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Introduction
An Intermediate Care Team is a community based multi disciplinary health service that look after the needs of patients in their own homes, residential care homes and nursing homes.  The team should be ideally located along side of community hospital type buildings which also offer central space to deliver a range of Intermediate Care type services including partnership working with other organisations such as Adult Care Services.  

The team includes :
Intermediate Care Team Lead




Nurses 




Physiotherapists 




Occupational Therapists 



Health and Social Care Coordinators, ACS



Rehabilitation Assistants



Community Support Workers 




Administrative staff 

Services offered:

· diagnostic investigation in patients own home 

· environment assessment

· blood analysis

· ECG

· Oxygen saturation

· Medical intervention programme for mobility, home safety and independence

· Joint assessment with HSCC/ACS hospital therapy for ongoing care packages

· Administration of Antibiotics via peripheral cannula and central line

Aims and Objective of Service:

The aim of the Intermediate Care Team is:

· To facilitate early discharge from hospital.
· To prevent unnecessary hospital admission.
· To avoid premature admission to long-term care.
· To provide community rehabilitation.
Objectives:

· To serve as a single point of entry to intermediate care services, whilst linking with other services to provide a range of care options to support people in their own homes or other community environments..

· To prevent unnecessary hospital admission.

· To facilitate early discharge from hospital

· To avoid premature admission into long-term care.

· To provide active therapy

· To facilitate a seamless service by working in partnership.

· To provide a timely and appropriate intervention to support people in their own homes.

· To provide appropriate support to carers where needed. 
· To identify and track suitable patients for Intermediate Care bed based services and refer onto the appropriate other services to enable early discharge.

Access to the team

The team operates a seven day service Monday – Sunday 8.00AM to 9.00PM (last referral will be taken at 8.00PM at the latest to enable assessment to be carried out).  Nursing and therapy members work 7 days between these hours to ensure a therapeutic model is available to meet the patients individual care needs.

Referral Pathway

All referrals received are processed through a single point of contact by an administrator.  They are screened by a senior clinician and allocated to an appropriate discipline who then prioritize for urgency and classification as one of the following:-

· Early discharge (ED)

· Prevention of Admission (POA)

· Community Rehabilitation (CR)

For those classified as ED or POA the input is invariably intensive with up to three visits per day initially over a maximum six week period.  The CR service user receives two to three visits per week, normally supported with existing packages of care.  These patients are often slower to rehabilitate due to the combinations of age and multiple chronic illness. Currently ED and POA cases are responded to on the day of referral with POA crisis cases usually within four hours.  There is a waiting list for CR service users and referrals are prioritized according to need.

All POA’s, falls and early discharge from hospital are classified as high and CR is likely to be medium or low priority.  

The clinician visits the patient in their own home and takes a full medical history including examination, investigation, and diagnosis and equipment management where appropriate.  A Care Pathway is planned which can include:

· Goal/care planning

· Treatment

· Health promotion

· Education

· Care and Support

· Onward referral 

The clinician will monitor the care plan, communicate with patient/client, carer, medic, social care and MDT and measure progress against objectives.

Priority

High – P.O.A / E.D. Contact Patient within 2-4 hours. 

           Such as Hip/Knees post op, falls – acute medical conditions.

Medium and Low – to be seen within 1-2 weeks.



        Such as reinforcing physio exercises / OT regime,



        routine nursing/therapy input
Eligibility criteria
· Adult patients (aged 18 years or over) registered with a general practitioner in the relevant locality, who have defined medical/rehabilitation needs that can be met by ICT.

· The client agrees referral to the team and to the limit of a maximum of 6 weeks, subject to on-going review.

· Referrers will be notified if the client is accepted onto the ICT service.

· Patients must be committed to taking an active part in their own role in the programme to optimise their independence.  All patients accepted onto the service should have the potential to achieve physical and/or cognitive goals within 6 weeks.

Notes

1. ICT works in partnership with other community services such as community matrons, community nursing services, intermediate care beds, adult care services and elderly care services.

2. Where clients with mental health/learning disability needs develop a physical health need, ICT will provide support in partnership with the appropriate service.

3. Where the need arises for an urgent package of social care, ICT can provide a maximum of 96 hours in-put to allow the package of care to be set up.

Review and discharge guidelines
· A clear exit strategy is most important and all discharge options will be fully discussed with the patient/relatives, with the understanding that the resources available may limit choice.

· On acceptance by the team, client goals will be agreed.

· Regular review of goal-attainment will be undertaken.

· A discharge plan will be agreed with the client.

· Where the team identifies on-going needs, a referral will be made to the appropriate service.

· Where there are complex needs, multi-disciplinary review/management will be undertaken.

· Where a consultant review is required, the client will be referred to the elderly care consultant for ICT in the first instance. 

Pathway for ICT Referrals

Referral Source –

· GPs, out of hours service



· Discharge facilitators/Bed manager

    /A&E Acute services – Physio/OT

· Rapid Assessment Unit/Medical mobility Assessment Clinics

· Adult Care Services

· Health and Social Care Co-ordinators










Team Members and Role

Administrators
Provide full, comprehensive and professional administrative and secretarial support using organisational ability in terms of administrative systems demonstrating a high level of initiative and motivation.   Act as a point of screening reference for the team, in relation to referrals, information relating to the teams activities and criteria for referral.   Respond to highly confidential requests and information on behalf of and in conjunction with the service manager.

Communicate effectively with patients and carers using skills of tact, diplomacy, patience, persuasion, de-escalation and compassion. Be responsible for the collection of the team’s activity data and reporting this to service managers.   Receive and disseminate information for the team via email or post.  Decide priorities for work and to plan and organise work efficiently and effectively.

Community Support Workers

The Community Support Workers are key members of the Intermediate Care Team, working in partnership and under the supervision of professionals within the team.  Community support workers have day to day contact with clients working closely with those referred for prevention of admission or early discharge.  Their role encompasses the range of professions within the team, including dietitian, health and social care coordinators, nurses, physiotherapist and occupational therapist.

The Community Support Workers assist clients through an enablement approach to personal care needs, supervision of food preparation, mobility, the safety of the environment and the general well-being of clients.  They use the care plans to deliver care needs and liaise closely with the registered professionals updating them with changes in the clients’ condition.  Within their role they will undertake nursing, physiotherapy and occupational therapy treatments for which they have received training and been assessed for competency.

Community Support Workers have a competency based training covering skills such as blood glucose monitoring, urinalysis, physiotherapy exercise programs, issuing equipment, phlebotomy observation of vital signs and enablement of personal activities of daily living. 

Dietitian
Patients are referred directly from external sources e.g. Adult Care Services, General Parishioners and other health professionals, or via other members of the ICT following nutrition screening using the Malnutrition Universal Screening Tool (MUST).  Patients can be seen for a variety of reasons, including malnutrition, new or unstable diabetes, advice post Myocardial Infarction, Cerebral Vascular, modified textures, weight reduction or other clinical dietetics.

Patients who are uni-disciplinary and mobile should be referred to the out patient service.  The dietitian utilizes the skills of the clinical support workers who can help monitor nutritional intake, supplement usage and weight changes.

Occupational Therapist 
Specialist assessment within the Single Assessment Process. This will include function in daily living skills and the way the individual relates to their environment. To prevent admission, assistive equipment or housing adaptations can be ordered and if necessary liaison and referral to Adult Care Services to facilitate this.

To support early discharge, liaison with hospital Occupational Therapy colleagues to continue working on patients goals of rehabilitation. Referral to other ICT members if needed for intervention requiring their skills e.g. deteriorating mobility may require physiotherapy or the nurse may advise regarding taking medication. Other OT intervention will include teaching lost ADL skills, helping patient and carer manage disability, providing coping strategies for cognitive deficit and being involved in the training of support workers. Outcomes of intervention are measured against goals achieved.

Physiotherapy

Our approach is holistic using the single assessment process.  A senior member of staff will assess the multidisciplinary needs as well as the physiotherapy needs of the patient.

Referrals coming into the Intermediate Care Team are screened and prioritised into high, medium and low categories.   For example high priority would be fallers, prevention of admission, chests and early discharges from the acute sector, including elderly care and orthopaedics.  Medium priority includes routine discharges and elderly frail.  Palliative care may come into high or medium category.  Treatment includes initial assessment using the single assessment process followed by a more details specialist physiotherapy assessment.  The appropriate treatment is set up using realistic patient centered goals.  Treatment is undertaken by a physiotherapist or rehabilitation assistant with input from support workers as appropriate.  The intensity and duration of treatment will vary according to patient’s needs, with the majority of patients being discharged before six weeks.  Constant monitoring and liaising with other team members where appropriate is undertaken.  The majority of cases are discharged when the patient meets their goals.  To audit, outcome indicators and patient satisfaction forms are used.  We work closely with Dr Pace and the rapid assessment team currently giving physiotherapy advice and treatment as required.  This may include an in depths falls screening process with advice and treatment consisting of exercises, coping strategies and home safety checks.

Continual professional development and supervision is undertaken at all levels.

Nurses
The registered nurses within the team undertake initial assessment using the single assessment process, supplemented by specialist nursing assessments for prevention of admission and early discharge patients who have a range of care needs.  Following the initial assessment and acceptance for intermediate care, care plans are designed for nursing needs and personal care needs, delivered by community support workers.

Where needs have been identified which require the input of other professionals onward referrals are made to those disciplines not in intermediate care.  For client with needs which can be fully met by the intermediate care multi-disciplinary team the registered nurses and other health care professionals jointly managed their care.

Nurse Co-ordinators undertake day to day case load management and allocation of workload to the community support workers. They monitor and review medical condition of clients on a regular basis and liaise with the multidisciplinary team including – Occupational Therapy, Physiotherapy, Dietetics and the Health and Social Care Co-ordinators in order to provide joint assessments and interventions.

The day-to-day case load is generated from early discharges, referrals for prevention of admission from GPs and ECPs, clients are also referred by other Dr’s and GP’s from clinics run at some of the bed based services. 

When clients require daily input to sustain them at home, a nurse co-ordinator will be involved overseeing the package of care required up to a maximum of six weeks intervention. Where there is a need for on-going management of nursing needs such as continence care wound care, and diabetic care, onward referral to the District Nurse Service will be made. Clients who require on-going personal care needs are referred to Adult Care Services.

Interventions provided by nurses include phlebotomy, ECG, falls and nutrition screening, head to toe examination and support of self-medication. They also work collaboratively with the DCT clinics at St. Albans City Hospital and Hemel Hempstead General Hospital. Nurses within ICT are not the first point of contact for palliative and terminally  ill client, but can provide support in crisis such as rapid deterioration or cater break down to prevent admission to hospital. 

Health & Social Care Co-ordinator Role

The role of the Health & Social Care Co-ordinator is to assess people in crisis and commission intensive packages of care, working with health colleagues to prevent avoidable hospital admissions. Their aim is to enable service users to remain in the community. To prevent service users having to wait in accident and emergency and to prevent unnecessary acute hospital admissions and save acute hospital beds. To provide support for service users/carers that enables them to have increased independence and to reduce any risks.

The criteria for referral is as follows: Individuals over 18 who are experiencing an acute physical episode which requires immediate support. That the service user’s physical health will improve during fourteen days management discretion in line with intermediate care. Carer breakdown - which the carer is acutely unwell and can not care for their relative. Service users can have mental health issues but acute episode must be caused by a physical problem. Without a referral to the HSCC, the service user will be at risk of an unnecessary hospital admission. 

Referrals are accepted mainly from GP’s District Nurses, Community Therapy Staff, Adult Care Services, Macmillan Nurses, and more recently from Emergency Care Practitioners.  The services provided  are as follows: care packages, short term residential & nursing home placements, equipment, referrals to other professionals including:- Nurses, O.T, Physiotherapists, ACS, RAU, Community Hospitals, SALT and Chiropody.

Screening – 


Contact Assessment





Allocation and Professional for overview/ specialist assessment





Is patient medically stable?


Safe mobility/ Safe overnight/ Medication checked? 





Refer to other services if necessary e.g. continue care package.








Acceptance letter faxed back to source.)





 - YES





Visit





Comprehensive Assessment / Specialist Assessment





Clinician to plan care and identify goals.


Provide equipment / safe environment





NO





Refer back to source with information





No nursing / therapy need identified





Stop visit





Complete care 





Reassess/ evaluate care





Plan visits (MDT) liaison with discipline involved.








