District Nurses get new name, new service

Community (formerly District) nurses have had their names and roles changed in a review of the DHB’s Community Health Servcies.
Out of that review, a new service has been born that brings together under one umbrella the old district nursing, short term home support (Homelinks) services and some of the functions previously carried out in the Emergency Department or in inpatient beds such as IV therapy. Top that off with the new ‘single point of entry’ ethos that involves close liaison with FOCUS, and you have the new Community Nursing and Health Service (CNHS).

 “We known for some time that the focus of health services needs to shift more into the community,” says service manager Ilana Burt. “Well – we’re at the front edge of that movement. It’s not just a case of popping some services together and calling it by another name. It’s meant all of us making changes across the board, but working towards a common purpose – managing as much health care as possible in the home or community setting.”

The two year review began in 2005, and identified huge potential for further developing the’ IV at home’ service, which is much more pleasant for the patient, and frees up the ED or inpatient staff who would otherwise have been administering the treatment. 

Other areas for development were the extension of cover for the South Wairarapa, broadening out the expertise of the workforce so that it was easier to cover each others workloads, and the provision of more short to medium term support packages – thus allowing earlier discharge from hospital.

New structure
Structurally, the Homelinks (home support) and District Nursing sections have been merged, and support workers are now taking turns accompanying nurses on their rounds as part of the same team. 

 “This move has been absolutely fantastic,” says Ilana. “This has increased the safety of staff in the evenings, and support workers have lots of opportunities to learn how to provide services in ways that best meet the health needs of the clients. For example, when a patient is discharged after a hip replacement, the Community (formerly District) Registered Nurse can do a shower assessment, and at the same time, teach the support worker how best to help the patient with their mobility.” 

Integrated notes
One of the long term frustrations of working in the community has been the ‘left hand not knowing what the right is doing’ particularly when caring for patients with complex needs involving multiple services.  

The difficulties arise because there may be 10 or more different sets of concurrent paper based notes for the same patient – none of which are linked with anyone elses and in fact, carers may be unaware of their existence. The notes could include information held by a medical practice, one or more clinical nurse specialists, community nurses, FOCUS, and all or any of the Allied Health disciplines.

“We’ve had 2 workshops with the Clinical Nurse Specialists, and have a commitment to start an integrated patient-held record that everyone contributes to from 1 September this year,” says Ilana. “It sounds simple, but there have been a number of issues to resolve and I’ve been impressed with spirit of cooperation and desire to move forward.”
New teams
Other changes to the ‘old’ service include the pending introduction of an electronic booking system (rather than the current paper-based diaries) and the formation of the ‘Acute’ and ‘Chronic’ teams within the service.  

Each team has slightly different skill base and training requirement – the acute team have a focus on IV therapy for example, while the chronic team members will become Lead Palliative Carers.  The service has also introduced an extended afternoon (twilight) service which now runs until 10pm every day of the year.

The ‘new’ afternoon shift always finishes in the Acute Assessment Unit at Wairarapa hospital, where staff look for patients that they could support at home the next day.

 “For example, a recent patient was in AAU with a worsening of their congestive heart failure. They were able to be sent home rather than be admitted, once the Community Nurse was able to ensure that the diuretic regime would be accurately followed up,” says Ilana. “Otherwise, that patient could have spent several days in hospital just being monitored.”

New roles and responsibilities
Every day, a senior nurse from the CNHS visits Acute Services and the medsurg ward looking for early discharge opportunities, and helping plan discharges. Trudy Lamb (Support Coordinator) from the team also attends the weekly multidisciplinary team meeting in the Rehabilitation Unit to contribute to the discharge planning process and liaise with both the support workers and the Community Nurses. “Too often in the past, patients have spent extra time in hospital waiting for the right services to be put in place so they can safely go home,” says Ilana. “Better communication is really making a difference here.”
New developments
Another ‘must-do’ was the revision of entry and exit criteria for Specialist nursing services. 

“The Nurse Specialists are a fantastic group of very dedicated professionals,” says Ilana. “Unfortunately they are a scarce resource so we need to use them in the most appropriate and effective way.  They will be the key people who develop the care plans for patients with complex needs – this includes regular review of the patient and their care plan.  The Community Nurses will deliver the care as determined by the individualised nursing care plan.”  

This model will also be used by the future Nurse Specialist in the new Wairarapa Palliative Care Service.  

The Nurse Specialists are being mentored by Clinical Nurse Manager Rob Lewis and Physician Neils Dugan to enable them to carry out a consistent, thorough health assessment on their patients. These assessments include robust clinical baselines that give parameters for the nursing care plans they develop. This has help set the entry and exit parameters to each of the Nurse Specialist’s services. 

Next steps 
“We still have lots of developmental work to do, to keep pace with the changes in healthcare”, says Ilana. “Both Rob Lewis, and Support Coordinator Trudy Lamb are full of energy and ideas, and good at monitoring and reporting the impact of the changes we are implementing. The nurses and support workers are certainly rising to the challenge.  Next steps include establishing and maintaining competencies for our acute team around IV therapy and management of acute episodes such as neutropaenia, and working with our chronic care team to develop their skills in case management and roles as lead palliative carers.  

The introduction of new technology, such as using laptops in the community is also about to be rolled out.  “While we are not going to have an electronic patient record, we will be using the electronic InterRAI Palliative Assessment Tool,” says Ilana.   
One thing is for sure – life is never dull for anyone who works in this rapidly evolving service!

