Contact Us
East Riding Care Home Liaison Team
College House
Willerby Hill
Hull HU10 6ED
Tel. 01482 336617
Mobile: 07966 737596
Email: hnf-tr.ercarehomeliaison@nhs.net
Mental Health Response Service
Tel. 01482 301701
Email: hnf-tr.mentalhealthresponseservice@nhs.net
_________________________________________________
Crisis Intervention Team for Older People
Tel. 01482 344567
Email: hnf-tr.citop@nhs.net

East Riding Care Home Liaison Team
(additionally covering Hull during Covid-19)
Who are we?
We are a team of specialists in dementia care, complex needs and
behaviours that challenge. Established in September 2019, our
team includes Clinical Psychology, Specialist Mental Health Nurses
with access to Community Mental Health Teams (CMHTs) and the
wider multi-disciplinary team.

Patient Advice and Liaison Service (PALS) and
Complaints
Humber Teaching NHS Foundation Trust
Trust Headquarters
Willerby Hill
Beverley Road
Willerby
HU10 6ED
Tel. 01482 303930
Email. HNF-TR.pals@nhs.net
Email. HNF-TR.complaints@nhs.net
www.humber.nhs.uk
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The aims of the team

Referral criteria and referral process

 During the period of Covid-19, we have extended our service
coverage from the East Riding to also include Hull.
 To improve the quality of life for people living with dementia in care
homes and supporting those who care for them.
 To prevent delayed discharge from acute hospitals for people with
suspected dementia/delirium who reside in Hull and East Riding care
homes and support them to return.
 To enable people to stay in their preferred care settings at end-of-life.
 To provide training and improve carers confidence in understanding
complex presentations and managing behaviours that challenge.

 Our referral criteria: complex needs related to dementia, unstable
placements and/or chronic behaviours that challenge
 CMHT’s can refer patients with the above criteria for joint working
 Crisis Team can refer patients who are no longer in need of daily crisis
support and who fit the above criteria
 Acute hospital social work teams and Hospital Mental Health Liaison can
refer patients who have complex needs, dementia and are fit for
discharge and who need support to re-enter residential care
 Direct referrals accepted from care homes within Hull and East Riding for
patients who fit the above referral criteria
 Referrals are also accepted from other health and social care
professionals for patients who fit our criteria

What do we help with?
 Specialist multi-disciplinary bio-psychosocial assessments including
observations and evaluation of interventions.
 Work with care homes to implement individualised person-centred
care plans and Positive Behaviour Support plans.
 Life history work (All About Me document).
 Psychology consultation to Hull and East Riding CMHTs.
 Links with local Frailty Teams.
 Support in best interest decision making.
 Assist in physical intervention care planning and advice.
 Preventing unplanned admissions to acute hospital beds e.g. by
providing advance care plans and ReSPECT documents.
 Depending on the location of the patient we may see them in
hospital, and then provide follow-up within the care home.
 Liaising with other agencies including Continuing Healthcare,
Safeguarding, Care Quality Commission and Social Services.

Training and support for staff
We are able to provide a range of support for care home staff; including
bespoke training (dependent on social distancing restrictions) including
dementia, delirium and behaviours that challenge. These can be
provided as needed via alternative delivery methods e.g.Skype.

https://www.humber.nhs.uk/Downloads/CHL - COVID-19 REFERRAL Form.doc

What can you expect from the team?
 Our philosophy is to provide collaborative, responsive care.
 A comprehensive assessment, commitment to joint working, written
feedback, and support for care staff in implementing interventions.
 At assessment we will discuss the options available and our planned
involvement. We have a range of evidence based interventions to reduce
distress and increase staff skills and knowledge. We will liaise with family
members and other agencies and services as needed.
 Our work is time-scaled upto 14 weeks (max) depending on needs.

What do we expect from care staff?
We expect time and commitment to work with us. We need care staff to
collect accurate behavioural information and we will need to speak with staff
who know the person well. Our interventions have great success rates;
however, this relies on the input of care staff and management.

Discharge process
Discharge is planned in accordance with individual needs, and is
undertaken when appropriate assessments and interventions have been
implemented. Following treatment, signposting can be arranged with other
services as needed (e.g. end-of-life care).

