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We would like to update you on referral pathways and criteria for the RightCare Integrated Single Point of Access, Neighbourhood Nursing and Urgent Community Response (Crisis Response) pathways. 
We have been undertaking a significant amount of development work to enable us to deliver against our Neighbourhood Teams specification and national guidance around 2 hr crisis delivery in community.    
Single Point of Access:  
Tel: 01226 644575

Email: RightCareBarnsleyIntegratedSPA@swyt.nhs.uk 

Open 8am – 8pm 7 days per week.

Outside of operational hours 8pm to 8am referrers can dial the same number and the system will divert the call to the Urgent Community Response service.  

All referrals for the following services are now managed through our RightCare Barnsley Integrated SPA: 
· Neighbourhood Nursing including District Nursing, Community Matrons and Frailty Nurses (Referral form required) 
· Palliative and End of Life Care
· Urgent Community Response (known previously as Rapid or Crisis Response)
· Breathe Respiratory Service (Referral form required with service inclusion/exclusion criteria)
· Long Covid Service 
· Intermediate Care and Enduring (Domiciliary) Therapy 
· Heart Failure Specialist Nursing Service (Referral form required with service inclusion/exclusion criteria)
· Specialist Continence Nursing Service (Referral form required with service inclusion/exclusion criteria)
· Cardiac and Pulmonary Rehabilitation (Referral form required with service inclusion/exclusion criteria)
· More specialist services will move into the SPA over the next six months, and we will let you know as this happens. 

The SPA is made up of a team of nurses, SPA advisors and patient flow co-ordinators who undertake a number of functions including:

· Receipt and processing of community services referrals

· Single point of access for health and social care staff

· Care co-ordination and brokerage of the correct level of care.  Nurses’ triage and advise on where a patient’s care is best delivered and, where appropriate, find alternatives to hospital admission, keeping patients at home where possible. If hospital is required, look at alternatives to ED, such as Same Day Emergency Care (SDECs). 
· Managing patient flow across Health and Social care systems, looking at where there are blockages affecting delayed transfers of care and putting steps in place to improve this. 

· Telephone support and advice to care homes. 

· Gatekeepers for Intermediate Care bed-based elements and single point of access for Intermediate Care provision across partners.  

8am-8pm working in Neighbourhood Nursing:  
Planned nursing care, provided by our District and Neighbourhood Nurses is now provided 7 days a week between 8am – 8pm.  If you wish to refer a patient to Neighbourhood Nursing, please see the attached referral proforma or phone the RightCare Integrated SPA (01226 644575). 
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Urgent Community Response Team (UCR):  The team will aim to respond to crisis call outs 24/7 within 2 hours. The team compromises of urgent community response nurses, Advanced Nurse Practitioners, Community Matrons, Occupational Therapists, Physiotherapists and Health care assistants.   From April 2023, we will be extending our therapy assessment provision to 8am-8pm for patients in a crisis (currently available 8-5pm).  
If you wish to refer a patient to Urgent Community Response, please phone the RightCare Integrated SPA (01226 644575).  Please note: Between 8pm – 8am this phone number is diverted directly to the Urgent Community Response team. 

Conditions that the UCR team will respond to (not exhaustive):
· Falls: With no apparent serious injury, including to the head, back, hip or where able to rule out a fracture, and where there has been no loss of consciousness.

· Decompensation of frailty: A frailty related condition which may result in loss of strength, speed, energy, activity, muscle mass, resilience to minor health strains and subsequent loss of independence. Decompensation caused by a minor stressor event, such as a urinary tract infection (UTI), that can cause a sudden or disproportionate decline in function.
· Reduced function/reduced mobility.
· Palliative / End-of-life crisis support
· Urgent equipment provision
· Confusion/delirium * 
· Urgent catheter care

· Urgent support for diabetes – Do the team currently provide this? 
· Unpaid carer breakdown which, if not resolved, will result in a health care crisis.
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Urgent Community response also continue to support Out of Hours District Nursing work post 8pm.    

IV infusion in Community:

Our Neighbourhood Nursing and Urgent Community Response teams continue to provide IV Outpatient Antimicrobial therapy for with several conditions including:

· Cellulitis 

· Endocarditis 

· Chest infections

· Diabetic foot ulcers 

· Urinary tract infections

· Orthopaedic Infections

· Ear infections

· Other conditions in consultation with relevant clinical personal and consultant microbiologist. 

We work closely with acute colleagues in supporting patients to remain at home whilst having their ongoing IV treatment. 
We also continue to accept GP referral for treatment of cellulitis with IV Teicoplanin.  Referrals for other conditions can be discussed on a case-by-case basis.  Referral for IV treatment is processed via the RightCare Integrated SPA.  See referral form and criteria as attached.
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NEWS2: 
In line with national guidance the NEWS (National Early Warning Score) template has been updated to NEWS2.  Our SPA nurses and nursing teams have moved to using the NEWS2 template as part of their assessment processes for identifying deterioration in patients who they see within a community setting.
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If you have any queries regarding these changes, please contact: rightcarebarnsleyintegratedspa@swyt.nhs.uk 
Neighbourhood Teams Service update for referrers:


Single Point of Access, Urgent Community Response and Planned Nursing pathways.
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Date of referral……………………………………….



RightCare Barnsley Single Point of Access (01226 644575) is open 8am – 8pm, 7 days a week. Please complete all sections of the form.  

		PATIENT DETAILS 

Name:     

D.O.B:

NHS Number: 

		Address:

Post Code:       

Home Tel. No.:  

Mobile Tel. No:                                                               



		REFERRED BY       Name:                                              Designation:                                      Tel. No.:       

     



		WHICH SERVICE DO YOU REQUIRE? 

District / Neighbourhood Nursing   ☐                          Community Matron      ☐                          





		MOBILITY (HOME VISITS WILL ONLY BE PROVIDED TO HOUSEBOUND PATIENTS) 

Is this patient able to come to clinic? ☐                     Is this patient housebound? ☐





		VISIT REQUEST DETAILS (TIMESCALES) 



Within 2 hrs ☐	 Please ring the Single Point of Access on 01226 644575 to refer.

Within 24 hrs  ☐

Within 72 hrs  ☐	

Within 7 days ☐	

Over 7 days    ☐

DATE VISIT(S) REQUIRED: Click or tap here to enter text.

		ADDITIONAL INFORMATION 

Does the patient have a history of violence and aggression?                          Yes ☐	    No ☐	

Any dogs in the property?   Yes ☐	    No ☐	

Other key risks (e.g., social)  Click or tap here to enter text.

Property access details (Key codes, parking etc)  Click or tap here to enter text.





		REASON FOR REFERRAL (Please also specify if the patient has any communication issues, is on the Learning disability register, has dementia etc.)          

Click or tap here to enter text.



		BLOOD SAMPLING REFERRALS ONLY (Please indicate who the results need to go back to) 

Click or tap here to enter text.                          



		INFORMATION RELEVANT TO THE REFERRAL (e.g., allergies / sensitivity, last three consultations, active problems, significant past medical history, acute / repeat medication) 



Allergies / Sensitivity 

Disabilities / Conditions 

Latest BP

Active Problems

Last Three Consultations

Repeat Medications 













E-mail completed referrals to: rightcarebarnsleyintegratedspa@swyt.nhs.uk
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GP REFERRAL TO NEIGHBOURHOOD NURSING SERVICES (INC. URGENT COMMUNITY RESPONSE) FOR TREATMENT OF CELLULITIS 

WITH IV TEICOPLANIN



Refer by phone on 01226 644575.  Leave referral with patient.



		Name:

		NHS Number:

		Date of Birth:







		Address:

		Allergy status:







		Suitability for community administration of IV antibiotics to treat cellulitis (Class 1 and 2)



		Exclusion criteria:

		· Hypersensitivity to Teicoplanin

· Pregnancy/lactation

· Facial or perineal cellulitis

· IV drug use

		· Hepatic/renal disease (eGFR should be within 30-80 ml/minute/1.73 m2).  If no recent bloods CRT can obtain on first visit

· Neutropenia

· Class 3 and 4 cellulitis

· Likelihood of noncompliance/advanced dementia



		If the patient has 2 or more signs of systemic sepsis:

· Temp >38 or <36°C

· Pulse >90/min

· RR >20

· Systolic BP <100

Or the patient has 1 or more of the following:

· WBC>14 or <4

· Severe lymphangitis, blistering or large affected area

· Immunosuppression

· Poorly controlled Diabetes

· Peripheral vascular disease

Hospital admission advised.



		Checklist for referral to Neighbourhood Nursing (inc. Urgent Community Response) Cellulitis Pathway





		Attendance with diagnosis of Cellulitis (Class 1 or 2)

		Yes

		No



		Suitable for Outpatient Cellulitis Service

		Yes

		No



		Accepted by RightCare Integrated SPA 

		Yes

		No



		Consent documented in notes

		Yes

		No



		Mark Cellulitic area with indelible pen, if deemed appropriate

		Yes

		No



		GP PRESCRIPTION:  Obtain bloods if non recurrent, please administer the following regime: 



		

		Drug

		Dose

		Route



		Day 1

		Teicoplanin

		400mg 2 doses 12 hourly

		IV bolus



		Days 2-7

		Teicoplanin

		400mg 24 hourly

		IV bolus



		Review daily, if no improvement or venous access proves problematic, please contact the practice 

to arrange a patient review



		Prescribed by (Name and signature):

		Date:











GUIDANCE FOR HOME INTRAVENOUS MANAGEMENT OF

UNCOMPLICATED LOWER LIMB CELLULITIS AND ANTIBIOTIC LOADING DOSE GIVEN IN HOSPITAL 

Introduction



Cellulitis is one of the common problems in patients attending A&E and MAU. Until recently those patients requiring IV antibiotics needed hospital admission.  However, in the past 10 years increasingly these patients are being treated in the community. 



A number of studies suggest that IV treatment at home is a safe alternative to in-hospital cellulitis treatment. The benefits of OPAT include admission avoidance and reduced length of stay in hospital, with resulting increases in inpatient capacity, significant cost savings, reduction in healthcare associated infection and improved patient choice and satisfaction.



Eligibility Criteria for Outpatient IV treatment



The patient must fulfil all criteria to be deemed suitable for outpatient treatment of cellulitis:

1) Have telephone access

2) Be a responsible adult or there is to be a responsible adult at home

3) Have a clinical diagnosis of Class 1 or 2 cellulitis

4) Be accepted by RightCare Single Point of Access, on behalf of Neighbourhood Nursing / Urgent Community Response 

5) Be over 16 years age

6) Give consent 



Exclusion Criteria



If the patient has any criteria listed below, they are not suitable for Outpatient IV treatment:

1) Hypersensitivity to Teicoplanin

2) Pregnancy, lactating

3) Hepatic and/or renal disease

4) Neutropenia

5) Facial/Perineal cellulitis

6) Class 3 & 4 cellulitis

7) Likelihood of non-compliance

8) Concurrent uncontrolled infection

9) Intravenous Drug use

10)  Advanced dementia



The final decision regarding inclusion or exclusion of the patient from Outpatient IV therapy rests with the attending clinician.









Classification of cellulitis

Class 1:	Patients have no sign of systemic toxicity, have no uncontrolled co-morbidity, and can usually be managed with oral antimicrobials on an Outpatient basis.

Class 2: 	Patients are either systemically ill or systemically well but with co-morbidity such as peripheral vascular disease, chronic venous insufficiency or morbid obesity which may complicate or delay resolution of their infection

Class 3:	Patients may have significant systemic upset such as acute confusion, tachycardia, tachypnoea, and hypotension or may have unstable co-morbidities that may interfere with a response to therapy or have a limb threatening infection due to vascular compromise.

Class 4:	Patients have sepsis syndrome or severe life-threatening infection such as necrotising fasciitis.

SUITABILITY FOR OUTPATIENT ADMINISTRATION OF IV ANTIBIOTICSDiagnosis of cellulitis requiring IV antibiotics?







Yes









Does the patient have ≥2 signs of systemic sepsis?

•	Temperature >38 or <36oC

•	Pulse >90/min

•	Systolic BP <100

•	RR >20
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Yes



Hospital admission required

Yes

Patient suitable for Outpatient IV administration protocol

No

Does the patient have >1 of the following?

· WBC >14 or <4

· Severe lymphangitis, blistering or large affected area

· Immunosuppression

· Pregnant

· Poorly controlled diabetes

· Peripheral vascular disease



Also see other exclusion criteria

Final decision rests with the clinician 

Hospital admission required

No





INFORMATION FOR PATIENTS UNDERGOING INTRAVENOUS (IV) THERAPY AT HOME BY THE NEIGHBOURHOOD NURSING TEAMS







		

· The course of medication that you are having at home is the same as that started whilst in hospital; no other IV medication will be given by our nurses.

· The team may take blood samples requested by your Hospital Consultant or the Consultant Microbiologist.  As a result of this, the dose of medication may be adjusted.

· Your medication will be given by a cannula, PICC line or skin tunnelled catheter.  These devices are all tubes that allow the medication to be delivered directly into the blood stream.

· If the skin around this device becomes sore, hot, red or swollen, inform the team as soon as possible

· The device will be covered with a dressing between our visits. Please avoid knocking the device or getting it wet or dirty.

· If the cannula does accidentally get pulled out, this will not be harmful but you need to raise the arm and press a clean tissue over the area to stop any bleeding.

· On occasions, it may be necessary to replace the cannula; this will be done by the nurse visiting.

· Some people have veins that are difficult to put a cannula into and occasionally patients must return to hospital for this to be done

· While you are having your treatment, we will leave an equipment box and sharps bin at your home.

· The nurse will visit at the time required for your medication; however, this may vary a little due to our workload and travel between visits.





		

If you have any concerns, you can contact the team 24/7 on 01226 644575



		I consent to the administration of intravenous therapy by the Neighbourhood Nursing Teams 

		Name

		





		

		NHS No

		

		Date of Birth:



		



		

		Date

		





		

		Signature

		







TO BE SCANNED ONTO PATIENT’S NOTES
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National Early Warning Score

Adult Physiological Observation & Full Name:
Escalation Chart

NHS No.
Does Your Do
Patient Have
Soft- Worse than normal lethargy or .
Signs? withdrawal or anxiety/agitation/ Stroke (facial / arm
apprehension or not themselves weakness, speech

problems)

Worsening shortness
of breath (can’t talkin
sentences), chestiness
or fast breathing

Increasing
(or new onset)
confusion or less
alert than normal CALL 9-999 or 2222
IMMEDIATELY

Central Chest Pain / Heart|
Attack / Cardiac arrest

Off food, reduced

appetite,

New or increasing reduced fluid
oxygen requirement intake

Shivery, fever
or feels very hot,
cold or clammy

New offensive
urine or can’t
pee/reduced pee

Cold hands/feet or
worsening skin colour
or puffiness, mottling
or rash

Any Diarrhoea, v'omiting
or dehydration (dry
lips, mouth, sunken

eyes or decreased

concern that

the person is
not as well as skin turgor)
normal

Observations significantly
different from normal,
including blood sugars

Increased or new onset pain Can’t walk or ‘off legs’

If you answer YES to any of these triggers, your Patient is at risk of deterioration

RECOGNISE TAKECOMPLETESET ESCALTE USING

SOFT SIGNS OF OBSERVATIONS ESCALATION

OF POSSIBLE AND CALCULATE TOOL AND SBARD
DETERIORATION NEWS COMMUNICATION
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( Full name: )

How to use NEWS2

National Early Warning Score (NEWS2) is a system used to promote a standardised response to the assessment and management of unwell
patients. It is not a replacement for clinical judgement and should always be used with reference to the persons care plan and any agreed
limits of treatment. If you are concerned about the patient or if one observation has changed significantly ALWAYS ACT ON YOUR CONCERNS
AND SEEKADVICE

This chart uses aggregated (total) NEWS - it is important that you know the patients normal REFERENCE NEWS (the score when they are
stable and as well as usual) to support appropriate escalation

You should always establish baselines for patients on admission with a member of the multi-disciplinary team. Only a Medical Professional
can authorise use of the hypercapnic respiratory failure scale for patients who normally have low oxygen levels as part of a diagnosed
condition (e.g.COPD)

Use this chart for all your routine observations as per individual care plan. If your patient shows ANY of the soft signs of deterioration, record
their observations and NEWS immediately on the chart and follow the escalation tool as appropriate, using SBARD to communicate

There may be a need to re-consider the patients reference NEWS2 following any change of medication, sustained improvement in their
condition or non-acute deterioration. If in doubt, use the aggregated (total) NEWS2 score.

Reference NEWS2 (What’s normal for this patient)
Print name: Date: Signature: /

-~

What is the patient normally like? What observations are reasonable and safe for them? When would your Medic want you to call them?
What escalation has been agreed with the service user (or their advocate)?

NEWS2 Escalation (get the right help early)

Suggested Actions (always consider the Patient’s total NEWS2 in

relation to their normal reference score)

Total 0 Continue routine observations

Total 5 -6

Assess ABCDE and increase observations, consider calling 999 for immediate medical help on clinical judgement.
Inform Community Matron/ Breathe Team for urgent same day visit.
Review SEPSIS screen.

Total 7 +

call to transfer to an acute hospital. Increase observations to 15 minutes, Inform Community
Matron and stay with patient until help arrives. Review SEPSIS screen.

This protocol does not replace clinical judgement. If in doubt ESCALATE.
IF 5 or more THINK SEPSIS

Are 2 or more of the following signs present? Think SEPSIS Yes?

’ Temperature >38.3 or <36 |
Heart rate >90bpm

| Respiratory rate >20bpm |
New altered mental state
Blood Glucose >7.7mmols (Not diabetic)

If SEPSIS is suspected- inform Community Matron and transfer to ACUTE CARE IMMEDIATELY

[ Page 2 of 6 - All pages must be present when printing SWPFT version 1. May 2021






( Full name: )

Date|

Time]

>25

Take 21-24

observation 18-20

15-17|

+

calculate

12-14

NEWS

9-11

<8

>96

94-95

SpOZScale 1 =02 92-93|

Oxygen saturation (%) <01

- -

 authorising | SpO2 Scale 27 | 297 on 04
clinician Oxygensaturation (%) | 95-96 on
0,

Use Scale 2 if target §193-94 on

e mrm e —————————-

range is 88-92%, 0,
e.g. in hypercapnic 2_93 on
air
Signature & | respiratory failure 88-92
Date /
S "l TONLY use Scale2 under 86-87
Air or Oxygen? A = Ain
0O L/min
C >220)
201-219|
Blood pressure 181-200
mmtg 161-180]
core uses
systolic BP only 141-1 60|
121-140)
111-120)
A 101-110)
91-100|
Alert ‘ 81-90|
awake & 71-80|
responding, 61-70|
eyes open
yes op 51-60]
<50|
C C >131|
. 121-130)
Confusion Pulse 11-120)
New onset of Beats/min 101_110|
confusion
(Do notscore 91-100
if chronic) 81'9°|
71-80]
61-70]
v 51-60]
41-50
Verbal 31 _40|
moves eyes / <30|
limbs or
makes sounds D Alert]
to voice Confusion|
Consciousness Vv
Score for NEW onset P
of confusion
P (no score if chronic) U
Pain E _ >39.1
responds Cl| 38.1-39.0°
only to Temperatuti = | IETRETXR
painful °c 36.1-37.09
stimuli 35.1-36.09
>35.09

U

Next observation due (Hrs)

Unresponsive

Escalation of care Y/N

unconscious

Initials

Photocopy this page if admitting/transferring resident

Page 3 of 6 - All pages must be present when printing

SWYFT version 3 October 2020





( Full name: )

Date
Time
>25
21-24
18-20 sEpItlale
1517 brea
1214
1 9-11
<8
>96

1 94-95
2 92-93 pO2Scale1  ©

<91 S
3 2970n 0, F5p0, Scale 2
2 95-96 on Oxygen saturation (%)

o, Use Scale 2 if target
93-94 on range is 88-92%,

2 e.g.in hypercapnic
>93 on air [ respiratoryfailure

88-92 'ONLYuseScale2 under
1 86-87 the direction of a

2 84-85 qualified clinician

3 <83%
A = Air
2 O.L/min
3 >220
201-219
181-200 Blood pre
161-180 Hg
141-160 olic BP o
121-140

111-120

1 101-110

91-100

81-90

71-80

3 61-70

51-60

<50

>131

121-130

111-120

101-110

91-100

81-90

71-80

61-70

51-60

41-50

31-40

<30

Alert

3 Confusion

Vv O O e
3 - - e
U O ore 0
2 >39.1

1 38.1-39.0°

37.1-38.0° G EUtL-
36.1-37.0° |

T 35.1-36.0°

3B >35.0°

- 2 a

Next observation due (Hrs)

N~

(S

—

w W

Escalation of care Y/N
Initials

Photocopy this page if admitting/transferring resident
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(Fullname: )
SBARD Escalation Tool and Action Tracker

(get your message across)

REMEMBER TO SAY:

The Patient’s TOTAL NEWS SCORE is... This is... ABOVE REFERENCE for them

Notes (including date and time of
escalation)

Situation

(briefly describe the current situation and give a clear,
concise overview of relevantissues)

(Provide address, direct line contact number)
lam...from... (sayifyou are aregistered

professional) | am calling about patient... (Name,
DOB)

The Patient’s TOTAL NEWS SCORE is... This is...
ABOVE REFERENCE for them

lam calling because | am concerned that... (e.g. BPis
low, pulse is XX, temp is XX, patient is more confused
or drowsy)

Background

(briefly state the relevant history and what got you to
this point)

Patient XX has the following medical conditions...

The Patient does/does nothave a DNACPR

form / agreed care plan with a limit on treatment/hospital
admission

They have had... (Medical review/investigation/medication
e.g. sedation, antibiotics recently)

Patient’s XX’'s condition has changedin the last XX
hours The last set of observations was...
Their normal condition is...

Assessment

(summarise the facts and give your best assessment
on what is happening)

| think the problem is XX

And | have... (e.g. given pain relief, PRN

medication, sat the patient up etc.) OR

| am not sure what the problem is but the Patient

is deteriorating OR

| don’t know what’s wrong but | am really worried

Recommendation Actions | have been asked to take Initials
(what actions are you asking for? What do you want | (initial & time when actions completed)
to happen next?)

| need youto...

Come and see the Patient in the next XX hours AND
Is there anything | need to do in the meantime? (e.g.
repeat observations, give analgesia, escalate to
emergency services)

Decision

(what have you agreed)

' We have agreed you will visit/call in the next XX hours,
and in the meantime | will do XX

If there is no improvement within XX, | will take XX
action.

-

Photocopy this page if admitting/transferring resident
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( Full name: )

The SBARD technique provides an easy-to-remember standardised
framework for critical conversations, including what key information Communicate
will be communicated about a patient’s condition and what using SBARD
immediate attention and action is required. Record all your actions
and conversations.

2 Notes (including date and time of 3 Notes (including date and time of
escalation and to who) escalation and to who)

Actions | have been asked to take Initials Actions | have been asked to take Initials
(initial & time when actions completed) (initial & time when actions completed)

o : x| > | © | n

Photocopy this page if admitting/transferring resident
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