
	

	

	

Case study: Integrated 
Community Services  
 

Patient history: 

A GP was contacted by a family concerned 
about a patient (their father) who had been 
discharged from Sovereign Unit after 
previously being sectioned under the Mental 
Health Act. The family felt that their father was 
not coping well and were going to ring for an 
ambulance as they were at crisis point and 
could not cope. 

What was the immediate response? 

GP referred the patient into Community Matrons 
at the Hindley Hub for review. Hospital at Home, 
were going to see the patient anyway, and were 
asked to take bloods and blood pressure as well 
as undertaking general observations. Results 
were to be passed back to Community Matron 
team. 

Whilst waiting for the results, community matrons 
contacted other partners including the GP, who 
was still at a loss as to the cause of the problems 
being experienced. 

The patient’s daughter was contacted and 
reassured that her concerns were being taken 
seriously, including concerns over changes to 
medication 

How did integrated working help this 
patient? 

The Rapid Assessment Interface and Discharge 
(RAID) team were contacted and suggested 
contacting the Mental Health Recovery Team at 
Clare House. 

The care worker at the Recovery Team had seen 
the patient twice before and provided information 
on the background, including the patient’s 
capacity to make his own decisions and the 
family’s difficulty in accepting this. 

 

“The Hospital at 
Home visit was a 
massive help to us, 
as they can be our 
eyes and ears and 
be relied on to give 
an accurate picture 
of what is 
happening inside 
the home.”  

Members of Hospital at Home team 



	

	

	

	

	

The care worker contacted the family and visited to 
undertake a medicine review.  

A consultant psychiatrist was contacted who suggested 
a medication and telephoned the family to arrange for 
the Home Treatment Team to visit over the weekend 
and call the family to provide reassurance.   

Community matron kept all the different agencies 
informed of what was happening. 

What was the outcome for the patient? 

The patient was able to remain in his own home with his 
family and the family felt comforted and listened to and 
had confidence in our ICS approach. 

Although not personally seeing the patient, community 
matrons were able to achieve a great outcome for all 
concerned. From initial discussions with the GP, family 
and hospital at home, they were able to call on the 
RAID team, Recovery Team and Single Point of Access 
team to deliver a co-ordinated approach. 

Community Matron Jean Harvey said: “I can truly say 
this was a wonderful result. All members of the ICS 
team from North West Boroughs and Wrightington, 
Wigan and Leigh Trusts worked together to achieve a 
result which would not have been possible without the 
excellent co-ordination as an ICS team.” 

The GP was also ‘over the moon’ with the result! 

Key contacts for this case study: 

Team: Community Matrons Hindley 

Email: jean.harvey@wwl.nhs.uk 

“The patient was 
able to remain in 
his own home with 
his family and the 
family felt 
comforted and 
listened to and had 
confidence in our 
ICS approach.” 

 

“Although not 
personally seeing 
the patient, 
community matrons 
were able to 
achieve a good 
outcome for all 
concerned.” 

 


