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1 Background

In March 2008 DacCom Intermediate Care Leads set up a project group to look at a vision and to develop the Community Nursing Services. This paper is the first draft for discussion and has been developed in order to inform the commissioning of the Community Nursing service from April 2008. It takes on board the general conclusions and principles established by the project group, supporting statistical information from practices and some GP comments on the current DN service priorities circulated by the PCT provider in March 2007.  
The general conclusions and principles reached by the project group have been summarised as follows:

· Organising Community Nursing resources into teams serving groups of practices (“practice clusters”) is the most cost-effective way to organise resources but the teams have to be of the “right” size; not so big that the GP practices have difficulty knowing which DNs are supporting their patients and not so small that that the teams are over-stretched to cover holidays and sickness within the team. There will need to be an appropriate skill mix within each team.

· Every GP practice must have a named nurse and second in command as liaison, one of whom should attend a practice Primary Health Care Team meeting at least once a month.
· A single point of contact mechanism and use of a referral form is good practice to ensure that the nurses are appropriately briefed by the GP practice; the technology for this is now available in Dacorum (including Berkhamsted and Tring), one telephone number and the call is routed to the appropriate mobile number.

· Accommodation for administrative and clinical staff has to underpin any locality/team arrangements, to ensure effective working.
· Levels of practice nursing within practices should support their own nGMS/QOF.  Enhanced services contracts are variable and DacCom will need to address what is reasonable to expect of a Practice Nurse to undertake in terms of supporting the practice and what is a reasonable expectation of the Community Nursing Service. 

· There will be a defined Community Nursing Services specification and a standard staffing level and skill mix identified to deliver this core service for a given patient population.
· The time periods to be covered by Community Nursing Services should be 08.00 to 22.30 hours.   The service is aimed at supporting patients living at home or in residential care settings and the prevention of frequent admissions to hospital and the facilitation of patients requiring early discharge home.  Improved links with Out of Hours services are required and effective links with Urgent Care Centres developed in the future.

· Training and development, and the importance of having staff gaining the identified competencies is agreed and supported.

· The structures of the ‘practice clusters’ should be organised so that further integration with Practice Nurses is possible. This should be considered on an individual ‘practice cluster’ basis.

· There will be a need for specialist support services across localities either for specific skills or specific extra services e.g. Intermediate Care Team.
Taking these core principles into account the following proposals are made in order to delver the service.
2
Proposal for commissioning Community Nursing Services 
2.1
Staffing and Costs

Based on the statistics on list size and number of patients registered with each GP practice, as supplied by the PSU in October 2007 – see Table 1. 
Table 1: Patient Statistics (as at October 2007) used to propose practice clusters for Community Nursing teams

	Practice
	List Size

	North Team
	

	Fernville
	13,184

	Grovehill
	4,303

	The Heights
	4,579

	Valley Green
	2,718

	Markyate
	3972

	2 Coleridge
	1,944

	Parkwood Drive
	16,634

	
	

	South Team
	

	Bennetts End
	17,777

	Everest House
	12,661

	The New Surgery,  ‘Nap’
	12,305

	Haverfield
	3,203

	Archway
	2,663

	Longmeadow
	With the Nap

	Lincoln House
	10,244

	Berkhamsted/Tring
	

	Boxwell Road
	5761

	Manor Street
	8863

	Milton House
	8696

	The Surgery
	2307

	Rothschild House
	16717

	The New Surgery
	3409


It is proposed that there should be 6 clusters of practices, each with a DN team and that there are 3 seniornurse/team leads in charge, each responsible for 2 clusters.  The proposed cluster population range is from 20,000-27,000 and each senior nurse/team lead in charge would have responsibility for a 40,000-50,000 population base.  If this is to be achieved the Project Group may need to consider re-organising the current teams as the total populations for each are not equal. The North Team population is 47,334, the South Team equals 58,853 and the Berkhamsted/Tring Team is approximately 45,953.  The other option would be to increase the number of nurses in the South Team specifically.
The responsibilities of the Senior Nurses/Team Lead in Charge (Band 7) would be:

· Caseload management

· Clinical governance, quality, audit

· Staff development, team working and team/student supervision

· Chronic disease management overview

· Provide specialist advice regarding patient issues

· Participate in case conferences/continuing care applications

· Facilitate discharge planning and ongoing care for complex cases in consultation with District Nursing Team Leader.
Each of the 6 clusters would be resourced as follows:

2.25 x Community Nurse – band 6

6.0 x Community Nurses – band 5 (cluster of less than 22,000) OR

7.0 x Community Nurses – band 5 (cluster of more than 22,000)

      1.25 x Community Health Care Assistants – band 3

Each of the localities would be resourced as follows: Noting that the Band 7 will sit outside the cluster.
	Locality
	WTE
	Cost £

	Band 7
	1.00
	41,588.56

	Band 6
	2.25
	78,741

	Band 5
	7.0
	199,829

	Band 3
	1.25
	25,116

	TOTAL
	
	345,274.56


Nursing support to Residential Homes 
In order to ensure that the homes are skilled at supporting their residents, and to provide one-to-one nursing care for specific residents in liaison with the patient’s own community nursing team, each practice would have a named nurse for residential care. This could be a rotational post with each band 6 nurse in a Cluster, rotating through this role every other year. Responsibility for their work lies with the Senior Nurse/Team Lead from whose team they have been allocated.
Administration
It is proposed that there are 2 central referral points for the total Community Nursing Service with the clusters operating out of Apsley 1 and Victory Road Clinic.
All referrals would go to one of the 2 referral points.  This would require 2 administration teams that would log all referrals on to Systm One, working with Clinical Team Leads to allocate these referrals to clinicians and provide general administrative support to the team.  It is not a cost effective model for Community Nurses to have to remain at a base to accept referrals.

The total cost for a Community Nursing Service (3 x band 7 + 6 x clusters) would be:

· Salary costs (at midpoint salary for Band) - £1,946,883
· 21% employers on-costs - £388,260
· Expensive Area premia - £121,743
· 10% cover on-costs - £235,886
· Travel expenses (based on regular user/300 miles per month plus monthly lump sum) - £160,785.
· Education, training and development costs - £40,500
· Sponsorship of 2 DN students per annum (costed at Band 5 plus fees) £54,374

Costs not yet established include uniforms, communications, office accommodation or senior management.

A broad cost for this core integrated service to be commissioned would therefore be £2,948,431
Non Pay costs of service 

Travel expenses:  based on standard user allowance and 3500 miles per annum/43p per mile

Mileage:   66 x an average of 3500 x 43p = £99,330

Standard Car User Allowance:  66 x £480 = £31,680

Education, training and development costs 

56 x £500 = £28,000

10 x £100 = £1,000.

Total training costs = £29,000

There is a central training budget held by PCT so this cost may be already funded.





Sponsorship of 2 Community Nursing students per annum 

2 x 28,547 (band 5 midpoint) plus 2 x £5k fees = £67,094.00

This may also be centrally funded.
2.2 Training and Development
The provision of the District Nursing Specialist Practitioner Course previously provided by the University of Hertfordshire is currently under review.  The University is keen to offer the course in a modular format as well as the one year intensive course.  This would have a number of advantages.  

An increasing number of health care professionals are choosing to work in the community, and will bring with them skills from other areas of work.  It would be possible to identify gaps in individual staff training needs that can be met with modular aspects of the specialist practitioner course, rather than staff having to take one year out and complete the course.
Recruitment will be enhanced if nursing staff at band 6 are not expected to have attained the title of District Nurse.  Currently the NMC only recognises nurses who have taken the one year DN Specialist Practitioner Course.  This is irrespective of whether the individual has the same level of competency achieved through alternative routes. 
Whilst it is recognised that the community nursing service wants to provide a service delivered by staff suitably qualified, this can be achieved by having clear sets of competencies for each grade.  

It is therefore proposed to commission a competency based Community Nursing service rather than a District Nursing Service to greater reflect the staff that will be working within the team.
3.0
Specialist and Community Support Services
The following specialist and community services will also need to be commissioned to work with the core community nursing teams, to complement the overall service:

Intermediate Care Team:
Patients who are able to be safely managed in their own homes will have their enablement and care needs provided by the Intermediate Care Team. These teams will be based in the four West Hertfordshire localities. The teams will be available if patients need the following level of Intermediate Care:

· Rehabilitative support from a multi-disciplinary team for people with complex conditions and a loss of function. 
· Short-term goal orientated multi-disciplinary care. 
· 24 hour monitoring and support but not located with the patient, with occasional health and social care needs visits.
This team will respond within 2 hours of a referral, 12 hours a day. The out of hours service provide support to patients outside of the core hours. Again the focus of the team will develop onto prevention of admission. It is anticipated that this team will work in peoples own homes including care homes. They will work closely with case managers and the Community Nursing Service when people with Long Term Conditions require more intensive and personalised care in their own homes including care homes. 
Within this model it is anticipated to take a significant flow of patients needing step-down care from the community and acute hospitals.   The team will take step down from Community and Acute Hospital beds to ensure flow through the system.

Case Management/Community Matrons will be developed to manage people with Long Term Conditions in a more proactive case management approach, whilst improving quality of care for patients and best utilise available resources. Case managers will work around a risk stratified population based in three localities. The population will be stratified using a robust tool to rank the whole population according to their greatest risk of needing high intervention care. Care managers will work in peoples own homes including care homes to deliver:

· Proactive Management Plans to reduce inappropriate and avoidable admissions of patients with long term conditions.
· To reduce the length of stay in hospital of those patients being case managed by pulling them out of an acute hospital.
· To establish contact with all patients referred within one working day and assessed according to priority of need.
The following specialist services are not included in this particular commissioning plan:-

· Palliative care nursing (Hospice, Hospice at home, Marie Curie Nurses, Iain Rennie Nurses etc).

· Diabetes Specialist Nurse.

· Continence Advisory Nurses.

· Tissue viability services.

· Gossoms End Bed based Intermediate Care Services
· Home based OT and physiotherapy will operate as part of the integrated Intermediate Care Team model
4.0
Clinical Specification for the Community Nursing Service

Community Nurses and their team are viewed as an integral part of each Practice’s Primary Health Care Team.  They work closely with GPs and Practice Nurses, and care staff in long stay care homes, to maintain the health and welfare of people living at home or in care homes.  Community nursing teams have specific skills and roles to contribute and are not stand-ins or substitutes for other Health Care Professionals.

Their overall role is caring for patients who require end of life care, management and co-ordination of complex care needs and long term conditions for the housebound patient including people living in residential care homes.  Their specialist skills include tissue viability, specialist Doppler techniques and wound management, bladder and bowel management, tracheostomy care, insulin conversions, palliative and terminal care.

They have a major focus in managing the care needs of people with chronic diseases, the young disabled and people with terminal prognosis.  The aim of the Community Nursing Service is to provide nursing services which enables a person to remain at home, or enables a person to be discharged from hospital.

The roles and responsibilities of the Practice Nurses and nurses working within the Community Nursing Service should be clarified.  There are some tasks that Practice Nurses and others undertake such as ear care, cervical smears etc that should not be expected of the Community Nursing Service.

Appendix One sets out the priority areas and service description for the Community Nursing Service developed by the current provider organisation in March 2007.
Current Cost of service based on full cost (exclusive of administration)
	Dacorum Teams
	WTE
	Cost £

	Band 7

(inclusive of 2 Community matrons)
	4.32
	179,660

	Band 6
	9.52
	333,162

	Band 5
	27.76
	792,465

	Band 4
	1.0
	23,389

	Band 3
	6.74
	135,425

	TOTAL
	
	1,464,101


Appendix One
Priority 1 – Within 24 hours

· Diabetic patients on Insulin

· Bowel management

· Terminal care (symptom management including syringe drivers)

· Daily highly exuding wounds

· Blocked catheter and emergency catheterisation 

· Daily medications for example Oral Warfarin and IV drugs

· Prevention of admission through provision of equipment
· Management of PEG tubes, setting up of feeds and administration of medications
Priority 2 – Within 36 hours
· Tissue viability assessment – including Doppler assessment,  prescription of dressings and equipment e.g. pressure relieving aids

· Removal of sutures and clips 

· Palliative Care 

· Other equipment assessment 

· Administration of medication
· Tunnelled line maintenance 
· Routine catheterisation

· Nutritional assessment
Priority 3 – Within 7 days
· Vaccinations and immunisations
· Venepuncture

· Ear care assessment and management

· Provision of health education and advice

· Medication support for self administration

· Continence assessment 

· Continuing Care assessment
Description of Service

	Care Package 
	Service Descriptor
	Links to other     Services

	Assessment, care planning and care provision

Patients with a need for a healthcare/ nursing  assessment who are unable to access other primary care settings due to ill health or immobility


	· Comprehensive review of patient’s healthcare needs 

· Care planning, co-ordination and the delivery of a care package within the home or residential care 

· Referral on to and liaison with other services 
	Ambulant patients to attend primary care clinics, practice nurses, walk in centres etc. where appropriate.

	Care co-ordination / Case management

Patients with complex healthcare needs including those with long term conditions and those who have life limiting illnesses and who require ongoing management to meet their care needs, and where possible to prevent unplanned, or inappropriate admission to hospital.

Giving patients where possible the opportunity to decide to receive their care provision within the home environment and to make informed choices about their preferred place of death.
	· Provision of a comprehensive specialist review and plan of care which is evidence based and promotes self care and independence.

· Co-ordination and delivery of a programme of care where there is an identified nursing need.

· Acting in a key worker role, to pull together different aspects of the patients care package.

· Identify circumstances following assessment where equipment is necessary to enable care to be given safely and to minimise the risk to patient, carer, health and social care staff e.g. the provision of hoists, specialist mattresses and beds.
	The district nursing team work in close collaboration with other agencies such as Adult Care Services (ACS). The nursing team cannot  provide care packages that are the responsibility of other agencies (e.g picking up home care packages).



	Provision of Care

Care of Patients with diabetes


	· Ongoing assessment of care needs

· Provision of teaching and support to promote self care
	

	Care of patients with wounds 

This includes patients with post operative and traumatic wounds, leg ulcers and pressure ulcers who require nursing input to enable their wound to heal.
	· Ongoing assessment of care needs

· Wound care assessment, diagnosis and grading of wound, care planning and ongoing evaluation. Includes the use of Doppler for leg ulcer assessment

· Provision of wound care, including the prescription of dressings and equipment e.g. pressure relieving aids

· Removal of sutures and clips

· Wound care, prescribing and application of dressings

· Provision of health education and advice to promote healing, independence, and optimum health.
	Where the patient is mobile and ambulant they should be encouraged to attend GP surgery / practice nurses.

Link with dieticians as nutrition is a key part of wound healing


	Care of patients requiring medications

Patients who as a part of their package of care require the administration of medication through a variety of different routes and are either housebound, unable to self administer due to a disease exacerbation or who need to develop the knowledge and skills themselves to be able to self administer.
	· Ongoing assessment of care needs, including the monitoring of side effects and ensuring that relevant blood test monitoring is taking place 

· Arrange for the administration of warfarin for patients with unstable INR results.
· Administration of subcutaneous or intramuscular injections e.g. insulin, myocrisin etc. 

· Administration of medication via a syringe driver

· Administration of implants (e.g. Zoladex) 

· Tunnelled line maintenance (e.g. Hickman lines) 

· Administration of medications through and maintenance of a peripheral cannuala 

· Vaccinations and immunisations

· Administration of medication through a central catheter

· Administration of medication through a PEG tube.
	Ambulant patients can access practice nurses or other primary care clinics.

The DN team is unable to undertake routine medicine administration, where there are no other nursing needs.

Where appropriate, patients able to self-administer routine medications will be taught to do so.



	Bladder and Bowel Care

Advise, educate and provide relevant nursing care to patients to manage urinary problems including incontinence, bowel problems and where possible promote continence and self management.
	Assessment and provision of incontinence products and aids. Care of catheterised patients including routine and unplanned catheterisations, 
Care of stomas.
	The DN team are unable to undertake routine toileting/stoma care where there are no other nursing needs. In these circumstances we liaise with ACS and other care agencies.



	Care to patients who have a palliative illness

Patients who are approaching the end of their life and who have a diagnosis of cancer or have a long term condition which has become palliative. 


	· Ongoing assessment of need, care planning and provision of care until death or onward referral

· Advice and support for patient, family and carers

· Referral to Macmillan nursing and hospice services.
	

	Care of patients requiring assisted nutrition


	· Nutritional assessment

· Management of patients with PEG tubes including the setting up of feeds and administration of medications where the patient or carer is unable to do so.
	Link with dieticians 

	Venepuncture

Patients who are receiving care by the district nursing service and who require a blood test to be taken.


	· Venepuncture 
	

	Other

Patients who require a visit for an episode of care or treatment that has not been mentioned above will be considered on a case by case basis.
	· Nursing assessments for continuing care
· Ear care assessment and management.
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