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Newton Europe Project – overview and progress 

	Executive Lead
	Ros Alstead, Director of Nursing and Clinical Standards
	Start date
	01/02/2016

	Project lead
	Lucia Winrow, Head of Integrated Localities 
	End date
	30/09/2016

	Project Manager
	Sarah Lee, Business Manager
	Overall Status
	GREEN


			
	Background 
	
Oxfordshire Clinical Commissioning Group (OCCG) commissioned Newton Europe in November 2016 to undertake an assessment to answer the question ‘What is the optimal model for community nursing which can be delivered within the available resources?’ and to quantify potential clinical, financial and operational impacts.
  
Services assessed included district nursing and specialist community nursing services, e.g. diabetes; tissue viability; end of life community matrons; heart failure and core respiratory.

There were three key elements of the assessment:

1. What is the opportunity for capacity increase through delivering an improvement in operational efficiency with the current constraints (geography, systems, team structures, quality of care)?
2. What is the opportunity for capacity increase through optimising the balance of capacity and demand (including team size and configuration of teams) across the region?
3. What is the opportunity for capacity increase through challenging the layout across the region and further developing integrated working across the teams?
The assessment commenced on 2 November 2016 for six weeks.  It involved 1:1 studies and conversations with a number of nurses, managers and GPs, as well as analysis of historical capacity, demand and performance data. Oxford Health NHS Foundation Trust worked closely with Newton Europe to ensure they had access to all information and identified key stakeholders.   The work included clinical oversite to ensure a balance between efficiencies, quality and continuity of care.

Newton Europe worked with Oxford Health Foundation Trust to produce the final report for OCCG which is embedded within this report.


	Newton Europe Findings 
	
There are indications of a 2% pa growth in over-65s for which it is necessary to create headroom in the community nursing service.  Patient survey and workshop outcomes indicated very low unmet demand in the current caseload.  

· Demand itself could be reduced by 4.4% to 8.6% through reducing inappropriate caseload and optimising pathways
· Capacity could be increased by 10.7% to 17.3% through productivity improvements, changing the skill mix and changing the structures of teams
· Anecdotally staff are struggling to meet demand, this seems to affect some quality aspects of the service. Oxford Health recommends quality improvements to improve patient care, staff training and support and communication with GP practices. Together this requires 9.3%of capacity
· Implementation of these changes will require significant investment in time and
resources 


	Newton Europe 
Recommendation
	
The full Newton Europe report is embedded which details all options.  Their recommendation was option 2;  to optimise team structures whilst maintaining link with GPs;

	
Operational 
	· Implement demand and productivity improvements
· Reduce number of teams from the current 40 to larger teams clustered around a number of GP practices

	Patient
	· Increased independence through self and family care
· Personalised care planning

	
Staff
	· Standardisation of non-face to face processes
· More appropriate skill mix within the service to match the complexity of the demand, this will be supported by having the larger teams in place
· Increase in skilled band 6 with the specialist DN course 

	
Clinical
	· Standardising clinical processes 
· Retain links to GP’s but not necessarily within  physical locations
· Increase  GP contact time with the named band 6

	Capacity Release
	· 4.1% to 13.7%
· (13.4% to 23.0% without quality improvements)

	Note: 10% of capacity equates to approx. 85 visits per day

	Capacity opportunities are based on running a large transformation programme with dedicated and experienced resources working on the implementation for 12 to 24 months.






	Project Description
	Following the recommendations from Newton Europe, Oxford Health NHS Foundation Trust discussed and agreed with Oxfordshire Clinical Commissioning Group five key priority areas. The Trust has made a commitment to start to implement these priority areas, they are as follows;

Standardising Handovers - Handover is a daily occurrence where patient information is exchanged between the team. 

Newton Europe identified that handovers were taking on average 34 minutes.  By standardising handovers and holding them daily across the county this could be reduced to 25 minutes.  6 pilot teams are being measured in detail to demonstrate the time saved and test the standard operating procedure (SOP), however it is recognised that this is good practice therefore it is being implemented across all District Nursing Teams.

Caseload Reviews - A detailed review of all patients on the caseload to ensure that they are receiving appropriate care and are being discharged at the right time.  

It was identified that demand could be reduced by 2.9% to 5.5% by reducing inappropriate caseload.  80 open cases were reviewed to identify whether they were being appropriately delivered.  This identified 28% of activity that could be met through self / family care, or by referral to a more appropriate service. This included 13% of patients who are transport bound.  The project is testing the SOP, measuring and monitoring the pathway of patients in 3 pilot teams for a period of two months to identify the number of patients for who care can be alternatively met.   The process delivers a level of challenge during the caseload review and an opportunity to cleanse caseloads and discharge non-active patients.

· Reducing Travel Time
30% of travel time could be reduced through optimal allocation, reduction in non-essential returns to base and starting from home.  From the assessment carried out by Newton Europe on travel of three nurses in each team in one day 318 minutes could be saved.   A paper exercise has been completed in the Horsefair team based in Banbury to identify the number of patients who could be seen by the DN starting from home, any overlapping visits, any unnecessary journeys back to base, the planning time involved and staff feedback to identify risks and working through how to minimise these.  These exercises and findings will be reviewed together with learning from teams who already have a method for managing this process to agree if a ‘live’ pilot should be implemented within Horsefair, if this should be extended to other DN teams and consider the feasibility of rolling out to DN teams across the County.  This work also includes discussions with other Trusts and working with IT on an options appraisal to fully support with team allocation, route planning, communication, care notes and flexible working.

Standardising Clinical Pathway - To ensure evidence based care is used to optimise patient outcomes

By optimising pathways, demand could be reduced by 1.6% to 3.0% and reduce the number of visits relating to wound care.  In response to this opportunity  we have 



	
	
[bookmark: _GoBack]identified mixed aetiology pathway as a priority,  the Tissue Viability Team are implementing a pilot for the mixed aetiology pathway and re-visiting the Venous Leg Ulcer Pathway.   This involves carrying out an audit to identify the number of patients who are on the District Nursing caseload with a mixed aetiology leg ulcer and current healing rates.  Following this audit the Tissue Viability team will carry out a number of training sessions all over the County, the pilot is due to start at the end of September for 24 weeks and will be evaluated in March 2017.  

· District Nursing Duty Desk
This work stream was not cited in the Newton Europe report as an opportunity.  This is an initiative that the service started to put in place in the West DN locality in September 2015 to improve staff morale and reduce the number of unplanned visits allocated at the end of a shift.  Newton Europe observed the duty desk during their 2 week assessment and liked the idea.  The Duty desk has been implemented in 3 further localities since then.  The aim of the project is to monitor the roll-out of the duty desks, ensure the efficiency and capacity of each model, facilitate learning by evaluating the roll out, standardise processes, procedures and reporting across the duty desks.

· Co-locating District Nursing Teams into larger teams is being led by OCCG
Update: The CCG are currently attending the locality meetings with GP localities to discuss the transformational plan and to get engagement.   


	Objectives
	
The overall aim of the project is to maximise efficiencies and measure the opportunities to release clinical time to care within the District Nursing Service, by standardising methods and processes, piloting, reviewing, and implementing the improvements identified as part of the Newton Europe District Nursing review. 

Decisions relating to the outputs of this project will be aligned where appropriate to the Care Closer to Home Strategy.  Specific objectives are;

1. Ensure a greater consistency of care and potentially reduce  the time spent on handovers by adopting a standard format aligned to the principles outlined in the handover SOP  across District nursing teams countywide 
2. Regular caseload reviews in place with  a strong challenging team lead and good clinical support to encourage patients, families and carers to self-care/self-manage in their own environment or for onward referral to primary care
3. Identify the opportunities for increasing capacity by 1.6% by optimising clinical pathways  within the District Nursing Service 
4. Pilot within a team the possibilities of reducing travel time through allocation, non-necessary returns to base and starting from home, (instead of base) allowing the nurses to start their day at their first visit.
5. Increase efficiencies and staff morale by implementing a standardised DN Duty Desk model across the county that reduces the level of interruptions and unplanned work within the DN teams 
6. Assess, review available information and share learning to establish baselines and agree the methods and processes for implementation
7 Establish any financial benefits and impacts


	Achievements to date/
Results
	
Standardising Handovers
· SOP implemented in 6 pilot teams 
· Collated baseline data and measured data against the baseline in 6 pilot teams 
· Carried out staff benefit review and incident review 
· Completed a review of the pilot teams and continue to pilot based on findings
· Dates to implement the SOP across all DN teams has been submitted 

Caseload Review
· Implemented SOP in 3 pilot teams and measured baseline data
· Completed first review of the pilot teams and continue to pilot based on findings
· Collated data that we are able to analyse throughout the pilots
· Staff surveys completed as part of the evaluation 

Standardising Pathways
· Agreed approach and sub-team established
· Launched audit on 23 May for patients on the aetiology pathway
· Started to gather results from DN teams for analysis by the end of this month
· Training programme in place

Starting from Home
· Completed 3 table top exercises with Horsefair team in Banbury
· Learning from Faringdon team who already have a starting from home method  
· Contacted Gloucester and Coventry Trusts to understand how this is managed
· Discussions with IT to carry out an options appraisal for technology to support starting from home

Duty Desks 
· Completed evaluation on first Duty Desks to go live in West and South West
· Established a sub group
· Chipping Norton piloting a Duty Desk as part of the Out of Hospital Nursing project
· Central locality started pilot
· Reporting template in place across all ‘live’ duty desks

A more detailed summary of progress against key project milestones is provided in appendix 1.
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Appendix 1: 

	Key Milestones



	Description 
	Due
	Status
	Comments

	
	Work stream:  Standardising Handovers
	30/09/2016
	GREEN
	Overall on target.  Challenges in fully implementing in all DN teams and ensuring this becomes ‘business as usual’

	
	Baseline from each of the  6 DN teams - Beaumont street, Witney, Hightown, Wheatley, Didcot, Gosford 
	12/04/2016
	Complete
	

	
	SOP to be implemented in Beaumont street, Witney, Hightown, Wheatley, Didcot, Gosford
	21/04/2016
	Complete
	SOP implemented within the teams, however a review of the data demonstrated further actions  required for this to become ‘business as usual’ in all teams

	
	Roll out plan to implement SOP in all DN teams  		
	21/04/2016
	Complete
	

	
	Record a further 3 handovers in  Beaumont street, Witney, Hightown, Wheatley, Didcot, Gosford to measure against  baseline
	13/05/2016
	Complete
	

	
	Staff benefit review and incident review carried out  in Beaumont street, Witney, Hightown, Wheatley, Didcot, Gosford
	13/05/2016
	Complete
	This information has been collated and the data formed part of the review

	
	Review data and staff feedback from pilot teams 
	20/05/2016
	Complete
	Due data completeness at the time of the review and challenges with implementation of the SOP this pilot has been extended for a further 3 weeks where further data will be collated during this period.

	
	Further review of pilot teams (2nd review following the findings from initial review)
	22/06/2016
	Open 
	The pilot teams have been asked to extend collating data for a further 3 weeks and an additional staff survey 

	
	Agree benefits, measures and process for reporting   
	24/06/2016
	Open
	This has started following the first review, to be finalised following a second review of data

	
	Audit and report against implementation of SOP, measures and benefits, in all  teams quarterly and report as part of CQUIN, Business Plan and Quarterly accounts
	01/07/2016
	Not Started
	

	
	Work stream: Caseload Reviews
	
	GREEN
	Overall on target, challenges in fully implementing in all DN teams and ensuring this becomes ‘business as usual’

	
	Measure baseline in first pilot team (Henley)
	31/03/2016
	Complete
	

	
	Review pilot team, SOP and feasibility of roll out
	31/03/2016
	Complete
	

	
	Roll out plan to implement SOP in all DN teams
	29/04/2016
	Open 
	

	
	Extend Henley pilot and collate baseline for 2 further pilot teams (Eynsham and Beaumont Street)
	27/05/2016
	
Complete
	It was agreed to extend the pilot to 2 further DN teams to carry out weekly caseload reviews 

	
	Review data and staff feedback from pilot teams 
	10/06/2016
	Open
	Data has been reviewed at stages throughout the pilot to ensure the correct data is being collated and teams are working to SOP.  Whilst reviewing the data we have learnt that the teams spend the initial caseload reviews cleansing the caseloads by discharging non active patients.

	
	Agree benefits, measures and process for reporting   
	24/06/2016
	Open
	

	
	Audit and report against implementation of SOP, measures and benefits, in all  teams quarterly and report as part of CQUIN, Business Plan and Quarterly accounts
	
	
	

	
	Work stream:  Standardising Pathways
	
	GREEN
	The DN service is focussing on reviewing the implementation of the venous leg ulcer pathway and piloting the aetiology pathway during FY 2016-17.

	
	Agree roll out approach, training plan and timelines   
	22/04/2016
	Complete
	

	
	Communicate to CDL's re audit
	03/05/2016
	Complete
	

	
	Start audit 
	23/05/2016
	Open
	Audit opened on 23rd May the DN teams have been given until 10th June to submit their results.  Admin has been dedicated to this exercise to speed up returns

	
	Analyse, establish baseline, identify patient cohort and staff to be trained  from 1 day audit
	30/06/2016
	Not Started
	This will be carried out by Sarah Gardner Clinical Lead within the Tissue Viability Team

	
	Train staff to deliver pathway (test model)
	30/09/2016
	Not Started
	Identifying and booking training venues is already underway

	
	Start to test pathway  (24 weeks)
	03/10/2016
	Not Started
	

	
	Complete test pathway and measure baseline  
	31/03/2017
	Not Started
	

	
	Work stream: Starting from Home 
	
	GREEN
	Overall on target to identify if this will support efficiencies.

	
	Start to 3x paper exercise with Horsefair Team
	18/05/2016
	Complete
	

	
	Contact QN network,@wedistrictnurses network Gloucester and Coventry for examples from other areas
	30/04/2016
	Open
	Gabbie Parham has made contact and had an initial discussion by telephone call the next stage is to arrange a visit to meet with the teams

	
	Clinical lead and Ops Manager to agree if to fully implement  pilot in Horsefair on a daily basis and not a paper exercise
	31/05/2016
	Open
	Meeting scheduled with the Horsefair Team on 13th June.

	
	Meet with Faringdon team to work through starting from home and learnings
	31/05/2016
	
	Faringdon DN Team already have a method of starting from home in place.  Learnings and successes from this team will be shared the pilot teams

	
	Meet with IT to carry out an options appraisal for technology to support starting from home (availability of route mapping tools and costs, apps etc…)
	09/06/2016
	Open
	From initial discussions Gloucestershire in particular has done this wholesale with great results for capacity management and staff morale.  However the 2 key points of learning from them, were the importance of IT for communication and patient records and the need to meet at lunchtime for handover and team contact.

	
	Review paper exercise and agree if expanding pilot to other teams
	17/06/2016
	Open
	

	
	Assess Horsefair Pilot, improvements/actions and feasibility to roll out
	30/06/2016
	Not Started
	

	
	Complete roll-out plan
	15/07/2016
	Not Started
	

	
	Work stream: DN Duty Desk
	
	GREEN
	

	
	Complete evaluation of DN SW and West Duty Desks
	08/04/2016
	Complete
	

	
	SOP and recording processes in place
	201/05/2016
	Open 
	Recording template is in place, SOPs to be agreed as part of the sub group

	
	Sub Group set-up 
	31/05/2016
	Complete
	First sub group meeting was held on 31st May and monthly meetings have been scheduled until October

	
	Implement Duty desk pilot in Central Locality
	01/06/2016
	Complete
	

	
	Review Central pilot (phase 1)
	01/07/2016
	Not Started
	

	
	Agree a Duty Desk model
	31/07/2016
	Not Started
	

	
	Roll out plan for remaining localities
	31/07/2016
	Not Started
	

	
	Complete Duty Desk roll-out by 30th September
	31/07/2016
	Not Started
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Executive Summary

There are indications (Oxfordshire CC) of a 2% pa growth in over-65s for
which it is necessary to create headroom in the CN service. Patient survey

Demand and Capacity Opportunities

Overview of opportunities in demand reduct
.+ D i be reduced by

tion and capacity increase based on assessment findings
44% 10 8.6 ucing inapy joad a

and workshop outcomes indicate very low unmet demand in the current
caseload (although some anecdotal evidence)

* Demand itself could be reduced by 4.4% to 8.6% through reducing
inappropriate case load and optimising pathways

» Capacity can be increased by 10.7% to 17.3% through productivity

Assessment improvements, changing the skill mix and changing the structures of teams

Findings

capacity provides
15.1% - 25.0%
OppoTunity

* Anecdotally staff are struggling to meet demand, this seems to affect some
quality aspects of the service. Oxford Health recommends quality
improvements to improve patient care, staff training and support and
communication with GP practices. Together this requires 9.3% of capacity

| Gap between optimised demand and
achievable capacity provides 15.1% - 25.9%

opportunity
Recommended Option

* Implementation of these changes will require significant investment in time
and resources

3. Optimise team structures without
maintaining link with GPs

1. Improve demand and productivity, | 2. Optimise team structures whilst

leave team structures as they are maintaining link with GPs

» Keep structure of 40 teams * Option 1 plus: * Option 2 plus:
Operational * Implement demand and * Reduce no. of teams to optimised * Break GP link: teams looking

productivity improvements hybrid model and maintain GP link after patients closest to base

» Increased independency through self and family care, reduction in pathways and personalised care planning
Patient

» Opportunity to improve continuity of care through increased visibility » Visited by nearest team
Staff + Standardisation of processes * More appropriate match of work with level and more balanced workload

* Increase in training * Increase in training and top level support

Clinical * Retain current links to GPs » Retain links (not physical locations) * Revised formal link to practice
* Increase B6 GP contact time * Increase B6 GP contact time
Capacit * 0.3%to 7.0% * 4.1%t0 13.7% + 5.8%to 16.6%
Ref’easey . (9.6% to 16.3% no quality . (13.4% to 23.0% without quality . (15.1% to 25.9% no quality
improvements) improvements) impr.)

Options

Note: 10% of capacity equates to
approx. 85 visits per day

Capacity opportunities are based on running a large transformation programme with dedicated
and experienced resources working on the implementation for 12 to 24 months.
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Newton Europe
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Four Stages Of Typical Newton Improvement

Programme

Design Phase

Implementation

Sustainability and Support

Duration
* 2 weeks

Objectives

* |dentify opportunities for
capacity increase

* Develop options for
discussion

¢ Test fit" between Newton
and Client teams

* Develop high level business
case for Newton engagement

Output

* Assessment of the three main
options

* Opportunity matrix

* Detailed design phase plan

* High level implementation
plan

Fee Basis
* Fixed fee

Duration
* 6-12 weeks

Objectives

* Refine opportunity

* Design ‘best fit’ solution

* Design and agree change
programme

* Develop detailed
implementation plan with the
local team

Output

* Implementation plan

* Resource plan (Newton and
Client)

* Project teams in place

* Project governance in place

* KPIs and measures agreed

Fee Basis
* Fixed fee

Duration
* 4-12 months

Objectives

* Deliver change in all areas

* Track benefits against
forecast

* Ensure sustainability plans
are in place

Output

* Signed-off realised benefits
(cost or quality)

* Training complete and tools
in place to sustain change

Fee Basis
* Contingent fee linked to
delivery of results

NHS]
Oxfordshire
Clinical Commissioning Group

Duration
* 3-6 months (~ 1 day p.m.)

Objectives

* Conduct health check
assessments to assess
sustainability and identify
gaps

* Support the client team in
sustaining the change

* Realise benefits that require
longer calendar time (i.e. not
effort driven)

Fee Basis
e Usually included in
implementation fee

oxford Health EH o Nlewton





Assessment ApproaCh » District nursing Heads of ILT, CLs and ops managers

Tier 2 team leads
* Nurses (studies and workshops)

« 6 full day shadow studies * 4GPs
Live Studies » 100+ tick sheets _ _ _ _
_ « 2 full day workshops reviewing 85+ Interviews and discussions with

cases and 200+ visits local teams

[] ' Opportunity Matrix & Delivery
v : Plan
SELEney & B!ggest Process Analysis
Opportunities
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+ 3 years worth of activity data + Internal benchmarking
* Some external benchmarks used for context
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Demand and Capacity Opportunities

Overview of opportunities in demand reduction and capacity increase based on assessment findings:

« Demand could be reduced by 4.4% to 8.6% by reducing inappropriate case load and optimising pathways

» Capacity can be increased by 10.7% to 17.3% through productivity improvements, changing the skill mix and changing the structures
of teams
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Demand and Capacity Opportunities

Overview of opportunities in demand reduction and capacity increase based on assessment findings:
* Demand could be reduced by 4.4% to 8.6% by reducing inappropriate case load and optimising pathways
» Capacity can be increased by 10.7% to 17.3% through productivity improvements, changing the skill mix and changing the structures

of teams
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Measuring Demand Through Activity

There is no data captured around the potential demand before it enters the service. Therefore the demand trend is deduced from current
activity and an understanding if there is any activity that has been moved to other services or refused. In addition a macro-population
growth estimate is applied.

* ILT included «  Anecdotally HaH is picking up a significant
Other * Hospital at Home (HaH) amount of activity from CN service, in reality
Services referrals relatively low in this is only 0.5%
volume (0.5% of activity) «  About half of the 0.5% are visits that HaH
picks up after 16:00
*  Due to this small number of visits it would be
very inefficient for CN to have people active
after 16:00 to pick up this activity
+ However an evaluation needs to be carried out
of the most cost effective way of covering this
care as HaH is not in scope of this
assessment

Referrals

Source: RiO District Nursing Extract, FY 12 13 to FY 15 16 (up to 7t" October 2015)
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Measuring Demand Through Activity

There is no data captured around the potential demand before it enters the service. Therefore the demand trend is deducted from current
activity and an understanding if there is any activity that has been moved to other services or refused. In addition a macro-population

growth estimate is applied.

* ILT included

Other + Hospital at Home
Services referrals relatively low in
volume (0.5% of activity)

Referrals

» There is anecdotal

- evidence of refused activity

Activity — this is clearly undesirable

* The volume is very low

* There is no data source to
measure this

Refused

Source: RiO District Nursing Extract, FY 12 13 to FY 15 16 (up to 7t" October 2015)

No data on refused referrals

Anecdotally there have been decisions made by
GPs not refer to CN especially during the
weekends due to capacity

This appears to be due to operational issues
(which needs to be fixed) and is very low in volume
The case notes workshop gave only 1 out of 80
patients where the nurses would have liked to do
more Visits
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Measuring Demand Through Activity

There is no data captured around the potential demand before it enters the service. Therefore the demand trend is deducted from current
activity and an understanding if there is any activity that has been moved to other services or refused. In addition a macro-population
growth estimate is applied.

Referrals

Other

Services

Refused

Activity

ILT included

Hospital at Home
referrals relatively low in
volume (0.5% of activity)

District

Nursing
Activity

There is anecdotal
evidence of refused activity
— this is clearly undesirable
The volume is very low
There is no data source to
measure this

Source: RiO District Nursing Extract, FY 12 13 to FY 15 16 (up to 7t" October 2015)

9m
8m
m
6m
5m
4m
3m
2m
1m

Om

Total Patient Facing Time (mins)

Total Patient Facing Time

FY 12 13FY 13 14FY 14 15FY 15 16

Estimated minutes ILT and EoL Matrons

v Projected Patient Facing Time

m Total Patient Facing Time

No clear indication for growth or
decline in patient facing time based

on last 4 years

VHS ) [NHS|
o xford Health N N '[
SR Wilrrovisebodl ot SNEewion





Measuring Demand Through Activity

There is no data captured around the potential demand before it enters the service. Therefore the demand trend is deducted from current
activity and an understanding if there is any activity that has been moved to other services or refused. In addition a macro-population
growth estimate is applied.

District
Nursing
Activity

2% growth
pa in over
65s
indicates
increasing
demands on
the service

Trend of Demand: Number of Visits

300k
Y 2k = 1K
= A LA
2,0 [ I Bl 7.7,
© Number of visits has remained
@ 100k - constant over past 4 yrs
E o

FY 1213 FY 1314 FY 1415 FY 1516

m Number of Visits ¥ Projected Number of Visits

Estimated visits ILT and EoL Matrons

Population Growth

Case Mix: Diabetes Patients

The ‘Joint Strategic Needs Assessment’ by
Oxfordshire CC — references a population growth of
11% over the next 10 years with a 23% growth in the
over 65s. This is supported by ‘Strategic Market
Housing Assessment’ which states that between 2011
and 2031 the region will need an additional ¢.100k
houses (c.5k pa growth).

Using the 23% figure it is assumed that there will be a
2% increase in demand on Community Nursing year
on year. In addition it is clear that there will be
increased pressure on the whole system — other
elements (eg Practice Nurses) are unlikely to be able

\ to take the strain.

The number of insulin visits has increased by 35-57% year on
year since FY 12 13. This year is projected to be 14% greater
than FY 14 15. Insulin related visits are shorter (17m compared
to the average of 27m for non-insulin patients), and require 15
times as many visits over the length of the case when compared
to non-insulin cases.

Although demand is unchanged, case mix and
complexity seem to be changing

Number of Visits and Average Visit Duration for

Insulin

60K - - 1.2

50K 7, L 1.0
ﬁ% 40k W - 0.8
z .
; 30k | //% - 0.6
g 20K - - 0.4
P4

10k - L 0.2

Ok - L 0.0

FY 13 14 FY 14 15 FY 15 16

FY 12 13

V.

m Number of Visits s Expected Extra Visits

\_

Source: RiO District Nursing Extract, FY 12 13 to FY 15 16 (up to 7t" October 2015)
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Demand and Capacity Opportunities

Overview of opportunities in demand reduction and capacity increase based on assessment findings:

* Demand could be reduced by 4.4% to 8.6% by reducing inappropriate case load and optimising pathways

» Capacity can be increased by 10.7% to 17.3% through productivity improvements, changing the skill mix and changing the structures
of teams

Inappropriate

340000 Caseload

320000
300000
280000
260000

240000

# Visits

220000
Gap between
200000 optimised

2 = ° 2 5 b 2 @ X o Q = 2
£ S = 3 S 0 demgnd and £ 0 £ = £ = £
g © = > © = achievable < 2 = 3 = s g
< (O] g @ IS = capacity provides < = 5 = % o <
S 2 S o 2 o 15.1% - 25.9% o @ e £ 8 S
5 S © IS c opportunity ] 3 3] o 3] 5
O [0) Q = C>UN ®© 5 3] =] S S O

o) o Q e = - ©° ° ©

- x o = ) < o) o 9 Q

© w S = a) © £ o 24 o

€ o I8 = < 5

c @ o c c

D £ o s

5 @)
o
A—
Activity vs Demand reduction Structures Productivity
Demand

E Capacity (Target)  ®Demand (Stretch) = Capacity (Stretch)  ®mDemand (Target)

Based on assessment outcomes and FY14-15 activity of 265.000 visits
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Workshop overview

Patient case reviews with the aim to find out if:

+ The case is appropriate for this service and/or which other services might be more suited to provide the care
* The allocated care takes full advantage of our highly skilled nurses and allows lower bandings to develop their skills

Participants

. 2 CDLs
- Bandb6
« Band5
e AP
Cases

« Participants where asked to bring full case
notes from a patient sample that was close
to what has been seen in activity data

* i.e. a majority of ulcer and wound care

Results

« 80 cases were reviewed in full

« form was used to capture patient circumstance
and condition, additional and alternative
services, and Band 3/AP support and how
often a registered nurse would have to do
reviews (see right)

Community Nursing - Patient Visit Case Review

MR [ MRs  [Initial age Patient Setting/Accomme dation Nursing Activity Categery

Referral Reason Referral Date

What are patient
circumstances? Where does he

Housebound?

== live? What do we help with?

==mr=  What additional care is pt.
haasn: receiving? What alternative

i

- services or support exist in the
community?

# Visits / Week: |Nurse band at last visit:

visit Length:

Reason:

... What banding saw patient last
eason: visit? Could the patient more
appropriately be cared for by a

mix of bandings?

Comments? Is this a commen type of patient to see?

80 cases where successfully
reviewed in case review workshop

om% Oxford Health 251

Clinical Commissioning Group NHS Foundation Trust

S Newton





Patient Facing Time — Breakdown by Primary Procedure

For Financial Year 14/15 the total patient-facing time has been broken out by the type of primary procedure undertaken in the visit. Ulcer
care and wound care, combined, take up almost half of all nurse patient facing time.

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

District Nursing
Activity

30%

25%

20%

15%

10%

5%

0%

FY 14/15 Activities by time spent on activity

e

Description of Nursing activities

Ulcer Care — Leg ulcer care, pressure ulcers

Wound Care — Monitoring, treating and redressing wounds

Insulin & BGM — Insulin administration, monitoring

Medication — Prompting and observing medication consumption
Catheter / Continence / Bowel — Catheter changing, continence pads etc
End of Life — Administration of controlled medication, support and advice
Injections / Phlebotomy — Blood tests, injections (inc. B12)

Advice / Information — Giving advice, information gathering

Other — includes activities such as weighing, ear syringing, blood tests

J

Ulcer Care Wound Care Insulin &
BGM

-100/
|

.

Medication Other Catheter/ EndofLife/ Advice/ Injections/ Unknown Intravenous
Continence / Palliative Information Phlebotomy
Bowel

Source: RiO District Nursing Extract, FY 12 13 to FY 15 16 (up to 7t" October 2015)
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Workshop Outcomes - Demand

80 cases, from the open case load, were reviewed with a team of nurses to identify whether the case was being appropriately delivered.
This review identified 28% of activity by time which could be met through self / family care, or by referring them to a more appropriate
service. This included 13% of patients who are transport bound.

Activity Activity Requirement by Primary Procedure
100% Requirement 30%
90% 15% of activity could be provide.d.by family members
. or through self-administration
80% 25% (20% to 40% is included as opportunity)

70% 0% Patient A is physically able, but
forgets. Remote monitoring /
60% reminding was identified as an
alternative solution.
50% 15%
40% . . . .
10% Patient B lives with family who
30% ° deal with his medication while they
are on holiday together, but not
while they are at home
20% 506
10%
0% 0%
0 Ulcer Care Wound Care Insulin & Medication Other Catheter/ End of Life/ Advice/ Injections/ Unknown Intravenous
BGM Continence / Palliative Information Phlebotomy
Bowel

Insufficient sample  ® DN appropriate  ® Specialist service ®GP Practice nurse Family Self
Source: RiO District Nursing Extract, FY 12 13 to FY 15 16 (up to 71" October 2015); Case Review of 80 cases, 17" November 2015
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Workshop Outcomes - Demand

80 cases, from the open case load, were reviewed with a team of nurses to identify whether the case was being appropriately delivered.
This review identified 28% of activity by time which could be met through self / family care, or by referring them to a more appropriate
service. This included 13% of patients who are transport bound.

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

Activity

Requirement

30%

25%

20%

15%

10%

5%

0%

Activity Requirement by Primary Procedure

Patient C is transport dependent 13% of activity could be provided by other
but the care would be appropriate services (10% GP/PN, 3% specialist
for a practice nurse to deliver services)
This has not been included in the final
. Patient D already visits the practice opportunity as it is out of Oxford Health’s
nurse for other treatment. The wound | control. In addition the overall Oxfordshire
care treatment provided would be population growth means there will be
appropriate for a practice nurse too. increasing pressure on the whole system
— Primary Care may struggle to pick up
] ] B the additional activity
Patients identified who would be
more appropriately served by the
podiatry, phlebotomy, or mental
health support teams
J
Ulcer Care Wound Care Insulin & Medication Other Catheter/ End of Life/ Advice/ Injections/ Unknown Intravenous
BGM Continence / Palliative Information Phlebotomy

Bowel

Insufficient sample  ® DN appropriate  ® Specialist service ®GP Practice nurse Family Self

Source: RiO District Nursing Extract, FY 12 13 to FY 15 16 (up to 71" October 2015); Case Review of 80 cases, 17" November 2015
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Demand and Capacity Opportunities

Overview of opportunities in demand reduction and capacity increase based on assessment findings:
* Demand could be reduced by 4.4% to 8.6% by reducing inappropriate case load and optimising pathways
» Capacity can be increased by 10.7% to 17.3% through productivity improvements, changing the skill mix and changing the structures

of teams
Pathway
340000 Optimisation
320000
300000
280000
260000 =
g i
@ 240000 N . . e
>
¥ 220000
Gap between
200000 optimised
2 £ o B 5 o demand and = 8 E S 2 = 2
2 5 & 2 3 £ achievable & % = 3 = 2 2
< (O] 3 @ = =] capacity provides < = 5 e g 8 <
£ E = o =1 Be) 15.1% - 25.9% 2 @ g £ g 5
= < 2 3 ©) 2 opportunity @ = @ 8 8 =
O ) [} = z ] PS o) =] S S O
0 < ] = z = = 3 3 3
= = [} (@] [0} ) (3]
© u S < a) 2 c 04 4 04
= gl | = £
c P S IS
o) —_ pust =
5 @)
S— o
Activity vs Demand reduction Structures Productivity
Demand

E Capacity (Target)  ®Demand (Stretch) = Capacity (Stretch)  ®mDemand (Target)

Based on assessment outcomes and FY14-15 activity of 265.000 visits
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Length of Pathway — Patient Care Example

Mr. W called the out of hours service on 11" August citing pain and cellulitis in his left leg. He was promptly seen for a holistic
assessment that included MUST, Braden and Doppler tests. On 17t August he was put on the venous leg ulcer pathway and advised for
twice weekly visits.

Despite being on the venous leg ulcer pathway the wound wasn’t mapped every 6 weeks. Once the wound was confirmed to be healing,
reducing the frequency of visits would have disturbed the wound less allowing for faster healing rates.

Mr. W’s actual care plan

5

W.C.1Y08/2015 ~ W.C.18/08/2015 W.C.25/08/2055 W.C.0Y09/2015 W.C.08/09/2015 W.C.15/09/2015 W.C.22/09/2015 W.C.29/09/2015 W.C.06/10/2015 W.C.13/10/2015 W.C.20/10/2015 W.C.27/10/2015 W.C.03/12015  W.C.10/12015 W.C.17/1W2015  W.C.24/112015

>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>

aaaaaaaaaaaaaaaaaaaa

RN observed wound to
be healing well and
getting smaller
. . . .
Assessment n B Doctor visited with RN
and tests [ | and confirmed a UTI
[
[ |
',
|
u |
u |
|
24 visits by the district nursing team N

B Visit from district nursing team
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Length of Pathway — Patient Care Example

Mr. W called the out of hours service on 11" August citing pain and cellulitis in his left leg. He was promptly seen for a holistic
assessment that included MUST, Braden and Doppler tests. On 17t August he was put on the venous leg ulcer pathway and advised for

twice weekly visits.

Despite being on the venous leg ulcer pathway the wound wasn’t mapped every 6 weeks. Once the wound was confirmed to be healing,
reducing the frequency of visits would have disturbed the wound less allowing for faster healing rates.

W.C.1Y08/2055  W.C.18/08/2015 W.C.25/08/2055 W.C.0709/2015 W.C.08/09/2015 W.C.15/09/2015 W.C.22/09/2015 W.C.29/09/2015 W.C.06/10/2015 ~W.C.13/10/2015 W.C.20/10/2015 W.C.27/10/2015  W.C.03/11/2015

mmmmmmmmmmmmmmmmmmmmm
:::::::::::::::::::::

aaaaaaaaaaaaaaaaaaa

Mr. W’s potential care plan

W.C. 10/112015

>>>>>>>>>>>>>>>>>>>>

w.C.

5

/12015  W.C.24/1/2015

uuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuu

ﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁ

n B RN observed wound to “Fewer visits would also lead to less disturbance of
[ | be healing well and the wound / ulcer meaning faster healing and further
u B / getting smaller reduction of length of pathway.”
[
[
Assessment B Doctor visited with RN
and tests . and confirmed a UTI
|
[
|
|
24 visits by the district nursing team [ .
o L
Reducing this by 7 would have allowed
Mr. W to heal faster
B Visit from district nursing team
Visit could have been avoided
[NHS]
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Length of Pathway —Workshop Results

For Financial Year 14/15 the total patient-facing time has been broken out by the type of primary procedure undertaken in the visit. The
results from the investigation into length of pathway have been extrapolated across all leg ulcer and wound care cases.

District Nursing

Activity
100% 30%

Workshop outcomes - Demand

Total opportunity was a reduction of 71 visits (28% of the visits
reviewed). The main reasons are:

90% 1) 56 visits: Standardisation of pathways and frequency
25% 2) 14 visits: Perform Doppler tests when & where required.
80%
70%
20%
60% .
Extrapolating these results across leg ulcer care and
50% 15% wound care means a 8.2% reduction in total visits
would be achievable
40% (20% to 40% is included as opportunity)
10%
30%
20%
’ 5%
0% 0%
Ulcer Care Wound Care Insulin & Medication Other Catheter/ End of Life/ Advice/ Injections/ Unknown Intravenous
BGM Continence / Palliative Information Phlebotomy
Bowel

m Current Visits Reduced Visits
Source: RiO District Nursing Extract, FY 12 13 to FY 15 16 (up to 7t" October 2015)
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Demand and Capacity Opportunities

Overview of opportunities in demand reduction and capacity increase based on assessment findings:

* Demand could be reduced by 4.4% to 8.6% by reducing inappropriate case load and optimising pathways

» Capacity can be increased by 10.7% to 17.3% through productivity improvements, changing the skill mix and changing the structures
of teams

340000 Productivity

320000

300000

280000
260000
240000 I N B0 e

# Visits

220000
Gap between
200000 optimised
< o he] c o P (%) X < [} < >
2 2 2 g S 2 demand and = & z S £ = =
g © = > © = achievable < 2 = 3 = s g
< % g & £ g capacity provides < 2 5 -c% % ‘:%’_ <
= £ ° © = O 15.1% - 25.9% S @ £ = a 5
— — H Q t
5 € © o 2 I opportunity o % 8 8 8 5
O © 9 = 3 © P Q =} = = O
e 3 3 2 & = = 3 3 3
3 n s £ a S = @ x @
E © a 1< %
) - QC') o
8 O
Activity vs Demand reduction Structures Productivity
Demand

E Capacity (Target)  ®Demand (Stretch) = Capacity (Stretch)  ®mDemand (Target)

Based on assessment outcomes and FY14-15 activity of 265.000 visits
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Understanding Issues Through Studies

A study performs several functions:

1. Provides the opportunity to discuss the project . Red Time: Not essential, non patient contact time
with nurses and administrators and gain input N _ —
from them e.g. Waiting for patient iminate

. ) D Light Green: Essential, non patient contact time
2. Allows us to experience how care delivery

works and see problems develop e.g. Completing patient paperwork Minimise
3. Enables us to identify and measure the . Dark Green: Patient contact time
magnitude of problems to ultimately prioritise . _ _ VSR
and solve the greatest ones. e.g. Contact time with a patient
Community Nurse Utilisation Pareto of Losses
e e [T o
90% 0
Task 3 [ | 80% 12%
Task 5 [ | 70% g 10%
Task 7 60% = 8%
Task 9 -I °0% g
. 40% 5 6%
Task 11 - 30% S 4%
Task 13 |I 20% .
10% ’
Task 15 0% 0% .
0 50 100 150 N > O O

Time

Gantt of a DN'’s day Measure of Productivity / Utilisation Prioritised List of Issues
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Productivity (Patient Contact Time)

Productivity across the Oxford District Nursing service over the six month period April — Sept 2015 was 30.6%.

Typically we observe 30 - 35% across District Nursing services. A cross-sectional survey of all Royal College of Nursing members
working in district and community services in England from 2013 showed an average of 37% of time was spent on ‘direct care’.

Oxford Health District Nurses target 13.5 units of patients contact in a 7.5 hour (24 unit) shift. This is equivalent to 55.6% of time.

359 Overall Productivity (April 2014 - Sept 2015) Average patient contact time 30.6%, this is
2 0 in the range of what we observe elsewhere
g = (between 30% and 35%)
3 30%
q) - - - -
2 E Variation in teams shows opportunity for
.g = 250 Improvement
S
g v,\b‘ N X,\u RIS «,\@ «,@ ISR
W@ S Y PR FSFFFF @S Y PR
Productivity by Locality Breakdown of Patient Facing time by grade
(April - Sept 2015) (based on tick sheet data)
Note — no data received from ‘North’ so it is assumed to be an average Note — Benchmark profile has been implemented on a previous Newton
- performer Community Nursing improvement project (assumes same skill mix)
X
< 50% A 30.60%
) Team (weighted)
e 35%
= 40% 25%
2 Band 6 -
S 30% 25%
c
3
; 20% Band 5 40%
g
s 10% Band 4 AP 35.10%
o 46%
0% 23.40%
. Band 3 HCA
City North East South East South West ~ West 46%
mmmm | ocality productivity e Qverall productivity == National benchmark (RCN) 0% 20% . 40% 60% . 80% 100%
m Actual Patient Facing Benchmark Profile

Source: RiO District Nursing Extract, FY 14 15, FY 15 16; HR ‘Hours Worked’ Data; HR data unavailable for Northern locality.
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Sample Activity Log (from studies)

District nursing teams aim to maximise the amount of time that a district nurse is able to spend delivering care to patients. Shadowing
studies were carried out to identify how much of the day is spent with patients and which non-patient-facing activities are impacting this

time.

Tuesday 10 November 2015 - Band 5 District Nurse

Morning handover meeting
Morning prep

Phone call to carers

Gathering materials

Travel to first patient

Waiting for patient to open door
Delivering care - palliative

Case notes in pt. home

Travel to next patient

Delivering care - pressure sore
Case notes in pt. home

Travel to next patient

Delivering care - pressure sore
Travel to next patient

Delivering care - pressure sore
Travel to next patient

Waiting for patient who DNAs
Travel to office

Lunch

Afternoon handover meeting
Qutcoming patients on Carenotes
Phone call to patient

Qutcoming patients on Carenotes
Toilet

Gathering materials

Phone call to carers

Travel to next patient

Delivering care - PICC line

Case notes in pt. home

Waiting in traffic

Travel to office

Outcoming patients on Carenotes
Struggling to find patient on Carenotes
Discussion with colleague about a patient
Struggling to add adhoc visits on Carenotes

08:00

Band 5 district nurse

= Patient Contact Time

Source: Abingdon Study Data (10/11/15)

| 1 Travel time
| / 1
[ |

Afternoon handover
. meeting

Patient DNA |

Difficulty using CareNotes — DN did [ ]
not finish inputting visit outcomes -

14:00

09:00 10:00 11:00 12:00 13:00 15:00 16:00

Essential, Non Patient Contact Time = Non Essential, Non Patient Contact Time
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Ticksheets

Ticksheets are an effective way to increase the number of working days sampled, by asking staff members to tick the category that best
describes their activity for each 15 minute period of their shift.

District nurses completed 98 ticksheets over 7 days, spread across 21 teams and all 6 localities. The proportions of different banded
staff in the ticksheet sample match the overall split of the DN service.

Breakdown of Non Patient Contact Time (District Nursing Ticksheets, 11/11/15 - 17/11/15)
Data set only includes Nurses (no admin)

% of total ti

£ 0 I 5 e ° c St oE =
o = 3.9 g = o S %S X o 2
@ :cE £5 cU o = > S'3 oo o
= ~ o~ [ o ~~ —_ o ®@ e
— N ) = [TI) £ o @ s 5] S
S wn T o ko) = O b — L= o

o2 = 0 S E S > 2 g E S

O O © O s o o S o © =

-9 5 £ < c = = 8 3

20 o 5 o S 0 n &’

c = = [¢8) =

] = = o b [e))

O [¢] () L S D) E c

o o Acé

m Non Essential, Non Patient Contact Time m Essential, Non Patient Contact Time =

Source: Ticksheet data (11/11/15 — 17/11/15)
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Comparison of Ticksheets, Studies and Historical Data

The measured productivity (% patient facing time) shows good agreement across the three methods used to calculate it. The breakdown
of the remaining time is not available for historical data and shows less time attributed to travel and CareNotes in the ticksheet data. One
possible explanation is that the time periods that staff captured activity for were 15 minutes long. This may have resulted in shorter
periods of travel or IT activity not having been captured.

Measured Breakdown of District Nursing Time with Target Breakdown (Capacity Tool)

= Patient Facing = Travel = Unpredicted Activity / Management / Handover = CareNotes  Lunch = Non-Clinical

(Cap-ra?::?ye'tl'ool) 8% 6%
Studies 26% 14% 3%
Ticksheets ‘ 8% 4%
Historical Data 31%
OfIVo 1OI% 20I% 3(;% 40I% 50I% 66% 70I% 8(;% 90I% 10(I)%

Sources: Oxford Health DN Capacity Tool, RiO District Nursing Extract, FY 15 16, Study Data (09/11/15 — 13/11/15), Ticksheets (11/17/15 — 17/11/15)
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Breakdown of District Nursing Non Patient Contact Time

Productivity (patient contact time) was 29% of total time recorded in ticksheets.

Breakdown of Non Patient Contact Time (District Nursing Ticksheets, 11/11/15 - 17/11/15)
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Source: Ticksheet data (11/11/15 — 17/11/15)
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Travel - Allocation

Team
Allocation

Route
Planning

Intra team allocation

~N

Efficient mapping and ordering of route to reduce travel
time
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Travel - Allocation

The blue area represents areas covered by 3 nurses in a single city based team. In the day, they overlap their routes multiple times.
Travel time could be reduced by ensuring that allocation does not require nurses to cross routes but instead allowed them to focus on a

more specific geographical area.

4

Godstow

Wytham

%
2

Team

Allocation

\
) Travel time — 146 min I

-
= »
0 >
w The Oxford Hotel ~ A40
<z Elsfield
@
%a (?‘2 Stanton
75 s % St John
®,
z 2 %
g N\ 2 s
) 3 i ®
4.
% 5 £ =
£
\ Burgess Field. = L3
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»
Binsey A4g
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Golf Club )
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! % Q
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Travel - Allocation

Along with a team leader the visits were reallocated by geography, taking into account named nurse and timed visits, according to the

blue boxes below. This ensured that there was no overlap in travel routes, while still managing workload and timed visits.
In this city team, a 25% reduction in travel time could have been possible with a different allocation. The average across 3 teams studied,

rural and urban, across 10 nursing shifts was a decrease of 14%. Further opportunity can be realised by reducing non-necessary returns

to base and allowing nurses to start their shift at their first visit..
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Travel — Route planning

Old routes I New Routes I
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Travel time reduction

Travel time can be reduced by reallocating patients, not making non-essential returns to base and not starting the return

Values based on travel of three nurses in each team in one day

| ru | o | eans

Minutes 100 146 196
Miles 41.3 35.3 49.3
Minutes reallocation 88 110 183
Miles reallocation 275 25.9 41.3
Reduction mins 12% 25% 7%
Average reduction (compound) 14%
Minutes no non-essential return to base 81 107 176
Team
Allocation Miles no non-essential return to base 25.7 25.7 39.5
Reduction mins 19% 27% 10%
Average (compound) 19%
Minutes no start at base 73 86 159
Miles no start at base 22.7 19.3 37.2
Route Reduction mins 27% 41% 19%
Planning Average (compound) 30%

30% of travel time could be reduced through optimal allocation,
reduction in non-essential returns to base and starting from home.
(50% to 100% is included as opportunity)
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Travel

Locality Reducing overlap between teams to ensure closest
Overlap team sees the patient
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Travel — Team Overlap

Staff Team Mame
[ OMN Banbury Weekend ..
Locality Il DNN Bloxham & Hook N.
Overl ap [ OMNM Chipping Merton
[l DM Deddington Health..
Il CNN Horse Fair Surgery..
[ DHM West Bar Surgery
[] DN West Street

Il DHM Windrush Hightow..
[ DN Wychwood Surgery

shal

A

A40

[NHS| 4
oo Oxford Health H 8 Nlewton





Travel — Team Overlap

Simulation to understand impact of GP link on travel time

Model build to simulate travel time for North and Central in three scenarios:

* Actual: allocation and routing as it actually happened

Overlap «  Optimally ordered: allocation as actually happened, order of visits optimised
» Closest base: allocation based on closest base, order of visits optimised

Locality

The difference between optimally ordered and closest base is the advantage of breaking the GP link

North Central North + Central
Optimally Closest Optimally ~ Closest Optimally  Closest
AL Ordered Base AEE! Ordered Base AU Ordered Base
. Actual Actual |Closest base Actual Actual |Closest base Actual Actual |Closest base
Allocation
Optimally | Optimally Optimally | Optimally Optimally [ Optimally
. I {
Routing . ordered ordered Actual ordered ordered Actual ordered ordered
nurses 21 21 22 29 32 31 50 53 53
visits 146 146 146 218 218 218 364 364 364
visits/nurse 7.0 7.0 6.6 7.5 6.8 7.0 7.3 6.9 6.9
minutes 1012.4 863.0 747.1 1412.0 1263.6 863.6 2424.4 2126.6 1610.7
minutes per visit 6.9 5.9 5.1 6.5 5.8 4.0 134 11.7 9.1
Reduction of travel time
0, 0, 0,
by breaking GP link: 13% 32% 24%

Without the GP link (visiting patient from the closest base) transport time
can be reduced by 24%. This would release 3.2% of capacity.
(25% to 50% is included as opportunity)
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Breakdown of District Nursing Non Patient Contact Time

Productivity (patient contact time) was 29% of total time recorded in ticksheets.

Breakdown of Non Patient Contact Time (District Nursing Ticksheets, 11/11/15 - 17/11/15)
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Handover

Handover currently accounts for 7.5% of total time in the ticksheets — this equates to 34 minutes spent on handover per day.

Observations have shown significant variation in the format of handover in different DN teams. Adopting a standard format aligned to the
principles outlined in the handover SOP would ensure a greater consistency of care and potentially reduce the time spent on handover
each day.

Standard Operating Procedure | Handover-Community Nurse Teams

Key principles outlined in the SOP: Relence Date. August 2015

) ) Review Date: August 2016
«  One daily meeting P ;
«  Scheduled time and duration - .
) ) ) eam: Community Nurse Teams
° NOt a” pa“ents are dlscussed, JUSt th ose Who p . To ensure relevant patient information to ensure safe reliable
. ’ . Urpose: and quality care
require and would benefit most from it ,

Keeper: Operational Managers

» |Handover to take place daily when there are two or more staff on duty

+ A start and finish time to be agreed. All team members to attend & actively
participate.

« Daily Interruptions need to be kept to a minimum — telephone messages to go to |

Reducing the handover meetings to 25 minutes answer machine / notice on door indicating handover in process etc.
will results in a reduction of 26% in handover time s Coordinator to time manage the handover ensuring that information shared is

pertinent

(43% (reduce to 30 minS) to 100% (reduce to 25 + Handover includes current status of patients visited and actions to be taken, any

concerns regarding the patient, families and carers, an overview and review of

minS) is included as opportunity) patients on the caseload.If there is not anything new to report or if there are no new

concemns reporting no news or no change is acceptable

+ Handover includes checking that actions from the message book have been
completed or allocated appropriately

» Handover should be used to ensure that patients are forward planned on RiQ

» Handover should provide supportive challenge and promote standardised quality
nursing care

Source:
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Breakdown of District Nursing Non Patient Contact Time

Productivity (patient contact time) was 29% of total time recorded in ticksheets.

Breakdown of Non Patient Contact Time (District Nursing Ticksheets, 11/11/15 - 17/11/15)
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The updating of EMIS is recognised
as necessary but in the current

Paperwork and I T format requires duplication of data
input. A project is underway to agree

) ) ) ) o a minimum data set and template,

Below are some of the paperwork and IT items that may have to be completed in relation to a patient visit. speeding up input and ensuring the
right information is in the right place.

In the long term there is a plan to

develop a link between CareNotes

and EMIS which will eliminate this

duplicated time altogether

Before Visit (OFFICE) —> During Visit (PATIENT HOME) — After Visit (OFFICE)

Review notes / Quicker, due to performance + Visit outcome and notes into CareNotes
history / visit functionality improvements and
= requirements in staff familiarity / competence Review / update visit schedule on CareNotes
CareNotes + (12% of time)
EMIS Email GP / update EMIS — prescriptions / change
Evaluation / Change notes Visit notes into communication log No longer
necessary
m . . . . . . (8% of total
20% reduction in Medicine / Insulin Administration Chart Review / update paper caseload time)
v patient-related
o paperwork time Funding Application / CHC
@) through auto-
= population, , _ ,
% reduction in - Risk Assessments: e.g. Braden, MUST Careplans / Prevention Plans
o duplication and form
E layout Funding Application Consent Referrals to other services e.g. tissue viability
(12% of time)
Incident Reports e.g. pressure ulcer

Every visit
Key:

Occasional

VHS ) [NHS|
o xford Health N t
SO ... Bireosrotbbpumink SINewion





CareNotes and Paperwork Development Plan

The proposed development and integration of paperwork and IT over the next 15 months, initially with the desktop/core CareNotes
system, and followed by a mobile platform. On-going optimisation of forms/paperwork will be key to taking full advantage of features
such as auto-population and maximising the potential benefit of CareNotes and mobile working.

Desktop Carenotes system rolled out
Performance issues to be addressed
Paper- based forms
Staff unfamiliar with system
Teams keeping a paper-based caseload and
communications log as backup

Desktop CareNotes system reliably embedded
. Staff familiar with functionality
. Teams not keeping a paper caseload

Performance issues addressed

Functionality improvements prioritised and
implemented

Training for staff (ideally hands-on)

Teams encouraged to stop maintaining paper
caseload

Existing forms linked to CareNotes + optimised via
» Auto-population of selected fields

Desktop CareNotes with integrated forms
. Forms / paperwork optimised and integrated into
Carenotes desktop system

» Layout optimisation
* Reduction of duplicated fields + forms

Mobile app rolled out
. Outcomes and evaluation notes mobilised
. Remaining forms paper-based (via desktop CareNotes)

» Process for outcoming patients via mobile app
developed and implemented

I v

» Forms made available on mobile app

Fully mobile working
. All forms completed via the CareNotes app

» All visit related paperwork eliminated

t

Oct

Jan
Apr

Jul

J Oct

|
Handwritten evaluation notes replaced by notes
input directly into CareNotes
(31% of total time)
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Breakdown of District Nursing Non Patient Contact Time <

Productivity (patient contact time) was 29% of total time recorded in ticksheets.

Breakdown of Non Patient Contact Time (District Nursing Ticksheets, 11/11/15 - 17/11/15)
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14% -
g 12% 32% included in opportunity, these are the

= 10% opportunities in addition to what should be achieve
g 8% by CareNotes

= 6%

N 4%

2%
0%

@ o 2 =< T 2] j) c o C— 1%
£ > c o c ° c e < o e T
) c a0 ) c ] © D o ~ e
© T £%5 S o e > >3 S S
~ o c c ~ o O E ® <
= 2 () = (TI) £ oo 5] o
8 T O © =8 = = o= o
o3 LE 3] SE 3] o 2 Q£ €
S5 T 0o s o s} £4a S - S
o c o) — o)~ — c 4+ =
() - [ B — 0 (]
T & o S < g o g2 S
- = ()
20 © 2 a s 2o Y
= = > s 0 T £ >
O © U] O o .E c
o o _sé
|_
m Non Essential, Non Patient Contact Time m Essential, Non Patient Contact Time

Source: Ticksheet data (11/11/15 — 17/11/15)
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Productivity Opportunity

Productivity (patient contact time) was 29% of total time recorded in ticksheets.

The opportunities outlined above combine to 5.2% — 7.8% of capacity that could be released.

Breakdown of Non Patient Contact Time (District Nursing Ticksheets, 11/11/15 - 17/11/15)
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Productivity Opportunity <

Productivity (patient contact time) was 29% of total time recorded in ticksheets.

Breakdown of Non Patient Contact Time (District Nursing Ticksheets, 11/11/15 - 17/11/15)
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Tier 2 Services

M Newton

The science of performance





Productivity Tier 2 Services

Productivity (patient facing time) of the more specialist Tier 2 teams has been assessed using staff ticksheets, as with the DN teams. Tier 2
staff completed 40 ticksheets over an 8 day period, with results showing an overall Tier 2 productivity (patient contact time) of 29%.

Services for which ticksheet data was available were discussed with the service leads to review what productivity improvements might
apply to the different services, given the significant variation in operational practise.

Productivity (Patient Contact Time) of Tier 2
(Tier 2 Ticksheets, 11/11/15 - 18/11/15)

35% -
30%
;\3 25%
2 20%
=
S 15%
3 No ticksheet data for
0 10% these services —
performance
5% assumed to be
average
0% : :
& &
&,bo <8 K
60 \2\0 &\Gﬁ’

® Productivity of Tier 2 Services

Source: Ticksheet data (11/11/15 — 18/11/15)

Breakdown of Non Patient Contact Time (Tier 2
Ticksheets, 11/11/15 - 18/11/15)
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Opportuni

ty Tier 2 Services

The opportunities discussed above are predicted to free up 5 — 7.5% of Tier 2 time (across the 4 services). The
implementation and effectiveness of certain improvements would vary significantly across the team, owing to their different
structures and working practises.

Review of ticksheet data with service leads to understand

% of total time

opportunity for each team

Breakdown of Non Patient Contact Time (Community Matrons / EOL, 11/11/15 - 18/11/15)
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16%
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<« Route optimisation |
o) / reduction of paperwork
and increased use of CareNotes

/ within team (currently used very little)

Travel time
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Breakdown of Non Patient Facing Time (Community Matrons / EOL, 11/11/15 - 18/11/15)

Mobile working — currently printing /
4 -~opying notes from iPad ino Carenotes

— Minor route optimisation '
.
—_—

I reduction
of paperwork

mNC

5 input into
(office)

Other

ravel time
/ Training
oaperwork
phone call
oaperwork
1g patients
ages

ation book
ntrecords

5% to 7.5% of time can be saved through
similar improvements as with district nursing
(this is not included as opportunity)

Key observations

. Less opportunity to optimise travel through geographical
allocation than DN teams - fewer staff, less flexibility. Route
optimisation still beneficial to the services whose staff do more
than 2 or 3 visits / day

. Significant variation in the use of CareNotes / paperwork for
caseload management and patient notes, with some teams taking
steps towards mobile working through use of their iPads whilst
others maintain a 100% paper-based system

. Most services have very extensive assessment forms which could
be well suited to optimisation through auto-population and
adjustment of fields / layout

. Handover meetings not common — dispersed and more discrete
working practise than DNs

. Central base for working very important to Tier 2 teams so as to
provide support for staff

. General push toward clinics rather than home visits

Variation in practice means implementation will be more
challenging. Key to success will designing how the link to
specialist teams works in the new operating model, for
example using link nurses and improved communication
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Demand and Capacity Opportunities

Overview of opportunities in demand reduction and capacity increase based on assessment findings:
* Demand could be reduced by 4.4% to 8.6% by reducing inappropriate case load and optimising pathways
» Capacity can be increased by 10.7% to 17.3% through productivity improvements, changing the skill mix and changing the structures

of teams
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Community Nursing Org Structure

Skill mix is assessed for district nursing Admin up to Band 7.

I
OPM Service

Director

|
Head of ILT Head of ILT Head of ILT

Clinical Lead
| |

Clinical Lead

| |
v v
District Nursing (All localities) Tier 2 (All localities)

: |
Ops Manager
(1 per locality) Ops Manager

BSA |
B7 .
Skill
. m Nursing
mix BS
review AP = PToT
scope e I
Admin -
0 50 100 150 0 50 100 150
WTE WTE

Source: WTE data and org charts provided by OH
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Teams shape — Clinical skill mix

Historical data looking at time spent with patients shows a skill mix that is largely made up of registered nurses with some support of
Band 3 and Band 4s.
The graph below shows % of total patient facing time that is spent on a specific clinical activity.

Current skill mix FY 14/15 Activities by banding
100% 30%
90%
25%
80%
70%
20%
60%
50% 15%
40%
10%
30%
0
I IO e e e
0% 0%
Ulcer Care Wound Care Insulin & Medication Other Catheter/ End of Life/ Advice/ Injections/ Unknown Intravenous
BGM Continence / Palliative  Information Phlebotomy
Bowel

mBand7 mBand6 m®mBand5 ®Band4 Band 3 RN Total baseline
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Team shape — patient care example

Mr. B has moved to Oxfordshire to live closer to his daughter. He has struggled with chest infections and had a few hospital visits lately.
After the last visit Mr. B was referred to community nurses for pressure ulcers from his hospital stay and he is due two visits a week. We
are also monitoring Mr. Bs MDS levels by blood tests every Wednesday. The care is spread out so that Mr. B is seen for his pressure
ulcers on a Monday and Friday and gets his blood tested every Tuesday.

Between 20" of August and 18" of November Mr. B had received 21.7h of care

Mr. B’s actual care plan

- .
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Team shape — patient care example

Mr. B has moved to Oxfordshire to live closer to his daughter. He has struggled with chest infections and had a few hospital visits lately.
After the last visit Mr. B was referred to community nurses for pressure ulcers from his hospital stay and he is due two visits a week. We
are also monitoring Mr. Bs MDS levels by blood tests every Wednesday. The care is spread out so that Mr. B is seen for his pressure

ulcers on a Monday and Friday and gets his blood tested every Tuesday.

Between 20" of August and 18™ of November Mr. B had received 21.7h of care, 54% of this could be picked up by band 3 nurses.
Challenging whether this could move to 2 visits per week; due to timings of bloods and wound care this would not be possible

Mr. B’s potential care plan

m
[ |
[
Xy
- N
&
Holistic - S @
assessment m b\ ((,5 Band 3 assist with
w— Band 3 assist with ~§Z’ L& takmgI] © Ioo?j
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@ Q0 [
lQ
[
. Reassessment
11.7h (54%) of work can be picked after hospital |
up by Band 3 to allow registered visit
nurse to spend with more complex
patients I Care by B5 or B6 nurse

Care could have been provided by B3
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Team shape — Workshop outcome

The workshop showed that there is much opportunity for Band 3 and 4s to support a core registered nurse team where Band 3 and 4s
could assist with almost half time spent on Ulcer and Wound care to allow registered nurses to focus on more complex activities.

Mr H’s wife cooks his meals
and washes right leg daily.

Workshop skill An HCA trained in Workshop outcome
mix compression could do 3 visits
100% 30% per week and a band 5 visit 30%
fortnightly
90%
0 “Son has done )
80% ° 25% some of the 25%
dressings, not
particularly complex”
70%
20% o 20%
60% “Simple dressing at
? the moment, if it
° changes we might
50% 15% have to upskill” 15%
40%
10% 10%
30%
0,
20% 506 L] 5%
°
B - mm
0% 0% 0%
Ulcer Care  Wound Insulin & Medication Other Catheter/ End of Life/ Advice/ Injections/ Unknown Intravenous
Care BGM Continence Palliative Information Phlebotomy
/ Bowel
Unsufficient sample = RN mB4 B3 ®RN Total baseline
80 cases reviewed with two CDLs, two B6 and one AP
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Team shape — Workshop outcome

The workshop showed that there is much opportunity for Band 3 and 4s to support a core registered nurse team where Band 3 and 4s
could assist with almost half time spent on Ulcer and Wound care to allow registered nurses to focus on more complex activities.

Workshop skill Workshop outcome
mix
100% 30% 30%
90%
° 25% 25%
80%
70%
20% . 20%
60%
[}
50% 15% 15%
40%
10% - Assumed all 10%
30% . band 5 or 6 Scaled Scaled
proportionally proportionally
0
20% 5% 5%
[
B - mm
0% 0% 0%
Ulcer Care  Wound Insulin & Medication Other Catheter/ End of Life/ Advice/ Injections/ Unknown Intravenous
Care BGM Continence Palliative Information Phlebotomy
/ Bowel
Unsufficient sample = RN mB4 B3 ®RN Total baseline
80 cases reviewed with two CDLs, two B6 and one AP
1/20/2016 Oxford Health IZH 4
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Pareto of lost time

<

Adding admin hours to the total team shape frees up clinical time and allows nurses to focus on providing the best care possible.

Studies, surveys and meetings suggest that 4.1% of all nursing time is spent on activities that could be picked up by an admin staff

16%
14%

o 12% -

10%
8%

% of total tim

4%
2%
0%

m Non Essential, Non Patient Contact Time

6% -

Breakdown of Non Patient Contact Time (District Nursing Ticksheets, 11/11/15 - 17/11/15)

- 4% of total time could be
%7 picked up by admin — doing so
- would enable an additional 34
visits per day
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= Essential, Non Patient Contact Time = Projected Opportunity

98 ticksheets equating to 735h of nursing hours

Oxford Health 253

NHS Foundation Trust

S Newton

NHS]
Oxfordshire
Clinical Commissioning Group





Team shape — Final opportunity

Team shape has the potential to be restructured to include a larger proportion of Band 3 and 4s in order to allow registered nurses to
spend more time on more complex cases. The new team structure is calculated keeping in mind that registered nurses would have to do
regular reviews in cases where a band 3 or 4 is involved. All cases that involved training staff by a band 5 or 6 has been left, even though

a band 3 or 4 could do the procedure.

No change in total :
190% WTE, only higher ratio Changmg from current to
0 B potential team shape would
release 4.1% of spend on pay
Admin staff to f .
100% — m'é]iﬁii‘m t?mreee R T2 _ (50% to 75% is included as
opportunity)
y Increased no. of B3 & B4 to
80% support B5 & B6 >
Quality Improvements have
- been identified which will
60% increase the B5/6 : B3/4 ratio

% of total nurses

Admin And Clerical Band 2
40% Admin And Clerical Band 3
Healthcare Asst Band 2
Healthcare Asst Band 3

50% of B6 as mgmt. time
means small change in total
— 9 >

20% B950
Assistant Practitioner
Keep B7 coverage at 1:16 District Nurse - Band 5
. — (Benchmark datarange L5 m District Nurse - Band 6
0% 1:11 — 1:15) .y
Current team shape Potential to revisit post Optimised team shape m District Nurse - Band 7

change programme
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Demand and Capacity Opportunities

Overview of opportunities in demand reduction and capacity increase based on assessment findings:

* Demand could be reduced by 4.4% to 8.6% by reducing inappropriate case load and optimising pathways

» Capacity can be increased by 10.7% to 17.3% through productivity improvements, changing the skill mix and changing the structures
of teams

Team
340000 Structures
320000
300000
280000
260000
j2}
@ 240000 [N 0002 e
>
* 220000
Gap between
200000 optimised
2 £ o e 5 9 2 @ X 2 @ < 2
£ 5 § & £ 3 demand and g ¢ E ¢ E § =
3} < £ 3 3 = sl S 5 = 5 3 = 3}
< % g 2 £ = capacity provides ) S 5 c‘éﬁ = %’_ <
S 2 - © =1 °) 15.1% - 25.9% o ® £ 5 a S
E o B = O ° i . € ) ) ) =
S € O © c opportunity © I o o O =
O ) [} = z ] PS o) =] S S O
a o S = Q = S ° S
- x o = ) < o) o 9 Q
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O
Activity vs Demand reduction Structures Productivity
Demand

E Capacity (Target)  ®Demand (Stretch) = Capacity (Stretch)  ®mDemand (Target)

Based on assessment outcomes and FY14-15 activity of 265.000 visits
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Changing Team Structures

Moving toward more centralised control (smaller number of larger teams) will have effects on productivity through travel time, efficiency
of team size and the required management overhead. Each area is assessed on it's impact and an overview of other clinical and
operational effects is included.

* Increased number of smaller teams
* Increased likelihood of seeing the same nurse

* Increased alignment with GP surgeries

Centralised control Fully dispersed
Changing “Maximum efficiency _ oxford Health 78 ,»  GPscontrol to
Team through high D NHS Foundation Trust " maximise consistent

Structures utilisation and patient care”
optimised allocation”

43 teams split into 14

+  Reduced number of larger teams clusters and 6 localities,
 Increased efficiency of operation covering 79 GP practices
* Increased capacity for same cost

Hybrid Centralised

# Bases 40 12 (approximate) 6 (one per locality)

Less bases will increase distance between base and patient and can increase

Travel Time total travel time

Approach

Efficiency of Larger teams are dealing with a large pool of demand which will decrease the
Team Size day-to-day variation and can reduce the team size

When increasing team size the total management overhead could be slightly
reduced

Management
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Changing Team Structures — Travel Time

Moving toward more centralised control (smaller number of larger teams) will have effects on productivity through travel time, efficiency
of team size and the required management overhead. Each area is assessed on it's impact and an overview of other clinical and

operational effects is included.

Travel Time

Impact on travel time is modelled for 2
scenarios:

1 central base

2 bases in activity “hot spots”

First the optimisations as described in
the assessment have been applied
(optimal routes for each of the teams)

Next the travel time increase for both
scenarios is determined

*  When moving to 1 base per locality
travel time reduces productivity by
6.6% to0 9.8%

*  When moving to 2 bases per locality
travel time reduces productivity by 4.2
t0 4.6%

The differences between high and low
are between starting from base or
from home

» 1 base reduces productivity by 6.6% to 9.8%
» 2 bases reduces productivity by 4.2% to 4.6%

Somerton \
Demand for model At
ﬂ Steeple
» Tuesday 1/9 North East rer, oo @mﬁgn Sayaon
Enaiane | Poundon
il %‘ Calvert
Middleton| ?
Dean Stohey Ny o Marsh Gibbon
@@ Chesterton
. \ @ Grendon
oo i ? Underwood
Charlbury Kirtlington W__en lebury AmbmsdenQ {241 Quain
-under-Wychwood Weston-on-the.Gretn Kingswood
| \
ychwocd Slone@eld ®® @ \\ @
Finstock WoodeWick 2 N Westcott Waddes
Langley Combe PR Ea Charllon~onvOlmoor\\x
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Changing Team Structures — Efficiency of Team Size

Moving toward more centralised control (smaller number of larger teams) will have effects on productivity through travel time, efficiency
of team size and the required management overhead. Each area is assessed on it's impact and an overview of other clinical and
operational effects is included.

Demand for 1 team (Beaumont Street Practice)

Efficiency of 1200
H (2]
Team Size £ 1000
o o © g0 2 861
. Efficiency of team size is modelled by E
assessing the capacity required: g 000 wmwlh
*  Tomeetdemand within each team g 400 1 Team needs to have spare capacity to
separately £ 200 meet variation in demand
*+  To meet demand if all teams would be 8 0
merged into 1 team 04/2015 05/2015 06/2015 07/2015 08/2015 09/2015
. To meet demand if all teams would be mmmm Demand (historic data) Capacity required to meet demand 9 out of 10 days
merged into 2 teams
«  For larger teams a large service level Combined demand (All City Teams)
has been chosen (%-age of days the 8000
team need to meet demand) 0 2 7,448 =l
£ 7000 V— 6,780 =
(3]
«  Outcomes: E 0000
*  Merging activity into 1 team shows a S 5000
reduction in required capacity by 9.0% § 4000
to 10.8% £ 3000
. Merging activity into 2 teams shows a £ 2000 Combining demand of all 10 teams
reduction in required capacity by 6.5% . 1000 shows capacity can be reduced by 9%
10 9.4% 0
04/2015 05/2015 06/2015 07/2015 08/2015 09/2015
mmmmm Demand (historic data)
e Sum of capacity required for each team to meet demand 9 out of 10 days

= Capacity required to meet demand 99 out of 100 days for combined demand

» 1 base increases productivity by 9.0% to 10.8%
» 2 bases increases productivity by 6.5% to 9.4%

TE o NHS]
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Changing Team Structures - Management

Moving toward more centralised control (smaller number of larger teams) will have effects on productivity through travel time, efficiency
of team size and the required management overhead. Each area is assessed on it's impact and an overview of other clinical and

operational effects is included.

Current team shape (average) Currently Band 7s are split across
(on average) 4 teams as well as
having a broader remit for developing
the service (training, audits,

Management
Average team (50 teams)

« To understand opportunity in Band 7 B 0.25 improvement projects). By
management overhead by Band 6 R | 0.89 reconfiguring district nursing teams
increasing team size we've Band 5 | N 1.69 in order to achieve an agreed level of

AP ] 0.49 efficiency, the role of the Band 7 will
assessed average team shapes HCABand 3 T | 0.93 need to be considered within the skill
with OH team and modelled what - ' IS 91 s £l L 1

Admin Band 3 __. 0.54 various levels of operation

this could be optimised to if we

would move to large teams _
Optimised teams shapes

(average)
Optimised for 2 teams per Optimised for 1 team per
locality (1.2% improvement) locality (1.5% improvement)
v

e Outcomes 2 teams per locality (12 teams) 1 team per locality (6 teams)
* Merging to 1 team per locality FTE Change FTE

shows a reduction in cost of 0.8% Band 7 %

to 1.5% Band 6 . %

* Merging to 2 teams per locality Band 5 14.8 5%
shows a reduction in cost of 0.6% AP 4.3 504

t0 1.2% HCA Band 3 8.1 5%
*pinBand 3 4.7 5%

» 1 base increases productivity by 0.8% to 1.5%
» 2 bases increases productivity by 0.6% to 1.2%
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Changing Team Structures - Outcomes

Moving toward more centralised control (smaller number of larger teams) will have effects on productivity through travel time, efficiency
of team size and the required management overhead. Each area is assessed on it's impact and an overview of other clinical and
operational effects is included.

Next steps

Hybrid

# Bases 40 12 (approximate) 6

Travel Time 0.0% -4.6% to -4.2% -9.8% to -6.6%

Efficiency of 0 0 0 0 0

e Ele 0.0% +6.5% to +9.4% +9.0% to +10.8%

Management 0.0% +0.6% to +1.2% +0.8% to +1.5%

Aggregate potential 0.0% +2.29% t0 +6.1% -0.9% t0 +5.1%
capacity release

This indicates a hybrid option will
release most capacity
(50% to 100% is included as
opportunity)

The above analysis only provide a rough estimate of what can be realised by
moving to more centralised team structures and does not provide the right solution
(eg number of bases)

To work this out a design phase is required where a design team works out the
ideal way of working by designing work allocation, travel optimisation, leadership
structures, link with the GPs and the wider system

The next two slides provide an insight in how this design phase could work and
more specifics around the link with the GPs

12 Bases used for purpose of
modelling the benefits. A design
phase will be required to
determine the right number of
bases and team sizes
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Design Principles For Community Nursing Teams <

(Based on assessment findings and conversations with GPs)

Strong relationships and co-working with primary care teams form a key part of a high quality community nursing service. Any new team
structure or model must ensure that communication, trust and team working are not just preserved but actively built on to deliver an
effective pathway and service for patients.

Design Principles
. Patient care focus as one team across GPs, Practice Nurses and Community Nursing (not task management)

. Needs to be developed in the context of integrated locality teams, existing pilots (eg referral triage) and the federating of
GP practices

. Team designed to ensure availability of required competencies (may include formal links to specialist teams)

. Formal communication between community nursing and primary care - both face to face and through integrated IT
systems

. “Virtual ward” which provides visibility of continuity of care
. Teams of the right size, with the right skill mix and balanced management and admin support
. Culture of learning and development

. Continuous improvement in efficiency through operational performance management

Complexities of implementation
. The re-structure will need full agreement and support from the CCG (and particularly the GPs), including working
through the solution in each locality with all the key stakeholders

. There is estates work required — properties, infrastructure, IT. The Newton assessment focusses solely on the staff
impact. Some Capex will be required, whilst in theory there will be Opex savings from rationalising the number of bases,
at this stage the finances are unknown ) ) )

The solution must be co-designed with

Based on conversations with Julie Anderson, Ken Mann, Will O'Gorman and David Chapman primary care and ILT at the local level
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Developing The Solution — Example at Kent

Design Groups were set up consisting of a cross
section of staff from across Kent Adult Services.

e D[ Glos Socts CoreToun Lot 07 Rysae Do,
(i o ij Crrves Torenn] i‘:*‘g‘" = This group Identified solutions to the 4 main areas for
e /W}k ﬂbm;m improvement, and developed the training material to

el mmzed] D “ 2 implement this

3 : -Contact assessment
-Scheduling
-Paperwork

-Team structures

It was not expected that the processes would be
100% accurate. Instead the “Sandbox” office was
developed to build and improve the processes before
rollout

The Sandbox was setup to test out the new
processes in a real but controlled environment

Training was provided in the build up to going live in
the Sandbox Team a week of training took place for
staff. This included

-Dry runs of the processes

Sandbox
and
Training

-Introduction to the improvement cycle
-Change management processes
-Team building exercises

A Team Charter was build to capture how staff would
work together and communicate. This was key to the
team building process.
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Demand and Capacity Opportunities

Overview of opportunities in demand reduction and capacity increase based on assessment findings:
* Demand could be reduced by 4.4% to 8.6% by reducing inappropriate case load and optimising pathways
» Capacity can be increased by 10.7% to 17.3% through productivity improvements, changing the skill mix and changing the structures

of teams
Quality
340000 Improvements
320000

300000

280000

260000

240000

# Visits

220000
Gap between
200000 optimised
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Activity vs Demand reduction Structures Productivity
Demand

E Capacity (Target)  ®Demand (Stretch) = Capacity (Stretch)  ®mDemand (Target)

Based on assessment outcomes and FY14-15 activity of 265.000 visits
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Patient and Staff Survey Results

Patient and staff surveys are overall very positive about the district nursing care. Area’s for improvement:

 Staff: Work morale (64% agrees to “I look forward to going to work”)

» Patient: Understanding of next visit, regularity of visits and time taken to provide information on care and care plan
Both area’s should be addressed by quality improvements

Staff Survey
District Nurses 2014

| feel that my role makes a difference to patients / service users

| am satisfied with the support | get from my work colleagues

| am satisfied with the support | get from my immediate manager

| have clear, planned goals and objectives for my job

| am satisfied with the quality of care | give to patients / service users
I am enthusiastic about my job ("Always" and "Often") |G cea ot Agreed

I look forward to going to work ("Always" and "Often"”) | AGreeaNN ot Agreed

50% 60% 70% 80% 90% 100%
% Agreed

Patient Survey
District Nurses 2015

Overall, did you feel you were treated with respect and dignity?

Overall, did you feel you were treated with kindness? etimes

Did the member of staff treating and examining you introduce themselves? times
Did you have confidence and trust in the member of staff?

When you had important questions to ask, did you get answers that you could understand?
Did the member of staff listen to whant you had to say?

How likely are you to recommend this service to friends and family if they needed similar care and treatment? Know

If you had any worries or fears about your condition or treatment, did you feel able to discuss them with a member of staff?
Were you involved as much as you wanted to be in decisions about your care and treatment?

Did you feel you had enough time to discuss your care and treatment with the member of staff?

Did the member of staff wash or clean their hands before examing or treating?

How much information about your condition or treatment was given to you?

Were you given the opportunity to see and agree your care plan?

Were you seen by the member of staff at regular intervals?

Do you know when the next visit will be?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Source: 2014 Staff Survey Results, 2015 Patient Perspective Patient Survey
P/G8 1/20/2016 o Oxford Health IFH 8 N|e\wton
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Quality Improvements

Oxford Health has investigated which quality improvements are required to the current CN service. Assumptions for these are provided
Below.

» Every first visit will be done by B5 or B6. Over the first few visits
(and building on all pre-existing knowledge of the patient) a full

Holistic holistic assessment will be carried out to further inform the

Assessment personalised care plan. Assumptions:

and * 14,500 new patients per year

*  90% would benefit from increased early assessment

* Current visit time is 25 minutes

Additional 90 minutes so be spread over early B5/B6 visits

Must build on GP’s existing digital care plan

* In total this requires 2,755 B5 and B6 nursing days —
equivalent to 5.3% additional nursing capacity

Personalised
Care Plans
For Patients

» All staff will perform 100% of training and supervision Total Current Additional
requirements to drive development and retention, assumptions: days/year/nurse Performance days/year/nurse
- * Included are; Mandatory, Essential, Clinical required for training [% of days] required for 100%
Training and Supervision, Management Supervision, RN Re- B7 205 56% 9.0
Supervision validation sign-off and PDR B6 19'4 599 7.9
For Staff + For each band the total days of training per year and : 2 '
the current performance (% achieved) are determined B2 14.5 66% 5.0
+ In total this requires 1,699 nursing days across B3to B6 |B4 9.8 68% 3.2
nurses — equivalent to 2.4% additional nursing capacity B3 6.9 65% 2.4

* Every GP practice will have one hour per week of dedicated

face to face contact with a senior nurse, assumptions: j
+ There are 79 GP practices ﬁ i g
. . AN
Weekly Fa_CG + Due to travel time a nurse will have 1,5 hours per week "
To Face with set aside for the face to face time
Senior Nurse * Actual use of time will have to be co-located with GP

For GP practices and technology could be used to reduce :
travel time ;
In total this requires 740 B6 nursing days — equivalent to I :

1.6% additional nursing capacity

Source: Based on information and data provided by Lucia Winrow, Gabrielle Parham and Sarah Lee
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Quality Improvements

Oxford Health has investigated which quality improvements are required to the current CN service. Assumptions for these are provided
Below.

WTE Requirements for Quality Improvements

Holistic
Assessment
and
Personalised
Care Plans
For Patients

District Nurse - Band 7

District Nurse - Band 6

District Nurse - Band 5

Training and

Supervision Assistant Practitioner
For Staff

Suggested quality improvements will
Healthcare Asst Band 3 require 9.3% additional DN capacity*

*Corrected for average pay by banding (In

Admin And Clerical Band 3 WTE this would be 8.7%)

Weekly Face
To Face with 0 20 40 60 80 100 120
Senior Nurse WTEs

For GP

m Optimised Skill Mix ~ ®mPatient Care Plans  m Staff Training GP Face to Face Time

Source: Based on information and data provided by Lucia Winrow, Gabrielle Parham and Sarah Lee
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Demand and Capacity Opportunities

Overview of opportunities in demand reduction and capacity increase based on assessment findings:
* Demand could be reduced by 4.4% to 8.6% by reducing inappropriate case load and optimising pathways
» Capacity can be increased by 10.7% to 17.3% through productivity improvements, changing the skill mix and changing the structures

of teams
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Activity vs Demand reduction Structures Productivity
Demand

E Capacity (Target)  ®Demand (Stretch) = Capacity (Stretch)  ®mDemand (Target)

Based on assessment outcomes and FY14-15 activity of 265.000 visits
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. Recommended Option
Options _

1. Improve demand and 2. Optimise team structures whilst 3. Optimise team structures
productivity, leave team maintaining link with GPs without maintaining link with
structures as they are GPs

+ Keep structure of 40 teams * Option 1 plus: * Option 2 plus:
* Reduce demand through case * Change team structures to optimised + Break GP link: teams looking
Operational review and pathway optimisation hybrid model (approx. 12 teams) after patients closest to their
Improve productivity within » Keep GP link: team will look after base
teams patients for a group of GPs (senior

members of team subdivided by GP)

4
4
,I
O ’
4
4
,I
’ O
U4
4
4
4
Current team structure Larger teams linked to Larger teams decoupled
group of GPs from GPs
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. Recommended Option
Options _

1. Improve demand and 2. Optimise team structures whilst 3. Optimise team structures
productivity, leave team maintaining link with GPs without maintaining link with
structures as they are GPs

* Keep structure of 40 teams * Option 1 plus: * Option 2 plus:
* Reduce demand through case » Change team structures to optimised <+ Break GP link: teams looking
Operational review and pathway optimisation hybrid model (approx. 12 teams) after patients closest to their
* Improve productivity within » Keep GP link: team will look after base
teams patients for a group of GPs (senior

members of team subdivided by GP)

* Increased independency through self and family care
* Reduction in length of pathway
. * Personalised care planning
Patlent . . . . . . . . . . .
» Opportunity to improve continuity + Opportunity to improve continuity of + Patients visited by nearest
of care through increased care through increased visibility available team member, risking
visibility poor patient experience

+ Standardisation of processes + Skill mix optimisation provides more appropriate match of work with level
Staff Increase in training and top » Combining teams helps with balanced workload between nurses
level support * Increase in training and top level support
* Retain current links to GP » Retain current links to GP practices * Revised formal link to GP
practices (albeit not physical locations) practice
- * Increase senior nurse and GP + Aligns with direction of travel with
Clinical . : .
contact time clustering and federating
* Increase senior nurse and GP
contact time
* 0.3%to 7.0% * 41%to 13.7% « 5.8%to 16.6%
Capacity
Release* * (without quality improvements: * (without quality improvements: * (without quality improvements:
9.6% to 16.3% ) 13.4% to 23.0% ) 15.1% to 25.9% )
Quality Improvements Capacity opportunities are based on running a large transformation programme with dedicated
Highlighted in Green and experienced resources working on the implementation for 12 to 24 months
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Opportunity Matrix

Opportunity

Description

Target (%
reduction in
capacity)

Stretch (%
reduction in
capacity)

Total time /
opportunity

Total % of time:

1. Improve de d
and productivity,

2. Optimise team
structures whilst

leave team structures maintaining link with

asis

GPs

3. Optimise team
structures without

maintaining link with
GPs

Target: Expected return from
transformation programme

Visit data Reduce paperwork and IT time by reducing duplication and 2.4% 2.3% 13.0%
recording enhancing paperwork and IT (not CareNotes driven) 100% 100% 100%
Travel time Reduce travel time through allocation, start from home 1.9% 3.7% 13.8% .
(instead of base) and preventing unnecessary returns to base 100% 100% 100% StretCh : Ideal beSt case return
Productivit|Handover Reduce handover time through standardisation of best practice 0.8% 1.8% 7.5%
y increase| (move to 30 minutes) 100% 100% 100% . . .
Improving team  |Moving to the optimised hybrid model for team structures, 2.8% 5.2% NA 0% 100% 100% TOta| . TOta| |dent|f|ed Opportur"ty,
structures taking into account reduction in efficiency of travel. @ ® P . .
Breaking GP link [Remoddel link between team and GPs to reduce overlap in 0.8% 1.5% 13.8% o o o thls IS nOt ConSIdered reallsable
regions (=Travel time) % % 100%
Subtotal productivity 8.7% 14.5% 34.3% F . 100/ - -
T or comparison: 10% capacity is
B56 > 43 Moving clinical work from B5,6 to B3,4. Keeping the ratio of 1.7% 2.4% 3.0% rou hl 85 add|t|0na| V|S|ts er da
Skill mix  |(clinical) B6 management time equal 0% 50% 100% g y - : ' p y
change B3-7 to Admin Moving admin work from clinical staff to admin staff (6.3% of 0.3% 0.4% 0.5% 0 ® ® across a” dIStI’ICt nUI'SIng teamS
all clinical time) % 50% 100%
Subtotal skill mix 2.0% 2.8% 3.5%
Total opportunit
Self or familty Moving activity to self or family care 2.9% 5.5% 12.9% o o o
Demand |care 100% 100% 100%
reduction (Pathway Reducing pathway duration 1.6% 3.0% 7.1%
optimisation 100% 100% 100%
Subtotal demand 4.4% 8.6% 20.0%
Total aggregate opportunity, excluding quality improvements
Total aggregate opportunity (excl quality improvements) 15.1% 25.9% 9.6% -16.3% 13.4%-23.0% 15.1% -25.9%
Patient Care Allocate 2 hrs B6/B5 time for every first visit to complete -5.3% -5.3%
Qualit Plans personalised care plan 100% 100% 100%
Aty I Staff Training Allocate time to each staff level to reach 100% of training 2.4% 2.4%
Improvem requirements 100% 100% s Legend:
ents 3
GP Face to Face|Allocate weekly hour B6 face to face time with each GP -1.6% -1.6% Opportunity is fully Opportunity is partially (Opportunity is not
Time practice oy ey AT realisable realisable realisable
Subtotal quality -9.3% -9.3%
Total aggregate opportunity, including quality improvements
Total aggregate opportunity (incl quality improvements) 16.6% 0.3% - 7.0% 41%-13.7% 5.8% - 16.6%
Total opportunit!
Tier 2 Improve productivity of tier 2 teams 4.8% 7% 9.1% f e f :
Opportunt|mprovements (©f Ter2 (©f Ter2 Not included due to difficulty around implementation vs payback
i,:ifuzc:d S:nlﬂzl:/speclahsi Handing over care to GP/practice nurse or specialist senice 2.5% 4.7% 10.9% Not included whilst depending on CCG decision about this activity
in options |Visit data Reduce paperwork and IT time by reducing duplication and 0.0% 4.8% 13.0% Not included whilst dependend on timescales of CareNotes and
recording enhancing paperwork and IT (CareNotes driven part) part of existing CIP

Capacity opportunities are based on running a large transformation programme with dedicated and experienced resources

working on the implementation for 12 to 24 months

All percentages will be slightly different from the previous slides, this is due to the aggregate effect of each opportunity:
The slides show ‘stand alone’ benefit, whilst the matrix shows benefit as part of implementing all opportunities

Excludes any non pay opportunities (no data available)
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Next Steps





Next Steps

Delivering the future vision

Integrated specialist and generalist
expert community nursing
Outcome based practice

Link between general practice and
community

Roll out across community

nursing
oy
. 3\.\0
W
O‘ga,&(\e‘\\ss : :
PO joef Pilot with selected teams

» Test and develop
Improvement initiatives

with local team

Design phase

* Operating model

» Team structure (shape,
size and location)

Current Operating Model

« Difficulties coping with current demand Need for vision

- Inefficiencies in travel, paperwork and O Everyone’s activities aligned with Iong
I . term vision
» Different practices across teams ..
- Skill mix not aligned with demand - Initiatives sequenced to enable success

» Pilot used to test model and prove results
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Proposed Transformation Programme Plan

Area Activities

Programme .
management

Productivity .

©
©
o .
>
()]
£
§ Demand .
(]
o
o L]
= o
(0]
Z
Team .
o structures
=
(&)
=
n
£ S
[+ 3
s Skill Mix
l_
=
(]
Z

Set up project team(s)
and governance
Comms and
engagement plan
Resource management

Allocation of right visits
Reduction of travel time
Reduction of paperwork
and IT

Reduction of handover
time

Regular case load
review

Promote self/family care
Develop best practice
pathways

Develop GP link

Develop team structure
best suited for each
locality

Develop team shape for
each team based on
required skill mix and
management and
admin overhead

Notes Month

1 2 3 4

Design and pilot with a
team of ‘right size’ with a
strong Team Lead who Design & Pilot
wants to improve. (single team)
Requires development of
allocation tool.

Design and pilot with a
team with average case
load, a strong / challenging
Team Lead and good Design & Pilot

clinical support (3 varied small teams)

Combination of desk-
based analysis and
workshops with key local
stakeholders

Design to build on findings
from Operating Model
pilots

Design (Joint OH & Implement (Joint OH Implement (OH lead,
Newton team) & Newton team) Newton support)

Implement with
existing large
teams

Implement with
existing large
teams

Implement with re-
structured teams

Implement with re-
structured teams

Implement new team structure

Migrate to new skill mix

VHS ) [NHS|
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