
Rapid Response

Intermediate Care Service (ICS)
Contact number for referrals
01273 267500

   or

07768 467433

Enquiries: 01272 267525
Skills within ICS 
Nursing

Diagnostics



Treatments



Education
Bloods



Catheterisation (M/F)

Nutrition/Diet

ECG




IVs/Cannulation


Stoma

Specimen collection

Dressings



Diabetes

Dopplers



Oral Rehydration




Observations/SATs

Monitoring



Heart Failure

· Weight



Medication

· Fluid restriction


Health Promotion

· Medication

· Bowels/Urine output

· Dietary intake

Physiotherapy





Occupational Therapy

Acute chest/Respiratory




Bathing Assessment

Neurology (e.g. MS)




Washing & Dressing Assessment






Kitchen skills
Mobility/Confidence 




Equipment provision
Pulmonary rehabilitation




Falls prevention
Falls prevention







Home Care Support Team

Support with PADLs and ADL’s

Personal Care

Support with Medication

Encouragement/support with nutrition and hydration

Exercise programmes

N.B. Anyone requiring social work assessment will be referred to the Social Care Access Team whilst with the Rapid Response Service.  If the patient is transferred to the main ICS team after the initial week with RR, then social workers are available as part of the multi disciplinary team.
Examples of conditions that the Rapid Response  (Community Team) could support:

Chest Infections                        



Mild confusion

Urinary tract Infections

Bowels – 
constipation 




Mild 
Heart Failure 

Dehydration/malnutrition



Diarrhoea/vomiting


Viral Illnesses
Acopia






Unstable diabetes






Falls/Trauma 





Pain Control Monitoring
COPD






Cellulitis

IVABs b.d.

Examples of conditions that Rapid Response (Community Team) can’t  support at present:
Unstable fractures

IV rehydration

Blood transfusion

IVABs more than twice a day
Severe Mental Health Issues

(if unsafe for person/staff)

Alcohol/Drug users

(if unsafe for person/staff)

N.B. Limited access within some ICS beds for overnight nursing

Referrals

Time of referrals: 08.00 – 18.00 seven days a week 

Telephone: 01273 267525 stating it is a Rapid Response call and you will be put through to the Rapid Response Nurse co-ordinator, OR if the line is engaged call 07768 467433 and speak directly to the Nurse co-ordinator.

Please remember it does take a few minutes for us to record all of the information we require for our referrals so be prepared that the phones may be busy on occasion – but please call back.

It also helps the referral process if you have as much information to hand as possible when making a referral. This will reduce the time taken during the referral process and therefore free up the telephone line for further referrals.

Referral and medical information will be taken over the phone to be followed up at some later point (ASAP) with a faxed Contact Assessment. The forms are attached so that the level of information required is clear and they can be photocopied for use within your team but if required we can provide an electronic version. The forms attached are purely examples of the SAP documentation and assessments that are used within the local health economy.

NB it is only the SAP form that the referrer will complete as the other form will be completed by the nurse during the initial telephone discussion.
Rapid Response (Community Team)
The team is part of ICS and this gives them the flexibility to be able to provide urgent access without compromising care and treatment provided for the main service.
There is a lead clinician or senior nurse on duty daily who will be able to help you with any questions or queries that you may have.  They can be contacted on 01273 267525 

Service

The Rapid Response community service will provide nursing and social support for a period of 7 days in order to prevent admission to hospital. It is different from the main ICS service as the focus is on prevention of hospital admission and not necessarily on rehabilitation.  
ICS will provide a response either within 4hrs or on the same day depending upon the referrer’s advice. There is also a next day response for any late referrals received (providing the person is safe overnight).

All of our staff work from 08.00hrs to 20.00hrs so are able to provide care during those hours only.

Initially there does not have to be any identified need for rehabilitation (or rehab potential) for the person to be referred to Rapid Response. However the person MUST be aware of the referral and willing to accept our care/treatment - AND IT MUST BE USED ONLY AS A DIRECT ALTERNATIVE TO HOSPITAL ADMISSION 

OTHER SERVICES WOULD BE MORE APPROPRIATE FOR RESPITECARE OR TO MEET PURELY SOCIAL CARE NEEDS
There are a number of possible outcomes at the end of 7 days and the correct course of action for each person will be decided at the review which takes place for every person on Day 5.

Possible outcomes from Rapid Response (Community Team) are:

1. Discharged - No further care required after 7 days

2. Transferred to DNs

3. Transferred to main ICS (if further rehab needs are identified)

4. Transferred to OPCAT (if no rehab need identified but social care needs are identified)

5. Transferred into ICS bed (KH, CV or Independent ICS bed)

6. Admitted to hospital

7. Declined Rapid Response/ICS intervention

ICS beds can also be accessed via the Rapid Response number if the referral is urgent.  All referrals for beds (with the exception of IDT) will be assessed by ICS.  These assessments will take priority, along with any community assessment that prevents direct hospital admission

               Intermediate Care Service

Rapid Response (community) Team
Community Telephone Referral Pro-forma
	Name (of person):


	Date of birth:

	Home Address:


	Next of Kin: (Name, Address and contact details)

	Contact Number:


	GP (Name and Practice)



	Referrer Name:


	Time of referral:

	Does the person require a visit today            YES / NO


	Is there a need for Home Care?                          YES / NO



	Reason for referral and needs at time of first visit (e.g. medication, equipment, home care) 



	Any other needs identified:



	Have appropriate medications been organised?                                                                         YES / NO

	Has any equipment been issued?                                                                                                YES / NO

If YES, what has been issued:


	Have Age Concern Crisis been approached?                                                                             YES / NO

If YES, what services are they able to provide and for how long?


	Have any immediate social needs been identified?                                                                    YES / NO

If YES, what are they and how are they going to be addressed:


	Does this person have a care package in situ at the present time?                                              YES / NO

If YES, what does the care package consist of?


	Access details:



	Is the Contact Assessment being faxed over?                                                                              YES / NO  


	Name:
	Main ID:
	Completed by:

	Background information & Contact assessment                        Confidential

	Basic personal details 

	Family name: 
	Given name(s):

	Prefers to be known as:
	Title:

	NHS No (enter n/k if not known):

	Social care ID(enter n/k if not known):

	Local health system ID (state system):

	Local Social Services system ID(state system):

	Gender (tick)
	Female
	
	Male
	
	Date of birth
	

	Present address/location:

Post code:

Tel number(s):
	Permanent address (if different):

Post code:

Tel number(s):

	Marital status:
	Resident of:

	Preferred  language
	
	Interpreter required?
	Yes
	
	No
	

	Ethnicity 
	White
	Mixed
	Asian or Asian British

	
	White British
	
	White and Black Caribbean
	
	Indian
	

	
	White Irish
	
	White and Black African
	
	Pakistani
	

	
	Any other white background
	
	White and Asian
	
	Bangladeshi
	

	
	Black or Black British
	Any other mixed 
	
	Any other Asian 
	

	
	Caribbean
	
	Other groups
	Not stated
	

	
	African
	
	Chinese
	
	Details of ‘other’ selections (enter category/code):

	
	Any other Black background
	
	Any other group (specify)
	
	

	Religion


	None
	
	Buddhist
	
	Jewish
	

	
	Christian
	
	Hindu
	
	Muslim
	

	
	Sikh
	
	Any other religion
	
	Details:

	Current/previous occupation
	

	Primary client category
	Physical disability, frailty or sensory impairment 
	
	Physical disability/frailty
	
	Hearing impairment
	

	
	
	
	Visual impairment
	
	Dual sensory loss
	

	
	Mental health 
	
	Dementia
	
	Learning disability
	

	
	Substance misuse
	
	Other vulnerable person
	
	Details:

	Home details

	Type of permanent accommodation
	House
	
	Flat/bedsit
	
	Bed and breakfast
	
	Supported housing
	

	
	Bungalow
	
	Nursing care
	
	Residential care
	
	Other (specify)
	

	Tenure of permanent accommodation
	Council
	
	Home owner
	
	Private rented
	
	With family
	

	
	Housing association
	
	Other (specify)
	
	Details:

	Does the home have a working smoke alarm?
	Don’t Know
	
	Yes
	
	No
	

	Household details (who lives with person)
	Number of people in household
	

	Does the person live alone? (if no complete household details below)
	Yes
	
	No
	

	Details of household:

	Does the person have any caring roles? (detail below, including primary carer)
	Yes
	
	No
	

	

	Is the person being cared for? (detail below, including primary carer)
	Yes
	
	No
	

	

	Does the household contain a dependent child? (detail below, including primary carer)
	Yes
	
	No
	

	

	Does the household contain a person over 18 being cared for?(detail, inc. primary carer)
	Yes
	
	No
	

	

	Does the household contain any pets? (detail below, including primary carer)
	Yes
	
	No
	

	

	Visit information (access, when available, dog etc)
	Safety issues when visiting?
	Yes
	
	No
	

	

	Key safe available?
	Yes
	
	No
	

	Key holder name (if any)
	
	Tel No
	

	Risk

	Known risk(s) to self? (e.g. falls, self-harm, if yes describe below)
	Yes
	
	No
	

	

	Known risk(s) to others? (e.g. aggression, if yes describe below)
	Yes
	
	No
	

	

	Current care

	Services currently being received  (If Yes detail below, provide contact details over)
	Yes
	
	No
	

	

	Referral details

	Reason for referral

	

	Source of referral (specify):

	Type
	Self-referral
	
	Primary health
	
	Secondary health
	
	Family/friend/ neighbour
	
	LA Housing Dept/ Housing Association
	

	
	Internal
	
	Other departments of own or other LA
	
	Legal agency
	
	Other
	

	Recent medical history/admission relevant to referral (if yes detail below)
	Yes
	
	No
	

	

	Key contacts

	Person most close to person (e.g. carer/next of kin)
	Emergency contact (if different)

	Family name: 

                                                                                                        
	Family name: 

                                                                                                        

	Forenames:
	Forenames:

	Preferred name:
	Preferred name:

	Relationship to person:
	Relationship to person:

	Address:
	Address:

	Post-code:
	Post-code:

	Phone number(s):
	Phone number(s):

	E-mail:
	E-mail:

	Availability:
	Availability:

	Referrer’s details
	GP

	Name:                                                    
	Name: 

	Role:
	Practice:

	Organisation:
	Address:

	Address:
	

	Post-code:
	Post-code:

	Phone number(s):
	Phone number(s):

	Fax number:
	Fax number:

	E-mail:
	E-mail:

	Care co-ordinator
	Hospital consultant

	Name: 
	Name: 

	Role:
	Ward/specialty:

	Organisation:
	Organisation:

	Phone number(s):
	Phone number(s):

	Fax number:
	Fax number:

	E-mail:
	E-mail:

	Other professional/person involved
	Other professional/person involved

	Name: 
	Name:

	Role:
	Role:

	Organisation:
	Organisation:

	Address:
	Address:

	Post-code:
	Post-code:

	Phone number(s):
	Phone number(s):

	Fax number:
	Fax number:

	E-mail:
	E-mail:

	Contact assessment

	Presenting problem, difficulty or concern (person’s own words/views)

	

	Communication issues (including sensory loss, indicate need for Communication assessment)
	Yes
	
	No
	

	

	Perceived impact on person’s life

	

	Relevant recent life events or changes in the person’s life?
	Yes
	
	No
	

	

	What does the person think might help? (inc. preferred outcome of contact)

	

	Family member(s) or carer’s perception of problem, difficulty or concern 

	

	Other needs/difficulties experienced by the person

	

	Further actions 


	None
	
	Provide information
	
	Overview assessment
	

	
	Other assessment
	
	Referral
	
	Intervention
	

	
	Liaise with
	
	Tests/investigations
	
	Other action
	

	Details:

	Copies of other documents attached? (e.g. medical/social work/financial/reimbursement)
	Yes
	
	No
	

	Was consent given for information to be shared as needed? (detail requested limitations below)
	Yes
	
	Yes, with limitations
	
	No
	

	

	Signature of person:
	Date

	Assessment completed by:
	Job title

	Signature:
	Date
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