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Introduction

The aim of this document is to describe the proposed provision of the District Nursing service within the context of the current health economy and in response to Investing in Your Health.  It will outline the recommendations for the redesign of the service to provide a locality-based model of care to meet the needs of the population and the requirements of Practice Based Commissioning.

The document will outline how the service will operate, the core business of the service and referral criteria set against the core business, and the competencies required to underpin and deliver the core business; this will enable the development of both a training, and recruitment strategy.

Background

The strategic context for the development of health services in Hertfordshire is laid out in the Investing in Your Health Plan (2005). This programme will transform how and where health care is delivered in Bedfordshire and Hertfordshire.  The overarching aim being to deliver more care, closer to or in people’s homes, reducing the need for them to travel to major hospitals.  With this in mind, existing services need to be reorganised to provide a cost-effective, contestable, evidence-based service to meet the needs of the local population. 

Other national and local drivers which have informed the need for change:

· Practice Based Commissioning (2004)

· Commissioning a patient-led NHS (2005)

· West Herts District Nursing Review (2005)

· Liberating the Talents (2002)

· NHS Plan (2000)

· Investing in Your Health (2005)

· United Health Report on District Nursing Services (2006)

· Patient choice 

· Lack of available qualified workforce

· Roles of skilled but unqualified workforce

· Financial balance

· Delivering a service that prevents admission and promotes independence

· Impact of payment by results and tariff.

Operational Service Model

The proposed service model consists of two basic elements:

· The introduction of a locality model with team lead roles

· Operating the service over a 14-hour period to incorporate the existing twilight service, providing a more seamless service that will enable the development of innovative and responsive roles.

Two recent reviews have informed the need for change; an internal review of the District Nursing Services (2003/05), and a review undertaken by United Healthcare (2005).  The recommendations these reviews produced concerned team composition, the need for greater use of Heath Care Assistants, and the development of the F grade role to increase capacity so that qualified District Nurses can fulfil their roles as team leaders/care co-ordinators.

Historically, teams have been practice-based, and, whilst this approach benefits liaison and the building of relationships, it is restrictive in that it has made it difficult to promote equity of workloads between the different teams.  The proposed 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.  However, close collaborative working with GPs and practice nurses will continue to be a high priority, with particular reference to long term condition pathways.

The locality model will provide more efficient and effective use of resources, targeting the areas of greatest need, providing patients with better equity of access and service provision.  Patients will benefit from the availability of a responsive nursing team in the longer term. The proposed redesign will help facilitate the shift from secondary to primary care as a result of Practice Based Commissioning (PBC), and the prevention of avoidable admissions agendas.
Locality Team

This is the proposed structure for the locality teams, (recognising that aspects of the proposed roles are reliant on planned future training, and that current vacancies would need to be filled to complete the reorganisation). As the recruitment process has yet to be agreed there will be a phased approach to the locality teams reaching full capacity. It is envisaged that the Residential Home team will become more integrated within the locality teams, giving members of both teams the opportunity to experience working within the residential home team and the locality teams.

Required competency profiles
Band 6/7 – Case Manager/Care Co-ordinator/Community Matron

· Independent prescriber

· District Nursing Qualification

· Management of complex District Nurse (DN) assessment & re-assessments

· Advanced Clinical assessment skills

· Leadership/mentoring role

· Teaching/coaching responsibilities

· Accredited Community Matron course

· Management of End of Life

· Strategic planning & co-ordination with multi-disciplinary team (MDT), Public Health, and Commissioners to deliver on the Annual Health Needs Assessment
· Service development responsibility

· Co-ordinating and linking disease-specific care pathways

· Working towards shift from secondary to primary care, as a result of PBC & Payment By Results

· Prevention of avoidable admissions/management of long-term conditions

· Knowledge of Protection of Vulnerable Adults & Children

· Knowledge of Integrated Governance

Band 6 /7
· Registered prescriber – utilising the Nurse prescriber formulary for Community Practitioners
· DN qualification or leadership and assessment skills modules
· Lead responsibility in specific areas, determined by Service Lead 
· Caseload management

· Knowledge of specific chronic disease management
· Complex DN assessment with MDT

· Co-ordination of services/partnership working/Gatekeeper role

· Competent to deliver Palliative Care

· Develop own & team competencies through KSF

· Knowledge of Protection of Vulnerable Adults & Children

· Knowledge of Integrated Governance

Band 5 – Community Staff Nurse

· One Staff nurse competent in leg ulcer management 
· One Staff nurse competent in the management of complex wounds
· One Staff nurse with recognised qualification in diabetes management 

· All staff to have knowledge & skills in long-term conditions management, particularly in relation to COPD, and Chronic Heart Failure Disorder, & willing to undertake further training/development
· Mentorship responsibilities (students & HCAs)

· Competence in Continence management 
· Knowledge of Palliative Care

· Undertake non-complex nursing assessment & re-assessment of care

· Knowledge of Protection of Vulnerable Adults & Children

Band 2-4 – HCA (depending on level of NVQ)

· Able to perform venepuncture

· Able to undertake non-complex dressings as directed by qualified staff

· Assist staff in delivering Palliative Care
· Personal & professional role development to meet the needs of the team and changes in National policy
District Nursing Dacorum Proposed Locality Teams

Four District Nursing Teams - three ‘locality-based’ teams, and one team responsible for the nursing care of patients in Residential Homes across all these localities.

Hemel North 


Base



Team Composition
Total population


Apsley One


4 (3.39wte)  Band 6/7

47,056







8 (7.04wte)  Band  5









1 (1.0wte)    Band 4










4 (2.12wte)  Band 3
Covering practices;








Parkwood, Fernville, Grovehill, 

Highfield, Woodhall Farm & Markyate







Hemel South


Base



Team Composition

Total population


Apsley One


5 (4.45wte)   Band 6/7
58,150







10 (7.67wte) Band 5









6 (3.26wte)   Band 3

Covering practices








Lincoln, Kings Langley,
Bovingdon, Everest, Bennets End
Residential Homes

Base



Team Composition









Apsley One


2 (1.4wte)    Band 6










5 (4.0wte)    Band 5
Berkhamsted & Tring

Base



Team Composition

Total population


Victory Road


5 (4.8wte)    Band 6/7
45,390







8 (6.89wte)  Band 5









4 (2.8wte)    Band 3
Covering practices

Manor Street, Milton House,
Gossoms End, Rothschild House,
The New Surgery,Boxwell Rd


Watford and Three Rivers Proposed Locality Teams
Avenue Team 1 


Base



Team Composition
Total population


Avenue Clinic


8 (5.6wte) 
Band 6/7 

44,507







11 (9.48wte)
Band 5










2 (1.5wte)
Band 3

Covering practices








Upton Road, Coach House, 
Cassio, Hollywell, Park End, Elms
It is anticipated that the majority of nurses for the developing Residential homes team will be drawn from this team.







Avenue Team 2


Base



Team Composition

Total population


Avenue Clinic


4 (3.2wte)
Band 6/7
45,710







9 (7.26wte)
Band 5

Covering practices








Callowland, Suthergrey House, 
Attenborough, Manor View 

Skidmore Way


Base



Team Composition

Total population


Skidmore Way Clinic

6 (5.2wte)
Band 6
48,611







9 (7.46wte)
Band 5
(with Chorleywood 56,528)
**




2 (1.6wte)
Band 3


Covering practices








Consulting Rooms, Prestwick Road, 
Pathfinder, Yadzani, Gade, Colne, 
New Road, Baldwins Lane.

** The above figures do not include the Chorleywood integrated team

Jacketts Field


Base



Team Composition

Total population


Jacketts Field

  
7 (4.46wte)
Band 6/7
31,517







8 (6.13wte)
Band 5









2 (1.33wte)
Band 3
Covering practices








Sheepcott, Garston Medical Centre, 
Vine House, Abbotswood, Tudor

____________________________________________________________________

Referral Process

This proposal is to provide an integrated service across the working day between the hours of 8.00 am-10.00 pm, 7 days a week, utilising more effectively the skills and competencies of the teams.

It is anticipated that a Single Point of Contact will operate for district nursing referrals, in conjunction with other services to improve communication and access to services for patients and other professionals. However, this is a process that may take some time to develop.
The single assessment process is the preferred method of record keeping within the district nursing service; it provides a holistic approach to record keeping and allows for signposting of patients to other services following their comprehensive assessment. 

The following contact assessment form allows consistency in recording referral information when the referral is made via the telephone or faxed across the service. It is anticipated that in the future the form will be completed electronically by referrers.
	#




CONTACT ASSESSMENT - PERSONAL INFORMATION

NHS no: 

NI no: 

Other ref:

D of B: 


	Your Details

Mr/Mrs/Ms


Male/Female

Surname: 

Forename:


What would you like to be called?


Address: (current) 

Post code: HP1 1PD

Tel: 

Address: (permanent) 


Post code: 

Tel: 

	Family and Friends

	
	Name: 

Address: 

Post code: 

Tel: 

Relationship to you:
	Name: 

Address: 

Post code: 

Tel: 

Relationship to you:

	
	G.P. Dr 


Address: 


Tel: 


	Ethnicity: 


Religion:


Language/communication needs: 


Is translator/interpreter needed?: 

	Details of other professionals involved: 

(eg. District Nurse).

Name: 


Address: 





	Type of Accommodation: 


(including access)

Live alone: 


If not, who else in household: 

	Name: 


Address: 





	Name of main carer: 


Is a carers assessment necessary?:

yes/no
	For Hospital Information Only:

Hospital admission date: 


Ward: 


Expected date of discharge: 

For Mental Health Act Purposes:

Mental Health Act Status: 


Next of kin/nearest relative: 


	Your previous/current occupation:



	

	Name of Person who made contact with the service: 


Relationship to you:


Name of Person taking this information (print name)……………………………………………………………

Designation and Agency: 


Date: 


	Contact Assessment: 

Name:

Date:


NHS no: 

NI no: 

Other ref:

D of B: 


	What is causing you a problem?
	What do you think could help?



	What other problems are there and what could help? (according to carers and others)



	Other relevant information.  (including current support available and risks to self or others)



	Actions and next steps (including name and contact details of person /agency responsible for next stage)



	The information about you has been collected to assess your need for social care and health services. Your information will be held securely and confidentially on a computer and on file in accordance with the principles of the Data Protection Act 1998. This information may be shared with other Health and social care professionals for the purposes of providing such services to you.

Signature: 

Print name: 

Date: 



Examples of Core Service Provided by Home-Based 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 should be encouraged to attend GP surgery / practice nurses.


	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.
	

	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.
	


Key Performance Indicators

	Subject
	Specific Issue
	Performance Standard
	How Measured

	Referrals
	Acknowledgement of routine referral
	All referrals Acknowledged within 24 Hrs of receipt
	*need to develop system to record referral acknowledgements (SPOC)

	Referrals
	Acknowledgement of urgent referral
	All urgent referrals Acknowledged within 2 Hrs of receipt.
Service will contact patient to agree priority
	*need to develop system to record referral acknowledgements (SPOC)

	Clinical Assessment
	Clinical assessment of nursing needs
	All patients will receive a Clinical assessment completed by a qualified nurse following acceptance onto caseload.
	Record keeping audits / data should be extractable from “System One”

	Clinical Assessment
	Medication Review
	All patients will receive a medication review as part of their Clinical Assessment
	Record keeping audits / data should be extractable from “System One”

	Clinical Assessment
	Assessment Documentation
	Clinical assessments will be recorded using the appropriate documentation.
	Record keeping audits / data should be extractable from “System One”

	Care Plans
	Long Term Conditions
	Patients with Long term conditions will be fully reviewed at intervals not exceeding 3 months.
	Record keeping audits / data should be extractable from “System One”

	Records Keeping
	Nursing Records
	All nursing records will maintained in line with and to the standards set out in the NMC codes of practice
	Record keeping audit

	Finances
	Financial stability
	The service will be provided within the agreed financial allocation
	Monitored by Quarterly and end of year accounts

	Competency
	Staff Training
	The staff will be appropriately trained and qualified to deliver the care required. (see core competencies at Annex 1)
	Staff competencies audited annually 

	Discharge from Service
	Discharge Planning
	Discharge plans and estimated discharge dates will be prepared for specific care plans following assessment of patients
	Record keeping audit


Implementation Action Plan 

Following consultation and if adoption of the new model is agreed, a phased implementation process will start from January 2007.

Early January  

Individual discussions about lead roles and service cover (Service Leads/Teams/Nurses)

Locality teams to agree plans for service cover and liaison with Service Leads (Service Leads/Teams) 
Mid January  
Notify Band 6 & 7 Nurses of lead responsibilities (Service Leads)
Notify stakeholders of communication processes, etc (Service Leads)

Late January - February  
New model implemented (some teams may be working to the new model from an earlier date, as agreed within the team)
Identification of competencies within locality team (Workforce Development/Teams)

Identify training and education requirements ( Workforce Development/Service Leads)

February-April

Training programme implemented (Workforce Development)

June onwards

Audit/evaluation of Service model (Service Leads)
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District Nursing Service Competencies
In order that the District Nursing service delivers a comprehensive service to patients, it is imperative that the right care is delivered by the right person at the right time.  The District Nursing teams comprise individuals who possess different levels of skills and competencies, and it is the responsibility of all within the team to ensure they are able to work to the appropriate skill set.  Continuing education, development and training are central to the maintenance of competence, particularly in relation to changing need and in ensuring care delivery is evidence-based.

Competencies relating to core skills can be found in Appendix 11; the education and development strategy for the service can be found in Appendix 12 
Benefits & Costs

The District Nursing service aims, through assessment and the application of nursing skills, to offer a person-centred, research-based effective service to the local Primary Care Trust population.  The service has particular responsibility for those people who are house-bound and therefore unable to access nursing services in a practice setting due to serious illness or disability.  The service works in partnership with other statutory, voluntary and independent sector providers to meet health care needs.

The costs of delivering care packages are detailed in the District Nursing Tariff.

Core Business 

The purpose of the District Nursing Service is to provide professional nursing care to housebound people (including residential homes) and to treat other people who have a clinical reason for requiring a home visit. 

Definition of a housebound patient
A housebound patient is defined as an individual who is unable to leave their home environment (including Residential homes) due to physical illness (or a need for specialist equipment to enable treatment to be performed safely), or where the District Nurse assessment identifies that due to an individual’s specific/current condition, their nursing care is most appropriately delivered at home (eg, patients with complex or Palliative nursing care needs, or who require clinical interventions in their own home). A patient (including in a Residential home) is not housebound if they can leave their home environment with minimal assistance (ie, they can undertake assisted and unassisted visits to the doctor, dentist, hairdresser, shops, etc).

Areas of core business 
· Assessment and Care co-ordination

· Wound management

· Palliative care

· Diabetes

· Genito-urinary and bowel management

· Vaccinations, injections, IV medication

· Residential Home Team
· Community matron role / case management
· Prescribing 
· Continuing care 
Appendix 1

Features of Assessment 

Baseline observations:

Record temperature, pulse, respirations and blood pressure which can be used as a guideline to identify any anomalies.

Blood glucose monitoring.

Assess activities of daily living

· Identify patient’s ability to eat and drink adequately, use of M.U.S.T tool to assess nutritional ability

· Identify patient’s ability to eliminate, perform bladder and bowel assessment and identify care needs.

· Assess patient’s ability to move and maintain desirable posture when walking, sitting, lying and changing from one to the other.

· Identify issues relating to the ability of the patient to sleep and rest.

· Assess patient’s ability to wash, dress, maintain personal hygiene and skin integrity.

· Assess patient’s ability to maintain body temperature within normal range and to adjust clothing and modify the environment as required.

· Identify issues relating to work and play where work provides a sense of accomplishment and play participation in forms of recreation.

· Identify issues relating to the expression of sexuality.

· Identify issues relating to the patient’s ability to communicate with others in expressing emotional needs and fears.

· Identify issues relating to death and dying. 

Perform specific assessment relating to identified need:

· Manual handling assessment, which assesses a patient’s mobility and associated risks.

· Waterlow assessment, which identifies the risk of developing pressure ulcers.

· Pressure ulcer assessment and classifications which identifies the stages of pressure ulcers.

· Leg ulcer assessment identifying the different types of leg ulcers and their treatment requirements.

· Assess needs for equipment and aids to daily living.

· Identify problems and areas of concern within the assessment process, introduce interventions to reduce or alleviate problem areas or sign post to relevant services.

· Identify within the family their coping strategies to enable to life with their illness.

The following assessment tree enables a visual view of the assessment process, designed to demonstrate the differences between the assessment processes for single episodes of care i.e. removal of sutures and the longer episodes of care which require the comprhensive assessment process.

Assessment and Care Planning by Care Co-ordinator 

This co-ordination role is being carried out by District Nurses, currently undertaking the Community Matron training. It is anticipated that they will become skilled Community Matrons, dependent on commissioning intentions

The role of the Care Co-ordinator is to work with General Practitioners, Practice Nurses and specialist nurses in identifying patients on the disease registers, proactively co-ordinating and organising complex packages to support individualised care plans, ensuring high standards of care and desired outcomes.  They will monitor the care packages provided to people with multiple long term conditions who are most at risk of deterioration, and may result in hospital admission or readmission.

The Co-ordinator will undertake the:

· Planning, implementation, monitoring and review of individual care plans with individuals who have long term conditions and their carers.

· Co-ordinate and review the delivery of care plans to meet the needs of individuals with long term conditions.

· Develop risk management plans to support individuals independence and daily living in their own home.

· Use and develop systems to communicate, record and report.
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Appendix 2

Features of Wound Management Provision

The District Nursing service provides evidence based knowledge and expertise in all aspects of wound management, this includes prescribing from the wound care formulary, care of post operative sites, preventative care and assessment and treatment of pressure ulcers, traumatic lacerations, leg ulcers and chronic/malignant wounds.  This service is provided to patients who are housebound or in residential care.  The service can also provide this care with in a clinic setting.  It also currently provides cover for patients normally seen by the Practice Nurse, at weekends, Bank holidays, annual leave and sickness.

Patients requiring a wound assessment will have base line observations of the wound, including history, description, measurements, and tracing / photographs. 

Wound Assessments are carried out by band 6/ band 5 community nurses with appropriate training, skills and competencies in wound assessment and infection control.  Visits are then delegated by the District Nurse to a member of the team depending on the level of skill required, 

Wounds that require specialist assessment are: 

· Leg Ulcers which require a specialist assessment, including using Doppler Ultrasound to aid diagnosis and instigate appropriate treatment.  Nutritional assessment using the MUST tool, (NICE guidance 2006), pain relief and lifestyle.  Advice, support and education provided to patients/carers.  Liaison with G.P.s when referral on to a Consultant is required eg Ischemic Ulcers.

· Leg Ulcer diagnosis using a Doppler ultrasound, and treatment with compression bandaging.

· Maintenance of healed leg ulcers, with education and advice on skin care, application of compression hosiery.  Patients who are in compression hosiery will receive Doppler assessments every 12 months 

· Pressure Ulcer; a specialised assessment which would include assessment of risk, grading of pressure ulcer, appropriate prescribed care and ordering the appropriate equipment (NICE guidance 2005).  Nutritional assessment using the MUST tool (NICE guidance 2006) Patient/carer education, advice and support on pressure relieving strategies, skin care and pain relief. Completing incident forms for grade 2 and above ulcers

· Pressure Ulcer assessments are done by District/Community nurse with the training and skills, including prescribing pressure relief equipment and prescribing from the wound care formulary.

All patients will have an individualised plan of care with reassessment dates, evaluation and an expected discharge date.  Treatment is prescribed from the identified wound care formulary by qualified nurses taking into account individual patient need, appropriate dressings and cost effectiveness.  Support and education is provided to other primary care colleagues.  Advice and support can be delivered to patients/carers/staff in Nursing Homes.

Appendix 3

Features of Palliative Care Provision:
The following takes place in addition to that performed as part of the assessment and care planning process for all patients.

Activities of daily living


· Assist with personal care, which includes washing and dressing.

· Identify pressure area care needs, reducing the risk of pressure sores and implementing a suitable care package as required.

· Assist with oral hygiene thus reducing the risk of fungal infections and mouth ulcers.

· Assess continence requirements and provide appropriate aids.

· Assess nutrition and dietary status advising on diet and fluids.

· Assess equipment needs and assist patient with use of equipment.

Emotional and physical care needs

· Identify patient’s awareness and understanding of their diagnosis and prognosis.

· Support patient and their family around diagnosis and prognosis.

· Identify with the family their coping strategies to enable them to cope with the diagnosis and prognosis.

· Discuss physical and emotional needs with the patient and carers and prioritise according to patients agenda.

· Plan regular reassessments and review care plans. 

· Identify any anxieties and fears that the patient or the family may have.

Preparing for end of life

· Provide end of life care for palliative patients, which include identifying the patients preferred place of care.

· Work in partnership with GP’s utilising the Gold Standards Frameworks, which identifies palliative care patients and enables proactive care of the dying patient.

· Utilise the Integrated Care Pathway during the last 48 hours of life ensuring patient, carer and family involvement around care needs and the dying process.

· Undertake proactive symptom control which includes setting up of syringe drivers assessing the drugs that maybe required in the home and administration of medication when required/appropriate.
· Refer to specialist palliative care where needed, triggered by eligibility criteria. 

Appendix4
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Criteria for referring to & involving the Specialist Palliative Service.

Appendix 5

Features of Diabetes provision
Housebound patients with diabetes can expect to receive input based on the diabetes pathway, NICE guidelines, NSF standards and QOF criteria. This will require working in partnership with Consultants, GPs with a Special Interest, Diabetes Specialist Nurses and other primary care staff and receiving referrals from the Clinical Assessment Service for housebound patients, seeking to avoid unnecessary follow ups in secondary care.

The GP undertakes the annual assessment to qualify for QOF. The District nurse will work with a dynamic register, developed in collaboration with the GP. Working together to respond to patients at high risk of crisis, the DN visits the patient, undertakes the nursing assessment, and reports back to the GP. In acute or crisis situations the GP might visit, with the District Nurse carrying out the follow-up.

The district nursing team is able to provide specialist knowledge to patients and carers regarding the disease process and seeks to promote self management, reduce co-morbidities and prevent admission to the acute trust. 

All patients will have an individualised plan of care with reassessment dates, evaluation and an expected discharge date. Assessment and components of care are delivered by the most appropriately qualified member of the nursing team and comprise as follows:
Advice and Education

· Provide patient education regarding diet alcohol intake and exercise.

· Specialist knowledge enabling early detection of complications of diabetes and reduce incidence of their manifestations

· Discuss smoking status and be pro-active for referral to smoking cessation clinics and reduce incidence of co-morbidities.

· Provide support and education to residential homes and administer insulin when necessary
Promotion of Self Care

· Promote education and advocate self-management of the disease in accordance with delivering the expert patient initiative.

· Enable the patient to have responsibility for their annual eye check, and provide information of domiciliary service.

· Develop a partnership approach to medication to assist with concordance and reduce incidence of non-concordance and medication wastage 

Assessment and Care delivery

· Obtaining all relevant blood & urine samples
· Recording blood pressure pulse & respirations sitting and standing

· Test & record sensation of feet with 10grm microfilament and vibration sensation with tuning fork, accompanied by referral to chiropodist if applicable according to NICE guidelines.

· Record weight to determine body mass index and refer to dietician if necessary or dentist if dentition causing nutritional intake difficulties.
· Assess the patient and home environment for safety and refer to relevant therapist to reduce incidence of falls and unnecessary attendance at A& E e.g. footwear, equipment
· Gather information on informal carer to assist with registering carers onto GP system

· Link with adult care services regarding any personal hygiene difficulties to provide assessment for carer input. 
· Monitor blood glucose and administer insulin if patient unable to be self-caring.

· Provide above information to GP surgery to assist in keeping records updated and in line with local and national targets.
All patients will have an individualised plan of care with reassessment dates, evaluation and an expected discharge date.  Assessment and components of care are delivered by the most appropriately qualified member of the nursing team.

Appendix 6

Features of Bladder and Bowel Management Provision
Bladder and bowel care may be part of any care pathway according to the level of dependence experienced by the patient.  Prompt and timely intervention reduces A&E attendances or out of hours calls out to Harmoni or BHAPS.  The District Nursing Service aims to provide bladder and bowel management for housebound patients who are catheterised or require a care programme to manage constipation or incontinence

Many patients with long term conditions or chronic disability require assessment, advice, education and support to enable them to manage their bladder and bowel care.  The service works closely with specialist continence nurses, who provide training, advice, diagnostics, and support in complex cases

The type of care undertaken by the district nursing service includes;

Bladder

· Assessment and care planning for individuals with long term catheters

· Male, female and supra pubic catheterisation

· Routine and unplanned re-catheterisation 

· Trouble shooting of catheter blockage problems 

· promotion of independence and self management where appropriate

· Intermittent self catheterisation

· Assessments for incontinence pads and other related products

· Prescribing for district nurses, independent and supplementary prescribing

· Infection control and asceptic techniques

Bowel

· Bowel care regimes for patients with spinal injuries and other neurological conditions where an active programme of care is required

· Assessment ,intervention and management for patients suffering with  constipation (when they have been appropriately triaged by GP first , or have a previous history and medical consent to undertake interventions) including administration of suppositories and enemas, advice on diet and use of aperients etc

· Administration of rectal medications where the patient or carer is unable to administer

· Advice and support of patients with stomas in (potentially in collaboration with the Stoma Nurse Specialist where they are involved)

· Assessment, intervention and management for patients presenting with diarrhoea, liaising with G.P.’s and specialist continence nurses.

Appendix 7

Features of Medication Provision
The district nursing service is competent to administer medication via the intramuscular, subcutaneous and intravenous routes, including Hickman and PICC lines.

Vaccinations / injections tend to be either routine or seasonal.  Where injections are routine or regular, wherever possible patients will be taught or encouraged to self administer their medication.  Where this is not possible a member of the district nursing team will do so. 

Examples of routine injections administered by the district nursing service:

· Vitamin B12

· Myocrysin

· Clexane

· Zoladex and other implants

· Insulin , where the patient is unable to give their own injection or safely manage their diabetes

· Antibiotics (within developed guidelines/ protocols)

· Analgesia

· Anti emetics

Examples of seasonal vaccinations administered by the district nursing service:

· Flu vaccinations

· Pneumovacs

Whilst seasonal vaccinations tend to be delivered to patients already known to the district nursing service, it is possible to negotiate providing a service in other community and primary care settings.  The District Nursing Service is also requested to this area of work as cover for Practice Nurses when they are unavailable, for example, annual leave, sickness and Ban Holidays.

Appendix 8

Features of Residential Home Provision (Dacorum)

The residential homes team comprises of a team of nurses providing a strategic approach to provision of nursing care for older people in residential care home settings.  This includes at present, Band 5 & 6 qualified nurses with access to HCA staff.

The service meets the National Service Framework for older people ‘NSF’ (DOH, 2001a), achieving policy objectives of integrated, fair and equitable care by responding to the complex and different individual needs.

The team provides the full range of services included in the core business plan to patients registered with a Primary care trust GP.

The service provides a high level of support and education for carers to enable them to care for patients with increasing functional dependency including mental health needs such as dementia.

Training needs of individual care homes and staff are monitored.  Training is developed, implemented and evaluated to review impact and raise standards of care.

Access to the appropriate professional (named nurse) offering appropriate specialist advice which ensures greater patient satisfaction and reduced anxiety for relatives, residents and staff.

The team provides preventative and health promotion actions.

Provision of equitable care to residents with high levels of nursing need in deregistered nursing homes.

The service provides nursing care for short term respite for individuals needing to go into residential care for intermediate care or carer breakdown.

Frequent planned contact contributing to the development of improved care for older vulnerable adults in the residential setting.

The aim of the service is to:

· Reduce the number of inappropriate hospital admissions

· Reduce the number of A&E attendances

· Provide continuity of care

· Provide consistent standards of care

· Reduce the number of inappropriate GP visits/call outs

· Provide education and support carers

· Facilitate effective partnership working and liaison with other health care professionals

· Facilitate the development of supportive, effective working relationships with all care home staff

· Facilitate effective partnership working liaison with Adult Care Services

· Provide strategic approach to fulfil policy objectives

· Provide support to care homes in the event of a crisis situation
Appendix 9 
Community Matron / Case Manager / Care Coordinator

Vulnerable, often housebound patients with highly complex needs often receive reactive, uncoordinated care punctuated by frequent unplanned admission to hospital. Many of these patients have in the past not formed part of the district nursing caseload as they may not require care traditionally provided by the district nursing team. Case management is used to actively manage and integrate care for this group of patients and will require nurses who possess additional knowledge and skills in high level assessment, pharmacological management and anticipatory managed care¹ (DH 2005)

Four qualified and experienced district nurses have been identified to begin this work within the existing service with a view to:
· Identifying appropriate patients to be case managed using an agreed case finding tool.

· Providing a full specialist assessment of patient need. 

· Developing in conjunction with the patient, carer, relative and other health professionals a personalised care management plan based on their own needs, preferences and choice. 

· Working in partnership with GPs sharing information and planning patient care together. 
· Providing the least invasive care in the least intensive setting, and monitoring the patient’s condition through visits and telephone calls.
· Integrating and co-ordinating the individual journey through all parts of the health and social care system. 

It is suggested that the skills and competencies of the case managers are developed through education, training and experience into Community Matrons. This includes completion of the Post Graduate Certificate in Community Matron Practice, the extended and supplementary prescribing course and other relevant courses and clinical experience gained ‘on the job’. 

By aligning Case Managers / care coordinators to the locality teams, which comprise skill mixed teams, patients with complex long term conditions can be cared for where appropriate as part of a team using a step up and step down approach and in conjunction with that provided by the patients GP. There will be close liaison with a range of other professionals involved, including the early intervention team, bed based and home based teams and allied health professionals.  The aim is for individuals with long term conditions to be managed within Primary Care and helped to prevent unnecessary hospital admission.

The case manager offers practices the opportunity to review patients with long term conditions differently, one which helps prevent unnecessary admission to hospital, but offers higher levels of team based nursing care and the opportunity for practices to maximise their QOF targets, whilst reducing the high level of primary care (GP) time utilised.

¹ Department of Health (2005) Supporting People with Long Term Conditions
Appendix 10 

Features of Prescribing Provision
An Action Plan is being developed to support Prescribing at all levels. This will require the commitment and support of all Primary Care Services in order to be successfully implemented.

Appendix 11
District Nursing Service Competencies

Assessment, planning, implementation and evaluation of care 

	Foundation level
	Intermediate level
	Advanced level

	Able to understand reasons for single assessment process and to utilise existing paperwork
	Able to use the single assessment process to  complete contact assessment and to recognise the contribution of all health and social care professionals within the process
	Able to use the single assessment process to conduct an in-depth, skilled assessment of patient need, where necessarily utilising the information gathered by other professionals.

	Able to recognise the need for a full assessment and reassessment of the patient’s physical, emotional and spiritual needs.
Able to identify a significant change in condition and communicate effectively with MDT.
	Able to conduct a full assessment of the patient’s physical, emotional, spiritual, and Palliative Care needs. Able to identify which parts of the assessment process can be delegated to other members of the team. Able to identify problems and areas of concern within the assessment process, introducing interventions to reduce or alleviate problem areas or refer to relevant services.


	Able to conduct a full physical assessment for patients as Intermediate level but where the patient is new to the caseload, has  complex health needs or whose condition has changed / deteriorated. This will include End of Life issues. 



	Able to identify the differences that may occur within the home that might be different from the hospital environment and show an understanding of why this may be so
	Able to identify the specific needs of patients within a home setting and adapt their practice to address these needs.
	Able to undertake a skilled person centred, home based assessment. Able to assess patient need in such a way as to recognise wider clinical and environmental and social issues and take appropriate action for referral and delegation of work.

	Able to accurately Record baseline observations of temperature, pulse, respirations and blood pressure and understand why they should be done
	Able to record and interpret observations identifying abnormalities and reporting anomalies
	Able to record and interpret observations identifying abnormalities and reporting anomalies. Able to apply expert knowledge to adapt care plan in response to concerns and to judge when to refer results to other disciplines

  

	Able to accurately record blood glucose monitoring and understand when and why it should be recorded. Able to use equipment safely and effectively
	Able to record and interpret results identifying and reporting abnormalities and liaising with other professionals as necessary
	Able to record and interpret results identifying abnormalities and taking action to amend care plan according to results. Able to judge when to refer results to other disciplines


	Foundation level
	Intermediate level
	Advanced level

	Able to weigh patient and to record and report results
	Able to recognise that unexplained sustained weight loss / weight gain has taken place and identify the reasons why this may have occurred.
	Able to interpret trends of weight loss or gain, identify potential reasons for this, and use this and other assessment tools and skills to make decisions about referral, advice and treatment options.

	Able to assess patient’s bladder and bowel function and recognise when normal bladder and bowel function is not present.
	Able to assess bladder and bowel function and to identify and report the need for a more in-depth assessment
	Able to provide an in-depth bladder and bowel assessment, design implement and evaluate care package and to refer to specialist services as appropriate

	Able to identify potential risks to patient, carer and own safety in conducting manual handling. Able to consider issues relating specifically to the home environment
	Able to conduct basic assessment of manual handling needs so that safety to patient, carers, colleagues and self are maintained. Identify strategies to minimise risk
	Able to conduct in depth skilled assessment of risks to the safety of the patient, carers, colleagues and self and to identify when a specialist risk assessment may be appropriate.



	Able to move patients so that desirable posture is maintained when walking, sitting, lying and changing from one position to the other. Able to utilise equipment provided for moving and handling and maintain its safe use.


	Able to assess patient need so that patients can be moved in a way that desirable posture is maintained when walking, sitting, lying and changing from one to the other. Able to advise on appropriate strategies for safe moving and handling Able to recognise the need for more complex assessment and the need for equipment. Able to assess the correct use of equipment within the home environment.


	Able to assess the risk to the patient, carer and other health professionals and advise patients, carers and others of strategies to ensure that patients can be moved in a way that desirable posture is maintained when walking, sitting, lying and changing from one to the other. Take steps to order the correct equipment and maintain its safe within the home environment. 



	Has a basic understanding of the waterlow scoring system and how this can be used to identify the risk of the development of pressure ulcers. Has a basic knowledge of what causes a pressure ulcer and what measures should be taken to avoid them.
	Is able to undertake and interpret a Waterlow risk assessment and to take appropriate action to prevent and treat pressure ulcers and to refer on to more senior colleagues for other action. It able to maintain accurate documentation relating to this area.
	Is able to conduct a skilled assessment which takes account of all factors which might contribute to the development of pressure ulcers, their treatment and barriers to healing. Is able to identify suitable equipment for the prevention and treatment and take appropriate action to obtain these. Is able to accurately record and recognises the need to report pressure ulcers in the appropriate way and to obtain specialist advice on their treatment if necessary.

	Able to recognise situations when skin integrity may have been compromised.


	Able to recognise types of wound / pressure ulcers and their level. Able to recognise the appropriate action that needs to be taken in reporting and dealing with the issue.
	Able to anticipate situations where pressure ulcers are likely to occur and take proactive steps to prevent their occurrence. This is linked to the provision of equipment and the assessment of risk using the waterlow score.

	Foundation level
	Intermediate level
	Advanced level

	Able to identify that the patient is able to achieve an appropriate amount of sleep and rest.
	Able to identify barriers to and strategies to help the patient in achieving an appropriate amount of sleep and rest.
	Able to identify where other factors may be preventing appropriate levels of sleep and rest and formulate strategies that promote healthy sleep patterns.



	Able to identify that assistance with washing, dressing, and the maintenance of personal hygiene and skin integrity is required


	Able to identify the most appropriate way that assistance with washing, dressing, and the maintenance of personal hygiene and skin integrity should take place and by whom


	Able to identify hygiene needs and by whom and make appropriate referrals to other agencies.



	Able to assess that the patient is maintaining their body temperature within normal range and will adjust the patient’s clothing and modify the environment as required.


	Able to assess the maintenance of body temperature, recognise the potential reasons for any abnormalities and to take reasonable actions to manage the situation.
	Able to provide expert knowledge to identify the cause of any problems when the cause may not be obvious. Able to identify when referrals should be made to other disciplines and when it is appropriate to advise the administration of suitable medication.



	Able to recognise the importance work and recreation opportunities for patients and carers
	Able to identify ways in which the work and recreation opportunities of patients and carers can be promoted and enhanced for their physical, emotional and financial good.


	Able to recognise ways in which the work and recreation needs of patients are taken into account when planning the care of patients. Have the knowledge and skills to refer as appropriate to other services




	Foundation level
	Intermediate level
	Advanced level

	Able to assist in the management of patients with leg ulcers
	Able to undertake assessment of leg ulcers identifying their different aetiologies, planning and delivering appropriate treatment.
	Able to assess and plan care for the management of complex leg ulcers and prescribe appropriate dressings according to the wound care formulary and evidence based practice. 

	Able to recognise the need for basic infection control precautions and to carry these out appropriately. Able to recognise the general signs of infection and those within wounds.
	Able to undertake assessments which take account of the presence (potential and actual) of infection. Able to utilise basic infection control precautions and the disposal of waste.
	Able to asses and manage situations where the potential or actual presence of infection affects the way in which care can be planned and delivered.

	Able to assist in the administration of medication, and to recognise and report potential side effects. 
	Able to administer medication that has been prescribed for the patients, taking account of its appropriateness to the community setting.
	Able to prescribe appropriate medication as defined within the wound care formulary or as part of a patients care plan or patient group directions.

	Safely and accurately undertake Venepuncture
	Able to assess patient’s suitability for home based Venepuncture. Able to undertake Venepuncture on patients with more complex needs.
	As intermediate

	Maintain accurate contemporaneous written and electronic records in line with PCT and professional standards. 
	As foundation level
	Monitor the records maintained by team members, taking action as appropriate to improve record keeping standards. Manage the safe storage and disposal of records.

	Able to provide basic education for patients and colleagues. Able to provide a learning environment for students within their day to day practice.


	Able to provide education to patients and colleagues within their areas of expertise. Able to supervise junior colleagues and identify areas for development. Able to mentor student nurses and assess their competency within practice.
	Able to deliver programmes of education to staff and patients. Able to recognise student placement issues which have an effect on practice. Able to provide a suitable learning environment within the practice level for all learners and junior staff.

	Recognising the need for involvement and participation in a support framework
	Recognise the emotions and psychosocial needs of patients, their family, carers, and their colleagues.
	Able to facilitate a support network to meet the fluctuating needs of patients and the team.


Appendix 12
Education & Development Strategy

The ability of the District Nursing service to deliver the package described within this prospectus of care relies upon the competence of individual staff members at all levels. All current staff have KSF post outlines based upon their current job description and capability to fulfil that role. An annual training needs analysis has until now provided an overview of the additional skills staff have required, based on the perceived needs of maintaining the current service and of individual personal development needs identified through the appraisal process. 

A review of required skills and competencies based on the proposed structure of locality teams will be undertaken, to identify expertise and potential gaps, including those created by service development and redesign. This will, in turn, be linked to the appraisal and personal development review process so that all staff are able to identify their learning needs. All staff will be required to have the ability to deliver care which meets the core service requirements, however a team approach to learning and development will ensure locality teams continue to develop their knowledge and skills as appropriate to the service.

Education, development and training initiatives will be commissioned and delivered through the Workforce Development service in the most appropriate way for the development of competencies and for the needs of the District Nursing service. A variety of options for development are available, these range from University-based modules and study days, to locally run courses, and options to learn through shadowing colleagues or working with Practice Educators and other Specialist Practitioners. The importance of work-based learning cannot be underestimated, and various methods can be utilised to enable this to occur. Reflective Supervision and Action Learning, particularly in a multiprofessional context, will promote learning through reflection on actions that have taken place. At the same time incidents which occur in practice, National Institute for Clinical Excellence (NICE) guidelines and National Service Frameworks (NSF) will all inform the education agenda for District Nursing teams. However, all learning will link closely to service delivery, to ensuring individuals are able to meet their KSF post outlines, and to suit commissioners’ requirements.
Appendix 13
Recruitment Strategy
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To prepare family and carers for changes in physical condition and support patient choice for end of life care. Close working with hospice and palliative care teams.
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If one or more of the complications below is present, refer to the Palliative Care Service…
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