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All Rowans Hospice services aim to offer assessment; treatment; support; and care; to as 
many people in our area as we can.  Hospice at Home service criteria are also available. 

The Hospice in-patient unit resources will be used fairly and equitably, maximising the 
benefit to all those in Portsmouth and South East Hampshire who require specialist 
palliative care or require supportive care in the last days of life. 

This document has been amended in consideration of reduced capacity during 2019/20. 

Categories: all patients will be assessed by a local partner SPC professional 

All patients accepted for IPU assessment and treatment will have an identified diagnosis/es 
with prognosis around a year or less, unless on a local Specialist Palliative Care Team [SPC] 
caseload at an earlier stage due to highly complex needs. 
 

Care in dying Patients admitted primarily because they are expected to die within the next 

week or so. 

There may be a need to “hold” on our virtual ward or in QA Hospital. 

Symptom management Because symptoms have been difficult to assess at home or in hospital, 

because specialist therapies are indicated (eg trial of ketamine, specialist 

physiotherapy including acupuncture). 

There may be a period of assessment and adjustment of therapy at home, on 

the caseload of our virtual ward team.  Admission will still take place if 

necessary, however waiting times may exceed the current one week 

standard. 

Acute carer support When care provision has not caught up with a rapid deterioration in the 

patient’s health and functioning. Exhausted carers have a break, the patient 

is safely cared for and discharge planned, often with increased support. 

After medical triage, the need will be assessed by a senior Hospice at Home 

team nurse.  If the need is for hands-on care in a crisis and while specialist in-

patient therapist input / medication and symptom management changes are 

assessed to be unnecessary: the aim will be to offer support for the family 

carers whilst Fast Tracked continuing care is organised.  In-patient care may 

not be required.  For optimum efficiency, Rowans Hospice Social Workers 

may request referral whilst the patient is at home. 

Specialist rehabilitation After an acute functional decline, assess potential and optimise functional 

ability. Achieve a safe discharge. 

This category involves therapists primarily (is physiotherapist-led), with the 

support of IPU nursing care until such care can be transferred elsewhere.  

Rowans Physiotherapists will seek an opportunity to liaise with colleagues in 

hospital or community and understand the goals; assess realistic potential for 

rehabilitation; and triage for urgency.  Waiting times may exceed the current 

one week standard. 

Psychological support Patients accepted by the Clinical Psychology team for intensive assessment 

and therapy, this follows outpatient assessment by that team. 
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Waiting times may exceed the current one week standard and date-specific 

admissions may not be possible when we are running a waiting list and 

virtual ward. 

Multi-professional 

assessment 

Assessment of multiple problems using a multi-factorial problem-solving 

approach. 

Waiting times may exceed the current one week standard and date-specific 

admissions may not be possible when we are running a waiting list and 

virtual ward. 

Care planning from 

hospital to home:  

Patients admitted to assess symptoms, reset expectations and achieve a safe, 

supported discharge. 

We have offered some additional workforce resource to the hospital 

palliative care team and additional medical hours are in place. If the need is 

for transfer for symptom management, that category applies.  We are 

unlikely to have capacity for open-ended discharge planning, whether to 

home or a nursing home. 

In all categories If improvement is seen, or stability established, we plan for a safe discharge 

(we have no continuing care facility) 

We will continue to support on the virtual ward any patient who has been 

discharged with adjustments still to make: the symptom management spell 

will be handed back to the GP and community teams once stable.   

For these VW patients, nursing SOS support (Hospice at Home) and medical 

advice to those nurses will be available 24/7.  The need for hospice medical / 

NHS community specialist MDT face to face input (Monday to Friday) will be 

negotiated on a case by case basis. 

We will also offer SOS support to those discharged with any delay to package 

of care (eg weekend discharges). 

We will not discharge people awaiting a package of care when that care has 

not been organised with a start date. 

 
Booked carer support (respite for families caring for a person with a stable long-term 

condition) will not be possible while we are running a waiting list and virtual ward. 

 

“out of area”: For patients in Petersfield / Liss and so on, a number of GP practice areas 
are offered our service: please see the “Midhurst catchment” document. The in-patient 
admission offer has not changed – they have the same access as patients under our 
partner SPC teams.   
However in the event of delays to admission, such patients at home will continue to be 
supported by the Midhurst team (+/- Rosemary Foundation) rather than our virtual ward.  
Patients from that area and in QA Hospital will be triaged using the same criteria as all 
other in-area patients.  
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Special Considerations: conditions requiring shared care  

Patients with advanced progressive conditions may have co-existing conditions which 

must not prevent them having the same access to specialist palliative care as others 

without such a condition. Special cases include: 

1 Severe learning disability, patient in 

residential care environment 

2 Severe mental illness requiring specialist 

management of resulting challenging behaviour. 

or supported independent living 

environment with intensive input.  

3 Dementia causing disorientation with 

need for constant supervision. 

A new environment with unfamiliar 

carers makes deterioration more likely.  

Specialist palliative expertise may be required for a 

patient with dementia, with or without another life-

shortening diagnosis, we would prefer to offer this 

where the patient is to minimise further distress. 

Planning for safe admission in such cases necessitates a risk management approach. 

Specialists in palliative care will work with key workers to establish whether admission is the 

best option. In many cases, intensive palliative care input in the patient's current place of care 

is more appropriate. 

Colleagues from the appropriate team (for example Learning Disabilities Team, Mental Health 

team) with whom the patient is familiar will be encouraged to share in care planning and if 

possible they or family members may form part of the caring team during the admission. 

Admission may be delayed until a suitable room is available and/or additional nursing staffing 

can be arranged. 

Cognitive impairment due to the primary disease and 

leading to need for constant supervision 

Specialists in palliative care will establish whether admission is the best option. In many cases, 

intensive palliative care input in the patient's current place of care is more appropriate. 

This remains the case during the time of reduced IPU capacity, it is not a change. 

 

Inappropriate Requests 

conditions requiring admission to acute hospital setting & rationale for each 

These are described on page 4 and are unchanged from our standard policy 

(full document approved by HEG / Trustees 2018) 
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Inappropriate requests in detail 

Rapid global deterioration, 

reason undetermined 

1. Deterioration in the presence of advanced progressive  illness 
and for which a prior plan has been made for "no further 
intervention" is covered in the categories "care in dying" and 
"multi-professional assessment". 

2. Investigation for infection, biochemical or haematological 
causes amenable to treatment would be inappropriately 
delayed by hospice admission.  

[if not explained by progression 

in a known terminal condition] 

Acute psychiatric presentation 

NB we are not an NHS 
hospital 

If a patient requires liaison psychiatry assessment and advice or 

review by their own mental health team we hamper their access 

to this by admitting to a site where these are not available. 

Admission for intravenous fluids If a deliberate decision has been made to resuscitate or maintain 

a patient with intravenous fluid this should be done in the 

context of acute care: with on-site medical teams 24 hours a day 

and the potential for rapid turnaround blood testing. (NICE 

guidance) 

Drug infusions can be given at the hospice in appropriate cases, 

via an intravenous infusion monitor. 

Platelet transfusion Platelet transfusion carries a significant risk of adverse reaction. If 

it is indicated the need for intensive monitoring makes this a 

hospital procedure. 

Endoscopy Including assessment for stent placement where this would be 

appropriate and desired by the patient. 

Radiological investigation Both the investigation and treatment decisions are delayed if the 

patient is in the hospice, requiring transport to and from hospital. 

Possible fracture or other 
significant injuries (consider 
pathological #) 

Injuries need to be defined and, if appropriate, surgical treatment 

considered before a patient can be admitted to the hospice.  

Fractures can happen without a fall. 

Management of life-threatening 
treatment side effects 

Including acute illness in a patient on myelo-suppressive therapy 

(chemotherapy) and surgical complications requiring surgical 

expertise. 

Also including late effects of immunotherapy (serious auto-

immune conditions may present many months after 

discontinuation of treatment). 

Some drainage procedures Abdominal paracentesis requiring frequent blood monitoring or 

albumin replacement cannot be managed safely in the hospice. 

Pleurocentesis and suprapubic catheterisation will only be 

performed at the very end of life when distress requires it but the 

patient is too ill for transfer. 

 


