
	

		

Case study: Integrated 
Community Services  
Patient history: 

A mum of two children aged seven and 10 had 
been admitted to hospital several times due to 
severe sudden onset asthma. Her husband 
and mother had recently deceased and other 
family members do not live in the borough. 

She sees the respiratory physicians and 
asthma nurse on a regular basis, but she has 
previously refused hospital admission due to  
worries about her children being taken into 
care as she has no family members living 
nearby.  

What was the patient’s journey? 

The patient was referred for assessment into the 
Community Matrons team (now part of the 
Integrated Community Service) in Hindley.  

What was the plan? 

She was taken to Place Base – a daily group that 
discusses complex cases with representatives 
from police, housing, Complex Dependency 
Team, Start Well and other partners. 

An application for housing (to another local 
authority area) near to her other family members 
was reviewed and it was found that important 
information had been omitted. The application 
was re-submitted to housing with supporting 
evidence. 

The patient’s medication was reviewed and it was 
discovered that regular antibiotics and steroids 
prescribed by a GP were not necessary 

The Community Matron attended the monthly 
respiratory Multidisciplinary Team (MDT) 
meetings and it was agreed the patient should 
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ring the asthma nurse or respiratory physician as 
required. A letter was written to the GP requesting not 
to prescribe further medication. 

A referral to social services was made via the ICS hub 
and a plan was made to take children to family 
members out of the area in the event of the patient 
needing to be admitted to hospital. 

What was the outcome for the patient? 

Reassurance that plans are in place to ensure the safe 
care of her children if she needs a hospital stay. 

Regular monitoring of her wellbeing, to manage her 
condition and keep her as well as possible. 

Her housing needs are being addressed and a three 
bedroom house offered to her which is within walking 
distance to her other family members. 

What was the experience of staff? 

Community matron Jean Harvey said: “We are all 
delighted with the way that everyone has worked 
together to achieve this fantastic outcome for the 
patient, including the ICS, Hub, the MDT and other 
agencies. A credit to everyone involved.” 

Key contacts for this case study: 

Team: Community Matrons Hindley 

Email: jean.harvey@wwl.nhs.uk 
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