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Integrated Triage Pathway Guidance
1. Introduction

This document has been created to provide guidance on the integrated triage process, and its intended purpose within the Adult Social Care operational pathway. 


2. Purpose

The objective of the integrated triage process is to:

· Ensure the person is on the right pathway at the right time. 

· Reduce duplication of activity between professionals 

· Reduce the requirements for ongoing care by taking a holistic approach to a person’s period of rehabilitation or enablement

The aim of the integrated triage discussion is to review what support the person requires, ensure the right person with the right skills is working with the individual and determine how urgent their needs are as well as agreeing and what service is the right one to support the individual.

3. Meeting Frequency

There will are 9 integrated triage meetings each day, 4 in the West of the County and 5 in the East of the county. 

1) West Kent North (1:00 pm)

2) West Kent South (12:30 pm)

3) Dartford, Gravesham and Swanley (9:30am)

4) Swale (9:30am)

5) Canterbury (9:00 am)

6) Ashford (10:00 am)

7) Dover
(9:30 am)

8) Shepway (10am)

9) Thanet (11am)


The meetings will be held virtually, via Microsoft Teams.

4. Attendees/Triage Meeting Membership


The following staff members are the core group for integrated triage: 

· Senior Practitioner Occupational Therapist

· Senior Practitioner* (Referral Service)

· Kent Enablement at Home (KeaH) Locality Organiser

*Preference is that this practitioner is experienced/knowledgeable of mental health and learning disability diagnoses.  

Optional members to be called in on a case-by-case/as necessary basis include:


· Kent Enablement Service 

For more information on the purposes of the teams involved in integrated triage please see the appendices below: 

· Kent Enablement at Home (KEaH) see appendix 3
· Occupational Therapy see appendix 4 

· Kent Enablement Service (KES) see appendix 5
5. Criteria/Eligibility


Referrals that are related to the following are not eligible for triage via this pathway:


· Safeguarding Referrals 

· Self-Neglect

· Wealth Depletors (Residential/Nursing Care)

· Continuing Health Care improvers

· Rapid Response referrals requiring KEaH 

· These referrals should access KEaH quickly as per the usual route and will bypass integrated triage.

5.1. KEah Referral Criteria: 

· Keah do not support people with late-stage palliative care, people with late-stage dementia or a late-stage degenerative illness.

5.2. Kent Enablement Referral Criteria

Kent enablement service do not accept referrals for people who: 

· require personal care, and medication administered

· require transport.
· Specialist Health support for Mental Health, (Therapeutic), Dementia, Sensory Assessments. Occupational Therapy, Speech and Language, Physiotherapy, Community Nursing and Forensic.
· Two to one support, we do not have the capacity to provide 2-1 support however they can joint work with teams, other agencies, and professional.

People who have been paying for Care in the Home and whose financial resources deplete are NEW to Social Care and should follow the full pathway, with an initial Contact Assessment undertaken by Area Referral Service and a discussion at Integrated Triage prior to an Assessment.

6. Triage Referral Process/Format

The integrated triage process is as follows:

1) Identified appropriate new referrals are sent to the “PI Integrated Triage” (promoting independence) virtual worker tray for your area on Mosaic by the appropriate referral service worker (i.e., Contact Assessment Officer)


2) The worker submitting the referral records the proposed next steps for the person being referred, including detail on the proposed pathway i.e., OT (Occupational Therapy) support, KEaH support, KES


3) Referrals are reviewed by the Senior Practitioner Occupational Therapist (SPOT), Senior Practitioner (Referral Service) and KEaH Locality Organiser (LO) in advance of the integrated triage meeting (see appendix 1: SPOT Triage Process and appendix 2: KEaH Triage Process).


4) Integrated Triage meeting takes place. 


5) Senior Practitioner (referral service), KEaH, and SPOT initial triage feedback and proposed outcomes shared with group for agreement/confirmation.


6) Complex referrals reviewed and discussed as part of referral discussion (involving relevant professionals as required). 


7) Group decision made on next action for referral and outcome recorded (i.e. KEaH assessment)


8) Receiving team member actions the workflow and moves the referral into the appropriate tray (i.e. OT waiting list, KEaH incoming work tray, community team work tray). 

7. Roles and Responsibilities

There is no chair for this group. As this is a short meeting aimed at ensuring the person is on the correct pathway, each professional is responsible for their own referrals. 

	Role
	Responsibility

	Contact Assessment Officer/ Social Care Officer
	Completes contact assessment and send to PI Integrated Triage Tray



	Senior Practitioner (Referral Service)


	Provide specialist advice 

Support group discussion and decision making

Reviewing referrals in advance of integrated triage meeting and providing initial triage outcome

	Senior Practitioner Occupational Therapist (SPOT)


	

	Kent Enablement at Home (KEaH) Locality Organiser


	

	Kent Enablement Service 
	Provide specialist service advice 

support group case discussion/decision making


8. Appendices
8.1. Appendix 1: SPOT Triage Process
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8.2. Appendix 2: KEaH Triage Process
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8.3. Appendix 3: KEaH Overview 

KEaH is part of the Enablement and Support Services Team (overseen by Barbara Rickman, Assistant Director Enablement and Support Services). 

We are a Care Quality Commission (CQC) registered service, we report on our performance to CQC. We work with older persons and people with a physical disability from the age of 18.

We are a preventative service focused around enhancing quality of life. We provide intensive, short-term and targeted interventions to assist people regaining, maintaining, or developing daily living skills. 

· KEaH operate every day of the year from 7am to 10pm.

· KEaH’s service is provided over a time limited period, usually up to 3 weeks (to a maximum of 6 weeks according to individual need).

· KEaH work with people with support needs setting out individual goals, and the pathway to achieving them. The enablement goals are set in discussion with the person with support needs.

· To support and encourage independence, our highly skilled and diverse staff teams will carry out untimed and goal driven enablement sessions (calls). 

8.3.1. Key aspects of our service  

· People with support needs receiving ongoing services can be considered for enablement by a variety of referrers including from Community Team Practitioners e.g. as an outcome of the person’s care and support review, or their re-assessment.

· This is based on the person’s enablement goals, a potential to increase their independence, or reduce the level of support currently being provided, or in preventing an increase in their level of support. 

· We work with a variety of referrers including those from the Area Referral Service, OT, Community teams, and a variety of Health partners

8.3.2. Working together with other KCC Adult Social Care Teams

· We work within the Care Act and apply eligibility at the end of our service, to identify any ongoing care and support needs. This is completed with the person with support needs, and the Enablement Supervisor.

· Our focus is on enablement as a priority, if there is capacity in our service, in consultation with Locality Organiser (LO), we can support Community Teams, providing additional support around assessing care and support needs.


8.3.3. Triage 
· We hold daily triage meetings with the Senior OT and representatives of the Area Referral Service across all county areas 
· Triage is an important aspect of KEaH, where referrals are thoroughly discussed on their suitability for enablement. 

· A referral that initially appeared unsuitable to KEaH, following discussion at triage with the other professionals, can be reconsidered as suitable for KEaH. 

· Similarly, a referral into the Community Team which seemed unsuitable for KEaH, once contact had been made with the person, or additional information had been received, enablement potential could be identified, and referrals could then be made to KEaH.

8.3.4. Considerations when making a referral to KEaH

· Our Locality Organisers are available to discuss any potential referrals from Community teams.  

· If a referral is unsuitable for KEaH, this will be discussed by the LO and the Senior OT, prior to declining KEaH’s support. All referrals are considered individually. As much as possible based on our capacity, we aim to accommodate short-term requests (e.g. a provider hand back, or bridging request) alongside our other referrals. 

· We support people with a dementia and other health conditions. Late-stage palliative care, people with late-stage dementia or a late-stage degenerative illness are not supported by our service. We do not offer rehabilitation, as this should take place prior to referring for enablement.

· Estimate calls required and for what tasks? e.g. support around personal care, meal prep, medication. 

· Does the person have a support network, how much are they, or would they want to be involved in supporting with enablement? What are the person’s wishes?

· What is your assessment of the person’s level of capacity on decisions relating to their care and support?

· What are the person’s enablement goals? Has the initial assessment been completed?

· If supporting people discharged from residential or respite; is the home environment ready for the person? e.g. medication, food, shopping, heating, cleaning etc. 

8.3.5. Mosaic Work-flow
· This should be sent over to KEaH from a Contact Assessment or from a Care Needs Assessment. 

· Unless it is urgent, we cannot accept referrals on a SIOC as this does not have sufficient detail to triage the referral. Please call or email us if you have an urgent request, if we have capacity and can accept the referral, this can then be processed via Mosaic once accepted.

· When referring into KEaH, we may work alongside the Community Team’s Practitioner. There may be times where we will either contribute to a Care Needs Assessment, or we ask Practitioners to contribute to a Care Needs Assessment, e.g. undertaking joint visits with our Supervisors in the community. 

8.3.6. Our management teams, West Kent
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8.3.7. Our management teams, East Kent
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8.4. Appendix 4: Occupational Therapy Overview 

8.4.1. Overview 

Assessments are carried out by Occupational Therapists (OTs) and Occupational Therapy Assessment Officers (OTAOs) to support Individuals to live as independently as possible in their own homes, this may be through providing equipment or adaptations (minor and major) or advising re techniques to meet their long-term needs. Additionally, double-handed (DH) care reviews to ensure the package of care (POC) is optimised for the person and they are as engaged and empowered within it and the right level of support and equipment is provided. OT often falls within the preventative part of the Care Act 2014. The OT Assessment is a holistic and Care Act 2014 compliant assessment 

Wheelchairs: not provided or assessed for by Social Services, the person needs to speak with GP for a referral. If an OT is actively working with the person, then OT can complete the referral, if person is on the waiting list, it would be quicker for them to see their GP and ask them to refer 

Mobility Scooters: these are private purchase only, neither the NHS nor Social Services provide them. If someone is asking about adaptations related to a mobility scooter we triage and consider these requests on a case by case basis (it might depend whether they have other needs or how the scooter links in (or not) with needs under the Care Act 2014 

Continence Issues/Pads: the person needs to speak to their GP for a referral to the continence nurse. Any social care worker currently involved can refer for a continence assessment (via Local Referral Unit (LRU) form) if person is open to a worker

Mobility assessments’ / Physiotherapy: the person or agency need to speak with GP for referral or if open to a worker they can make a referral to the Intermediate Care Team (ICT) via LRU. If actively open to an OT they can refer for this and some can assess for low level mobility aids (if they have received training from our health colleagues re how to do so), but it may be quicker for the person to go direct to the GP. Please note that if a person can get out to a clinic the GP will refer to an outpatients Physiotherapy clinic as ICT will only assess housebound persons 

Concerns around pain or medication: GP / health Pressure care: is the responsibility of the Community Nurses or Tissue Viability Nurses who prescribe mattresses or cushions, GP can access them or any worker can refer to them via LRU 

Profiling / ‘hospital’ beds: these are funded by and generally provided by health, however if an OT is actively involved, they may be able to place an order for functional needs only (i.e. moving and handling) but health should provide if related to pressure care / nursing / healthcare needs

Replacing broken equipment: if a person is reporting broken equipment, give them NRS’s direct contact number 01622 235300; NRS are then able to generate the paperwork and send through to OT if reassessment required. Basic replacement equipment can be ordered by admin staff who have access to IRIS (NRS) i.e. raised toilet seat 

Collecting equipment: persons who are requesting equipment be collected, please provide them with NRS’s direct contact number 01622 235300, the person can arrange this for themselves. If they are unable to, admin staff with access to IRIS can do this. 

Acute health need / rapid deterioration: if a person/family member/provider makes contact and expresses concern about a persons fast deteriorating health or that the person has suddenly or rapidly “gone off their feet”, the Acute Response Team (ART) or GP are best placed to respond and assess 

Bathing: persons that are on the waiting list and expressing they are finding it increasingly difficult or unsafe to access the bath/shower should be advised to strip wash until the assessment can be completed. We recognise this is not ideal for the person, but it will meet their personal care need in the interim whilst they await their assessment 

Please note we do not provide orthopaedic chairs or any equipment purely to provide or replace furniture 

Waiting List Enquiries: if someone is ringing re an existing referral, apologise for the delay, explain that there is a waiting list, and we cannot provide a date as to when they will be seen. Find out if anything has changed for the person since the referral. Reassure them that they will be seen. If necessary, check the waiting list on Mosaic to see where they are on it – see separate guidance re how to do this 

8.4.2. OT Technicians service
Technicians Service: If I person makes contact and states they feel rails would support them whilst they await their assessment, a referral can be made to the technician’s service. Technicians are trusted assessors and can assess and provide rails, they can also raise furniture. Please refer to the Technicians guide on KNet for a full description of what they can provide – Jeff Woods is the Senior Technician for East Kent: 
https://kentcountycouncil.sharepoint.com/sites/KNet/asch/aschdocuments/Technician%20Supplied%20Equipment.pdf#search=technician%20guide 

CTS57 OT Technician referral form
The person calls reporting they are getting worse: 

· What are current concerns / difficulties? - try and get specifics and some detail (i.e. struggling with bed transfers – is anyone helping them? What bit of the task are they struggling with) 

· What has changed for them which is making things more difficult? 

· Any recent incidents such as falls / hospital admissions / current new illness / change in family circumstances (i.e. bereavement) 

· If recent falls / off legs / illness have they contacted the GP / ART etc? If the client is having mobility issues / recurrent falls then GP / Falls Service may be a more appropriate service for the client (although OT may still be helpful in terms of reducing environmental falls risks

· If they have fallen - how many falls in past 6 months? When was last fall? What were they doing when they fell? Did they lose consciousness / ‘black out’ (fall due to medical reason) or trip (mechanical fall) 

· Based on what you are being told, what are the possible risks – i.e. falls (injury / hospital admission), self-neglect, carer breakdown, risk of other injury to client or carer(s) (musculoskeletal – i.e. from moving and handling)

8.4.3. New Referrals / How do I refer to Occupational Therapy?

Please send Occupational Therapy Assessment Requests where possible as SIOCS- assigned to PI OT Triage. This will enable us to triage the referral and should we require additional information contact the practitioner to gain this. When considering a referral to OT we will check if a health therapist is currently involved where possible and therefore, we may not accept the referral and advise to contact them instead, or potentially offer different advice. This will avoid unnecessary requests to BDU to reopen previous steps for the referring practitioner. 

Within the SIOC we appreciate a pen picture as we look at the person in a very functional way in their environment. The following areas are incredibly helpful:

 • Reason for referral – what would you like us to assess 

• Medical conditions (physical and mental health) 

• Level of mobility - aids used 

• Aids and adaptations in place already (if known) 

• Formal and informal support in place 

• Tenure of property – owner occupier / tenant - Housing Association, council, private tenant 

• Do we need to make initial contact with someone else, such as relative/friend, etc. 

• Are there any health and safety issues for visiting workers? Risks if known 

• Is there anything at all that would be helpful in terms of access, key safe etc  
8.5. Appendix 5: Kent Enablement Service Overview

8.5.1. Referrals

· Kent Enablement Service SHOULD be the first option considered by: Area Referral Service, Adult Community Placement Teams, and Young Person’s Team, 18-25, for Older People, People with Autism, Learning & Physical Disabilities, and Mental Health.

· Referrals can be submitted by: Area Referral Service and Adult Community Placement Teams via Mosaic, and Younger Persons Teams for 18-25, via the Kent Enablement Service Team mailbox.

· They MUST identify the Team or Worker who will hold case responsibility throughout the enablement period and MUST have a Contact or Care needs assessment.

You can add the Community Team as a professional relationship to the front screen on Mosaic, and on the referral.
8.5.2. Inappropriate Referrals

Factors which would indicate that a referral to the service would not be appropriate are

· Individuals who require personal care, and medication administered.

· Who require transport.
· Emergency Crisis Support
· Replacing Care Agency Hours
· Specialist Health support for Mental Health, (Therapeutic), Dementia, Sensory Assessments. Occupational Therapy, Speech and Language, Physiotherapy, Community Nursing and Forensic. 
· Two to one support, we do not have the capacity to provide 2-1 support however we can joint work with teams, other agencies, and professionals.

8.5.3. Re-Referring

· Consideration is given to Teams or Workers re-referring for the same enablement intervention for individuals if there has been a significant change in need and circumstances. These are escalated to triage for final approval.

8.5.4. Breaks in Support due to ill health

· Where an individual is unable to engage in enablement due to ill health or hospitalisation a conversation will take place with KES Senior Enablement Workers, Team or Worker and a decision will be made regarding whether the enablement can be paused for a reasonable period (up to 4 weeks) or whether a re-referral will be required.

8.5.5. Complex Risk and Cases

· Where an individual causes concern with either risk or safety issues these will be immediately reported to the Duty desk, or emergency services called as appropriate. The case will be put on hold until a response is received.

· Where a response has not been received from the named Team or Worker within 5 working days, the case will be escalated to triage for a decision to determine if the individual is suitable for enablement. The person will remain open to the named Team or Worker.

Complex cases could feature the following:

· Poor/inappropriate housing and homelessness

· Individual is a parent and/or Children and Families services involved.

· Individual is open to probation and/or MAPPA

· Individual is open to MARAC/IDVA

· Concerns around a domestic abuse situation

· History of repeated service involvement

· Safeguarding historical/current

· Violence

· Non engagement with services

· Poor progress against agreed outcomes

· Substance misuse

8.5.6. Information and Advice

· We provide HELP DESK at various locations throughout Kent and ADVICE LINE providing individuals with information, advice, and guidance with benefits housing and sign posting as appropriate. The Advice Line open between 10.00-12.00 pm, five days a week Monday to Friday

· The help desk and advice lines should be considered before Teams complete the referral to KES, if not considered we will look at it as part of the screening process completed by KES Senior Enablement Workers.

Please contact the Advice Line Telephone for more details. Tel: 03000 421 127

8.5.7. Telecare

· We complete Telecare assessments for equipment in the home and community. It should be considered as part of the referral, if not considered it may be part of the screening process completed by KES Senior and Enablement Workers.

Please contact the Team Coordinators for more details

8.5.8. Canary Care

· We complete Canary Care assessments It is used as a monitoring system to monitor movements at home. It should be considered as part of the referral, if not it may be considered as part of the screening process completed by KES Senior Enablement Workers. 

Please contact the Team Coordinators for more details

8.5.9. Skills Observations

· Where appropriate a skills observation should be recommended to identify the individual’s current skills and what skills they have potential to develop further, to assess what enablement support is required. They provide evidence on what the support hours individuals may or not require moving forward.

· It should be considered before Teams put support packages in, when support hours are asked to be increased, or at review to evidence if they are being delivered and are required or not. 

· If not considered, we will look at it at as part of the screening process completed by KES Senior Enablement Workers.

8.5.10. Targeted Enablement Interventions

· Information and advice, (signposting).

· Sports and Exercise, Social Groups, and clubs.

· College and education.

· Accessing and using community facilities. 

· Increasing social interaction with family and friends and opportunities for meeting new people.

· Housing, (applications and bidding).

· Menu Planning and Shopping, Food Preparation Safety and Cooking. 

· Domestic Tasks & Laundry. 

· Budgeting, Letters & Bills and Benefits. 

· Safety in the Home, in the Community Safety & Travel Training.  

· Activities (daytime, evening & at weekends).

· Finding work (voluntary or paid).

8.5.11. Enablement Programs

· KES Enablement Workers will work in partnership with an individual to co-produce an enablement program.

· The program is agreed  by the individual and KES and will constitute the agreement for working together. 

· Contain actions and goals identified by the individual which are specific, measurable, achievable, realistic and time limited.

8.5.12. Duration

· The allocated KES Enablement Worker will complete mid-term review of progress of engagement.
· There should be at least one mid-term review, with additional reviews if required.  
· KES Enablement Workers can involve the named Team or Worker and other professionals as part of the review/s if appropriate.
· KES Enablement Workers will update or revise the Enablement Program following all reviews as agreed with the individual.

8.5.13. Closure

· Where enablement goals are achieved, KES Enablement Workers will complete closing review documentation with outcomes and recommendations.

·  Approval and sign off with KES Senior Enablement Workers who will advise named Team or Worker.

8.5.14. Extensions and on Hold

· Where individuals have ongoing support needs and there is evidence that the additional investment will enable the individual to achieve their goals relative to their assessed needs, an extended period of support may be considered, (3 weeks maximum) In such cases approval required by KES Enablement Team Coordinators.

· Cases can be put on hold for a maximum of 4 weeks, with approval from KES Enablement Team Coordinators.

8.5.15. KES Management Team

Quality and Enablement Manager: 

· Stevie Kiggins stevie.kiggins@kent.gov.uk 

Enablement Provision Manager: 

· Paul Tomlinson paul.tomlinson@kent.gov.uk
Enablement Team Coordinators:

· Iwona Karpierzs.  Iwona.Karpierz@kent.gov.uk
· Sharon Keningale Sharon.Keningale@kent.gov.uk
8.5.16. KES Occupational Therapy Team

To support the Kent Enablement Team with issues around; lack of engagement, communication, sensory differences and how to identify these, social interaction opportunities, group work, positive risk taking, behaviours that may challenge and resources.

Occupational Therapist lead for KES Enablement

· Rachel Hardy: Rachel.Hardy@kent.gov.uk
· Sandra Gasson: Sandra.Gasson@kent.gov.uk 

Occupational Therapist Assistant for KES Enablement 

· Nicola Webster: Nicola.Webster@kent.gov.uk
We do not accept referrals that require Occupational Therapy Services.
8.5.17. KES Senior Team

Enablement Senior Workers:
· Tracey Grierson  Tracey.Grierson@kent.gov.uk Sittingbourne and Sheppey

· Steven Dowling-Steven.Dowling@kent.gov.uk Folkstone Town, Folkstone Rural, The Marches
· Eva Santana  Eva.Santana@kent.gov.uk Dover, Sandwich, Ramsgate and Margate
· Stephen Griffiths  Stephen.Griffiths@kent.gov.uk Tunbridge Wells, Tonbridge, Sevenoaks
· Craig Fotheringham  Craig.Fotheringham@kent.gov.uk Swanley, Gravesend,  Swanley

· Carly Gale  Carly.Gale@kent.gov.uk Ashford North &  South

· Adam Barnard  Adam.Barnard@kent.gov.uk Canterbury and Birchington
· Richard Bates  Richard.Bates@kent.gov.uk Faversham and Whitstable On Secondment  from 03-9-23 for 12 months

· Vacancy: Maidstone East & West & West Malling

8.5.18. Administration Team

· Lee Mayhew: Lee.Mayhew@kent.gov.uk
· Jean Hazell :Jean.Hazell@kent.gov.uk
· Sandra Taylor: Sandra.Taylor@kent.gov.uk
· Jean King: Jean.King@kent.gov.uk
8.5.19. Further Information

Please Contact:

· Team Phone Number: 03000 411345
· Team Mailbox: kentenablementservice@kent.gov.uk or you can contact KES Senior Enablement Workers for the Locality they are responsible for, Enablement Team Coordinators or Provision Manager directly.

9. Glossary

KEaH – Kent Enablement at Home

KES - Kent Enablement Service

OT – Occupational Therapy

SPOT – Senior Practitioner Occupational Therapist

LO – Locality Organiser

PI – Promoting Independence

CQC – Care Quality Commission

ESS – Enablement Support Services

SIOC – Significant Information on a case

OTAO – Occupational Therapy Assessment Officer

POC – Package of Care

DH – Double Handed

GP – General Practitioner

LRU – Local Referral Unit

ICT – Intermediate Care Team

NRS – NRS Healthcare (Equipment Company)

ART – Acute Response Team

MAPPA – Multi Agency Public Protection Arrangements

MARAC – Multi Agency Risk Assessment Conference
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