APPENDIX D:

Patient Stories — Case Studies



Mr Foster lives with his wife in Cockermouth. He suffers from chronic obstructive pulmonary disease (COPD) and chronic heart failure. However, he is also the primary carer
far his wifa, who suffers from demeantia.

Without sufficient information about his chronic conditions, Mr. Foster feels compelled to go to hospital if he suspects anything is wrong

Mr. Foster is diagnosed with chronic
heart failura

Mr. Foster goes to the GP once a
manth to gat his vital signs testad,
often waiting a long time for his
appointment

After complaining of feeling tired, Mr.

Foster's wifa urgas him to visit ASE,

where is admitted for further testing,

and eventually finds out he has low
02 saturation levels

Mr Foster's GP wonders why he did
nal camea to him directly, and tha
local haspital staff do not understand
why Mr. Fosler has come in

.

o

.

o

Mr. Foster is worried about the
impact of regular hospital trips
on caring for his wife

Mr Foster is reliant on his
children taking time off to care
for his wife in his absence

Mr. Foster finds the situation
stressful, especially the delay in
getting results

Mr. Foster feals frustrated

A telehealth service provides the health systemn with the information needed to treat Mr. Foster in a less disruptive manner, reducing unnecessary hospital visits

Mr. Foster is diagnosed with chronic
heart failura

A lelehealth solution is sel up to
provide support to Mr Foster, with the
support of a one-to-ona community
nursa, and minimise the need for him
1o wisit his GP or AKE.

After complaining of fealing tired, Mr
Foster's vital signs recordings identify
that he has unaxpecied low 02
saturation levels, resulting In the
prescription of non-invasiwe
ventilation overnight

Mr Foster's GP feals that he s in a
position o make more informed
clinical preseriptions, to support and
manage Mr Fostar's care; the local
genaral hospital ks dealing with less
unschadulad care
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Mr. Foster is worried about the

impact of regular hospital trips
on caring for his wife

Day-to-day, Mr. Foster and his
family can look at his health
information

Mr. Foster is relieved that he

does not have to undergo
additional testing

Mr. Foster feels more supported
and able to continue caring for
hiz wife




Mr. and Mrs. Dudley, who live at home together, are both 83 years old.

Services each respond appropriately to the situation they assess

Mr. Dudley phones 894 late in thea
ewening because he believes his wife is
diying

o

The ambulance arrives and Mrs Dudley
is too weak to speak. She is taken o
hospital and the next day her GP is

informed

The GP phones the hospital to explain
that Mrs. Dudley has recently expressed
a wish io die at homea. This discussion is

recorded on thea practice patient notes

but the GP isn't sure i Mr Dudley is

The next day, a hospital consuliznt
explains to Mr. Dudley that his wife had
discussed dying at home with her GP.
Mr Dudley agrees that his wife should
ratum home. While discharge is being
arganised over the next few days, Mrs.

Mr Dudley is scared and doesn't

.

o

know what to do

Mr Dudley is upsel. However, he feals

he cannot cope by himself, and that
his wife is best in hospital

In future, Mr. Dudley would have a different experence of integrated care.....

F o

Mr Dudley wanted to meet his
wife's wishes and is sad that he
was notf able fo do so

Mr Dudley speaks to David in tha

Mr. Dudley phones 994 late in the
evening because he believes his wife
was dying

1

ambulance control centre. Diavid has
access fo Mrs Dudley's care record and
can see that the ICC has developed an
and of life plan with Mrs Dudley and that

she wants to remain at home

°

David contacts the ICC out of houwrs team
who arranges fior 8 member of the ICC team
fo visit Mre. Dudley at home within the hour.

The GP calls Mr Dudiey to explain the
suppaort that will arrive. The GP amranges for

a sitting semnvice to stay with Mrs Dudlay for

the next 48 hours

Mrs. Dudley dies two days later, in her

own home. Tha GF calls Mr. Dudley a

few days later to see if he nesds any
social care help for a short while with the

shopping, cooking and cleaning

Mr Dudley is scared and doesn't

1

know what to do

Mr. Dudley is reassured that
there is a plan which will help
meet his wife's wishes

Mr. Dudley is pleased that he can
meet his wife's wishas

o

Mr Dudley is sad his wife died.
However, he is pleased that he was

able to look after her at home




Mary is 75 and has noticed a gradual loss of vision particularly when light is poor, Her daughter persuades her to visit the local optometrist

Current state.

Optometrist carries out test and
explains that Mary has developed
cataract in one eye and will need

surgery. Optometrist refers Mary to
GP who makes referral into acute

ophthalmology service.

and informs her that she will need to

Mary attends outpatient clinic at
Whitehaven. She is seen by a
consultant who lists her for surgery

attend for pre assessment

Mary attends pre-assessment clinic
then following week attends for
surgery.

1 week post op check plus 4weeks
later Mary attends hospital for follow
up appointment. All is fine.

.
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Mary is feeling scared — she's
been worrying for some time
about her vision

Mary is still apprehensive and is worrying
about whether her daughter will be able to

take time off to take her to all the
AppUiTTentis

<

Mary vision is much better.

In future Mary would not have to attend hospital so frequently. There are fewer steps in the process and she would feel more invelved in the process.

Optometrist camies out test and

explains that Mary has developed
cataract in one eye. The optometrist
goes through a patient decision tool
with Mary and she decides that she
would like to be referred. Optometrist

Mary attends a one stop clinic where
she is seen by an ophthalmic nurse,
has a pre-assessment and is seen by

directly refers her to hospital service

Mary is feeling scared — she’s

the consultant.

Mary attends for surgery

Mary gets follow up phone to check
on her within next week and then 4
weeks later Mary visits her local
optometrist for a follow up
appointment. Allis fine.

&

s

been worrying for some time
about her vision but is able fo

.
——discuss-this-with-the-opfometrist

Mary is still apprehensive but she feels she
has made a positive choice and is pleased
that she has everything done on one visit

s

Mary vision is much better. She was able
to walk to the optometrist in town. So
much easier than having to get to the

| . |
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Mr Smith lives with his wife and two young children in Penrith. He is a self employed builder.

Mr Smith i1s wormied about loosing work and wants his surgery done as soon as possible to avoid loss of income. He wants an efficient service, one that he can rely on and that
causes as little disruption to his life as possible

Mr_ Smith notices a lump in his groin
and knows himself that he has a
hemia. He sees his GP who refers
him to a GP run hemia clinic

Mr Smith and the GP surgeon realise that his
operation is not suitable to be done in a
community hospital and he needs to be refermed
to an acute hospital specialist. Mr Smith receives
an appointment to attend the Cumbearland
infirmary where he sees 3 surgical registrar. He is
put on a waiting list for surgery and booked for a

Mr Smith’s surgeon is busy with more urgent
cases 50 it is sometime before he can
accommodate Mr Smith operation. When he
does, Mr Smith has two week's nofice.
Unfortunaiely a more urgent case comes up
on the day and Mr Smith's operation is

After 2 further cancellations on the
day Mr Smith has his hernia surgery
carried out

pre-assessment appointment cancelled.
. ‘ Mr Smith is fmsu’are*lar he has now seen Mr Smith is frustrated as he has L ~ ‘ i
Mr. Smith knows what he wants three doctors, stll has to rewm to the collod work e Mr. Smith is relieved but vows that if
but anxious to have it sorted out Cumberiand infirmary for his pre-assessment can work unnecessarily he needs surgery again he will go
and still has no idea when his operations will operation.

as soon as possible.

be.

elsewhere for treatment

An integrated surgical service with separation of elective and unplanned surgery provided a more reliable service

Mr. Smith notices a lump in his groin
and knows himself that he has a
hemia. He sees his GP who refers
him to an integrated surgical clinic

Mr Smith is seen by a GP surgeon who discusses
his case with his acute hospital Consultant
colleague whao is working in a clinic in parallel in
Cockermouth Coftage Hospital Mr Smith
undergoes his pre-assessment and is given a
choice of dates for surgery before he leaves.

Mr Smith attends on the planned date
for surgery at the Surgical Treatment
Centre at the WCH.

Mr Smit has a follow up phone call
from the surgical team to conform
that he has recovered well

&
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Mr. Smith knows what he wanis
but anxious to have it sorted out
as soon as possible.

Mr Smith is re-assured that he has been
givan access to all options of troatment
and relieved that he can make plans
arownd his date of surgery

Mr Smith is pleased with the
service

Mr Smith is an advocate for the
local surgical service




Mr. Kally, aged B0, has heart and breathing prablems. He's been prescribed eight differant medications by his GP and hospital specialist. Mr. Kelly somelimes misses doses
bacause taking all the meds as prescribed gives him nausea. He has had several recanl admissions lo hospital.

Services each respond appropriately to the situation they assess

A social worker, 8 commumnity nursa and
occupational therapist and physio visit
Mr Kelly at home to do assessmeants
following his last hospital admission

A homecare worker makes daily visits to
Mr. Kelly to help with household tasks,
the district nurse visits to monitor his
condition and medication adherence,
and a physio assistant takes him through
&N exercise regimea

Mr. Eelly is out when the district nurse
visits. This means ha misses his
medication

Lack of medication meaans. Mr. Kally
suffers from nausea and is readmitied to

hospital

.
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Mr Kelly cannot remember what
all these people wanted him to
do.

Mr Kelly is confused by all the
visitors who tend to him for
different reasons

It is a sunny day so Mr Kelly
feals able to go out

Later that day, Mr. Kelly is
readmitted to hospital

In future, Mr Kelly would have a different experence of integrated care.....

BAr Kedly lists continuing to visit his
grandchildren in & nearby town and getting
to church on Sundays as two things which
are wery important te him. The information
abowut his needs and gosls are capiured in

a care plan which is shared with Mr Kelly

With input from other members of the
integrated care team, his G Practice is
able to complete a comprehensive
assessment of Mr Kelly's health and
social care needs, including simplifying

A member of the ICC team, Claire, visits
Mr Kelly for a few months to provide
practical assistance with housahold

tasks. Claire takes Mr Kelly through an
exercise programme and halps Mr Kelly
o monitor his vital signs and adjust his

Mr Kelly's dawghter visits him regulardy to
chieck his medication and Mr. Kelly
works hard at his medication compliance
and physiotherapy so ha is well enowgh
to maintain his visits to his grandchildren
and go to church on Sundays

Mr Kelly is happy that his Mr Kelly is pleased not to have fo Mr Kelly feels comfortable with Mr Kelly is able to continue

preferences are being taken into
account

take so many tablets

Claire who visits regularly

doing the things he enjoys, while
keeping to his medical regime




Mr Foster, an eldarly resident with no living relatives, is admitted to hospital following a fall. ..

Services each respond appropriately to the situation they assess

Hospital staff notice that Mr. Foster
has difficulty remembering things and
appears disorientaled

Mr Fosler is discharged, however his
forgetfiul state continues and as he
iives alone, it goes unnoticed. One

day he forgets 1o close tha front door

Mr. Foster's flat is burgled and
damaged whilsl he is out. He is
placed inlo respila care whilst the flat
is repaired

Whilst in an unfamiliar environmeant
Mr Foster's cognition detleniorales
even further. By the time his flat is

repaired, ha has baan placed in a

when hea leaves care home
Mr. Foster feels ionaly Mr Foster is confused as to why Mr Foster is upset and wants to
he isn't at home be back home

In future, Mr Foster would have a differant experience of integrated care....

Hospital staff notice that Mr. Foster
has difficulty remembering things and
appears disorentated. They contact
the Integrated Care Community, who
arrange for him to be seen by a

Mr. Foster is seen by the memory
team while in hospital and develop a
care plan for discharge. He slans
madication to slow his dadine and
visils a group to manage his memory

An occupational therapist who is a
membaer of the ICC visils him at
home to place environmental
memory aids around his home and

speaks ragularly with his memory

Mr Fosler is able 1o live
indepandently monitored by the
memorny service. He manages his
finances and continues 1o meel with
the memory group which has

member of the mamory leam difficulties group to track his progress reduced his isolation
Mr Foster understands he Mr. Foster feels he is a little Mr. Foster has begun to

needs help and enjoys the
vizits to the Mind Gym

more in control of his
memoary problems

volunteer at the Barrow Sociely
of Artists and feels valued




hrs Smith is aged &1 and lives on her own, with no family in the local area...

Sarvices each respond appropriately o the siluation hey assess

Mrs. Smith has a fall and pulls her
pendant alarm, which triggers a call
to an ambulanca

Mrs. Smith ks taken 1o hospital for
tests, despite no physical damage,
and a senous skin infection i
discoverad

Mrs Smith is admitted o hospital so
that she can receive a course of IV
anfibiotics

Mrs Smith feals vary anxious about
going home and her nurse suggesls
that ghe may feal safer if she was
moved 1o a cane home

o

Mrs. Smith is upset but
has used the alarm before
and knows help will come

-

0

Mrs Smith is unhappy
because she doesn't want
to be in hospital

-

On Friday, Mrs Smith is
moved o a nursing care
home

In future, Mrs. Smith would have a different experience of integrated care.....

Mrs. Smith has a fall and pulls her
pendant alarm. An ambulance is
called. Assessing no physical
damage, the ambulance crew make a
refarral for a GP home visit

Within 2 hours, a GP visits Mrs Smith
and discovers a sanous skin
infection. She prescribes a course of
IV antibiotics and creates a care plan
with Mrs. Smith

A member of the ICC team brings the
medication o Mrs Smith and a nurse
administers |V antibiolics at home.
They identify trip and falls hazards
and arrange for safely equiprment to
be installed

By the foliowing week Mrs Smith has
regainad her strength and her care
worker lakes har for walks to build up
her confidence. The GP reviews the
care plan and the care worker checks
in regulary with kMrs. Smith

1

Mrs. Smith is upset but
has used the alarm before
and knows help will come

¢

-

Mrs. Arthur confides in the nurse
that she is worried about falling
again

o

Mrs. Arthur is happy to be in
her own home and calls her
family to visit her




Currently Mr Smith is passed back and forth as his treatment progresses

Mr Smith has persistent shoulder
pain

Mr Smith is referred directly to an
Orthopaedic surgeon. He receives a
steroid injection & is discharged for

physio.

Symptoms persist & GP has to refer
to ESP for further 2 steroid injections.
When this fails to resolve symptoms,

Mr Smith then has to be referred to

Orthopaedic Surgeon again.

Seen by Orthopaedic Surgeon, sent
for U/S scan, wait for review in clinic,
finally listed for surgery

.

o
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Mr Smith wants this sorted with
minimum disruption to his work

Mr Smith perceives the surgeon has
no test results & feels basic
treatment has not been undertaken

Mr Smith is frustrated by delays &
multiple visits to different people

e

Again frustrated by delays & multiple
separate appointments

In an integrated MSK service this will be streamlined

Mr Smith has persistent shoulder
pain

Mr Smith is referred to CATS.
Assessed by ESP, steroid injection &
physio arranged.

Mr Smith is reviewed at CATS after 6
weeks. Further steroid injection, U/S
scan at same time .

Reviewed after 6 weeks by surgeon
and listed for surgery

5
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MIr Smith wants this sorted with
minimum disruption to his work

Mr Smith has treatment started at same
time & more time to discuss issues

Mr Smith is happy as visits minimised
& given appointments in advance

e

Again happy that appointments
are made early so he can plan
tirme off wark




Edith i= 36. She is a working mother who struggles to manage her work and homae life. She has a young son, Robert who is 4 years old and has a fever.

Primary cara has been difficult for some patients 1o accass, putting pressure on other pans of the health system

to find her son has come back from
nursary with a fever

Edith comes home fram work al Bpm

Edith rings her GP but they are
closed so she takes him 1o ASE

In ARE, Edith is tired and Roberl gels
progressively worsa whilst waiting
three hours o be sean

Robert's treaiment is transactional
and fast: there are no broader
checks, such as whather Edith is
coping or whather Robert’s injections
are up-lo-date

o

.
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Edith is uncertain what the best
course of action is and who fo
contact

.

Edith feels stressed and wanis fo
do the best for Robert

Edith senses that the doctors
feal overwhelmed

Edith is grateful for treatment
and ALE as a place for care is
reinforced

In future, patisnts will have better access to primary cane and know bow to get it

to find her son has come back from

Edith comes home from work at & pm

The ICC workers assass Edith over
the phone and conclude that she
does not need to go to ARE. Edith

receives an appointment for 8:30pm

Tha GP saes her son and accasses
hig health record. Thay assass
Robert, give him the medicine ha

If it was mora serous the GP could

give Robart emergency treatmaent
and send to the shor stay Paedialric

nursary with a fever and calls the ICC |
cantralised number in a GP practice close 1o their homa = an::uh:abr;ﬂ;;d;;dc against Azzecsment Unit
which does 18 hour care
Edith understands that the ICC She is relieved and reassured, Edith is reassured and feels A record is taken of the event and
can direct her to the most feeling confidence in the system confident to see the episode communicated to the family’'s GP
appropriate care through




Hayley is 43. She is fit and well. After playing a tennis malch yesterday, she experienced significant pain in her right knee, which has bacome worse overnight

Somatimes the pathway to receive planned care s complax and disjointed. ..

Hayley goes to her GP who advisas
hef to have Rest ica Comprassion
and Elevation. He gives her somea

pain killars and tells her 1o come back
if she doasn’t improve

After a week, Hayley is still in pain
and unable to work. She is using an
old pair of crulchas that her friend
gave her. She retums to her GP who
refers her for an MBI scan

It takes a further two weeks to gel the
MRl scan dona, and 48 hours for that
repor 1o gel back to her GP. She has
an antenor cruciate ligameant tear and
naads to be refermed 1o a sungeon

Four weeks later, Hayley seas an
orthopaedic surgeon who arranges
an operation in a further four weeak's
tirme

-

0

-

o

Hayley doesn’t know what is
wrong with her and why rest ice
comprassion is nof working

Hayley is off work for weeks, she
can't drive a car and is
struggling to leave the house

Hayley is frustrated and worried
she cannot get another four
weeks off work for the pain

In future, the pathway with ba simpler, understood by all clinicians and joined up...

Hayley goes to her GP who books
her an MR scan later that day. He
gives her pain killers in the meantime
and refers her to Physio who give
him some crulches

Four hours laler she seas the GP
again who informs her she has an
ACL aar. She is refarred 1o a knes
clinic and is seen by a physio and
consultant the naxt day. An operation
is booked for bwo weaks later

Prior to the eparation Hayley has
daily physio to sirengthen her ITP
band and other muscles to be ready
for the operation. She takes anti-
inflammatones 1o bring the swelling
down wntil 48 hours 1o the operation

On arrival homa, patent, physio and
GP gat an amail detailing hear
oparation and rehabilitation post-
operativa. The physio continues 1o
sea har for B weeks

o

-

o

-

Hayley feels that the GP fakes
her seriously and is offering her
the best possible care

Hayley is satisfied that she now
knows what is wrong and can
see a specialist the next day

Hayley feels that the system is

working together to help her
recover faster

Hayley is happy to see progress
and is looking forward to playing
fennis again




Nora is 80. She lives alone in shaltered accommodation in the same block as her aldery brother, and has a niece who discusses care with her GP. She s isolated and lonaly
and is not compliant with either har medication or hospital appointments. Mora is a heavy smoker.

Urgent care has been stressful when patients nesd support. .

MNora's niaca visits and finds her aunt
acutely unwell with a chast infection

Maithar Maora nor her niece know
whethar or not sha has aken her
meadication, or the right one as sha is
on 16 differant medications. Unclaar
an what to da, her niece takes har o
A & E — the sacond time in a waak

Onee home, Nora is rafarmed o the
raspiratory outpatient departmeant and
told to visit yat another on-call
medical leam

Thres weeks later, Nora ks admittad
back to hospital. Her physical and
mental state has deterorated and

she is discharged into a care homea

o

.

o
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Nora does not like going to

Nora is tempted not to attend the

Nora hopes that she will be less

hospital, even when she is appointment, she has been to so isolated in a care home
umwell many alraady
In fulure, patients’ needs will be met al horme
Nora's niece visilts and finds har aunt The GP and ICC make a health and MNora's care plan is discussed with

acutaly urwell with a chest infection.
She calls her case manager, who
rafers Nora to the rapid responsea
team for assessment and her GP
conducts a homa visit

social care assessment and step up
Mora's package lo include community
pulmonary rehab and a falls
assessmenl. She also starts using a

medication tracker she recaives

the geriatric expert in the ICC, who
recommands madication changes to
reduca risk of future infactions. She
also raionalises her culpatiant
appaintmeants.

MNora feels batter and after four

waaks, her care package is stepped
down to weekly review by her case

marnager

I

o

Nora is relieved that she can be
seen al hamea

-

Nora feels as though her care is
being taken seriously

0

Nora feels more confident about
managing her haalth and spends
mare time with her brother




David is a 35 year old with Crohn's disease

David is sean by multiple doctors and has a poor axperience of cane

David has recently had his bowel
partially resected and a colostomy
fitted. However, his sloma bag has

causa persistant celiulitis and the

lissue around the colostomy is

David goes o hospital and is
prescribed antiblolics. However, ong
weak later is admitted back to
ganeral surgery as these are

David is passed from doctor to
doctor, and has to explain his
diseasa o each new parson in the

David is finally prescribed different
antibiotics, bul is given no assurance
as to whathear these will be more

syslem affective
chronically inflamed e
David feels exhausted by the David is frustrated as he feels he David feels that no one has David feels anxious af the lack of
constant problems and fare-ups cannot support his family if he is explained the care he needs and clarity and as though he cannot
of Crohn's disease constantly going to hospital how it impacts on his life enjoy life to the full

In future, David would. ..

David has recently had his bowel
partially resected and a colostomy
fitted. Howevear, his sloma bag has

cause persistent cellulitis and the

lissue around the colostomy is
chronically inflarmed

David goes o hospital and is
prescribed antibiolics. He is lold that
if the antibiotics are not working
within one week, that he can speak
with his GP to prescribe another lype

David discussas his antiblolics with
his GP, who rung through his medical
histary o find the most affective
ones. He explains any side-affects
and how David can bast manage
these

David receives his new antibiotics
and agrees with his boss that he can
work from home if he experiences
anolher severa flare-up

1

o

David feels exhausted by the
constant problems and fare-ups
of Crohin's disease

David does not like going to
hospital 5o is relieved that he
can follow up with his GP

-

David feels comfortable speaking
with his GP

o

David understands how he can
best manage his condition and
feels lass worried




Jameel is a 57 year old smoker with three children; he Is the main breadwinner of the family. He is diabetic, has high cholesterol and blood pressure and was diagnosed with
ischaemic cardiomyopalhy a year ago.

Jameel goes to ARE but does not find the treatment satisfactory or helpful

Jamaal takes a taxi to ASE but faces
a leng waiting period, during which
time he s not informead as o whalher
his symploms are sarious

Jameal's wife encourages him to go
to hospital after experiancing
shoriness of breath

When Jameel zees a doctor, sha
explains general causeas for
shortness of breath, but does not
provide consiructive information
aboul how best 1o live a healthy

lifestyle

Jameel ks sent home and his wife
explains how worried she gels
whenever he goes to hospital

o
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® -

Jameel does not like going to Jameel is frustrated, as he has
haspital, but is unsure how else had to wait at AEE several imes
to deal with the situation

Jameel worries that he cannot
prevent another trip to hospital,
and how this impacts his family

Jameel is anxious about the
possibility of not baing around to
look after his family

In fulure, Jameal would ba batter informed and receive care closer 1o home

The GP listens to Jameel's
symploms and medical history and
agraes o conduct a home visit

Jameal's wife ancourages him to go
to hospital after experiancing
shorness of breath

Tha GP comeas to see Jameal and
puts him in contact with a member of
the ICC eam who axplains the
impact of Jameeal's ifestyle and
works with him to create a healthy
livireg plan

Jamael follows the healthy living plan,
supporiad by regular conversations
with the ICC team

1
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Jameel does not like going to Jameel feels happier that he can

hospital, so calls the his local GP be seen in his own home as he
cannot drive

Jameel feels better informed and
that he can control his health
and support his family

Jameel's confidence grows and
he feals that he can anjoy life
despite his health problems




Karen is a 45 year ald mother of one, with a history of drug and alcohol abuse. Growing up in an abusive household, she has received very litle help for her condition, and
unable to hold down a job, she is forced to move between different housing.

Karen's pain is not well-managed, and she finds harsell trapped in a nagative cycle

Karen has bean complaining of
chronic abdominal pain, possibly due
to chronic pancreatitis or function

As the pain gets worse, Karnen |5
hospitalisad. This ends up happeaning
ance a weak, and whilst a number of

lrealments are offered, none have

Karan seas a number of differant
doctors in hospital and there are
concams for narcotics seeking

Karan returns home and continues ta
cara for her child as bast she can

bowel disordar raduced the pain significantly behaviours
Karen avoids her GP because he Karen feels she does not have Karen feels she needs to repeat Karen returns to taking drugs to
does not understand her anyone to contact on bad days herself at every interaction, and

feels discriminated against

cope with the debilitating chronic
pain

In future, the system would address all aspects of Karan's health

Karen has bean complaining of
chronic abdominal pain, possibly due
to chronic pancreatitis or function

Tha GP explains the different
treatmant opions available to Karen,
but explains that she will nead long-

lasting eoping mechanisms lo stop

The GP puts Karen in louch with the
ICC team whio visit her at homa to
put togather a long-term cane plan

and discuss her difficulties around job

With the right pain managermsent,
Karean bagins attending job interviews
and I saving o be able to rent har

bcweed cliereies using drogs and alcohol and housing security PR
Karen reaches out to her GP in Karen is nervous but positive Karen begins to feel supported Karen feals more secure in her
the knowledge she will be about the future for the first time and thinks about ability to provide for her
listened to her future daughter




Eve iz 85 years old and lives with her husband George on a very low income in social housing. Eve suffers from a painful and debilitating back condition and finds it
increasingly difficult to walk or lake tips oulside the home. She recently tripped and fell at home, fracturing her hip.

Eve is taken into the care system and feels she cannot live indepandently

Ewe is admitted to hospital and hear
fraciure is surgically treated. A minor
heart attack during surgery results in

her staying in hospital for 7 days

Al discharge, Eve is admitted to a
care home to recover and told that
whan she returns homea thare wauld
be daily visits from carars

Eve retumns home, and the carers
arrive, bul the care plan is poorky
communicated leading o confusion

Eva worries that she will fall at home
again, and is worried about the
possibility of anolher surgery and
recuperation

o

Both Eve and George are worried
about hear health and whether
she can stay at home

-

George is worried about his
ability to cope with caring for
Eve

&

Eve and George feel lost in the
care system, and wish they could
Juist visit the family GP

—

George is worried about Eve but
does not know what to do

In future, both Eve and George's preferences would be taken into account

Ewve is admitted to hospital and her
fracture is surgically treated. A minor
heart attack during surgery results in

her slaying in hospital for 7 days

Al discharge, Eve is admitted to a
care home to recover. An ICC worker
sits with Eve and George to
understand thair care preferances
and explain the role of the carers and
thair GP

The carers have a preliminary visit to

the house, explain their imetable and

assass the home for fall risks, adding
support struclures where possible

Eve's GP and carer communicate her
progress: Eve is starting o take
walks and trips outside her home
again

1_

o

1

o

Both Eve and George are worried
about her health and whether
she can stay at home

Eve and George are comforted
they can still involve their family
GP of 20 years

Ewve and George are happy with
the care package

Eve feels more confident both
inside and outside her home




Mrs Smith is a 65 year old lady who lives alone in a rural area in West Cumbria. She has been diagnosed with metastatic breast cancer after a recent admission to West
Cumberland Hospital. She is known to the Primary Care Team and has been referred to the Community Palliative Care Clinical Murse Specialist and is currenthy waiting to see

e Nas mo Ckear
cancer treatment

Mrs Smith is told she has metastatic
breast cancer

bdrs Smith is referred to Oncology

but does not see anyone during her
admission

She is referred to the Hospital
Palliative Care Teamn as she has pain
and other symptoms

She is discharged home and receives

an appaintment for Oncology for 2
weeks time at Cumberland Infirmary

Carlisle

Shie feels alone and unswoparted

Kirs Smith is anxious about delays in
trexbmeent - knowing that time is important -
aarrying that her cancer is spreading further

firs Smith agrees to start some pain killers
but is ardous abowt the implicatons of 2
"Pallaitive Care Referral®

She is anxious because of the 2
wiaek wait and also concerned about
travelling the 88 miles round trip to
the appointment

Oncology Clinics only held im Carlisle for all patients in Cumbria for new patients

Palliative Care Service includes services provided by Hospice atHome West Cumbria

The Commaunity Paliative CHS Nurse maloes

contact and arranges to see Mrs Smith in her
s homie a few days kater and katses with

the GP to commence ongaing pain killers

The Community Paliiative CNS contacts
oncology dept to see if this lady can be seen
nearer home. However the Onoology dept
only hold clinics in Carlisle for new patients

Mrs Smith becomees increasing arodouws
about the Onmlogy Appointment and her
paiin resulting in her contacting CHOC seweral
times over the weekend. This resultsin an

admiszion o WEH

Hospital Palliative Care Team arrange far
Hospice at Home Nurse ta travel with frs
Smith in A&mbulance to her Oncology
appointment o provide support and ghee
pain meds ¥ needed

Mirs Smith is grateful for the support from
the Palliative Care Team howewer remains
anxicus about the oncology appoirbment as
she doses mot drive: and finds her pain is
increased with travel

Although grateful that the CNS has tried -
bArs Smith & anxicus and disappointed that
she still kas to traved to Carlisle

Hospital 5taff refer to Hospita
Falliative Care Team

¥rs Smith feelk relieved that she is nat alone
although stll finds the journey very
exhausting and painfu




M Jones is a 55 year old gentlernan with metastatic bawel cancer whose condition was deteriorating. He lives with his partner at home in Egremont . He has troublesome
nausea and varniting and his symptoms are increasingly difficult to contred at home despite intensive input from the GP, District Nurses and Palliative carsTeam. Mr Jones
is reluctant to accept acute admission due to negative past experiences but would agreeable to admission to a Specialist Palliative care bed at WOH [this was also his
preferred place of care for End of Life care).

Mr Jones and his family are increasingly struggling at home

Padliative Cari Fsrdic al niam witic AAr koncs at
hosriie o thwara wacs o0 Baods on the Specialicn
Paliaties Cane st &1 WOH and change

Falbaieg day Palkiative Care Madical Team
it M7 Jorsas at homie shots condition Bad

detafiorated forthar, cominuing oo vomit and

Palliathar Modical Team comlact Edos Valley
Hospios ot Carlichk (24 mikes away) who Bad

Falaitiei Medica Toam Kt wach no oy
chisios but 1o provide addinkeeal ingt at

a2 bl ] S A i VAL |razet il iner e DEMTICE Ao wvisits,
waits in & K E for Aoute Bods and na Wiest Cumbinia and ansege for Suids oo be
availabis Community Hospital Biads el & Peovmie and Hoss Deygin s B
with B iy e
Pl Joviss vk hapesy el i wad abla 1o Bave WAr domes Sk 50 poary thart e will adoet

i SLpET &1 Boima and avokd o8 aiite
adnesion. Aoy deo ppsiiied thal o

b smiach araailabsbie o Cher PalBartig Cande: Lisdt

admesiod “Ervadarre ™ althsogh soll
o pisimn terd that soll ne Bd on Palkative

Cara Lt a1 WTH

Pelr Boviich Tomats mied wivmvidl no traweel oo Edan
alliry Hhos g O 10 wvaal i & K E at WACHL

maluctaimhy B chiesds Do Slay &1 Foima

R Jones pranedul Tor the sopport ot e
el watnald Boww prefared an admssion oo s
Faliatres cane bad

Following the weekend

Specialist Palliative Care Unit at West Cumberiand only had 4 beds and requests for admission often exceed capacity

Palliativ B adhcal Tadfn fardise MAT 1o ot
[T ol T T

Fo Palliathd Ca Bodi gl Family
PiaLhis eriks goint and 3 unabke 1
Flnagi al hosk ivan with the a3ditional
U

Apts Teum Admbson Jiramnged by Palliatae
Cana Mol Taah ab Chais wdid fad

Palliative Care Unit bods a%d 1o Communily
hirigital b rezalable

Afvad 48 hodirs Bod Bocosas v ila bk o
Spocialar Palliatis £3ea it 3 WCH and
Padliative Medical Team arrangs 1o ransder
Mr Jornes 1o RS Profernad plaos of Care

M Jorss tewk shghtly barier with thi:

aditional Suits and chadg e TR i O P
Farsliy SrudEling Do mada i daspite
Faraased sUpEart. Mi Joms Fiaduoilieg

a ATCRR

Farnily i 2 i bk 10 o 0nl ifiio 0o
SoPEOT PAT M O Loy &1 M and ans
becoming mcreasiegly disoressad at his
Satariorating situation They oo awafe Bis
prafarsaerd o ¢nd (o Lite i 0o b adeamed 1o
thet Epatiabsr Palliatis

Cumberand Hosptal

L2000 Uil S W

Pl S reducta iy sadoals Satuld i isihodan
as Bek Tosaks Ol i hids Ao oE e alaiee . Fosile
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GF and Palliatien Care Commenity CNS. He abio sees the Decology ConsuBant i cinic.

Hr Bremn boan B pear old pentlaman whe e with wites and deaghter in Wk Cumina. He Ran metastatic prestite camcer and is knowen %o hies sidaipresd Bene secendario. He b well knowsn o kis

Suspected SpEnal Cond Compression is an Oncology emergency

Bt Ercem's daughlir contacti the GPF Paliatina CHE comslacts Mr Browen's daughter G ard Palliatiwn ONS whill dnd dew concirmnd AP contadi Pallatre Cees Comulant e
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Mrs Smith lives alone in Workington. Her husband passed away two years ago and since then, Mrs Smith has spent long periods of time alone at home. Her home is becoming extremely
cluttered and her GP has identified a potential hoarding issue at a recent home visit. Her GP has also diagnosed her with depression and a high BMI.

Mrs Smiith is socially isolated due to her depression and this is resulting in hoarding and is preventing her from accessing support to help with her weight. This is impacting on her overall
health and wellbeing, resulting in regular visits to the GP.

Mrs Smith is isolated and lacks social
support to improve her health

Mrs Smith is at increased risk of falls and
infections due to her poor living
environment

Mrs Smith is at increased risk of
developing diabetes and musculoskeletal
conditions due to her weight

Mrs Smith’s GP is becoming increasingly
frustrated that Mrs Smith’s health is
deteriorating despite his best efforts

:

Mrs Smith’s depression warsens

Mirs Smith says she doesn’t care i she gets il
or has an gccident because she could go to

hospital and be looked after for o while

l

Mrs Smith soys the aches and pains
make her feel even worse

¢

Nrs Smith wants her GF ta visit her at
hame mare aften

In the future, Health and Wellbeing Coaches (HAWC) are part of Integrated Care Communities and can provide flexible 1-1 support to people who have a range of complex health and sodial
wellbeing or lifestyle needs. The GP speaks to the local HAWC and arranges a referral.

The HAWC spends time with Mrs Smith
and supports her to make contact with
old friends and a local bereavement
group

The HAWC works with the district
council and local third sector partners to
help Mrs Smith make improvements to
her home

The HAWC accompanies Mrs Smith to
the local weight management group
[where she then receives 12 free
s£55i0ns as part of the weight

Mrs Smith’s GP is becoming increasingly
frustrated that Mrs Smith’s health is
deteriorating despite his best efforts

management programme)
Mrs Smith’s saciol netwarks grow and Mrs Smith feels mare confident having Mrs Smith loses weight and her Mrs Smith’s has less oppointments with

her mental wellbeing improves

friends to visit

wellbeing impraoves

her GE. who is pleased to see her
heaith improving




