SCHEDULE 2 - THE SERVICES

Schedule 2 Part 1 

SERVICE SPECIFICATION

	Service
	District Nursing

	Commissioner Lead
	Jo Ohlson

	Provider Lead
	Coral Alexandra

	Period
	April 2009 to March 2010


	1.  Purpose



	1.1 Aims 

· Provide high quality culturally sensitive nursing care to people in their own homes or community setting enabling individuals to retain independence wherever possible.

· Promoting personalised self care planning and care management by educating and supporting people and their families.

· Provide early interventions for debilitating conditions, preventing unnecessary A & E attendance and acute admissions.

· Promote coordinated approach to discharge that facilitates a seamless step-down service/ rehabilitation from Secondary care and leads to better health outcomes

· Promote evidence based practice to care and interventions to ensure resources are used effectively 

· Proactively case-find individuals at risk by close working with General Practitioners, Community Matrons, Secondary Care and Social Care.

· Promote health and wellbeing and reduce health inequalities by offering pertinent advice and information to service users, carers and other professionals.

1.2 Evidence Base

· Royal College of Nursing Guidelines.

· NMC Codes of Conduct and professional guidelines and standards

· Local District Nursing Standards, Guidelines and Policies

· Directory of Ambulatory Care Sensitive Conditions.

· NICE Guidance

· End of Life Care Strategy

· National Carers Strategy

1.3 General Overview

The service will provide a patient centred approach to working in partnership with individuals, families, carers, General Practice and other professionals, in statutory/ voluntary and independent sectors, to identify needs and improve health.

The District Nursing Service in Brent provides nursing for people over the age of 16 years that have short term needs but are housebound, have long term conditions or complex needs from multiple conditions that would otherwise find it difficult to access regular healthcare.

National priorities include:

· Reduction in number of crises

· Promoting independence

· Minimising effects of disease and reducing complications

· Prolonging and extending quality of life

· Care closer to home

· Helping patients to make choices and take control of their health and well-being

· Person-centred care

District nurses also have access to a number of specialist service including palliative care, tissue viability, respiratory and diabetes care and those specializing in cardio-vascular diseases.

1.4 Objectives

1.5 Expected Outcomes


	2. Scope



	2.1 Service Description

Community based nursing to support independence of individuals by remaining at home by managing either temporary debilitation or long-term condition management.

2.2 Accessibility/acceptability

Referral system available 24/7 – Single point of access.
2.3 Whole System Relationships

· Case Management responsibilities for Complex and Multi-complex patients

Named lead per case that coordinates all other professionals and has responsibility for recording patient’s progress. Requirement for Case manager to liaise regularly with patient’s GP.

2.4 Interdependencies

· GPs

· Secondary Care

· Podiatry

· Inpatient units

· Rehabilitation services

· Safeguarding Board

· Public Health

· Higher Education

· The District Nurse service is a provider of educational placements for other health care professionals, including both pre and post registration nurses.  Student Placement Mentors equate to approx 15 staff acting as mentors for student placements within the Community. 

· Thames Valley University pre-registration Nursing students – non-funded

· District Nursing students – funded by London consortium for Education sponsorship approx 2-3 DN BSc Students annually.
2.5 Relevant Clinical Networks and Screening Programmes

2.6 Sub-contractors 


	3.  Service Delivery



	3.1 Service  Model 

Generic District Nursing Services – A skill mixed team of qualified community based nurses led by a qualified District Nurse providing both an assessment and care service for people that need acute, long term, palliative or terminal care.  All qualified Band 7 District Nurses are Nurse Prescribers.   The teams are GP attached and are responsible for patients registered with the attached GP practices.  Teams organise their work on a corporate basis, to use the resources more efficiently.  If a patient is not registered with a GP but lives in the area, care will be provided on a geographical basis as set out in eligibility criteria.
Community Matrons - Highly skilled qualified nurses providing ‘case management’ for patients with complex long term conditions  The care of these patients is managed in a more anticipatory way by a named Community Matron.  Treating this group of patients, sooner, nearer to home and earlier in the course of their disease will help to reduce the number of inpatient emergency bed days (the time spent in hospital following an emergency admission).

Specialist Nurses – to provide specialist clinical skills in the management of patients with complex problems in their specialist area.  They also have a responsibility for training and development of staff in their specialty.  They have an important role to play in maintaining the quality of the service and ensuring that the generic service has the required level of skills.

Completion of tasks as listed within Appendix A Leeds PCT District Nursing Specification

Recording of Avoidable Admission

3.2 Pathways

When a referral is made to the service it will be triaged by a registered nurse, based on the prioritisation criteria.  Patients are contacted on referral and an appointment is made.  The overall responsibility of the assessment and care delivered is that of the qualified DN managing the caseload and the team. 

Simple – 2 or 3 visits i.e. suture removal, monitoring, post-operative, IV support post discharge.

Complex - 2 -3 co-morbidities, 2 or more poly-pharmacy and intensive support required over a short term basis. Case management to be undertaken at complex level and higher needs requirements.

Multi-complex – 3 or more co-morbidities, 4 or more poly-pharmacy or intensive support required as in Palliative cases. Consider referral of case lead to specialist nurse and/ or Community Matron.

	

	4.  Referral, Access and Acceptance Criteria



	4.1 Geographic coverage/boundaries

The current provision is as follows:- 5 localities in the community. They are Kingsbury, Wembley, Harlesden, Willesden and Killburn
4.2 Location(s) of Service Delivery

4.3 Days/Hours of operation 

District Nursing Teams provide a five-day service with a reduced service at weekends over a seven-day period.  During the week the team can be contacted directly by phone or fax or through their attached GP Surgery.  
During out of hours the service operates from 3 sites:

Willesden Centre for Health and Care

Wembley Centre for Health and Care

Chalkhill Health Centre 

The service can be contacted via St Charles Hospital, Main reception:

Tel: 0208 969 2488 (5.00 p.m. – 8.am)
4.4 Referral criteria & sources

The consent of the patient should be gained prior to any referral to the service. Referrals may be made by GPs, hospital staff and other members of the primary care team, social services staff, patients and carers.  The criteria and the service priorities must accord with those in other services and with RCN guidelines.

VAC Therapy– Rental of equipment to be prior approved by relevant commissioner.
4.5 Referral route

The expectation is that the service operates with an open referral system, accepting from GPs, hospitals, self referrals and from other health and social care professionals across the borough.

Full access is available to patients registered with a Brent GP only. Prior approval will need to be sought from the relevant commissioner regarding patients residing within the borough of Brent prior and not registered with a Brent GP.

4.6 Exclusion Criteria 

Full access is available to residents within the Borough of Brent but registered with a GP outside of Brent.  Patients must be in need of nursing care and be primarily housebound.  All referrals have to be sent to the local teams directly either via phone, post, fax or secured email.  All referrals are screened by a qualified nurse to ensure that there is a need for nursing care and the patient is housebound.  The District Nursing service provides nursing care to patients in their own home. While this will predominantly be housebound patients they will also visit patients whose nursing needs indicate it is more suitable for them to be seen in their own home (e.g. those undergoing chemotherapy and requiring care and maintenance of central venous line). This will be covered in more detail within Q1 by the Implementation Group. Exclusions are if the patients have social care needs only.  Commissioners expect that the service signposts patients to other relevant services that do not meet the referral criteria.  

Informal Professional Education

It is expected that referrals from nursing colleagues from Practices, Nursing Homes and Care Homes to support a patient’s nursing needs that can be met within those settings will be recorded as Informal Professional Education.  District Nursing and Community Matron Services will support colleagues’ training and upskilling via cascade training to a nurse on site whilst meeting the patient’s needs.  Cascade training reports will be provided to Commissioners quarterly detailing practices/ Nursing homes seeking professional support by training provided.  (This information will be distributed to the Older People’s commissioner for Nursing Homes and for Primary Care commissioners for Practices for Contract Management use.)

Ongoing cascade training will be seen as Formal Professional education and is outside the remit of this contract. The provider is therefore entitled to charge.  Quarterly reports should include a statement of those services the Provider determines to charge plus explanation. Commissioners will have the discretion to determine fair practice and to refute some charges.

4.7 Response time and prioritisation

· Urgent – Immediate access within 4 hours: acutely and terminally ill patients

who want to be cared for at home; visits that can prevent a hospital admission

or a visit to an A & E Dept, e.g. blocked catheters, patients in need of intensive

nursing care e.g. diabetes, cancer, chronic diseases etc.

· Non–urgent – Access within 24–48 hours: patients in need of curative care e.g.

acute and chronic wound management, post–operative patients, medications.

· Routine – Access at a convenient time within 10 working days of receipt of referral: health checks, support visits,

This will be reassessed at each visit and the care plan modified as required, based on the patient’ needs.



	5.  Discharge Criteria & Planning



	Patients will be discharged once the nursing needs are completed. The criteria will be if the wound is healed, if the treatment is completed, the patient is admitted to hospital or a nursing home for longer than one month, if the patient moves out of the area and is transferred to another health provider or if the patient dies.

Discharge Planning should be discussed with the patient from the day of admission to the DN caseload. The patient should have a clear care plan and expected outcomes with predicted timeframes if possible.  Review dates should be included in the care plans.  The patient will be given a 24 hour contact number to enable them to contact the service in case of crisis or urgent nursing care required with the exception of life threatening cases.

When a patient is transferred to another provider service a summary of the assessment and care given should accompany the patient if possible.  The DN records should be returned to the DN team.

Patients will be given a “Comments Card” and the blank card should be left in the nursing notes to enable the patient to comment about the services at any time.

All patients where capable will be supported to undertake self-care management of their condition and support the ongoing care management through involved self-care.

The District Nurse will have overall responsibility for the management of the caseload team and for coordinating and delegating of patient’s care, and to identify patients considered inappropriate for the delegation to the support worker.

Where patients are considered suitable the nursing team should consider delegation to a Support Worker provided the Support Worker has undergone appropriate training with oversight from a clinical lead where necessary.



	6.  Self-Care and Patient and Carer Information



	Self-care plan

Crisis Management plan.

All patients where capable will be supported to undertake self-care management of their condition and support the ongoing care management through involved self-care.

All patients will be provided with patient held records which include a care plan detailing their nursing needs.  It is anticipated that the records will be stored at the patient’s home in an appropriate manner and in line with the London Ambulance Service campaign the-message-in-a-bottle  shall detail where the care plan ( plus medication list) is kept.
The needs of the patient/carer over a 24hour period will be assessed when planning care.

Where an individual requires a Care management plan all plans shall have a self-care management plan including crisis management agreed with the individual and their carer.  Patients and carers will be encouraged to be self managing and the District Nursing service will provide the appropriate training and education to enable this, including health education advice on healthy lifestyles.

It is anticipated that should an assessment identify needs that the District Nursing team cannot meet an appropriate referral to appropriate service shall be undertaken, for example District Nursing shall make referrals for equipment identified as necessary through holistic nursing assessment.

	

	7. Quality and Performance Indicators
	Quality and  Performance Indicator(s)
	Threshold
	Method of Measurement
	Consequence of Breach

	HCAI Control
	
	
	
	

	Service User  Experience


	
	
	
	

	Improving Service Users & Carers Experience


	
	
	
	

	Unplanned admissions
	
	
	
	

	Reducing Inequalities 
	
	
	
	

	
	To reduce the gap in life expectancy at birth between the top and bottom quintile of wards in Brent by 2013.
	
	
	

	
	To promote and improve the physical, mental wellbeing of the people in Brent as measured by 20% reduction in smoking prevalence by 2013 and a reduction in the proportion of overweight and obese children to 2000 levels by 2020.
	
	Total number of contacts / service users where advice and information has been given regarding smoking cessation.
	

	Reducing Barriers
	
	
	
	

	Improving Productivity
	Adherence to Meridian’s recommendations on Productivity
	As yet unknown
	As yet unknown
	As yet unknown

	Improving Productivity
	Increase from 52,000 contacts to 70,000 in line with current productivity model.  

NB This may be outmoded by Meridian project.
	
	
	

	Access 
	Reduction in number of Did Not Attends
	
	
	

	Personalised Care Planning
	100% of completed care plans to supply a self-care management plan.
	98%
	Rio
	Improvement plan to support Self-care Management with deadline of 2 weeks.

	
	Clinical effectiveness of patient education programme
	
	Evidence of evaluation of Patients Education Programmes
	

	Outcomes
	
	
	
	

	Other – KPIs from Leeds doc
	% increase in the number of SAP documents completed
	
	
	

	
	Increase % of patients dying at home, as preferred place of care from DN service
	
	
	

	
	% of patients with venous leg ulcers having repeat Doppler 3 monthly.
	
	
	

	
	Number of DN incidents in relation to medicine administration (incident forms).
	
	
	

	
	% of incidents forms for patients with line complications
	
	
	

	
	No of patients admitted to A and E for catheter change (unplanned visits for bowel and catheter will be monitored across RiO system). • % of patients receiving formal 6-monthly reassessment.
	
	
	

	
	 75% informal and formal carers receive teaching regards management of feeds within 4 weeks of patients needing nutritional support.
	
	
	

	
	 % incidents related to patients with level 5 continuing health care status
	
	
	

	
	Reduction in number of hospital admissions in relation to falls. •All patients at risk and falls have a Tier 2 falls assessment completed (RiO).  •% reduction in number of patients admitted to hospital with fractured neck of femur.
	
	
	

	
	Patients receive timely holistic assessment of their ear care needs.
	
	
	

	
	 The reduction in the number of needle stick injuries whilst collecting samples  
	
	
	

	Additional Measures for Block Contracts:-
	
	
	
	

	Staff turnover rates


	
	
	
	

	Sickness levels


	
	
	
	

	Agency and bank spend 


	
	
	
	

	Contacts per FTE


	
	
	
	

	Wound Management

· Wound Management Products Order Forms must be used when ordering/requesting Gps to prescribe wound products. 

Non Medical Prescribing

· Non Medical prescribers must inform the patient’s Gp in writing of the any items prescribed including: dosage, frequency, amount  prescribed as well as other 

   comments and diagnosis as outlined in the nurse prescribing record (complete triplicate copy –one copy for client/patient held records, one copy for clinic held   

   records and third copy for surgery held records)

Controlled Drugs

· The provider is required to ensure Standard Operating Procedures are in place for the use and management of controlled drugs in line with Strengthened  

   Governance for Controlled Drugs Regulations (Health Act 2006).



	8.  Activity 



	Activity Performance Indicators
	Threshold
	Method of measurement
	Consequence of breach

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Activity Plan

72 WTE at 1,190.85 clinical working hours = 85,741 clinical working hours per annum.



	9.  Continual Service Improvement Plan



	Commissioners expect all staff to be computer literate on 

· Rio – supported by Appendix A – Leeds PCT District Nursing Specification p55 onwards Rio reminders and simple rules

· Logistic software to support rota management including urgent caseloads.

· Microsoft Office – Training, Communication, Data Analysis

Improved Operational Productivity

· Nursing Assessment – Band 7s to assess.

· Referrals - All referrals must be sent through electronically using the Referral template from the Provider Services page on the PCT website. Setting a new service user on Rio should be undertaken by the assessor.

*MUST GET THIS UP AND RUNNING TO IMPROVE EFFICIENCY* A time and motion study of assessments shall take place at q2 to ensure implementation of smart working.
· Increased use of Single Assessment Process to support integration and efficiency.

· A review of travel to a patient’s home from nursing base shall determine the use of logistical software to support geographical rota- setting. Cost pressure: logistics software to support rota setting.
· Movement towards the Meridian Productivity model as set out per Band to be implemented by end of Q2 2009/10.

Long term conditions case management as part of Case management of complex patients to be undertaken and reviewed at Q3, anticipation that Community Matrons shall undertake case management of those with Multi-complex needs.

· Community Matrons and Case Managers

Currently

3 Community Matrons who take on multi-complex patients or those at crisis.

Issues

· Geographical Boundaries - Only work within the south of the borough due to limited capacity. 

· Poor Facilitation of patients through services - Patient care is retained by Community Matrons leading to low capacity to take on new clients and poor communication with other teams including Practice Nurses.

· Use of PARR2 tool for identification of caseload. This tool does not provide up to date information and does not actively case find at the earliest opportunity thereby some patients will be admitted before community matrons can contact and assess.

· Largely work in isolation

Resolution

Community Matrons role to be focussed on the following within 2009/10;

· Exacerbation intervention

· Step-up and Step-down support including Discharge planning

· Hospital in-reach including Discharge planning

· Early Intervention 

· Enablement through establishing self-care management plans with patients and carers.

· Health Promotion

· MDT facilitation

New Development

5 Clinical Leads to act as Case Managers for 50% of their working hours, the remaining 50% to be retained for use on staff management, etc to support Team leaders. Clinical leads to use their staff management training to support Facilitation of patient’s cases through all services including District Nursing and to offer support to Community Matrons in managing this new responsibility.

ICCS coordinators using EARLI and regular RIO and SUS cross-reference reports to case find by reviewing co-morbidities, previously unknown CHS- applicable patients in order to support Early Intervention of Crisis management and establish self-care management plans.  Recognition that this data will be retrospective, but potential unknowns should support pattern-establishment for future preventative checks.

Falls assessments working group to be established within 2009/10 to review process and implement new system if needed.

· Student Mentoring - * Will impact on clinical working hours – need to ensure that this is made clear as part of responsibilities to Teaching PCT and to Commissioning PCT. – how? Set number of graduates in work as a KPI?
· Nurse Prescribers – do we want to limit to just band 7 or extend across to all as at present?.  HL – I would like DN band 7 to become independent prescribers.  It will beneficial to have all band 5 as nurse prescribers.  It will make the service more efficient.

· Pathways - To enable appropriate pathway and allocation of staff a trained nursing assessor will undertake all new referrals for the service. It is envisaged that the assessor will be a Band 7 or equivalent.
· Answer phones that are currently in use in all bases will be phased out by end of Q2 2009/10. – Admin support to be clarified in line with SPOR/SPA.
· Work to be undertaken in year to support End of Life Care Strategy.
· The District Nursing service provides nursing care to patients in their own home. While this will predominantly be housebound patients they will also visit patients whose nursing needs indicate it is more suitable for them to be seen in their own home (e.g. those undergoing chemotherapy and requiring care and maintenance of central venous line). This will be covered in more detail in the section detailing care packages delivered by the District Nursing service, Appendix A – DN Implementation Group Work Planning Starting Point
· Staffing Structures

Currently

Band 5 – 44 WTEs with 4 acting up to Band 6 level as there are no Band 6s currently in post. 

Band 6 – 0

Band 7 – 14 - There are 4 Band 7 vacancies amongst an establishment of 18 posts. The work that should be managed at this level (vacant Band 7) is currently being managed at acting Band 6.

Future model of District Nursing

Simple – Band 5s and Band 6s – Disease-specific care management and supporting self-care management.

Complex – Band 6 and 7s - some care management and some case management

Multi-complex – Community Matrons and Clinical Case managers – Case management

In order to support the future model of District Nursing the following establishment is proposed;

15 Band 7s

5 Band 6s 

44 WTE

We propose to use current resources of 3 vacant Band 7 funded posts to support the recruitment of 3 new Band 6s and would therefore require growth funding to support the recruitment of 2 new Band 6 posts to meet establishment for delivery of service model.

Funding Request

2 new Band 6 posts

· *HR to seek new method of accessing CRB – 5 months is unacceptable.

	10.  Prices & Costs



	

	

	10.1 Price

Basis of Contract

Unit of Measurement

Price

Thresholds

Expected Annual Contract Value

Block Arrangement/Cost and Volume Arrangement/National Tariff/Non-Tariff Price________*

£

£

2009 Quality Payment

Total

£

£

*delete as appropriate

10.2 Annual Contract Value by Commissioner

	

	Total Cost of Service
	Co-ordinating Commissioner Total
	Associate Commissioner

Total
	Associate Commissioner

Total
	Associate Commissioner

Total
	Total Annual Expected Cost

	£
	£
	£
	£
	£
	£

	

	Appendix A
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DISTRICT NURSING SERVICE VISION AND VALUES
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This document outlines the level and quality of service that will be provided by Leeds Primary Care Trust District Nursing Service and should be read in conjunction with the Quality Framework for Clinical Teams. 


a. DESCRIPTION OF SERVICE 

The District Nursing service is flexible and responsive; it is committed to continually improving the delivery of care to people over the age of 16 years requiring nursing care in a community setting. The district nursing team will deliver a service that is flexible, integrated and patient centred, providing high quality, holistic nursing care to patients and their carers. 


The service seeks to empower patients and their carers and promote independence through self care wherever possible. This will be achieved through partnership working with patients and their carers, with other agencies and professionals and by using the best available evidence to guide and inform clinical practice. 


Services are delivered within a framework of professional accountability (NMC 2004) and are underpinned by evidence based practice, equity and accessibility of service provision. 


The District Nursing service is committed to providing care to enable people to remain in their chosen care environment wherever possible – this may be through interventions to: 


· Prevent hospital admission 


· Facilitate patient choice during end of life care provision 


· Facilitate timely hospital discharge 


To achieve these patient focused outcomes the district nursing service works in partnership with other professional groups and agencies (statutory and voluntary). 


Throughout the care episode the District Nurse acts as case manager to ensure service delivery is appropriately instigated and coordinated to meet the individual patients needs (see section on case management).  


The District Nursing service is continuously evolving and developing and will add to existing service provision in line with population/service needs. Changes may be also be as a result of national drives and the needs of local commissioners. 


b. NATURE OF SERVICE PROVISION 
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The District Nursing service provides nursing care to patients in their own home. While this will predominantly be housebound patients they will also visit patients whose nursing needs indicate it is more suitable for them to be seen in their own home (e.g. those undergoing chemotherapy and requiring care and maintenance of central venous line). This will be covered in more detail in the section detailing care packages delivered by the District Nursing service. 


The District Nurse holds a post-registration specialist practitioner qualification in providing care in the home and is the leader of a skill mixed team who work together to provide care to patients within their own homes (including residential care homes) or within specialist community clinics. The District Nursing team may consist of a mix of staff nurses, support workers administrative support. District nurses may be assigned to work with specified GP practices or work within identified geographical boundaries. However patients will always have a named District Nurse who is responsible and accountable for their care provision. 
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c. REFERRAL AND METHOD OF CONTACT 
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Referrals will be accepted if the patient has a nursing need which meets the criteria set out in this document. Appropriate referrals are accepted from any source and may be made via telephone, fax, or through single point of access (SPA). All patients registered with the District Nursing caseload are given contact details for the service. Examples of referral sources are:  
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d. CORE SERVICE STANDARDS 

General – assessment/care standards 
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.
All patients identified as having an urgent need will be visited within a maximum of 3 hours in Brent  urgent visits are done within 4 hours, unless they are referred by the Ambulance service and then we see patients within 2 hours.

.
All non-urgent and routine visits will be undertaken within a time scale agreed between the District Nursing service the referrer and/or the patient


.
A choice of AM or PM visit will be accommodated wherever possible. 


.
All patients will be provided with patient held records which include a care plan detailing their nursing needs. 


.
The Single Assessment Process (SAP) contact assessment will be used – our assessment forms are based on the SAP, we made it more relevant to the needs of our patients and nursing assessment

.
The needs of the patient/carer over a 24hour period will be assessed when planning care. 


.
Patients and carers will be encouraged to be self managing and the District Nursing service will provide the appropriate training and education to enable this, including health education advice on healthy lifestyles 


.
The District Nursing team will work closely with others to prevent hospital admissions and facilitate timely discharges – this includes community matrons and intermediate care teams. 


.
Make referrals for equipment identified as necessary through holistic nursing assessment 


.
The District Nurse service is a provider of educational placements for other health care professionals, including both pre and post registration nurses


.
The District Nurse will have overall responsibility for the management of the caseload team and for coordinating and delegation of patient’s care, and to identify patients considered inappropriate for the delegation to the support worker. Generally there are no circumstances under which patients requiring routine care/monitoring would be considered unsuitable for delegation to a Support Worker provided the Support Worker has undergone appropriate training 


e. 
OUTCOMES AND DELIVERABLES 

Key Performance Indicators (KPI’s – see appendix 4) and patient focused outcomes will be measured using data captured on RiO and methods outlined in care packages. The Quality Frameworks for Clinical Teams are based on the Healthcare Commission Standards for Better Health (2005). The 7 domains are: 
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 Safety Clinical and cost effectiveness  Governance  Patient focus Accessible and responsive care Care environment and amenities Public health 


The District Nursing service model (including KPI’s, care packages and patient focused outcomes) and the Quality Framework incorporates these standards in all aspects of service delivery. This enables the DN service to: 


.
Demonstrate the outcomes and improvements we deliver 


.
Measure the effect of care for patients and families 


.
Evidence the contributions made to both national and local indicators of good health 


.
Demonstrate improvements year on year


.
Clarify for teams what they are expected to do and enable them to contribute fully to organisational objectives 


.
Support new staff in understanding their collective function and shared purpose 


.
Define the rights of patients and communities to particular standards of care adhering to the principles of equity and diversity 


f. 
QUALITY ASSURANCE 

The service model will be reviewed on an ongoing basis taking account of feedback from patients, users, commissioners and staff. 


2. SERVICE MODEL
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The District Nursing service model emphasises the case management role of the District Nurse (diagram 1) and details the wide range 


of care packages the service delivers (diagram 2). These are:  Palliative care  Tissue Viability  Medication Non palliative chemotherapy Bladder and bowel management  Nutritional support  Long term conditions  Falls  Ears Tests and investigations – in Brent we are delivering nursing care and refer patients to appropriate services e.g. Social Services, Voluntary Services, other Health Care Professionals as part of the holistic care.

Also included at this time is a number of none agreed care packages where further work is required to determine which service is the most appropriate to address the specified care needs.  


[image: image10.jpg]Case Management Model

CASE MANAGEMENT DEFINITIONS
Informational Continuity: transfer of information to ensure Skill mixed DN team
appropriate care delivery e.g. use of SAP <— range of skills and
o ; _ capabilities
Management Continuity: ensures care delivery is timely and
flexible and adapts to the individuals changing care needs
Relational Continuity: relationship between patient/carer (Preliminary Ass@&sment)
and care provider.
The emphasis in each of these areas will change according to the
needs of the patient at the time
Triage Referral
sessment
|\é|(lj.l|t Irlmc?j/ app_ro(?ch 4
addr identi needs Review/ .
E’?anne%l || Discharge

Interventions Re-assessment

w__r

™ e o AN NS






DIAGRAM 1


Case Management Model - the model is largely used currently in the DN service, but it is not called ‘A Case Management Model’


CASE MANAGEMENT DEFINITIONS 

Informational Continuity: transfer of information to ensure appropriate care delivery e.g. use of SAP 


Management Continuity: ensures care delivery is timely and flexible and adapts to the individuals changing care needs 


Relational Continuity: relationship between patient/carer and care provider. 


The emphasis in each of these areas will change according to the needs of the patient at the time 
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District Nursing Service Model 
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DN Service Model April 2007 


CARE PACKAGES 

The following section (appendix 1) details what activities are undertaken under each care package and how this should be recorded on the RiO information system*. Each care package states: 
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a. 
Rationale for care package 


b. Evidence base 


c. 
District nursing service role in relation to the care package (includes specific activities, band of staff member who may undertake this activity and the amount of time this is expected to take) 


d. Expected patient focused outcome 


e. 
Key performance indicator 


f. 
Detail of activities included in care package 


The following activities are inherent within each care package. Though they are not listed separately under each package these are the core standards required to maintain a quality service and are undertaken on a routine basis: 


.
 Advice 


.
 Support


.
 Teaching/education


.
Promotion of self care activities 


.
Negotiation of care package with patient/carer 


.
 Carer support 


.
 Health promotion 


.
 Symptom management 


.
Liaison/referral to other services (voluntary and statutory) 


.
Completion of specific specialist assessment where appropriate 


.
 Risk assessment 


.
 Prescribing


.
Equipment – assessment and ordering


.
Interventions to avoid hospital admission 


.
Record keeping/care planning 


*For more detail on how to input patient visits on to RiO please see RiO reminders (appendix 2) and RiO crib sheet (appendix 3). For further advice and assistance with RiO each base has an identified RiO champion. 

TRAVEL, ‘NON FACE TO FACE’ AND ‘OTHER’ ACTIVITIES 

In order to appropriately case manage a patients needs and foster a team approach to the delivery of a high standard of care within each of the care packages, activities other than direct face to face patient contact must be included in the DN service resource. 
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These will be calculated as ‘block’ average time needed rather than being recorded individually. 

Travel: 

As a domiciliary service it is accepted that time will be spent travelling between patients homes and base. Staff are not required to capture this time separately as this will be calculated as anticipated average travel time for the service and be included in any calculation of resource and capacity. Currently staff are asked to estimate the travel time and record it on RiO; this is essential as in some areas, such as Kingsbury, they travel long distances, and sometimes they go into Harrow.

Non face to face activities 

Some caseload management activities are undertaken while not actually with the patient. These activities can be traced back to individual patients and include activities such as: 


· Referrals to other services 


·  Completing documentation/forms 


· Telephone conversations (All telephone conversations except those which are replacing a face to face contact) 


· Liaison with others including discharge planning 


·  Ordering equipment 


· Telephone contacts, which replace a face to face contact (these will be recorded on RiO for reference cost  reporting purposes only) 


Other activities 

In order to maintain a quality service which continues to develop it is recognised that it is necessary for staff to undertake activities which are not directly patient related but serve to enhance care delivery. This includes activities such as: 


· Caseload management activities e.g. off duty, RiO, workload allocation, handovers 


·  Team development 


· Personal Development Reviews (PDR’s) 


·  Team meetings 


·  Professional meetings/forums 


·  Study Leave 


·  Clinical Supervision 


· Mentorship including students 


·  Delivering education/training 


· Activities related to student placements e.g. completion of documentation 


Breakdown of Activities: The following table shows the projected average split of time between each of the type of activities: as you are aware we are using the breakdown as outlined in the Review document by Sue Simmons. We can raise the clinical face-to-face contact time if we reduce the record keeping (currently in triplicate) and have increased admin support.
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		AFC Banding 

		Face to face Activity 

		None Face to face 

		Other 



		District Nurse with CPT qualification 

		Band 7 

		45% 

		20% 

		35% 



		District Nurse without CPT qualification 

		Band 6/7 

		50% 

		20% 

		30% 



		Community Staff nurse 

		Band 5 

		65% 

		20% 

		15% 



		Community nursing support worker 

		Band 3 

		75% 

		10% 

		15% 



		Global % 

		All Bands 

		65% 

		20% 

		15% 





CONCLUSION 

In presenting this framework there is a recognition that this is a time of change and the District Nursing service in Leeds will continue to adapt in line with these. Information within this booklet will be continuously reviewed to ensure it remains up to date and accurately reflects the work of the service. 


In order to remain responsive and proactive in addressing the needs of the local population the District Nursing service will continuously evolve and develop, adding new areas of service provision as agreed with commissioners and in line with national drivers.  


The members of the District Nursing Moving Forward PIT Team would like to acknowledge the contribution of all members of the DN service who have contributed their time and thoughts on the service model as it has been developed. 

The Lead Nurses for District Nursing would also like to acknowledge the contributions and hard work of each member of the PIT team, particularly those members of clinical staff who gave up their valuable time to work on this. 

APPENDIX 1 CARE PACKAGES 

CARE PACKAGE: Assessment/Review

Rationale for care Package: 

Holistic assessment enables the assessor to determine both long and short term health and social care needs determine of the patient/carer and therefore instigate a partnership approach to meeting all needs identified. This ensures appropriate and timely interventions are identified to facilitate proactive management and patient empowerment.  


Evidence base: 

SAP NMC Code of Conduct White 

[image: image15.jpg]District Nursing Service role in relation to Assessment Review:
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Expected Patient focused Outcomes:  the assessment review is currently done as above but I cannot highlight in yellow; the only difference is an assessment is 120 minutes (60 minutes in the patients’ house + 60 minutes preparing home notes, writing the care plan , prescribing, making referrals, etc). Reassessment taken 30 minutes in the patients home.

1 Clients receive a skilled holistic assessment of the their health and well being needs 


2 Clients and their carers are encouraged to be equal partners in the assessment process 


3 Clients referred to other services 


Key Performance Indicator 

• % increase in the number of SAP documents completed 


SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Nursing Assessment 

		Activities to support care package 

		Specific Activities performed 



		NA: Holistic Assessment Assessment of needs at first contact with service 

		•Holistic nursing assessment including physical, social, psychological, environmental and spiritual •Planning of interventions to address identified needs •Completion of Single Assessment Process (SAP) contact assessment •Pressure ulcer risk screening •Tier 1 falls assessment • Discharge planning meetings/case conference •Multi-disciplinary assessment of care needs prior to discharge •Trigger for specialist assessment/completion of specific sections of SAP overview •Trigger for referral/liaison to other services •Development of care plans •Review of carer support needs •Determining consent – RiO and SAP •Opportunistic health promotion activity 



		NA: Reassessment Formal reassessment of care package and patient/carer needs 

		• Formal reassessment of holistic needs and review of care package 



		TO BE REMOVED FROM RiO SYSTEM: NA: Long term conditions review NA: Pressure Risk screen NA: SAP Process NA: Trigger specialist assess 

		THESE ACTIVITY CODES ARE TO BE REMOVED FROM RiO AND SHOULD NOT BE USED. THE ACTIVITIES ARE INCLUDED IN THE GENERAL HOLISTIC ASSESSMENT 





Remember: 

The following core activities are inherent in each care package as they are expected as part of quality service provision. Therefore it is unnecessary to capture them specifically on RiO as they are implicit in each activity. 


Advice; Support; Teaching/education; Promotion of self care activities; Negotiation of care package with patient/carer; Carer support; Health promotion; Symptom management; Liaison/referral to other services (voluntary and statutory); Completion of specific specialist assessment where appropriate; Risk assessment; 

CARE PACKAGE: Palliative Care

Rationale for Care Package: 

Palliative Care – each patient has their needs, preferences and symptoms assessed, recorded, discussed and acted upon using the Gold Standards Framework assessment tools. Carer assessment and support is included as is palliative chemotherapy. 


Evidence Base: 

Liverpool Care Pathway http://www.mcpcil.org.uk/liverpool_care_pathway 

Gold Standards Framework for community teams and associated tools such as Pepsi Cola checklist, handover forms. Support Care register, DNAR forms, preferred place of care. www.goldstandardsframework.nhs.uk Nice guidelines e.g. Guidance on supportive and palliative care for adults with cancer (NICE 2004). Improving and supportive and 


palliative care for adults with Cancer. Building on the Best Choice, Responsiveness & Equity (DOH) 


http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4075302 

NSFs – DoH 2005 National Service Framework for Long Term Conditions. Additional NSF have a section on palliative care. National Council for Palliative Care, Advanced Care Planning: A Guide for Health & Social Care Staff 


http://www.ncpc.org.uk/publications/index.html 

National Council for Palliative Care, Changing Gear: guidelines for managing the last days of life in Adults. 


District Nursing Service role in relation to Palliative Care: 

To case manage palliative care complex needs (level 6) as agreed in the District Nursing Service Palliative Care Provision model, and to provide supportive care to patients identified as having palliative care needs who are pre level 6 continuing health care status (weekly visit by qualified nurses) 


Based on DN Service Framework for continuing care level 6 palliative care patients, will receive: 


·  Supportive palliative care-qualified nurse 45-60 minute’s minimum weekly contact. 


· Unqualified nurse may visit minimum daily for personal care support. 


· Intermediate palliative care support-qualified nurse daily symptom control. 


· Unqualified nurse may visit minimum twice daily personal care support 


· Intensive palliative care support LCP – qualified nurse minimum twice daily.  


· Unqualified nurse minimum three times a day visit. 


Care should only be delegated to the support worker if: 


· The Support worker has been assessed in this area by a competent registered practitioner 


· It is appropriate to the needs of the patient 


Expected Patient Focused Outcomes: 

• All patients die at their preferred place of care with dignity and symptom control achieved.  


Key Performance Indicator: 

• Increase % of patients dying at home, as preferred place of care from DN service. Currently not measured, as RiO does not have such a code.

Remember: 

The following core activities are inherent in each care package as they are expected as part of quality service provision. Therefore it is unnecessary to capture them specifically on RiO as they are implicit in each activity. 


Advice; Support; Teaching/education; Promotion of self care activities; Negotiation of care package with patient/carer; Carer support; Health promotion; Symptom management; Liaison/referral to other services (voluntary and statutory); Completion of specific specialist assessment where appropriate; Risk assessment; 

SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Palliative Care 

		Activities to support care package 

		Specific Activities performed 



		PC: Carers Care 

		•Teaching how to manage condition •Signposting to other services • Psychological support •Carers assessment and care plan (including SAP carers assessment) This activity should only be used for activities related to the carer 



		PC: Intensive care 

		•Integrated care pathway care (Liverpool Care pathway)-patient should be level 6 statuswe have not classified levels of care •Includes daily review and assessment of all patient centred goals as outlined in integrated care pathway symptom control. eg syringe driver set up and administration of medication for symptom control • Personal care • Psychological support •Verification of death not currently done by the district nurses. 



		PC: Intermediate  

		•Patient should be level 6 status •Daily symptom control including syringe driver set up and administration of medication • Personal care •Psychological support •Use of Gold standard framework checklist for anticipatory care 



		PC: Supportive 

		•patient should be level 6 status •Use of Gold standard framework checklist for anticipatory care •Palliative care chemotherapy •Assessment and supply of equipment •Telephone support (when this replaces a visit record in progress notes) 



		PC: Pre-level 6 Support 

		•Use of Gold standard framework checklist for anticipatory care •Palliative care chemotherapy •Assessment and supply of equipment •Telephone support-(when this replaces a visit record in progress notes) 



		PC: Bereavement visit 

		• This should be used to record specific carer support visit for bereavement 
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CARE PACKAGE: Tissue Viability

Rationale for Care Package: 

A significant amount of District Nursing activity is related to management and prevention of breaches to skin integrity.  


Evidence Base: 

Nice guidelines G629 (2005) Guidance for the prevention and treatment of pressure ulceration. RCN (2006) The nursing management of patients with venous leg ulcers. Leeds Primary Care Trust, Tissue viability policy. 


District Nursing Service role in relation to Tissue Viability: 

Providing prompt effective treatment to patients with tissue viability conditions, proving an equitable service that is tailored to the individual needs of the patient. 


Activity Grade Time currently time is allocated based on the dependency tool  

Leg Ulcer Management - Arterial Bilateral leg3+ Up to 40 min 


-Arterial Single leg 3+ Up to 30 min 


-Venous Bilateral 5+ Up to 75 min 


-Venous Single 5+ 


Up to 45 min Activity Doppler Assessment/Reassessment 


5+ Up to 45 min Wound Management - Simple 


3+ 


Up to 20 min 


-Complex 


5+ 


Up to 45 min Pressure Ulcer care – Simple 


3+ 


Up to 20 min 


-Complex 


5+ 


Up to 45 min Complex oedema – Bilateral Limb


5+ 


Up to 75 min 


-Single Limb 


5+ 


Up to 45 min Care should only be delegated to the support worker if: 


· The Support worker has been assessed in this area by a competent registered practitioner 


· It is appropriate to the needs of the patient 


Expected Patient Focused Outcomes: 

· To provide optimum healing times for patients undergoing tissue viability interventions. 


· To promote health and well being. 


· To educate and empower patients to adopt changes to their life style, to aid positive outcomes for healing. 


· To prevent reoccurrence by appropriate monitoring and provision of equipment.  


Key Performance Indicator: 

• % of patients with venous leg ulcers having repeat Doppler 3 monthly. 


SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Tissue Viability 

		Activities to support care package 

		Specific Activities performed 



		TV: Leg Ulcer – arterial bilateral 

		The following activities may be undertaken under any of the tissue viability codes – please ensure you record under the most appropriate. •Assessment of wound to determine appropriate management plan •Undertaking planned wound care activity including bandaging where appropriate •Undertaking specific leg ulcer/wound assessment including documentation and mapping/photographing • Measuring/application of compression hosiery where indicated •Washing legs and/or application of emollients •Removal of sutures/clips should be entered under wound – simple *There is no definitive national or local definition of what constitutes a simple or a complex wound. In the absence of this the following is general guidance on what may be recorded under the “simple” or “complex” headings. •Simple – grade 2 or below wound classification; wounds such as lacerations, skin tears, post-op wounds •Complex – grade 3 or above wound classification; wounds on ischemic limbs; diabetic foot ulcers This is not exhaustive and a degree of clinical judgement is required to determine most appropriate category for an individual 



		TV: Leg Ulcer – arterial single 

		



		TV: Leg Ulcer – venous bilateral 

		



		TV: Leg Ulcer – venous single 

		



		TV: Oedema - bilateral 

		



		TV: Oedema - single 

		



		TV: Pressure ulcer care - complex 

		



		TV: Pressure ulcer care - simple 

		



		TV: Wound – complex 

		



		TV: Wound - simple 

		



		TV: Doppler 

		• Undertaking Doppler assessment • Undertaking Doppler reassessment at least 3 monthly 





*At the time of writing Leeds Tissue Viability Service were unable to provide definitions or guidance on what should be included under simple or complex wound headings. Therefore the guidance above has been suggested by the Lead Nurses for District Nursing pending further guidance from the tissue viability team. 

Remember: 

The following core activities are inherent in each care package as they are expected as part of quality service provision. Therefore it is unnecessary to capture them specifically on RiO as they are implicit in each activity. 


Advice; Support; Teaching/education; Promotion of self care activities; Negotiation of care package with patient/carer; Carer support; Health promotion; Symptom management; Record keeping; Liaison/referral to other services (voluntary and statutory); Completion of specific specialist assessment where appropriate; Risk assessment; 

CARE PACKAGE: Medication

Rationale for Care Package: 

In order to prevent inappropriate hospital admissions and provide care closer to home a wide range of drugs/medications are administered in the community. For effective management of conditions and cost effective interventions it is crucial these medications are administered appropriately and safely and that concordance is achieved. 


Evidence Base: 

NMC – Guidelines for the Administration of Medicines (NMC January 2004) Leeds PCT - Medicines code. Leeds PCT - Clinical guidelines. Marsden Manual of Clinical Nursing Procedures 2006 Product Information. 


District Nursing Service role in relation to Medication: 

To safely administer medication against valid prescription. We use a 15 minute slot as per Dependency tool


		Activity 

		Grade 

		Time 



		Topical 

		Any grade 

		10 – 20 min 



		PV 

		Qualified 

		20 min 



		IV 

		Qualified 

		45 min 



		Subcutaneous/IM 

		Qualified 

		30 min 



		Ear/Eye 

		Any grade 

		10 – 20 min 



		Oral /Elemental route 

		Any grade 

		10 – 20 min 



		PR 

		Qualified 

		10 – 20 min 



		Sup / Monitor / Education 

		Qualified 

		30 min 





Care should only be delegated to the support worker if: 


· The Support worker has been assessed in this area by a competent registered practitioner 


· It is appropriate to the needs of the patient 


Expected Patient Focused Outcomes: 

• Safe administration of medication adhering to professional codes of practice and local policies. 


Key Performance Indicator: 

• Number of DN incidents in relation to medicine administration (incident forms). 


SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Medication 

		Activities to support care package 

		Specific Activities performed 



		Med: Support Support/Monitor/Education 

		•Advice on medication concordance •Liaison with other professionals •Education to self care/self administer (includes carers) • Monitor concordance • Record keeping •Liaison with others to commence monitored dosage system •Monitoring compliance with monitored dosage systems •Monitoring for adverse/side effects of medication 



		Med: Eye/Ear Eye/Ear 

		•Any medication administered to treat eye/ear conditions DOES NOT INCLUDE DROPS TO SOFTEN EAR WAX (see ear care) 



		Med: IV Intravenous 

		•Administration of drugs directly into a vein – may be via cannula or central venous access device THIS DOES NOT INCLUDE FLUSHING OF CENTRAL VENOUS LINES (see non-palliative chemotherapy) 



		Med: Oral/Elemental Route Oral/Elemental Route 

		•Prompting oral medication (where part of agreed nursing package – see also non agreed care package) •Administration of drugs via gastrostomy or naso-gastric line •Medication administered via inhalation (e.g. inhalers; nebulisers) THIS DOES NOT INCLUDE VISITS TO PROMPT MEDICATION WHERE THIS IS THE PRIMARY REASON FOR VISIT (see non agreed care package) 



		Med: PR Per rectum 

		•Administration of medication into the rectum THIS DOES NOT INCLUDE MEDICATION ADMINISTERED TO EVACUATE THE BOWEL(see bladder and bowel) 



		Med: PV Per vagina 

		• Administration of any medication into the vagina 
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		Med: Subcut/IM subcutaneous or intramuscular 

		•Administration of medication/fluids into the subcutaneous tissue •Administration of intra muscular injections •Administration of apomorphine via pump THIS DOES NOT INCLUDE MEDICATION ADMINISTERED VIA SYRINGE DRIVER TO PATIENTS WITH PALLIATIVE CARE NEEDS (see palliative care) 



		Med:Topical Topical 

		• Administration of medication directly onto the skin 



		TO BE REMOVED FROM RiO SYSTEM Med: Long Term Conditions Review 

		





Remember: 

The following core activities are inherent in each care package as they are expected as part of quality service provision. Therefore it is unnecessary to capture them specifically on RiO as they are implicit in each activity. 


Advice; Support; Teaching/education; Promotion of self care activities; Negotiation of care package with patient/carer; Carer support; Health promotion; Symptom management; Liaison/referral to other services (voluntary and statutory); Completion of specific specialist assessment where appropriate; Risk assessment; 

CARE PACKAGE: Non- Palliative Chemotherapy

Rationale for Care Package: 

To promote patient choice by providing non palliative chemotherapy and care of central venous lines in the patients home environment 


Evidence Base: 

NMC code of conduct. 
NMC administration of medicine. 
PCT Management of waste policies. 
Intravenous guidelines. 

DNs are giving chemo as outlined below (unable to highlight in yellow) and we allocate time using the dependency tool

[image: image16.jpg]District Nursing Service role in relation to Chemotherapy (Non palliative):

Interventions related to management and maintenance of equipment/ devices /lines used to administer chemotherapy; and
administration of cytotoxic drugs aimed at the curative treatment of the underlying condition

Activity Grade Time
Venous line access maintenance Qualified Nurse 40 min
Discontinuation of chemotherapy Qualified Nurse 40 min
IAdministration of cytotoxic drugs Qualified Nurse Up to 25 min







Expected Patient Focused Outcomes: 

• All patients having a line complication including infection have an incident form completed. 


Key Performance Indicator: 

• % of incidents forms for patients with line complications. 


SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Non-Palliative Chemotherapy 

		Activities to support care package 

		Specific Activities performed 



		CNP: Administer Cyto toxics 

		•Safe administration of chemotherapy including application of topical treatments and sub-cut injections. •Safe disposal of waste • Psychological support 



		CNP: Discontinuation 

		•Disconnection of central administration of chemotherapy pumps •Safe disposal of waste •Flushing of central line to maintain patency  with prescribed medication  •Review and reassessment of line status including evidence of any infection  • Psychological support 



		CNP: Venous line 

		•Flushing of central line to maintain patency  with prescribed medication  •Central line dressing/removal of any sutures •Review and reassessment of line status including evidence of any infection  •Psychological support 



		TO BE REMOVED FROM RiO SYSTEM CNP:Long term review 

		





Remember: 

The following core activities are inherent in each care package as they are expected as part of quality service provision. Therefore it is unnecessary to capture them specifically on RiO as they are implicit in each activity. 


Advice; Support; Teaching/education; Promotion of self care activities; Negotiation of care package with patient/carer; Carer support; Health promotion; Symptom management; Liaison/referral to other services (voluntary and statutory); Completion of specific specialist assessment where appropriate; Risk assessment; 

CARE PACKAGE: Bladder and Bowel Management

Rationale for Care Package: 

Currently the best information suggests that between 1 in 4 women and 1 in 10 men under 65 have Urinary Incontinence.  1 in 10 and 1 in 5 women over 65 years of age and between 1 in 14 and 1 in 10 men aged 65 and over have UI.  Within the care sector it is estimated that this rises to 2 in 3 (both sexes) 


In Leeds it can be estimated that approx 130,000 people of ages will have bladder and bowel problems. 6500 people in Leeds are in receipt of disposable incontinence pads at an approximate cost of £200,000 per annum. Approximately £1,000,000 is spent on laxatives every year in Leeds. 


Evidence Base: 

Department of Health (2000), Good Practice in Continence Services. DoH London.  The Continence Foundation (2000), Making the Case for Investment in an Integrated Continence Service London International Continence Society Standardisation of Terminology. Department of Health (2000) Liberating the Talents: Helping primary care trusts and nurses deliver the NHS Plan London.Department of Health (2004) NHS Plan: Putting people at the heart of public services. London. Making Leeds Better (2005) Department of Health (2006) Urinary Incontinence: The Management of Urinary Incontinence in Woman. NICE Guidelines. London. Department of Health (2007) Keeping it Personal: Clinical Case for Change. London. 


District Nursing Service role in relation to Bladder & Bowel Management: 

Bladder and bowel assessment to determine the case management needs of referred clients to the case load. Health education and health promotion to improve /maintain bladder/bowel health 


		Activity

		 Grade 

		Time 



		1. Specific assessment of bladder and bowel function 

		5+ 

		60 min – as discussed we have allocated 120 min, which includes time for completion of records as this is a must and cannot be delayed; 



		2. Catheter change • Acute • Long term 

		5+ 

		30 min 



		3. Assessment/fitting of continence aids and devices 

		5+ 

		45 min 



		4. Bowel Management.  • Acute bowel management • Long term bowel management 

		5+ 

		60 min 



		5. Education (self mgt). 

		5+ 

		30-60 min 



		6. Reassessment of continence symptoms/aids and devices. 

		5+ 

		30 min 
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Care should only be delegated to the support worker if: 


· The Support worker has been assessed in this area by a competent registered practitioner 


· It is appropriate to the needs of the patient 


Expected Patient Focused Outcomes: 

· Clients receive a skilled holistic assessment of their bladder and bowel health needs. 


· Clients are empowered to be self managing and are encouraged to maintain a healthy bowel/bladder through health promotion. 


Key Performance Indicator: 

· No of patients admitted to A&E for catheter change (unplanned visits for bowel and catheter will be monitored across RiO system). 


· % of patients receiving formal 6-monthly reassessment. 


SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Bladder and Bowel 

		Activities to support care package 

		Specific Activities performed 



		B&B: Aids and Devices Assessment/fitting of continence aids and devices 

		• Assessment/fitting of toileting equipment e.g. commode; toilet seat • Application of penile sheath • Insertion/change of vaginal ring pessary 



		B&B: Assessment Specific assessment of bladder and bowel function 

		•Undertaking PCT specific continence assessment and completion of relevant specific documentation •Advising patients on appropriate completion of their self assessment forms/diary •MSU/Urinalysis as part of overall continence assessment 



		B&B: Bowel acute Acute bowel management 

		• Interventions related to managing acute episodes of diarrhoea or constipation – including stoma • Administration of enema/suppository to evacuate the bowel 



		B&B: Long Term Long term bowel management 

		•Any intervention related to the management of a long term/chronic bowel condition •Administration of enema/suppository to evacuate the bowel where this is part of a long term bowel management plan •Digital removal of faeces from the bowel where this forms part of the patients management plan 



		B&B: Catheter acute Catheter acute 

		• Insertion of first urinary catheter • Interventions related to management of catheter blockage/bypassing 



		B&B: Catheter long term Catheter long term 

		•Routine catheter changes (urethral or supra pubic) •Intermittent catheterisation where the HCP undertakes this procedure •Changing catheter bags (by HCP) •Administration of bladder maintenance solutions 





		B&B: Education Education 

		•Any training/education of patient/carer to enable self care or management. Include:   Pelvic floor exercises Intermittent catheterisation Management of catheter/bags Lifestyle education •Formal training/education sessions e.g. to care home staff; home care 



		B&B: Review Reassessment of continence symptoms/aids and devices 

		•Formal reassessment of continence management plan (should be carried out at least 6 monthly) •Formal review of continued suitability of aids/devices supplied 



		TO BE REMOVED FROM RiO SYSTEM 

		



		B&B: Long Term Condition Review 

		





Remember: 

The following core activities are inherent in each care package as they are expected as part of quality service provision. Therefore it is unnecessary to capture them specifically on RiO as they are implicit in each activity. 


Advice; Support; Teaching/education; Promotion of self care activities; Negotiation of care package with patient/carer; Carer support; Health promotion; Symptom management; Liaison/referral to other services (voluntary and statutory); Completion of specific specialist assessment where appropriate; Risk assessment; 

CARE PACKAGE: Nutritional Support

Rationale for Care Package: 

Increasing number of people with complex care needs including nutritional support needs being cared for in the home environment.  


Evidence Base: 

Dietitian support – guidelines/protocols. (Accessible via Leeds Primary Care Trust Website). Care Pathway for the Identification and Management of Under Nourished Adults in Primary Care (currently under review). Local resources and guidelines from companies if assessed as appropriate. Local care plans to be implemented in liaison with others 


e.g. Community dieticians. Speech and language therapists. Nice Guidelines – Clinical Guideline 32. Nutrition Support in Adults, Feb 2006 NMC Code of Conduct, 2004 NMC Guidelines for Records and Record Keeping, 2005 


District Nursing Service role in relation to Nutritional Support: 

To ensure patient receives nutritional support as prescribed including the education and training of informal carers. The monitoring of effectiveness of nutritional requirements and trouble shooting any problems. 


		Activity

		 Grade 

		Time 



		TPN – venous line access and management, liaison with hospital team as required. 

		5+ 

		40 min - currently not done as St Marks Hospital are not referring patients on TPN to district nursing service



		Enteral feed management, liaison with dietician as required.  

		Qualified Nurse / Unqualified 

		40 min 



		Assisted nutritional support, liaison as required. 

		Unqualified 

		20 min 



		Monitoring (weight / bloods). 

		Unqualified 

		20 min 



		Changing gastrostomy / Naso gastic tubes / care of feeding tube (including balloon deflation). 

		5+ 

		40 min not done in the community



		Teaching formal carers management of feeds. 

		5+ 

		45 min 





Care should only be delegated to the support worker if: 


· The Support worker has been assessed in this area by a competent registered practitioner 


· It is appropriate to the needs of the patient 


Expected Patient Focused Outcomes: 

• Individualised patient assessment, agreed person centred goals around nutrition and weight. 


Key Performance Indicator: 

•
75% informal and formal carers receive teaching regards management of feeds within 4 weeks of patients needing nutritional support. 


SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Nutritional Support 

		Activities to support care package 

		Specific Activities performed 



		NS: Carer teaching 

		• Training and education of the carer to manage the patients nutritional support needs independently 



		NS: Assessment and support 

		•Assessment of nutritional status utilising the appropriate care pathway and documentation •Negotiation of the care package with the carer •Provision of assistance to maintain support where this is not included in the other nutritional activities This may include- advice on diet               advice on supplements and their use 



		NS: Change/ care of tube 

		•Any intervention related to the replacement and care of the tube in use (gastrostomy and naso-gastric) •Interventions related to the ongoing management to prevent blocking 



		NS: Monitoring 

		•Interventions and assessments associated with               -the effectiveness of the care package -the delivery of the care package (support/ education) •Ongoing monitoring of self care ability •Monitor weight/ bloods 



		NS: Enteral Feeds 

		•Administration of feeds via gastrostomy and naso- gastric tube •Flushing of the tube •Care of the skin THIS DOES NOT INCLUDE ADMINISTRATION OF MEDICATION VIA THE GASTROSTOMY OR NASO- GASTRIC TUBE 



		NS: TPN 

		• Administration of the TPN feed as prescribed 
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CARE PACKAGE: Long Term Condition

Rationale for care Package: 

Increasing numbers of people with complex health needs (including co-morbidities) choosing to live at home. The Government agenda clearly states choices should be available to all. Evidence suggests that proactive management of people with long term conditions reduces hospital admission rates and admission into long term care facilities. The emphasis is on empowering patients and their carers to self manage their conditions to reduce incidence of deterioration wherever possible. 


Evidence base: 

Our Health, our care, our say (2006) Various NSF’s (includes those for long term conditions, diabetes, CHD, older people) Continuing Health Care Policy NHS Plan: a plan for investment, a plan for reform (2000) 


http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4002960


District Nursing Service role in relation to Long Term Conditions:  we do manage patients with long term conditions such as diabetes, COPD, stroke, MS, but not as case managers

Provision of an individualised service to patients with an ongoing health condition which is not expected to resolve and/or which may lead to deterioration in health. This includes those assessed as having level 5 continuing health care needs for whom the District Nurse acts as case manager. 


		Activity

		 Grade 

		Time 



		Specific case management activity (Level 5 continuing health care status) 

		6/7 

		Determined by complexity of need 



		Complex care provision (including personal care delivery) 

		3+ 

		As agreed in care package 



		Support/review visit 

		5+ 

		40 mins 





Care should only be delegated to the support worker if: 


· The Support worker has been assessed in this area by a competent registered practitioner 


· It is appropriate to the needs of the patient 


Expected Patient focused Outcomes: 

· Care provided in preferred place 


· Risk associated with complex needs managed safely 


Key Performance Indicator 

% incidents related to patients with level 5 continuing health care status 


SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Long Term Conditions *These codes are to be added to RiO 

		Activities to support care package 

		Specific Activities performed 



		LTC: level 5 Specific case management activity (Level 5 continuing health care status) 

		•Activities related to the case management of patients with level 5 continuing health care status •This includes determining packages of care; risk assessment; review of package 



		LTC: care provision Complex care provision (including personal care delivery) 

		•Undertaking of PLANNED care/duties prescribed in the care plan/package of care THIS DOES NOT INCLUDE UNPLANNED CARE/CALL OUTS – THESE SHOULD BE RECORDED UNDER APPROPRIATE CARE PACKAGE ACTIVITY ACCORDING TO REASON FOR VISIT 



		LTC: support/review Support/review visit 

		•Visits to patients with long term conditions (see descriptor for definition) who do not have level 5 status and where reason for visit does not fit into any of the specific care packages •This activity should only be used when it is the primary reason for the visit taking place. NB: PRIMARY REASON FOR VISIT SHOULD BE RECORDED UNDER APPROPRIATE CARE PACKAGE WHEREVER POSSIBLE E.G. IF REASON FOR VISIT IS TO CHECK PRESSURE AREAS THIS SHOULD BE RECORDED UNDER TISSUE VIABILITY CARE PACKAGE AND ANY SUPPORT OFFERED IS INCLUDED IN THAT. 





Remember: 

The following core activities are inherent in each care package as they are expected as part of quality service provision. Therefore it is unnecessary to capture them specifically on RiO as they are implicit in each activity. 


Advice; Support; Teaching/education; Promotion of self care activities; Negotiation of care package with patient/carer; Carer support; Health promotion; Symptom management; Liaison/referral to other services (voluntary and statutory); Completion of specific specialist assessment where appropriate; Risk assessment; Prescribing; Equipment – assessment and ordering;  

CARE PACKAGE: FALLS – currently patients are assessed on admission regarding falls and actions taken to minimize the risk, including referrals to physio, ordering mobility aids, education, discussion with GPs and investigations if needed (see page 2 of the DN assessment). 

Rationale for Care Package: 

Currently, within Leeds, there is an estimated 38,600 older people who fall every year resulting in an average 3,920 A&E attendances of which 1,920 people will be admitted. This equates to a cost of £4,800,000 p.a. to the PCTs in Leeds. This is just the initial cost of admission and does not take into consideration the ongoing cost of rehabilitation or social care.  


In Leeds there are approx 142,806 older people aged 60 years and over (source: 2001 census population).  Approximately 30% of people over the age of 65 years living in the community fall every year, and this increases to 50% for those over the age of 80 years. 


NICE Guidance Nov 2004 indicates that older people who present for medical attention because of a fall, report recurrent falls in the last year. Through the nursing assessment District Nurses are well placed to identify those at risk of falls and to offer a multi-factorial falls evaluation and assessment of risk. Nationally these proactive initiatives have been proven to reduce the incidence of falls by 15% (lowest estimate) to 30% (DOH 2003).  


Evidence Base: 

NSF for Older People 2001 – Standard 6 


NICE Clinical Guideline (CG21) Nov 2004 – Assessment and Prevention of Falls in Older People. 


District Nursing Service role in relation to falls: 

To comprehensively assess patients who have been identified as at risk of falling and/or who have a history of falls to determine further interventions required to reduce the risk of further falls. 


		Activity

		 Grade 

		Time 



		Tier 2 Falls assessment using agreed citywide tool 

		5+ 

		Up to 90 min 





Expected Patient Focused Outcomes: 

• Patients will have a Tier 2 falls assessment completed where need identified to minimise risk of further falls. 


Key Performance Indicator: 

· Reduction in number of hospital admissions in relation to falls. 


· All patients at risk and falls have a Tier 2 falls assessment completed (RiO).  


· % reduction in number of patients admitted to hospital with fractured neck of femur. 


SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Falls 

		Activities to support care package 

		Specific Activities performed 



		Fall: Tier 2 

		• Completion of Tier 2 falls assessment and related advice and support 



		Tier 2 Falls assessment using 

		



		agreed citywide tool 

		THIS WILL BE PROMPTED BY THE TRIGGER QUESTIONS IN THE NURSING 



		

		ASSESSMENT 





Remember: 

The following core activities are inherent in each care package as they are expected as part of quality service provision. Therefore it is unnecessary to capture them specifically on RiO as they are implicit in each activity. 


Advice; Support; Teaching/education; Promotion of self care activities; Negotiation of care package with patient/carer; Carer support; Health promotion; Symptom management; Liaison/referral to other services (voluntary and statutory); Completion of specific specialist assessment where appropriate; Risk assessment; Prescribing; Equipment – assessment and ordering;  

CARE PACKAGE: Ear Care

Rationale for care Package: 

Build up of wax can affect patient safety through altering balance and hearing 


Evidence Base: 

PCT guidelines on ear care including removal of wax by irrigation and instrumentation Infection control guidelines Rotherham – National ear care training program 


District Nursing Service role in relation to Ear Care: 

To visit housebound patients to examine the ear recognising any abnormalities: referring onwards and specific interventions including removal of wax and debris 


		Activity

		 Grade 

		Time 



		Examination of the ear using aura scope / clear 

		

		



		ear canal of wax / debris using instrumentation 

		5+ 

		15 – 45min 



		and irrigation equipment 

		

		



		Advice on self care and long term management 

		

		



		of this condition including preventative 

		Band 3+ 

		10 min 



		measures 

		

		



		Teaching to administer ear drops 

		Band 3+ 

		10 min time is allocated based on the dependency tool 





The Support Care should only be delegated to the support worker if: 


· worker has been assessed in this area by a competent registered practitioner 


· It is appropriate to the needs of the patient 


Expected Patient focused Outcomes: 

· Ear canal clear and tympanic membrane visualised  


· Patient educated re management for long term care of this condition 


Key Performance Indicator: 

• Patients receive timely holistic assessment of their ear care needs. 

SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Ear Care 

		Activities to support care package 

		Specific Activities performed 



		Ear: Auroscope Examination of the ear using aura scope. 

		•Examination of the ear for abnormalities •Examination of the ear to visualise the tympanic membrane •This activity should only be used when it does not lead to removal of wax at the same visit 



		Ear: Clear wax Clear ear canal of wax / debris using instrumentation and/or irrigation equipment. 

		•Removal of excess wax/debris from the ear canal via instrumentation and irrigation equipment •This includes use of auroscope prior to undertaking this procedure (so this does not need to be recorded as a separate activity) 



		Ear: Teaching ear drops Advice on self care and long term management of this condition including preventative measures and teaching to administer drops 

		•Teaching and education of the patient/carer to administer ear drops THIS SHOULD NOT BE RECORDED UNDER THE MEDICATION CARE PACKAGE 



		TO BE REMOVED FROM RiO SYSTEM Ear: Long term condition review 

		





Remember: 

The following core activities are inherent in each care package as they are expected as part of quality service provision. Therefore it is unnecessary to capture them specifically on RiO as they are implicit in each activity. 


Advice; Support; Teaching/education; Promotion of self care activities; Negotiation of care package with patient/carer; Carer support; Health promotion; Symptom management; Liaison/referral to other services (voluntary and statutory); Completion of specific specialist assessment where appropriate; Risk assessment; Prescribing; Equipment – assessment and ordering;  

Debbie Myers; Joanna Gare; Karen Lamb; Sue Hogston; Angela Gregson and Louise Metcalfe on behalf of the District Nursing Moving Forward PIT . May 2007 


CARE PACKAGE: Tests and Investigations 

Rationale for care Package: 

Instigation of appropriate timely interventions or changes in the treatments to manage a patient’s condition/health care needs 


Evidence base: 

PCT infection control/Management of waste policies NMC Code of Conduct (Standards for conduct, performance and ethics) July 2004 Liberating the talents 10 key roles for nurses (helping primary care trusts to deliver the NHS plan) November 2002 White paper ‘Our Health, our care, our say’ (2006) 


District Nursing Service role in relation to Tests and investigations: 

The collection of samples/specimens and undertaking clinical testing or investigations to inform care delivery 


		Activity

		 Grade 

		Time 



		1. Tests and investigations carried out/sample obtained 

		3+ 

		20min – we allocate 15 minutes or 30 minutes depending on the test 





Care should only be delegated to the support worker if: 


· The Support worker has been assessed in this area by a competent registered practitioner 


· It is appropriate to the needs of the patient 


Expected Patient focused Outcomes: 

1 Specimens, tests and investigations are collected and transported safely. 


2 patients consent is obtained prior to collection  


Key Performance Indicator 

• The reduction in the number of needle stick injuries whilst collecting samples   


SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Tests and Investigations 

Activities to support care package Specific Activities performed 


Any tests/investigation including: Tests and investigations carried out 


T&I: Tests and Investigations 

• Near patient blood glucose monitoring/sample obtained 


· Venepuncture (where this is part of a planned package of care) 


·  CSU* 


·  MSU* 


·  Urinalysis* 


· BP (where this is part of a planned package of care) 


This list is not exhaustive and any other test/investigation can be added here as appropriate 

*If these tests are carried out as part of a continence assessment this should be recorded under Bladder and Bowel 


Remember: 

The following core activities are inherent in each care package as they are expected as part of quality service provision. Therefore it is unnecessary to capture them specifically on RiO as they are implicit in each activity. 


Advice; Support; Teaching/education; Promotion of self care activities; Negotiation of care package with patient/carer; Carer support; Health promotion; Symptom management; Liaison/referral to other services (voluntary and statutory); Completion of specific specialist assessment where appropriate; Risk assessment; 

SPECIFIC ACTIVITIES RELATED TO CARE PACKAGE: Non agreed care packages 

		Activities to support care package 

		Specific Activities performed 



		NACP: BP 

		• BP measurement where this is not part of an agreed care package/management plan 



		NACP: Chest drain 

		• Any intervention related to care or management of a chest drain (non agreed package at this stage due to funding of equipment) 



		NACP: Compression Hosiery 

		• Long term/routine application of compression hosiery where this is due to the patient not being able to do this independently and the absence of any other service to undertake this role. 



		NACP: Dom visit not housebound 

		•Visits to patient who are not housebound and whose needs could be addressed by attending local clinic/GP practice. •Patients who do not meet the DN criteria/service model (and who do not fit into other NACP package) 



		NACP: Flu Vacs 

		• Administration of flu vaccine • Administration of pneumoccocal vaccine 



		NACP: Medication prompt 

		• Visits where primary purpose is to prompt medication where no other service is available to do this 



		NACP: Over 75 checks 

		• Routine health screening of patients over 75 years 



		NACP: Prosthetic care 

		• Any interventions related to care of prosthesis. Includes eye, nose, tracheostomy, limbs 



		NACP: Social/personal care 

		• Any personal care activity carried out for patients who do not have level 5 or 6 continuing health care status 



		NACP: Venepuncture 

		• Venepuncture undertaken where this is not part of a planned package of care 



		NACP: Wound care clinic 

		•Any activity undertaken in a clinic setting (i.e at health centre or GP practice)  DOES NOT INCLUDE PCT LEG ULCER MANAGEMENT CLINICS 



		NACP: Smoking Cessation 

		•Visits to specifically advise/support on smoking cessation (these will usually be undertaken by staff trained as smoking cessation advisors). GENERAL SMOKING CESSATION ADVISE AS PART OF HEALTHY LIFESTYLE ADVISE SHOULD NOT BE RECORDED HERE   - 
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APPENDIX 2 

RiO reminders/ simple rules 
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The following is a guide all teams should follow in the use of RiO. Further support can be obtained from your RiO champion in the first instance or one of the champions across the city. Remember you can access the heIp function on the RiO screen (this is the question mark on the outcome page). If your need cannot be addressed please contact the RiO helpdesk. 


Team Planner: 

· All teams should use the team planner for planning and allocating patient visits 


· It is recommended that a back up system is used in the event RiO is unavailable e.g. print out of team planner a day in advance 


· It is good practice to enter date of last booked appointment in patient comment on team planner to ensure continuity of visits. To do this go to the last booked future appointment and put an alert in the comments box to prompt instigation of further appointments. 


· Day comment section on team planner is for information regarding team meetings etc. 


Referrals/Discharges 

· Referrals should be made to the team and not the individual 


· When patients are admitted to hospital/hospice  they should be discharged from the DN caseload and referred again when service resumes 


· Referrals should be recorded at the point of referral any activity performed prior to this should be captured as non face to face. 


· It is not necessary to complete a separate referral for each differing care package. 


· Twilight teams should take care not to cancel all appointments from patients diary on discharge from twilight service 
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Recording a death 

· It is recommended that a patients death is not recorded on RiO for 5 days to ensure all team members have had the opportunity to outcome their visits 


· Bereavement visits should be recorded against the carer not the deceased – carers should be referred to the caseload for this purpose 


· Date of death can be date DN service notified – actual date if known can be entered on progress notes 
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Double up visits 

· If entered into HCP diary in recommended way (see RiO crib sheet) only 1 visiting HCP needs to outcome visit and this will be recorded for both HCP’s – need to agree who will take responsibility for this 


· Students are not to be counted as double up when visiting with member of DN team 


Travel 

·  Travel time must not be included in patient face to face contact time 


· It is not necessary to include travel time on RiO – this will be calculated separately 


Progress Notes 

· Progress notes should be used to aid communication between team members and services.  


· Remember to validate progress notes 


· Full patient details should be captured in the case record. Progress notes are a summary only. 


� •
It is not necessary to record an entry on progress notes following every visit – should be used to record changes or significant events e.g. 


� o
GP visit requested and reason 


� o
Commencement of syringe driver 


� o
 DNAR status 


� o
Date activities are undertaken e.g. Doppler, continence assessment to facilitate care identification or review date. 
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General Comments 

· If the patient is not at home record this on the outcome page with the code for not at home 


· Remember to indicate on the appropriate screen if your intervention has avoided a potential hospital admission. 


· Primary carers should be registered separately particularly for palliative care – best practice should be to do this at the point of registration to the caseload. 


� •
Telephone contacts that replace a face to face contact. Only to be used when a telephone contact replaces a face to face visit. The following actions need to take place: 


� o
Patients should be recorded on the team planner and allocated to a HCP.  


� o
When the contact is outcomed the telephone contacts should be chosen from the location list.  


� o
A record of the telephone contact should be recorded on RiO progress notes indicating it has replaced a patient visit  


� o
Any other accompanying information should be added to the progress notes 
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APPENDIX 3 


District Nursing Guide07
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http://nww.rio-leedspct.nhs.uk/rio/Login/RioLoginSrc.asp?Database=LIVE 


REFER the client to your team  

1  Choose Referrals/Discharges from the globe menu 


2 Search for the client - Type in the NHS number if you have it OR date of birth (ignore any existing names shown in the boxes)  


3 Click on search (at the bottom of the page) 


4 Select the client from the search results. The next screen shows all referrals that have been made for that client 


5 If there is no referral to your team, click Create New Referral 

6 Put in the referral date and time, which will need to be before the date and time you wish to record the first contact 

7 Complete the rest of the page 


8 Click Save Referral You will now see the Referrals page showing the referral to your chosen team. 
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You can check whether a referral exists to your team by looking at Caseload from your diary page, then Team Caseload. A client’s Referrals can also be viewed from the Case Record - Significant Events. 
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If the patient/client can’t be found try using the name with Use Soundex set to ‘Yes’. Once the team name and HCP (if used) has been entered for most services the remainder of the referral screen can be left. 

REVERSE REFERRAL 

1 Click on the Globe. Choose Reverse Referral 


2 Search for client in usual way 


3 Click on the referral you wish to reverse 


4 Confirm you wish to do this 
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Reverse referral can only be used if there are no appointments against the referral. If there are they will need to be cancelled first. 

Team Planner 

For District Nursing, the Team Planner must be used and a copy should be kept in case RiO is unavailable to your team. This can be achieved by printing the team planner daily in advance or through keeping a separate manual diary. Good practice will also be to add comments to the team planner so all of the team can be kept informed of patient specific or team specific information and in particular to alert team as to when a patient has reached their last appointment booked onto the team planner.  


Add client – 

1 Choose Team Planner from the Globe menu 


2 Select required team and click Go (Change date and click Go if needed) 


3 Click Add Client 

4 **Add comment and any repeat appointments 


5 Click Add button 


For alternate days / Cancel Appointments 

1. Add daily appointments, then select patient with check box on the right 


1 Search for patient. 


2 Click on globe and choose Cancel Client Appointments 


3 Click in the check box for all the appointments to cancel  


4 Choose Cancellation Reason 


5  Click Cancel 


** 
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If you have made repeat appointments to the team planner and wish to add a comment to show on the first day only, 
follow steps 1- 4 above (omitting step 4)then click the >> to add comment. 
Allocate to HCP- 


1. Select HCP from the Enter HCP drop down list and choose location 2 Click am/pm and select client from the right hand box 3 Click Place in Diary  


For more than one HCP to be added to the appointment  

1 Select HCP from the drop down list  


2 Click in right hand check box to select patients to add further HCP  


3 Click Place in Diary at the bottom of the page 


Remove HCP Allocation 

1 Click in the HCP box (next to HCP’s name) 

2 Click Remove HCP 
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This does not cancel the diary appointment – this must be done separately (see Cancel Appointment) 

For more than two AM or PM visits for the same patient in one day 

1 For the first appointment allocate the appointment using the “Allocate to HCP” guidance above. 


2 For the second (or more) appointment(s) it is necessary to allocate these appointments directly into the HCP diary using the “Make appointment” instructions below. 


Make appointment 
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Make sure it’s the right HCP first! 

1 From the diary page 

2 Choose the date for the appointment – click Go if you’ve changed it 


3 Click on the time of the appointment 


4 Search for client and select client 


5 Choose Appointment Type – Community 


6 Choose Location and Intended Duration. For clinic based activity, you should choose the appropriate Health Centre as the location. 


7 Click Book Appointment 


8 Click HCP Diary View to view the appointment 


9 To add more than one patient click the blue cross 
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 under client’s name on the appointment booking page and click save 


Make a “Double Up” appointment (Two Clinicians attending one appointment) 

1 Book the appointment using steps 1 to 7 above. 


2 Click on the blue cross 
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 next to Other HCP. 


1 Select other HCP from the drop down list and click 


2 Click on Return to Appointment Page. Note other HCPs names will now be present on this screen  


3 Click HCP Diary View to view the appointment 
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Outcome 
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You may wish to outcome appointments in reverse order as this makes it easier to change time and duration of appointment. 

1 Click To Outcome on the appointment 


2 Click the doughnut button 


3  It is important that activities are added -Click on the blue cross 
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 next to Activities to do this 


4. Choose the activity from the drop down menu. The new selection of codes developed by the PIT will be presented.  For example, Tissue Viability will have the options: TV – Leg Ulcer Management – Arterial Bilateral leg TV – Leg Ulcer Management – Arterial Single leg TV – Leg Ulcer Management – Venous Bilateral TV – Leg Ulcer Management – Single Bilateral TV – Wound Management – Simple TV – Wound Management – Complex TV – Pressure Ulcer Care – Simple TV – Pressure Ulcer Care – Complex TV – Oedema – Bilateral Limb TV– Oedema – Single Limb 


TV – Long Term Conditions Review 


2 Click Return to Outcome form at the bottom of the page 


3 Check and amend the actual duration. Note this will have defaulted to 15 minutes 


4 Check and amend the seen time. Note the seen time refers to the appointment start time  


5 Choose Conclusion from the drop down list 


6  Click Save and Return To HCP Diary or RiO to return to diary 


Outcome - Where More Than One HCP Attended the Appointment 

1  The Lead Clinician who made the appointment should follow steps 1 to 4 above. It is not necessary for the second or third HCP to also outcome this appointment, if they arrived and left at the same time. 

2 When adding the activities, RiO will also offer you the choice of which HCP delivered the clinical activity. Choose the name of the person from the drop down list and click 


3 Click Return to Outcome form at the bottom of the page 


4 Check and amend the actual duration. Note this will have defaulted to 15 minutes 


5 Check and amend the seen time. Note the seen time refers to the appointment start time  


6 Choose Conclusion from the drop down list 


7  Click Save and Return To HCP Diary or RiO to return to diary 


8 If HCPs arrived and left the appointment at different times, then this should be recorded separately in each HCPs diary. 
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Outcome – Where More Than One Patient Attended the Appointment but they all had the same activities and durations 

1 Click To Outcome on the appointment 


2 Click the Check All Box to outcome each patient with identical activities and durations  

3 Click the doughnut button 


4 It is important that activities are added -Click on the blue cross 
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 next to Activities to do this 


5. Choose activity from the drop down menu. The new selection of codes developed by the PIT will be presented. Choose: the activity from the drop down menu. The new selection of codes developed by the PIT will be presented. For example, Tissue Viability will have the options: 


TV – Leg Ulcer Management – Arterial Bilateral leg 
TV – Leg Ulcer Management – Arterial Single leg 
TV – Leg Ulcer Management – Venous Bilateral 
TV – Leg Ulcer Management – Single Bilateral 
TV – Wound Management – Simple 
TV – Wound Management – Complex 
TV – Pressure Ulcer Care – Simple 
TV – Pressure Ulcer Care – Complex 
TV – Oedema – Bilateral Limb 
TV– Oedema – Single Limb 



TV – Long Term Conditions Review 


1 Click Return to Outcome form at the bottom of the page 


2 Check and amend the actual duration. Note this will have defaulted to 15 minutes 


3 Check and amend the seen time. Note the seen time refers to the appointment start time  


4 Choose Conclusion from the drop down list 


5  Click Save and Return To HCP Diary or RiO to return to diary 


Outcome – Where More Than One Patient Attended the Appointment but they all had different activities and durations 

1 Click To Outcome on the appointment 


2 Click the Check Box Next to the Patient you want to outcome  

3 Click the doughnut button 


4 It is important that activities are added -Click on the blue cross 
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 next to Activities to do this 


5. Choose activity from the drop down menu. The new selection of codes developed by the PIT will be presented. Choose the activity from the drop down menu. The new selection of codes developed by the PIT will be presented. For example, Tissue Viability will have the options: TV – Leg Ulcer Management – Arterial Bilateral leg TV – Leg Ulcer Management – Arterial Single leg TV – Leg Ulcer Management – Venous Bilateral TV – Leg Ulcer Management – Single Bilateral TV – Wound Management – Simple TV – Wound Management – Complex TV – Pressure Ulcer Care – Simple TV – Pressure Ulcer Care – Complex TV – Lymphoedema – Bilateral Limb TV– Lymphoedema – Single Limb 


TV – Long Term Conditions Review 


2 Click Return to Outcome form at the bottom of the page 


3 Check and amend the actual duration. Note this will have defaulted to 15 minutes 


4 Check and amend the seen time. Note the seen time refers to the appointment start time  


5 Choose Conclusion from the drop down list 


6  Click Save and Return To HCP Diary or RiO to return to diary 


11.Repeat for other patients booked into this appointment. 


Reverse Outcome  

1 Choose Reverse Outcome from the Globe menu 


2 Click on the magnifying glass. Search for client. Choose the dates for the appointments to alter 


3 Select the appointments by clicking in the boxes 


4 Click on Reverse Outcome at the bottom of the page 


5 Return to diary view  
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You may find it helpful to click on the patient’s name on your diary page first – then you can just click go next to their name when you get to the search page at step 3 above. 
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Appointments cannot be cancelled if they have already been outcomed, the outcome will need to be reversed first 

Cancel Appointment 

1 Click the time next to the appointment you wish to cancel 


2 Click the box next to the client’s name (this will highlight it) 


3 Click the 
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  blue button or Cancel at the bottom of the page 


2. Select reason on the next screen, click Cancel Client/Cancel This appointment and confirm 
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You may find it helpful to click on the patient’s name on your diary page first – then you can just click go next to there name when you get to the search page at step 3 above. 
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Appointments cannot be cancelled if they have already been outcomed. 

Discharge 

1  Choose Referrals/Discharges from the globe menu 


2 Search for the patient to discharge 


3 Click the green arrow at the end of the blue referral for that patient    


4 Select HCP and Reason. 


5 Click Save Discharge Referrals.  You may see a warning showing any future appointments that will be cancelled - choose either Continue With or Cancel Discharge 


Registering a Death 

All deaths should be registered on RiO in order to reduce the risk of appointments being made or letters being sent to deceased patients. However, if this process is undertaken too quickly it becomes necessary to reverse the death, add supplementary information and then reregister the patient as having died once more. 


Suggested practice should be to allow no more than 5 days from notification of death to registering the death on RiO to allow for historic data entry to take place. 


Bereavement visits should be logged against the carer or relatives concerned rather than the deceased patient. 


Add ‘other activity’ (non client contact activity) 

1 Click in centre column (Location/Other Activity) on diary page at start time 


2 Choose activity from the drop down list 


3 Click in the end time box and enter end time in format eg 11.30 (there must be a full stop between the hours and minutes). 


4 (You can repeat book anything which occurs daily by choosing the number of days to occur from the drop down list) 


5 Add any comment you wish to show. Click Save Details 


Changing Patient Demographics (new address, new GP etc.)  

1 Go to the client’s Case Record  

2  Click Name at top left 

3 Click the magnifying glass next to address  


4 Delete the old address and enter new postcode or first line of address 


5 Click Search. Choose house number or name and click select – keep selecting until right hand box empty the click Accept Address 


CLICK SAVE 

1 To change GP – Click magnifying glass next to GP 


2 Enter GP surname and click search 


3 Click on correct GP then Accept GP CLICK SAVE 

The GP will only show at the main surgery for that practice. If the GP is not known ‘Unknown’ can be put in the surname. If 
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the address is not known ZZ99 can be used in the address post code.  
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If you identify a patient who has a duplicate record on RiO, please contact the RiO helpdesk on 305 7400 and seek assistance in merging the two records. 

RiO Support 
If you require support out of office hours for non critical events, please e-mail the RiO team at: 


rio.support@leedspct.nhs.uk 
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APPENDIX 4 
SUMMARY OF KEY PERFORMANCE INDICATORS (KPI’S)


		CARE PACKAGE 

		KEY PERFORMANCE INDICATOR 



		Assessment 

		• % increase in the number of SAP documents completed 



		Palliative Care 

		• Increase % of patients dying at home, as preferred place of care from DN service 



		Tissue Viability 

		• % of patients with venous leg ulcers having repeat Doppler 3 monthly. 



		Medication 

		• Number of DN incidents in relation to medicine administration (incident forms). 



		Non Palliative Chemotherapy 

		• % of incidents forms for patients with line complications 



		Bladder and Bowel 

		• No of patients admitted to A and E for catheter change (unplanned visits for bowel and catheter will be monitored across RiO system). • % of patients receiving formal 6-monthly reassessment. 



		Nutrition 

		• 75% informal and formal carers receive teaching regards management of feeds within 4 weeks of patients needing nutritional support. 



		Long Term Conditions 

		• % incidents related to patients with level 5 continuing health care status 



		Falls 

		•Reduction in number of hospital admissions in relation to falls. •All patients at risk and falls have a Tier 2 falls assessment completed (RiO).  •% reduction in number of patients admitted to hospital with fractured neck of femur. 



		Ear Care 

		•Patients receive timely holistic assessment of their ear care needs. 



		Tests and Investigations 

		• The reduction in the number of needle stick injuries whilst collecting samples  
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