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The NHS Commissioning Board (NHS CB) was established on 1 October 2012 as an
executive non-departmental public body. Since 1 April 2013, the NHS
Commissioning Board has used the name NHS England for operational purposes.
NHS England’s purpose is to create the culture and conditions for health and care
services and staff to deliver the highest standard of care. To ensure that valuable
public resources are used effectively to get the best outcomes for individuals,
communities and society for now and for future generations.

When this framework is implemented locally, commissioners and providers should
pay due regard to the Public Sector Equality Duty (section 149 of the Equality Act
2010) and to the need to reduce inequalities between patients in access to health
services and the outcomes achieved (Health and Social Care Act 2012). Service
design should be appropriate and accessible to meet the needs of diverse
communities.
Guidance for NHS commissioners on Equality and Health Inequalities legal duties
can be accessed at
http://www.england.nhs.uk/ourwork/gov/equality-hub/legal-duties/
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1 Introduction
This framework has been developed as part of the Transforming Nursing for
Community and Primary Care Programme (TNfCPC), the Senior Responsible Officer
for the programme is Jane Cummings, Chief Nursing Officer England. The framework
supports commissioning of community nursing in response to the Five Year Forward
View. It focuses on community nursing whilst recognising that greater integration for
health and social care will be needed to meet future needs.
Community nursing1 refers to a diverse range of nurses and support workers who
work in the community, including district nurses, intermediate care nurses,
community matrons and hospital at home nurses. It does not specifically include
general practice nurses, community mental health, learning disability or children’s
nurses although is transferable and all are central to integrated working.
The Five Year Forward View (1)2 outlines the
challenges faced by the health and social
care system in response to an ageing
population with increasingly complex and
multifaceted health and wellbeing issues.
Delivering the strategic vision of the Five
Year Forward View requires a ‘joined up’
approach for effective commissioning and
delivery of community nursing services.

What is community nursing?
Community nursing encompasses a
diverse range of nurses and support
workers who work in the community.
This framework focusses on
community nurses providing care for
the over 18’s encompassing the
district nursing service, community
matrons, intermediate care and
specialist nurses as examples.

Subject experts and partner organisations
(Appendix 1) have contributed to the
development of this framework for
commissioning community nursing within the
current health and social care context. They
have identified the key characteristics of a
community nursing workforce and the main
challenges for community nursing services.
The framework is based on these challenges and in response to the emerging new
care models, part of the Five Year Forward View. Formed of eight components the
framework will support commissioners and providers to understand the interrelationships between the components important to commissioning community
nursing. These components encompass assessing need, planning services,
commissioning the service and reviewing the impact through outcomes.
These components can also be adapted to the wider integrated health and social
care system.

The framework provides an overview of community nursing workforce planning tools
in advance of winter 2015. This is prior to the multi professional approach to the
When “district nurse” is used it refers specifically to district nurses not community
nurses in general.
2 The Five Year Forward View was collaboratively produced by NHS England, Health
Education England, Public Health England, NHS Trust Development Agency (TDA),
Monitor, and the Care Quality Commission.
1
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development of guidance on safe staffing being undertaken by the Chief Nursing
Officer and NHS Improvement.
Guidance from the Queens Nursing Institute (QNI) (2) and Health Education England
(HEE). (3) should be read in conjunction with this framework to support community
nursing commissioning.
The QNI have developed Voluntary education standards for district nurse education
and practice (2) providing further insight into the knowledge base and competencies
required of service leaders working in a community setting. The standards will
support this work to enable greater consistency in expectations of district nurses.
HEE (3) will also publish an overarching education and career framework for district
and general practice nursing service at the end of October 2015. This will provide
clarity of roles and expected educational achievement for the NHS to follow. Both of
these documents will complement this framework and set the career landscape for
nurses which will guide community nursing workforce commissioning.
Commissioners and established community nursing providers should also use the
framework to assess and develop current community nursing services

2

Purpose

The purpose of the framework is to provide:
 insight into community nursing, the challenges and opportunities to enable
effective commissioning of community nursing
 a focus for assurance conversations with providers
 eight components guiding the assessment, planning, commissioning and impact
of a community nursing service
 an overview of a range of workforce tools to assist planning in community nursing.

3 Current context
The current challenges facing the NHS which impact on community nursing services
are well known. There is an ageing population with increased health needs, a
growing need for nursing care at or closer to home, a focus on timely and appropriate
discharge from hospital, a rise in people with increasingly complex levels of health
and social care requirements.
Healthcare provision needs to respond to these challenges by improving productivity
whilst reducing or stabilising healthcare costs; providing care closer to the person’s
home and reducing episodes of unplanned health care. There is a need to develop a
cost effective and sustainable community nursing service whilst maintaining and
improving high quality care.
The publication of the Five Year Forward View (1) aims to address the health and
wellbeing gap, the care and quality gap and the funding and efficiency challenges in
the context of rising demand and resources focussed on hospital care. Despite the
intended transfer of care closer to or at home there has been only a “0.6% increase
in the number of nurses working in the community over the past ten years.” (1 p. 30)
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Community nurses are essential to support the movement of care from hospitals to
settings at or closer to people’s homes. They currently deliver care in primary and
community settings with hospital-based specialist services, social care and third
sector partners, but this collaboration needs to be strengthened. There are many
policies and initiatives to support this such as the development of new care models,
the better care fund, prime ministers challenge fund, seven day working, avoiding
delayed transfers of care and urgent and elective care networks. The concept of
greater integration between primary care and community nursing as part of the new
care models is well described in the recommendations of the Primary Care
Workforce Commission (4). Greater integration aims to strengthen and streamline
services to reduce fragmentation supporting people to live as well as possible,
centred on the outcomes important to them.
This framework will support local commissioning of a person centred outcome based
approach to community nursing; appropriately resourced; to deliver improved health
outcomes and cost effectiveness. (5)
A key element of commissioning a community nursing service is to have an
understanding of the workforce providing this. There are difficulties with recruitment,
retention, and an aging community nursing workforce, alongside the issues of rising
acuity, dependency and demand for care. Using a workforce tool can provide
evidence of capacity and demand, productivity and cost effectiveness and support
skill mix changes.
The next section describes the key characteristics of a modern community nursing
workforce.

4 Key characteristics of community nursing
Community nursing has developed over the years, historically the perception of the
district nursing service is that it cared for older people who were unable to leave their
homes to seek health/nursing care, (6) however it is increasingly recognised that
community nurses can and do provide much more than this.
“The ultimate purpose of community
nursing is to work collaboratively in
providing safe and effective holistic
nursing care to people in or near
their home:, enabling people to make
choices, self-manage and maintain
control over their quality of life” (38 p.
80)

Community nurses have a multitude of core skills
and knowledge for assessing and providing care
in the home environment; wound and leg ulcer
care (assessment, diagnosis and management),
intensive nursing care at the end of life, pain
management, timely hospital discharge,
rehabilitation, maximising independence and
provision of support and advice to the individual,
carer and family.
Community nurses have developed additional
skills in response to the changing needs of the
population they serve such as long term
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condition management, identifying and supporting those with exacerbations of
serious illnesses. It is important to recognise that care should be holistic, focussing
on self-care, prevention, behaviour change and not task oriented.
The changing health and social care environment, requires improved integrated care
services (4), to respond to this the community nursing workforce needs to be:
 resilient and adaptable, able to cope with unpredictable situations sometimes
under less than optimal circumstances
 confident in lone working and making autonomous decisions, often without
immediate or remote support
 skilled at proactive and anticipatory care, working with individuals and carer’s to
enable them to recognise acute or chronic changes in their condition or wellbeing,
using advanced practice skills for assessment, diagnosis and prescribing
 skilled and effective at working in partnership in a multidisciplinary team
 able to work effectively with carers to support them in their role to meet person
centered outcomes, for example in end of life care to be in the preferred place of
choice wherever possible
 skilled in behaviour change or coaching strategies to support individuals to be
empowered and confident in managing their conditions and wellbeing through
secondary prevention
 able to conduct risk assessments and risk mitigation to ensure interventions can
be delivered safely to people at home
 able to recognise where safeguarding or mental health is compromised and
assess the individual’s mental capacity to consent
 able to prevent unnecessary hospital admission and facilitate timely discharge
 confident in higher level communication skills such as appreciative enquiry that
enable the use of effective communication skills to negotiate care plans and
establish a co-productive relationship
 strongly focused on enabling individuals to take responsibility for their self-care
 effective users of technology, promoting its use with people in their care
 able to apply population level health and wellbeing initiatives, building strong
relationships with third sector organisations
 able to use appropriate outcome measures to evidence the effective use of
community nursing services
 skilled in the caseload management of a caseload, workload and resource
utilisation
 confident in their individual professional development and in supervising
colleagues and students
 able to manage change through flexibility, innovation and strategic leadership.
These attributes are recognised as key characteristics for district nurses and are
described in other documents (2) (3), but are applicable to the wider community
nursing workforce.
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5 Key factors affecting delivery of community nursing
services
There are many factors that affect the efficient and effective delivery of community
nursing services. These are highlighted in diagram one below, and embedded in the
components of this framework in section six. The factors should be used as a basis
for discussion in assurance conversations between commissioners and existing
providers. These conversations will support the development and provision of the
community nursing service and multi professional working.
The factors are categorised into commissioning, operational, workload and workforce
factors.
Diagram 1 - Factors affecting community nursing services delivery

• Block Contracts
• 24/7/365
• New care models
• Outcome based
• Primary care provision

• Demand
• Complexity, dependency
and acuity
• Invisible workload left undone
• Care homes
• Caseload management
• Service user expectations
• Workforce tools

• Geography
• Technology
• Clinical leadership
• Population profile
• Third sector providers

Commissioning

Operational

Workload

Workforce
• Skills & competence
• Leadership
• Age profile
• Recruitment/ retention/ vacancy
rate
• Education and training
• Performance management
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6 The eight components for commissioning community
nursing
There are eight components in this framework identified through consultation with
community nursing experts. A number of key partner organisations contribute to the
effective delivery of community nursing including, Local Education and Training
Boards part of Health Education England, education providers and regulators. The
framework however specifically identifies the responsibilities for commissioners and
providers.
Each component covers the aims, rationale and delivery mechanisms with a focus for
either provider (P), Commissioner (C) or both (C/P). The components can be applied
to primary care and wider community services, all having a role in integrated care
Diagram 2- Components for community nurse commissioning

1.
Focused on
health needs
now and in
the future

8.
Effective
workload
management

2.
Person
centred
outcome
based

Components
for
commissioning
community
nursing

7.
Technology

3.
Behaviour
change and
self care

4.
Leadership
and
governance

6.
People and
culture
5.
Quality
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Component 1: Focused on health needs - now and the future
Aim




Evidence based evaluation of population health needs and demographic
challenges will be used to inform commissioning of community nursing.
Use all available health economy data including provider data such as locality
population, caseload and workforce information to inform planning.
Create and sustain a nursing workforce that is prepared to deal with future
healthcare and prevention challenges.

Rationale
People requiring healthcare at home have diverse and complex needs, this is in part
due to them living longer with multiple co-morbidities, including a rise in dementia
diagnosis. Advancements in healthcare require the skills of the community nursing
workforce to adapt over time.

C/P

C/P
C/P

C/P
P

C/P

C/P
C/P

Delivery Mechanism
Model individual and locality needs using population health management
systems from a variety of sources, such as Joint Strategic Needs
Assessement, Atlas of Care, Quality and Outcomes Framework and Primary
care webtool (7). Compare this with information from provider caseload and
workload data.
Share population data with communities and clinicians to develop a coproduction solution for future healthcare needs.
Develop competencies of staff to ensure they are able to deliver nursing care
mapped to the changing needs based on the population assessment and
caseload analysis.
Commission education and training in line with findings of the health needs
analysis to ensure a competent workforce.
Develop systems to assess for the potential presence of frailty with every
contact with an older person (8). Consider use of the Frailty toolkit for
General Practice (9)
Use Case finding and risk stratification (10) and Next steps for risk
stratification in the NHS (11) to identify people with complex needs requiring
case management and for identifying frailty.
Plan for carer’s needs and carer’s assessment.
Ensure the diverse needs of communities and inequalities for access and
outcome is assessed and reduced.

Key
C= Commissioner
P=Provider
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Component 2: Person centred outcome based commissioning
Aim
Community nursing is focused on meaningful person centred outcomes for
individuals and carers, valuing impact, rather than individual contacts or tasks.
Rationale
Traditional healthcare commissioning in the NHS has historically been based on
block contracts and processes such as numbers of patient visits. The Kings Fund
(12) highlighted that for community services this has been partially due to a lack of
data and quality metrics. As a result, commissioning by block contracts has meant
that providers have not been accurately rewarded for the work they have undertaken.
Consequently, changing demand without a changing workforce, in some cases, has
impacted on the effective delivery and quality of community services.
Static funding levels, growing demand and unexplained variation in clinical care
between providers has resulted in the need for services to be commissioned
differently. Outcome based commissioning is increasingly seen as a way to reduce
fragmentation and to reduce the barriers for integrated working across multiple health
and social care providers. To add real value, the outcomes should focus on local
needs and priorities addressing the prevention agenda, must be centred on what
matters to the person, via personalised care and support planning (5).
The Kings Fund has described that whilst some commissioners have started to
develop outcome based commissioning for community services, others remain less
developed in their approach, focussing even more on activity. They suggest that
community nursing needs to move away from task and contact based care to person
centred outcome based care (12).
Providers need to be proactive at evidencing their impact using outcome measures.
These may be based on, for example; patient care outcomes - dying in the preferred
place of care; quality outcomes - experience of care; clinical performance outcomes leg ulcer healing; workforce performance - sickness rates. Outcomes may be
identified as part of a pathway demonstrating a staged approach to achieving patient
centred outcomes (13).
One of the aims of the Five Year Forward is to promote further integration of
services, via integrated teams that will respond to population need. These
multidisciplinary professionals will work across organisational boundaries to deliver
person centred outcomes. Effective working with GP practices is central to both
community nurses and integrated teams.
The increase in dementia and anxiety in people with long term conditions also
highlights the importance for teams to have mental health skills, the commissioning
of this will need to be agreed. The new care models are developing different
structures and teams and the impact of these different models will be useful in
identifying and resolving challenges.
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The Five Year Forward View also promotes people becoming more active
participants in their care.
The current district nursing service is seen as flexible and clinicians frequently state
that individuals are referred to the service as a ‘catch all’ if no other option is
available (14). This may result in some individuals being in the service unnecessarily.
Moving to outcome based commissioning would help to create whole system
integration around the needs of the population rather than via rigid service
boundaries.

C/P

C/P
P
C

C
P

P
C/P
P
P

P
C/P

C/P
P
P

Delivery Mechanism
Move from block contract commissioning and service which counts numbers
of contacts, to person centred outcome based commissioning to streamline
delivery of patient care.
Develop a shared vision between commissioners, providers and stakeholders
to build an integrated care model which delivers person centred outcomes.
Provide a service flexing the delivery approach for person centred outcomes.
Develop standardised key performance indicators for outcome focused care
which support integration and deliver improvement. Link these to workforce
numbers and demand.
Identify outcome measures that could lead to service delivery change and
ultimately person centred outcomes (13).
Capture and report evidence of performance outcomes based on the service
users’ experience, financial, operational and clinical measures using patient
reported outcome measures (PROM’s).
Have processes in place to support integration which reduce the transitions of
care between services.
Support the development of governance and organisational models for
decision making and mutual accountability.
Provide effective education and training to support culture and behaviour
change in community nurses.
Support clinicians to work effectively with carers by responding to carers
needs, helping them to stay healthy and to be appropriately supported with
their caring responsibilities. Particularly in discharge care, end of life care and
dementia. Utilise guidance such as Dementia revealed (15).
Embed personalised health budgets.
Obtain feedback from patient involvement forums, Friends and Family Test,
staff survey, primary care information, staff turnover as a means of assessing
outcomes.
Utilise the best practice guidance to support the implementation of
personalised care Personalised Care and Support Planning Handbook (16).
Assess the effectiveness of care coordination and impact on individuals.
Utilise Multi-disciplinary team (MDT) working (17) supporting health and
social care professionals to work across professional and organisational
boundaries
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Component 3: Behaviour change and self-care
Aim
Community nurses work with people as full partners in care through personalised
care and support planning, using behaviour change to help them recover from or
manage ill health, stay well, or maintain independence.
Rationale
The integrated team is supported to assist with behaviour change, firstly to assess
individual’s knowledge, skill and confidence for managing their own health care using
patient activation (18). Then secondly to adapt their intervention working with people
to promote self-care and empowerment to make healthy behaviour changes (19)
(20). People who are activated have better outcomes, improved test results across a
number of conditions, engage in healthier behaviour and have fewer episodes of
emergency care. Tailoring support for those least activated, leads to the greatest
improvements. Moving to this approach may mean initial consultations with people
take longer due to the holistic nature of the interaction. Over time the focus on
education and empowerment will reduce the amount of healthcare intervention
dependency on services, improve care delivery and patient outcomes.
Health coaching such as health trainers, expert patient programme and DESMOND
all demonstrate the impact of behaviour change.

C/P
P
C/P
P
C/P
P

C/P

C/P
P

P

Delivery Mechanism
Utilise Framework for personalised care (21). Making every contact count
(22) and NICE guidance on behaviour change. (19).
Ensure the integrated workforce is appropriately skilled in the delivery of
behaviour change and promoting self-care.
Ensure behaviour change and assessing skill, knowledge and confidence is
recognised as integral to practice and utilised as an outcome measure.
Use a patient reported measure on how well they have been involved in the
decisions on their care.
Collate data on facilitating self-management as an outcome measure.
Establish if initial assessment appointments need to be longer in duration to
facilitate a holistic assessment and plan of care. Work with people to identify
and support behaviour change and self-care reducing longer term
dependency on services.
Ensure the wider multidisciplinary workforce is fully engaged in the cultural
change required with an approach to caring from a deficit to an asset based
model of health and care. From viewing the ‘patient’ or individual as
dependent, to self-caring and empowered building on their strengths.
Move from task based measures to person centred outcome measures.
Ensure a person centred approach where behaviour change may not be
appropriate in people with conditions such as advanced dementia. Utilise
Ambitions for palliative and end of life care (23) with people at the end of life.
Use a range of approaches to promote behaviour change and self-care such
as building skills, knowledge and confidence of carers on the prevention of
pressure ulcers as well as smoking and weight loss.
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Component 4: Leadership and governance
Aim





Governance structures are appropriate and proportionate for effective delivery
and shared decision-making.
Managers, clinicians and nurse leaders in organisations will lead, promote and
embed change across organisational boundaries that challenge traditional ways
of working. They will model the culture of collaboration and integration to improve
outcomes for people.
Clinical and management processes support clarity of “core role” and “flexible
roles” for the community nurse workforce to ensure effective person centred care.

Rationale
Organisational and cultural change will be supported by excellent leadership to
embed the changing models and service in practice. Leadership will address
professional concerns and drive through transformational change. It is important
leaders share examples of good practice and celebrate early successes.

C/P

P
C/P
P

C/P

C/P
C/P
C/P

C/P
P
P
P
P

Delivery Mechanism
Ensure leaders - both clinical and managerial- across community nursing
understand and articulate the vision for outcome based commissioning and
role model how this translates into clinical practice.
Ensure the appropriate capacity and capability at all levels to plan, manage
and deliver care services to achieve the shared strategy and vision.
Develop clear processes to manage risks across providers.
Define expectations for clinicians in “core roles” and “flexible roles”
facilitating empowerment and change to promote person centred care. Use
guidance (2) (3) to support the change.
Allocation of resources is clear and transparent and regularly reviewed as
flexible roles develop, ensuring systems are in place to monitor caseloads
and workload to facilitate person centred outcomes.
Ensure there is an effective system for managing and evaluating clinical risk
and safety across all pathways.
Ensure robust information governance arrangements are in place for
information sharing in and across organisations.
Ensure project and change management systems and processes are in
place to support the delivery of complex, whole system change to drive
efficiencies and improve care.
Provide clearly defined service specifications for the service provided,
facilitating person centred outcomes.
Ensure active clinical supervision systems are in place for effective caseload
management.
Ensure performance management systems are in pace for effective
workforce allocation.
Ensure community nurses have the knowledge and skills to provide effective
basic and post-basic education/training in one-to-one contexts.
Support new care models where self-managed teams empower nurses to
provide person centred outcomes.
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Component 5: Quality
Aim
 High quality, innovative, cost effective and compassionate care is consistently
delivered by a community nursing workforce, which comprises the right people
with the right skills in the right place at the right time.
 Outcomes are measured and there is a reduction in variation of person centred
outcomes.
 Effective relationships are developed.
 Quality includes; patient safety, clinical effectiveness and patient experience.
Rationale
Recent reports, such as Francis (24) and Berwick (25) have highlighted the need for
safe staffing and both suggest that “too few staff” is a key issue in delivering quality
care. Ensuring there are enough experienced senior nurses as well as junior staff is
essential. Community nursing teams need appropriate skills and competencies to
deliver high quality care which embraces innovation, for people in the community. As
caseloads become more complex, time for clinical supervision is essential.
Increasingly, individuals with more complex health and social care needs are living in
care homes and sheltered housing, requiring support from a community nursing
service. The variability in quality, quantity and staff turnover in care homes and the
contracts they have can influence the requirements of community nursing services
and can vary over time. Community nurses have a key role in supporting and
developing staff in care homes to facilitate person centred outcome based care.

C/P
C/P
C/P
P
C/P
C/P

P
P
C/P

C/P
P
P

Delivery Mechanism
Contract for investment in prevention, quality improvements and working
practices to deliver savings and efficiencies over the longer term.
Use evidence-based metrics to measure outcomes and experience.
Use key performance indicators that demonstrate outcome based care.
Ensure staff achieve the competencies to deliver the service.
Ensure access to education and professional development to meet the needs
of their services and are compliant with the HEE Framework (3)
Consider the implications of the Shape of caring review (26) for a flexible
workforce that provides high quality care wherever and whenever a person
needs it.
Deliver nursing care by the right staff in the right place at the right time.
Quality standards and NICE guidance are used to support delivery.
Monitor the impact of care homes on the community nursing workforce and
agree how to meet the needs in a person centred, outcome based approachusing workload tools. Learn from examples where care homes reduce the
impact on community nursing.
Monitor the needs/unmet needs of care homes and impact on the community
nursing service using workload assessment tools.
Proactively plan and recruit the workforce, monitoring and evaluating the
impact of temporary staff.
Develop senior community nursing leadership ensuring recruitment and
training plans are in place.
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Component 6: People and culture
Aim





To engage community staff to deliver better patient experience, more appropriate
care and improved outcomes.
Providers identify, recruit and retain an appropriately skilled workforce to deliver
high quality care.
Ongoing workforce development to meet changing demands.
Deliver person centred outcome based care supported by a culture of
collaboration, innovation and quality improvement.

Rationale
Evidence clearly shows that organisations with engaged staff deliver better patient
experience, more appropriate care and improved outcomes (27).
Workforce planning is affected by the following factors which need to be considered
in maintaining an effective workforce.
 The district nursing workforce is ageing with 50% of the workforce planning to
retire in the next ten years (14).
 The number of, qualified district nurses has fallen by over 40% in the last decade
(28) and an increase in other staff by other grades of nurse by 34% (3).
 There is increasingly a national difficulty in recruiting staff into the community
setting and in particular to the more senior band 6 and 7 roles, with some
organisations quoting over 40% vacant positions for band 6 and above.
 There is a need for a more comprehensive community nursing workforce dataset
to inform workforce supply modelling.

P

C/P
P
P
C

P

C/P

Delivery Mechanism
Ensure planning and investment is made well in advance to enable effective
recruitment, flexible working and retention, exploring creative ways of
recruiting new staff and retaining staff.
Develop cultures, values and behaviours, across organisations delivering
services. Recruit for NHS Constitution values.
Develop a flexible workforce across pathways and population groups to meet
the changing needs and demands.
Facilitate staff to work across organisational and professional boundaries.
Commission providers who demonstrate capacity and capability to meet the
population need and respond to changes in traditional delivery models. If a
Transfers of Undertakings (TUPE) process applies the cultural changes may
require more clarity for changing practice.
Provide training and organisational development to support and embed the
new and innovative ways of working. Develop organisational learning needs
assessment to enable HEE and LETBs to commission education and training
opportunities that sit outside of the employer responsibility.
Ensure that there is a clear organisational development plan which includes a
workforce strategy that is inclusive and able to reflect new ways of working
and support the wellbeing of staff.
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Component 7: Technology
Aim
Technology is used to
 support the delivery of outcomes and ensure care is centred on the individual
 share person centred outcomes and performance information across
organisations
 collect and interpret workforce/workload data.
Rationale
Technology is central to new ways of working and the changing demands on
community nursing services. There are opportunities to work more effectively with
people, utilising telehealth, emails, texts, near patient testing, personal care alarms,
provision of patient information and web based forums (29).Technology provides
opportunities to reduce geographical challenges and efficiency with the use of
effective mobile devices, including access to up-to-date electronic clinical records,
mobile working and remote consultations. A recent survey showed that on average
nurses working in the community spent 85 minutes a day travelling (30) for some this
has reduced significantly following the introduction of mobile working demonstrated
by this recording District nursing in the digital age (31).
Technology is essential for effective collection and interpretation of accurate
workload and workforce information. Electronic clinical record keeping that enables
automatic data collection of workload/workforce data and person centred outcome
measurements, will support improvement and assist in the reduction of variation in
service delivery and patient outcomes. By 2020 there is a vision that healthcare will
be a paperless system and all records will be shared across professionals at the
point of care Personalised Health and Social Care 2020 (32)

P
C/P
C/P
C/P
P
P
P
C/P
C/P

C
C/P

Delivery Mechanism
Facilitate a culture change to embed and promote technology in clinical care
Develop effective use of clinical records, IT, data sharing and technological
solutions to ensure best use of clinical time.
Share assessments and plans for care delivery using technological solutions.
Exploring the use of the Trusted Assessor Model (33)
Develop telehealth to increase independence and self-care and to provide
early warning of a need for intervention.
Develop mobile working using lessons learned from other community
providers to drive improvement.
Ensure workforce/workload data is collated and evaluated automatically
without duplication of time.
Utilise technology to reduce travel time.
Use technology to facilitate remote consultations with experts.
Direct individuals to self-help technology to improve person centred
outcomes, such as the online tool for Shared decision making and patient
decision aids (34) to help people make difficult decisions.
Use technological applications that promote patient led care planning.
Ensure all patients will have access to their healthcare and nursing records.
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Component 8: Effective workload management
Aim




Commissioners and providers understand and can articulate the workload of
community nurses.
Community nursing demand (including planned and urgent), activity,
dependency/acuity and risk is regularly assessed to identify the required nursing
resource.
Caseloads are managed effectively utilising appropriate technology where
available.

Rationale
“Not understanding capacity may lead to imbalanced workforces, assigning too much
work, resulting in missed or late sessions, or not having enough time to deliver
services in line with specification. This may also miss seasonal fluctuations”. (35 p.
17)
The winter of 2014/15 highlighted challenges for accident and emergency services
across the country with anecdotal reports about the increased complexity of patients
impacting on extended lengths of hospital stay. The complexity and
dependency/acuity of individuals requiring nursing care in the community has also
been seen to increase over recent years.
The changing dependency/acuity of people receiving care, needs to be identified and
evaluated. As complexity changes, the skills, skill mix and workforce capacity will
need to change. Effective workforce planning needs an accurate assessment of both
supply and demand and matching them both. (36) Using workload tools can assist
this and the results need to be translated into a workforce plan. Section 7 describes
some available workload tools.
The importance of accurate information to support commissioning decisions about
skill mix and services is vitally important to ensure provision of high quality care for
both the community nurse and those receiving interventions. (36)
Caseload management is a vital component of the community nursing role, which
requires effective and efficient management. In 2014 the QNI identified through its
survey that one third of district nurses continue to allocate their workload via paper
based systems, which reduces effectiveness of caseload planning and evaluation.
The importance of understanding caseloads, referrals and capacity of the service to
meet the demand is essential. Measures of workload and output are not routinely
robust, leading to poor understanding of the district nurses’ role and work.
Workload is generated from the caseload and the extent of the workload can be
dependent on administration support, systems and processes and the skills and
knowledge of the caseload holder. A lack of skills or confidence can lead to
inappropriate care planning and over visiting, reluctance to discharge and large
caseloads for the population served.
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Larger caseloads and working in more integrated care teams requires effective
workload planning and coordination of care. A survey in 2013 identified that case
managers and team leaders spent more time in management and administration and
only 27% of their time on direct patient care (30). The balance of this and the impact
on service delivery need to be considered for the best use of resources.
The work that is left “undone” due to time pressures, lack of skills or resources is
often articulated poorly by clinicians. Likewise the unmet need of individuals who are
not known to have an active nursing need, but are housebound may not be
addressed.
Some providers have separated their services into planned and unplanned care 3.
Workforce tools are able to assist in identifying and quantifying the predictable nature
of the unplanned work to enable more effective management by using statistical
techniques. Although further work is needed to be undertaken to develop this further
(36).
Services need to be responsive 24/7 and 365 days per year to continue to respond to
healthcare needs and the urgent and emergency care agenda. There is a need to
facilitate effective pathways across organisational boundaries to reduce unnecessary
hospital admissions, treat people in their own homes and deliver cost effective
services and sustainability of the NHS.

P
P

P

P
P

C/P

Delivery Mechanism
Use electronic caseload management tools to facilitate data gathering,
benchmarking service variability, interpretation and reporting.
Ensure the electronic tools used promote a feeling of ownership by nurses by
providing:
 nurse input with validation processes to reduce error
 nurse access to meaningful and immediate data reports
 articulation of caseload and workload demand.
Ensure systematic and consistent caseload review across the provider to
reflect risk, dependency/acuity and nursing input to the caseload. Monitor and
evaluate changes over time using a workload tool (see section 6) such as the
length of time people remain on the caseload, referral to follow up ratio for
identified care pathways and outcome based care. Understand the limitations
of the tool in use.
Deliver care based on best available evidence and caseloads monitored
against this.
Ensure caseloads reflect dependency/acuity of the people on the caseload
not size. Allocate the workforce to meet the need of the workload using an
effective tool/ system.
Identify unmet need and report systematically using capacity and demand
workload tools. Develop solutions to identifying and meeting unmet need.

3

Planned care refers to work that is pre-planned by the service and unplanned care is any unplanned
contact by a person requiring or seeking help, care or advice that can occur at any time.
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C
P
C/P

C/P

C/P
C/P
C

C/P

P

Delivery Mechanism
Commission for achievement of the contract requirements based on personcentred outcomes, risk management and not tasks or activity.
Collect and evaluate data to demonstrate the planned and unplanned
demand for the service and response to this.
Work to create “real time data” and reports across health and social care
providers and commissioners. This will assist in identifying the impact of
pressures in the system enabling reporting, evaluating demands and
workforce pressures.
Proactively manage anticipated changes in demand such as winter pressures
and continuity planning. Providers and commissioners to work together to
understand the relationship and impact between planned and urgent care
both within the service and across other services.
Ensure staffing establishment reflects the need of the workload according to
time of day or night and the level of nursing care required.
Develop mechanisms through benchmarking to identify and reduce
unwarranted variation of outcome across a pathway or defined population.
Ensure quality equipment such as pressure relieving equipment is available
to meet the population needs. Provision to be reviewed alongside population
need and complexity to ensure a lean, safe and efficient system.
Provide a 24/7/365 community nursing service (4), taking into account the
local specialist nurses and third sector nurses such as hospice at home,
alongside district nurses and intermediate care teams. Clinical leaders to
provide guidance on changing needs.
Use Lean working techniques or Productive Community Services (37) to
reduce inefficient working practice.
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7 Workforce planning tools
A theme throughout the eight commissioning components is for accurate and robust
workforce planning. A variety of organisations are utilising workload planning tools to
plan and design their workforce providing evidence to commissioners of the work that
community nurses are delivering. These tools demonstrate the changing nature of
community services, complexity and acuity, staffing requirements, workload and
efficiencies.
The QNI (35) was commissioned by NHS England to review workforce planning
within district nursing and a variety of tools were explored. This review identified a
significant gap in the availability of workforce tools that enable and support strategic
workforce planning.
Following on from this, through the QNI work and networking across the sector,
fourteen UK community nursing sites and nine workforce planning tools were
identified and reviewed. The tools are presented in a matrix (diagram 3).
These tools have principally been developed in response to the commissioning
landscape, being based on activity and demand rather than outcome based
commissioning. They have mainly focused on community nursing rather than on an
integrated workforce.
None of the tools that were reviewed appear to offer a single solution to addressing
all of the commissioning components, neither do they focus specifically on a long
term or strategic view of workforce planning for community nursing or integrated
care, therefore further work is needed. This is consistent with other reviews. (6) (36)
Commissioners and local providers need to agree what kind of workforce/ workload
information is required and if a tool is currently being used. Working together
commissioners and providers need to evaluate the impact and benefits of the tool
and whether this meets the future person centred outcome focussed service they
wish to provide.
The tools are evolving; the ability to adapt the tool to each local situation needs to be
explored by commissioners, such as its ability to connect and interact with local
clinical information systems that providers are using. Many of the tools currently
available are based on linear collection of data and do not reflect the
multidimensional complexity of care being delivered. None of the tools capture the
impact of interventions using behaviour change and promotion of self-care.
The reviewed tools do not represent the total number of tools or systems in use in
community nursing. Workforce planning tools which deliver at both a strategic and an
operational level are particularly important with the changing requirements of an
integrated care agenda. They must meet population need and provide the right staff,
with the right skills, in the right place at the right time.
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Diagram 3 - Matrix of tools and focus 4
Functions of the tool
The tool uses
population
health needs
and
demographics
to inform the
workforce
requirements of
the caseload or
service.

Dependency/
acuity/ level of
intervention of
people
requiring care
on the
caseload is
monitored.

Site/Provider/Model/Tool

Health Needs Dependency/
Acuity
Site

Tool

Stafford and Stoke on
Trent Partnership Trust

In House

Isle of Wight NHS Trust

In House

Northern Ireland

eCAT – Electronic
Caseload Analysis
Tool

Demand on
the service/
caseload is
monitored.

Skill mix of the
team is
matched to
caseload/
service need.

Demand

Skill Mix

Data capture
Has been
Outcomes of
is efficient with
used or is
care are
an automated being planned captured: this
process with
for use in
includes
consistency in more than one patient safety,
the data.
type of team.
clinical
effectiveness
and patient
experience.

Data Capture

Integration

Quality

England Centre for Practice
Cassandra Matrix
Development
Cumbria Partnership NHS
Foundation Trust and
Derbyshire Community
Healthcare Services

Hurst Model

Scotland model

Scottish Community
Nursing Workload
Measurement Tool

Virgin Healthcare and
Bristol Community Health

Total Mobile

eCommunity - QES

eCommunity

Sheffield Teaching Hospital
Various
Trust

For the purposes of this framework the Benson Model has not been included in the
matrix above as it is currently used in health visiting and school nursing, not in
community nursing. A specification exists to develop this for community nursing but
as yet is untested.
Whilst recognising the limitations of the above tools they are presented as a range of
examples rather than an endorsement of any one specific tool. At present these tools
are shared in advance of the multi-professional approach to safe staffing levels by
NHS improvement and the CNO for England.

4

Acuity means how ill the individuals are, their increased risk of clinical deterioration and how complex
their care needs are. The term dependency is used to establish the level to which an individual is
dependent on nursing care to support their physical and psychological needs and activities of daily
living.
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8 Next steps
This framework aligns with the vision outlined in the Five Year Forward View, and will
support commissioning of high quality, innovative and cost effective community
nursing in the future. Implementation and embedding of the framework will require
significant courageous leadership and commitment from both commissioners and
providers, necessitating a move from current service provision to a service which
meets future need. The rate of progress to embed this will reflect the ambition of both
commissioners and providers.
Commissioners and providers will develop an implementation approach that
provides:
 agreement on how to implement the framework
 agreement of a common purpose and outcome for population health need
 a method of working together with the public to identify the composite measures
that demonstrate the value and impact of community nursing in a multidisciplinary
environment
 service models which deliver NHS and Public Health England outcome
frameworks
 provide NHS England with an evaluation of how the framework has been used,
the impact and how it might be developed.
Commissioners are encouraged to:
 overcome barriers to moving limited resource from hospital to community, at a
time when demand for hospital based care has not decreased
 use the components within this framework to understand and effectively
commission community nursing
 use the framework to support partnership working in more innovative ways
 support providers with workforce challenges and understand how these are
accurately assessed.
Providers are encouraged to:
 deliver cultural and skills based change to develop proactive approaches to
keeping vulnerable people at home
 utilise the framework to increase efficiency of the service through new
technologies and partnership working
 provide evidence of impact on patient centred outcomes and the effective
management of services
 use the components outlined in the framework to address the challenges in
planning, delivering and evaluating community nursing
 use a workload/workforce tool to drive service improvement in a multi professional
environment
 evidence outcomes for community nursing to reflect the true value that community
nursing brings in a multi professional team.

24

OFFICIAL

9 References
1. NHS England. Five Year Forward View. [Online] 2014. [Cited: 16 August 2015.]
https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf.
2. Queens Nursing Institute. District Nurse Standards for Education and Practice.
QNI. [Online] 2015. [Cited: 14 August 2015.]
http://www.qni.org.uk/for_nurses/policy_and_practice/district_nurse_standards.
3. Health Education England. Developing people for health and healthcare Education and Career Framework (draft consultation document). s.l. : District Nursing
and General Practice Nursing Service, 2015.
4. Primary Care Workforce Commission. The future of primary care: creating
teams for tomorrrow. Health Education England. [Online] July 2015. [Cited: 17
August 2015.] http://hee.nhs.uk/work-programmes/primary-and-community-careprogramme/primary-care-workforce-commission/.
5. NHS Confederation. Beginning with the end in mind: how outcomes - based
commissioning can help unlock the potential of community services. [Online] 2014.
[Cited: 15 August 2015.] http://www.nhsconfed.org/resources/2014/09/beginningwith-the-end-in-mind.
6. Queens Nursing Institute. The district nursing workforce planning project:
Literature review. [Online] 2014. [Cited: 16 August 2015.]
http://www.qni.org.uk/docs/DN_Workforce_Literature_Review_Web.pdf.
7. NHS England. Primary care web tool. [Online] [Cited: 14 August 2015.]
https://www.primarycare.nhs.uk/.
8. Lyndon, H. Frailty as a long-term condition: its management in primary care.
[Online] 2015. [Cited: 7 October 2015.]
http://www.journalofpracticenursing.co.uk/journal/.
9. Lyndon, H and Stevens, G. Toolkit for general practice in supporting older people
with frailty and achieving the requirements of the unplanned admissions enhanced
service (2014). NHS IQ. [Online] 2014. [Cited: 15 August 2015.]
http://www.nhsiq.nhs.uk/media/2630779/toolkit_for_general_practice_in_supporting_
older_people.pdf.
10. NHS England. Using case finding and risk stratification: A key service
component for personalised care and support planning. [Online] 2015. [Cited: 14
August 2015.] http://www.england.nhs.uk/wp-content/uploads/2015/01/2015-01-20CFRS-v0.14-FINAL.pdf.
11. England, NHS. Next Steps for risk stratification in the NHS. [Online] 2015. [Cited:
10 October 2015.] http://www.england.nhs.uk/resources/resources-for-ccgs/outfrwrk/dom-2/ltc-care/.
12. Foot, C, et al., et al. Managing quality in community health care services. The
Kings Fund. [Online] 2014. [Cited: 8 August 2015.]
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/managing-qualityin-community-health-care-services.pdf.
13. NHS Bridgewater Community Healthcare NHS Foundation Trust.
Demonstrating the value of community services. [Online] 2015. [Cited: 14 August
2015.] http://www.bridgewater.nhs.uk/demonstratingthevalueofcommunityservices/.
14. Queens Nursing Institute. 2020 Vision- Five Years on. [Online] 2014. [Cited: 7
October 2015.] http://www.qni.org.uk/for_nurses/publications.
15. Barrett, E and A, Burns. Dementia revealed: What primary care needs to know:
A primer for General Practice. NHS England. [Online] 2014. [Cited: 11 September

25

OFFICIAL

2015.] http://www.england.nhs.uk/wp-content/uploads/2014/09/dementia-revealedtoolkit.pdf.
16. NHS England & the Coalition for Collaborative Care. Personalised care and
support planning handbook: The journey to person-centred care. [Online] 2015.
[Cited: 8 August 2015.] http://www.england.nhs.uk/resources/resources-for-ccgs/outfrwrk/dom-2/ltc-care/
17. England, NHS. Multi-disciplinary team (MDT) working- working toward an
effective multidisciplinary/multiagency team. [Online] January 2014. [Cited: 7 October
2015.] http://www.england.nhs.uk/resources/resources-for-ccgs/out-frwrk/dom-2/ltccare/.
18. Hibbard, J and H, Gilber. Supporting people to manage their health: An
introduction to activation. [Online] 2014. [Cited: 14 August 2015.]
http://www.kingsfund.org.uk/publications/supporting-people-manage-their-health.
19. NICE. Behaviour Change: Individual approaches NICE guidelines (PH49).
[Online] 2014. [Cited: 16 August 2015.] https://www.nice.org.uk/guidance/ph49.
20. Fuller, S. Building brief intervention into your everyday work. Nursing Times.
[Online] 2015. [Cited: 16 August 2015.]
http://www.nursingtimes.net/Journals/2015/01/23/s/k/d/280115-Building-briefintervention-into-your-everyday-work.pdf.
21. Public Health England. A framework for personalised and population health for
nurses, midwives,health visitors and allied health professional. PHE 2014532.
[Online] 2014. [Cited: 16 August 2015.]
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/37745
0/Framework_for_personalised_care_and_population_health_for_nurses.pdf.
22. NHS Yorkshre and Humber. Making every contact count. [Online] 2012. [Cited:
11 August 2015.] http://www.makingeverycontactcount.co.uk/.
23. Ambitions for palliative and end of life care . [Online] 2015. [Cited: 7 10 2015.]
http://endoflifecareambitions.org.uk/.
24. Francis, R. Report of the Mid Staffordshire NHS Foundation Trust Public Enquiry
- Executive Summary. [Online] 2010. [Cited: 16 August 2015.]
http://webarchive.nationalarchives.gov.uk/20150407084003/http://www.midstaffspubli
cinquiry.com/report.
25. Berwick, D. A promise to learn - a commitment to act. [Online] 2013. [Cited: 16
August 2015.]
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/22670
3/Berwick_Report.pdf.
26. Health Education England. Raising the bar: Shape of caring: A review of the
future education and training of registered nurses and care assistants. [Online] 2015.
[Cited: 14 August 2015.] http://hee.nhs.uk/wpcontent/blogs.dir/321/files/2015/03/2348-Shape-of-caring-review-FINAL.pdf.
27. The Kings Fund. Leadership and Engagement for improvement in the NHS Together we can. [Online] 2012. [Cited: 16 August 2015.]
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/leadership-forengagement-improvement-nhs-final-review2012.pdf.
28. Queens Nursing Institute. Report on district nurse education in England, Wales
and Northern Ireland 2012/13. London : QNI, 2013.
29. Queens Nursing Institue. Smart New World: Using technology to support
patients in the home. [Online] 2015. [Cited: 16 August 2015.]
http://www.qni.org.uk/docs/smart_new_world_final_web.pdf.

26

OFFICIAL

30. Ball J, Philippou J, Pike G, Sethi G. Survey of district and community nursing in
2013: report to the Royal College of Nursing. [Online] 2014. [Cited: 16 August 2015.]
https://www.kcl.ac.uk/nursing/research/nnru/publications/Reports/DN-communityRCN-survey-report---UPDATED-27-05-14.pdf.
31. Queens Nursing Institute. District nursing in the digital age. [Online] 16
February 2015. [Cited: 8 August 2015.] http://vimeopro.com/qni/district-nursing-inthe-digital-age/video/122652830.
32. National Information Board. Personalised health and care 2020: using data and
technology to transform outcomes for patients and citizens. [Online] 2014. [Cited: 14
August 2015.]
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/38465
0/NIB_Report.pdf.
33. Winchcombe, M and Ballinger, C. A competence framework for trusted
assessors. [Online] 2005. [Cited: 14 August 2015.]
http://www.cot.co.uk/sites/default/files/publications/public/Competenceframework.pdf.
34. BMJ Group. Shared decision making. [Online] 2015. [Cited: 14 August 2015.]
http://sdm.rightcare.nhs.uk/.
35. Queens Nursing Institute. Developing a national District Nursing Workforce
planning framework. NHS England Gateway 01518. [Online] 2014. [Cited: 16 August
2015.] http://www.england.nhs.uk/wp-content/uploads/2014/05/dn-wfp-report0414.pdf.
36. Making the complexity of community nursing visible:the Cassandra project.
Jackson, C, et al., et al. 3, s.l. : British Journal of Community Nursing, 2015, Vol. 20.
37. NHS Institute for Innovation and Improvement. Productive Community
Services. [Online] [Cited: 14 August 2015.]
http://www.institute.nhs.uk/quality_and_value/productivity_series/productive_commu
nity_services.html.
38. Jackson, C and Manley, K and Wright,T. A Scoping project to develop a
shared purpose framework for the delivery of a first class nursing services across
Kent and Medway. [Online] 2013. [Cited: 12 August 2015.]
http://www.canterbury.ac.uk/health-and-wellbeing/england-centre-for-practicedevelopment/docs/first-class-community-nursing-care-2013.pdf.
39. Royal College of Nursing. The Buurtzorg Nederland (home care provider)
model: Observations for the UK: Updated Edition. Royal College of Nursing. [Online]
August 2015. [Cited: 15 August 2015.]
http://www.rcn.org.uk/__data/assets/pdf_file/0003/618231/02.15-The-BuurtzorgNederland-home-care-provider-model.-Observations-for-the-UK.pdf.

10 Useful resources
Addicott, R. Commissioning and contracting for integrated care. The Kings Fund.
[Online] November 11, 2014. [Cited: August 16, 2015.]
http://www.kingsfund.org.uk/publications/commissioning-contracting-integrated-care.
Croydon CCG and London Borough of Croydon. Provider considerations for
delivering an outcome based contract. Croydon CCG. [Online] [Cited: August 16,
2015.] http://www.croydonccg.nhs.uk/about-us/ourplans/info%20for%20providers/Croydon__OBC_Self-Assessment.pdf.

27

OFFICIAL

Department of Health. The NHS outcomes framework 2015/16. [Online] 2014.
[Cited: August 16, 2015.] https://www.gov.uk/government/publications/nhs-outcomesframework-2015-to-2016.
Department of Health Public health nursing. Care in local communities: A new
vision and model for district nursing. Department of Health. [Online] January 2013.
[Cited: August 16, 2015.]
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/21336
3/vision-district-nursing-04012013.pdf.
Public Health England. From Evidence into Action. Opportunities to Protect and
improve the Nation’s Health. . [Online] 2014. [Cited: August 16, 2015.]
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/36685
2/PHE_Priorities.pdf.
National Quality Board. How to ensure the right people, with the right skills, are in
the right place at the right time: A guide to nursing, midwifery and care staffing
capacity and capability. [Online] [Cited: August 16, 2015.]
http://www.england.nhs.uk/wp-content/uploads/2013/11/nqb-how-to-guid.pdf.
NICE. Guideline Scope: Safe staffing for nursing in community care settings for over
18. [Online] 2015. [Cited: August 16, 2015.] http://www.nice.org.uk/guidance/gidsgwave0700/resources/community-nursing-care-settings-draft-scope-forconsultation2.
Nursing and Midwifery Council. Standards of proficiency for nurse and midwife
prescribers. . [Online] 2006. [Cited: August 16, 2015.]
http://www.nmc.org.uk/standards/additional-standards/standards-of-proficiency-fornurse-and-midwife-prescribers/.
Public Health England. Public health outcomes framework. [Online] Updated 2014.
[Cited: August 16, 2015.] https://www.gov.uk/government/collections/public-healthoutcomes-framework.
Royal College of Nursing. Advanced nurse practitioners- An RCN guide to
advanced nursing practice, advanced nurse practitioners and programme
accreditation. RCN. [Online] 2012. [Cited: August 16, 2015.]
https://www.rcn.org.uk/__data/assets/pdf_file/0003/146478/003207.pdf.
Royal College of Nursing. District and community nursing services in England a call
to action. [Online] 2014. [Cited: August 16, 2015.]
http://www.rcn.org.uk/__data/assets/pdf_file/0006/580731/District_and_community_n
ursing_services_in_England_a_call_to_action_RCN.pdf.
Royal College of Nursing. Guidance on Safer Staffing levels in the UK. [Online]
2010. [Cited: August 16, 2015.]
http://www.rcn.org.uk/__data/assets/pdf_file/0005/353237/003860.pdf.
Royal College of Nursing. RCN Fact Sheet Nurse Prescribing in the UK. [Online]
2012. [Cited: August 16, 2015.]
http://www.rcn.org.uk/__data/assets/pdf_file/0008/443627/Nurse_Prescribing_in_the
_UK_-_RCN_Factsheet.pdf.
Royal College of Nursing. The Buurtzorg Nederland (home care provider) model:
Observations for the UK: Updated Edition. Royal College of Nursing. [Online] August
2015. [Cited: 15 August 2015.]
http://www.rcn.org.uk/__data/assets/pdf_file/0003/618231/02.15-The-BuurtzorgNederland-home-care-provider-model.-Observations-for-the-UK.pdf.

28

OFFICIAL

11 Appendix 1 - Community Workforce Expert Reference
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Jenni Edgington
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Karen Scott
Kath Henderson
Kay Kane
Kirsty Thurlby
Lisa Navin
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May Grafen
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Paul Larrisey
Pauline Milne
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Rebekah Matthews
Stacey McCann
Sue Hill
Susan Swientozielskyj

Organisation
NHS England
Queens Nursing Institute
NHS England
Bristol Community Health
Independent Workforce Analyst
South Staffordshire and Shropshire Healthcare NHS Foundation Trust
Cumbria Partnership NHS Foundation Trust
Liverpool Community Health NHS Trust
University of Southampton
NHS England
Hertfordshire Partnership University NHS Foundation Trust
Isle of Wight NHS Trust
Staffordshire and Stoke on Trent Partnership NHS Trust
Derbyshire Community Healthcare Services
NHS North Derbyshire CCG
Community Nurse Consultant
Virgin Healthcare
Staffordshire and Stoke on Trent Partnership NHS Trust
Sheffield Teaching Hospitals NHS Foundation Trust
Royal College of Nursing
NHS Lothian
NHS England
Tower Hamlets CCG
Health Education England
London South Bank University
Sheffield Teaching Hospitals NHS Foundation Trust
NHS England
NHS England
NHS England
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NHS England
Nick Chinn
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NHS England
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NHS England
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NHS Hambleton Richmondshire and Whitby CCG
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NHS Clinical Commissioners
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