
 

Referral Pathway Management for Rapid Access to End of Life Care (Nursing Home) 

 
 

 

Referral In 

Care Coordinator put on caseload 

More information 

required 

Referral is passed to RADS Team to assess 

Meets referral criteria 

Care Coordinator sources nursing 

home, confirms contract, books 

transport and liaises with 

patient/NOK  

Introductory letter sent to 

patient/NOK 

Care Coordinator schedules in 4, 8 and 12 

week reviews and completes financial 

documentation 

Questions are emailed 

back to the referrer to 

see whether referral 

criteria are met 

Does not meet referral criteria 

– referral rejected 

If the patient is found to have 

stabilised/improved  
If the patient has deteriorated; care to 

continue 

Refer to 

Adult Social 

Care (ASC)  

Refer to ICB  

Referral Details: 

Farleigh Hospice contactteam.fh@nhs.net 

Havens Hospices havenshospices.rapidaccess@nhs.net 

St Luke’s Hospice Stlukes.oneresponse@nhs.net  
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