
 

 

 Case study: Integrated 
Community Services 
(ICS) 

Patient history: 

A 78 year old female patient was referred to 
the ICS Leigh Hub following discharge from 
hospital. She has end stage heart failure with 
symptoms including breathlessness, weeping 
legs and palpitations. She lives alone and is 
socially isolated. 

What was the patient’s journey into ICS? 

The patient’s referral into ICS was via the 
Discharge to Assess pathway and the patient was 
allocated to Rapid Response (community virtual 
ward) due to a high risk of hospital readmission 
due to deteriorating heart failure. 

The Re-ablement Wraparound Team (RWT) was 
called in to provide occupational therapy support. 

What did ICS provide? 

RWT noted that on the second day after 
discharge the patient had deteriorated with 
worsening oedema, weeping legs, a lacerated leg 
due to a minor injury, reduced mobility and 
greater difficulty breathing when walking around 
the house. She was also sleeping in a chair as 
she was unable to lie flat and was at risk of falling. 

The patient’s case was discussed at the daily 
huddle as she was at high risk of readmission and 
her GP was notified. 

The patient was managed jointly by the 
Community Matron and RWT. 

A review of medication revealed that all renal 
toxic drugs, including diuretics, had been stopped 
in hospital due to acute kidney injury.  However, 
blood results on discharge showed that renal 
function was normal. 

“The patient’s case 
was discussed at 
the daily huddle as 
she was at high risk 
of readmission and 
her GP was 
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The huddle agreed to restart diuretic medication and 
continue to provide Rapid Response care. The GP was 
notified. 

A commode was ordered as the patient was on 
diuretics. 

A Falls Risk Assessment was carried out. 

District Nurses carried out checks of pressure areas 
and to provide dressings for legs. 

The Rapid Response Team provided intense care with 
two to three visits per day until the patient was stable. 

The patient was referred to the ICS specialist cardiac 
nurses to work alongside the matron and to review 
medication and any impact on kidney function. 

Hospital at Home team were put on standby and social 
care asked to assess for a care package, if needed. 

The patient was under regular review and an escalation 
plan was shared with all healthcare partners. 

What were the benefits of ICS? 

Patient was able to go home to receive ongoing care for 
end stage heart failure rather than stay in hospital. 

The response times for providing each element of care 
were quicker than in a non-integrated system. 

Care was more co-ordinated as there was better 
communication between teams. 

Length of stay was reduced and a hospital admission 
was avoided as care could safely be provided in the 
patient’s home.  Coordinated plans were in place across 
health and social care to manage any deterioration in 
the patient’s condition. 

Key contacts for this case study: 

Team: Leigh ICS Hub 

Email: Louise.Simpson@bridgewater.nhs.uk 

 

“Care was more 
coordinated as 
there was better 
communication 
between teams.”  

 

 

“Coordinated plans 
were in place 
across health and 
social care to 
manage any 
deterioration in the 
patient’s 
condition.”  

 

 

 

 

 


