Enteral Feeding Service Health & Social Care Partnerships - Patient Pathways and Referral Process for Enteral Feeding Nursing

Patient in a Mental Health Patient Discharged from Any In Patient at home Resident in a Care Home Setting
In Patient Setting Patient Settin

l

Care Home refers to Care Home

Referral to GP Aligned District Nurse s
Liaison Nurse

l

v > Support required from Enteral Feeding Service
Joint / Scheduled Care . > Unscheduled Care
Complete electronic referral: email to Service mailbox Contact Enteral Feeding Nurse on mobile
Glasqow.HEFT@ggc.scot.nhs.uk 07866032940

Complete electronic referral

l

v
Patient / Referrer Contacted within 5 working days Seen within 4 hours or alternative plan — refer to hospital

l l

Assessment, treatment plan, record on Community Nursing Info System

|

Discharge to appropriate service or self-managing
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Enteral Feeding Service - Health & Social Care Partnership - Patient Pathways and Referral Process for Enteral Feeding Dietitian

Adult Enteral Feeding patient discharged from hospital dietitian into community setting

Is this a New Home Enteral Feed Patient?

Patient’s care returned to
managing Dietitian

accompanied with updated < NO YES — Is Patient being discharged to
enteral feeding transfer form another team for ongoing care?
A
NO < > YES
Managing — Managing Dietitian
Dietitian Community Enteral requests Patient care transferred* to
requests < > Feeding Dietitians professional advice appropriate Dietitian:
professional accompanied with Rehab Dietitians
advice updated enteral feeding Care Homes Team Dietitian

N
v

transfer form Mental Health Dietitians

Learning Disability Dietitians

Contact patient within 5
days and reviewed as
clinically required

l

Once patient “stable”

Dietetic care transferred to Community Dietitians
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