient which may include self-care, referral
to pharmacist support for medication reviews, cognitive assessments, signposting to wider services,
including those offered by the voluntary sector, e.g. should loneliness be identified as a concern, as well as
referral to fall prevention services such as postural stability classes etc.
Packages of care recommended by the community frailty and falls service will form the basis of the
patient’s care plan, and will be enhanced by discussions with patients and carers to define a Self‐Care
Management plan, an Advance Care Plan and a Treatment Escalation Plan where appropriate.
All assessments will be communicated back to the patient’s GP surgery in a timely manner and within 7
working days.
The Frailty Service will provide specialist advice to support clinicians to manage patients in the community

•

•

•
•
•

From clinical triage patients will be typically seen within 6 weeks, however it is noted that this service will
be an 18 week consultant led service.

•

We will run one Community Frailty Clinic per week per locality (16 clinics per month) with a geriatrician,
Nurses and Therapists for patients with moderate and severe frailty to attend and we will review the
frequency, flexing the 16 clinics per month across the four localities as required.

•

We will continue to work with partners, including Primary Care Networks (PCNs) and Locality Provider
Delivery Boards across each locality to further review and develop the integrated model for community
frailty clinics in line with the locality provider delivery board plans.
We will work to align the community frailty service with the STP falls and frailty pathways.

•
•

•

Where appropriate we will look to form links with colleagues who encounter frail patients with complex
needs, including PCN Pharmacists, GPs and practice nurses, Community Navigators, Social Prescribing Link
Workers, Community Vulnerability Care Coordinators and workers from the ambulance service.
Further discussion with Hertfordshire Partnership Foundation Trust (HPFT) and the CCG about levels of
Mental Health involvement in frailty clinics. HPFT and CLCH will continue discussions about potential
models.
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INTERDEPENDENCE WITH OTHER SERVICES
•

Locality Adult (Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT)

•

General Practice and Primary Care Networks (PCNs)

•

Secondary Care

•

Community Navigators

•

Community Vulnerable Care Coordinators

•

Social Care

•

HPFT

•

WHHT frailty unit

•

Voluntary Sector

•

End of Life pathway

•

Ambulance Service

•

Integrated Diabetes Pathway
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PATIENT FLOW

Community Frailty and Falls Pathway
Referrals made by General Practice,
secondary care, ambulance, etc into
MDT or Rapid Response team for
assessment/discussion

`

Patients who have scored more
than 3 and/or above on the FRAT

Community teams to manage
ongoing referral directly

Referral
Single Point
of Access

Patients deemed as moderately

or severely frail on EFI
/Rockwood

Clinical Triage

Signposting and
Onward referral

Falls
Prevention
 Postural
stability
 Community
exercise

Mental
Health
Services

Specialist Advice to
clinicians

Holistic Frailty Assessment
Comprehensive Geriatric
Assessment
 Clinic
 Home

Carers/
Families
 Advocacy
 Voluntary
sector

Treatment

Education
and advice
for selfcare

Voluntary
sector –
social
prescribing

Therapy

Step up
beds

Acute Frailty
Unit
Treatment Plan

Other CLCH
services

Social
Prescribers &
Community
Navigators

Adult Social
Care

Self‐Care
Management
plan

Advance Care
Plan

Treatment
Escalation Plan
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ACCEPTANCE AND EXCLUSIONS
The Community Frailty clinics will be available for patients who have scored more than 3 and above on the FRAT
and have been deemed as moderately frail on EFI /Rockwood or other STP agreed assessments.

The clinics will also be available for complex patients 65+ who would benefit from a CGA

LOCATIONS OF SERVICES
Proposed locations:
Dacorum
Marlowes Health and Wellbeing Centre
Watford and Three Rivers
The Avenue
St Albans and Harpenden
St Albans City Hospital
Hertsmere
Potters Bar Community Hospital

TIMESCALES AND MILESTONES
The CLCH service will go live in October 2019 with Community Clinics in all four localities by January 2020

24

COMMUNITY NEURO REHAB
CLCH MODEL






















This service will provide Specialist care to patients with Long term Neurological conditions living in the
community- according to the intensity of needs the service will offer complex care, need led intervention
and Self-management interventions.
The service will utilise a consultant to provide specialist advice and oversight to community staff.
Clinical Triage will be done within 2 working days where the level of intervention required will be
identified.
Level 1: Complex care required. Multiple inputs from a range of professionals (nurses; occupational
therapists; physiotherapists)
Level 2: Skills-level input. The team will support adjustment and change, including supporting people who
have multi-morbidities and mental health issues
Level 3: The team will support patients and their families and carers in self-management techniques,
including providing information, education and advice, technology and resources to support self-care and
linking into keeping well initiatives, peer support, advocacy, etc.

From clinical triage, urgent patients will be seen within 2 working days and non-urgent patients within 1
week, however it is noted that this service will be an 18 week consultant led service.
The team will aim to keep people on the case load for no more than 6 weeks; unless further support is
assessed to be required.
The Community neuro team will assess the patient and develop their personalised treatment and
management plan, which will be shared with the referrer and the clinician responsible for the patient’s
care.
The Community Parkinson’s Nurse will complete medication reviews and manage the Parkinsons pathway
with access to and link into weekly Community Consultant MDT.
The consultant will lead weekly MDT meetings to review each patient and the team will coordinate and
case manage patients to ensure they are linked into the most appropriate services.
The team will identify and source any required specialist equipment, for example cough assist,
tracheostomy and Percutaneous Endoscopic Gastrostomy (PEG).
In addition to core service provision, the service will support and clinically lead in the review of patients in
long term placements where appropriate
The consultant will link with their peers in secondary care leading to our services supporting more patients
to be discharged from acute inpatient beds
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INTERDEPENDENCE WITH OTHER SERVICES


Community Navigator



Social services



Acute services and therapies



General Practice and Primary Care Networks (PCNs)



Integrated locality teams



CLCH Rapid Response team



Community Frailty and Falls clinics



Locality Adult (Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT)



Hertfordshire Partnership Foundation Trust



CLCH Community neuro beds team



Voluntary sector (including Age UK, Headway, MND)



New Leaf Community College
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PATIENT FLOW

Community Neuro Rehab Pathway
Self-referral if already
known to service

`

Referrals accepted from
General Practice, acutes &
social care

Progressive conditions-e.g. Parkinsons,
MND with deterioration

Referral
Single Point
of Access

Diagnosed neurological condition
confirmed by a neurologist
Undiagnosed Neuro conditions
that require Specialist Neuro team

Signposting and
Onward referral

Voluntary
sector

Acute
specialist
services

Clinical Triage

Community teams to
manage on-going referral
directly

Intermittent and unpredictable
conditions- e.g Epilepsy
Stable Neuro conditions, but with
changing needs- e.g due to age
Patients with LTNC in long term
placements

Holistic Assessment
Clinic/Home








History
Neuro Examination
Fraility- Rockwood/EFI
Medication review
Neuro Physical and Functional assessment
Investigations- if condition changes during episode of care
CT or MRI, Urinalysis, Uroflowmetry, Bladder Scan etc

Treatment

Level 1
Complex Care

Level 2
Needs-Led
Interventions

Level 3
Self-Management
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ACCEPTANCE AND EXCLUSIONS
Inclusion criteria:
• Age 16 years or over for community (unless subject to an EHP where they will remain the responsibility of
paediatric services until the age of 25 years). Those in a transitional phase between child and adult services
may be jointly screened to assess suitability. Any child referral will be discussed on an individual basis to
ensure the most appropriate support is in place.
• Have a diagnosed neurological condition confirmed by a neurologist, which is the primary reason for referral.
In cases of Parkinsons, MND, PSP & other rapidly progressing conditions, the patient may be accepted before
a formal diagnosis, where the patient is under the care of or has been referred to a neurologist (Where a
referral does not identify a neurological condition or require the specialist skills of a neuro-rehabilitation
team, the referrer will be signposted to a relevant service)
• have needs which can only be met by the neurological service working either as a standalone service or in
partnership with others, e.g. rapid response
Exclusion criteria (Group)
Patients who do not meet acceptance criteria:
• Where the primary reason for referral is not related to/or impacted by a neurological condition, this includes
non-neurological vestibular conditions do not need the specialist neurology skills to realise outcomes whose
needs can be safely met by other services
• Patients with complex needs at level 1 beyond the scope of local service – these cases should be discussed
with commissioners prior to response to referrer
• Patients being managed by the community learning disability team who do not require additional specialist
community neurological input

LOCATIONS OF SERVICES
The community neuro service will be based in Langley House and the team will also undertake home visits.

TIMESCALES AND MILESTONES
Service delivery from 1st October
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COMPLEX CASE MANAGEMENT
CLCH MODEL
Clinical service


The Complex Case Management function will be managed within the integrated locality teams and
available to those patients identified as most vulnerable in the community with chronic long, long term
health conditions and at risk of hospital admission.



The Case Management function is a Multidisciplinary Approach to supplement existing health, social,
voluntary and GP services to support the patient in their own home.



Patients for case management will be identified by risk stratification and or professional healthcare
assessment both within and without community adult health services.



Patients identified for case management will be allocated a named Case Worker within one week of being
identified who will oversee their care which will be delivered by the locality Adult (Frail/Complex/High
Intensity Users) Multi-Disciplinary (MDT) with medical input (if needed), with community geriatrician
oversight.
The patients’ GP will be informed that the case manager has been assigned and from which provider




Patients will receive seamless, holistic care in the most appropriate setting (their own home, nursing or
care home, or other healthcare establishment).



Referrals are accepted via the single point of access (SPA) or Locality Multi-Disciplinary Team meetings.

Case Finding & Locality MDT Meetings


Case Managers or appropriate clinician will attend locality MDT meetings at each locality to identify or
discuss patients for complex case management.



At the MDT meeting, an integrated and personalised care plan will be agreed which will also include the
patient’s goals and aspirations.



The Case Manager will ensure that the patient’s care is coordinated and that the patient is able to liaise
with the case manager directly regarding anything concerning their care.



General Practice and Primary Care Network (PCN) colleagues will be updated on the patient’s care via the
MDT meetings



The Integrated Locality team will produce quarterly reports detailing PCN attendance at MDT meetings.

Complex Case Management





Case Managers will work with locality colleagues and General Practice colleagues to identify patients who
would benefit from a case management approach.
Complex patients will have a single care plan detailing their integrated care packages, centred around their
outcome goals
Care plans will be co-developed with patients and will be live, evolving documents covering all care
settings and action plans and will be updated during MDT meetings
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Following the MDT meeting, the Case Manager and Care Coordinator will coordinate the patient’s care
and liaise directly with other specialist teams, the patient’s GP and voluntary sector as required

Case Managers or appropriate clinician will support locality based MDTs designed to integrate care around the
patient and work to the following principles:
a. Fully participate developing a clear and clinically appropriate approach to outlining a patient’s current
needs, status of a care plan and any issues for consideration by the MDT.
b. Adopt a strengths-based approach, taking into account the person's needs and preferences and how they
can access their own personal and community resources.
c. Optimise people’s ability to stay in their own home.
d. Involve the relevant practitioners to address all of the person's needs, including their medical,
psychological, emotional, social, personal, sexual, spiritual and cultural needs; sight, hearing and
communication needs; and accommodation and environmental care needs.
e. Ensure that the individual and people important to them have every opportunity to participate in the
assessment process. Assessments should not be held without appropriate representation.
f. Support a signposting approach to give people information about the services available to them, their cost
and how they can be paid for.


Once a patient has been identified, case managers will assess the patient in terms of both their current
level of ability and their physical and social needs.



We will continue to work with partners, including Primary Care Networks (PCNs), General Practices and
Locality Provider Delivery Boards across each locality to further review and develop the model for MDTs
and complex case management in line with the locality provider delivery board plans



Patients who require end of life care will be identified in the MDT and an EPaCCs form completed. The
case manager will liaise with the End of Life MDT to ensure seamless handover and ongoing care.

Review and Discharge



Case management function will be a time limited of up to 12 weeks.
Case Managers will regularly review cases.



Whilst all cases should be managed at the discretion of the MDT, the following should be considered as
reasons for case closure: self-discharge, patient level of risk reduced to a low level, optimal care achieved.



Patients will be able to self-refer within 12 weeks if their health needs have changed for further
assessment or intervention in agreed circumstances.
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INTERDEPENDENCE WITH OTHER SERVICES
•

CLCH Integrated Locality teams

•

Locality Adult (Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT)

•

General Practice and Primary Care Networks (PCNs)

•

Specialist community services

•

Acute Trusts

•

Ambulance service

•

Adult Social Care

•

Voluntary sector

•

CLCH Single Point of Access (SPA)

•

HPFT

•

CLCH Community Frailty and Falls service

•

CLCH Rapid Response and Discharge to Assess team

•

End of Life Pathway

•

Residential and Nursing care homes

•

Community Navigators

•

Community Vulnerable Care Coordinators

•

Advocacy service/IMCA
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PATIENT FLOW

Complex Case Management Pathway
`

Referrals accepted from
General Practice, acute
services & social care, MDT

Multiple Complex Health needs;
chronic long-term health conditions

Community teams to
manage on-going referral
directly

Referral
Single Point
of Access

At risk of hospital admission

Clinical Triage
Case Manager assigned
Coordinate single personalised care
plan with patient and family
Coordinate care

Social Care

Voluntary
sector

Acute
specialist
services

Other CLCH
services

Mental
Health

Provide support and review for up to
12 weeks
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ACCEPTANCE AND EXCLUSIONS
For those patients over 18 years of age and registered with a Herts Valleys GP, identified as most vulnerable to
avoid emergency hospital visits and admissions.
For those patients who have chronic, long-term health conditions

LOCATIONS OF SERVICES
Home Visits
Complex Case Management will be provided within the following localities:
• Dacorum
• Hertsmere
• St Albans and Harpenden
• Watford and Three Rivers

TIMESCALES AND MILESTONES
Go Live 1st October 2019
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DISCHARGE TO ASSESS – PATHWAY 1
STILL IN DEVELOPMENT
CLCH MODEL


Discharge to Assess is an integrated person-centred approach to the safe and timely transfer of medically
ready patients from an acute hospital to a community setting for the assessment of their health and/or
social care needs.



The service supports patients to return home as soon as possible following a stay in a hospital or
community inpatient unit and arranging the appropriate services to facilitate this.



Community services will work with multi-disciplinary staff to proactively manage discharges in a timely
way and that the necessary services are in place for the patients to be safely discharged to their usual
place of residence



The service is linked to discharge to assess pathways linked to social care and working with a range of
other partners.



Assessment for longer term care and support needs is then undertaken in the most appropriate setting.



Clinicians adhere to the principles of discharge to assess as outlined in the NHSE guidance.



Clinicians will ensure that appropriate level of support patient’s own home (usual place of residence) so
that discharge from hospital (acute and community) can occur as soon as possible and at a time clinically
appropriate to the patient.



Clinicians will be based in acute to ensure that there is seamless coordination of plans.



Clinicians will provide an environment which helps people meet their rehabilitation and reablement
potential and to become as functionally independent as possible, and a competent, skilled workforce who
will support and encourage patients to achieve their optimum functional independence, within the agreed
care plans.



The in-reach service will maintain a presence in the Emergency Department of all the main local acute hospitals
commissioned by Herts Valleys to determine if patients can be better supported at their usual place of residence



Work with system partners, including for example Mental Health Liaison colleagues, to promote discharge
planning.

Referrals & Assessment


Patients referred from secondary care will be seen by the service (face to face) within 24 hours of being
discharged for assessment and to agree an ongoing care plan.



Referrals for same day service must be received by 3pm. If referrals are received after this point the
patient may be accepted but will not be scheduled an assessment visit until the next working day. In this
instance, the acute provider/discharging Trust is responsible for ensuring that appropriate package of
care/support is in place to keep the patient safe in their own home overnight.



All patients will have a face to face therapy assessment within 2 hours of arriving home between 9am –
5pm, provided timelines above have been adhered to. This will centre on functional assessment of ADL,
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safety based environment assessment and therapy needs. Social care assessment will be carried out
concurrently by Hertfordshire County Council to determine package of care needs.


The discharge to assess package will typically last up to 10 days for health packages, linked with any social
care packages required. Therapy intervention will be time limited, typically for 72 hours.



On discharge from the D2A interventions, some patients will be transferred to treatment under the
Integrated locality teams. This transfer will be seamless and will be managed internally by CLCH teams.
The patients’ GP will be informed.

INTERDEPENDENCE WITH OTHER SERVICES
•

Local Authority – adult social care

•

Integrated Locality teams

•

Inpatient rehab

•

Specialist community services

•

Acute Trusts

•

Ambulance service

•

Voluntary sector

•

General Practice and Primary Care Networks (PCNs)

•

SPA

•

HPFT

•

Frailty clinics

•

Care at Home/Specialist Care at Home providers

•

Care Homes

•

Mental Health Liaison Team
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PATIENT FLOW

Discharge to assess – pathway 1
`

Referrals accepted from Acute

Referral
Single Point
of Access

Patient no longer has care needs
that can only be met in acute
hospital

Patient is medically optimised and
needs can be met at home

Clinical Triage

Holistic Assessment




Home assessment
Nursing and therapy assessment
Adult social care assessment (delivered by Adult Social Care)

Education and Self-care
E.g. insulin
administration

Treatment
Nursing and therapies aligned
with any required social care
package

Review

Signposting
e.g. Community
Navigation and
Voluntary sector

Transition to alternative
pathways/service
e.g. Integrated locality team
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ACCEPTANCE AND EXCLUSIONS
Pathway 1 Acceptance Criteria
• All patients must be medically fit for discharge primarily with therapy and care needs; and not imminently
end of life.
•

The patient is safe to be at home by themselves between visits.

•

And there is access to their home (ie keys)Person should also be able to manage with the aid of one
person

Pathway 1 Exclusion Criteria

•

•
•
•
•
•

Patients whose primary presenting issue is for mental health (this excludes patients who have
both mental health and physical health needs and where a joint plan with local Mental Health
teams can be rapidly implemented)
Those with no medical / physical health need but a mental health issue that prevents a safe
discharge from hospital without appropriate supervision
Those with no medical / physical health need but requiring support with personal care including
washing, dressing and feeding.
Assessments that fall outside of the scope of the service for example Continuing Healthcare.
Patients who are unable to manage with assistance of one; unless an appropriately trained carer
is available to support ongoing interventions.
Those not consenting to treatment

LOCATIONS OF SERVICES
Home Visits
Discharge to assess will be provided within the following localities:
• Dacorum
• Hertsmere
• St Albans and Harpenden
• Watford and Three Rivers

TIMESCALES AND MILESTONES
The current Discharge Home to Assess service will continue from 1st October 2019. The CLCH model is in
development with system partners and will go live by April 2020.
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CHRONIC HEART FAILURE
CLCH MODEL
Clinical service
•

The Heart Failure specialist team will provide timely, high quality Heart Failure services across Herts
Valleys through a multi-professional team which includes specialist Heart Failure nurses and Cardiologist.

•

The Heart Failure specialist team will provide specialist assessments, treatments and monitoring along
with advice, education and support of the patient and their family & carers.

•

The Heart Failure specialist service will titrate medication to stabilise the patient’s heart failure. This will
include an intravenous diuretic service which will be provided in conjunction with other adult community
services with the aim of avoiding hospital admissions as well as ensure frail and elderly patients can receive
the care in the comfort of their own home.

•

The Heart Failure specialist nurses will take bloods to monitor treatment they have initiated.

•

Emergency patients will be seen within 48 hours, urgent patients will be seen within 5 working days and
non-urgent patients will be seen within 10 working days. However this service will be an 18 week
consultant led service.

•

The Heart Failure specialist nurses will promote self-management for patients and develop individual heart
failure passports in order to reduce hospital admissions and maximise quality of life.

•

The Heart Failure specialist nurses will instigate end-of-life planning and provide advice and support with
advanced care planning in conjunction with palliative care teams.

•

The Heart Failure Team will discharge patient back to GP once condition is stabilised. At time of discharge
the GP will be provided with a treatment plan and the Heart Failure Nurses will be available by telephone
for advice.

•

A named specialist Heart Failure nurse will be allocated as a link to each Primary Care Network.

INTERDEPENDENCE WITH OTHER SERVICES
•

Consultant cardiologists

•

Cardiac Rehabilitation

•

Palliative Care

•

Rapid Response

•

Locality Community Teams

•

Social Care Services

•

Secondary Care

•

General Practice and Primary Care Networks (PCNs)

•

SPA
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PATIENT FLOW

Heart Failure Pathway
`

Self-referral if already
know to service

Referrals accepted from GP’s
& Cardiologists

Community teams to manage
on-going referral directly

Heart Failure confirmed with ECHO
(Systolic, diastolic, right-sided, valvularrelated heart failure)
See details on acceptance criteria below

Referral
Single Point of Access

Clinical Triage
Admission
Avoidance

Uncontrolled
HF

New Diagnosis
Clinic / Home Visit
Appointment
HF Specialist Nurses /
Cardiologist

Early
Supported
Discharge

Assessment
History
Physical Examination
Symptoms
Medication review
Psychosocial

Treatment Plan

Self-management
& HF Passport

Palliative & EoL
Advanced care
planning (EPaCCs)

Referral to Phase III
Cardiac Rehab
once stable

Palliative Care MDT
Symptom control
Hospice referral

Identification of
further therapies
(Re-synchronisation)

Titration &
monitoring of
Medication (oral + IV)

Heart Failure MDT
with Cardiologist

Once Heart Failure is stabilised patient will be discharged back to GP
who will be provided with a treatment plan
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ACCEPTANCE AND EXCLUSIONS
Acceptance criteria:
Adults registered with a GP within Herts Valleys CCG with:
 Heart Failure confirmed with ECHO, caused by:
• Systolic heart failure / Left Ventricular Failure (Ejection Factor ≤ 40% or Ejection Factor ≤ 50%
requiring fluid offloading)
• Diastolic heart failure
• Congestive Heart Failure
• Right sided heart failure
• All cardiomyopathies
• Mitral Valve disease
• Aortic Valve disease
Exclusion Criteria:
• ECHO not available confirming Heart Failure.

LOCATIONS OF SERVICES
Proposed locations:
•

Home Visits

Dacorum
• Hemel Hempstead Hospital
• Marlowes Health and Wellbeing Centre
• Gossoms End Health Centre
Watford and Three Rivers
• Watford General Hospital
• The Avenue
• Skidmore Way
St Albans and Harpenden
• St Albans City Hospital
• Harpenden Memorial Hospital
Hertsmere
• Potters Bar Hospital
• Elstree Way

TIMESCALES AND MILESTONES




Go Live 1st October 2019
Intravenous diuretic service will commence once rapid response service is implemented (April 2020)
Consultant cardiologist clinics 1 per week from January 2020 (50%) then 2 per week from April 2020 (100%)
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LEG ULCER SERVICE
HERTS ONE MODEL

The Complex Leg Ulcer service will be delivered by Herts One GP Federation. CLCH will deliver the new Tissue
Viability service, which has been expanded to ensure one Tissue Viability nurse is linked to each locality as they
come into post. These nurses will provide advice and guidance to the leg ulcer service and support complex cases
where appropriate. GP’s will continue to provide the Minor Treatment Level 1 Service.


The Community Leg Ulcer Service will provide management of patients who have venous leg ulceration
which is suitable for high compression therapy or who have leg ulcers of mixed aetiology (arterial and
venous) which are suitable for modified compression therapy.



This service is only available to patients who are registered with a Herts Valley GP practice.



Clinics will be provided in each HVCCG locality to optimize ease of access for patients.



Patients will be referred into the service via CLCH DXS referral form. Forms will clarify criteria for
acceptable referral.



Referrals will be triaged by CLCH SPOA triage nurse.



Triage will be undertaken within 2 working days of receiving the referral.
-High priority patients (e.g. with grade 3 or 4 pressure ulcer; rapid deterioration wounds) will be
seen within 2 working days. The Leg Ulcer service will inform the CLCH Tissue Viability Nurses of all
high priority patients to provide advice and support as required.
-Medium priority patients (e.g. with multiple grade 2) will be seen within 10 working days.
-Low priority patients (e.g. varicose eczema; highly exuding wounds) will be seen within 2 weeks.

Aims:







The aim of the service is to appropriately manage the care of patients with new and existing leg
ulceration who would benefit from compression therapy.
The objectives of the service are to:
To provide nursing assessment and diagnosis of leg ulcer aetiology for ambulant patients
To provide on-going treatment and evaluation up to healing
To provide support for aftercare and prevention of re-ccurrence of ulceration
To provide educational advice to support patients in the management of their skin

Service description:
The service will provide:




A full and holistic assessment of a patient with leg ulceration to assess their suitability for high
compression therapy or modified compression therapy. This will include the use of Doppler ultrasound as
a diagnostic tool.
Ongoing compression therapy in 12 weekly cycles with reassessment every 12 weeks.
Regular dressings and compression therapy according to an individualised treatment plan and in line with
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HVCCG wound dressing formulary
Ongoing review and reassessment and referrals where appropriate to specialists, e.g. Specialist Tissue
Viability service, Dermatology or Vascular services.
The service will adhere to CLCH criteria for infection control and the safe disposal of contaminated waste.
The CLCH infection control team will sign off premises used prior to commencement of service.



Accurate and clear records will be expected from nursing teams and audited to ensure adherence to this.



HertsOne will ensure that all clinical staff providing this service have completed relevant training in the
management of leg ulcers and are proficient and competent in the care of people with leg ulceration,
including skills in the use of Doppler and compression bandaging.



Evaluation and audit of primary care leg ulcer services will be undertaken regularly to ensure that quality
and standards, within the context of clinical governance, are being maintained.



Leg Ulcer Nurses will also develop and deliver education across HVCCG on aspects of wound
management, leg ulcer care and treatment and pressure ulcer prevention management.



Patient self-care and preventative management will be signposted to aid healing and prevent recurrence.

INTERDEPENDENCE WITH OTHER SERVICES
•General Practice

•Social Care

•Acute hospitals

•Hospices

•Nursing and residential care homes

•CLCH Tissue viability service

•Podiatry service

•Lymphoedema service

•HPFT

•Voluntary Sector

•Community bedded services

•CLCH Integrated locality teams

•GP Practice nurses

•CLCH Rapid response team
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PATIENT FLOW

Leg Ulcer Pathway
Referrals accepted from
Primary Care, secondary care,
Hospices, Residential and
Nursing Care homes

`

Referral
Single Point
of Access

Clinical Triage

Signposting and
Onward referral

Acute – e.g.
dermatology

Other CLCH
services
(eg tissue
viability)

Not suitable for Leg
Ulcer Service:
Specialist Advice to
clinicians

Appropriate for Leg Ulcer service:
Holistic Assessment

Voluntary
Sector

CLCH Tissue
Viability Nurses
informed of all High
priority cases

High Priority
Seen within 2
working days

Medium Priority
Seen within 10
working days

Personalised Treatment and
Management Plan:
According to CLCH Clinical pathways
(attached)

Low Priority
Seen within
2 weeks

Self‐Care
Management
plan
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ACCEPTANCE AND EXCLUSIONS
Inclusion criteria for the service includes:






patients over 18 years,
registered with a Herts Valleys GP
patients with Grade 2 & 3 pressure ulcers
complex or hard to heal wounds
patients requiring support and advice regarding pressure relieving equipment and wound management.

LOCATIONS OF SERVICES
Herts One GP Federation and CLCH are committed to ensuring accessible locations for patients in each locality. We
are still in discussion as to the exact locations. Current proposals include:
Dacorum
Gossoms End
Marlowes Health and Wellbeing Centre
Watford and Three Rivers
Bridgewater Surgeries
Meriden Surgery
Skidmore Way
St Albans and Harpenden
St Albans Civic Centre (moving to St Albans Civic Centre)
Davenport Surgery
Hertsmere
Potters Bar Hospital
Elstree Way Clinic

TIMESCALES AND MILESTONES
Service delivery from 1st October
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VENOUS LEG ULCERS

VENOUS LEG ULCERS
What are the aims of this leaflet?
This leaflet has been written to help you understand more about venous leg ulcers. It will tell you what venous leg
ulcers are, what causes them, what can be done about them, and where you can find out more about them.
What is a venous leg ulcer?
A venous leg ulcer is an open wound in the skin of the lower leg due to high pressure of the blood in the leg veins.
What causes venous leg ulcers?
The main cause of venous leg ulcers is faulty valves inside the leg veins. These valves normally allow the blood to flow
up the leg towards the heart, and they also prevent backward flow down the leg. If the valves are faulty, backward flow
is not prevented and pressure builds up inside the veins. The persistent high pressure in the leg veins, caused by the
faulty valves, damages tiny blood vessels in the skin. The skin will become dry, itchy and then inflamed. Due to the
poor blood supply it doesn’t heal well, and so the skin can easily break down to leave an open wound after minimal
trauma. This is how the ulcer forms.
Some people are born with weak valves. In others, the valves are damaged after a venous thrombosis (a blood clot
forming within a vein). Valves tend to weaken with age. Sometimes they are a result of faulty veins’ valves and narrow
arteries in the limbs. Any infections of the wound can make the ulcers bigger and painful and delay their healing.
Are venous leg ulcers hereditary?
Venous leg ulcers are not hereditary; however, some of the things that increase your chances of developing a venous
leg ulcer do run in families - such as poor valves, a tendency to have a blood clot or to have abnormal veins and
arteries in the lower limbs.
What does a venous ulcer look like and what are its symptoms?
Before the ulcer appears, you may notice your leg swelling and you may find it painful to stand for long periods. Brown
spots and patches may appear on the skin, and the altered blood flow in the leg can make the skin look red or blue.
The skin of the lower leg may become itchy and scaly, and firm tender areas may develop under it.
The ulcer itself is an open wound. The bed of the ulcer may show bumpy, moist and red healing tissue, or may be
covered in a yellowish-grey layer. Ulcers often leak fluid, the amount of which can vary.
A venous ulcer can be painful, although the pain is usually relieved when the pressure is controlled by raising the leg or
by wearing compression (tight and stretchy) bandages or stockings. Some patients find that it can be painful during
dressing changes when their ulcer is exposed to the air. However, if your ulcer gives you severe pain, this may mean
that it has other causes, such as blockages in the arteries, infection or development of a blood clot in the vein, and so
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you should tell your doctor immediately.
There can be associated leg swelling, due to inflammation in the skin. Long- standing inflammation can also lead to
thickened skin, scaliness, and harmless firm bumps on the skin.
How will a venous ulcer be diagnosed?
The changes seen in your skin will indicate to your doctor that you have a venous leg ulcer. The doctor or nurse will
feel for the pulses in your foot and may measure the blood pressure in your leg with a small ultrasound probe
(“Doppler”), or more specialised investigation of the circulation in an X-ray department. Occasionally other tests are
needed to exclude other conditions that can look like a leg ulcer, such as diabetes, or inflammation of the blood
vessels (vasculitis). These tests include removing a small piece of skin for microscopic examination (a biopsy), and/or
blood tests.
Can a venous leg ulcer be cured?
Yes, however, healing of the ulcer can take time and it depends on your general health and other skin conditions. If
there are other conditions such as diseased arteries which are contributing to the ulcer, it may be more difficult.
How can a venous ulcer be treated?
It may be necessary to wash legs in a bucket using tap water and a bath emollient or soap substitute drying carefully
afterwards. Occasionally potassium permanganate (a pale pink antiseptic solution) soaks may be prescribed if the leg
ulcer is leaking heavily.
CAUTION: This leaflet mentions ‘emollients’ (moisturisers). Emollients, creams, lotions and ointments contain oils
which can catch fire. When emollient products get in contact with dressings, clothing, bed linen or hair, there is a
danger that a naked flame or cigarette smoking could cause these to catch fire. To reduce the fire risk, patients using
skincare or haircare products are advised to be very careful near naked flames to reduce the risk of clothing, hair or
bedding catching fire. In particular smoking cigarettes should be avoided and being near people who are smoking or
using naked flames, especially in bed. Candles may also risk fire. It is advisable to wash clothing daily which is in
contact with emollients and bed linen regularly.
A dressing is then put over the ulcer. There are many types of dressings, but one of the most common is a simple nonstick fabric dressing. The dressing will be covered by a compression bandage or stocking, from your toes to your
knees. These stop the damaging effects of the high pressure in the veins. Compression bandages are a “multilayer”
dressing that can be in three or four layers. Alternatively, you can use compression stockings. Usually bandages are
used until the ulcer has healed or nearly healed, and then stockings are used after that. The bandages will usually
need to be changed and reapplied one to three times per week.
Other treatments for your ulcer might include an emollient (moisturising) cream for dry skin, antibiotics for infection, and
a steroid cream for any eczema (irritation or itching) on the skin surrounding the ulcer. Sometimes the eczema around
an ulcer can be due to a reaction to either the dressings that are being used to treat it, or the creams and ointments
being put on around it. Lanolin, antibiotics creams, and preservatives are common causes of this. Your doctor may
refer you to a specialist to investigate the blood flow and valves in the affected leg. Ultimately, if an underlying cause
can be identified and treated, the ulcer can heal better.

Self-help (What can I do)?



Compression bandages or stockings work best if you exercise your leg regularly, for example by walking. If
you are less mobile, exercise your leg muscles by moving your foot up and down at the ankle.
When you are sitting down, keep your legs raised by putting your feet on a stool or a chair. Don’t sleep in a
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chair with your legs hanging down and avoid standing up for long periods of time.
If you smoke, you should cut down and preferably stop.
You should have a healthy, balanced diet to promote healing.
Moisturise your skin regularly as the surrounding skin may be prone to
dryness.



Follow the instructions carefully when you wash your stockings or
bandages. Washing them at the wrong temperatures can damage the elastic. You need to make sure they are
replaced every 3-6 months because over time they lose their stretch.



If you put on your stockings yourself, avoid turning over the tops and don’t pull them too high up your leg.
Where can I get more information?
Web links to detailed leaflets:
http://cks.nice.org.uk/leg-ulcer-venous#!topicsummary
http://www.patient.co.uk/health/venous-leg-ulcers-leaflet
http://www.dermnetnz.org/site-age-specific/leg-ulcers.html
For details of source materials used please contact the Clinical Standards Unit (clinicalstandards@bad.org.uk).
This leaflet aims to provide accurate information about the subject and is a consensus of the views
held by representatives of the British Association of Dermatologists: individual patient circumstances
may differ, which might alter both the advice and course of therapy given to you by your doctor.
This leaflet has been assessed for readability by the British Association of Dermatologists’ Patient Information
Lay Review Panel
BRITISH ASSOCIATION OF DERMATOLOGISTS PATIENT INFORMATION LEAFLET

PRODUCED AUGUST 2004
UPDATED MAY 2010, JANUARY 2014, MARCH 2017 REVIEW DATE MARCH 2020
Page 5 of 5
British Association of Dermatologists | www.bad.org.uk/leaflets | Registered Charity No. 258474
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LYMPHOEDEMA CLINICAL PATHWAY
CLCH MODEL
Clinical service


The service is accessible service for adults with lymphedema, regardless of etiology, that ensures Improved,
positive and sustainable patient outcomes in relation to clinical needs, quality of life, health and wellbeing.



Clinical nurse specialist will ensure early recognition, awareness and knowledge of lymphedema, its prevention
and management amongst all health care staff and professionals, and relevant patient groups.



The service includes;
a. Prevention and Managing Risk - All patients at risk of lymphedema will be provided with appropriate
information, and educated as to signs and symptoms, with self-management plans provided to reduce
the occurrence of lymphedema
b. Timely Referral and Waiting Times - Early identification of symptomatic lymphedema and timely
referral allows for earlier effective intervention based upon need.



Referrals will be categorised as routine, urgent/palliative.



All patients will be contacted within 5 working days of the receipt of the initial referral and sent an
appointment letter, including pre-assessment information (e.g. a diary card).



All patients will be seen as per the following guidelines:
1. Routine – within 8 weeks
2. Urgent/Palliative – within 2 weeks



All patients with lymphedema will receive a coordinated package of care, at a level of intervention
appropriate to their needs. This will include;
- Comprehensive assessment
- Treatment plan in line with the Lymphoedema Framework
- Active treatment
- Intensive treatment , followed by maintenance therapy for complex presentations
- Simple interventions for mild to moderate lymphedema
- Regular follow-up at intervals dependent on patient needs
- Discharge plan
- Supported self-management programmes
- Re-access to services as required, based upon need (self-refer in)



All assessments will be communicated back to the patient’s GP surgery and referrer in a timely manner and
within 7 working days

Education
•

Clinical nurse specialist will encourage education, training and professional development for health care staff
in relation to lymphedema.

•

The service will maximize supported self-management among those patients at risk of, and living with
lymphedema
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INTERDEPENDENCE WITH OTHER SERVICES
•

Locality Adult (Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT)

•

Community Integrated Locality teams

•

Community bedded areas

•

Neurological service

•

Residential and Nursing Care Homes

•

Learning Disability Service

•

General Practice and Primary Care Networks (PCNs)

•

Single Point of Access (SPA)

•

Social Care professionals

•

Voluntary agencies

•

Acute partners

•

Palliative care services

•

Community teams – leg ulcer services & tissue viability, podiatry

•

Mount Vernon
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PATIENT FLOW

Lymphoedema Pathway
Referrals accepted from
GPs, palliative care, acute

`

Community teams to manage
ongoing referral directly

Non cancer related lymphoedema
or with or without Lymphorrhoea

Swelling that has been present for
longer than 3 months not reducing
on elevation

Referral
Single Point
of Access

Lymphoedema secondary to
cancer

Primary Lymphoedema

Lipedema

Clinical Triage

Advice & Education

Structured
Education
Programme

Patient
One-to-One
Education &
Support

Holistic Assessment
Home/Clinic







History
Physical Examination
Bothersome rating
Quality of Life
Medication review
Establish understanding vascular sufficiency
Investigations
 Assessment of edema
 Ankle Breaker Pressure Index
 Measurement of Lyme volume

Treatment Plan

Forms of
compression

Advice on
exercise diet
and lifestyle

Manual
lymphatic
drainage
(MLD)

Skin care

Intensive
treatment

Kinesiology
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ACCEPTANCE AND EXCLUSIONS
Inclusions for Referral:
•
•
•
•
•
•
•

Patients over 18 years and registered with a Herts Valleys GP
Non cancer related lymphoedema with or without Lymphorrhea
Patients with a history of repeated cellulitis related to oedema
Secondary Lymphoedema/Chronic oedema; swelling that has been present for longer than 3 months not
reducing on elevation
Lymphoedema secondary to cancer
Primary Lymphoedema
Patient with history of DVT

Exclusions
• Patients under the age of 18 years
• Patients not registered with a Herts Valleys GP
• Patients with known ischaemia of the affected limb: ABPI <0.5. If concerned refer to vascular surgeon
• Patients with unstable cardiac/renal failure as compression therapy may be contraindicated. Once stabilised
referral may be made to the Lymphoedema.
• Venous or other ulceration present. Refer to Tissue Viability Team
• Obesity where the patient has refused a weight reducing programme or is not prepared to adopt weight
reducing measures
• End stage renal cardiac failure
• Acute cellulitis
• Acute DVT

LOCATIONS OF SERVICES
Proposed locations:
Dacorum
Marlowes Health and Wellbeing Centre
Gossoms End Health Centre
Watford and Three Rivers
The Avenue
Skidmore Way
St Albans and Harpenden
Grove House
Hertsmere
Potters Bar Hospital
Elstree Way Clinic

TIMESCALES AND MILESTONES
Go Live 1st October 2019
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DOMICILIARY PHLEBOTOMY
CLCH MODEL
•
•

•
•
•
•
•
•

The service is committed to the delivery of high quality, safe and effective value for money
phlebotomy service for housebound patients.
To ensure appropriate use of skills within the service, this service will be provided by suitably
trained phlebotomists with extra capacity from the integrated locality team registered nurses
where required or sensible as part of routine contacts.
Phlebotomists will be responsive in offering a routine and urgent domiciliary phlebotomy service
The service will ensure a safe delivery and quality blood samples
Referrals will be made through the SPA; usually from the GP or WHHT, identifying patients as
urgent/non-urgent
SPA staff allocate urgent/non-urgent referrals
Urgent patients will be seen within 24/48 hours
Non-urgent patients will be seen within 10 days

•

Staff will come into the locality team hubs to collect the list of patients not necessarily on the
caseload, print off relevant information and paperwork/labels and will travel to each patient

•
•

Drop off points to be agreed with acute; courier service established
Test results directly back to the referrer

INTERDEPENDENCE WITH OTHER SERVICES
•

Integrated Locality teams

•

Care Homes

•

General Practice and Primary Care Networks (PCNs)

•

SPA

•

WHHT

•

Royal Free Hospital
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PATIENT FLOW

Phlebotomy Pathway
`

GP Referral & West
Hertfordshire Hospital Trust

Chem path

Blood sampling medical testing

Referral
Single Point
of Access (SPA)

Heamatology

Microbiology

Clinical Triage

Urgent
Seen within
24-48hrs

Home visit for
bloods

Bloods drop
off

Non-urgent
Seen within
10 days

Patient
discharge

Test results
to referrer

Patient
discharge

Test results
to referrer

Home visit for
bloods

Bloods drop
off
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ACCEPTANCE AND EXCLUSIONS
Acceptance criteria:
Adults 18 years old and above registered with a GP within Herts Valleys CCG with:
• Housebound patient
• Not necessarily on the Community Nursing Caseload and only require phlebotomy
Exclusion Criteria:
• Non house bound patient
• Children

LOCATIONS OF SERVICES
Proposed locations:
Domiciliary service so no estates required, however staff will be based in the locality hubs.

TIMESCALES AND MILESTONES
Go Live 1st October 2019
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PLANNED CARE – INTEGRATED LOCALITY TEAMS
CLCH MODEL









Within each locality, on-going community care and support will be provided primarily by integrated
nursing and therapy teams.
Nursing and therapy staff will provide routine community based care that can be planned and scheduled
ahead of time for delivery (excluding general nursing care for people in a Nursing Home or Mental Health
in-patient setting).
Start date for care should be clinically appropriate to be in excess of 24hrs ahead of receipt of referral
(otherwise this would be categorised as an unplanned care need – see unplanned care Clinical Pathway).
This will also involve the co-ordination of planned specialist care to all community settings i.e. end of life
care services or community respiratory services to support planning and coordination of care.
Nursing and therapy staff will be part of a planned care team (one team in each locality – staff aligned with
Primary Care Networks (PCNs)) for patients requiring non-urgent nursing and therapy care.
Our integrated nursing and therapy teams will operate 7 days a week from 8am to 8pm with twilight and
night nurses providing care from 8pm to 8am
These teams will cover complex case management and specialist input during evenings and weekends



Integrated team structures will incorporate a skill mix and will be closely integrated and, where possible,
co-located with social care colleagues to facilitate joint working and develop shared skills.



Each patient will be assigned an appropriate keyworker and will receive a proportionate co-created
detailed assessment, and holistic care plan, identifying personal goals in line with My Care Record
Patients will receive a face to face assessment and development of a personalised care plan including
personal goals, which will be shared with the referrer, the patient’s GP and any other relevant
professionals involved in the patient’s ongoing care.
The integrated locality team will also offer to undertake Carers’ Assessments and signpost carers to
appropriate support (e.g. adult social care; voluntary sector; etc.). Where an assessment is undertaken,
this will be shared with the carers’ GP with their consent.







District nursing: Provide holistic and evidenced based direct and indirect nursing care for patients in their
own homes. From triage, high priority patients will be seen within 24 hours and non-urgent patients within
48 hours.
Intermediate care and support: rehabilitation/enablement function providing therapy in the patient’s own
home. High priority patients requiring therapy will be seen within 2 weeks and low priority patients will be
seen between 3-6 weeks.



Frail elderly patients identified as being at risk of a fall will be referred to the locality Adult
(Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT) providing an opportunity for the
MDT to request a clinic-based assessment for frailty of an individual’s needs (see Community Frailty and
Falls Clinical Pathway).



Short-term rehabilitation support will be delivered by appropriate therapists from the integrated teams,
e.g. following a stay in hospital or a referral from the GP and other health and social care services.



Care Coordinators will arrange and manage MDTs, support patients and carers with access to wider
voluntary (VSCE) services through a social prescribing model by linking with VSCE community navigators
who will signpost and arrange holistic community support.
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Our approach will leverage community assets to support patients and carers by working with voluntary
sector organisations to build community capacity and skills which extend the breadth of local services
available to patients and carers.

INTERDEPENDENCE WITH OTHER SERVICES
•

Locality Adult (Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT)

•

General Practice and Primary Care Networks (PCNs)

•

Specialist community services

•

Acute Trusts

•

Ambulance service

•

Adult Social Care

•

Voluntary sector

•

CLCH Single Point of Access (SPA)

•

HPFT

•

CLCH Community Frailty and Falls service

•

CLCH Rapid Response and Discharge to Assess team

•

End of Life Pathway

•

Residential and Nursing care homes

•

Community Navigators

•

Community Vulnerable Care Coordinators
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PATIENT FLOW

Planned Care – Integrated Locality Teams Pathway
Referrals accepted from
General Practice, acute
services & social care

`

Community teams to
manage on-going referral
directly

Referral
Single Point
of Access

Clinical Triage

Signposting and
Onward referral

Voluntary
sector

Acute
specialist
services

Social
Services

Other CLCH
services








Holistic Assessment in the patient’s place of
residence
Nursing and Therapy
Rockwood
Loneliness
My Plan
CHC checklist
Carers’ assessment
Nursing/Therapy Assessment as appropriate

Domiciliary
Phlebotomy
See separate
Clinical Pathway

Treatment






Nursing
Health monitoring
Medication
administration
Catheter care
Medication review
and prescribing

Therapy
 4-6 week tailored
rehabilitation
programme
 Intervention pre
and post fall
 Provision of aids
and equipment

Education and
advice for selfcare
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ACCEPTANCE AND EXCLUSIONS
For patients who require ongoing community care (excluding general nursing care for people in a Nursing Home or
Mental Health in-patient setting)

LOCATIONS OF SERVICES
The Integrated Locality teams will provide home visits within the following localities:
• Dacorum
• Hertsmere
• St Albans and Harpenden
• Watford and Three Rivers

TIMESCALES AND MILESTONES
The service will go live on 1st October; however community IVs will commence in April 2020.
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PODIATRY (CORE)
CLCH MODEL
•

Referral through the SPA and podiatrist will triage and if referral not appropriate, patients/referrers will be
signposted, e.g. nail cutting.

•

Podiatrist may phone patient to identify what treatment is required; if appropriate to refer into
assessment appointment or provide advice and discharge on phone

•

Patients referred into assessment appointment will receive a double appointment to ensure time for
assessment and treatment

•

Triage will be undertaken by general Podiatry within 3 days of referral. General podiatry appointments will
be offered within 6-8 weeks and patients will be seen by specialist biomechanics podiatrist where
necessary. Patients who require nail surgery will be seen within 7 days if they have an infection and within
8 weeks if they have a chronic condition.

•

The SPA will work with the CCG patient transport provider to ensure house bound patients can access
clinics

•

Aim to discharge or refer onwards as appropriate

•

Patients will remain on the case load if high need continuing risk – e.g. vascular issues; rheumatoid
arthritis; immune conditions

•

Letter to referrer on treatment undertaken and whether patient being kept on or discharged. If antibiotics
are needed to be prescribed urgently, the podiatry team will phone the patient’s GP. Any non-urgent
treatment will be outlined in a letter or email to the GP.

•

Should patients require advice or have any complications they will be able to ring the CLCH SPA or the
podiatrist team directly.

•

Podiatry staff working in each locality every day

•

Biomechanics specialists covering two localities each and will work 4 days a week in clinic with one
specialist day

•

Two Clinical rooms per locality five days per week

INTERDEPENDENCE WITH OTHER SERVICES
•

HCT/WHHT integrated diabetes service

•

MSK/Connect

•

Vascular services – acute

•

Voluntary sector

•

General Practice and Primary Care Networks (PCNs)

•

Orthotics services (surgical appliances)

•

SPA

•

Nutrition and Dietetics

•

Orthopedic/Podiatric Surgery
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PATIENT FLOW

Core Podiatry Pathway
Self-referral within 6
months if known to
service

`

Community teams to
manage on-going referral
directly

Referrals accepted from GP’s,
care homes & social care

Symptoms for foot complications

Serious podiatric conditions

Referral
Single Point
of Access

Ingrown toenail of nail pathology

Urgent podiatric problems
Disorders of the foot and lower
limb

Lower limb musculo-skeletal or
neuromuscular pathologies

Clinical Triage

Signposting and
Onward referral

Nail cutting VCSE

Holistic Assessment




Integrated
Diabetes
Pathway

Vascular teams
Orthopedic/
Podiatric Surgeon

Home (telephone)
Clinic
Inpatient assessment, in community bed bases

Treatment

Musculoskeletal
Podiatry

Nail
Surgery

At Risk
Podiatry

Vascular
Assessment

Education
and Health
Promotion

Treatment Plan

Prescription of
orthotics

Footwear advice

Personalised
exercise plan

Education and
advice for self-care
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ACCEPTANCE AND EXCLUSIONS


Provide inpatient assessment, in community bed bases and treatment in a clinic based environment for an
urgent podiatric problem. Only in exceptional circumstances will patients be assessed and treated in a
ward environment

Exclusions:


Diabetes – Diabetes Foot Health is provided under the Integrated Diabetes Service Pathway and this
element is specified separately in the Integrated Diabetes Service Specification



Nail cutting

LOCATIONS OF SERVICES
Proposed locations:
Dacorum
Gossoms End
Marlowes Health and Wellbeing Centre
Watford and Three Rivers
The Avenue
Skidmore Way
St Albans and Harpenden
Harpdenden Memorial
St Albans City Hospital (moving to St Albans Civic Centre)
Hertsmere
Elstree Way Clinic
Potters Bar

TIMESCALES AND MILESTONES
The service will go live on 1st October
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RAPID RESPONSE
STILL IN DEVELOPMENT
CLCH MODEL
The Service


Rapid Response care staff will provide responsive holistic care aimed at avoiding acute hospital admissions
and support patients in their usual place of residence.



The response will include a rapid assessment and intervention focusing on care provision and treatment in
the community.



The service will be available to people who require clinical care within 24hrs of referral to support ongoing
patient needs and able to be delivered upto 5 days.



The service staff will include:
i.
Nurse practitioners with prescribing capabilities.
ii.
Nursing and therapy support in managing complex patients in response to nurse practitioner
assessment.
iii.
Therapy skilled to staff provide expert functional and social situation assessments.
iv.
Medical support by community geriatrician.



Patients will be seen within 2 hours of referral and an assessment done for required treatment, where
delivery will commence as required within 24 hours of referral to prevent hospital admission.



Rapid Response staff will provide support until the patient is stable and can be referred effectively to other
services for on-going support if appropriate.



Rapid Response staff will actively engage with GPs and other referrers to support equitable use and uptake
of service



A registered health care practitioner will carry out the initial assessment.



Medical responsibility will remain with the community geriatrician.



Nursing and therapy staff will work in partnership with the patient’s General Practitioner.



Nursing and therapy staff will be interlinked to Discharge to Assess pathway



Where a patient requires step-up care within a community bed, the clinician will liaise directly with
community bed managers to arrange admission and with community ward staff, plan for discharge as soon
as possible following admission.



Community Treatment Unit (CTU) service will remain as it is for 6 months post transfer. During this period
the service will be reviewed.

Referrals and Response times



The service will be underpinned by an effective and efficient Single Point of Access (SPA). Referrals to rapid
response are accepted between 8am – 8pm for 7 days a week, 365 days per year.
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Where a GP identifies a patient as being at risk of hospital admission, they will be able to call the SPA to
speak directly to triaging clinicians for admission avoidance support.



The service will respond by phone to the patient within 1 hour of receipt of referral and assessment within
2 hours and treatment plan agreed and delivered over 72 hours

INTERDEPENDENCE WITH OTHER SERVICES
•

Integrated locality teams

•

Locality Adult (Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT)

•

Acute Trusts

•

Ambulance service

•

Adult Social Care

•

Voluntary sector

•

General Practice

•

Primary Care Networks

•

SPA

•

Mental health Service

•

Frailty clinic

•

Community rehab beds

•

HUC (111 provider)

•

Urgent Treatment Centre (UTC) provider

63

PATIENT FLOW

Rapid Response Pathway
`

GP Surgeries, Ambulance Services, Acute
Services, Nursing/Care Homes/specialist
nurses, Ambulance, HUC, UTC provider

Referral
Single Point
of Access (SPA)

A&E front door and Hospital
In Reach function

Clinical Triage

Holistic MDT Assessment

Sign Posting &
Onward Referrals

Home Based
Treatment

Mental Health

Nursing

Frailty & Falls

Therapy

Bedded step up

Acute Care
episode

Short term assessment
and intervention

Discharge to Assess
Planned Social Care

Community Geriatrician

Integrated Locality
Teams

Education & Health

Community Navigators
and Voluntary sector

Community Treatment
Unity
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ACCEPTANCE AND EXCLUSIONS

LOCATIONS OF SERVICES
Rapid Response will be provided within the following localities:
• Dacorum
• Hertsmere
• St Albans and Harpenden
• Watford and Three Rivers

TIMESCALES AND MILESTONES
Current prevention of admission work will continue on 1st October as currently delivered.
The CLCH Rapid Response service will go live by 1st April 2020.
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SINGLE POINT OF ACCESS (SPA)
CLCH MODEL
•

•
•
•

•
•
•

•

•
•
•
•

•

The SPA will operate 8am–8pm, 7 days a week accepting referrals up to 7pm each day from primary care,
social care, community providers, residential and nursing care homes, acute hospitals, the ambulance
service and the voluntary sector (VCSE). Patient self-referrals will be accepted for existing patients as
appropriate.
Out of hours referrals will be directed to Herts Urgent Care and we would expect to have a protocol
between this provider and our out of hours services in place to enable a shared approach.
Band 7 nurses and therapists will assess and clinically triage referrals, allocating them to the appropriate
service within required response times.
Triage clinicians will also provide advice and guidance to referrers, including confirmation of appropriate
referral or positively redirecting / “wayfinding” the referrer to an appropriate service which meets their
patient’s needs
Healthcare professionals will always have access to a “clinician of the day” and triage clinicians will
escalate calls as required, e.g. to a geriatrician.
Triage for specialist palliative care referrals will be provided in conjunction with the subcontracted
hospices.
Before presenting referrals for clinical triage, staff will ensure they can correctly and safely identify the
patient, the patient is eligible for services and it is clear which service the patient requires, following up
with the referrer as required
From referral, the service will take ownership of each patient and manage their care pathway, ensuring
they receive appropriate care at home or as close to home as possible, reducing the need for hospital
admission through signposting and integrated working, facilitating clinician-to-clinician discussion and
keeping referrers fully informed through email, telephone and via their nominated link workers.
Staff will have access to specialist clinicians’ diaries and will book clinic appointments, adhering to the 18week referral-to-treatment criteria.
Existing patients and their carers will be able to call the SPA to make or change appointments. For some
services, follow-up appointments may be booked at clinics or in patients’ homes for convenience.
Triage clinicians will escalate calls as required to other clinicians, e.g. consultant geriatrician or member of
the Multi-Speciality Team. Triage will be underpinned by validated risk assessment
SPA staff will contact GPs within 24 hours to advise on referral progress and assigned keyworker contact
details. Thereafter, the assigned keyworker will keep the GP and other stakeholders informed regarding
assessments, care packages and ongoing interventions.
SPA staff will facilitate onward referral as appropriate to other community services e.g. community
navigators, diabetes pathway and nutrition and dietetics and will support triage for specialist palliative
care referrals in conjunction with the subcontracted hospice providers.

INTERDEPENDENCE WITH OTHER SERVICES
•

HCC SPA

•

HPFT SPA

•

Hospice PCRC

•

General Practice and Primary Care Networks (PCNs)

•

111/HUC

•

East of England Ambulance Service

•

Care homes
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•

WHHT

•

Community Navigators

•

Leg Ulcer service

PATIENT FLOW

SPA Pathway

ACCEPTANCE AND EXCLUSIONS
Accepting referrals up from primary care, social care, community providers, residential and nursing care homes,
acute hospitals, the ambulance service and the voluntary sector (VCSE). Patient self-referrals will be accepted for
existing patients as appropriate

LOCATIONS OF SERVICES
Proposed location at Hemel One

TIMESCALES AND MILESTONES
The referral hub will continue to run as it does currently on 1st October.
From January 2020 the referral hub will operate from 8am-8pm following consultation with staff.
From April 2020 the SPA will be fully operational and will refer into all services.
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Example SPA Patient Journeys
An elderly gentleman has made multiple calls to his GP practice stating that he cannot sleep at night. He is on the District Nursing caseload for leg
ulcer care and is a poorly controlled Diabetic. Sleeping tablets are not a long term solution. The GP has referred the case to the SPA.
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A 52 year old lady with Downs Syndrome and advanced dementia, non-weight bearing and unable to communicate her needs verbally. She
becomes confused and agitated and reluctant to eat or drink despite efforts of carers in the residential home. As per the patients care plan the
carers call the Single Point of Access.
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A residential care patient with known ischemic heart disease and heart failure is recurrently admitted via ambulance out of hours with either
chest pain or shortness of breath or both. On every occasion she is extensively investigated and then discharged with minor medication changes
within 24 - 48 hours.
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A patient admitted with spinal cord compression, post treatment is left with lower limb paralysis. He lives in a 2 bed Victorian terraced house with
his wife in Berkhamsted. Previously no health or social care services have been linked to the family. His life expectancy is in the order of months.
He would like to get home as soon as possible and has expressed a wish to die at home.
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A 30 year old man presented with an ingrowing toenail. Different treatment options discussed and reducing the nail and allowing the leading edge of the nail to
grow out is chosen as the most appropriate treatment route. Four months later, the problem resurfaced. Rather than go back to GP and patient is referred again,
patient will call the service to book an appointment.
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ADULT COMMUNITY SPECIALIST PALLIATIVE CARE
MODEL
Clinical service
This pathway is a component of place based specialist palliative care provision which within Herts Valley is
provided by Central London Community Healthcare (CLCH), Peace Hospice care, Rennie Grove Hospice Care and
Hospice of St Francis. The pathway includes elements provided through different settings and models and includes
community clinical nurse specialists, hospice at home, day hospice services and hospice inpatient units.
•

The specialist palliative care team will undertake specialist assessments, support patients and their
families / carers and develop individual care plans that they and other healthcare professionals can use to
deliver high quality end of life care.

•

Advance Care Plans will be offered by the specialist palliative care teams to patient who are no longer on a
curative pathway, so patients’ wishes and preferences for end of life care are identified and recorded on
EPaCCS.

•

Liaison by the specialist palliative care providers will be with each other, GPs, overnight nursing services,
Marie Curie, local authority housing and social care services and voluntary organisations, especially where
care is planned to be provided at home over a twenty-four hour period, in the evenings and at weekends.

•

The specialist palliative care teams will work collaboratively with the locality community nursing teams to
ensure there is provision and training in use of equipment, medical devices and management of
medication (including maintenance of subcutaneous line and syringe drivers for symptom control
medication) to allow patients to remain at home.

•

The specialist palliative care teams will support a seamless experience of palliative and end of life care for
patients and families through attendance at two geographically specific multi-disciplinary co-ordination
teams.

•

Carers assessments will be offered to carers and family members.

•

The specialist palliative care nurses will contact the families / carers post bereavement to offer emotional
support and guidance and where appropriate, signpost to suitable bereavement or support services
available locally.

•

A named specialist palliative care nurse will be allocated as a link to each PCN and GSF meeting(s) to give
access to specialist palliative and end of life care advice and facilitate patient referral. The specialist
palliative care teams will provide a structured training and education sessions that healthcare
professionals, care homes and home care agencies can access. At least one educational event per quarter
will be provided.

Single Point of Access (SPA)
•

Patients will be referred to the service via the palliative care arm of the SPA (PCRC initially) and then
assessed as to whether they meet the criteria for provision of the specialist palliative care service or have
needs best met via another service (i.e. community nursing, social care).

•

As part of the SPA there will be Specialist Palliative Care Nurses available to provide advice and guidance
to all health care professionals’ patients and carers.

•

The specialist palliative care service will manage the EPaCCs that have been completed and submitted by
healthcare professionals, ensuring they are available to the community and hospices via SystmOne and
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that a weekly update is communicated to GP’s, OOHs, ambulance, hospital trusts and others as required.
Multi-disciplinary meetings
•

The weekly palliative care MDT’s held at Hospice of St Francis & Peace hospice care will be administered
by an EoL coordinator.

•

The PCN GSF meetings will be attended by an EoL coordinator who will ensure actions are communicated
to relevant healthcare professionals.

•

Where GP practices choose to continue to hold their own GSF meeting they will be responsible
for coordinating the meetings and completing the practice records action notes as per GSF.

INTERDEPENDENCE WITH OTHER SERVICES
•

Marie Curie

•

Integrated Locality teams

•

Children’s Palliative Care Team to support adolescent transition

•

Care Homes

•

General Practice and Primary Care Networks (PCNs)

•

SPA / PCRC

•

HUC

•

Social care

•

Voluntary agencies

•

Acute trusts
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PATIENT FLOWS

Adult Specialist Palliative Care Pathway
`

Self-referral

Referrals accepted from GP’s,
acute hospitals, care homes &
social care

Holistic specialist palliative
care assessment

Complex symptom control needs

Community teams to manage
on-going referral directly

Palliative Advice & Guidance

Referral
SPA
(Initially PCRC)

Specialist Palliative Care MDT

Completed EPaCC forms

EoL Adolescent transition

Clinical Triage
P1: Emergency – within 4 hours
P2: Urgent – within 24 hours
P3: Responsive – within 72 hours
P4: Planned – within 1 week

Advice &
Guidance

Telephone
Advice
(Same day via SPA)

Home visit

Hospice at Home

Community Nursing

Specialist palliative
care nurse

(24 hour cover)

Assessment
(including equipment
& medication)

Treatment Plan
Out of
Hours
HUC / 111

Medication admin
(i.e. syringe drivers)

Equipment provision

Emotional support

Hospice Inpatient
& Outpatient

Triaged to
other services

Marie Curie
Social Care
Voluntary care
Wellbeing care
Acute Hospital

Holistic
Assessment

Treatment Plan
Symptom control
Medication
Psychological
Social
ACP + EPaCCs

Family/Carers support &
Bereavement Support

Education sessions for healthcare professionals, care homes and home care agencies can access.
(one educational event per quarter)
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Adult Specialist Palliative Care MDT Pathway
MDT coordination Team
(combined palliative & complex frailty team)

GP GSF meetings

Specialist palliative care MDT
Hospice of St Francis - 1 per week
Peace hospice care - 1 per week

Palliative care MDT proforma
completed & sent to MDT
coordination team

PCN GSF meetings

MDT Coordinator
Attends meetings

(at least 2 days prior to MDT)

(GP practices can
continue to coordinate
& administer own GSF)

Specialist palliative
care nurse attends
meeting

MDT Coordinator records
action notes
MDT Coordinator Team
checks that patient is
not on complex adult
frailty MDT. If so confirm
with palliative care team

MDT Coordinator Team
Informs clinicians outside core
palliative care MDT attendees if
they need to attend

MDT coordinator ensures all
actions are communicated
to relevant services

(i.e. HF, respiratory, neuro)

MDT Coordinator Attends MDT

Actions identified on proforma &
uploaded onto S1

MDT proforma sent to GP &
other staff groups not on S1

MDT coordinator ensures all
actions are communicated to
relevant service

EPPaCs completed
or updated & sent to EPPaCs
administrator
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ACCEPTANCE AND EXCLUSIONS
Acceptance criteria:
•
•
•

Adults 18 years old and above registered with a GP within Herts Valleys CCG
Patients with complex symptom control needs
Patients requiring holistic specialist palliative care assessment

LOCATIONS OF SERVICES
Proposed locations:
• Home Visits
• Hospices
• Community Clinics

TIMESCALES AND MILESTONES





Go Live 1st October 2019
The existing PCRC will continue from 1st October and the CLCH SPA will go live by April 2020 – outlined in
the SPA clinical pathway.
PCN GSF meetings coordination will commence January 2020 or once the PCN’s have set-up their GSF
meetings.
Pathway to be reviewed October 2020
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ADULT SPEECH AND LANGUAGE
CLCH MODEL
Clinical service
•

The Adult Speech and Language Therapy Service is a team of qualified Speech and Language Therapists
(SLT) and Support Practitioners who provide assessment, treatment, support and advice to adults with
acquired communication and/or swallowing disorders.

•

This includes all aspects of communication, including speech, language and voice. The team works in
community clinics, specialist care centres, nursing and residential homes and patients’ own homes.

•

SLT will provide cover 7 days a week to community neurological beds and community care beds.

•

SLT will provide a timely, high quality, comprehensive service across Herts Valleys through a multi skilled
team following a tiered service delivery model.

•

Speech and language therapists will provide specialist assessments, diagnosis and treatments along with
advice, education and support pf the patient and their family and carers

•

Referrals will be clinically triaged through the CLCH SPA and patients will be accepted for episodes of
intervention where clear goals and achievable outcomes can be defined. Appropriate referrals will be
allocated depending on clinical needs.

•

Triage will be undertaken within 1 working day of referral. Urgent patients will be offered an appointment
within 3 working days and non-urgent patients will be offered the next available appointment within 6
weeks.

•

A letter will be sent to the patient and their GP on completion of treatment when they are discharged.

•

Patients requiring instrumental assessment, e.g. videofluoroscopy, FEES, as a secondary assessment will be
referred directly into secondary care by the SLT, where it will inform clinical decision making

•

Discharge timing will be determined by the review of achieved goals and the potential for further gain
which can only be delivered via the service for up to 6 sessions. For patients with long-term conditions
where the outcome at the end of an episode of care is likely to be maintained over time, the focus of
intervention will be self-management with re-referral where clinical needs change.

•

Specialist assessments will be undertaken in a clinic setting. However, a home visit will be arranged if
appropriate, for example housebound patients with complex needs.

•

Speech and Language therapists will provide a range of evidence based, goal specific, specialist
interventions for adults with an acquired speech, language, communication difficulties and/or swallowing
difficulties, providing personalised, specialist, timely, coordinated services delivered closer to home.

•

SLT staff will work closely with carers and other staff groups, such as Doctors, Nurses, Physiotherapists,
Occupational Therapists, Community Nurses and Dieticians.

•

The SLT service will develop links and a voice disorder pathway with the HVCCG Community ENT Service
for patients who are experiencing voice problems whereby there is an evidence-based and efficient
pathway involving Specialist Ear, Nose and Throat (ENT) Doctor and Specialist Speech and Language
Therapist (SLT) with the knowledge, skills and use of specialist diagnostic equipment to provide highly
specialist assessment, advice and treatment planning

•

The SLT service will develop links and protocols with the Community Nutrition and Dietetics Service
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Education
•

The service will provide education & support to patients and their family and carers, promoting selfmanagement.

•

SLT team will act in an advisory capacity to other health care professionals

•

SLT will put systems in place to ensure that core community teams treating people who are at extremely
high risk of choking/aspiration/inadequate nutrition have appropriate training and access to timely advice
& support if required

INTERDEPENDENCE WITH OTHER SERVICES
•

Integrated Locality teams

•

Community beds

•

Community Neuro service

•

Care Homes

•

General Practice and Primary Care Networks (PCNs)

•

CLCH SPA

•

Social Care professionals

•

Voluntary agencies

•

Community ENT service

•

Nutrition and dietetics service

•

CLCH Stroke ESD service

•

Locality Adult (Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT)

•

Voluntary sector

•

Community Vulnerable Care Coordinators

•

Ambulance service

•

HPFT
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PATIENT FLOW

SLT Pathway
`

Self-referral if already
known to service

Referrals accepted from GP’s,
MDTs, acutes & social care

Communication and/or swallowing
disorder

Referral
Single Point
of Access

Oro-pharyngeal swallowing
disorders

Community teams to manage
on-going referral directly

Ear Nose and Throat Conditions
Referred for voice assessment by
ENT consultant

Clinical Triage

Education
and
Advice
 System
partners
 Patients
 Carers

Signposting and
Onward referral

Secondary
Care





Community
Teams

Holistic Assessment
Home
Clinic
Inpatient assessment in community bed bases

GPs

Treatment

Evidence based,
goal specific,
specialist
interventions

Swallowing
Pathway

Complex case
management –
MDT working

Delivery of SLT
generated
programmes by
MDT member

Patient specific
education and
self-management
programmes

Communication
Pathway

80

ACCEPTANCE AND EXCLUSIONS
Acceptance criteria:
•
•

•

Adults aged 18 years and over
Children under the age of 18 and adults with a learning disability may be seen by the adult service where the
presenting condition is most appropriately managed by the Adult SLT service. This should be undertaken in a
partnership arrangement with Paediatric or ALD SLT
Adults who are aged 16-25 who have an Education, Health and Care Plan (EHCP) but do not have a diagnosed
learning disability and are not under the care of the Children’s SLT service.

Exclusion criteria:
•
•
•

Adults who are under the care of other SLT commissioned services such as Learning Disability & Mental Health
Services in HPFT & Acute Adult Inpatient Services. Patients with a hearing impairment/ lisp.
Patients who are not medically cleared for discharge and are not likely to be in the near future.
Adults aged 16-25 years with an EHCP

Assessment
• Patients referred for voice assessment must have had a community ENT assessment within the last 12 months
or be referred directly by an ENT Consultant. Referrals for swallowing assessment must be authorised by a
medical professional. Where a referral is initiated by a non-medical professional, the medical history and
authorisation to assess will be sought as part of triaging process and prior to assessment

LOCATIONS OF SERVICES
Proposed locations:
Dacorum
Hemel Hempstead Hospital
Watford and Three Rivers
Langley House
St Albans and Harpenden
St Albans City Hospital
Hertsmere
Potters Bar Community Hospital

TIMESCALES AND MILESTONES
•

Go Live 1st October 2019
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EARLY SUPPORTED DISCHARGE (ESD) – STROKE
CLCH MODEL









This service will enable appropriate stroke patients to leave hospital ‘early’ through the provision of
intense rehabilitation in the community at a similar level to the care provided in hospital.
The ESD team of nurses, therapists, doctors and care staff work collaboratively as a team and with patient
and families, providing intensive rehabilitation at home for up to 6 weeks, thereby reducing the risk of readmission into hospital for stroke related problems and increasing independence and quality of life with
support the carer and family.
The service will utilise a consultant to provide specialist advice and oversight to community staff.
The ESD team will meet weekly to plan and manage patient care.
Intervention will commence within 24 hours of discharge from hospital
Rapid response, same day ESD service provided 7 days a week at a stroke patients’ place of residence to
facilitate timely discharge from hospital setting for a period of up to 6 weeks.



Stroke patients will be offered required active therapy, (target of 45 mins per discipline where
appropriate, 5 days a week) to an intensity equivalent to in hospital rehabilitation, but reflective of
individual patient needs and goals



This service will provide Carers with appropriate education and training to recognise common causes of
illness that result in avoidable admissions e.g. constipation, urinary tract infection (into rehab)

•

This service will refer patients to community rehabilitation services/ long term care provision following
ESD if required.


•

This service will contribute towards submission of SSNAP Sentinal Stroke Audit Programme.
This service will maintain a stroke register to enable follow up and review at appropriate intervals

•

The ESD team will meet weekly as a minimum to plan and manage patient care

•

Coordinated stroke skilled ESD teams will work in partnership with local authorities and other health and
third sector providers

•

All equipment and aids will be reviewed and ordered and links established with social services for
assessments of home adaptations and equipment needs
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INTERDEPENDENCE WITH OTHER SERVICES


Locality Adult (Frail/Complex/High Intensity Users) Multi-Disciplinary Meetings (MDT)



General Practice and Primary Care Networks (PCNs)



Secondary Care



Community Navigators



Community Vulnerable Care Coordinators



Social Care



HPFT



Integrated locality teams



CLCH Rapid Response team



Community Frailty and Falls clinics



CLCH Community neuro and neuro beds teams



Voluntary sector (including Age UK, Headway, MND)



Nutrition and Dietetics service



Orthotics



Orthoptics
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PATIENT FLOW

Early Supported Discharge (ESD) – Stroke Pathway
Referrals accepted from Acute and
Hyperacute Stroke units

Referral
Single Point
of Access

Clinical Triage

Patient seen within 24
Hours of acceptance

Holistic Stroke
Assessment at Home

Treatment
Advice & Education

 Active therapy
 Equipment and aids

Weekly MDT discussions to plan and manage
patient care to include:
 Stroke physician
 Social worker
 Clinical Psychology
 Dieticians
 Orthotics
 Orthoptics

Onward Referral
6 month
Stroke Review

Voluntary
sector

Community
rehab
services

Social
Care
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ACCEPTANCE AND EXCLUSIONS
Exclusion criteria and thresholds
• Has not suffered a stroke
• Predicted life expectancy is less than 48 hours

LOCATIONS OF SERVICES
Stroke Early Supported Discharge will be provided within the following localities:
• Dacorum
• Hertsmere
• St Albans and Harpenden
• Watford and Three Rivers

TIMESCALES AND MILESTONES
This service will go live on 1st October 2019 for 5 days per week service (as currently delivered).
CLCH will then undertake consultation with staff to extend this to a 7days per service. This will happen by January
2020.
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TISSUE VIABILITY
CLCH MODEL


The Tissue Viability service will provide specialist advice and support to healthcare professionals for
the management of patients with complex wounds, wound healing problems and advice regarding
pressure ulcer prevention across community care settings



Each locality will have a named Tissue Viability Nurse, who will have direct links with each PCN.



Tissue Viability Nurses will provide Specialist advice and assessment, in conjunction with the clinician
responsible for the patient’s care in clinics, patients’ homes, nursing and residential homes




Tissue Viability Nurses will undertake clinical triage within 2 working days of receiving the referral.
High priority patients (e.g. with category 3 or 4 pressure ulcer; DTI, unstageable pressure ulcers, rapid
deterioration wounds) will be seen within 2 working days of triage.
Medium priority patients (e.g. with multiple category 2) will be seen within 10 working days.
Low priority patients (e.g. with venous eczema with a leg ulcer; highly exuding wounds) will be seen
within 2 weeks.
Tissue Viability Nurses will assess the patient and develop their personalised treatment and
management plan, with the patient and carers, which will be shared with the referrer and the clinician
responsible for the patient’s care.







Patients will normally be discharged once their personalised treatment and management plan has
been developed, unless the Tissue Viability Nurse assesses the patient requires a second review, which
will be scheduled during the assessment.



Tissue Viability Nurses will also develop and deliver education across HVCCG on all aspects of tissue
viability including wound management, leg ulcer care and treatment, pressure ulcer prevention
management and use of pressure relief equipment, the use of effective and best value products and
advanced treatments, such as Larvae Therapy and Topical Negative Pressure

INTERDEPENDENCE WITH OTHER SERVICES
•

General Practice and Primary Care Networks (PCNs)

•

Social Care and Social services therapists

•

Acute hospitals

•

Hospices

•

Nursing and residential care homes

•

Leg Ulcer, Lymphoedema and Podiatry services

•

HPFT

•

Voluntary Sector

•

Other Community Services

•

Hertfordshire Equipment Services
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PATIENT FLOW

Tissue Viability Pathway
Referrals accepted for community
TVN service from Primary Care,
secondary care, Hospices,
Residential and Care homes

`

Community teams to manage ongoing
referral directly

Referral
Single Point
of Access

Clinical Triage

Signposting and
Onward referral

Acute – e.g.
dermatology

Specialist Advice to
clinicians

Holistic Assessment

Voluntary
Sector
High
Priority

Medium
Priority

Low
Priority

Other CLCH
services

Personalised Treatment
and Management Plan

Self‐Care
Management
plan

ACCEPTANCE AND EXCLUSIONS
Inclusion criteria for the service includes:





patients over 18 years,
registered with a Herts Valleys GP
patients with Category 3 & 4 pressure ulcers, DTI and unstageable pressure ulcers in line with Trust
Safeguarding reviews
complex or hard to heal wounds
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LOCATIONS OF SERVICES
Proposed locations:
Dacorum
Marlowes Health and Wellbeing Centre
Watford and Three Rivers
The Avenue
St Albans and Harpenden
St Albans City Hospital (moving to St Albans Civic Centre)
Hertsmere
Potters Bar Hospital

TIMESCALES AND MILESTONES
Service delivery from 1st October
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GLOSSARY
CLCH

Central London Community Healthcare NHS Trust

D2A

Discharge to Assess (new service from April 2020)

D2HA

Discharge Home to Assess (current service)

EOL

End of Life

ESD

Early Supported Discharge (Stroke)

HCC

Hertfordshire County Council

HCT

Hertfordshire Community NHS Trust

HPFT

Hertfordshire Partnership Foundation NHS Trust

HUC

Hertfordshire Urgent Care

HVCCG

Herts Valleys Clinical Commissioning Group

MDT

Multi-Disciplinary Meetings

PCN

Primary Care Network

PCRC

Palliative Care Referral Centre

RR

Rapid Response

SPA

Single Point of Access

UTC

Urgent Treatment Centre

WHHT

West Hertfordshire Hospital NHS Trust
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