Care Home and Community Hospital Liaison Team Appendix 1

Can Do:

¢ Undertake face to face assessments using the SBAR tool/ Risk assessment and
feedback to referrers

Provide opinions/recommendations that could be used for discharge planning
Attend/advise on complex care reviews / Individual SU reviews

Offer telephone consultation

Advise on environmental audit work

Open referral criteria

Aspire to same day telephone response

72 Hour urgent assessment

5 Day routine assessment

Safeguarding Alerts — can advise and support around related mental health issues
2 Levels of interventions:

. Standard

. Complex

Will not do:

e Discharge Planning/ hospital transfer — this needs to be referred to appropriate
discharge nurse or involved team.

¢ Case Management — this will need to be completed by the appropriate worker from the
involved team.

e Care coordination / CPA — this will need to completed by the appropriate worker from
the involved team.

e Safeguarding Vulnerable adults — we can advise and support around this but this will
need to be coordinated by the adult care or CITT depending on where the case sits.

o Commissioning or appropriate care package - this will need to be completed by the
involved team.

e Carers Assessments - these will need to be conducted by the appropriate team, but

will identify carers and where required will recommend carers assessments are
completed.

e Crisis Work — this needs to be carried out by the appropriate service.
Provide Transport — this will need to be accessed/provided by usual routes.
¢ Equipment — this will need to be accessed through usual routes.

Chris Wall will primarily cover Bath and Sulis Ward

Andrew Baker will primarily cover NES and Paulton Ward

The team will be managed by Chris Prangley-Giriffiths



