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Hospice of the Valleys

Referral Criteria and Process

1. Introduction:

Hospice of the Valleys is a Community Specialist Palliative Care Service based in Blaenau Gwent
providing support, advice, care and comfort to patients and carers who are experiencing a
progressive, life-limiting illness, compromised quality of life, loss and grief.

1.1. Philosophy of Care
Hospice of the Valleys believes:

In the affirmation of life and that everyone is unique, with individual cultural, spiritual, social beliefs
and economic backgrounds and values.

In the value of respect, choice, empowerment, holistic care and compassion, in the care for the
whole person to meet all needs — physical, psychological, spiritual emotional and social.

In the freedom and profound dignity of every man and woman.

That our patients should preside over their own care, and that we must respect their own priorities
and serve their needs, enabling people to manage their illness with dignity and independence.

In the relief of physical, mental social and spiritual suffering using all the skills, techniques, kindness
and wisdom available to us.”

1.2 Service Aims:

The overall aim of the service is to enable patients to be cared for in their own home if this is their
choice and offer support to enable patients to die in their preferred place of care, by:

e providing a service that addresses individual patient need
providing advice when required regarding pain control and symptom management
providing physical, psychological, social and spiritual support
being a resource for other health care professionals and generalist palliative care providers
contributing to Palliative Care Education Programmes
providing support for carers in bereavement; in general this would be on a short-term basis
with appropriate sign-posting for those who need ongoing support

2. Policy Purpose:

The aim of this policy is to ensure:
i. aconsistent approach of access to the service
ii. there is equity of access to the service
ii.  to ensure that staff working at Hospice of the Valleys have the appropriate information to
assist with the process involved in the admission of patients to the service
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This document relates to the Hospice of the Valleys specialist palliative care service and
Challenge Project. Further information and referral process for Hospice at Home is detailed in
the Hospice at Home operational policy. Further information about referral for bereavement
services is detailed in the Bereavement Support Policy.

3. Responsibility

Hospice of the Valleys Board of Trustees holds ultimate accountability for ensuring appropriate
and equitable access to the service for patients and their families/carers within Blaenau Gwent.

The Chief Executive Officer retains overall responsibility for appropriate and equitable access to
the service for patients and their families/carers within Blaenau Gwent.

The Head of Clinical Services (HoCS) is jointly responsible with the Palliative Care Consultant for
the development of evidence-based guidelines and policies to support appropriate and equitable
access to the service for patients and their families/carers within Blaenau Gwent; in addition the
CSD is responsible for ensuring that the referral policy is effectively implemented at an operational
level and that all referrals are considered in accordance with the referral policy and guidelines.

The Palliative Care Consultant is jointly responsible with the Head of Clinical Services for the
development of evidence-based guidelines and policies to support appropriate and equitable access
to the service for patients and their families/carers within Blaenau Gwent; in addition the Palliative
Care Consultant is responsible for ensuring that the operational implementation of the referral policy
and guidelines is supported by an appropriate clinical decision making process.

The Clinical Team is responsible for accepting/not accepting referrals in accordance with the
referral policy and guidelines

The Administrative Staff are responsible for ensuring that referral information is collected in
accordance with the referral policy and guidelines and that the required referral data is completed.

4. Related Policies:

Access To Health Records
Bereavement Support policy
Challenge Project Operational Policy
Complaints

Confidentiality

Data Protection

Disclosure Of Information
Discharge

Hospice at Home operational policy
Information Governance

Lone Worker
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5. Definitions
5.1 Supportive Care

The National Council for Hospice and Specialist Care Services (NCHSPCS) suggest the following
as a working definition:

“helps the patient and their family cope with cancer and treatment of it — from diagnosis, through to
cure, continuing illness or death into bereavement. It helps the patient to maximise the benefits of
treatment and to live as well as possible with the effects of the disease. It is given equal priority

alongside diagnosis and treatment”
(NICE: Improving Supportive and Palliative Care for Adults with Cancer, 2004, p18)

5.2 Palliative Care

“the active holistic care of patients with advanced progressive iliness. Management of pain and
other symptoms and provision of psychological, social and spiritual support is paramount. The goal
of palliative care is achievement of the best quality of life for patients and their families. Many
aspects of palliative care are also applicable earlier in the course of the iliness in conjunction with

other treatments.”
(NICE: Improving Supportive and Palliative Care for Adults with Cancer, 2004, p20)

5.3 Specialist Palliative Care:

Offers specialist expertise to support the active care of patients with progressive advanced disease
of limited prognosis including interventions to:

respond to unresolved symptoms and complex psychosocial issues
respond to complex end-of-life issues

respond to complex bereavement issues

provide support and advice to their families, friends and carers
provide support and advice to non-specialist health care staff

5.4 Urgent Referral:
Patients require specialist intervention within 24 — 48hours

5.5 Routine referral:

Patients require specialist intervention within 2 — 7 days

6. Eligibility Criteria
a) Referrals are accepted on the basis of need for any patient with a life limiting diagnosis.
b) The patient will be 18years or older

c) The patient will have a progressive, life-limiting illness requiring complex symptom

management
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Complex problems are defined as those which are severe and intractable and have
persisted after competent palliative care by generalists. The All Wales tool for Identifying
patients for supportive, palliative and advance care planning is attached at Appendix 1 for
reference.

Complex problems can arise from multiple domains of need: physical symptoms,
psychological symptoms or spiritual/emotional distress

Referral for complex psycho-social/spiritual support for the carers and families of a patient
with life limiting illness (where the patient has agreed to referral, or a best interest decision
has been made for patients lacking mental capacity)

Health Care Professionals caring for the patient/carer who require specialist advice and
support

Prior to referral, patients with capacity to consent to the involvement of the service are
required to do so. . Referral for patients who do not have capacity to consent (e.g. those
with advanced dementia) can be made on the basis of a best interest discussion between
the health and/or social care professionals involved with the person’s care, and their family
or carer.

The patient’s General Practitioner or Hospital Consultant (for inpatients at Ysbyty Aneurin
Bevan) must be informed of the referral; the Primary care Team remain as the core service
provider for patient care.

Hospice of the Valleys has a specific service, in partnership with the Alzheimer’s Society, for
people with dementia, the “Challenge Project”. The same generic referral criteria apply but
eligibility for the Challenge Project requires a confirmed diagnosis of dementia. Further
information about the Challenge Project is detailed in the Challenge Project Operational
Policy.

6.1 When not to refer:

when patients are not in agreement with the referral or have not been informed of the referral
when symptoms are well controlled

when physical, psychological and spiritual needs are being met by present services and
support networks

when a discharge is well supported by others and meets current needs

when patient needs are mainly social or financial, without a specialist palliative care need
and alternative care is the responsibility of the statutory services

7. Standards

7.1 Routine referrals

Providing all relevant clinical information and data has been provided or is accessible, routine
referrals will be contacted within 2 days of receipt of referral and (with the patient’'s agreement) a
home visit arranged within 7 days for initial assessment
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7.2 Urgent referrals

Providing all relevant clinical information and data has been provided or is accessible urgent
referrals will be contacted within 24 hours and seen within 48hours.

8. Referral Process

Any Health or Social Care Professional (with the patients consent) can refer patients.
Referral for patients who do not have capacity to consent (e.g. those with advanced
dementia) can be made on the basis of a best interest discussion between the health and/or
social care professionals involved with the person’s care, and their family or carer.

Patients may self-refer to the service but must be made aware that their General Practitioner
will be informed of the referral

Non-professionals may refer to the service providing the patient is aware of, and consents
to, the referral; the patient’s general practitioner will be informed of the referral (see first point
in relation to patient’s who are unable to consent to the involvement of the service).

Decisions about appropriate intervention are based on comprehensive and detailed
information about the patient and this must be provided at the time of referral either:

e By fax or in writing on the Hospice of the Valleys referral form — a copy of the referral
form is attached at Appendix 2. The referral form for the “Challenge project” is
provided in appendix 3.

o By telephone providing:
o sufficient information is supplied to enable the person taking the call to
fully complete the Hospice of the Valleys referral form
e a completed referral form is provided by the referring agent within 24
hours of the telephone call

e By Aneurin Bevin health Board Unified Assessment Documentation: Referral
[Transfer Information for Complex Needs

Known risks must be highlighted at referral and the service informed of risk mitigating
strategies already in place

Referrals will be triaged at the daily team meeting (Monday — Friday 9.10am) and once a
patient has been accepted, a key worker will be assigned based on where the patient lives

Following initial assessment all new patients will be discussed at the weekly multi-
disciplinary team meeting held on Monday mornings and prioritisation of service provision
will be made on the basis of clinical need using the palliative care phases system (Appendix
4).

Policy : Referral Originated: Nov 2000 Last Review: Oct 2018 Review No: 008 | Next Review Due: Oct 2020
Originator: Approved By: G drive/clinical policies/referral policy 008 2018

Clinical Services Director Clinical Governance Committee

Palliative Care Consultant




Page 6 of 9

9. Discharge Policy

HOSBIS Y,CYMOEDD
Hospice / of the Valleys

The length of time a patient stays with the service will vary according to the patient and carer’s

needs. Patients may be discharged from the service if:

¢ Following initial assessment they do not meet the criteria

e The patient refuses the service at the initial assessment or any time thereafter

e the patients condition becomes stable, or patient issues are improved or resolved
¢ the needs of the patient are more appropriately met by other services

All patient discharges will be in accordance with the discharge policy and process
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All Wales tool for Identifying patients for supportive, palliative and advance care planning

Appendix 1.
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Appendix 2. Hospice of the Valleys referral form

S
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S:\Clinical Documentation\Referral forms\Referral to HotV forms\Current version\NEW

Referral form v4 13 06 2014.docx

Appendix 3. Hospice of the Valleys Challenge Project referral form

S:\CARIAD\CARIAD Services\Referra\REFERRAL FORM - Updated 3.5.18.docx
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Appendix 4. Phases

(1) Stable Phase

All patients/clants not cassiflad as unstable, detsriorating, or terminal. The person's symptoms are
adequately controlled by established management. Further Interventions to maintain sympiom
control and quality of life have besn pianned. The situation of the family/carers Is relatively stable
and no now lssuss ars apparent. Any nesds are met by the sstablished plan of care.

(2 Unstable Phase

The parson axpsrisncas the development of a new problem or a rapld Increase In the saverdty of
axisting problams, sither of which require an urgent change in managsment or amergency
freatment. The family/carers axperience a sudden change In their sitlustion requiring urgent
intervention by members of the mulidisciplinary team.

(3) Dateriorating Phase

The person axperiences a gradual worsening of axisting symptoms or the development of new but
axpacted problems. Thess require the application of specific plans of care and regular review but
not urgent or emergency treatment. The family/carers experisncs gradually worsening distress and
other difficulties, Including soclal and practical difficulties, as a result of the liness of the paraon.
This requires a planned support program and counselling as nacassary.

(4) Temminal Care Phase

Death Is Ikely In a matter of days and no aculs Intervention is planned or required. The typical
features of a person In this phase may indude the following:

* Profoundly weak

= Essentially bad bound

* Drowsy for extended periods

= Disorlented for thine and has a severaly limitad attention epan

» [ncreasingly disintarestad in food and drink

* Finding it difficult to swallow medication.

This requires the use of frequent, usually dally, Interventions almed at physical, amotional and
spirtual lssues. The family/carers recognise that death s Inminent and care Is focussed on
amotional and apiritual issues as a prelude to bereavemant.

() Bereaved Phase

Death of the patisnt has occured and the carsrs are grieving. A plannad bsreavemsnt support
program Ie avaliahle including counsalling as nacessary.

Reference: Palliat Med 2004 18: 217
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