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Who can refer to the Specialist Palliative Care Team? 

For Vale of York GPs, community referrals can be made by GP, District Nurses, 

and Consultants. Urgent referrals can be made by ward Doctors, and Clinical Nurse 

Specialists.  For all other non-urgent clinical referrals from the hospital, please refer 

initially to the District Nurse Service  

In hospital referrals can be made by ward teams and specialist services. 

Any health care professional can ring and discuss a referral and be signposted to the 

potential appropriate referrer or service.  

Referral criteria  

Our aim is to ensure that all patients/carer with specialist palliative care needs 

receive appropriate treatment or support irrespective of their race, sex, disability, 

colour, nationality, ethnic origin, religion, marital status, sexual orientation or age.  

The patient and carers must require additional specialist support over and above 

that already provided by the existing care team.  

We accept referrals for: 

Patients with active, progressive and life-limiting illness and 

 Complex unmet physical symptoms e.g. pain, nausea, agitation (list not 

exhaustive) 

 Complex psychological issues e.g. uncontrolled anxiety or depression, 

cognitive or behavioural issues 

 Complex emotional and spiritual issues involving family or carers, unresolved 

issues re self-worth, loss of hope, request for euthanasia, unresolved religious 

or cultural issues 

 Complex social issues particularly relating to communication or learning 

difficulties 

 Where referral to hospice is being considered 

 Patients requiring specialist rehabilitation to enable them to adapt to the 

limitations of their condition and to maximise their quality of life.  See page 7 for 

York community palliative care therapy referral criteria  Referral form Appendix 

2 or link http://staffroom.ydh.yha.com/clinical-Directorate-Information/master-

clinical-document-library/palliative-care/referral-form-and-criteria-for-specialist-

occupational-therapy-service 

 Staff requiring support in order to continue caring effectively for patients as 

outlined above 

 Health care professionals should make the referral and ask patient’s consent to 

do so. They should not advise the patient/carers to contact the team directly.  

http://staffroom.ydh.yha.com/clinical-Directorate-Information/master-clinical-document-library/palliative-care/referral-form-and-criteria-for-specialist-occupational-therapy-service
http://staffroom.ydh.yha.com/clinical-Directorate-Information/master-clinical-document-library/palliative-care/referral-form-and-criteria-for-specialist-occupational-therapy-service
http://staffroom.ydh.yha.com/clinical-Directorate-Information/master-clinical-document-library/palliative-care/referral-form-and-criteria-for-specialist-occupational-therapy-service
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Non-urgent referrals should fit above criteria and will be contacted within 2 working 

days in the hospitals and 5 working days in the community.  

Urgent referrals should fit the above referral criteria plus  

 Rapidly escalating symptoms.  

 Rapidly deteriorating.  

 Patient/carer at risk of harm.  

 Vulnerable social/psychological situation. 

York Community Palliative Care Services single point of access. Please discuss 

all urgent referrals with the duty CNS in community via 01904 777770 and complete 

a referral form to be sent to sleho.spcreferral@nhs.net  Appendix 1 or link  

http://staffroom.ydh.yha.com/policies-and-procedures/clinical/palliative-care/referral-

form-for-specialist-palliative-care-team-selby-york-and-st-leonards-hospice 

York Hospital. Please discuss all urgent referrals directly with the SPC Nurse in 

Charge via 01904 725835 and complete an electronic referral on CPD.   

Scarborough Hospital.  Please discuss all urgent referrals directly with the CNS 

team via 01723 342446 and complete an electronic referral on CPD.  For urgent 

calls on a weekend, please call 07423 794399. 

Urgent hospital referrals will be contacted within 24 hours 

mailto:sleho.spcreferral@nhs.net
http://staffroom.ydh.yha.com/policies-and-procedures/clinical/palliative-care/referral-form-for-specialist-palliative-care-team-selby-york-and-st-leonards-hospice
http://staffroom.ydh.yha.com/policies-and-procedures/clinical/palliative-care/referral-form-for-specialist-palliative-care-team-selby-york-and-st-leonards-hospice
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Availability of service and contact details  
The hospital and community nursing teams are available 7 days a week  

Base/ Locality Core Service Hours Telephone No 

Community Palliative Care Team 
The Lodge 
St Leonard’s Hospice 
185TadcasterRd 
York 
YO24 1GL  

08:30 to 16:30 

Out of hours medical 
advice is available by 
contacting St 
Leonard’s Hospice on 
01904 708553 

01904 777770 
 
If your call cannot be 
taken, please leave a 
message.  Messages 
are checked regularly 
throughout working 
hours   

York Hospital Palliative Care Team  
York & Scarborough Teaching 
Hospitals  
Wigginton Road  
York 
YO318HE 

08:00 to 16:00 

Monday to Friday 

Weekend & Bank 
Holidays 
 
Out of hours medical 
advice is available by 
contacting St 
Leonard’s Hospice on 
01904 708553 

 

01904 725835 

01904 721106 
 
If your call cannot be 
taken, please leave a 
message.  Messages 
are checked regularly 
throughout working 
hours   

Scarborough Palliative Care Team 
York & Scarborough Teaching 
Hospitals 
Woodlands Dr 
Scarborough 
YO12 6QL 

08:30 to 16:30 

For urgent calls on a 
weekend 

Out of hours medical 
advice is available by 
contacting St 
Catherine’s Hospice 
on 01723 351421 

01723 342446 

07423 794399 

 
If your call cannot be 
taken, please leave a 
message.  Messages 
are checked regularly 
throughout working 
hours   
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Levels of intervention  
Depending upon the reason for referral, or the needs of the patient / carer, several 
levels of intervention are available:  

Level 1 Advice, information and support only.  

Level 2 Involves a single consultative visit which may be a joint visit with the referrer. 
The focus is advice to enable the referrer to manage patient’s problems effectively.  

Level 3 Short term interventions in relation to specific unresolved problems. The 
intervention will be to discharge the patient from the service back to the referrer 
when the patient’s needs have been resolved.  

Level 4 For patients with multiple complex problems that need specialist input over a 
long period of time.  

The team will assist the key worker in assessing the needs of patients and will not 
take over the care but will act as a specialist resource.  

Discharge from the Specialist Palliative Care Team: 
Patients referred to the York and Scarborough Hospitals Trust palliative care service 
will be given verbal information on the role of the team, which is explained in more 
detail in the provided palliative care leaflet. It will explain that when the patient’s 
specialist needs are met they will be discharged from the team’s caseload to the 
ongoing care of the key worker.  Patients will be discharged from the Specialist 
Palliative Care Team service in collaboration with patients and carers when: 

 The patient no longer has a specialist palliative care need e.g. pain controlled 
or presenting issue resolved.  

 The patient changes care settings, the individual team will discharge and 
readmit if appropriate. 

 The patient/carer moves out of the area. Referral will be made to a specialist 
palliative care service in the area where the patient will be resident, if 
appropriate. 

 The patient/carer no longer wishes Specialist Palliative Care Team input. 

 Where a contractual arrangement exists with a patient/client whereby the 
period of support reaches a previously agreed end point.  

 When there has been no contact with the patient/carer for six weeks. 

 When a patient is admitted to another care facility and no longer is under the 
teams’ care 

On discharge from York community palliative care the appropriate health care 
professional will be notified by letter. Copies of the letter will be sent to patients at 
their request. Community discharge letter to GP Appendix 3.  Community discharge 
letter to patient Appendix 4. 

Re-referral to the Specialist Palliative Care Teams can be made at any time, if 
problems re-occur or new problems arise, by following the referral procedure. 
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Referral Criteria for York Community Palliative Care Therapy 

The community palliative care therapy team provide Physiotherapy and Occupational 

Therapy intervention to: 

 Adults over the age of 18 

 Living with a life threatening or life limiting disease 

 Who have complex physical and/or psychological needs which cannot be 

managed by community therapy 

 teams.  

 Patients must be registered with a York or Selby GP practice. 

The team can support individuals with the following difficulties: 

- Physical deterioration impacting on mobility, transfer ability and risk of falls 

- Reduced independence with daily activities and requiring equipment/advice 

- Fatigue management 

- Anxiety management 

- Breathlessness 

Physiotherapy 

 Patients who require exercise 
guidance and support following 
chemotherapy. 

 Patients with advanced or rapidly 
progressive disease, which are likely 
to deteriorate rapidly. (Fast Track 
patients) 

 Patients with mobility problems or a 
track history of falls, who may require 
timely provision of equipment and 
advice, aimed at avoidance of 
unnecessary hospital admissions. 

  Patients and carers who require 
manual handling advice, or 
wheelchair provision. This is 
particularly relevant for patients with 
cerebral metastases, brain tumours 
or following spinal cord compression. 

 Patients with cancer related 
respiratory problems who may need 
advice on chest clearance 
techniques, breathing exercises, 
pacing advice and practical advice 
around the use of prescribed home 
oxygen therapy. 

 Provision of TENS machine for pain 
management. 

Occupational Therapy  

 Provide a functional rehabilitation 
programme to enable patients deal 
with the complex difficulties 
associated with their condition (e.g. 
fatigue, anxiety, breathlessness, 
pain, balance or memory problems). 

 Assistance to participate in activities 
related to study or work, including 
advice regarding return to work. 

 Lifestyle management advice to cope 
with fatigue or altered level of 
independence. 

 Advice regarding coping strategies 
for dealing with cognitive dysfunction. 

 Facilitating psychological adjustment 
to loss of function. 

 Support and education to carers 
resulting from patients changing level 
of functional and/or cognitive ability 

 To provide support and practical 
advice to patients, families, and 
health care professionals for 
terminally ill patients who wish to die 
at home or in the community. 
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Appendix 1   Referral Form for Specialist Palliative Care Services 
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Appendix 2 Referral form to York Community Palliative Care Therapy 

 

 

Please send all completed referrals to yhs-tr.palliativecaretherapy@nhs.net 

Feel free to contact the team to discuss any referrals 01904 724548 

 

 

 

 

 

 

Name: 

 

York Hospital No: 

NHS No: 

Consultant:  

Ward:  

Date of Birth: 

 

Next of Kin/Carer: 

 

Primary  Care Contacts: 

***NB    Patient must be 

registered with a S&Y GP *** 

 

Address 

 

 

Tel no: 

Address (if  different) 

 

 

Tel no: 

Diagnosis:  
 
 
 
Is patient Fast Track? Yes/No 

Treatment: 
Radiotherapy Yes/No 

Chemotherapy Yes/No 

Oxygen therapy Yes/No 

No more curative  Yes/No 
Is patient aw are of diagnosis?  Yes/No Is a DNACPR in place Yes/No 

Social History: 

Lives w ith: 

Types of property: House/Bungalow /Flat 

Key safe: Yes/No    Number: 

Lone w orker risks: Yes/No 

 

Past Medical History: 

 

 

Referral to: delete as appropriate    Occupational Therapy/Physiotherapy/Joint 

Reason for referral:  

                                 

Please delete below as appropriate 

Symptom Management: 

Pain  

Breathlessness  

Fatigue  

Anxiety/relaxation 
 

Function/Lifestyle Management: 

Mobility  

Transfers 

Stairs  

Falls 
Cognition  

Activities of Daily Living  

Return to w ork/education 

Additional Information: 

 

 

Is patient aw are of this referral? Yes/No 

 

Is patient know n to Specialist Palliative Care Team?  Yes/No 

Referred by: (name and designation) 

 

Contact phone no: 

Signed: 

Date: 
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Appendix 3 Community discharge letter to GP 

  

 
 
 
 
 
 

 
Our ref:  
 
 
Date 
 
GP Name and Address 

 
Specialist Palliative Care Team  

The Lodge 
St. Leonard’s Hospice 

185 Tadcaster Road 
York 

YO24 1GL 
Tel:  (01904) 777770 

 
 

 
Dear Dr……… 
 
Re: {Patient Name and Address} 
 
{Patient name} has recently received advice from the Community Specialist Palliative 
Care Team. 
 
At this time {patient name} does not have any unmet specialist palliative care needs, 
therefore has been discharged from our service. 
 
However, if anything changes within the next three months and you do need to 
contact myself or the Community team please don’t hesitate to contact us on the 
above telephone number.  
 
Please be aware that after three months [patient name} will need to be re-referred 
using the Specialist palliative care team referral form and forwarding to 
sleho.spcreferrals@nhs.net . 
 
With best wishes. 
 
Yours sincerely 
 
 
 
 
 
Named nurse 
Community Macmillan Palliative Care Clinical Nurse Specialist (CNS) 
 

mailto:sleho.spcreferrals@nhs.net
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Appendix 4 Community discharge letter to patient 

 

 

 
 
 
 
 
 

 
 

 
 

 
Specialist Palliative Care Team  

The Lodge 
St. Leonard’s Hospice 

185 Tadcaster Road 
York 

YO24 1GL 
Tel:  (01904) 777770 

 
 

Dear   
 
As you have been admitted to another care facility you have been discharged from 
the palliative care service case load. 
 
When you return home, please ring the number above if you continue to require 
community palliative care services. 
 
If you have been away from the service for 3 months or more please ask a health 
professional to do a referral back to the service.  
 
With best wishes.  
 
Yours sincerely  
 
 
 
 
Named nurse  
Community Macmillan Palliative Care Clinical Nurse Specialist (CNS) 
 


