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  1. Introduction/Name of Service
The purpose of this document is to provide the Commissioners in the Hertfordshire PCTs with a specification for following services:

· District Nursing Service (East and North Hertfordshire)

· District Nursing Service (West Hertfordshire)

· Community Matrons (East and North Hertfordshire)

· Community Matrons (West Hertfordshire)

District Nursing Services in Hertfordshire comprises of registered nurses with specialist additional qualification, registered nurses, and healthcare assistants. 
The following services are provided as part of District Nursing – Twilight Service (East and North), Overnight Service (West Herts), Phlebotomy (local variations), Leg Ulcer Clinics, and Community Matrons. 
Two recent reviews of community healthcare services in Hertfordshire have highlighted the need for restructuring and re-design of the District Nursing (DN) Service. The reports stressed the need for updating the team composition, the need for greater use of Heath Care Assistants, and the development of the Band 5-role to increase capacity so that qualified District Nurses can fulfil their roles as team leaders/care co-ordinators.
The proposed DN model will enable the utilisation of a larger pool of nurses, able to be deployed more appropriately to meet the demands on the service, using the most appropriate skills and competencies to match patient’s needs while maintaining close collaborative working with GPs and practice nurses with particular reference to long term condition pathways.

The new DN model is based around establishment of locality teams with specific competency profiles and clinical lead roles.

2. Aim/Definition of service

.
The aim of the service is to maximise the health and social independence of patients and to enable them to remain within their own home setting. 
3. Objectives of the service
District Nursing is an essential component of the PCT’s workforce in delivering the PCT’s national and local aims. 

The specific objectives of the service are to:
· Deliver care closer to home

· Offer care “in the right place, by the right person, at the right time” (Our health, Our care, Our say)
· Support people with long term conditions

· Prevent avoidable admissions to acute units
4. Care Pathway
Care pathways are currently being developed and will be agreed with commissioners prior to implementation. When complete the care pathway/s will be inserted in the specification’.
5. Range of services :. 
The District Nursing Service offers care that either can only be delivered by a registered nurse or must be overseen by a registered nurse. This will include:

· Assessment, care planning and care provision

· Care co-ordination / case management

· Care of patients requiring administrations of medications

· Care management of complex care packages

· Non-medical prescribing
· Co-ordination of team skills and activities to ensure appropriate use of resources.

· Referral to appropriate agencies for specialised treatment as necessary.

Specialist skills and interventions within the service include:
· tissue viability


· continence care
· palliative care
· management of diabetes
· management of respiratory disease
· rehabilitiation

Examples of DN core services are included in Appendix 3

Community Matrons – (Note: Long term conditions workshop held on  31/05/2007.  Plan for development and implementation of the Community Matron Service is under development and will be available for discussion with PbC groups in July.) 

Some complementary services are currently provided in specific localities. These are presented in Table 1.
Table 1.
	Service
	Locality
	Description

	Phlebotomy
	St A & H
	Patients registered with local GP receive domiciliary phlebotomy service

	
	Hertsmere
	Patients registered with local GP receive surgery-based phlebotomy service

	
	Bishops Stortford
	Patients registered with local GP receive domiciliary phlebotomy service

	
	Wat / Dac
	No separate service. Patients registered with local GP requiring phlebotomy are seen by DN 

	Nurse for the Homeless
	St Albans area only
	Based at the Principal Health Centre. Providing advice and support.


6. Eligibility to the services
District Nursing Services will be available when it is the nurse’s judgement that care is most appropriately delivered in the home setting. Eligible patients will typically include those with severe limitations in mobility.
In order to be eligible to the District Nursing service patients also have to be registered with a GP and have specific nursing needs.
Common conditions or reasons for referring to the district nursing service include:

· Terminal, palliative and End of Life Care
· Tissue Viability
· Administration of medication
· Education of patients and carers to adapt to limitations imposed by related health problems

· Teaching self care procedures to enable patients to manage their own care needs

· Participating in the rehabilitation of patients following surgery, disability, accidents or illness event

· Long term management and support to patients with chronic degenerative conditions

· Preventing health complications associated with immobility, disease and disability

· Advise and support for carers

· Care Management/contributory assessment of complex care packages
7. Access and Discharge criteria
The District Nursing Services have an open referral system which can be accessed directly either by individuals and/or their carers or professionals via the nearest health centre, or through the GP.
Patients referred will normally be contacted within one working day. Initial contact will typically be by telephone. 
Referrals are categorised as follows:

Priority 1 – Visit within 24 hours (one working day)
· 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 – Visit within two working days
· 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 –  Visit  within seven working days

· Venepuncture

· Ear care assessment and management

· Provision of health education and advice

· Medication support for self administration

· Continence assessment 

· Continuing Care assessment
Inappropriate Referrals

DN work as part of the multi-disciplinary primary health care team providing nursing advice and clinical expertise. It may be that after consideration of the referral, or following nursing assessment of the patient, the referral is found to be inappropriate for the District Nursing Service. In this situation, the referrer will be contacted within two working days of referral either verbally or in writing in order to discuss the referral, and possible other more appropriate service providers. It is the aim of the District Nursing Service to work with referrers in order to ensure the patient receives the most appropriate service and intervention for their needs.
The following alternatives may be offered (this list is not exhaustive):
	Inappropriate Referrals
	Suggested Alternatives

	Clients who are mobile and can attend GP Practice for treatment
	GP or Practice Nurse, Voluntary groups, charities, self care

	Undertake wound check on the day of discharge (excludes day surgery)
	Hospital ward from which patients has been discharged should undertake this and ensure patient has the correct information at the time of discharge

	Dispensing of medication – Patients with either physical or mental illness who need assistance to open and self administer medicines and the collection and delivery of prescriptions
	Hospital/community/pharmacist/ Social Services

	A ‘check visit’ where there is no identifiable nursing requirement
	Refer to appropriate service depending on patient’s needs. NHS direct and Walk-in Service

	Assistance in daily living tasks including personal/hygiene care needs 
	Adult Care Services assessment needed

	Patients who have fallen and cannot get up independently


	Urgent Care Services for the initial event followed by assessment by Intermediate Care Team and Adult Care Services 

	Equipment assessments where there is no nursing need


	Occupational Therapy Services through Adult Care Services or Intermediate Care Team


Discharge criteria
Patients will be discharged when:

· Planned treatment has been completed

· Patients are able to manage an on-going condition safely;
· Patient is referred to another service for further management of their condition, or has been admitted to an inpatient facility.
Options for care delivery will be reviewed and DN input may be discontinued in cases where patient/carer is non-compliant and/or their behaviour is inappropriate (e.g. threatening, abusive, etc.). This will be in consultation with the patient’s General Practitioner.
Referrals from healthcare professionals, agencies and organisations must be made in writing using the Contact Assessment template within the Single Assessment framework.
Self-referrals and Urgent referrals will be accepted in verbal form, e.g. in person or over the phone. 

8. Patients moving in and out of the area
When patients, under the care of the DN Service, move to another area, a summary of care will be provided and in more complex cases, contact will be made with an appropriate local service prior to moving to ensure seamless transfer of care.
9. Availability
The current availability of the service is as follows:

DN Service (West Herts)


8:00 – 22:00, 7 days per week
Overnight Service (West Herts)

22:30 – 6:00, 
7 days per week
DN Services in East and North Hertfordshire include a Twilight Service. The availability of these services is as follows:

DN Service (E&N Herts)


09:00 – 17:00, 7 days per week

Twilight Service (E&N Herts)


18:30 – 23:00,
7 days per week

10. Resource allocation

10.1 Accommodation
DN services are provided in the patient’s home environment.

DN Services are based in a variety of locations including health centres, GP surgeries and community hospitals. Accommodation arrangements are currently under review.
10.2 Equipment and Resources
The service will access those support services that are provided by the PCT to assist in effective running of the service (e.g. finance, HR, education, etc)

Nursing equipment used in day-to-day routine interventions and care, general stationery and travel expenses is included in current non-pay budget.
Equipment required for use by patients in their home is provided upon application by the Hertfordshire Equipment Service, a pooled budget managed by Adult Care Services and the PCTs’ commissioning lead for Out of Hospital Services. 

10.3 Equal Opportunities

DN Service is mindful of the particular needs of patients from hard to reach groups (e.g. families from low socioeconomic backgrounds or families for whom English is not their preferred language) and makes every effort that their needs are identified and responded to in accordance with the Trust’s existing policies and procedures.
11. Performance Criteria 
There are two sections related to performance criteria and measurement of performance. The areas are – A. compliance and B. clinical quality.  

(See Tables A and B)
TABLE A
A. Compliance Reporting Requirements





The provider services directorate is expected to report to PCT commissioners as follows:.

(M = Monthly

Q = Quarterly

B = Biannual

A = Annual)
	
	Provider Directorate

Required
	Achieved
	
	
	

	Adverse incident report
	M
	
	
	
	

	Complaints / PALS report
	M
	
	
	
	

	Claims
	Q
	
	
	
	

	S4BH report
	Q
	
	
	
	

	QOF action plan
	
	
	
	
	

	Top 10 risks
	M
	
	
	
	

	Information Governance update
	B
	
	
	
	

	Infection Control update
	B
	
	
	
	

	Equality and Diversity update
	B
	
	
	
	

	Records Management update
	B
	
	
	
	

	PPI update
	B
	
	
	
	

	Research Governance
	Q
	
	
	
	

	Health and Safety update
	
	
	
	
	

	External Review (e.g ALE, HSE )
	Produce action plans when recommendations made

	NICE Implementation update
	B
	
	
	
	

	Policy Development
	As required for sign off

	HR and employment update (NHSLA standards)
	B
	
	
	
	

	Education and Training update (NHSLA standards)
	B
	
	
	
	

	Section 11 Audit Action Plan
	LSCB schedule
	
	

	Part VIII Reviews Action Plan
	As and when arise
	
	

	LSCB Performance Management Audits
	As per LSCB schedule
	

	Mixed Sex Wards
	
	


B. Clinical Quality Reporting
Clinical Quality Reporting is through the completion of the clinical Quality Balanced Scorecard. This is included here for reference.
TABLE B
Clinical Quality Balanced Scorecard

Provider: ______________________

SLA/Care Pathway: __________________________

	Agreed Key Clinical quality performance 

Measures
	Target
	
	
	Evidence of Compliance
	Met Y/N
	Comments

	Core Indicators
	
	
	
	
	
	

	AHC Declaration re Core Standards 06/07
	44/44 Full compliance with all standards
	
	
	Public Declaration against Standards


	
	

	AHC Developmental Standards
	Full compliance
	
	
	Public Declaration against Standards


	
	

	Hospital Acquired Infections
	
	
	
	
	
	

	MRSA Bacteraemia 

Rates
	Meet Saving Lives 07/08 Trajectory
	
	
	Monthly PCT sign off of bacteraemias with RCA summary

Monitoring of Recovery Action plan progress against agreed actions and timelines
	
	

	Rates of Clostridium Difficile
	TBC
	
	
	Monthly PCT sign off of number of actual infections
	
	

	Implementation of NICE Guidance
	
	
	
	
	
	

	Compliance with new technical guidance within 3 months


	100%
	
	
	Public Declaration against S4BH

Clinical Audit


	
	

	Ongoing compliance with technical appraisals
	100%
	
	
	Public Declaration against S4BH

Clinical Audit


	
	

	Staffing 
	
	
	
	
	
	

	Turnover Rate
	< 9%
	
	
	HR Board Report
	
	

	Sickness Rates
	<4%
	
	
	HR Board Report
	
	

	Staff Supervision Clinical 
	90%
	
	
	Staff Survey

HR Board Report
	
	

	All staff should have PDP & appraisal
	100%
	
	
	Staff Survey

HR Board Report
	
	

	All consultants to have an annual appraisal
	100%
	
	
	HR Board Report
	
	

	Compliance with mandatory training
	100%
	
	
	Training Report
	
	


	Risks if standards not met:

Describe here any risks, having assessed them using appropriate Risk Assessment tools.




Action plans required (if applicable)

	Action Point
	Lead
	Timescale

	
	
	


Reviewer (Print name): ___________________________
Signature: __________________________
Date: 
____________________
Position: ______________________________________________________________________
Review date: 

Appendix 2
Range of Services
	Nationally agreed standards 
	Service component
	Patient Cohort
	Specification
	Key Performance Indicators

	NSF for Older People: Standard One

	Across DN Service
	All patients
	NHS Services to be provided regardless of age, on the basis of clinical need alone
	Eligibility criteria do not discriminate on age.

	NSF for Older People: Standard Two

	Across DN Service
	All patients
	NHS treats older people as individuals and enables them to make choices about their own care.
	Comprehensive assessment system in place (SAP). KPIs to be agreed.

	NICE Guidelines: Pressure Ulcers

	Across DN Service
	All patients
	
	TBC
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Appendix 3

Examples of Core Service Provided by DN Nursing Teams

	Domain on Nursing Tariff
	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 .

See Appendix 1 (Assessment).


	· Comprehensive review of patient’s healthcare needs taking account of the physical, emotional, social and environmental needs. 

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

· Referral on to and liaison with other services where required.
	Ambulant patients should be encouraged 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 are expected to attend the  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 cannula 

· 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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