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Referral and Discharge Guidelines for Adult SPCT Wales

Delivering palliative care in Wales involves a wide range of healthcare professionals. Depending on the patient's need, adult Specialist Palliative Care Teams (SPCT) may become involved to support the patient and those close to them during a specific phase of illness or provide ongoing care until death and bereavement. 
SPCTs work collaboratively with the clinicians leading on a patient’s care, including their primary and secondary care teams in community and hospital settings.
Not all health boards, trusts and third sector organisations have the same level of SPC multidisciplinary provision, and the availability within these services can vary. As a minimum, SPCTs will have a cohort of doctors and clinical nurse specialists.  Many SPCTs will have a broader group of allied health professionals within their team or as part of a wider local network of SPCT providers working together.  Referrers should liaise with their local SPCTs to understand what services are available in their area.
Specialist palliative care practice continues to evolve as need and evidence change.  During the lifetime of this guidance, there will be new developments which are not adequately reflected here, such as in the application of the principles of palliative care to supportive care practice in a range of illnesses.  Clinicians are encouraged to follow local emerging practice and evidence in these areas.  
The goal of this guidance is to ensure that all adult patients with specialist palliative care needs, and their carers/family, have equitable access to treatment or support according to need, regardless of their diagnosis, location, place of care, race, sex, disability, colour, nationality, ethnic origin, religion, marital status, sexual orientation, or age. 
For further detail, reference should be made to the current Welsh Government Quality Statement for Palliative and End of Life Care (PEOLC), to any current service specification or commissioning framework, and to relevant statutory, regulatory and professional guidance.
SPCT referral criteria 
For SPCT referral, patients, family and carers should need specialist support beyond the general palliative care being provided by the existing care team.  This is mainly a reflection of the complexity of their need and to some extent its intensity.  Physical symptoms responding to first line treatment don’t usually require referral.  Typical forms of complexity needing specialist referral are symptoms which don’t respond to well tolerated treatment, or are unstable, or current or anticipated psychosocial and spiritual needs, or unusual complexity in advance and future care planning.
Some specialist palliative care inpatient units and hospices accept referrals for admission for care at the end of life in the absence of complexity.  Discuss this with the local unit.  
There are grey areas.  Teams therefore welcome discussion of potential referrals. The local SPCT has the discretion to determine the outcome of referrals falling outside the specified criteria.
Referrals should be made for patients:
· with progressive life-limiting illness and specialist palliative care needs; or 
· experiencing difficult-to-control symptoms associated with a palliative or life-limiting condition, regardless of the stage of their illness; or 
· with significant psychological distress related to such an illness, in the patient or those close to them; or 
· in complex social circumstances that make it challenging to achieve symptom control or other goals; or
· in special circumstances not directly covered above
Special circumstances
· Some patients may need SPCT but don’t directly fit the usual referral criteria.  These usually need discussing with the SPCT to decide whether a referral should be made. 
· Young people in transition from childhood with serious illness need special consideration to ensure they receive appropriate support during this critical period.  Some will need ongoing SPCT support; others may be supported to transition into a general adult supportive or palliative care approach without needing continuing SPCT involvement, but SPCT can support initial continuity of care and help navigate the complexities of transitioning services.  Transitional palliative care arrangements should be in place in each health board, and paediatric palliative care teams will use these to refer to SPCT.
· For patients aged 16 and 17 with new serious illness, health boards and localities may vary in whether they are referred to paediatric specialists or whether there is discretion to choose between paediatric and adult teams according to preference and clinical judgement.  The ideal is to have that element of discretion, but local practice should be followed for PEOLC.  
What to do before referring
Check that you have the necessary information about the patient’s condition (see below) and whether the patient fits the criteria above.  If in doubt, use local contact arrangements to discuss with SPCT.  Even if referral isn’t needed, they can help you work out what to do next.  Explain to the patient and/or those close to them what the referral is for and get their permission.  Put it in the context of the needs they’ve told you about and explain that SPCT is part of addressing those needs.  For patients who lack capacity to decide, don’t ask carers’ permission to refer but do explain to them that the referral is being made in the best interests of the patient.
SPCT won’t usually contact patients and families who aren’t expecting it.  Most SPCT are well known in local communities.  Cold calls from them or their arrival at a patient’s hospital bed without prior explanation can cause significant distress and premature refusal.  There are obviously exceptions (e.g. unconscious hospital in patients with no visiting family), so if you can’t discuss it with the patient or carers just explain that to SPCT – they will be as flexible as they can.
Also consider whether it’s you who is best placed to make the referral.  If you’re meeting the patient for the first time or as a one-off encounter, pause and consider whether their palliative care needs are going to be met by their usual team without needing a new referral.  If you don’t have the key information below, the referral needs to be made by someone who does.  Sometimes it’s best to check with their GP practice or secondary care clinician who may know more or have a plan already in place or contact SPCT to discuss.  
How to refer and what information is needed
Referrals should always include the following information to allow appropriate prioritisation and effective case load management:
· Diagnosis/es, extent of disease, and its relationship to symptoms – knowing what the treating clinician already sees going on will help SPCT prioritise and respond
· Patient (and/or carer) awareness of condition
· Other significant co-existing conditions
· Current/planned investigations and treatments 
· Referrer details including contact details – always include at least one current phone number for someone who is able to answer (a carer, if the patient cannot) and any other contact details you have for patient and carers
· Whether the patient (if able) is aware of the referral and consents to it – if not, always explain why not (e.g. that they lack capacity to consent)
· Whether the carers who may be present are aware of the referral – if not, explain
· Whether the senior clinician with overall responsibility (GP or consultant) knows you’re referring, if that’s not you – the SPCT need to know whether the advice they’ll give is expected, so again if clinician isn't aware please explain why not
· Specific reason(s) for referral – ‘what can the SPCT help you with?’
· Any risks to staff
Without this information, the referral may be declined or the SPCT may keep it on hold while they contact you which may incur a delay in assessment of the patient. 
Refer by: -
· Form/eForm
· Letter (some services)
· Phone (some services)
SPCTs accept referrals on the All-Wales SPCT referral form or in some cases on local variants – check local information.  Some services will accept referrals in the form of a letter, but it must contain the same information requested on the relevant form.  Standard clinic letter templates don’t record contact details and the patient’s consent, so please include these somewhere in the text.  Some services also accept referrals by phone.  This is effectively them filling out a similar form on your behalf so be prepared for the person taking the referral to ask for the information requested on the form.  

What the SPCT will do 
The local team will arrange to assess the patient and with them will plan what action is needed, depending on the reasons for the referral and including plans for review and monitoring, working alongside the referrer and the usual care team as appropriate.  These may include work on symptom control, palliative rehabilitation, psychological support, spiritual care needs, planning future care or social needs.  It may also include admission to a specialist palliative care inpatient unit, either an NHS or voluntary hospice unit depending on local provision.  SPC inpatient units are the only area where SPCT take charge of the patient’s care and direct responsibility, and the decision to offer admission is generally for the SPCT.  Referrers who think a specialist admission is needed should follow the local unit’s practice which is usually to get advice from the SPCT before discussing with the patient.  Admissions are usually short term and for specific purposes, often with a view to discharge for ongoing care, although some patients are admitted needing care towards the end of life and are not planned for discharge.  
There is no standard plan, and everything the SPCT does is individualised.  
Timescales for first assessment
These timescales are for use by service leaders to support their decisions about staffing, process and prioritisation and to help them monitor the performance of services overall.  They are not intended as benchmarks for the activity of staff.  There are many variables underpinning response times, and it is for managers and leaders to consider all of these.  Individual clinicians and teams should always use clinical judgement in deciding the prioritisation of their clinical work.  
Routine referrals will be offered a first assessment within 14 days of the referral being made.
Urgent referrals will be offered a first assessment within 48 hours.  Please phone local SPCT in addition to any written urgent referral.
The first assessment should be face to face, unless chosen otherwise by the patient.
Crisis situations should be discussed directly with teams by telephone. 
Such situations may include
· Rapidly escalating symptoms
· Rapid deterioration
· Risk of harm to the patient or carer
· Vulnerable social/psychological circumstances
Urgency should be reflected in the referral with as much supporting detail as possible, and most teams encourage referrers to contact them by phone for these.   The urgency may be downgraded based on SPCT expertise.
The SPCT on receipt of referral will aim to review at their earliest opportunity as earlier assessment often makes it easier to deal with the relevant problems.  Some services may publicise and meet shorter, more ambitious timescales.  The timescales in this guidance are the longest considered acceptable.  
Timing of any subsequent contacts will be arranged in light of need and availability.

Level of Intervention
Depending upon the reason for referral and the needs of the patient / carer / family, several levels of intervention are available: 
Level 1: Advice, information and support only – given to staff to support care 
Level 2: Involves a single consultative visit which may be a joint visit with the referrer, focused on advice to enable the referrer to manage the patient’s problems effectively. 
Level 3: Short-term interventions targeting specific unresolved problems. Once the patient’s needs are addressed, they will be discharged back to the referrer.
Level 4: For patients with multiple complex problems that need specialist input over a long period of time. This may include palliative rehabilitation. 
Working collaboratively, the SPCT will assist the referrer and/or the patient/carer/family in assessing the needs of patient and those close to the patient. The SPCT will act as a specialist resource in an advisory capacity to support the needs of the patient/carers/family and healthcare team. 
Transfer of care to the SPCT typically takes place only when a patient is admitted to a SPC inpatient bed. 
Individuals referred to the specialist palliative care service will receive verbal information about the SPCT’s role. Written resources will be offered if available by individual SPCTs.
Discharge
Once the relevant needs have been met, a discussion regarding discharge will take place with the patient/carer/family and referrer. The SPCT MDT will discuss all patients who are eligible for discharge from the service. 
Following discharge from the SPCT, ongoing care will continue with the treating team (general practitioner and district nurse in primary care and consultants and their clinical team within secondary care).
Patients will be discharged from the SPCT by agreement under some circumstances if SPCT is no longer required.  Typical criteria include:
· The patient no longer has a specialist palliative care need, such as when pain is controlled, or the presenting issue has been resolved.
· The patient or carer moves out of the area. If appropriate, a referral will be made to a specialist palliative care service in the new location.
· The patient or carer is referred to another professional organisation, such as a hospice, where it is appropriate for that service/team to oversee care.
· The patient or carer no longer wishes to receive input from the SPCT, once there has been a meaningful opportunity for them to understand what they are turning down.  They should not be discharged based on initial reluctance without at least being offered that opportunity to discuss.
· A contractual arrangement with the patient reaches a previously agreed endpoint (e.g. for services providing fixed counselling schedules).
· The patient and carers can’t be contacted for an extended period and don’t respond to a letter within a stated period, usually 2 weeks.
These are broad principles.  Local discretion applies in the framing of specific criteria, always subject to relevant statutory, regulatory and professional guidance, codes and duties.  Clinicians should, if necessary, refer to employing, commissioning, professional or regulatory bodies for detail of these.
If a decision is made to discharge the patient, the SPCT will send a letter to the appropriate healthcare professional/referrer and/or update the medical records (written/electronic). This letter will detail the reason for discharge. 
Patients within a community setting will be given the same information, which may include getting a copy of the letter.  
The letter will specify what to do if further input is needed from the SPCT.  Usually this will mean a new referral.  For some patients, some SPCT will decide that they can self-refer back into SPCT in the future.  Local discretion and local arrangements apply and will be explained to the patient and in the letter.  
In some SPCTs, a patient may be discharged from one part of the service but remain under the care of other services within SPC.  Local arrangements apply.
What other services need to do alongside intervention from SPCT
· The SPCT doesn’t take over the patient’s care, except when admitting to a specialist inpatient unit, so whichever team is currently leading their care continues to do so.
· Monitoring patients who are relatively asymptomatic and/or stable, and providing general and informal emotional support, is done by the team responsible for the patient’s care in the hospital or by primary care.  
· Hands on community care or daily visits.  Patients needing these need a package of care.
· Fast-track assessment for discharge or for community care is done by the usual care team, with support in hospital from discharge liaison services. The SPCT may support complex palliative care issues relating to discharges as needed.
· Discussion of advance and future care planning, and of related clinical decisions including Do Not Attempt Cardio-Pulmonary Resuscitation, should be led by the treating team.  SPCTs can provide support and guidance if required.
· Provision of AHP (Allied Health Professional) general equipment. In the community, the local community services should be contacted in the first instance.  These are often integrated or hosted by the local authority.
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