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Paramedics are increasingly working outside the traditional 999 ambulance service setting, including in primary care (in and out of hours), Minor Injury Units, Emergency Departments, and Integrated Urgent Care Services.  This paper is aimed at learning from these new ways of working with a view to informing future workforce plans, ideally across geographical boundaries. 
In order to gather the experiences of paramedics working across the UEC system, case study sites were approached to undertake telephone interviews, in addition to a survey sent out to all General Practices in the South of England.  
The paper provides evidence there is an increasing trend in the use of paramedics across the UEC system, and so it is vital that local areas, ideally in partnership across a regional-level, consider solutions to address these challenges as soon as possible.  At present, many employers seem to be employing paramedics without regard (for a variety of reasons) to the impact on the wider system.  
This paper has also demonstrated there are many benefits in using paramedics across the UEC system and there is evidence that paramedics are valued, working effectively and adding capacity in every UEC setting, as they work to care for patients both face-to-face and on the telephone (noting that in many cases paramedics are being used interchangeably with nurses).  However, there are a number of challenges this use is also presenting, not least concerns about the adverse impact on sustainability of 999 ambulance services as the more experienced and trained paramedics are leaving to work elsewhere.  
Furthermore, there is not a clear training pathway to produce the suitably-qualified paramedics required to work across the whole UEC system, nor is there clarity about the numbers of paramedics required or the responsibility for training.  Paramedics are not yet being used systematically in every setting by all organisations, nor are the new roles being designed consistently or are individuals being trained and developed consistently; this is leading to inconsistency in quality and delivery of services.  These issues have arisen as a result of a lack of integrated system working.  
If all relevant organisations employed paramedics in all the settings described in this paper, there would be a need for significant numbers of experienced paramedics over and above the existing number of paramedics in the 999-workforce and in training.
The learning has resulted in four key recommendations (supplemented by a longer list of important recommendations):
Develop and agree a clear system-wide strategy;
Undertake a needs analysis;
Produce a competency framework and then consider commissioning newly designed training courses;
Consider developing a model of care that supports paramedics working on a rotational basis.
[bookmark: _Toc520362577]1.	Purpose
This discussion paper is being written for Health Education England (HEE), Local Workforce Action Boards (LWABs), STPs, Clinical Commissioning Groups (CCGs), and provider organisations (for example, ambulance trusts, primary care, acute trusts, community trusts, and NHS 111). 
Through collecting and analysing an evidence base of how paramedics are currently used in different Urgent and Emergency Care (UEC) settings, this paper seeks to inform future workforce plans.  The paper will also make conclusions and recommendations for local and regional UEC systems, including those related to the value of rotational working.  



[bookmark: _Toc520362578]2.	Background
2.1	The increasing pressures being placed on UEC systems across the country due to a growing and ageing population are well documented.  In response to this, many areas are seeking new and innovative ways to redesign services and pathways.  Over recent years, there has been an increasing use of paramedics working in different UEC settings (for example, primary care – where most urgent care is delivered); this is outside the ‘traditional’ role of working in a 999-ambulance service.  
2.2	At the same time however, South West Ambulance Service Trust (SWAST) is reporting concern that it is struggling to sustain its 999-ambulance service as paramedics are being trained by them and then leaving to work elsewhere in the UEC system; this includes a significant number of the more experienced and trained Specialist Paramedics.  
2.3	This situation is being exacerbated by:
Paramedics often being employed elsewhere in the UEC system at a higher banding than ambulance service providers currently offer;
Paramedics sometimes only being required to work during typical office hours in non-999 ambulance service settings, and therefore able to have a better work-life balance; 
Other parts of the UEC system recognising the valuable skill-set of paramedics;
Other parts of the UEC system recognising the potential value for money employing paramedics;
Many areas are reporting ease of recruiting paramedics outside the 999-ambulance service, suggesting there is a desire to leave.  
2.4	There will be many reasons why paramedics are leaving (and SWAST reports the ‘lifespan’ for their paramedics is two to five years), but what is clear is their valuable experience is being lost to the 999-ambulance service.  The loss of paramedic expertise to the ambulance service is a significant concern and poses risk to the UEC system if there are insufficient staff to meet rising demand and challenging response time targets.  
2.5	At present, the system in place to train paramedics is generally the responsibility of local ambulance providers to produce paramedics capable of working in 999-ambulance services.  However, the need is now for paramedics to also work across other UEC settings.  Therefore, the current training pathway may not be providing sufficiently trained and expert paramedics for the whole UEC system; although this should not be unexpected given that the commissioning process for training has not yet caught up with the changing use of paramedics.  As a consequence, there is not a training pathway to produce the trained and skilled paramedics required to work across the whole UEC system and there is no real incentive for SWAST to train them for this purpose.  Furthermore, there is a lack of clarity over who should have the responsibility for paramedic training for those working in non-999 ambulance service settings.
2.6	The increasing use of paramedics across the UEC system is a trend that will continue, not least because of the specific skill-set of paramedics, combined with GP and other staff shortages and the drive to deliver more care outside of Emergency Departments (EDs).  It is clear that NHS England sees use of paramedics across the whole UEC system as part of the solution to the pressures faced – as referenced in the General Practice Forward View, the Next Steps on the Five Year Forward View, and the Integrated Urgent Care Standards, as well as their promotion of the ‘Channel Shift’ approach.   Furthermore, from 1 April 2018, a change to the Human Medicines Regulations now allows experienced paramedics to do an independent prescribing course (also known as non-medical prescribing).  Following successful completion, this will allow individuals to prescribe any medication licensed for use in the UK as long as it is within their scope of practice.  
2.7 	In this context, a significant risk faced by local UEC systems is a lack of integrated system working, which will lead to unsustainable services.  From 2015 to 2017, there were two UEC Networks in place in the South West; they sought to improve the consistency and quality of UEC by bringing together local STPs.  It was confirmed from many conversations in the UEC Networks that there is a lack of integrated system working around this issue.  An example of this was when a single STP submitted its workforce plans that included recruiting a higher number of paramedics into primary care than were available in the 999-ambulance service at that time.   
2.8	Therefore, when the Pan-STP UEC Workforce Programme was commissioned by HEE South West in Autumn 2017, one of the proposed projects submitted for inclusion in the Programme was to provide an evidence base of how paramedics are currently used in different UEC settings, and to consider concerns related to the consequences arising from a lack of integrated system working.  Seeing the benefits of pan-STP working, especially given the strong link to SWAST as a regional provider, the six South West LWABs agreed to this being one of the four chosen projects.  


[bookmark: _Toc520362579]3.	Approach
3.1	The approach used to produce this discussion paper was as follows:
3.1.1	Gathering Potential Case Study Sites
Initial investigation from internet research and use of the Project Managers existing network of contacts discovered paramedics working in the following settings (aside from 999 ambulance services):
Primary Care: In-Hours;
Primary Care: Out of Hours;
Clinical Assessment Services/NHS 111/Integrated Urgent Care Services;
Minor Injury Units/Urgent Care Centre;
Emergency Departments.
A case study template was then developed with a view to undertaking a structured telephone interview with a senior manager and/or clinician from the relevant case study site.  The aim was to undertake five case studies for each area, seeking examples from anywhere in England.  
To source potential case study sites, the following methods were used:
Internet research;
Use of Project Managers existing contact network, informed by the Peninsula and Severn UEC Networks stakeholder lists;
Contacting Professional bodies, including the Chartered Society of Physiotherapists;
Attended HEE South West Conference 2018;
Met SWAST Head of Education (Neil Lentern) and Deputy Director of HR and OD (Claire Melbourne);
Met South West Academic Health Science Network representatives and NHS England and reviewed their Models of Care Portal for potential examples;
Regular liaison with HEE South West Consultant Paramedic (Jim Petter) – held series of teleconferences and he attended the South West Pan-STP UEC Workforce Programme Board; 
Met national Integrated Urgent Care NHS 111 Workforce Lead (David Davies) - recommended 10 senior contacts across the country;
South West Emergency Department consultants (via two senior ED consultants);
Linked into South Central and West Commissioning Support Unit Associate Director of Primary Care (Alison Westmacott) to align with a separately commissioned HEE South related workstream: 
Survey (including analysis) sent to all Practices across the south of England to pose a series of questions related to ‘First Point of Contact’ Paramedics and musculoskeletal Physiotherapists (see Appendix 1 and Appendix 2). 
3.1.2	Interview Methodology
Potential case study sites were approached by phone and email;
Those that agreed to undertake a telephone interview booked a future time slot, and were then sent the Project Brief and Case Study template by email;
At the agreed time, the interviewer called the interviewee, introduced themselves and the background to the work, also explaining how the work will be shared and with whom;
At the end of the interview, the interviewee was then sent the case study to confirm content and amend if required.  
3.1.3	Data Presentation
The full case studies are attached to this report, along with various appendices, for example job descriptions, referral criteria, and evaluation reports.  Each of the case studies has sections detailing the overview, pathway, staffing, information management and technology, evaluation and working patterns and also includes employment arrangements, salaries, indemnity, and patients seen etc.  The reader is encouraged to refer to these for the full description of each case study.  
3.1.4	Project Governance
A South West Pan-STP UEC Workforce Programme Board was established in Autumn 2017 (with membership from the six South West LWABs), which met monthly until July 2018, into which each of the four projects reported.  The Project Brief was signed off by the Board at the first meeting, and then monthly highlight reports were subsequently presented to the Board demonstrating progress/risks/future work.  


[bookmark: _Toc520362580]4.	Summary of Findings
This part of the paper sets out a summary of findings from the case studies for paramedics working in each of the different UEC settings. 
Primary Care In-Hours
4.1	Five case studies were collected, attached as Appendix 3, Appendix 4, Appendix 5, Appendix 6 and Appendix 7.
4.1.1	Summary Description
Paramedics are being employed by GP Practices during working hours, Monday to Friday.  They are being used in a variety of ways, focused around visiting patients in their home (mostly elderly patients with multi-morbidity) and/or seeing patients with a minor illness (mostly ‘same day’ patients, aged 1 year and above).  The posts are being funded by individual GP Practices or from external sources (e.g. local CCG).  
The main reasons stated for recruiting paramedics were a desire to free-up GP time (e.g. to see chronic/complex patients) by adding capacity, struggling to recruit GPs, overwhelming demand for minor illness/same day care, and the need for a more cost-effective service delivery model.
4.1.2	What Was Achieved?
Practices reported … 
Has met the objective of releasing GP capacity, for example to see the more chronic/complex patients;
Being able to see the patient with the carer in their own setting has made a real difference to delivering holistic care;
Patient satisfaction is very high and they feel they’ve been ‘properly looked after’ (GPs often “in more of a rush”);
Research has shown:
Antibiotic prescribing has reduced;
Acute admissions have reduced;
GPs now have 15 minute slots since paramedic service inception, as opposed to 10 minute slots previously;
Duty Dr afternoon same day slots aren’t all being booked, so less late-running clinics;
Managing same day demand better and so less stressed Duty Drs;
“Broken the mould” of GPs doing everything … triggered concept of skill-mix and widening the team;
Urgent home visits which result in emergency admissions to hospitals have reduced from around 20% to around 10% since the scheme started; 
Over 99% of GP referrals are completed by the paramedics without the need for a follow-up visit by the GP;

The paramedics, as additional members of the workforce, have been able to spend longer with patients at home, and able to carry out comprehensive clinical assessments and spend time assessing underlying health and social care issues affecting patient’s heath;  
Patients have been seen earlier in the day and where admissions to hospital have been required, they have been arranged earlier in the day;
Saved travel time for GPs not needing to do home visits;
Managing demand in a more cost-effective way.

4.1.3	Lessons Learnt
Practices reported …
Be prepared to work alongside the individual – if not worked in primary care before, will be a gradual journey working closely with the wider team; they will be learning every day.  Will need to be prepared to develop and mentor them – it is worth the effort, but will take time (6-12 months);
Key challenge was arranging the IT solution – in the end using a tablet computer was the compromise.  Ideally wanted paramedics to have access to the full patient record on the move, but proved too expensive; therefore, developed a ‘work around’;
Make contact with Practices who are already employing paramedics, meet the Paramedics who are working, and the GPs they are working with.  It’s been such a positive experience for all concerned;
Being up front with the patient who they are seeing about their profession – so managing expectations (gets easier over time);
Well worth giving it a go, especially when have the right individual who has experience of triaging;
Having someone who knows when to go and ask for help from GPs and other clinicians, and knows their limitations;
Practice Manager, and crucially the GPs, should provide an open door of “if in doubt, ask”;
Very positive experience, for the paramedic, for Practice staff and patients;
“Embrace it – it’s exciting – go for it”;
Whole team has been able to broaden their skill mix;
Lightened workload of the whole team;
Don’t give the paramedic all the ‘heart-sink’ patients, so that they enjoy the work too!

4.1.4	Section Conclusion 
All the Practices have recommended employing paramedics to support in-hours primary care as they have seen significant benefits in doing so (detailed in section 4.1.2 above).  However, there are several ways of working that have been adopted and could be used.  


4.1.5	Section Recommendations
The most important recommendations are:
Build in sufficient time to develop and support paramedics, with a particular focus on the first year;
Allocate a GP mentor to the paramedic;
Offer patient-related advice and support from GPs each day;
Ensure the paramedic is clear about their own skill-set and when to ask for help;
Consider placing the paramedic onto the non-medical prescribing course;
Maximise use of IT to support mobile working (if undertaking home visits), particularly to enable access to patient records, ideally including community and secondary care and mental health records. 

4.1.6	Added Value
	Health Education England – ‘Use of Paramedics in Practices’ Survey
In parallel to this project, South Central and West Commissioning Support Unit were commissioned by HEE South to undertake a survey of all Practices in the South of England looking at their use of/plans for paramedics being used to support primary care in-hours.  Please find attached the full results and analysis as Appendix 1; many of the questions are similar to those within the case studies, so strengthen the case study evidence base.  Of the Practices who responded to the survey: 
As of June 2016, less than 22% of Practices had access to a paramedic, but this had grown significantly to 65% by June 2017.  Of those Practices that had not yet employed a paramedic, over 84% were considering employing the role in future;
In the responding Practices, 94% of paramedics are utilised for home visiting, 78% for home visiting and/or 51% involved in telephone triage.

Royal College of GPs – Guide to Using Paramedics
The Royal College has produced a draft guide for Practices considering employing paramedics – the final version will be available later this year on the Royal College of GPs website.  The guide illustrates how they can be used, attributes to seek out in individual paramedics, and includes an example job description.
Innovative Models of General Practice – Kings Fund – June 2018
Page 51 is a further example of paramedics working in general practice, which has many similarities with the case studies collected for this paper.  Please see attached as Appendix 8.  

Primary Care Out-of-Hours
4.2	Five case studies were collected, attached as Appendix 9, Appendix 10, Appendix 11, Appendix 12, and Appendix 13.
4.2.1	Summary Description
Paramedics are being employed by GP OOHs Service providers to operate overnight and at the weekends.  They are generally being used interchangeably with Advanced Nurse Practitioners (ANPs) to see patients, and one service is using paramedics interchangeably with GPs as well.  They are mostly involved in triaging patients, as well as seeing them face-to-face in Treatment Centre clinics and in their own home.  The patients seen are all same day/urgent care patients, of all ages (although likely to be older patients, new onset of infection etc), and is dependent on the individual paramedics’ skillset.  Exclusions include paramedics cannot section someone under the Mental Health Act, someone who should be dealt with through 999 (limited by the equipment in the car) and – currently - a palliative care patient requiring end of life drugs.
Generally, paramedics working in a GP OOHs service are funded by the providers themselves.  The main reasons for recruiting paramedics were paucity of available GPs and ANPs, the service is unaffordable based just on using GPs, and ever-increasing demand.
4.2.2	What Was Achieved?
	OOHs Service providers reported …
Identified what types of cases were most beneficial to be seen by paramedics;
Reduced workload for GPs;
Enabled the filling of a safe OOHs rota that is financially viable;
Increased numbers of people/professions able to be employed within the OOHs service, helping to ensure sustainability of primary care workforce
Attended death verification visits (care homes/patient home), instead of GPs;
Local Practices recognised value of paramedics working in OOHs;
Patient feedback positive, no critical events;
Demonstrated that paramedics can undertake home visits in a safe and timely fashion;
New starters development programme put in place, providing a level of assurance for the employer in terms of the paramedics’ role, and the clinicians themselves feeling supported.



4.2.3	Lessons Learnt
	OOHs Service providers reported …
Ensuring paramedics know all the community services available;
Types of patients that can be seen by a paramedic can sometimes vary depending on the other individual clinicians on the same shift and their understanding they have/don’t have of the paramedic role and abilities;
It took a long time for many GPs (and other clinicians) to accept the abilities of paramedics – need for a local Paramedic Clinical Champion;
Ability to prescribe will be very useful to paramedics;
‘Grow your own’ may be the best way to get a usable workforce;
Close working with ambulance service is beneficial;
Need for good development programme for paramedics, with access to a mentor and support from the staff who they work with.
Views differ about level of experience required:
“Attitude above aptitude” – employ people with the right mental disposition; some with ‘high’ qualifications not necessarily the right person for the job;
Experience is vital … given the 999-ambulance paramedic will have a very different skill-set to that required in primary care, only employ those who have already worked well in primary care in or out of hours.

4.2.4	Section Conclusion 
All the OOHs service providers have recommended employing paramedics to support OOHs primary care as they have seen considerable benefits in doing so (detailed in section 4.2.2 above).  There is a good deal of consistency in the ways of working that have been adopted and that could be used.  
4.2.5	Section Recommendations
The most important recommendations are:
Ideally, the paramedic would have significant experience working in primary care, so he/she can be fully effective from day one of their employment; some OOHs service providers have said this is essential.  However, how will individuals gain experience in primary care if all OOHs providers adopt this approach?  Providers could then consider ‘growing their own’ paramedics, which should include building in sufficient time to develop and support paramedics, with a particular focus on the first year;
Allocate a GP mentor to the paramedic;
Offer patient-related advice and support from GPs each day;
Ensure all clinicians working in the OOHs service are aware of paramedic role, abilities and what they can offer;
Consider placing the paramedic onto the new Non-Medical prescribing course;
Consider appointing a local paramedic champion, ideally at STP level, to support system-wide strategic working.
4.2.6	Added Value
	BrisDoc OOHs Service
Faced with increasing demand and shortage of GPs, BrisDoc is increasingly utilising paramedics and nurses.  Recruitment has provided evidence that, whilst these clinicians often have a wide range of skills and experience, they may not have had the opportunity to develop familiarity and competence in the management of the full breadth of patients presenting with urgent health care needs in the primary care setting.  In response, BrisDoc developed a competency framework comprising 127 competencies and a supporting 450-hour [12-week full time] development programme.  The programme overview and related job description are attached as Appendix 14 and Appendix 15.  
Clinical Assessment Services/NHS 111/Integrated Urgent Care Services
4.3	Two case studies were collected, attached as Appendix 16 and Appendix 17.  Despite significant efforts, it was not possible to source any other sites willing to share their work.  However, the two case studies collected are from two of the largest providers of NHS 111/Clinical Assessment Services/Integrated Urgent Care Service (IUCS) (or equivalent) in England - VoCare and Care UK; this can therefore be considered sufficient assuming the comments will apply to their services from any geographical location.  The model of care used by all CAS/111/IUCS providers is based on a national specification from NHS England, which specifies that paramedics can/should be used.  Nevertheless, there will be learning borne out of local implementation experience.   
4.3.1	Summary Description
Paramedics are employed as Clinical Advisors (used interchangeably with nurses) by NHS 111/IUCS providers to work in the Clinical Assessment Service (or equivalent).  Patients or their carers (of any age) call 111 and are passed to a Clinical Advisor from the non-clinical call-handlers in the following cases: cases that have the potential to be managed at home, complex calls falling outside of NHS Pathways, cases requiring further probing (as determined by NHS Pathways), cases that require validation of certain categories of ambulance calls, cases that require validation as there has been a disposition to send the patient to an ED, and also for higher acuity calls.  
All paramedics working in a CAS/111/IUCS environment are funded by the providers themselves.  A key reason for recruiting paramedics into 111/CAS/IUCS services is that this is encouraged as part of the national IUCS specification, with paramedics working as part of a Multi-Disciplinary Team. 
	


4.3.2	What Was Achieved?
	CAS/111/IUCS Service providers reported …
Recognition that paramedics and nurses can be used interchangeably and effectively in a call centre environment; 
Added to capacity to help fill rotas;
Driven down ambulance and ED dispatch numbers;
Non-clinical call handlers find it very useful working alongside paramedics (as highlighted in staff survey feedback).

4.3.3	Lessons Learnt
	CAS/111/IUCS Service providers reported … 
Do not presume that experienced paramedics are more effective than those that are less experienced … willingness to learn, grow and adapt is more important;
When trying to change processes, it is important to look at the detail of an individual paramedics practice as soon as possible, rather than trying to glean understanding from a higher-level analysis;
Consider bringing in paramedics at an early stage as part of an MDT discussion when developing new service models.

4.3.4	Section Conclusion 
All the CAS/111/IUCS providers have recommended employing paramedics to support service delivery in the call centre setting as they have seen benefits in doing so (detailed in section 4.3.2 above).  They are being used to support the care for a wide variety of patients over the telephone.  Using paramedics in a CAS/111/IUCS setting is still relatively new so there is a paucity of weight of evidence of effectiveness to date.  However, given national guidance encourages use of paramedics in this setting, then it makes sense to fully test and evaluate their use to see how they can be used to best effect. 
4.3.5	Section Recommendations
The most important recommendations are:
Given use of paramedics within a CAS/111/IUCS setting is encouraged by NHS England, test and learn how to use paramedics to best effect;
Encourage formal evaluation as a means of collecting evidence of effectiveness;
Ensure have access to a comprehensive Directory of Services, including voluntary/community/mental health services;
Where paramedics are also being used in 999 call centres, then strong links should be made from the CAS/111/IUCS to ensure maximum integration and use of scarce resources. 
Minor Injury Units/Urgent Care Centres
4.4	Four case studies were collected, attached as Appendix 18, Appendix 19, Appendix 20 and Appendix 21.  
4.4.1	Summary Description
Paramedics are employed in MIUs and UCCs (or equivalent service co-located next to ED) to support all aspects of service delivery.  They are used interchangeably with nurses.  Two of the sites only employ paramedics with at least two years post-qualification experience, who have also had additional training e.g. advanced patient assessment/minor injury management/minor illness management/advanced pharmacology.  The paramedics see all patients aged over five years old, although some sites also see babies and/or toddlers.  
The paramedics are employed by the MIU/UCC provider, one being an acute Trust and two being local ambulance Trusts.  The main reasons stated for employing a paramedic within an MIU/UUC were difficulty recruiting nurses, dealing with increasing demand, and paramedics being well placed to deal with urgent cases. 
4.4.2	What Was Achieved?
	Trusts reported …
Nursing vacancies were filled by paramedics;
Helped to broaden paramedic career options;
Helped to provide a better service through offering a Multi-Disciplinary Team approach;
Reduced overall demand within the ED;
Service successful and so expanded to include ‘in hours’ as well as the initial OOHs offering;
Demonstrated that paramedics are “more than capable of working to the level of a nurse”.

4.4.3	Lessons Learnt
	Trusts reported … 
Paramedics cope well with emergency patients and not just urgent care (in case a patient turns up with an emergency ‘inappropriately’);
Paramedics are good at picking up new things quickly, with a flexible attitude/approach to their work and commitment to learning and development;




Whilst a lot of the paramedics have confidence at the outset, there is effort required for some to ensure they are fully competent e.g. knowledge of anatomy and physiology/MSK conditions/ ophthalmology/ENT is often limited, as is their knowledge of overall pathways, as well as long term management of conditions after any initial treatment;
Being able to prescribe will make paramedics more employable;
Paramedics are able to make independent decisions, “possibly more so than some nurses”;
Staffing can remain a challenge, particularly covering short notice sickness.

4.4.4	Section Conclusion 
All the MIU/UCC providers have recommended employing paramedics to support service delivery in a MIU/UCC as they have seen benefits in doing so (detailed in section 4.4.2 above), and that paramedics can be used in any area of a MIU/UCC with appropriate training and support, often working interchangeably with nurses.  
4.4.5	Section Recommendations
The most important recommendations are:
Where possible, put the paramedics forward to complete the non-Medical Prescribers course;
When considering recruiting a nurse or paramedic in an MIU/UCC setting, it would be advisable to advertise for an ‘Urgent Care Practitioner’ (or other appropriate nomenclature) role that could be filled by either profession.  Several case study responders stated that the ideal mix would be 40-50% paramedics and 50-60% nurses;
Consider only employing paramedics with at least two years post-qualification experience and also with additional training (or be willing to work towards to get this training); 
Consider development of local/in-house training packages to develop competencies required, with an incentive of re-banding as appropriate;
Consider allowing regular time for paramedics to work in the local ambulance service as part of their skills maintenance, or to encourage them to do so in their own time.






Emergency Departments
4.5	Three case studies were collected, attached as Appendix 22, Appendix 23 and Appendix 24.  It was difficult to find examples of case study sites and also to access potential interviewees, possibly due to the busy nature of ED colleagues’ day-to-day workload.  
4.5.1	Summary Description
Paramedics are employed in EDs in various ways, from working in all areas of the Department (i.e. Triage/Minors/Majors/Resus), to working in Resus and ambulance streaming, to working only in Minors.  They are being used to work interchangeably with ED nurses.  Depending on the areas of the ED in which the paramedics work, the types of patients seen will vary, with a key factor of variance related to the age of patients seen – see case studies for more detail as it differs at each case study site.  
All paramedics working in EDs are funded by the providers themselves.  The main reason for employing paramedics in EDs was that they were struggling to find sufficiently qualified and experienced nurses.
4.5.2	What Was Achieved?
	Trusts reported …
Helped to fill departmental vacancies that previously could only be filled by nurses; 
Added capacity to help meet increasing demand for minor injuries within ED;
Added to the skill-mix of the overall team, and supported the upskilling of other ED team members (e.g. paramedics have good initial assessment skills, and are good at dealing with higher acuity patients);
Has made other members of the team think differently about what services are available in the community;
Improved the ED teams’ relationship with the local ambulance service through the personal connections paramedics have as former employees.

4.5.3	Lessons Learnt
	Trusts reported … 
Strongly recommended using a paramedic in an ED setting;
Get the medicines management policies in place prior to commencement in post so that the individual paramedics are able to be fully effective from day one; 
When recruiting the first paramedic, be open and upfront at the outset with the individual(s) being employed, acknowledging it’s a developmental role and the need for both the employee and employer to be flexible;
Start with one paramedic to test proof of concept;
Understand their skill-set - think carefully about any training needed prior to employment so that training can commence as soon as they arrive;
Paramedics are good at picking up new things quickly, with a flexible attitude/approach to their work and commitment to learning and development;
Whilst a lot of the paramedics have confidence at the outset, there is effort required for some to ensure they are fully competent e.g. knowledge of anatomy and physiology/MSK conditions/ ophthalmology/ENT is often limited, as is their knowledge of overall pathways – including, long term management of condition after initial treatment;
Paramedics like the ‘short quick fix care’ for patients so are very well suited to working in an ED;
After a year of employing a paramedic, the management team recognised the need to review the role and consider how their ‘added’ skills can be further utilised (e.g. for intubating and dealing with emergencies);
Having a nurse mentor is important, as some nursing tasks the paramedics won’t be used to doing.

4.5.4	Section Conclusion 
All the ED providers have recommended employing paramedics to support service delivery in an ED as they have seen benefits in doing so (detailed in section 4.5.2 above), and that paramedics can be used in any area of an ED with appropriate training and support, often working interchangeably with nurses.  
4.5.5	Section Recommendations
The most important recommendations are:
Consider where within the ED the paramedics can be best utilised, matching closely to their skill-set, for example:
Working in the ambulance streaming area utilises their initial assessment skills
Working in Resus utilises their skills looking after higher acuity patients;
Prior to employment starting, undertake training needs assessment and put in place training/induction plan from the paramedic’s start date;
Prior to employment starting, ensure clarity over medicines management policies;
Regularly review the role and consider how it can evolve;
Consideration should be given to how to maintain knowledge of community services and links with local ambulance service once the paramedic has been in post for some time;
Given the introduction of Urgent Treatments Centre being co-located with EDs across the country (which will focus on the ‘Minors’ work traditionally undertaken within an ED) consider the impact of this on where and how paramedics will be deployed;
Having a nurse mentor could be useful, as some nursing tasks the paramedics won’t be used to doing. 
Other 
4.6	Whilst most paramedics were employed within the above settings, there were three further examples of use in different settings (with associated documentation): 
Bath and North-East Somerset: Early Home Visiting Service and Falls Rapid Response Team across the county, as part of their Integrated Care Model: Appendix 25
North Somerset: Paramedics working in a local clinical hub providing advice for community staff, and undertaking home visits: Appendix 26
Northern Devon: Paramedics undertaking home visits across 18 Practices, using a private ambulance and driver: Appendix 27
Rotational Working Across the UEC System – All Case Studies
4.7	As part of the Project Brief, it was agreed that consideration would be given to the benefits and issues of rotational working for paramedics with another part(s) of the UEC system: all the case study sites were therefore asked for their views.  Only four said they had considered rotational working, although several more said they would be happy to consider it further.  The sites were asked what they considered the potential benefits and issues could be with rotational working.  HEE has produced a paper on rotational working, attached as Appendix 28, providing more insight into this issue.
4.7.1	When asked what the potential benefits of rotational working could be, the case study sites reported the following:  
Help to ensure sufficient paramedics are available to maintain high quality 999 ambulance services;
Allow better understanding of other parts of the UEC system to offer a better service within all of the sectors the paramedic works in; 
Should be better pathway working when a paramedic has better understanding of what happens in other parts of the system;
Able to share best practice across different parts of the UEC system; 
Help to understand referral systems and community services that could stop admissions to acute environments;
Reported that many paramedics enjoy the variety of working in different settings;
If the ambulance service is included in the rotation, would ‘keep their hand in’ and the paramedic would get more peer support for peer validation etc.;
Support multi-disciplinary working across the whole UEC system;
Be able to have a larger pool of people to draw from;
Good to have a variety of different settings to work in/more career opportunities, which may be particularly attractive for newer paramedics and/or those thinking about becoming a paramedic; 
Keep staff challenged and interested;
Provide a better mix of social and unsocial working hours;
Potential to help avoid ‘burn-out’ of staff members within stressful working environments;
Expose paramedics to a wider range of specialisation and clinical practice.

4.7.2	When asked what the potential issues related to rotational working could be, the case study sites reported the following.  Also, included is a list of potential mitigating actions, developed by the South West Pan-STP UEC Workforce Programme Board, as ‘Added Value’:  
	POTENTIAL ISSUES
	POTENTIAL MITIGATING ACTIONS

	Staff and/or organisations not buying into the model (if using existing staff), e.g. many paramedics seem to be happy working in primary care, with a good work-life balance, so may not wish to work elsewhere
	Agreeing a shared purpose across two or more organisations (with Executive-level support), with a clear understanding of the benefits of rotational working to all parties, e.g. ambulance service is able to retain more staff, and primary care providers are able to access paramedics with the right skills more quickly


	Arranging honorary contracts can be time-consuming
	Ensuring the organisations involved agree a shared purpose at the outset should reduce any delays


	Needing to keep up competencies in different settings, especially difficult if away from the setting for a long period or if working in more diverse areas e.g. primary care and 999
	Determine what competencies are required in each setting and develop a training package to ensure paramedics have all core competencies required.  Also, if rotation happens on a 1/2/3/4-week basis, then this won’t be an issue (e.g. 2 days each week in the ambulance service and 3 days in a Practice)


	Mandatory training requirements may differ in different organisations and therefore the paramedics may need to repeat same training.
Not recognising paramedics qualifications between organisations (e.g. medicines management)

	Ensure this issue is addressed within the ‘sign-off’ process for all organisations agreeing to be part of a rotational working arrangement (e.g. agreement by all to accept the mandatory training requirements from one of the organisations)

	How to ‘back-fill’ people when working elsewhere.
Staff being pulled into another service when there are operational pressures.  
Who takes precedence?  Who would determine who had priority for their time?
Worry that organisations might not be getting their “fair share”; when ‘share’ staff, can be issues between how they split their time between organisations.  Each need to “get their fair share”


	This should not happen assuming that sufficient capacity in each of the settings to meet the needs of each organisation has been put in place from the outset.  This can also be included in the agreed Standard Operating Procedures i.e. that one UEC setting cannot utilise a rotating staff member when working in another UEC setting


	Getting used to different local systems e.g. IT systems, and protocols and procedures
	Agree a strategic system-wide solution to develop cross-organisational harmonisation (e.g. to implement common IT systems).  If this cannot be done there would be a need when developing the training package (see above) to ensure the training is provided to cover the different local systems (e.g. training to cover EMIS and SystmOne)


	Employment responsibility and liability; Need to determine who the lead employer is? 
If have different clinical line managers in different settings can cause issues.  
Line management could be more complicated

	There could be a lead employer who takes responsibility for recruitment, line management, supervision etc. across all organisations, working alongside an identified lead/link manager within each setting.  Alternatively, the paramedic could be employed by each organisation for the proportion of time they spend in each, so have two or more line managers/contracts/training requirements etc.: it is suggested this is potentially the more confusing/inefficient option


	Potential indemnity issues and higher costs
	This ideally would be resolved at national level.  However, in the meantime, this should be an issue the STP could resolve more effectively than individual organisations.  Indemnity insurers are already providing cover for paramedics working in all UEC settings.  If there is a lead employer arrangement, it is likely the cost will be minimised and can be shared across organisations


	If a member of staff is working late for another service one evening, it restricts what they can do the following day
	This is easily resolved by clear rota management at the outset and recognising the need for statutory breaks between shifts


	Concern about paramedics being developed by one organisation and then another organisation offering a higher band
	This ideally would be resolved at a national level.  However, in the meantime, this is an issue that a STP area could resolve by planning together as a system to have a clear strategy and influence the creation of a local market
 

	People can sometimes get stuck in certain areas, e.g. where individuals decide they want to stay in the sector perceived to be more interesting/exciting.  How would this then be managed?

	This risk should be mitigated by designing a good system-wide rotational model that has been well informed by potential paramedic employees






4.7.3	Added Value
Through the research process, two further papers were discovered relating to rotational working:
Using Rotational Posts, NHS Employers: Appendix 29
Principles for Rotation with Wales, the Welsh Government: Appendix 30
Additionally, the College of Paramedics have produced a ‘Paramedics Career Framework’ as a guide to the most appropriate education, knowledge and expertise available to paramedics.

[bookmark: _Toc520362581]5.	Conclusions
5.1	This paper has demonstrated there is clear evidence that paramedics are valued, working effectively and adding capacity in every UEC setting.  This helps in many ways, for example enabling GPs to have more time caring for complex patients.  Whilst there are not necessarily consistent uses of their skill-set in each setting, with the appropriate training and support, they are being used widely, caring for patients both face-to-face and on the telephone.  In many cases paramedics are being used interchangeably with nurses.  However, paramedics are not yet being used systematically in every setting by all organisations, nor are the new roles being designed consistently or are individuals being trained and developed consistently; this is leading to inconsistency in quality and delivery of services.  
5.2	Paramedics are being recruited to work in all areas of the UEC system, but many employers seem to be doing so without regard (for a variety of reasons) to the impact on the wider system.  The main adverse impact of a growing use of paramedics across the UEC system is that some paramedics are leaving local ambulance services leading to providers reporting significant concerns that 999 services are in danger of becoming unstable, thus increasing risk to patient care. 
5.3	This situation is being exacerbated by other sectors within the UEC system often offering financial and other incentives that are encouraging individuals away from 999 ambulance service providers.  If all relevant organisations employed paramedics in all the settings described in this paper, there would be a need for hundreds, if not thousands, of experienced paramedics over and above the existing number of paramedics in the 999-workforce and in training.  However, this situation also brings great opportunities for individual paramedics and the UEC system through providing paramedics with a broader career framework, thus making it more attractive for paramedics to remain in the UEC system over a longer period of time.  
5.4	From the research for this paper, it is apparent there is no sign of this issue going away, on the contrary, it appears it is going to get rapidly worse: for example, of the Practices surveyed by HEE, 65% had already employed a paramedic (an increase of 43% over the previous year), and of those Practices that had not yet employed a paramedic, over 84% were considering doing so in future.  





5.5	The evidence suggests there does not appear to be any system-wide consideration on a pan-STP level to address these issues (with the exception of commissioning the work required to produce this paper).  A consequence of this therefore is the number of paramedics required in the future (outside of 999-ambulance services) across the whole system is currently unknown, there is not a clear training pathway for paramedics working in non-999 ambulance service settings, there is lack of clarity over the responsibility for training suitably-qualified paramedics working in non-999 ambulance service settings (with no real incentive for local ambulance services to train them for this purpose), and therefore inevitably there are not enough paramedics in training to meet anticipated future need.  
5.6	There are a range of potential solutions, which includes taking a system-wide collaborative approach, underpinned by a clear workforce strategy.  This strategy could include rotational working; the majority of case study sites had not yet considered this at all or in detail.  However, from the varied and positive comments received, it appears providers could be receptive to it in future.  
5.7	There are then clear actions that can be taken to address the issues detailed and ensure capacity and capability of paramedics is there in the future to meet demand.  

[bookmark: _Toc520362582]6. 	Recommendations
6.1	There are four key recommendations, which are underpinned by the fact that system problems need system solutions to resolve, with strong Executive leadership in order to take a planned and strategic approach to a system that is currently emergent rather than designed:
	RECOMMENDATION
	JUSTIFICATION

	Develop and agree a clear system-wide strategy (and associated implementation plan) for the paramedic workforce as part of a STP UEC workforce strategy.  This should bring together all key players working in partnership, including Health Education England and local ambulance services.  This should include workforce planning, aligning payments/incentives, career framework, competency framework, models of deployment, responsibility for training and rotational working: ideally this would be driven nationally, if not regionally, or at the very least STP-wide


	This is considered to be the best way to address the issues described in this paper.  Done well, it should maximise the number of paramedics used appropriately across the whole UEC system and ensure there are sufficient numbers of individual paramedics to meet the demand.  
If the strategy also includes work across commissioners and providers to design a common payment/incentive framework for paramedics working in any UEC setting this should ensure paramedics are not ‘artificially’ pulled into one setting or another.  It would also result in greater sense of fairness for paramedics knowing they are paid the same for the same type of work, irrespective of setting.  It should increase the control for commissioners and providers of the payment market

	In parallel to developing a system-wide strategy, undertake a needs analysis to determine the number of paramedics needed in the UEC system over the coming years, with a view to then ensuring there are sufficient training places available
	This is required as at present the number of paramedics needed across the whole UEC system is unknown and therefore sufficient numbers of suitably-qualified paramedics are not available to work in non-999 ambulance service settings

	Further work should take place to understand the skills, competencies, mentorship needs and professional registration the new paramedic roles require.  Then consider commissioning newly-designed courses that reflect the fact paramedics are now working across multiple ‘new’ UEC settings
	Paramedics are currently working in non-999 ambulance service settings without having a clear training pathway.  Therefore, each provider is having to waste time developing their own ‘adhoc’ process that will not have been ratified by the appropriate bodies

	Consider the development of a model of care that supports paramedics working on a rotational basis across two or more UEC sectors, in partnership with HEE, with a view to piloting where desired.  There are considered to be two overall models:
Rotational Working - one employer as the lead employer for paramedics working across two or more settings
Rotational Working - one employer for each paramedic in each setting
A lead employer arrangement should be more effective, including minimising duplication/inconsistent practice/additional HR paperwork and processes/and management time input
	In order to retain paramedics working somewhere in the UEC system (including local ambulance services).  The potential benefits around rotational working are considered in detail above (section 4.7.1).  




6.2	Providers seeking to employ paramedics across the UEC system are advised to consider the learning from the relevant case studies to inform their thinking, mindful of any potential adverse impacts on the wider UEC system.  There are a range of other important recommendations, which result from the research undertaken that are represented thematically below.  These are drawn from the ‘section recommendations’ above, and are those abridged and prioritised:
6.2.1	Recruitment
At an STP or Pan-STP level, provide a clear role definition to ensure there is a common understanding on what the different levels of a paramedic working in any UEC setting are e.g. specialist or advanced paramedics. As part of this, ensure common titles are used, e.g. ‘Urgent Care Practitioner’ for any paramedic not working in an emergency environment;
When considering recruiting a nurse or paramedic in an UEC setting, it would be advisable to advertise for a role that could be filled by either profession.  

6.2.2	Induction, Training and Support
Prior to employment starting, undertake training needs assessment and put in place training/induction plan from the paramedic’s start date;
Build in sufficient time to develop and support paramedics, with a particular focus on the first year;
Allocate a clinical mentor (e.g. GP) to the paramedic, and possibly nurse mentor where there are nursing tasks the paramedics won’t be used to doing;
Offer patient-related advice and support from senior clinician (e.g. GP) each day;
Ensure the paramedic is clear about their own skill-set and when to ask for help;
Consider development of local/in-house training packages to develop the competencies required;
Consider allowing regular time for paramedics to work in the local ambulance service as part of their skills maintenance or to encourage them to do so in their own time.

6.2.3	Maximising Effectiveness
Consider placing the paramedic onto the newly accessed Non-Medical prescribing course;
Maximise use of IT to support mobile working (if undertaking home visits), particularly to enable access to patient records;
Ensure all clinicians working alongside them are aware of the paramedic role, abilities and what they can offer;
Ensure they have access to a comprehensive Directory of Services, including voluntary/community/mental health services;
Consider where within the system and the service the paramedics can be best utilised, matching closely to their skill-set.

6.2.4	Rotational Working	
Agreeing a shared purpose across two or more organisations (with Executive-level support), with a clear understanding of the benefits of rotational working to all parties.  Ensure this issue is addressed within the ‘sign-off’ process for all organisations agreeing to be part of a rotational working arrangement (e.g. agreement by all to accept the mandatory training requirements from one of the organisations);
Determine what competencies are required in each setting and develop a training package to ensure paramedics have all core competencies required; 
There could be a lead employer who takes responsibility for recruitment, line management, supervision etc. across all organisations, working alongside an identified lead/link manager within each setting.  Alternatively, the paramedic could be employed by each organisation for the proportion of time they spend in each, so have two or more line managers/contracts/training requirements etc.: it is suggested this is potentially the more confusing/inefficient option.

[bookmark: _Toc520362583]7. 	Next Steps
7.1	Driven by the South West Pan-STP UEC Workforce Programme Board, this paper will be shared widely through HEE and LWABs with STPs, CCGs, and provider organisations (for example, ambulance trusts, primary care, acute trusts, community trusts, and NHS 111).  
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 3



OVERVIEW



		Practice Name and Contact Details of Key Person



		Emmy Butcher – Practice Manager/Managing Partner

Beversbrook Medical Centre, Calne, Wiltshire

emmybutcher@nhs.net

01249 821831 and 07734 849826





		CCG



		Wiltshire CCG





		Practice List Size



		Just this Practice - 7200





		Background



		The current Paramedic applied for an HCA post (for personal reasons as wanted to find a job to fit with childcare commitments).  Worked in that role for 18 months, and realised missed being a paramedic.  At same time, CCG had a “Transforming Care for Older People” Enhanced Service in place.  Asked him to stay on and support the Enhanced Service, which was agreed.  Works two days a week (as a small Practice).  



He does urgent/same day home visits, and also other more routine tasks (e.g. flu vaccinations for house-bound patients).  Even when Enhanced Service ends, will want to carry on employing him.  Very important part of the team.  



[ADDED VALUE: Piloting ‘Doctor Link’ for a year – online triage/consultation tool.  One benefit - helping divert patients to pharmacy: highly recommended, made significant difference].   





		Strategic Drivers



		· Opportunity created by CCG funding

· Support capacity needed as part of the wider Multi-Disciplinary Team (MDT)

· Have large young patient cohort, who are highly demanding, even for minor illness – so high demand overall





		Key Objectives



		· Adding capacity

· Saving travel time for the GPs

· Making best use of individual staff members who have a specialist set

· Have a number of students from the wider MDT and innovative approaches to training, so part of enriching their overall service offer





		Source of Funding



		Via the Enhanced Service, likely to last at least another year.  Practice will fund anyway themselves if needed.  





		Communications with Staff and/or Patients



		General acceptance from patients won’t always see a Doctor.  Call him a Specialist Practitioner.  Have found it’s better to have individual conversations, rather than large ‘advertising campaign’.











		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Descriptions?



		Job Description 









PATHWAY



		What type of patients are seen/scope of practice?



		Patients requiring home visits, linking closely with GPs/District Nurses/Care Co-ordinator.  Generally, more elderly patients, with multi-morbidity – noting focus on elderly, given funding source.



Paramedic sees mix of same-day and routine patients – majority same-day.  





		How do patients access the service?



		Anyone from the Practice (including the receptionists) can refer into the Paramedic.  The receptionists are trained navigators. 





		Time Spent Per Patient



		About 30 minutes





		What do they do when they see the patient?



		Assessment/Diagnosis/Treatment etc.  Can call GP if needed for advice





		Next steps following patient appointment/onward referral pathway and process



		He can initiate an admission, refer into District Nursing team etc.  Make recommendations for further care – GP then ‘takes over’ the care.    





		Support systems for clinician



		Doesn’t have access to patient record whilst in patients’ home (issue with funding IT equipment), but can access via phone or when back at the Practice and/or prior to the visit.  He records the notes into the clinical computer system.   





		Appointments – are they virtual/Face-2-Face/mixture?



		All face-to-face.



He manages his own day, so he can try and see patients who live closely together etc.  





		Access to diagnostics



		Same as GP – take bloods, ECG etc.  He will make recommendations to the GP.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		All patients are seen in their home (although occasionally helps out in the Practice).



Not involved in telephone triage.  





		Dependencies/Integration/Place within the System



		Dependent on the GPs and a really good admin team (where he has one point of contact).

















STAFFING



		Employment



		Practice employs him - 0.4 WTE.

Also works for prison service (as a paramedic), and as a bank member of the Ambulance Service.





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Nothing specific.





		Indemnity



		Covered by Practice.  With MDDUS – pay a few hundred pounds extra a year.  





		Training Needs



		Manages his own CPD, which he regularly reviews requirements with line managers.





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Every patient he sees he completes the notes and reports back to the GP – so this is excellent supervision.  

Works very much within his scope of practice.  

Involved in Practice education and Significant Event meetings etc.  





		Line Management



		Jointly between Practice Manager and GP Partner (Clinical).





		Banding



		£31,200 a year, pro-rata.  Incentive for him to take the role was so he could continue to work with a team he knows well and the Practice is flexible to fit around his personal commitments.  





		Costs



		Only usual on-costs, and petrol/car insurance they also pay.





		Prescribing



		No.  Has PGDs.  Can make recommendations to GPs.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Practice knew when their busy days are, i.e. Mondays, especially for home visits.  Elderly population generally don’t like to contact OOHs service over weekend.  Also, Thursday’s are good to identify people at risk of admission, and then gives Friday to arrange admission/ initiate prevention interventions.  



Not enough work as a small Practice to do much more than a few days a week, but across several local Practices definitely would be a need for more WTE of a paramedic(s)  





		Activity



		Sees 12-15 patients a day





		Data Collection Methodology and IT access



		Into GP Practice computer system – TPP/System One



		Access to patient records



		See above.  Has access to ‘social care viewer’ from the Local Authority.  Would be helpful to have more access to mental health records.  Has same access to everything GP has.  





		Information Governance



		Same as the overall Practice arrangements.  









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		Put in a bid for funding and CCG approved.





		What was achieved through the work?



		· Met objectives

· Being able to see the patient with the carer in their own setting has made a real difference to delivering holistic care

· Patient satisfaction with the Paramedic is very high and they feel they’ve been ‘properly looked after’ (GPs often in more of a rush)





		Lessons Learnt



		· Be prepared to work alongside the individual – if not worked in primary care before, will be a gradual journey working closely with the wider team; they will be learning every day.  Will need to be prepared to develop and mentor them – it is worth the effort, but will take time (6-12 months)

· Possible some cross-over with community nursing teams, but these are often stretched, so need for joint working around individual patients





		Evaluation – yes/no/planned



		No









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Happy to consider.  





		If yes, please provide details



		Happy to consider.  





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· If know more about the rest of the system, will have better knowledge of local pathways

· Being able to have a larger pool of people to draw from

· Sharing best practice across different parts of the system.  



Issues:

· When ‘share’ staff, can be issues between how they split their time between organisations.  Each need to “get their fair share”.









JJ – 22Mar18
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 4



OVERVIEW



		Practice Name and Contact Details of Key Person



		Craig Sutton - Paramedic

Irnham Lodge Surgery, Minehead, Somerset.

craig.sutton1@nhs.net

Tel: 01643 703289 





		CCG



		Somerset CGG





		Practice List Size



		6500





		Background



		· Approached October 2015 by GP

· Surgery struggling to recruit GPs

· Two GP retirements pending

· Asked to consider whether he might work in GP practice

· No model to start with, iterative model – started with;

· Urgent home visits – November 2015

· Patients now also seen in the surgery “sit and wait clinic” – 5 clinics through-out the day, limited to specific number of patients – 2 paramedics working every day.



2 services – home care visiting and on the day urgent care

4 paramedics – for visiting and clinics

2 full paramedics – all 4 part time. Equates to 2 paramedics available each day to run clinic and visits.





		Strategic Drivers



		· Couldn’t recruit sufficient number of GPs – two pending retirements

· GP practice considering different model of practice to meet demand.





		Key Objectives



		· Release more time for GPs to see chronic patients





		Source of Funding



		· Practice





		Communications with Staff and/or Patients



		· Met with patient group prior to starting – explained background and how role might develop

· Included in the patient newsletter

· Staff were made aware paramedic starting to help inform their choices





		Has a Service Specification been produced and/or a Standard Operating Procedure?



		· Nothing produced



















PATHWAY



		What type of patients are seen/scope of practice?



		All same day urgent care.

No official document referral criteria – reception are aware



Visiting

· Elderly, infirm, disabled – cannot physically get out of home – 95% elderly

· ill but bedbound, due to acute illness

· No age limit

· 9.30am – 5.30pm – for paramedics 

· Calls triaged by GP 8 – 9.30am (initially)



Urgent care clinics

· 10am – 11am, 11am – 12.15pm, 2pm-3pm, 3.30pm – 4.30pm, 4.30 – 5.30pm

· Varied age ranges – less elderly than visiting service





		How do patients access the service?



		Visiting

· Patients ring the practice, list created by receptionist

· List triaged by GP

· GP will ring patient back when needed

· Paramedics will visit based on this triage.

· GPs could still visit if needed

· No nurses doing visiting in lieu of paramedics



Urgent care clinic

· Ring the practice

· Receptionist ask if urgent or they need to GP

· Receptionist will book the patient after explaining to patient what paramedic (referred to as primary care practitioner) will do, patient can still see GP after if required.

· Patient will attend clinic in practice.





		Time Spent Per Patient



		Visiting

· Average 15 mins, but not designed in



Clinic

· No specific time limits





		What do they do when they see the patient?



		· History/Obs, assessment/diagnosis and treatment

· Can refer back to GP if needed

· Can’t prescribe – if needed, patient goes to doctors list, send script request to available doctors. GP could see patient if needed, but if not, the first GP, with capacity, will undertake. Pharmacy located next door.





		Next steps following patient appointment/onward referral pathway and process



		Visiting

· Debrief with GP and/or discuss next steps with GP. 

· If paramedic needs to admit they could call 999 or primary link (admissions service for Somerset)

· Paramedic can discuss admission or treatment with GP if needed – via phone or in person.

· If drugs needed, ring practice/GP who sent out to ask for script – this can be electronically sent or collected from reception/or delivered from the pharmacy. 



Clinic

· Send away with advice with over the counter medicines

· Make routine appointment at later date – ability to book GP appointment including access to GP only appointments

· Refer to GP for review

· Request script

· Refer to primary link to admit or 999

· Rebook to visit back in urgent care clinic if needed (watchful waiting)





		Support systems for clinician



		· EmisWeb – same access as GPs inc special patient notes

· Mobile electro cardiogram – 2 pads with mobile can detect Atrial fibrillation (AF) 

· Ipod with dermoscope – can upload to dermatology service for advice

· Ipod can be used to take picture for review





		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face – visiting and clinic

· No virtual

· No telephone





		Access to diagnostics



		· See notes in support systems

· ECGs

· Same as GPs

· Can take bloods





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Patients in their own home

· Nursing/care/residential homes

· In clinic (practice)

· Visits and clinics work concurrently





		Dependencies/Integration/Place within the System



		· Send a lot of people to the Living Better Team (look after vulnerability and chronic patients)

· Musgrove Hospital fund Living Better Team – Social and Health. No age limits.

· Primary link – see above

· Dependent on access to Podiatry, Physiotherapy, Talking therapies – CBT 









STAFFING



		Employment



		· Practice employs directly

· Does not work in other parts of NHS

· 9.30am – 5.30pm





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· Monthly meeting with 1.5 hour education session

· 45 mins spare, on average to research

· No regular GP supervision, although debriefs happen daily inc 45 mins.





		Indemnity



		· Paramedic organises indemnity and then the practice pays for it.

· In paramedic name





		Training Needs



		· 45 mins a–day, on average, to research if needed

· Monthly session – 1.5 hours

· Somerset Educational Trust (part of LMC) – every service that buys in gets training for staff

· Paramedic can advise and steer training needs





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Any GP could provide supervision on the day – e.g. for clinics/visiting

· Not connected to one GP per se





		Line Management



		· Practice manager line manages– but more in line with partners.





		Banding



		· Not paid on agenda for change

· Does not scale with paramedic competency framework





		Costs



		· Kitbag and equipment

· Estate costs

· Use own vehicles





		Prescribing



		· No, refer to early comments.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· 1 paramedic each for visiting and clinic

· Clinics are capped – 6 patients apart from last clinic which is open ended.

· Deployment of paramedics is fluid. They can split and one do visiting and one clinic, or they could both do clinics and visit as and when necessary.

· GP could see patients if needed, the last clinic is not capped.





		Activity



		· Visiting – average 3/4 visits a day between paramedics

· Clinics – average 35 patients a day





		Data Collection Methodology and IT access



		· No regular reporting

· Emisweb can be used for reporting





		Access to patient records



		· Full access to primary care record

· No access to community or acute systems





		Information Governance



		· Practice arrangements

· Regular 3 hour training when needed









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· Because of the nature of the service e.g. practice commissioned then this has not been necessary/required





		What was achieved through the work?



		· Local research shows

· Antibiotic prescribing is down

· Acute admissions are down

· GPs now have 15 minute slots since paramedic service inception as opposed to 10 minute slots.





		Lessons Learnt



		· Naming of paramedic – called Primary Care Practitioner instead of primary care paramedic as might confuse patient

· Being up front with patient who they are seeing – so managing expectations (gets easier over time)

· Ability to take photos for records – using IPad

· Fluidity of system is useful to urgent care demand





		Evaluation – yes/no/planned



		None to date









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		· Not to date





		If yes, please provide details



		· n/a





		What do you think are the benefits and issues associated with rotational working?



		· Understanding of referral systems and community services would stop admissions to acute environments

· Increased medical knowledge could be applied when working with ambulance service

· Ambulance paramedics more comfortable communicating with community paramedics and working together (rather than with GP)









RH – 08Mar18
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OVERVIEW



		Practice Name and Contact Details of Key Person



		Lorraine Gray – Chief Operating Officer

Integrated Care 24 Ltd, Ashford, Kent

info@ic24.nhs.uk

01233 505450





		CCG



		Out of hours services

Kent, Sussex and Northamptonshire



IC24 also operate 111 services, pharmacies and GP led health centres.





		Practice List Size



		7.5 million patients





		Background



		· IC24 a large provider of numerous urgent care services (see CCG section)

· When looking at developing their staffing model in respect of out of hours (OOH), over 7 years ago, IC24 looked at the use of advanced nurse practitioners (ANPs) as an alternative to GPs as there were insufficient GPs available to work in OOH.

· IC24 realised that in addition to ANPs that paramedics could be used in a similar way

· They matched the paramedics skill set against urgent care OOH requirements and from this developed a roll called Urgent Care Practitioners (can be nurses also) – these have been non-prescribing rolls to date

· The paramedics can do home visit, face to face appointment in base and telephone triage all in an out of hours environment (additional training needed for call handling)





		Strategic Drivers



		· Insufficient GPs available locally

· Cost pressures of the existing staffing model





		Key Objectives



		· To enable the filling of a safe clinical OOH rota which is financially viable.

· To design a staff skill mix to meet urgent care demands in an OOH environment





		Source of Funding



		· CCG funded via OOH contract award





		Communications with Staff and/or Patients



		Paramedics (and ANPs) have been used by IC24 for the past 7 years.

· Communications with GP workforce key – and IC24 worked to explain their operating model. Paramedic use in regard to urgent care visits, face to face in base and telephone triage

· ‘What’s my name’ campaign, name and role utilised with patients

· Communicated with all staff continually about roles

· Recently had web chat to all staff by CEO about new models (CAS model for example)

· Competency framework underpinning communication e.g. who is appropriate to do what







		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		· JDs and person specification available of request









PATHWAY



		What type of patients are seen/scope of practice?



		· Same day urgent care patients (inc OOH routine 6 hours)

· No age restrictions

· More base and visits than telephone triage

· Despatch can be dependent on paramedic skillset





		How do patients access the service?



		· 111 primarily

· Professional on scene (ambulance) in some circumstances

· Some walk-in – (not commissioned)





		Time Spent Per Patient



		Visiting – 1 per hour inc travel time (times can vary)

Home base – 15 mins

Telephone – 5 per hour (times vary)





		What do they do when they see the patient?



		· Assessment, diagnosis and treatment

· Visiting/face to face – paramedic can call (if visiting) GP on duty in OOH for advice if needed.





		Next steps following patient appointment/onward referral pathway and process



		· Summary of consultation transferred back to primary care via IT system

· Paramedic can use PGD to issue drugs (available in bases and cars)

· If prescription needed then contact OOH GP who can arrange and fax to local practices

· Also has access to prescribing pharmacies in house at weekends/bank holiday

· Can admit for surgical/medical to local acute trusts (although would check with GP first)

· Near patient testing in GP led health centre





		Support systems for clinician



		· Cleo – in-house patient management system

· Directory of services included

· Patient record and diagnostics

· Summary care record included

· Available to staff on the road (and in base)

· Share my care – special patient notes included

· Links to contact information back to GP practices

· Talks to Emisweb, Adastra and Systemone





		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face

· Visiting

· Telephone triage











		Access to diagnostics



		· Diagnostic bag – including thermometer, physical examination module, SATs, auto defibs, oxygen etc

· No bloods currently – as episodic care





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Face to face in various out of hours bases

· Visiting via service cars

· Telephone triage





		Dependencies/Integration/Place within the System



		· Depended on 111 provider and assessment in some scenarios









STAFFING



		Employment



		· IC24 employed

· Paramedics can work with IC24 and local ambulance service





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· In house leadership programme

· Presenting

· Building a team

· Leading a team

· Manage a budget





		Indemnity



		· Indemnity provided by IC24





		Training Needs



		· Links to answer of CPD





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Adapted from RCP tool kit

· Audit teams in place

· All calls are recorded for audit purposes

· Review of notes

· Each locality has Quality Lead (QL), Associate Locality Director (ALD) and Regional Medical Director (RMD)

· Responsible for local quality requirement, audit schedule, performance KPI and budget

· QL report to chief nurse

· RMD reports to Chief Medical Director

· ALD reports to Chief Operating Officer

· Monthly quality meeting reporting to quality committee

· All Serious Incidents are peer reviewed on weekly basis and learning shared back through all localities

· By-monthly meetings with ALD

· Each locality maintains a risk register reviewed monthly and links to central register





		Line Management



		· Quality Lead line manages





		Banding



		· Not on A4C, but NHS pensions

· IC24 looking at affordability of national 1% pay rise to all, additional 1% to staff ‘achieving’ their PDRs and further bonus for ‘excellent’ staff (via PDR)

· Child care voucher scheme

· Online discount scheme





		Costs



		· Clinical space

· Transport

· Ancillary costs for bases

· Central services

· Kitbag for paramedics

· PGD come with costs depending on contract and areas





		Prescribing



		· PGD in use









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· System teleopty (IT system) used to plan rota, and team of Resource Planners

· Also use historical data to predict demand and inform how many paramedics are needed at any one time

· Paramedics used OOH contract times





		Activity



		Example data - 430 cases a week, 221 advice and 144 base, 34 visit, 7 walk-in, 20 professional on scene. 4 district nurse message





		Data Collection Methodology and IT access



		· Cleo used to collect data

· Rotamaster





		Access to patient records



		· Cleo – in-house patient management system

· Directory of services included

· Patient record and diagnostics

· Summary care record

· Available to staff on the road (and in base)

· Share my care – special patient notes included

· Links to contact information back to GP practices

· Talks to Emisweb, Adastra and Systemone





		Information Governance



		

· Director of IT and Information Governance

· Information Governance

· Asset owner in each locality

· IG policy and tool kit

· Challenges when working in other provider bases (user challenges)

· ITK, if goes down, then fax implications









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· As 7 years in operation, not available.





		What was achieved through the work?



		· To enable the filling of a safe clinical OOH rota which is financially viable.

· To design a staff skill mix to meet urgent care demands in an OOH environment



Use of paramedics has met these objectives, although GP rotas still a challenge





		Lessons Learnt



		· Prescribing will be very useful to paramedics

· ‘Grow your own’ may be the best way to get a usable workforce

· Working with ambulance service





		Evaluation – yes/no/planned



		· In business as usual









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		· Yes 





		If yes, please provide details



		



		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Ambulance service keep staff

· Paramedic happy in rotational model

· See the system working potential and impact of their work



Issues:

· Employment responsibility and liability

· When in need, who takes precedence?

· Staff not buying into the model 
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JOB DESCRIPTION


JOB TITLE:
Out of Hours Clinical Development Programme Clinician 


[prescriber/non-prescriber]

RESPONSIBLE TO:

Head of Nursing 

LOCATION(S):
Based at BrisDoc Operational bases throughout Bristol, North Somerset and South Gloucestershire (BNSSG) and occasionally required to attend BrisDoc Headquarters at Osprey Court for training and meetings.

JOB PROFILE:
450hrs clinical development programme in out of hours urgent care. Candidate to complete programme to satisfactory standard and contractually commit to 15hrs/week out of hours clinical shifts for two years.

		Job Context 



		The Bristol, North Somerset and South Gloucestershire health community is made up of a population of circa 900,000 people and over 100 GP practices. It consists of three acute trusts, three community health providers and a range of other providers who make a contribution to the urgent care system. The GP Out of Hours service is accessed via NHS 111.


BrisDoc provides the GP Out of Hours Service for Bristol, North Somerset and South Gloucestershire health community.


This development post forms part of the clinical team for the Out of Hours service.





		Job Summary



		The post holder is a nurse practitioner or emergency care practitioner who will undertake a clinical development programme over 450hrs [12 weeks full time up to maximum 20 weeks part time]. The development programme is designed to provide an opportunity for clinicians to enhance their clinical skills and demonstrate competence in out of hours urgent care, progressing from observing practice to autonomous patient assessment and management.


During the development period you will be working with or supported by a range of clinical practice supervisors, including nurses, doctors and emergency care practitioners.


Clinical shifts will include: evenings, overnight and weekends. Clinical shifts will make up an average of 30hrs/week. The remaining 7.5hrs per week is allocated to theory and knowledge study sessions.


During the development period the post holder is required to complete a portfolio of evidence to meet the requirement of the BrisDoc Competency Framework. In addition the post holder will achieve academic credit by completing an Evidencing Work Based Learning module at a local university. [Masters level].


On successful completion of the development programme the post holder will be required to contractually commit to an average of 15hrs per week out of hours shifts for two years. The post holder will transfer to standard terms and conditions commensurate with their clinical grade.


At all times the post holder must act in a manner consistent with the code of conduct and appearance representing BrisDoc and the NHS.





		Main duties and responsibilities:



		Successfully Complete Development Programme 450hrs

· Observation of clinical practice for a maximum of 150hrs [week 1-4 full time] during which time you will work with clinical practice supervisors and have the opportunity to experience the range and nature of out of hours presentations and start to build on your knowledge base. The principles of safe practice, including clinical decision making, management of risk and safety netting are key areas of development during this period.

· Supervised clinical practice for a maximum of 150hrs [week 5-8 full time]. You will continue to work with clinical practice supervisors who will monitor your consultations and provide support when necessary. You will continue to develop your underpinning knowledge through self study sessions and any self directed learning identified during practice.

· Work independently with support from BrisDoc Clinical Co-ordinator for a maximum of 150hrs [week 9-12 full time].

· Meet regularly with your mentor to assess progress and agree any action plans


· Complete a portfolio of evidence which satisfactorily demonstrates safe practice and is approved by BrisDoc Healthcare Services.

· Complete the requirement for academic credit. 


Clinical

Generate evidence to demonstrate ability to…


· Assess, diagnose, plan, implement and evaluate treatment/interventions and care for patients presenting with an undifferentiated diagnosis


· Clinically examine and assess patient needs from a physiological and psychological perspective, and plan clinical care accordingly


· Assess, diagnosis, plan, implement and evaluate interventions/treatments for patients with complex needs

· Proactively identify, diagnose and manage treatment plans for patients at risk of developing a long-term condition (as appropriate)


· Diagnose and manage both acute and chronic conditions, integrating both drug- and non-drug-based treatment methods into a management plan


· Work with patients in order to support compliance with and adherence to prescribed treatments


· Provide information and advice on prescribed or over-the-counter medication on medication regimens, side-effects and interactions


· Prioritise health problems and intervene appropriately to assist the patient in complex, urgent or emergency situations, including initiation of effective emergency care


· Support patients to adopt health promotion strategies that promote healthy lifestyles, and apply principles of self-care


· Assess, identify and refer patients presenting with mental health needs in accordance with the national guidance

· In partnership with others, challenge and critically evaluate the boundaries of autonomous practice, such that patient access choice and outcomes will improve.


· To issue medication in accordance with prescriber regulations or under Patient Group Directions as provided by BrisDoc and ensure that competency is continually updated 

Communication

Generate evidence to demonstrate ability to….


· Utilise and demonstrate sensitive communication styles, to ensure patients are fully informed and consent to treatment


· Communicate with and support patients who are receiving ‘bad news’


· Communicate effectively with patients and carers, recognising the need for alternative methods of communication to overcome different levels of understanding, cultural background and preferred ways of communicating


· Anticipate barriers to communication and take action to improve communication


· Maintain effective communication within the Out of Hours clinical and operational team including with the Clinical Coordinator and all multi- disciplinary team members, as well as with external stakeholders


· Act as an advocate for patients and carers

· Ensure awareness of sources of support and guidance and provide information in an acceptable format to all patients, recognising any difficulties and referring where appropriate

· To be able to maintain accurate electronic written patient records for users of services provided.


· To be aware of responsibilities under the Data Protection Act.


· To attend all meetings required during the development period.

· To ensure effective communication with colleagues, within the community, BrisDoc and wider health care teams as appropriate when referring a patient.


Other responsibilities

· Adhere to organisational policies


· Ensure Records management policies are adhered to


· Operate a variety of standard office machines including a computer, phone, fax, shredding machine and photocopier.


· Undertake any relevant duties as requested by management e.g. keeping records for audit purposes.

· Understand own role and scope and identify how this may develop over time


· Work as an effective and responsible team member

· Create clear referral mechanisms to meet patient needs

· Prioritise own workload and ensure effective time-management strategies are embedded within the culture of the team


· Work effectively with others to clearly define values, direction and policies impacting upon care delivery


· Discuss, highlight and work with the team to create opportunities to improve patient care


· Agree plans and outcomes by which to measure success


· Manage and assess risk within the areas of responsibility, ensuring adequate measures are in place to protect staff and patients


· Monitor work areas and practices to ensure they are safe and free from hazards and conform to health, safety and security legislation, policies, procedures and guidelines

Audit

· For Clinical Governance and Training purposes, regular monitoring is a requirement of this job. A random sample of the notes written by every clinician (nurses, ECPs and doctors) will be audited monthly against a set of criteria. These criteria include clarity and accuracy of documentation as well as standards of good clinical practice.





		General Duties



		· Maintaining regular consistent attendance, punctuality, personal appearance and adherence to relevant health and safety procedures.

· To attend all statutory and mandatory training courses and any courses specific to this role.


· To be available for staff meetings, Clinical Governance meetings and meetings with other senior leaders and managers within BrisDoc

· To have a good understanding and follow company policies and procedures.


· Establish and maintain effective working relationships with co-workers and the general public.


· Attend performance and development reviews with your line manager.


Flexibility:

This role profile is intended to provide a broad outline of the main responsibilities only. The postholder will need to be flexible in developing the role and in initial and ongoing discussions with the designated manager.

Confidentiality:

Under the Data Protection Act 1998, the postholder must maintain the confidentiality of information about patients and staff. The work is of a confidential nature and information gained must not be communicated to other persons except in the recognized course of duty. Unauthorised disclosure of confidential information will result in disciplinary action and may lead to your dismissal.


· In the course of seeking treatment, patients entrust us with, or allow us to gather sensitive information in relation to their health and other matters.  They do so in confidence and have the right to expect that staff will respect their privacy and act appropriately.


· In the performance of the duties outlined in this job description, the post-holder may have access to confidential information relating to patients and their carers, practice staff and other healthcare workers.  They may also have access to information relating to the practice as a business organisation.  All such information from any source is to be regarded as strictly confidential.


· Information relating to patients, carers, colleagues, other healthcare workers or the business of the practice may only be divulged to authorised persons in accordance with BrisDoc’s policies and procedures relating to confidentiality and the protection of personal and sensitive data.


Equality and Diversity:

The post-holder will support the equality, diversity and rights of patients, carers and colleagues, to include:


· Acting in a way that recognises the importance of people’s rights, interpreting them in a way that is consistent with BrisDoc’s procedures and policies, and current legislation


· Respecting the privacy, dignity, needs and beliefs of patients, carers and colleagues


· Behaving in a manner which is welcoming to and of the individual, is non-judgmental and respects their circumstances, feelings priorities and rights


Health & Safety:

Employees must be aware of the responsibilities placed on them under the Health and Safety at Work Act (1974) to ensure that the agreed procedures are carried out to maintain a safe environment for patients, visitors and staff.


Environment:

The postholder needs to be aware of BrisDoc’s impact on the environment and be vigilant and pro-active in ensuring they adhere to the management strategy i.e. recycling, waste management, use of vehicles etc.


Smoking: Smoking will not be tolerated inside any BrisDoc building or vehicle.


Rehabilitation of Offenders Act:

This post is exempt from the Rehabilitation of Offenders Act 1974 therefore you are required to declare all criminal convictions, cautions, reprimands or final warnings and a Criminal Records Check (known as Disclosure & Barring Scheme) will be carried out on your behalf. 





PERSON SPECIFICATION

		QUALIFICATIONS, EXPERIENCE and KNOWLEDGE



		Criteria 

		Requirement

		Measurement/Testing Method



		Registered Level 1 Nurse with current NMC registration or Registered Paramedic 

		Essential

		Application and Interview



		Evidence of higher study in clinical practice (Diploma, Degree or evidence of attainment of similar level of studies)

		Essential

		Application and Interview



		Advanced Level (3) Clinical Assessment, Reasoning and Clinical Decision Making

		Essential

		Application and Interview



		Advanced Clinical Practice skills

		Desirable

		Application and Interview



		MSc in Advanced / Specialist Practice or evidence of accumulation of relevant experience / knowledge

		Desirable

		Application and Interview



		Experience of treating patients of all ages

		Essential

		Application and Interview



		Experience of working autonomously diagnosing, treating and discharging patients of all ages. 

		Desirable

		Application and Interview



		Experience of working in multi-professional and multi-disciplinary settings and contributing to effective team working

		Essential

		Interview



		Experience in the assessment and management of patients presenting with mental health conditions

		Desirable

		Application and Interview



		Experience of working across organizational boundaries within health and social care

		Essential

		Application and Interview



		Competency in telephone consultation 

		Desirable

		Application and interview



		Knowledge of equal opportunities and its significance for health care

		Essential 

		Interview



		Knowledge in the delivery of Health Care Advice and Health Promotion

		Desirable

		Interview



		Understanding of legal and ethical issues / responsibilities relating to nursing practice and especially with regard to autonomous practice and telephone assessment

		Essential

		Interview



		Awareness and knowledge of own professional accountability and autonomous practice

		Essential

		Interview



		Knowledge of primary health care issues affecting a diverse local population

		Desirable

		Interview





		SKILLS AND ATTRIBUTES



		Criteria

		Requirement

		Measurement/Testing Method



		Evidence of ability to manage own learning and completion of learning programmes

		Essential

		Application and interview



		Motivated by the provision of high quality patient care

		Essential

		Application and interview



		Evidence of computer literacy and keyboard skills

		Essential

		Application and Interview



		Good clinical judgment and decision making skills

		Essential 

		Application and Interview



		Excellent written and verbal communication skills

		Essential

		Interview



		Excellent interpersonal skills

		Essential

		Interview



		Ability to maintain accurate records

		Essential

		Application and Interview



		Able to listen carefully in order to understand the needs of others

		Essential

		Interview



		Ongoing commitment to personal development




		Essential

		Application and Interview



		Able to work flexibly in relation to the Out of Hours operational times and bases

		Essential

		Application and Interview



		Ability to represent the organisation with internal and external stakeholders

		Essential

		Interview



		Able to work within a team and give and take instruction as required. Able to quickly establish rapport and credibility with others in the team

		Essential

		Interview



		Tactful and diplomatic

		Essential

		Application and Interview



		Able to use own initiative and achieve measurable improvement against stated objectives

		Essential

		Interview



		Able to work under pressure and to deal with emergency situations and/or difficult clients and stressful situations professionally

		Essential

		Interview



		Able to maintain confidentiality at all times with regards to staff and patients 

		Essential

		Interview



		Familiarity with Adastra and EMIS

		Desirable

		Interview





		PERSONAL QUALITIES / BEHAVIOURAL ATTRIBUTES



		Criteria

		Requirements

		Measurement/Testing Method



		Motivated to provide high quality patient care

		Essential 

		Interview



		Organised, systematic and flexible. Good time management being able to prioritise work and work under pressure

		Essential

		Interview



		Positive attitude towards innovations and change. Adaptable and able to respond to a changing situation

		Essential

		Interview



		Can self-analyse own work and performance  - Ability to recognise own limitations and act upon them appropriately

		Essential

		Interview



		Able to achieve objectives through influence and partnership

		Essential

		Interview



		Willingness to learn new skills and to problem solve 

		Essential

		Interview



		Able to manage sensitive and emotive situations.

		Essential

		Interview





		Able to remain impartial and non-judgmental during times of sensitivity, stress and potential conflict.

		Essential

		Interview



		Able to maintain professionalism

		Essential

		Interview





Created: July 2016

Declaration (to be completed by post holder):


By signing this declaration, you are acknowledging receipt of your job description and accepting the roles and responsibilities that this position entails.
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Please return signed version to the HR Department, Unit 21 Osprey Court
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 16



OVERVIEW



		Organisation Name and Contact Details of Key Person



		Shaun Crinion

Clinical Service Manager - Vocare Ltd 

M: 07496 962349

E:  shaun.crinion@vocare.nhs.uk | W: www.vocare.org.uk

 



		CCGs



		Devon, Somerset, Stafford, London





		Practice List Size



		Whole CCG areas





		Background



		Started to use paramedics because NHS pathways allowed paramedics to be utilised within the CAS.  Prior to Integrated Urgent Care, also had experience of using paramedics in other parts of Vocare as 111 clinicians.  Also, provide support to GP OOHs services within the CAS (in London and Stafford).  



As well as within CASs, Vocare also employs paramedics within UCCs and OOHs home visiting services.  





		Strategic Drivers



		· Ease of recruitment as paramedics often find life in 999 hard after a while

· Use for ambulance validation of Cat 3+4 calls and validating ED dispositions

· Use for higher acuity calls





		Key Objectives



		· Help to fill rotas

· Drive down ambulance and ED dispatch numbers





		Source of Funding



		Funded by Vocare

 



		Communications with Staff and/or Patients



		Communication with patients not relevant.  

Paramedics now been in 111 for some time, so very much part of the ‘usual’ staff team.





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		

Job Description for a Clinical Advisor (which includes paramedics – used interchangeably with a nurse, soon able to be a pharmacist as well) – see…

















PATHWAY



		What type of patients are seen/scope of practice?



		Anyone calling 111 who then requires clinical advice from a nurse or paramedic, aged from birth upwards.   





		How do patients access the service?



		Call 111.  There are also palliative care lines where patients can be put directly through to paramedics.  In London, ‘Co-ordinate My Care’ palliative patients phone numbers will be recognised by the 111-phone system and then direct them automatically to a clinician rather than a call-handler.  





		Time Spent Per Patient



		Average around 10 minutes





		What do they do when they see the patient?



		When they speak to the patient what the paramedic does is driven by NHS Pathways, which is very formulaic.  If providing OOHs part of the CAS, assessment and diagnosis based on local guidance rather than NHS Pathways. 





		Next steps following patient appointment/onward referral pathway and process



		If working in an OOHs CAS, can book an appointment at a UTC, send for ambulance, book appointment with GP or a home visit etc.  For the NHS Pathways work, have additional step of being able to pass onto a more senior clinician (e.g. a GP) within 111.  





		Support systems for clinician



		Can access Special Patient Notes, summary care record, MiDoS, BNF, GP Handbook, other online information etc.

 



		Appointments – are they virtual/Face-2-Face/mixture?



		All on the phone





		Access to diagnostics



		None





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		111 call centre





		Dependencies/Integration/Place within the System



		Enables the 111 service to provide clinically-led care for its patients   









STAFFING



		Employment



		Vocare is the employer.  

Some paramedics do work in other parts of the NHS (GP OOHs service), and one also works for the RAF.  

Clinical Advisors – the split between nurses and paramedics on average = 50%/50%





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		None, except paid training time.



		Indemnity



		Vocare provides.  No additional costs for employing paramedics.  





		Training Needs



		NHS Pathways has prescriptive training modules and annual training requirements.  

Also, do ‘look back and learns’ reviewing individual patients, attend conferences etc.  





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Vocare audits all its clinicians every month, as a minimum.  Also, do ‘look back and learns’, end-to-end case reviews, and identify themes from Serious Incidents/complaints etc to address any issues.  





		Line Management



		Operational issues (e.g. annual leave etc) – non-clinical manager

All other issues – Clinical Service Manager





		Banding



		Equivalent of Band 6, plus overtime/bank holiday/anti-social enhancements.  No incentives required to employ them.  However, Vocare does offer incentives for people making recommendations for new staff members who go onto be employed.  





		Costs



		Nothing above usual ‘on-costs’.





		Prescribing



		Cannot prescribe.    









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Use forecast tools at the start of each contract, and base the capacity/recruitment on this.  





		Activity



		Collect data per hour per clinician.  Expect paramedics to be speaking to around 5-6 people an hour, especially during a busy period.





		Data Collection Methodology and IT access



		Outcome from NHS Pathways gives a symptom group and a disposition.  This is then converted into an Adastra record, which can be analysed.  





		Access to patient records



		Can access Summary Care Record, and Special Patient Notes.  





		Information Governance



		Usual arrangements for a CAS provider.  Do annual IG training, as per NHS requirements.









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		Unknown as some time ago.  







		What was achieved through the work?



		· Help to fill rotas – achieved 

· Drive down ambulance and ED dispatch numbers – achieved

· Also, from staff surveys, it is clear how useful the non-clinical call handlers find it to be working alongside paramedics.  





		Lessons Learnt



		· When trying to change processes importance of needing to look at individuals’ practice as soon as possible going through the detail, rather than higher level analysis

· Consider bringing in paramedics at an early stage as part of an MDT discussion when developing new service models.





		Evaluation – yes/no/planned



		Evaluated ambulance validation process.  No broad evaluation of paramedics specifically.  

Do though undertake annual staff surveys.









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes

 



		If yes, please provide details



		Had early discussions internally around rotating paramedics within 999 call centres and 111, but this has not yet progressed further.  This could be an IT solution, where the 111 CAS can pick up cases diverted from the 999 service. 





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Being ‘on the road’ in an ambulance helps to ‘keep things real’ and impacts positively on the roles performed in all settings;

· Helps to ensure sufficient paramedics available to maintain high quality 999 ambulance services;

· Reported that many paramedics enjoy the variety of working in different settings



Issues:

· If have different clinical line managers in different settings can cause issues;

· Need to ensure staff members are up-to-date in each of the settings they are working in, especially if more diverse areas e.g. primary care and 999









		As Shaun is a clinician … what attracted him to working in the role?



		Local ambulance service not able to support family-friendly working.  
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Job Description & Person Specification

Job Title 111 Clinical Advisor
Location Regional
Reports to 111 Team Leader

Working Pattern Variable

Job Summary:
You will over see and be responsible for the assessment of the health and clinical needs of

the patient, utilising clinical judgement supported by decision support software. The provision
of advice and support to meet the identified needs and where required the onward referral to
other services. Working as a member of the 111 service team, collaboratively with
colleagues across the service to ensure an excellent level of service is provided to patients

Key Responsibilities:
Service Delivery
e Assess the health and clinical needs of patients/patient’s representatives contacting
the service, and using critical thinking and clinical judgement, supported by clinical
decision making software, agree with the patient a course of action to meet theses
needs. This will include:
o Analysis and prioritisation of the information obtained
o The selection, critical analysis and use of available clinical and health
resources to inform clinical decision making and identify potential options for
the patients
o Referral on to a range of other services including 999 ambulance, urgent
referral to hospital, GPs, nursing services,
o The provisions of
= Self-care advice
= Health information advice such as advice on medication, immunisation
= Health education and advice
e |dentify and take appropriate actions to address risks of the patient. This will include:
o Identification of emergency care needs required despatch of a 999
ambulance
o Child protection and vulnerable adult issues which require referral on to other
agencies in line with local policies
e Recognise and exploit opportunities for the provision of health education during the
consultation process, referring to appropriate health care professionals as required
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Work independently and at the same time contribute to the work of the whole 111
team to ensure the delivery of a consistently high level of service. This will include
o Taking responsibility and being accountable for managing own workload, risk
assessment and management, acting within professional codes and
guidelines, and local policies, procedures and guidelines and referring
appropriately to the clinical team leader for advice and support
o Undertaking other duties when required, such as call taking or administrative
tasks
o Identifying issues which may negatively impact upon service delivery and
reporting these on to the clinical team leader in a timely fashion
o Acting as a clinical resource for non-clinical staff who may require advice and
support
Maintain contemporaneous records of the consultation and action taken using the
computer software and where necessary written records, in line with NMC guidance
and local policies, guidelines and procedures
Remain focused on the delivery of an excellent service within an unpredictable,
diverse and challenging workload

Communication

Work effectively as a team member, supporting an communicating with other
professional colleagues and clinicians

Use critical thinking and effective communication skills to holistically assess patients’
needs and determine relevant culture, social, economic factors in a respectful and
non-judgemental manner

Provide a professional, courteous and efficient telephone service consistent with
organisational standards for patients seeking assistance from the service, managing
calls in a professional and reassuring manner at all times

Utilise advanced listening, probing and facilitative skills across a diverse range of
calls, some of which may be highly challenging due to emotive circumstances,
communication difficulties and caller anxiety

Utilise complex communication skills to negotiate and provide support to patients
who may be non-compliant with the recommended outcomes

Utilise translation services, communication aids and other resources, to barriers to
communication and understanding

Effectively use a range of communication methods (e.g. telephone, email, fax, letter
and report writing) to facilitate communication at all levels within and external to the
organisation

Education, Training and Development

Actively participate in the individual annual review process

Actively participate in individual and service performance reviews

In conjunction with line manager take responsibility for identifying and addressing
personal/professional development needs in line with service requirements and to
meet the requirements of professional registration

Actively participate in clinical supervision to facilitate personal and professional
development

Contribute to the development of a learning environment in which organisational and
professional development can flourish

Contribute to the training of other staff where requires

Support new staff in their development and participate in supervision, teaching, and
mentorship to help new staff develop and achieve competency to perform their role
Attend statutory, mandatory and any other relevant training courses/updates
(e.g.pathways updates, telecommunication skills, clinical assessment, patient safety,
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clinical updates, IT and computer skills including specific decision/ clinical tool Kkits,
governance, Health and Safety)

e Share and utilise professional knowledge, skills and expertise with colleagues to
enhance the service delivered to patients

Information Management and Technology

o Keep contemporaneous and accurate records during the patient consultation within
the relevant software programme and maintain paper records as appropriate

¢ Maintain confidentiality in relation to all information governance requirements,
ensuring that data is only disclosed in compliance with such

¢ |dentify and appropriately use information source to support and underpin clinical
decision making

e Develop and maintain knowledge and competence in computer skills in order to
access software applications, databases, documents, email and approved
intranet/internet resources.

o Develop and maintain knowledge and competence in using telephony

e Develop and maintain knowledge and competence in using tox base.

Governance, Quality an Service Development
e Contribute to the achievement of service standards and performance requirements
by participating in regular quality monitoring and individual performance reviews
e Attend and contribute to meetings, workshops and other groups in order to support
the on-going development of the service
¢ Participate in audit, customer satisfaction programmes, research and other quality
improvement activities

e Participate in the investigation of incidents, complaints and other issues as required

¢ Adhere to organisational policies, procedures and guidelines

¢ Adhere to professional codes of conduct and guidelines

¢ Contribute to the development of organisational polices, procedures and guidelines

e The post holder must, at all times, act honestly and openly and comply with relevant
corporate governance requirements, employment legislation, standards of business
conduct, codes of openness and accountability

Other

e At all times to act in a professional manner and to also act as a role model for
subordinates and peers

e Work flexibly to support the needs of the service

e Undertake any other duties, role and responsibilities commensurate with the nature
and grading of the post or as reasonably requested by Clinical Team Leader

Key Values:
In addition to undertaking the duties as outlined above, the job holder will be expected to

fully adhere to the following rules and regulations that may from time to time be in force and
ensure full understanding of those rules and regulation relevant to the role. In addition at all
times the job holder must act in accordance with the Company’s policies and regulations.

Our Values
e To act in accordance with “Our Values” at all times in delivering their role, ensuring
reliability, respect, trust, integrity, timeliness and innovation is a fundamental part of
their behaviour.

Continuous Personal Development
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o To contribute to their own personal development and participate in an appraisal and
regular performance reviews.

Conduct
o To demonstrate professional and ethical behaviours at all times when liaising with
internal and external colleagues.

Confidentiality
¢ Under the Data Protection Act 1998, the post holder must maintain the confidentiality
of information about patients and staff. The work is of a confidential nature and
information gained must not be communicated to other persons except in the
recognized course of duty. Unauthorised disclosure of confidential information will
result in disciplinary action and may lead to your dismissal.

Equality and Diversity

o Actively promote equality and diversity and encourage colleagues to do the same.

o Direct staff as necessary to ensure compliance with Vocare’s policies to ensure no
discrimination occurs irrespective of gender, age, marital status, disability, sexuality,
race, colour, religion, ethnic or national origin.

e Support a zero tolerance approach to bullying and harassment in all forms, and to
lead by example in this area.

Health, Safety & Security
e Comply with Vocare’s health and safety policies, procedures and guidelines and
ensure that appropriate arrangements are in place.

Hours of Work
e Vocare is operational 24 hours a day, 365 days a year. Part of the normal working
period may be outside of normal office hours.
e You may be required to participate in some out of hours work to support business
needs and developments.

Safeguarding

e It is the responsibility of every member of staff to safeguard and protect vulnerable
adults from abuse. All staff are expected to undertake mandatory training relevant to
the role. All staff should familiarise themselves with the Vocare Policy on
“Safeguarding Vulnerable Adults” which is available on the intranet.

e Vocare committed to the safeguarding of children and young people and has signed
up to across all services with which the post holder must be familiar with and adhere
to.
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Person Specification:

Attribute/Skills

Essential

(When applying for this job it is important you fulfil all these essential

requirements. If you do not you are unlikely to be interviewed)

Desirable
(When applying for this job it is desirable you fulfil these

requirements. However, if you so not you may still apply and

may be interviewed)

Measurement
A/C/P/IRIT

Qualification &
Skills

o Registered Nurse — Level 1 sub part 1 with current NMC
registration / registered paramedic with current HPC
registrati

Evidence of professional or personal development
Teaching/training qualifications such as ENB998 or

equivalent
Independent/supplementary prescriber

A/l/IC

Experience

o At least one year’s experience of working as a clinician

Experience of having participated in service

improvement activities including audit and research

Primary care or ED experience preferred.

Al

Communication &
People Skills

Advance patient assessment skills

Excellent communication listening and interpersonal skills

Demonstrates reflective and critical thinking skills

Demonstrates effective problem solving and decision

making skills, supported by the use of evidence based

and/or best practice

¢ Ability to assimilate large quantities of information quickly
and accurately and communicate it clearly

¢ Able to work autonomously and as part of a team

¢ Good organisational and prioritisation skills

¢ Able to use information technology and communications

equipment efficiency

e Able to work effectively under pressure whilst maintaining a

high level of accuracy and attention to detail

o Ability to demonstrate three consecutive months’ audit
history as an acceptable level

¢ Self motivated with ability to support and enthuse others

e Demonstrates commitment to the delivery of high quality
patient

A/l/IC

Organisational
Skills

o Adaptable/flexible

A/l/IR

Specialist
knowledge/skills

¢ Excellent broad base and relevant clinical knowledge
[ )

Awareness of mental health child protection,
and safeguarding vulnerable adults issues

A/l/IR
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o Comprehensive knowledge of Health Service environment o Knowledge of service improvement activities
and health agenda (national and local) including audit, research, reflective practice
¢ Knowledge of the NHS111 service and the
associated key performance indicators

¢ Able to pass pre-employment checks . P
[ ]

Physical Skills

A — Application Form C — Certificate | — Interview P — Pre-employment Screening R — References T — Tests/presentation

This job description and person specification reflects the current requirements of the role. As objectives, duties and responsibilities change and
develop; the job description will be reviewed and amended or updated as required.

Approved by: Head of HR/Recruitment — XXXX and Head of Dept/Region - XXXX
Date approved:
Reviewed:
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OVERVIEW



		Name and Contact Details of Key Person



		Anthony Goodwin, Clinical Lead, NHS 111 South West

Care UK, Stoke Gifford, Bristol.

Tel: 0117 240 1111





		CCG



		6 CCGS

· Swindon

· Gloucester

· Bath and North East Somerset

· Bristol, North Somerset and South Gloucester





		Practice List Size



		Estimated 1.3m+





		Background



		· NHS England National model

· NHS Pathways licence grants use of nurses and paramedics

· Array of skills 

· Nurses and paramedics as provides larger cohort of staff to recruit– higher potential

· Paramedic scope changing, NHS progression system

· Prescribing rights

· Recently put staff on non-medical prescribers courses

· CAS paramedic split is currently 60:40 split in favour of nurses.

· Nurse and paramedic both work under the title of “Clinical advisor”





		Strategic Drivers



		· National strategic direction





		Key Objectives



		· Non-specific objectives

· No set criteria – although to be able to recruit to Clinical Advisor role





		Source of Funding



		· Commissioner funded





		Communications with Staff and/or Patients



		· No specific communications





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		· Clinical advisor Job description available

















PATHWAY



		What type of patients are seen/scope of practice?



		· No restrictions particularly

· Can despatch 999 ambulances if needed

· No booked activity

· Health advisors do the majority of the triage – despatching ambulance etc./self-care etc.

· Clinical advisors

· Cases that can be managed at home

· Complex calls – calls that fall outside NHS Pathways

· Cases require further probing – triage that can’t be completed

· NHS Pathways – Clinical advisors can change disposition based on need





		How do patients access the service?



		· Patients ringing 111 – no 999

· ‘Talk type’ service – web based service

· Language line

· HCP – HCP option (but would go to OOH)





		Time Spent Per Patient



		· 7-12 mins on average





		What do they do when they speak to the patient?



		· No specific triage

· No diagnosis over the phone

· Referral service





		Next steps following patient appointment/onward referral pathway and process



		· Referral options

· OOH

· ED/MIU

· District nurse when available

· Ambulance

· Home management

· Pharmacy

· Midwifes

· etc

· No access to crisis team/charities – although can give advice alongside pathway disposition





		Support systems for clinician



		· NHS Pathways as triage tool

· Directory of Services

· Summary Care Record (SCR)– can include some history

· Special patient notes – where available

· Connecting Care system for BNSSG patients – provides access to primary care and secondary record





		Appointments – are they virtual/Face-2-Face/mixture?



		· None





		Access to diagnostics



		· Can’t perform any diagnostics

· Access to via Summary Care Record and Connecting Care



		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Call centre based – one base in this scenario – Bristol





		Dependencies/Integration/Place within the System



		· Dependent on Directory of Services (DoS)

· Dependent on providers (Out of Hours, Dental) to have capacity to refer









STAFFING



		Employment



		· CareUK employs Clinical Advisors

· Clinical Advisors do work on Bank and some who need to keep up licences but CareUK main job in general.

· 32-40 overall – (60:40 split in favour of nurses) – majority full time, some part time.





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· 1:1 with staff every month

· Facilitate audit and feedback

· Training days in summer (avoiding winter rush)

· Some generic course

· Facilitate placement days for staff

· Bristol Royal Infirmary – local acute

· South West Ambulance Service





		Indemnity



		· CareUK provides

· Personal insurance if agency – low number





		Training Needs



		· Local site training lead

· Network national lead

· Local Medical Director also contributes to further training

· Monthly CPD newsletter – promotes CPD

· Light hearted

· Key messages

· Staff awards

· Interesting articles published 





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· All staff audited monthly – dependent on licence

· Call listening - % audited – to check continuing safety

· Staff trackers based on audits (provides understanding competency of staff and issues raised with staff in monthly 1:1)

· Monthly performance reports

· Personal Development Reviews yearly – six monthly updates

· Monthly register check.











		Line Management



		· Clinical supervisors – HR/Admin/Feedback

· Clinical Supervisors report to Clinical Lead.





		Banding



		· Non-agenda for change.  Salary levels not provided





		Costs



		Additional costs

· Overtime

· Facilities etc.





		Prescribing



		· No prescribing currently, and even if they were able they could not prescribe in the Clinical Advisor role – not in the remit of the role, the role is about referral.

· Clinical Advisor role under NHS Pathways licence









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· Forecasting team to help manage demand

· Year on year data + current data

· Operational forecasting tool – used to calculate how many Health Advisors needed and from that Care UK extrapolate how many Clinical Advisors needed

· Two Clinical Advisors on at all time – minimum, and 24/7

· They are Networked, so 150 are on nationally for example and 2 in SW (not including West Midlands) – 3 sites networked (East England, Suffolk and Bristol)





		Activity



		· Not available (Commercially sensitive)





		Data Collection Methodology and IT access



		· Reporting through 3 systems

· NHS Pathways platform siting in Adastra

· CMS – Telephone provider service (calls length data etc)

· Injixo – Resource planning





		Access to patient records



		· NHS Pathways

· Directory of Services

· Summary Care Records – can include some history

· Summary Care Record with Additional Information coming in soon

· Special patient notes – where available

· Connecting care for BNSSG patients – primary care and secondary care record

· All previous 111 encounters





		Information Governance



		· Can get some requests out of the ordinary – NHS Number for example – and cannot hand out

· IG training in place for all staff

· Clinicians have NHS accounts for patient data

· Confidential shredding

· Rules about use of faxes

· Voicemails for patients is a challenge – standardised voicemail messages









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· National model and then local deployment based on interpretation

· NHS Pathways includes paramedics





		What was achieved through the work?



		· Recognised that paramedics can be used in urgent care

· Different health care professionals can be used to fill CA role

· New role recognised - ACP – Advanced Care Practitioners – Any registered body (OTs, nurse or paramedics) – an acknowledgement that different clinical mix is possible and beneficial





		Lessons Learnt



		· Do not presume that experience of paramedics mean they are more effective

· Willingness to learn, grow and adapt is more important to work and is just as important as experience in telephone triage





		Evaluation – yes/no/planned



		Non-currently.
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OVERVIEW



		Organisation Name and Contact Details of Key Person



		Deidre Molloy

Senior Manager MIU Services + Nurse Consultant Emergency Care

Torbay & South Devon NHS Foundation Trust

07967 817560 - work mobile

01626 324637 - office

Deirdre.Molloy@nhs.net





		CCG



		South Devon and Torbay





		Population Served



		Covers Newton Abbott MIU





		Background



		Difficulty recruiting nurses into MIUs.  Therefore, 3 years ago advertised a ‘developmental’ role for nurses and/or paramedics at Band 5.  Within 6-12 months they complete a local training package to develop their competency, and then are promoted to a Band 6.  





		Strategic Drivers



		· Difficulty recruiting nurses into MIUs.





		Key Objectives



		· Filling vacancies

· Finding the right people who can cope with emergencies, and not just urgent care (in case patients turned up with an emergency ‘inappropriately’)





		Source of Funding



		Acute Trust





		Communications with Staff and/or Patients



		No formal engagement with patients beforehand as this is part of their standard MIU service offer.  Staff introduce themselves as ‘Minor Injury Practitioner’, so less focus on whether the staff member is a paramedic or nurse.  However, part of significant public engagement when proposed MIU closures across South Devon, did include mention of use of paramedics, which did get local support. 





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Descriptions?



		Job Description produced









PATHWAY



		What type of patients are seen/scope of practice?



		All patients that come into the MIU can be assessed by the paramedics, including emergencies (e.g. chest pain).  



See patients 1 year and older for some patients, and 2 years and older for the remainder.  

List of patients seen is on the local Directory of Services.



		How do patients access the service?



		Patients walk-in, or arrive via an ambulance, or ‘re-direction’ for minor injury from local GPs.  





		Time Spent Per Patient



		About 20 minutes per patient, same as all other MIU clinical staff.  Generally, experienced paramedics are faster than the nurses.  





		What do they do when they see the patient?



		Assessed, and most are then diagnosed and treated.

 



		Next steps following patient appointment/onward referral pathway and process



		If required: follow-up with GP or occasionally back to the MIU for a follow-up or referral onto (mainly) Orthopaedics, Ophthalmology, burns, ENT, plastics





		Support systems for clinician



		MIU has a shared IT system with the local Emergency Department (including paediatrics) = Symphony (now part of EMIS).

Don’t have access to MiDoS yet, but are working on this.  

 



		Appointments – are they virtual/Face-2-Face/mixture?



		All Face-to-Face





		Access to diagnostics



		Urinalysis, pregnancy tests etc.  Can request X-ray for most bones, like the nurses (on-site provision).  Have trained the staff how to interpret X-rays.  Can request bloods, and send off.  





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		In the MIU itself.





		Dependencies/Integration/Place within the System



		Link to the OOHs service, as based on the same site.  Links to local Emergency Department.  Having the paramedics in the MIUs has improved relationship with SWAST.  









STAFFING



		Employment



		Paramedics are employed by SD&T NHS Trust.

2 members of staff: 1.8 WTE.  They both have bank contracts with SWAST, so also undertake extra shifts there.  

 



		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Not over and above patient records documentation.  





		Indemnity



		Held by the SD&T NHS Trust.  Not aware of any additional costs.





		Training Needs



		Undertake regular shifts at SWAST to maintain their paramedic registration, about one shift a month; staff paid by SWAST as individuals to do this themselves through a bank contract.  

Trust also supports Advanced Life Support and Immediate Life Support as required, and any study days.



		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		As per the nurses, paramedics are clinically responsible to MIU Band 7 nurse, and overall report into Nurse Consultant.  Supervision is the same as the nurses, as per the Trust policy.  





		Line Management



		As per the nurses, line managed by MIU Band 7 nurse, and overall report into Nurse Consultant.  





		Banding



		Band 6 (unless brought in as development role, in which case initially a Band 5).  Didn’t find it difficult to recruit – people liked the better [than 999] working hours.  





		Costs



		Nothing above usual ‘on-costs’.  





		Prescribing



		Paramedics cannot currently prescribe, but follow PGDs.  Not many of the nurses prescribe at present yet, although keen to do so.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Already had a nursing gap, so the 1.8 WTE ‘filled’ the gap.  Based original calculations on seeing 2-3 patients seen per hour.  





		Activity



		Around 21,000 patients seen per year, by the whole MIU team of nurses, paramedics and HCAs.  





		Data Collection Methodology and IT access



		Use of Symphony IT system.  





		Access to patient records



		Access to Summary Care Records (not enhanced).  Doesn’t think having access to full GP patient record for minor injuries would make a big difference.  However, staff do occasionally call the patients’ Practice some time for further information as required.  





		Information Governance



		In line with normal MIUs and Trust standards









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		No, as a lot of pressure at the time to increase capacity. 





		What was achieved through the work?



		· Filling vacancies – succeeded

· Finding the right people who could cope with emergencies, and not just urgent care (in case patients turned up with an emergency ‘inappropriately’) - succeeded











		Lessons Learnt



		· Whilst a lot of the paramedics have confidence at the outset, there is effort required for many to get them fully competent e.g. anatomy and physiology, MSK conditions, ophthalmology and ENT is limited, as is their knowledge of overall pathways – including, long term management of condition after initial treatment;

· With the newer paramedics, there is a real commitment from the individuals to learning and development – they enjoy training and flourish, and really benefit from support;

· They are great in emergencies!





		Evaluation – yes/no/planned



		No. 









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes – same Trust also employs paramedics within the local ED they run, so they undertake some rotational working between the ED and the MIU (this is a contractual expectation) – happens on a planned basis around the needs of both services.   



Experience of discussions around rotating with SWAST staff - each time there has been difficulty with conversations with SWAST as they said they would want to pull the staff back into the 999 services, if there were particular pressures.  Concern that if this happens, no-one to “pick up the pieces” in the MIU.  Would be happy though to consider rotational working if this risk was mitigated. 

 



		If yes, please provide details



		See above.  





		What do you think are the benefits and issues associated with rotational working?



		Benefits:

· Bringing in new experiences/knowledge from individuals;

· Supports multi-disciplinary working across the whole UEC system;

· Better pathway working when have better understanding of what happens in other parts of the system

Issues:

· Staff being pulled into another service when there are operational pressures;

· Needing to keep up competency in different settings, especially if away from the service e.g. for six months or more;

· People can sometimes get stuck in certain areas, e.g. where individuals decide they want to stay in the sector perceived to be more interesting/exciting;

· Concern about paramedics being developed and then a General Practice offering a higher band
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SEEKING OUT EXISTING PRACTICE - CASE STUDY APPENDIX 19



OVERVIEW



		Organisation Name and Contact Details of Key Person



		Nick Metcalfe – Manager

Tiverton Urgent Care Centre (UCC), run by SWAST – Tiverton, Devon

Direct Line 01884 235444 | Mobile 07966 849 609  

Email nick.metcalfe@swast.nhs.uk





		CCG



		NEW Devon CCG





		Practice List Size



		UCC open to any patients from anywhere





		Background



		Have used paramedics since 2014, since SWAST took over running Tiverton UCC.  Nick’s personal experience is the organisations he’s worked for have been using paramedics in roles additional to the traditional 999 role (e.g. Emergency Care Practitioners/Specialist Paramedics), since the mid 2000’s.  By 2014, paramedics being used in UCC/MIUs/WiCs was common practice, therefore was “the obvious thing to do” when SWAST took over running the UCC.



Only employ specialist paramedics, i.e. with at least 2 years post-qualification experience and also have had additional training e.g. advanced patient assessment/minor injury management/minor illness management/advanced pharmacology.  Can get this training via 6 months full-time at University.  If employing a specialist nurse, would also need this additional training.  



Specialist paramedics are well placed to treat urgent care patients.  Main exceptions = X-ray interpretation and undertaking plastering, although can be trained to do this (which they are in Tiverton).  



Also, have specialist nurses who can prescribe (same as ANPs).  Specialist paramedics and specialist nurses see all the same patients, although individuals do have their own areas of expertise.   





		Strategic Drivers



		· Demand has increased and it is not always possible to get specialist nursing staff;

· Paramedics well placed to deal with urgent cases.





		Key Objectives



		· Helps with a paramedic career pathway

· Helps to fill vacancies to establishment

· Wanted to offer a multi-disciplinary team approach





		Source of Funding



		Tiverton UCC is fully funded by NEW Devon CCG





		Communications with Staff and/or Patients



		Before SWAST took over the UCC, Northern Devon Healthcare were also using paramedics, but didn’t have one in Tiverton as they were fully established at the time.  

They say in all patient literature – patients will be seen by specialist nurse or specialist paramedic. Patients are happy with this – no complaints! 





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Descriptions?



		· 

Remit (from the Directory of Services) of what patients can and can’t be seen by the service - see … 



· 

Job description for specialist paramedic/nurse = see…











PATHWAY



		What type of patients are seen/scope of practice?



		All patients seen.

Age restrictions – expect all staff to assess everything, but under 5’s likely to be referred onto the GP.





		How do patients access the service?



		Walk-in – 111 – ambulance crews – own GP – Practice Nurses – Pharmacy – Acute Hospital (maternity and physio) – school nurses





		Time Spent Per Patient



		No specified slot times, but would expect to take about 20 minutes per patient.  GP’s average times are more like 10-15 minutes.





		What do they do when they see the patient?



		Full assessment/Diagnosis/Treatment etc





		Next steps following patient appointment/onward referral pathway and process



		Referral onwards as necessary or discharge with care plan.





		Support systems for clinician



		MiDoS, summary care record can view (with consent).  Can’t yet access full GP record (GPs can’t access either, unless one of their own patients).  IT system = Adastra.





		Appointments – are they virtual/Face-2-Face/mixture?



		All face-to-face 





		Access to diagnostics



		Urinalysis, INR, bladder scanner, X-ray, and all other point of care testing.  All on-site.  Need GP to interpret point of care testing results.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		All on-site at the UCC





		Dependencies/Integration/Place within the System



		[bookmark: _GoBack]As run by SWAST, strong links to the 999 service.  Also, good links with 111, and with Devon Drs OOHs.  Devon Drs have an OOH base co-located with the UCC.  Also, good links with local Practices (use GPs from two local Practices, and have own pool of bank GPs).





STAFFING



		Employment



		Employer = SWAST

0.91 WTE Specialist Paramedics (1 individual)

1.48 WTE Specialist nurses + 2.49 WTE Nurse Prescribers



Have a small bank of paramedics – 2 people.  One works at a local MIIU and another for Ambulance Area Response Team at SWAST.  





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Have 30 minutes to complete their management paperwork every morning (sitrep re previous day’s performance, workforce cover etc).  CPD as and when required.  





		Indemnity



		Held by SWAST.





		Training Needs



		· Refresh any skills as required (e.g. through audit, complaint etc)

· Management training

· Any new policy/procedure/new equipment as required



Keep up-to-date via staff meetings, own CPD obligation etc.  





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		All have clinical supervision with UCC manager, and sometimes undertake group supervision.  

Risk management through UCC manager, and reporting via Datex.  





		Line Management



		Professionally, clinically and managerially responsible to the UCC manager (who is a clinician).





		Banding



		Band 6.  Have lots of interested individuals keen to work in the UCC





		Costs



		Nothing additional to usual ‘on-costs’





		Prescribing



		Paramedics can’t prescribe, but can use PGDs, and also have access to other colleagues who can prescribe.  Nationally, paramedics about to be allowed to prescribe









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		In calculating how much capacity was required was combined with the specialist nursing.  

If starting from scratch now, he said he would employ 50/50 split between nursing and paramedics.  





		Activity



		16,400 patients per annum.  Average January 2018 about 42 patients a day; increased by about 2 patients a day in 4 years.





		Data Collection Methodology and IT access



		All inputted into Adastra.





		Access to patient records



		Only the Summary Care Record





		Information Governance



		Make sure all PGDs name specialist paramedics and specialist nurses to ensure compliance









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		No.  Paramedics already being used before SWAST took over the service delivery





		What was achieved through the work?



		· Helped with a paramedic career pathway

· Helped fill vacancies to establishment

· Offered a multi-disciplinary team approach



All objectives met.  Business case to include more GPs in the service is currently with the CCG.





		Lessons Learnt



		· Paramedics more than capable of working to the level of a specialist nurse

· Being able to prescribe will make them more employable

· Able to make independent decisions, possibly more so than some nurses

· Some changes to governance around PGDs required, but simple to add them.



Would strongly recommend using specialist paramedics in UCC settings.





		Evaluation – yes/no/planned



		Just regular performance reporting.









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes





		If yes, please provide details



		Yes – have already done a little with distant MIIUs.  Also, looking to rotate non-specialist paramedics to help their personal development (as supernumary) and help in getting a pipeline of employees.  Nick’s experience – a good deal of work for relatively little operational workforce gain (as have no issues fulling their posts).  





















		What do you think are the benefits and issues associated with rotational working?



		Benefits:

· Better understanding of different roles

· Better understanding of different parts of the urgent and emergency care system

· Exposure to wider range of specialisation and clinical practice

· Danger when paramedics not working in 999, may lose certain skills (e.g. dealing with cardiac arrests)



Issues:

· Arranging honorary contracts (including DBS checks), which can be time-consuming

· Mandatory training requirements may differ in different organisations and may need to repeat same training

· How to back-fill people when working elsewhere
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			Service Name			Template - UCC - Tiverton - Feb 2018


			 


			Symptom Groups (without Z Codes)


			Abdominal Pain, Pregnant, Over 20 Weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal Pain, Rectal Bleeding, Pregnant Over 20 Weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal or Flank Injury, Blunt, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal or Flank Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal or Flank Injury, Penetrating, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal or Flank Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Abdominal, Flank, Groin or Back Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Absent or Missed Period->PC full Primary Care assessment and prescribing capability			TRUE


			Acne, Spots and Pimples->PC assessment and management capability, minor condition			TRUE


			Acne, Spots and Pimples->PC full Primary Care assessment and prescribing capability			TRUE


			Alcohol Intoxication->PC full Primary Care assessment and prescribing capability			TRUE


			Allergic Reaction->PC assessment and management capability, minor condition			TRUE


			Allergic Reaction->PC full Primary Care assessment and prescribing capability			TRUE


			Ankle or Foot Injury, Blunt->ED full ED assessment and management capability			TRUE


			Ankle or Foot Injury, Blunt->ED unable to weightbear			TRUE


			Ankle or Foot Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Ankle or Foot Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Ankle or Foot Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Ankle or Foot Pain or Swelling->ED full ED assessment and management capability			TRUE


			Ankle or Foot Pain or Swelling->PC Possible DVT			TRUE


			Ankle or Foot Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Arm Injury, Blunt->ED full ED assessment and management capability			TRUE


			Arm Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Arm Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Arm Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Arm, Pain or Swelling->ED full ED assessment and management capability			TRUE


			Arm, Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Athlete's Foot->PC assessment and management capability, minor condition			TRUE


			Athlete's Foot->PC full Primary Care assessment and prescribing capability			TRUE


			Behaviour Change->PC agitation			TRUE


			Behaviour Change->PC anxiety/panic			TRUE


			Behaviour Change->PC bereavement			TRUE


			Behaviour Change->PC depressed mood			TRUE


			Behaviour Change->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Behaviour Change->PC full Primary Care assessment and prescribing capability			TRUE


			Behaviour Change->PC postnatal mental health problem			TRUE


			Behaviour Change->PC relationship breakdown			TRUE


			Bites or Stings, Insect or Spider->ED full ED assessment and management capability			TRUE


			Bites or Stings, Insect or Spider->ED tick, removal required			TRUE


			Bites or Stings, Insect or Spider->PC full Primary Care assessment and prescribing capability			TRUE


			Bites or Stings, Insect or Spider->PC minor injury			TRUE


			Bites or Stings, Insect or Spider->PC tick removal and bite management			TRUE


			Bites, Animal->ED full ED assessment and management capability			TRUE


			Bites, Animal->PC full Primary Care assessment and prescribing capability			TRUE


			Bites, Animal->PC minor injury			TRUE


			Bites, Human->ED full ED assessment and management capability			TRUE


			Bites, Human->PC full Primary Care assessment and prescribing capability			TRUE


			Blisters->PC full Primary Care assessment and prescribing capability			TRUE


			Blisters->PC sexually transmitted infection			TRUE


			Blood in Urine->PC full Primary Care assessment and prescribing capability			TRUE


			Blood in Urine->PC urinary catheter management capability			TRUE


			Blood in Urine->PC urinary catheter problem AND fever			TRUE


			Breast Discharge, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Discharge->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Lump, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Lump->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Pain, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Breast Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Breastfeeding Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Breathing Problems, Breathlessness or Wheeze, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Breathing Problems, Breathlessness or Wheeze->PC full Primary Care assessment and prescribing capability			TRUE


			Breathing Problems, Breathlessness or Wheeze->PC skin, yellow			TRUE


			Breathing Problems, Breathlessness or Wheeze->PC viral haemorrhagic fever			TRUE


			Bringing Up Blood->PC full Primary Care assessment and prescribing capability			TRUE


			Burn, Chemical->ED full ED assessment and management capability			TRUE


			Burn, Chemical->PC full Primary Care assessment and prescribing capability			TRUE


			Burn, Thermal->ED full ED assessment and management capability			TRUE


			Burn, Thermal->PC full Primary Care assessment and prescribing capability			TRUE


			Chest and Upper Back Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Chest or Upper Back Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Chest or Upper Back Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Child Safeguard/Protection or Vulnerable Adult Concern->PC full Primary Care assessment and prescribing capability			TRUE


			Cold or Flu, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Cold or Flu->PC full Primary Care assessment and prescribing capability			TRUE


			Constipation, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Constipation->PC full Primary Care assessment and prescribing capability			TRUE


			Cough, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Cough->PC full Primary Care assessment and prescribing capability			TRUE


			Cough->PC skin, yellow			TRUE


			Coughing up Blood->PC full Primary Care assessment and prescribing capability			TRUE


			Declared Seizure Warning->PC full Primary Care assessment and prescribing capability			TRUE


			Deliberate Self-Harm->PC full Primary Care assessment and prescribing capability			TRUE


			Dental Bleeding->PC full Primary Care assessment and prescribing capability			TRUE


			Diabetes, Blood Sugar Problem->PC full Primary Care assessment and prescribing capability			TRUE


			Diabetes, Blood Sugar Problem->PC insulin pump management capability			TRUE


			Diarrhoea and Vomiting->PC full Primary Care assessment and prescribing capability			TRUE


			Diarrhoea and Vomiting->PC full Primary Care assessment and prescribing capability - blood in motion			TRUE


			Diarrhoea or Vomiting, Pregnant, Over 20 Weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Diarrhoea->PC full Primary Care assessment and prescribing capability			TRUE


			Diarrhoea->PC full Primary Care assessment and prescribing capability - blood in motion			TRUE


			Difficulty Passing Urine->PC full Primary Care assessment and prescribing capability			TRUE


			Difficulty Swallowing->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Difficulty Swallowing->PC full Primary Care assessment and prescribing capability			TRUE


			Dizziness or Vertigo Pregnant->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Dizziness or Vertigo Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Dizziness or Vertigo->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Dizziness or Vertigo->PC full Primary Care assessment and prescribing capability			TRUE


			Drowsiness->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Drowsiness->PC full Primary Care assessment and prescribing capability			TRUE


			Drug, solvent, alcohol misuse->PC Alcohol Drug Withdrawal			TRUE


			Drug, solvent, alcohol misuse->PC alcohol misuse			TRUE


			Drug, solvent, alcohol misuse->PC full Primary Care assessment and prescribing capability			TRUE


			Ear Discharge or Ear Wax->ED foreign body, removal required			TRUE


			Ear Discharge or Ear Wax->PC assessment and management capability, minor condition			TRUE


			Ear Discharge or Ear Wax->PC full Primary Care assessment and prescribing capability			TRUE


			Earache->ED foreign body, removal required			TRUE


			Earache->ED full ED assessment and management capability			TRUE


			Earache->PC assessment and management capability, minor condition			TRUE


			Earache->PC full Primary Care assessment and prescribing capability			TRUE


			Easy or Unexplained Bruising->PC full Primary Care assessment and prescribing capability			TRUE


			Electrical Injury->ED electric shock, domestic or lesser supply			TRUE


			External Fixation Problems->PC full Primary Care assessment and prescribing capability			TRUE


			External Fixation Problems->PC management of dressings			TRUE


			Eye Injury, Blunt->ED full ED assessment and management capability			TRUE


			Eye Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Eye Splash Injury or Minor Foreign Body->PC full Primary Care assessment and prescribing capability			TRUE


			Eye splash injury, chemical->PC full Primary Care assessment and prescribing capability			TRUE


			Eye, Painful->PC assessment and management capability, minor condition			TRUE


			Eye, Painful->PC full Primary Care assessment and prescribing capability			TRUE


			Eye, Red or Irritable->PC full Primary Care assessment and prescribing capability			TRUE


			Eye, Sticky or Watery->PC full Primary Care assessment and prescribing capability			TRUE


			Eye, Visual Loss or Disturbance->PC assessment and management capability, minor condition			TRUE


			Eye, Visual Loss or Disturbance->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Eye, Visual Loss or Disturbance->PC full Primary Care assessment and prescribing capability			TRUE


			Eye, Yellow->PC full Primary Care assessment and prescribing capability			TRUE


			Eyelid Problems->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Eyelid Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Face, Neck Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Faecal Incontinence->PC full Primary Care assessment and prescribing capability			TRUE


			Failed Contraception->PC Failed Contraception over 72 hours			TRUE


			Failed Contraception->PC failed contraception			TRUE


			Failed Contraception->PC failed contraception and retained foreign body			TRUE


			Failed Contraception->PC full Primary Care assessment and prescribing capability			TRUE


			Failed Contraception->PC retained tampon, condom or cap			TRUE


			Failed Contraception->PC sexually transmitted infection			TRUE


			Falls Without Injury->PC full Primary Care assessment and prescribing capability			TRUE


			Falls or Faints Without Injury, Pregnant->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Falls or Faints Without Injury, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Falls or Faints Without Injury->PC anxiety/panic			TRUE


			Falls or Faints Without Injury->PC depressed mood			TRUE


			Falls or Faints Without Injury->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Falls or Faints Without Injury->PC full Primary Care assessment and prescribing capability			TRUE


			Fever->PC full Primary Care assessment and prescribing capability			TRUE


			Fever->PC skin, yellow			TRUE


			Finger or Thumb Injury, Blunt->ED constricting object, removal required			TRUE


			Finger or Thumb Injury, Blunt->ED full ED assessment and management capability			TRUE


			Finger or Thumb Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Finger or Thumb Injury, Blunt->PC minor injury			TRUE


			Finger or Thumb Injury, Penetrating->ED constricting object, removal required			TRUE


			Finger or Thumb Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Finger or Thumb Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Fits Within the Last 12 Hours->PC full Primary Care assessment and prescribing capability			TRUE


			Flank or Side Pain, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Flank or Side Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Ear->ED foreign body, removal required			TRUE


			Foreign Body, Ear->ED full ED assessment and management capability			TRUE


			Foreign Body, Ear->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Ingested or Inhaled->ED full ED assessment and management capability			TRUE


			Foreign Body, Ingested or Inhaled->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Nose->ED foreign body, removal required			TRUE


			Foreign Body, Nose->ED full ED assessment and management capability			TRUE


			Foreign Body, Nose->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Penis->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Rectum->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Vaginal->PC full Primary Care assessment and prescribing capability			TRUE


			Foreign Body, Vaginal->PC retained tampon, condom or cap			TRUE


			Frequent Caller->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Injury, Blunt, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Injury, Blunt->ED foreign body, vagina			TRUE


			Genital Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Injury, Penetrating, Pregnant, Over 20 weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Genital Problems->PC genital herpes, recurrent			TRUE


			Genital Problems->PC sexually transmitted infection			TRUE


			Genital Problems->PC urinary catheter management capability			TRUE


			Genital Problems->PC urinary catheter problem AND fever			TRUE


			Genital Problems->PC urinary retention			TRUE


			Groin Pain or Groin Swelling, Pregnant, Under 20 Weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Groin Pain or Groin Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Groin Pain or Swelling, Pregnant, Over 20 Weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Hair loss->PC assessment and management capability, minor condition			TRUE


			Hair loss->PC full Primary Care assessment and prescribing capability			TRUE


			Hand or Wrist Injury, Blunt->ED full ED assessment and management capability			TRUE


			Hand or Wrist Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Hand or Wrist Injury, Penetrating->ED constricting object, removal required			TRUE


			Hand or Wrist Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Hand or Wrist Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Head Lice->PC assessment and management capability, minor condition			TRUE


			Head Lice->PC full Primary Care assessment and prescribing capability			TRUE


			Head, Facial or Neck Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Head, Facial or Neck Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Headache, Pregnant->PC anxiety/panic			TRUE


			Headache, Pregnant->PC depressed mood			TRUE


			Headache, Pregnant->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Headache, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Headache, Pregnant->PC full obstetric assessment and management capability			TRUE


			Headache->PC anxiety/panic			TRUE


			Headache->PC depressed mood			TRUE


			Headache->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Headache->PC full Primary Care assessment and prescribing capability			TRUE


			Headache->PC full obstetric assessment and management capability			TRUE


			Health and Social Information->PC failed contraception			TRUE


			Hearing Problems or Blocked Ear->ED foreign body, removal required			TRUE


			Hearing Problems or Blocked Ear->PC assessment and management capability, minor condition			TRUE


			Hearing Problems or Blocked Ear->PC full Primary Care assessment and prescribing capability			TRUE


			Heat Exposure->PC full Primary Care assessment and prescribing capability			TRUE


			Hiccups->PC full Primary Care assessment and prescribing capability			TRUE


			Hip, Thigh or Buttock Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Implantable Cardioverter Defibrillator Shock->PC ICD activation			TRUE


			Itch->PC assessment and management capability, minor condition			TRUE


			Itch->PC full Primary Care assessment and prescribing capability			TRUE


			Itch->PC genital herpes, recurrent			TRUE


			Itch->PC sexually transmitted infection			TRUE


			Knee or Lower Leg Pain or Swelling->PC Possible DVT			TRUE


			Knee or Lower Leg Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Labour and Childbirth->PC full Primary Care assessment and prescribing capability			TRUE


			Leg Injury, Blunt->ED full ED assessment and management capability			TRUE


			Leg Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Leg Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Leg Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Limb, cold or colour change->PC assessment and management capability, minor condition			TRUE


			Limb, cold or colour change->PC full Primary Care assessment and prescribing capability			TRUE


			Locked Jaw->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Injury, Blunt, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Injury, Blunt->ED full ED assessment and management capability			TRUE


			Lower Back Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Injury, Penetrating, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Pain, Pregnant, Over 20 weeks->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Back Pain->ED full ED assessment and management capability			TRUE


			Lower Back Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Lower Limb Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Mental Health Problem->ED suicidal, no means nor plan			TRUE


			Mental Health Problem->PC anxiety/panic			TRUE


			Mental Health Problem->PC bereavement			TRUE


			Mental Health Problem->PC depressed mood			TRUE


			Mental Health Problem->PC full mental health assessment capability			TRUE


			Mental Health Problem->PC post-traumatic stress			TRUE


			Mental Health Problem->PC postnatal mental health problem			TRUE


			Mental Health Problem->PC relationship breakdown			TRUE


			Mouth Ulcers->PC assessment and management capability, minor condition			TRUE


			Mouth Ulcers->PC full Primary Care assessment and prescribing capability			TRUE


			NHS Pathways in House Clinician->ED full ED assessment and management capability			TRUE


			NHS Pathways in House Clinician->PC full Primary Care assessment and prescribing capability			TRUE


			Nail Injury->ED full ED assessment and management capability			TRUE


			Nail Injury->ED nail avulsion			TRUE


			Nail Injury->ED subungual haematoma			TRUE


			Nail Injury->PC full Primary Care assessment and prescribing capability			TRUE


			Nail Injury->PC local infection			TRUE


			Nail Injury->PC minor injury			TRUE


			Nasal Congestion->ED foreign body, removal required			TRUE


			Nasal Congestion->PC assessment and management capability, minor condition			TRUE


			Nasal Congestion->PC full Primary Care assessment and prescribing capability			TRUE


			Nasal Congestion->PC skin, yellow			TRUE


			Nasal Congestion->PC viral haemorrhagic fever			TRUE


			Non-trauma Emergency->PC full Primary Care assessment and prescribing capability			TRUE


			Nosebleeds without injury->ED foreign body, removal required			TRUE


			Nosebleeds without injury->PC full Primary Care assessment and prescribing capability			TRUE


			Nosebleeds, Traumatic->PC full Primary Care assessment and prescribing capability			TRUE


			Numbness or Pins and Needles->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Numbness or Pins and Needles->PC full Primary Care assessment and prescribing capability			TRUE


			Other Dental Problems - Fillings, Crowns Bridges, Appliances etc->PC full Primary Care assessment and prescribing capability			TRUE


			Pain and/or Frequency Passing Urine->PC assessment and management capability, minor condition			TRUE


			Pain and/or Frequency Passing Urine->PC full Primary Care assessment and prescribing capability			TRUE


			Pain and/or Frequency Passing Urine->PC sexually transmitted infection			TRUE


			Pain, Frequency and/or Difficulty Passing Urine->PC full Primary Care assessment and prescribing capability			TRUE


			Palpitations, Pregnant->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Palpitations, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Palpitations->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Palpitations->PC full Primary Care assessment and prescribing capability			TRUE


			Predetermined Management Plan->PC full Primary Care assessment and prescribing capability			TRUE


			Probable Stroke->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Probable Stroke->PC full Primary Care assessment and prescribing capability			TRUE


			Pubic Lice->PC sexually transmitted infection			TRUE


			Rectal Bleeding->PC full Primary Care assessment and prescribing capability			TRUE


			Rectal Pain, Swelling, Lump or Itch->PC assessment and management capability, minor condition			TRUE


			Rectal Pain, Swelling, Lump or Itch->PC full Primary Care assessment and prescribing capability			TRUE


			Reduced Fetal Movements->PC full Primary Care assessment and prescribing capability			TRUE


			Scabies->PC assessment and management capability, minor condition			TRUE


			Scratches and Grazes->ED full ED assessment and management capability			TRUE


			Scratches and Grazes->ED wound, contaminated			TRUE


			Scratches and Grazes->PC full Primary Care assessment and prescribing capability			TRUE


			Sexual Problems or Concerns->ED foreign body, removal required			TRUE


			Sexual Problems or Concerns->PC contraception issue			TRUE


			Sexual Problems or Concerns->PC full Primary Care assessment and prescribing capability			TRUE


			Sexual Problems or Concerns->PC genital herpes, recurrent			TRUE


			Sexual Problems or Concerns->PC intrauterine coil displaced and or removal required			TRUE


			Sexual Problems or Concerns->PC retained tampon, condom or cap			TRUE


			Sexual Problems or Concerns->PC sexual identity/activity issue			TRUE


			Sexual Problems or Concerns->PC sexually transmitted infection			TRUE


			Sexual Problems or Concerns->PC stress incontinence			TRUE


			Sexual Problems or Concerns->PC support pessary displaced and or removal required			TRUE


			Sexual Problems or Concerns->PC support pessary, insertion or removal capability			TRUE


			Shoulder Pain->ED full ED assessment and management capability			TRUE


			Shoulder Pain->PC full Primary Care assessment and prescribing capability			TRUE


			Sinusitis->ED foreign body, removal required			TRUE


			Sinusitis->PC full Primary Care assessment and prescribing capability			TRUE


			Skin Lumps->PC full Primary Care assessment and prescribing capability			TRUE


			Skin, Glued->ED full ED assessment and management capability			TRUE


			Skin, Glued->PC full Primary Care assessment and prescribing capability			TRUE


			Skin, Minor Foreign Body->ED foreign body, skin, small			TRUE


			Skin, Minor Foreign Body->ED full ED assessment and management capability			TRUE


			Skin, Minor Foreign Body->PC full Primary Care assessment and prescribing capability			TRUE


			Skin, Rash->ED full ED assessment and management capability			TRUE


			Skin, Rash->PC full Primary Care assessment and prescribing capability			TRUE


			Skin, Rash->PC genital herpes, recurrent			TRUE


			Skin, Rash->PC sexually transmitted infection			TRUE


			Skin, Yellow->PC full Primary Care assessment and prescribing capability			TRUE


			Sleep Difficulties->PC anxiety/panic			TRUE


			Sleep Difficulties->PC depressed mood			TRUE


			Sleep Difficulties->PC full Primary Care assessment and prescribing capability			TRUE


			Social or Domestic Emergency->PC full Primary Care assessment and prescribing capability			TRUE


			Sore Throat and Hoarse Voice->ED full ED assessment and management capability			TRUE


			Sore Throat and Hoarse Voice->PC full Primary Care assessment and prescribing capability			TRUE


			Stings, Water Creature->ED Weever Fish, Sea Urchin			TRUE


			Stings, Water Creature->ED full ED assessment and management capability			TRUE


			Stings, Water Creature->PC full Primary Care assessment and prescribing capability			TRUE


			Stoma Problems->PC Stoma Management			TRUE


			Stoma Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Stroke Like Symptoms->PC full Primary Care assessment and prescribing capability			TRUE


			Sunburn->ED full ED assessment and management capability			TRUE


			Sunburn->PC full Primary Care assessment and prescribing capability			TRUE


			Symptoms without specific Pathway->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Symptoms without specific Pathway->PC full Primary Care assessment and prescribing capability			TRUE


			Tattoos, Birthmarks or Moles->PC assessment and management capability, minor condition			TRUE


			Tattoos, Birthmarks or Moles->PC full Primary Care assessment and prescribing capability			TRUE


			Teething->PC full Primary Care assessment and prescribing capability			TRUE


			Tiredness (Fatigue), Pregnant->PC anxiety/panic			TRUE


			Tiredness (Fatigue), Pregnant->PC depressed mood			TRUE


			Tiredness (Fatigue), Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Tiredness (Fatigue)->PC anxiety/panic			TRUE


			Tiredness (Fatigue)->PC depressed mood			TRUE


			Tiredness (Fatigue)->PC full Primary Care assessment and prescribing capability			TRUE


			Toe Injury, Blunt->ALL assault, sexual			TRUE


			Toe Injury, Blunt->ED constricting object, removal required			TRUE


			Toe Injury, Blunt->ED full ED assessment and management capability			TRUE


			Toe Injury, Blunt->ED subungual haematoma			TRUE


			Toe Injury, Blunt->PC full Primary Care assessment and prescribing capability			TRUE


			Toe Injury, Blunt->PC minor injury			TRUE


			Toe Injury, Penetrating->ED full ED assessment and management capability			TRUE


			Toe Injury, Penetrating->PC full Primary Care assessment and prescribing capability			TRUE


			Toe Pain or Swelling->ED constricting object, removal required			TRUE


			Toe Pain or Swelling->PC assessment and management capability, minor condition			TRUE


			Toe Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Toothache After Dental Injury->PC full Primary Care assessment and prescribing capability			TRUE


			Toothache Without Dental Injury->PC full Primary Care assessment and prescribing capability			TRUE


			Toxic Ingestion/Inhalation/Overdose->PC full Primary Care assessment and prescribing capability			TRUE


			Tremor->PC Alcohol Drug Withdrawal			TRUE


			Tremor->PC full Primary Care assessment and prescribing capability			TRUE


			Tube and Drain Problems->PC central venous line management capability			TRUE


			Tube and Drain Problems->PC drain management capability			TRUE


			Tube and Drain Problems->PC enteral feeding tube management capability			TRUE


			Tube and Drain Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Tube and Drain Problems->PC management of dressings			TRUE


			Unwell, Under 1 Year Old->PC full Primary Care assessment and prescribing capability			TRUE


			Urinary catheter Problems->ED full ED assessment and management capability			TRUE


			Urinary catheter Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Urinary catheter Problems->PC urinary catheter management capability			TRUE


			Urinary catheter Problems->PC urinary catheter problem AND fever			TRUE


			Vaginal Bleeding, Pregnant->PC full Primary Care assessment and prescribing capability			TRUE


			Vaginal Bleeding->ED foreign body, vagina			TRUE


			Vaginal Bleeding->PC full Primary Care assessment and prescribing capability			TRUE


			Vaginal Discharge->ED foreign body, vagina			TRUE


			Vaginal Discharge->PC assessment and management capability, minor condition			TRUE


			Vaginal Discharge->PC full Primary Care assessment and prescribing capability			TRUE


			Vaginal Discharge->PC sexually transmitted infection			TRUE


			Vaginal Itch or Soreness->ED foreign body, vagina			TRUE


			Vaginal Itch or Soreness->PC assessment and management capability, minor condition			TRUE


			Vaginal Itch or Soreness->PC full Primary Care assessment and prescribing capability			TRUE


			Vaginal Itch or Soreness->PC genital herpes, recurrent			TRUE


			Vaginal Itch or Soreness->PC retained tampon, condom or cap			TRUE


			Vaginal Itch or Soreness->PC sexually transmitted infection			TRUE


			Vaginal Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			Vomiting Blood->PC full Primary Care assessment and prescribing capability			TRUE


			Vomiting->PC full Primary Care TIA assessment and prescribing capability			TRUE


			Vomiting->PC full Primary Care assessment and prescribing capability			TRUE


			Worsening known Mental health problem->PC full Primary Care assessment and prescribing capability			TRUE


			Worsening known Mental health problem->PC self-harm			TRUE


			Wound Problems->ED full ED assessment and management capability			TRUE


			Wound Problems->PC full Primary Care assessment and prescribing capability			TRUE


			Wound Problems->PC management of dressings			TRUE


			Wrist, Hand or Finger Pain or Swelling->ED constricting object, removal required			TRUE


			Wrist, Hand or Finger Pain or Swelling->PC assessment and management capability, minor condition			TRUE


			Wrist, Hand or Finger Pain or Swelling->PC full Primary Care assessment and prescribing capability			TRUE


			 


			Z Code Symptom Groups


			z2.0 - Accident or Emergency->Animal Bite Wound			TRUE


			z2.0 - Accident or Emergency->Assault			TRUE


			z2.0 - Accident or Emergency->Closure By Suture			TRUE


			z2.0 - Accident or Emergency->Foreign Body - Ear, Nose Removal Required			TRUE


			z2.0 - Accident or Emergency->Foreign Body - Ingested, Inhaled			TRUE


			z2.0 - Accident or Emergency->Human Bite - Wound			TRUE


			z2.0 - Accident or Emergency->Hypoglycaemia Management			TRUE


			z2.0 - Accident or Emergency->Laceration Of Skin			TRUE


			z2.0 - Accident or Emergency->Local Infection Of Wound			TRUE


			z2.0 - Accident or Emergency->Minor Head Injury			TRUE


			z2.0 - Accident or Emergency->Muscle Strain			TRUE


			z2.0 - Accident or Emergency->Soft Tissue Injury 			TRUE


			z2.0 - Accident or Emergency->Splinter Foreign Body			TRUE


			z2.0 - Accident or Emergency->Sprain			TRUE


			z2.0 - Accident or Emergency->Suture Of Skin Wound			TRUE


			z2.0 - Accident or Emergency->Wound Care			TRUE


			z2.0 - Cardiology->Blood Pressure Taking			TRUE


			z2.0 - Cardiology->Leg Ulcer			TRUE


			z2.0 - Cardiology->Oedema 			TRUE


			z2.0 - Cardiology->Palpitations 			TRUE


			z2.0 - Cardiology->Standard ECG			TRUE


			z2.0 - Colorectal->Haemorrhoids			TRUE


			z2.0 - Colorectal->Haemorrhoids 			TRUE


			z2.0 - Colorectal->Perianal Abscess 			TRUE


			z2.0 - Dermatology->Cellulitis  			TRUE


			z2.0 - Dermatology->Eczema			TRUE


			z2.0 - Dermatology->Furuncle			TRUE


			z2.0 - Dermatology->Impetigo 			TRUE


			z2.0 - Dermatology->Rash			TRUE


			z2.0 - Diagnostics-Bloods->Blood Test			TRUE


			z2.0 - Diagnostics-Bloods->Glucose Measurement, Blood			TRUE


			z2.0 - Diagnostics-Urinalysis->Evaluation Of Urine Specimen			TRUE


			z2.0 - Diagnostics-Urinalysis->Standard Pregnancy Test			TRUE


			z2.0 - ENT->Ear Infection			TRUE


			z2.0 - ENT->Epistaxis 			TRUE


			z2.0 - ENT->Injury Of Nose			TRUE


			z2.0 - ENT->Nasal Sinus Problem			TRUE


			z2.0 - ENT->Sore throat			TRUE


			z2.0 - ENT->Tinnitus			TRUE


			z2.0 - ENT->Tonsillitis 			TRUE


			z2.0 - ENT->Vertigo 			TRUE


			z2.0 - Gastroenterology->Abdominal Pain			TRUE


			z2.0 - Gastroenterology->Constipation  			TRUE


			z2.0 - Gastroenterology->Diarrhoea 			TRUE


			z2.0 - Gastroenterology->Diarrhoea And Vomiting			TRUE


			z2.0 - Gastroenterology->Food Poisoning  			TRUE


			z2.0 - Gastroenterology->Gastritis  			TRUE


			z2.0 - Gastroenterology->Gastroenteritis  			TRUE


			z2.0 - Gastroenterology->Indigestion   			TRUE


			z2.0 - Gastroenterology->Malnutrition			TRUE


			z2.0 - Gastroenterology->Peptic Ulcer 			TRUE


			z2.0 - General Medicine->Adverse Reaction To Drug			TRUE


			z2.0 - General Medicine->General Health Deterioration			TRUE


			z2.0 - General Medicine->General Weakness			TRUE


			z2.0 - General Medicine->Generally Unwell  			TRUE


			z2.0 - General Medicine->Itching Of Skin			TRUE


			z2.0 - General Medicine->Malaise  			TRUE


			z2.0 - General Medicine->Medical Practitioner			TRUE


			z2.0 - General Medicine->Musculoskeletal Immobility			TRUE


			z2.0 - General Medicine->Nausea  			TRUE


			z2.0 - General Medicine->Non-Cardiac Chest Pain			TRUE


			z2.0 - General Medicine->Primary Care Practitioner (PCP)			TRUE


			z2.0 - General Medicine->Urgent Care Centre			TRUE


			z2.0 - General Medicine->Vomiting 			TRUE


			z2.0 - General Surgery->Abscess Of Skin And/Or Subcutaneous Tissue			TRUE


			z2.0 - General Surgery->Cyst Of Skin			TRUE


			z2.0 - General Surgery->Haematoma			TRUE


			z2.0 - General Surgery->Wound Infection			TRUE


			z2.0 - Haematology->Easy Bruising			TRUE


			z2.0 - Immunology->Drug Allergy 			TRUE


			z2.0 - Infectious Diseases->Candidiasis Of Mouth			TRUE


			z2.0 - Infectious Diseases->Candidiasis Of Urogenital Site			TRUE


			z2.0 - Infectious Diseases->Genital Herpes Simplex			TRUE


			z2.0 - Infectious Diseases->Herpes Zoster			TRUE


			z2.0 - Infectious Diseases->Infection Of Skin And/Or Subcutaneous Tissue			TRUE


			z2.0 - Infectious Diseases->Influenza 			TRUE


			z2.0 - Infectious Diseases->Influenza-Like Illness			TRUE


			z2.0 - Infectious Diseases->Insect Sting			TRUE


			z2.0 - Infectious Diseases->Measles 			TRUE


			z2.0 - Infectious Diseases->Mumps 			TRUE


			z2.0 - Infectious Diseases->Pyrexia Of Unknown Origin			TRUE


			z2.0 - Infectious Diseases->Scabies			TRUE


			z2.0 - Infectious Diseases->Varicella			TRUE


			z2.0 - Infectious Diseases->Viral Disease			TRUE


			z2.0 - Infectious Diseases->Viral Gastritis 			TRUE


			z2.0 - Infectious Diseases->Weil's Disease 			TRUE


			z2.0 - Mental Health-Psychiatry->Anxiety			TRUE


			z2.0 - Mental Health-Psychiatry->Self-Harm			TRUE


			z2.0 - Neurology->Bell's Palsy 			TRUE


			z2.0 - Neurology->Blackout			TRUE


			z2.0 - Neurology->Dizziness  			TRUE


			z2.0 - Neurology->Epilepsy  			TRUE


			z2.0 - Neurology->Headache 			TRUE


			z2.0 - Neurology->Migraine  			TRUE


			z2.0 - Nursing-Primary Care->Administration Of Medication			TRUE


			z2.0 - Nursing-Primary Care->Dressing Of Wound			TRUE


			z2.0 - Nursing-Primary Care->Instilling Eye Drops			TRUE


			z2.0 - Nursing-Primary Care->Registered Nurse			TRUE


			z2.0 - Nursing-Specialist->Emergency Nurse Practitioner (ENP)			TRUE


			z2.0 - Nursing-Specialist->Nurse Practitioner 			TRUE


			z2.0 - Obstetrics and Gynaecology->Dysmenorrhea			TRUE


			z2.0 - Obstetrics and Gynaecology->Emergency Contraception			TRUE


			z2.0 - Obstetrics and Gynaecology->Retained Tampon			TRUE


			z2.0 - Obstetrics and Gynaecology->Stomach Ache			TRUE


			z2.0 - Ophthalmology->Conjunctivitis 			TRUE


			z2.0 - Ophthalmology->Contact Lens Removal 			TRUE


			z2.0 - Ophthalmology->Corneal Abrasion 			TRUE


			z2.0 - Ophthalmology->Injury Of Eye Region			TRUE


			z2.0 - Ophthalmology->Ophthalmic Examination And Evaluation			TRUE


			z2.0 - Ophthalmology->Red Eye 			TRUE


			z2.0 - Orthopaedic->Bursitis 			TRUE


			z2.0 - Orthopaedic->Dislocation Of Thumb			TRUE


			z2.0 - Orthopaedic->Elbow Fracture			TRUE


			z2.0 - Orthopaedic->Fracture Dislocation Of Joint			TRUE


			z2.0 - Orthopaedic->Fracture Of Ankle			TRUE


			z2.0 - Orthopaedic->Fracture Of Carpal Bone			TRUE


			z2.0 - Orthopaedic->Fracture Of Clavicle			TRUE


			z2.0 - Orthopaedic->Fracture Of Foot			TRUE


			z2.0 - Orthopaedic->Fracture Of Humerus			TRUE


			z2.0 - Orthopaedic->Fracture Of Metacarpal Bone			TRUE


			z2.0 - Orthopaedic->Fracture Of One Or More Phalanges Of Foot Nos			TRUE


			z2.0 - Orthopaedic->Fracture Of Patella			TRUE


			z2.0 - Orthopaedic->Fracture Of Phalanx Of Finger			TRUE


			z2.0 - Orthopaedic->Fracture Of Pubic Rami			TRUE


			z2.0 - Orthopaedic->Fracture Of Radius			TRUE


			z2.0 - Orthopaedic->Fracture Of Rib			TRUE


			z2.0 - Orthopaedic->Fracture Of Scapula			TRUE


			z2.0 - Orthopaedic->Fracture Of Tarsal Bone			TRUE


			z2.0 - Orthopaedic->Fracture Of Tibia			TRUE


			z2.0 - Orthopaedic->Fracture Of Ulna			TRUE


			z2.0 - Orthopaedic->Fracture Of Upper Limb			TRUE


			z2.0 - Orthopaedic->Fracture Of Wrist			TRUE


			z2.0 - Orthopaedic->Haematoma			TRUE


			z2.0 - Orthopaedic->Injury Of Ankle			TRUE


			z2.0 - Orthopaedic->Injury Of Hand			TRUE


			z2.0 - Orthopaedic->Injury Of Knee			TRUE


			z2.0 - Orthopaedic->Injury Of Neck			TRUE


			z2.0 - Orthopaedic->Injury Of Shoulder Region			TRUE


			z2.0 - Orthopaedic->Injury Of Upper Limb			TRUE


			z2.0 - Orthopaedic->Injury Whilst Engaged In Sports Activity			TRUE


			z2.0 - Orthopaedic->Low Back Pain			TRUE


			z2.0 - Orthopaedic->Metatarsal Bone Fracture			TRUE


			z2.0 - Orthopaedic->Rupture Of Achilles Tendon			TRUE


			z2.0 - Orthopaedic->Sciatica			TRUE


			z2.0 - Orthopaedic->Septic Arthritis			TRUE


			z2.0 - Orthopaedic->Shoulder Pain			TRUE


			z2.0 - Orthopaedic->Simple fractures			TRUE


			z2.0 - Orthopaedic->Tear Of Meniscus Of Knee 			TRUE


			z2.0 - Orthopaedic->Whiplash Injury To Neck			TRUE


			z2.0 - Paediatrics->Crying Infant			TRUE


			z2.0 - Paediatrics->Nose, throat and mouth problem			TRUE


			z2.0 - Paediatrics->Varicella (paediatrics)			TRUE


			z2.0 - Paediatrics->childhood atopic dermatitis			TRUE


			z2.0 - Plastics and Burns->Burns Management			TRUE


			z2.0 - Plastics and Burns->Erythema			TRUE


			z2.0 - Plastics and Burns->First Degree Burn Injury			TRUE


			z2.0 - Practitioner-Foot Care->Verruca Plantaris			TRUE


			z2.0 - Renal Medicine->Cystitis			TRUE


			z2.0 - Renal Medicine->Infectious Disorder Of Kidney			TRUE


			z2.0 - Renal Medicine->Urinary Tract Infection			TRUE


			z2.0 - Respiratory->Chest Infection Nos 			TRUE


			z2.0 - Respiratory->Copd - Chronic Obstructive Pulmonary Disease			TRUE


			z2.0 - Respiratory->Cough			TRUE


			z2.0 - Respiratory->Pleurisy 			TRUE


			z2.0 - Respiratory->Pleuritic Pain			TRUE


			z2.0 - Respiratory->Pulse Oximetry			TRUE


			z2.0 - Respiratory->Wheezing 			TRUE


			z2.0 - Rheumatology->Backache			TRUE


			z2.0 - Rheumatology->Gout  			TRUE


			z2.0 - Rheumatology->Hip Pain 			TRUE


			z2.0 - Rheumatology->Low Back Pain 			TRUE


			z2.0 - Rheumatology->Neck Pain			TRUE


			z2.0 - Rheumatology->Shoulder Pain 			TRUE


			z2.0 - Rheumatology->Thoracic Back Pain			TRUE


			z2.0 - Service Types->UCC			TRUE


			z2.0 - Trauma->Minor Injuries Unit (MIU)			TRUE


			z2.0 - Urology->Loin Pain			TRUE


			 


			Dispositions


			DXNULL:Available for Z Code			TRUE


			DX02:Attend Emergency Treatment Centre within 1 hour			TRUE


			DX03:Attend Emergency Treatment Centre within 4 hours			TRUE


			DX05:To contact a Primary Care Service within 2 hours			TRUE


			DX06:To contact a Primary Care Service within 6 hours			TRUE


			DX07:To contact a Primary Care Service within 12 hours			TRUE


			DX08:To contact a Primary Care Service within 24 hours			TRUE


			DX11:Speak to a Primary Care Service within 1 hour			TRUE


			DX12:Speak to a Primary Care Service within 2 hours			TRUE


			DX13:Speak to a Primary Care Service within 6 hours			TRUE


			DX14:Speak to a Primary Care Service within 12 hours			TRUE


			DX15:Speak to a Primary Care Service within 24 hours			TRUE


			DX45:Service Location Information			TRUE


			DX64:Speak to the Primary Care Service 2 hours for antiviral assessment			TRUE


			DX72:Direct referral to Primary Care for assessment			TRUE


			DX79:Failed Contraception			TRUE


			DX97:Emergency Contraception within 2 hours			TRUE


			DX98:Emergency Contraception within 12 hours			TRUE
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Job Description

New job
Significantly amended job
Minor amendments from previous

Job title Emergency Care Practitioner / Nurse Practitioner
Reports to Out of Hours Operations Manager

Pay band 6

Directorate Urgent Care Service

Banding status Indicative A4C confirmed

(please tick one) X

Hours per week Full Time, Part Time

Job summary
(overview of role/remit)

Be responsible for the assessment, care, and treatment of patients as an operational
practitioner, working in a variety of locations such as, response vehicles, patients’
homes, primary care settings including treatment centres, minor injury units and
accident and emergency departments, this will be dependent on the profession and
experience.

Provide effective clinical leadership, development and mentorship to operational
personnel to support the delivery of high quality out of hospital care by competent
employees.

Assist in the development of an integrated approach to the delivery of
unscheduled/out-of-hours care involving all relevant stakeholders including health and
social care organisations, particularly within the primary care field.

Main duties and responsibilities
(bullet points providing detail of responsibilities)

1.1 Provide effective clinical leadership, development and mentoring to
operational personnel on behalf of the OOH Operations Manager, promoting and
ensuring high quality out of hospital care is delivered by competent employees.

1.2  Assist in the development of an integrated approach to the delivery of
emergency care involving all relevant stakeholders including health and social
care organisations, particularly within the primary care field.
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1.3  Reduce inappropriate demand for emergency services by referring patients to
appropriate health and social care agencies in response to emergency/urgent
calls not requiring hospital attendance

1.4  Provide responses including ‘out of hours’ in conjunction with local General
Practitioners, 111/ Single point of Access(SPOA) and other local providers.

1.5 Deliver evidence based clinical practice by utilising applied knowledge of
clinical audit, critical appraisal of research, research methodology, ethical
review and research governance.

1.6  Make appropriate use of and develop clinical decision support software when
available.

1.7 In conjunction with the Resilience Manager, implement and activate special
plans and procedures to deal with significant incidents, as appropriate.

1.8  As appropriate, treat and release, refer or discharge patients who access the
health service through the 999 or systems, but who do not need hospital
admission.

1.9  Manage the unscheduled care of the patient within the primary care setting and
in the patients home or in the treatment centres by referral to alternative
agencies thereby providing a wider range of care options at the point of patient
contact and reducing inappropriate admissions.

1.10 Attend patients in a variety of clinical and non-clinical settings.

1.11 Undertake physical patient examinations accurately triaging and prioritising
patients by completing holistic patient assessments.

1.12 Supply, administer and issue medications in accordance with national and local
guidelines and relevant patient group directives issued by the Trust.

1.13 Record observations and findings appropriately including adverse incidents
and child protection issues.

1.14 Participate in health improvement programs through community education
initiatives.

1.15 Develop, apply and evaluate clinical procedures, processes and instructions, in
consultation with clinical and operational managers in order to ensure that the
highest standards of service are achieved in the interests of patient care.
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1.16  Work as an effective member or leader of a multi-professional team.

1.17 Maintain an up-to-date knowledge of ambulance service practices, ensuring
that these are reflected in compliance with Trust procedures and operations.

1.18 Communicate effectively with staff and managers on a regular basis, both
individually and at team meetings.

1.19 Assist the OOH Operations Manager by promoting and establishing a healthy
and safe working environment for all personnel. Provide clinical advice and
feedback on matters of health and safety, risk assessments, accident reporting
and investigations.

1.20 To treat everyone with whom you comes into contact, with dignity and respect.
1.21 Promote Equality & Diversity and a non-discriminatory culture.

1.22 Identify and take action when other people’s behaviour undermines Equality
and Diversity.

1.23 Effectively clinically lead, develop and supervise operational personnel on
behalf of the Locality Manager to support the delivery of high quality out of
hospital care by competent employees.

1.24 Participate in coaching, mentoring, teaching and training in clinical practice
situations and small group tutorials, facilitating the continuing professional
development of other clinical staff.

1.25 Provide information about and raise awareness of the role of Emergency Care
Practitioner/ Nurse Practitioner role.

1.26 Mentor and coach clinical staff so that they can effectively contribute to the
NHS modernisation agenda while they are working across professional
boundaries.

1.27 Carry out projects pertinent to the work of the Trust, producing reports and
recommendations, as appropriate.

1.28 Identify development needs applicable to the Service as a whole.
1.29 Champion clinical governance issues within the Trust.

1.30 Participate in, initiate, and lead clinical audit and research assignments as
appropriate for the role, in liaison with the Trust’s Clinical Audit function.
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1.31 All drugs /medications issued through the application of a PGD are
documented and recorded in line with trust policy.

1.32 Complete documentation in a clear, accurate, and systematic manner.

1.33 Carry out duties and shift patterns as agreed and detailed by the Locality
Manager.

1.34 Attend performance review and plan activities with line manager.
1.35 Take a lead in identifying own development needs.

1.36 Attend training and development programmes identified as individually
appropriate.

Standard Role Requirements

Health and Safety

To take reasonable care for own health and safety and that of others who may be
affected by the postholder’s actions at work.

No smoking policy

The buildings, grounds and car parks owned or managed by the Trust are smoke-free
zones and smoking is not permitted whilst on NHS/Trust premises; attending external
meetings on behalf of the Trust; wearing NHS/Trust-identifiable clothing or other
markings, or whilst in NHS/Trust vehicles.

Risk

To develop and implement robust systems for risk management across the areas of
responsibility of the post. To be responsible and accountable for risk in these areas.

To be personally responsible for not undertaking any task or action which would
knowingly cause risk to self, others, or to the Trust.

As far as is reasonably practicable, to prevent other people from undertaking tasks or
actions which would knowingly cause risks to themselves, others, or to the Trust.

To identify and report actual or potential hazards/risks in the work environment in
accordance with Trust policies.

To participate in briefing/training sessions and carry out any agreed control measures
and duties as instructed.

Take immediate action to minimise risks where it is reasonably practicable to do so.

respon%ive ‘
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Records management, confidentiality and security of information

To adhere to Trust policies and procedures as directed in training and guidelines and as
advised by relevant colleagues (including designated Local Records Manager) in
relation to creating records and handling information. Undertake action as required to
implement and comply with these policies and procedures. To report any non-
compliance.

To maintain confidentiality in relation to personal data held for colleagues and patients,
ensuring it is processed lawfully; for no purpose other than for which it was obtained; is
relevant to that purpose; is retained for no longer than is necessary; is processed in
accordance with the rights of the subject to access and accuracy; and is protected from
accidental loss or damage in accordance with the requirements of the Data Protection
Act 1998, and records management guidance.

To maintain confidentiality of patient-identifiable personal data using a non-identifiable
alternative, where practicable, and limiting access on a strictly need to know basis in
accordance with the responsibilities of the Trust’s Caldicott Guardian.

Infection control

Responsible for ensuring the effective implementation and monitoring of infection
prevention and control in all areas within his/her area of responsibility to ensure
continued compliance of the Trust with the Health Act 2006, Health and Social Care Act
2008 and any future Acts of Parliament regarding infection prevention and control.
Adhere to the Infection Prevention and Control policy at all times, providing clear
leadership and promotion of responsible attitudes towards infection prevention and
control

Responsible for infection prevention and control within his/her area of responsibility,
ensuring the effective implementation and monitoring of infection prevention and control
under his/her control. Ensure infection prevention and control audits are undertaken in
their area of responsibility, as requested by the Director with responsibility for infection
prevention and control.

To ensure that relevant staff, contractors and other persons, whose normal duties are
directly or indirectly concerned with patient care, receive suitable and sufficient training,
information and supervision on the measures required to prevent and control risks of
infection, so far as reasonably practicable.

Alcohol handrub must be carried at all times whilst in uniform; good hand hygiene must
be maintained.

Responsible for including infection prevention and control within the managerial job
descriptions and appraisals of all managers under his/her control.

Patient and public involvement
To be aware of responsibilities under sections 7 and 11 of the Health and Social Care
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Act 2001 to involve patients and the public in the ongoing planning, development and
delivery of health services, and to involve patients in their own care, as far as is
reasonably practicable.

Person Specification

Essential

Desirable

Education and
qualifications

BSc in Emergency Care or can
evidence that you meet the
competencies of the National
ECP Framework.

Have successfully completed a
minor ailment and injury module
at BSc/Msc level

or Nursing and Midwifery Council
(NMC) registered Nurse.-
registration on part 1 or part 12 of
the NMC register RGN or RN
adult)

HCPC Registered

Able to successfully complete an
IHCD drive 2 course if
appropriate for role

Evidence of CPD

Able to meet the requirements of

the Knowledge and Skills
Framework for the role.

Clean driving licence.

European Computer
Driving Licence.

Supervisor or
management
qualification.

Previous experience
(Paid/ Unpaid relevant

At least one year operational
paramedic experience within an

Experience in health &
safety checks, risk

to job) NHS Ambulance Service OR assessments, accident
Nurse within an NHS Trust. reporting and
investigating
Must comply with the procedures.
Rehabilitation of Offenders Act
1974 and the Rehabilitation of Experience working in
Page 6 of 9
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Offenders Act 1974 (Exemptions)
orders 1975 and 1986.

Practising Paramedic/nurse with
up-to-date skills audit record and
continuing professional
development portfolio.

Experience in assessment
/management of patients
presenting with minor
ailments/injuries

a primary care setting

Skills, knowledge,
ability

Competent at compiling
reports/projects.

Analytical ability. Problem solver
and decision making skills.

Ability to communicate effectively
verbally and in writing.

Planning and organisational
skills.

Able to mange and prioritise own
case load

Ability to network and function
within a patient focused
multidisciplinary area.

Leadership skills and able to
demonstrate initiative.

Able to work under pressure with
minimum supervision.

Computer literate

Aptitude and personal
characteristics

Required to ensure and
implement equal opportunities.

Patient / quality focused.
Good interpersonal skills.
Able to demonstrate flexibility in

relation to working patterns job
demands.
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Self initiating with service
development / improvements.

Committed to personal and team
development.

Able to successfully undertake
ECP/ANP training and supervised
practice.

Ability to interact with people from
varying cultural backgrounds and
social environments.

Ability to develop effective
working relationships with
colleagues and the public.

Demonstrate a commitment and
recognition to the core values and
beliefs of an employee of the
NHS

Able to deliver on the NHS
constitutional patient pledges and
rights

Committed to high quality patient
care and patient experience

Respectful to and able to promote
equality in

opportunity, employment and
service delivery

Committed to continuous
professional development and
personal growth

Able to ensure care of own health
and wellbeing to promote
improvements to physical and
emotional wellbeing
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Able to work within the trust’s
attendance targets

Ability to perform the
requirements of the post to an
acceptable standard

Demonstrates a positive and
flexible approach in line with the
changing nature of the trust
service delivery model

Committed to the values based
principles of high quality patient
care to include; compassion;
care; competence;
communication; courage and
commitment in all aspects of
service delivery
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OVERVIEW



		Practice Name and Contact Details of Key Person



		Susan Trill - Specialised Paramedic in Urgent and Emergency Care, Bournemouth ED Streaming

South West Ambulance Service Trust at The Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust

Telephone: 01202 303626





		CCG



		NHS Dorset Clinical Commissioning Group





		Practice List Size



		550,000 - Dorset





		Background



		· Bournemouth ED Streaming (mainly a minor ailment rather than minor injury) including paramedics, nurses and GP

· Started November 2017, ongoing

· The service takes patients out of ED, focussed on primary care

· All paramedics are Specialised Paramedics

· Weekdays 1 on duty (2 if busy or predicted), 2 on the weekends – no differential in terms of skill.

· Created as a result of overcrowding at ED and Increased trolley waits

· Funding from local CCG

· Service run in an integrated fashion between Bournemouth and South West Ambulance Service Trust (SWAST). The funding from the CCG goes to the Royal Bournemouth and then onto SWAST 

· Service is co-located to ED (separate building but on hospital grounds)

· Streaming had previously been an out of hour’s service (7-11pm Mon-Fri, 8am – 11pm Sat-Sun). Service is also expanding to in-hours because of perceived success, currently looking at streaming patients from certain local GP practices in respect of same day, urgent care).





		Strategic Drivers



		· Overcrowded Emergency Department (ED)

· Increasing demand in primary care





		Key Objectives



		· To reduce the overall demand in ED

· To ensure more appropriate care for patients





		Source of Funding



		NHS Dorset Clinical Commissioning Group





		Communications with Staff and/or Patients



		· No specific patient communications

· Communications with hospital and ambulance staff prior to service commencement





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		· Individual job description

· Business proposal put together between ambulance service and hospital; however no actual document that can shared.







PATHWAY



		What type of patients are seen/scope of practice?



		· No documented referral criteria

· Mix of patients with minor ailments

· No age restrictions

· Elderly/children/sexual health are good examples of case mix

· Some minor injury  - sprains/strains (no access to x-ray)

· No routine patients all walk-in





		How do patients access the service?



		· Patients walk in to ED first, no direct walk-in service

· Out of hours is co-located with Streaming service, patient could walk-in out of hours and be seen but not to Streaming service

· Patients triaged and streamed by the nurse in ED (no distinction about what clinical type they need to see)





		Time Spent Per Patient



		· Paramedic and nurses have 30 minute slots, GP have 15.

· Practically speaking this ends being 3x slots an hour or 20 mins for paramedics.





		What do they do when they see the patient?



		· Assess, diagnose and treat

· Discharge and/or admit

· Can give antibiotics via a PGD (est 50 medications)

· Paramedics and nurses work in a similar fashion





		Next steps following patient appointment/onward referral pathway and process



		· Full admittance rights to the hospital (Patients do not need to go back via ED)

· Can refer patients to local Single Point of Access (also run by SWAST)

· Local clinicians (OTs, nurses are local community staff)





		Support systems for clinician



		· Adastra (no system one, yet) – can see medication history, ring back to ED if needed

· No access ED IT system yet, although under consideration

· Patient currently arrives with triage notes from ED

· No access to primary/secondary record





		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face only





		Access to diagnostics



		· No access to hospital x-ray

· ECG available

· Normal primary kit – although acute crash trolley available





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Co-located to ED







		Dependencies/Integration/Place within the System



		· Dependent on hospital for staff (SWAST and hospital to share staff)









STAFFING



		Employment



		· SWAST employer of paramedics, nurses and GPs (although lots of staff from OOH which SWAST run and therefore can supply across to Streaming service)

· Some GPs who work in the service are hospital employed.

· Some SWAST staff do work for acute trust

· Streaming service employs an estimated 5 paramedics, 20 nurses and 10 doctors





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· Not at this time 





		Indemnity



		· SWAST and Bournemouth Hospital respectively

· SWAST had some indemnity changes when went onto System One.





		Training Needs



		· No at this time (one for training session for OOH and one for ED but not, currently for Streaming).





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· No additional supervision, independent clinicians

· No audit or review

· If a patient is sent back to ED then this would be reviewed.





		Line Management



		· No cross over of staff

· SWAST manage their staff and acute trust will manage their staff

· If complaint received then respective staff would review





		Banding



		· All Specialist Paramedics – band 6





		Costs



		· Building provided by acute trust

· Equipment and medication provided by SWAST.





		Prescribing



		· Paramedics operate under PGD

· Some nurses can prescribe (the majority)







INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· Bournemouth predict demand for the service, based historical data

· 3 slots per hour





		Activity



		· Not at this time





		Data Collection Methodology and IT access



		· Adastra used to capture data from a SWAST perspective

· System One used to capture data from a Hospital perspective

· Discussed weekly between both parties at management meeting





		Access to patient records



		· Adastra record only





		Information Governance



		Bespoke arrangements in place, written to enable sharing of data between SWAST and acute.









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· Not at this time





		What was achieved through the work?



		· Met its objectives and exceeded expectations and this can evidence by the fact that the service is being expanded into in-hour operation.





		Lessons Learnt



		· Compared to local systems this service has been successful potentially because of the integrated model (working between SWAST and local acute).

· Staffing can remain a challenge particularly short notice sickness.

· Operation has been quite smooth and managed





		Evaluation – yes/no/planned



		· Nothing officially planned









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes





		If yes, please provide details



		999, Streaming, urgent care (OOH home visiting for example), treatment centre





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Keeps staff challenged and interested

· Not always unsocial



Issues:

· Getting used to different local systems











RH – 26Apr18
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OVERVIEW



		Practice Name and Contact Details of Key Person



		Mr David Barton, Lead Emergency Practitioner

Emergency Department, Surrey & Sussex Healthcare NHS Trust

01737 768511

david.barton2@nhs.net





		CCG



		n/a 





		Practice List Size



		n/a





		Background



		· Trust provides a co-located Urgent Treatment Centre, where paramedics are used to support patient care

· Service created from a previous Urgent Care Centre

· A&E Minors area located at the front door of ED

· Streaming provided at front door

· GP service also in ED

· Some primary care, but not key focus

· They have had paramedics working in ED for last 10 years

· Roles historically done by Emergency Nurse Practitioners now undertaken by Nurse and Paramedic Practitioners

· Historic issues with recruiting emergency doctors / emergency nurse practitioners – using paramedics to support

· Two roles available:

· Emergency Practitioner – this was Nurse previously, now 50% nurse 50% paramedic – 17 WTE

· Advanced Clinical Practitioners (ACP) – 4 paramedic WTE – 2 Nurse WTE

· Emergency Practitioners working in ambulatory end of the ED, focusing on patients in the waiting room

· ACPs work in ED Majors and Resus.





		Strategic Drivers



		· Providing a service to a local population to meet needs

· Meet needs of patients attending the department





		Key Objectives



		· Top 20% of emergency care providers – 4 hour performance

· Providing the service to population successfully

· National targets etc.





		Source of Funding



		· Via Acute Trust















		Communications with Staff and/or Patients



		· Department communication via TV screens includes information

· Patient representative on Emergency Department Clinical Governance Group

· Internal magazines for staff

· More communication could be beneficial





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		Job description to available on request









PATHWAY



		What type of patients are seen/scope of practice?



		· From 1 to 99 etc. under 1 to consultant

· Same day urgent care

· Urgent and emergency need





		How do patients access the service?



		· Self-referral/Walk-in

· 111 can refer

· 999

· Paramedic and nursing take part in triage process when patients arrive at ED





		Time Spent Per Patient



		· EP – 30 mins

· ACPs – 1 hour





		What do they do when they see the patient?



		· EP =

Assessment/Diagnosis and Treatment (Medication management – PGDs)

· Illness and injuries

· Non-medical prescribing  - 3 on course for September 18

· Manipulation of fractures, colles (wrist) fractures

· Davos technique, reduction of shoulder dislocations

· ACP

· As above

· Complex illnesses

· Advanced Life Support and Trauma care 





		Next steps following patient appointment/onward referral pathway and process



		· Request for x-rays

· Request for blood tests

· Request for CTs – ACPs only





		Support systems for clinician



		· Cerner – access to secondary care system

· Summary Care Record access

· Directory of Services – signing up and coming soon













		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face walk-in

· Virtual access being considered with Urgent Care partners

· Starting to reach out to urgent care partners, offering access to advice etc





		Access to diagnostics



		· Bloods, x-rays , CTs, Ultrasound etc.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Co-located with ED





		Dependencies/Integration/Place within the System



		· Dependent on the rest of the organisation recognising there is a team of paramedics and how they are used.









STAFFING



		Employment



		· Acute Trust employed

· Emergency practitioners – this was all nurses previously. 50% nurse 50% paramedic – 17 WTE

· Advanced Clinical Practitioners (ACP) – 4 paramedic WTE – 2 WTE nurses

· Some paramedics work on bank for ambulance service





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· ACP – 20% (in contract)

· EP – 0% historically, 37.5 hours per week for 17 people





		Indemnity



		· Acute Trust

· JD correct and reflects job role.

· Some paramedics will pick up own indemnity in respects of the Royal College.





		Training Needs



		EP

· Paramedic  - development along the specialist route/emergency care route

· Paramedic practitioners are coming to work in the hospital, BSc level 6



ACP

· Supporting to do Masters/level 7

· NHS England Portfolio – credentialised with the Royal College of Emergency Medicine.





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Emergency Department Consultant leads of supervision – paramedic and nursing

· Clinical Supervision  - encouraged to do clinical supervision audit paperwork to support their portfolio

· ED Clinical Governance Group

· ED clinical guidelines.





		Line Management



		EP - Lead Emergency Practitioner who reports to ED Matron.

ACP report to the Consultant.





		Banding



		· EPs – Band 7

· ACPs – Band 7 training, qualified 8a





		Costs



		· Training – 20% non-clinical

· Supporting higher education costs

· Buildings etc





		Prescribing



		· Patient Group Directive’s currently

· Non-medical prescribing going forward.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· Has been done in the past, about to repeat process

· Planning workforce for next 5 years.





		Activity



		· 300 patients a day routinely





		Data Collection Methodology and IT access



		· Via Cerner





		Access to patient records



		· Secondary care record and SCR





		Information Governance



		· Standards NHS England Acute trust practice - Smartcard









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· Workforce business case ACP





		What was achieved through the work?



		· 5th for 4 hour performance

· Top 10 for friends and family

· Top 10% staff survey





		Lessons Learnt



		· Profession is not key

· Need an organisation which is open minded

· Need an organisation willing to break down traditional workforce boundaries

· Non-traditional thinking e.g. allied health professional might be completely appropriate where traditional a Dr or Nurse used.



		Evaluation – yes/no/planned



		· n/a









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		· Yes, considered.





		If yes, please provide details



		· Approached local ambulance service





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Flexible working patterns - Staff welfare/wellbeing



Issues:

· Possible issue for ambulance where they believe they may lose staff

· Management of complaints/risk share.
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OVERVIEW



		Organisation Name and Contact Details of Key Person



		Sister Jenny Weaver

Wye Valley NHS Trust, Hereford, Herefordshire

01432 372900

Jennifer.Weaver@wvt.nhs.uk





		CCG



		Herefordshire





		Population Served



		Covers the whole population





		Background



		Struggling to recruit Band 5 nurses, so put out advert for paramedics or nurses, as had seen paramedics being use elsewhere successfully.  Initially recruited 4 paramedics (3.5 WTE) in March 2017.  Two have since left, but a new paramedic is starting in April 2018, and there are several more joining later in the year (who will be newly qualified).  Have bank paramedics too.



The paramedics work across all areas in the Emergency Department – Resus/Majors/Minors/Triage





		Strategic Drivers



		· Struggling to recruit





		Key Objectives



		· Filling vacancies

· Knew paramedic skill-set had potential to be developed





		Source of Funding



		Wye Valley NHS Trust





		Communications with Staff and/or Patients



		Communicated with staff to engage them in the changes.  The paramedics wear a different uniform to differentiate them.  No concerns expressed from patients.  





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		Job Description









PATHWAY



		What type of patients are seen/scope of practice?



		All types.  Undertake internal training before seeing younger children, if not already got skill-set/training.





		How do patients access the service?



		Exactly the same as all the clinicians.

 



		Time Spent Per Patient



		Varies depending on which part of the ED they are in.



		What do they do when they see the patient?



		Assessment and ‘nursing’ care.  Take bloods/do ECGs etc.  





		Next steps following patient appointment/onward referral pathway and process



		Pass onto another clinician within the ED (unless in the triaging role).  





		Support systems for clinician



		Symphony IT system – write notes into this. 

 



		Appointments – are they virtual/Face-2-Face/mixture?



		All Face-to-Face.



Whether they are used in Resus/Majors/Minors/Triage is decided on at the beginning of each week, based on need.  They work 12 hour shifts x 3 days a week, and work in one area per whole shift.





		Access to diagnostics



		If undertaken triage course, can request X-rays.  Can request bloods, look up results etc., but access mainly through other team members.  





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		All time spent in the ED.





		Dependencies/Integration/Place within the System



		Being part of the ED staff team.









STAFFING



		Employment



		Wye Valley NHS Trust employs the paramedics.  Based on past experience, have found it hard to enable employment across different organisations.  





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Nothing.





		Indemnity



		Wye Valley NHS Trust cover this.  Issue with medicines management, i.e. paramedics not included in the Trust policy so had to go through some time to arrange this.





		Training Needs



		A range of in-house training courses provided, particularly during the first year.  

Through appraisal process, identify future needs.  





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Involved in as much as any other nurse in the ED





		Line Management



		Report to Band 7 Sister, and then up to the ED Matron





		Banding



		Band 5



		Costs



		Nothing more than on-costs and training





		Prescribing



		If think a prescription is required, liaise with a Dr or prescribing nurse.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Filling vacant posts so no ‘special’ capacity planning undertaken for the paramedic roles.





		Activity



		Varies depending on which part of ED they are working in.





		Data Collection Methodology and IT access



		Record all notes into the Symphony system.





		Access to patient records



		Symphony (whole hospital) records.  Occasionally it would be useful to have access to GP patient records.





		Information Governance



		Same as for all clinicians in the ED. 









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		Don’t think so. 





		What was achieved through the work?



		· Met initial objectives



After a year of employing a paramedic now, they recognise need to review the role and consider how their ‘added’ skills can be further utilised (e.g. intubating and dealing with emergencies).  





		Lessons Learnt



		· Get the medicines management policies in place so can start in role, rather than wait until they’ve started; some of the individual paramedics had been able to do PGDs before joining Trust, and then couldn’t even give out paracetamol on joining the Trust until thee medicines management policies had been agreed

· Especially if you’ve not employed paramedics before in your organisation, be honest at the outset with the individual’s you are employing, acknowledging it’s a developmental role and the need for both the employees and employer to be flexible.





		Evaluation – yes/no/planned



		No.

















WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		No.





		If yes, please provide details



		N/A





		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· Bring the insight from different sectors into the ED

· More people with minor illness experience in the ED would be beneficial



Issues:

· Not recognising paramedics qualifications between organisation (e.g. medicines management)

· Needing to ensure as many of the individual skills of each paramedic can be utilised in each setting
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OVERVIEW



		Organisation Name and Contact Details of Key Person



		Deirdre Molloy

Senior Manager MIU Services + Nurse Consultant Emergency Care

Torbay & South Devon NHS Foundation Trust

07967 817560 - work mobile

01626 324637 - office

Deirdre.Molloy@nhs.net





		CCG



		South Devon and Torbay





		Population Served



		South Devon and Torbay area





		Background



		18 months ago, employed a paramedic in ED (with MIU experience).  As was already employing paramedics in the MIUs, the lead nurse was keen to try them in an ED setting.  Further to this, difficulty recruiting qualified Emergency Nurse Practitioners into EDs.  Therefore, a year ago advertised a ‘developmental’ role for nurses and/or paramedics at Band 5.  Within 6-12 months they complete a local training package to develop their competency, and then are promoted to a Band 6.  An individual paramedic was redeployed from a closed local MIU into the developmental role.  Since then, have recruited a further paramedic into ED.  





		Strategic Drivers



		· Difficulty recruiting qualified ENPs into ED





		Key Objectives



		· Filling vacancies

· Meeting increased demand for minor injuries within ED





		Source of Funding



		Acute Trust





		Communications with Staff and/or Patients



		No formal engagement with patients beforehand as this is part of their standard ED service offer.  Staff introduce themselves as ‘Emergency Practitioner’, so less focus on whether the staff member is a paramedic or nurse.  However, part of significant public engagement when proposed MIU closures across South Devon, did include mention of use of paramedics, which did get local support. 





		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Descriptions?



		Job description produced



















PATHWAY



		What type of patients are seen/scope of practice?



		Minor injuries from 1 year and above. 





		How do patients access the service?



		Patients walk-in, or arrive via an ambulance, or ‘re-direction’ for minor injury from local GPs.  





		Time Spent Per Patient



		About 20 minutes per patient, same as all other ED clinical staff.  Generally, experienced paramedics are faster than the nurses.  





		What do they do when they see the patient?



		Assessed, and most are then diagnosed and treated.

 



		Next steps following patient appointment/onward referral pathway and process



		If required: follow-up with GP or occasionally back to the ED for a follow-up or referral onto (mainly) Orthopaedics, Ophthalmology, burns, ENT, plastics.  Can also get medical review from one of the ED Drs.





		Support systems for clinician



		ED has a shared IT system with the local MIIUs (including paediatrics) = Symphony (now part of EMIS).

Don’t have access to MiDoS yet, but are working on this.  

 



		Appointments – are they virtual/Face-2-Face/mixture?



		All Face-to-Face





		Access to diagnostics



		Urinalysis, pregnancy tests etc.  Can request X-ray for most bones, like the nurses (on-site provision).  Have trained the staff how to interpret X-rays.  Can take bloods, and get immediate results.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		In the ED itself.





		Dependencies/Integration/Place within the System



		Link to the OOHs service, as based on the same site.  Full support of ED multi-disciplinary team.  Links to co-located GP streaming service.  









STAFFING



		Employment



		Paramedics are employed by SD&T NHS Trust.

3 members of staff: 3 WTE.  They have bank contracts with SWAST, so also undertake extra shifts there.  

 



		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Not over and above patient records documentation.  







		Indemnity



		Held by the SD&T NHS Trust.  Not aware of any additional costs.





		Training Needs



		Undertake regular shifts at SWAST to maintain their paramedic registration, about one shift a month; staff paid by SWAST as individuals to do this themselves through a bank contract.  

Trust also supports Advanced Life Support and Immediate Life Support as required, and any study days.





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		As per the nurses, paramedics are clinically responsible to ED Band 7 nurse, and overall report into Nurse Consultant.  Supervision is the same as the nurses, as per the Trust policy.  





		Line Management



		As per the nurses, line managed by ED Band 7 nurse, and overall report into Nurse Consultant.  





		Banding



		Band 6 (unless brought in as development role, in which case initially a Band 5).  Didn’t find it difficult to recruit – people liked the better [than 999] working hours.  





		Costs



		Nothing above usual ‘on-costs’.  





		Prescribing



		Paramedics cannot currently prescribe, but follow PGDs.  Not many of the nurses prescribe at present yet, although keen to do so.









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Already had an Emergency Nurse Practitioner gap, so the 3 WTE ‘filled’ the gap.  Based original calculations on seeing 2-3 patients seen per hour.  





		Activity



		Around 21,000 patients seen per year in the ED minors section, by the whole ED clinical team.  





		Data Collection Methodology and IT access



		Use of Symphony IT system.  





		Access to patient records



		Access to Summary Care Records (not enhanced).  Doesn’t think having access to full GP patient record for minor injuries would make a big difference.  However, staff do occasionally call the patients’ Practice some time for further information as required.  





		Information Governance



		In line with normal EDs and Trust standards

















EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		No, as a lot of pressure at the time to increase capacity. 





		What was achieved through the work?



		· Filling vacancies – succeeded

· Meeting increased demand for minor injuries within ED – succeeded





		Lessons Learnt



		· Whilst a lot of the paramedics have confidence at the outset, there is effort required for many to get them fully competent e.g. anatomy and physiology, MSK conditions, ophthalmology and ENT is limited, as is their knowledge of overall pathways – including, long term management of condition after initial treatment;

· With the newer paramedics, there is a real commitment from the individuals to learning and development – they enjoy training and flourish, and really benefit from support;

· Paramedics like the ‘short quick fix care’ for patients so are very well suited to the role.





		Evaluation – yes/no/planned



		No, except that in reviewing complaints/incidents etc there have been no issues reported.  









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes – same Trust also employs paramedics within the local MIUs they run, so they undertake some rotational working between the ED and the MIU (this is a contractual expectation) – happens on a planned basis around the needs of both services.   



Experience of discussions around rotating with SWAST staff - each time there has been difficulty with conversations with SWAST as they said they would want to pull the staff back into the 999 services, if there were particular pressures.  Concern that if this happens, no-one to “pick up the pieces” in the ED.  Would be happy though to consider rotational working if this risk was mitigated.  



		If yes, please provide details



		See above.  





		What do you think are the benefits and issues associated with rotational working?



		Benefits:

· Bringing in new experiences/knowledge from individuals

· Supports multi-disciplinary working across the whole UEC system

· Better pathway working when have better understanding of what happens in other parts of the system

Issues:

· Staff being pulled into another service when there are operational pressures

· Needing to keep up competency in different settings, especially if away from the service e.g. for six months or more

· People can sometimes get stuck in certain areas, e.g. where individuals decide they want to stay in the sector perceived to be more interesting/exciting

· Concern about paramedics being developed and then a General Practice offering a higher band
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OVERVIEW



		Organisation Name and Contact Details of Key Person



		David Anderson

Head of Nursing – Urgent Care CBU

Kettering General Hospital NHS Foundation Trust, Kettering, Northamptonshire

David.Anderson@kgh.nhs.uk 

DDI: 01536 491265

Mobile: 07540 673608





		CCG



		Nene and Corby CCG





		Population served



		Anyone presenting to the ED, or arriving by ambulance





		Background



		One of the Trust’s Heads of Nursing was recruited to work overseas on the Ebola crisis.  During this time, he worked with a number of paramedics and realised what a useful skill-set they had that could be applied to the ED setting.  On his return, he discussed with ED colleagues about the skill-sets needed within ED and who could fulfil the skills; they then all realised the use of paramedics could be complementary to the wider team.



They recruited their first paramedic (full-time) around 2.5 years ago.  At the time, they asked the local ambulance service if they had any paramedics who weren’t able to work on the ambulances anymore, but they were not keen as were concerned about depleting their staff numbers.   



The experience of having a paramedic was so positive that every time there was a Band 5 Emergency Practitioner vacancy they are advertised as being able to be a paramedic or nurse.  



Current focus of the paramedic role is around supporting resus and ambulance streaming.  However, in future they would like to utilise paramedics within the minors’ area and also to utilise them to see paediatric patients





		Strategic Drivers



		· Struggled to get sufficiently experienced nurses with the right initial assessment skills (although could easily recruit less experience nurses)





		Key Objectives



		· Adding to the skill-mix of the overall team;

· Upskilling other clinical team members





		Source of Funding



		The Trust itself (used registered nurse post vacancies)





		Communications with Staff and/or Patients



		Discussed with staff through staff forums to debate the proposals.  Initial feedback from staff was they were unsure, but it was ‘worth giving a go’.  

They are clear with patients how they introduce themselves, introducing their name and title.  Patient feedback has been very positive.







		Has a Service Specification been produced and/or a Standard Operating Procedure and/or Job Description?



		Job Description and Standard Operating Procedures produced









PATHWAY



		What type of patients are seen/scope of practice?



		See patients aged 18 and over.  They are though working with the Northampton University competency framework to see paediatric patients in future.  

Paramedics work in the ambulance streaming area (best fit for their initial assessment skills) or in Resus (best fit for their skills working with higher acuity patients) 





		How do patients access the service?



		The paramedics are part of a team seeing the patients as they come in

 



		Time Spent Per Patient



		About 20-25 minutes, in both the Ambulance streaming area and Resus area 





		What do they do when they see the patient?



		Ambulance streaming – take initial handover (using ‘SBAR’ approach), and then initiate treatment within their scope of practice (giving IVs, drugs etc).  Range of drugs used by the paramedics when working in an ambulance much less than in the ED setting, so has been a training need.

Resus – treatment and interventions





		Next steps following patient appointment/onward referral pathway and process



		E.g. Can refer patients to be admitted, for review by the ED consultant, to the on-site Ambulatory Emergency Care unit: i.e. the same referral rights as the rest of the clinical team





		Support systems for clinician



		Use Medway electronic hospital patient record, although this computer system doesn’t link into SystemOne or EMIS.  Also, access results etc.  Not allowed to request CTs – must go via Advanced Nurse Practitioner (ANP) or Dr (to comply with NICE guidance)





		Appointments – are they virtual/Face-2-Face/mixture?



		All face-to-face





		Access to diagnostics



		Full complement of access as per the whole ED team (X-ray etc.), including Near Patient Testing.  Not allowed to request CTs – via ANP or Dr (to comply with NICE guidance).





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		All time spent within the ED





		Dependencies/Integration/Place within the System



		Given EDs very different environment than being on an ambulance …

· Keeping training and development up-to-date 

· A nurse mentor, as some nursing tasks they won’t be used to doing

· A senior/lead paramedic to support them 













STAFFING



		Employment



		KGH NHS Trust is the employer.



5 WTEs, all working full-time.  Most don’t work in other parts of the NHS, except one who is on the bank for the local ambulance service  





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		This varies by individual – needs identified through the appraisal process.

Lead paramedic has dedicated admin/management time.  





		Indemnity



		Trust holds the indemnity – no additional cost.





		Training Needs



		For newer paramedics – drugs, body mapping (e.g. pressure sores), basic nursing, nutritional assessment.  Needs identified by appraisal.  Find paramedics very keen to learn new skills and ‘muck in’





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		Usual ED arrangements.  Nurse mentor and paramedic mentors in place for at least the first 6 months of employment.  Involved in case reviews etc as per other ED team members.  





		Line Management



		They are line managed by one of the seven ED Matrons – depending which shift team they are in. 

Lead paramedic clinically supervises the Band 5 paramedics.





		Banding



		Lead Paramedic = Band 6 (16 WTE Band 6 nurses)

4 x Paramedics = Band 5 (42 WTE Band 5 nurses)

Currently being reviewed in light of national banding changes for paramedics.  



No financial incentives required to attract them; they prefer the shift patterns compared to an ambulance service.  Also, they get a little more annual leave, and there are different sickness policies.  The Trust tries hard to help fit in with family commitments





		Costs



		No additional costs over and above salary and indemnity





		Prescribing



		Not allowed to prescribe at present.  They will be working alongside a Dr or ANP who can prescribe









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		Filling all Band 5 vacancies with either paramedics or nurses.  The Trust would be pleased to see more paramedics being recruited into the team, up to about 60% nurses and 40% paramedics.





 





		Activity



		Ambulance streaming for a 12-hour day – 20-30 patients seen

Resus for a 12-hour day – up to 20 patients seen





		Data Collection Methodology and IT access



		Performance data can be easily drawn out of the Medway system.  





		Access to patient records



		Use Medway electronic hospital patient record, although this computer system doesn’t link into SystemOne or EMIS.  Also, access results etc.  





		Information Governance



		Usual Trust arrangements and training in place 









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		No





		What was achieved through the work?



		· Adding to the skill-mix of the overall team, and upskilling other team members

· Has made other members of the team think differently, especially about what services are available in the community

· Improved relationship with local ambulance service, as paramedics previously employed by the service – through the personal connections





		Lessons Learnt



		· Strongly recommend using them

· Start with one, to test proof of concept

· Understand their skill-set - think carefully about training needed prior to employment so that training can commence as soon as they arrive

· How good paramedics are at wanting to learn and picking up new things quickly, with a flexible attitude/approach to their work





		Evaluation – yes/no/planned



		No, but planning a staff survey shortly, which will include questions around integration of paramedics into the team 









WORKING PATTERNS



		Have you considered rotational working for your Paramedics, across different parts of the urgent care system (e.g. ambulance service, primary care OOHs, Urgent Care Centres)?



		Yes …

 



		If yes, please provide details



		… but, ambulance service wasn’t keen at the time 















		What do you think are the benefits and issues associated with rotational working?



		Benefits: 

· If included the ambulance service in the rotation, would ‘keep their hand in’ and the paramedic would get more peer support for peer validation etc.

· Allows better understanding of other parts of the system to offer better service within all of the sectors they are working in



Issues:

· Line management could be more complicated
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OVERVIEW



		Practice Name and Contact Details of Key Person



		Dominic Morgan

UEC Commissioner

Bath and North East Somerset CCG, St. Martins Hospital, Clara Cross Lane, Bath, BA2 5RP

Tel: 01225 831800





		CCG



		BaNES CCG





		Practice List Size



		All Practices in BaNES





		Background



		· The services within the new Integrated Care model have been commissioned on top of/in addition to core services, as further pathway options for routing.  

· IC Model = focus on wanting to change the front end of the NHS.  Also, benefits by working with ambulance service that sits pan-STP – large footprint.   

· Both Early Home Visiting Service and Falls Rapid Response Team can be pulled into support local Cat 1 (highest level of ambulance disposition) calls if nearby/need be.  

· Home First Team (like a community discharge team) = OTs and physiotherapists.  Considering rotating paramedics into this team.  





		Strategic Drivers



		A Quality First (QF) approach to deliver better patient outcomes through early identification, early assessment and early intervention onto a High Quality Care pathway (HQC)





		Key Objectives



		· Release GP time;

· Increase quality intervention early in the patient pathway;

· Reduce NHS 111 and 999 calls;

· Non-Elective admissions





		Source of Funding



		· CCG QIPP approach in 17/18 & 18/19 (both schemes funding agreed for 18/19 and confirmed with SWASFT and partners).





		Communications with Staff and/or Patients



		· Wide staff engagement, including with local ambulance service (SWASFT), the local acute, Virgin care and GPs.

· Wide public media sharing, strong local population feedback on the new services. Highly thought off service by both clinicians and the public who are using the service.





		Has a Service Specification been produced and/or a Standard Operating Procedure?



		Available on request.

















PATHWAY



		What type of patients are seen/scope of practice?



		· No restrictions, however the cohort predicted and mainly being seen is 65 and over.

· A mixture of both same day and routine patients can be seen following own GP assessment and triage for the EHVS or a 999 call for the falls service. Ambulance crews are also referring into the services overnight.





		How do patients access the service?



		· Following own GP assessment and triage for the EHVS or a 999 call for the falls service. Ambulance crews are also referring into the services overnight.





		Time Spent Per Patient



		· Average time with GP EHVS patients 20 to 45 minutes





		What do they do when they see the patient?



		· Early assessment and diagnosis alongside an agreed individual patient treatment plan to deliver Quality First (QF)





		Next steps following patient appointment/onward referral pathway and process



		Multiple, depending on assessment and treatment plan to ensure a Quality First (QF) approach. 





		Support systems for clinician



		· All of the above and with direct access to GP records for the EHVS and community team notes for the Falls Service.





		Appointments – are they virtual/Face-2-Face/mixture?



		· Face to face in all cases.





		Access to diagnostics



		· Multiple depending on need with direct access to AMB Care if required.





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· SWASFT Hear and Treat and then service See and Treat

· All on sites patient visits in the patient’s home.





		Dependencies/Integration/Place within the System



		· Multiple links across Primary Care and the Health and Social Care services









STAFFING



		Employment



		· Employment remains within the normal host organisation i.e. SP are SWASFT etc.

· Multiple rotation model between services to achieve these services (true integrated working in place).





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		· Minimal, for updating records and information sharing etc.





		Indemnity



		· N/A as all staff remain within their organisations



		Training Needs



		· Ongoing assessment of the new skills sets being used and required 





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Normal SWASFT and PC governance arrangements in place





		Line Management



		· Dominic Morgan (commissioner), SWASFT and BEMS operational management





		Banding



		· SWASFT have retained all staff.





		Costs



		· Response car and equipment





		Prescribing



		· No – Specialist Paramedic currently use own PGDs and refer to GP if needing a script. 









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		· Based on SWASFT and PC data and trial data.





		Activity



		· Yes, high level activity data outside of PID





		Data Collection Methodology and IT access



		· Multiple ICT systems 





		Access to patient records



		· Yes for the EHVS, community access for the Falls Response 





		Information Governance



		· Normal IG processes followed – no issues 









EVALUATION



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		· CCG

· Yes, available on request





		Lessons Learnt



		· New Model of Integrated Care – don’t try to do this in isolation….





		Evaluation – yes/no/planned



		· Yes - feedback on the falls and EHV services 

· Impact on patient access/releasing GP time/health outcomes 
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OVERVIEW



		Practice Name and Contact Details of Key Person



		Greg Garrett, MCPara, HCPC Registered Paramedic, Community Matron – Urgent Care

North Somerset Community Partnership

Email Greg.Garrett@nhs.net
Mobile   07980 935 034  

Landline 01275 885 410

www.nscphealth.co.uk





		CCG



		North Somerset CCG 





		Practice List Size



		NSCP provides health services for patients registered at all 30 GP Practices that are within the county of North Somerset





		Background



		In 2014 NSCP recruited two experienced paramedic clinical advisors with a background of operational delivery, supervision and remote clinical triage skills to work in a Clinical Hub providing clinical advise for district nursing, rapid response and community therapy staff as well as triaging call from HCPs, patients via CareLink (North Somerset Community Pendant Alarm system) and accept requests from the ambulance service either directly from clinicians on scene or via the control room – specifically for non-injury fallers which the service does not have capacity to attend.

Following this success, in February 2017, NSCP advertised for a Band 7 Clinical Lead inviting both nurses and paramedics to apply. I applied and was recruited and began work in April 2017. During this interim period the organisation changed the role title from Clinical Lead to Community Matron – Urgent Care. 





		Strategic Drivers



		Capitalise on skills and experience of paramedics and exploit these for use in managing the risk of providing urgent care for acutely unwell patients within North Somerset





		Key Objectives



		· Acute admission avoidance

· Reducing demand on primary care resources





		Source of Funding



		Employed within existing NSCP contract funding





		Communications with Staff and/or Patients



		Not a new service model, just broadening of scope of professions of staff employed into an existing role. 





		Has a Service Specification been produced and/or a Standard Operating Procedure?



		N/A

















PATHWAY



		What type of patients are seen/scope of practice?



		· Patients with urgent care needs – primarily with acute infections, occasionally as a result of poor or self discharge from an acute

· Primarily the Rapid Response caseload is Older People with long term conditions, many of who are classified as moderately- or severely frail. 

· Specifically the Community Matron-Urgent Care caseload includes patients who have a NEWS>3, who have been on the Rapid caseload >5 days or who present with complex healthcare needs.

· Other than it being an adult (>18y/o) service there are no age restrictions.

· Urgent care patients are responded to <45 mins, are often then seen again the same day or the next day. Further contact and management depends on clinical presentation. 

· The Clinical Hub screen and triage calls using a template which excludes dangerous referrals – e.g. fall, head injury with altered level of consciousness.





		How do patients access the service?



		· GP requests via Clinical Hub

· ANP requests via Clinical Hub

· Internal referrals from HCPs employed at NSCP 

· 999 – via ambulance service, triaged by Clinical Supervisors (non-injury fallers)

· Ambulance clinicians on-scene

· Carelink – via call centre following pendant activation





		Time Spent Per Patient



		Depends on clinical presentation and complexity of health and social care needs. Normally minimum of 45 minutes for initial visit, can be up to 2 hours





		What do they do when they see the patient?



		· Vital signs monitoring & NEWS assessment

· Sepsis screening

· Delirium screening

· Advanced manual handling – use of Mangar air cushion lifting device

· Holistic clinical assessment

· Condition specific risk assessment – CRB-65, ABCD2, Wells, etc

· Venepuncture

· Urinalysis

· Sample collection – urine/sputum as necessary

· Continence management

· Medication checked

· IV antibiotics if prescribed

· Wound care

· Frailty assessment – Edmonton 

· Nutrition assessment - Malnutrition Universal Screening Tool

· Pressure injury risk assessment – Waterlow

· Ensure sustenance & basic human needs met

· Safety netting 





		Next steps following patient appointment/onward referral pathway and process



		· Emergency homecare – upto twice daily

· Nightsitter service

· Prescribe (NOT Paramedics currently) oral antibiotics, or refer to GP to prescribe

· Blood results reviewed by Senior Clinician

· Sample/swab results reviewed by Senior Clinician

· AKI risk reviewed by Senior Clinician

· Frailty Service referral (Edmonton>10)

· Community Matron - Long Term Conditions referral

· Social Services referral

· Adult Safeguarding referral

· Falls Service referral

· Mental Health referral

· Dietetics referral

· Physiotherapy referral

· Occupational Therapy referral

· District Nursing referral 

· Specialist referral





		Support systems for clinician



		· EMIS – access to shared GP record

· Connecting Care (via EMIS)

· ICE for lab results





		Appointments – are they virtual/Face-2-Face/mixture?



		Face to face or telephone as clinically necessary





		Access to diagnostics



		· Vital signs monitoring with personally issued equipment

· Acute lab services accessed either directly or via GP surgeries.

· Shortly we will also be offering 12 lead ECG facility. 





		Location – i.e. home visiting service/Practice-based/other/mixture … in what setting(s) do the clinician(s) provide care?



		· Home

· Clinic setting is available for IV antibiotics.





		Dependencies/Integration/Place within the System



		· Integrated into whole system

· Established good working relationship with local ambulance service. 









STAFFING



		Employment



		North Somerset Community Partnership





		How much time, if any, is allocated to non-clinical work (e.g. management, CPD, research etc)?



		Depends on learning needs





		Indemnity



		Registered with HCPC, member of College of Paramedics (indemnity insurance), working under Director of Nursing & Therapies, in conjunction with GP Medical Advisor and Associate-Medical Director.









		Training Needs



		Training needs analysis completed at start of employment – skills training and competency completion met by in-house training department





		Describe the clinical governance arrangements, including responsibilities and accountabilities for management and reporting of risk, supervision, clinical audit/review etc.



		· Managed by Clinical & Operational Lead for Urgent Care, overseen by Department Head.

· Local clinical supervision completed by other Band 7 staff. 

· Monthly Community Matron meetings providing supervision with senior staff (Band 8a).





		Line Management



		



		Banding



		Band 7 equivalent (non-NHS organisation)





		Costs



		





		Prescribing



		Currently paramedics are unable to prescribe which is being managed nationally. In house there is good support by Lead Pharmacist, organising PGDs where necessary. Many patient medications are prescribed via PSD to allow simple administration. 









INFORMATION MANAGEMENT AND TECHNOLOGY



		Demand and Capacity Plan



		



		Activity



		



		Data Collection Methodology and IT access



		EMIS – business intelligence team.





		Access to patient records



		EMIS





		Information Governance



		IG policy. Calldicott Guardian









EVALUATION n/a



		Did you produce a paper/business case/option appraisal to get the pilot/service approved?



		



		What was achieved through the work?



		



		Lessons Learnt



		



		Evaluation – yes/no/planned
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The Northern Locality of NEW Devon CCG was awarded £191,000 in total to deliver an ambulance-based GP visiting service across all 18 practices in the Northern Locality.



Service Planned:

Brief description:

“Perfect-Week” Trials in four different practices in 2017 have highlighted the excellent symbiosis of having paramedics undertaking GP visiting (residential and Care Home) acting as the eyes-and-ears for the GP. This maximises the GP’s knowledge and skills without them investing time in travel and delivering hands-on assessment.  Experience has shown they link with the Same-Day Service in large practices and directly with individual GP’s in small practices. Audit by 4 practices in Barnstaple have shown that 30% of Home visits could be dealt with in this way, easily and safely. Most GPs attempt to entice Paramedics away from SWASFT but there are pockets of accredited qualified paramedics who work in the private market, which would leave no deficit to the SWASFT rota.



The plan would be to hire one unit per 4-5 practices, per day across the Northern locality – 4 Units per day with a population of 165,000. A unit is a paramedic, a driver/ACA and a private ambulance provided with the necessary equipment to allow a paramedic to operate in this role. Whilst other schemes concentrate solely on the skills of the paramedic, the addition of the fully-equipped ambulance adds benefits set out below.



Benefits:

To GPs: reduced travel time and workload by having patients assessed by the Paramedic Unit and report back with advice for decision. Opportunity to deliver other advice/oversight and patient telephone calls whilst Home Visit work being done. Chance to ask for the patient to be brought to practice if any lingering doubts.

To the Ambulance Service: Reduced HCP Transport requests for GP-Expected journeys into the acute Trust, as GP’s can use Paramedic vehicle to take any admission straight from Home Visit to ED if they wish. Opportunity release of 999 vehicles to answer increased 999 demand faster.

To the Acute Hospital: GP-Expected patients arrive earlier in the day giving a better-spread of demand (frequent complaint of “afternoon-hump”) and more time to turn the patient around to avoid an admission.

To the Patient: Faster home visit, but retaining continuity of care of “their-own” GP, faster trip to hospital if required.







The Service Delivered:

The availability of Paramedic meant that an all paramedic service was not possible.  The delivered services involved two private ambulance organisations who each covered half of the geographical area with:

· One paramedic and two experienced technicians in the north. Each person single crewed in a Wheelchair Accessible Vehicle (WAV) with standard equipment. Staff cross-support and all bookings through a central number.

· One paramedic and one technician in the south. Each crew member single crewed in a Rapid Response Vehicle (RRV). Staff cross-support and all bookings through a central number.



Results:

In the period 27th December to 6th April the service has delivered 615 visits in 70 days of being operational.  In each case the decision to book a visit with the service was the GP and feedback was to that GP for their decision-making, as such all governance remained with the Practice and the crew-member acted as the eyes and ears of the clinician and whilst able to make suggestions the clinical final decision remained with the responsible GP.



There were some queries about the differences between Technicians and Paramedic, but only one specific issue of patient care raised and being investigated. Feedback has been very positive from a number of different practices and staff. Plaudits were spread equally between the two private ambulance companies with both being equally valued.



Usage per practice is set out in the graph in Appendix A and ranges from 0 bookings in the 70 days through to 107. Average daily usage was approximately 9/day across all practices and graphed in Appendix A, along with a split between the two areas/companies.



Full capacity was rarely reached and on the figures delivered each visit cost about £300 (£299.84).



Conclusions:



This was a very popular and clinically safe piece of support for Primary Care. 

This definitely benefitted some practices and assisted at some point most of the locality practices. Patient feedback reported anecdotally has also been very positive around promptness and friendliness. Whilst the costs of the service are not inconsiderable and demand variable there would be opportunities of having the teams in the area to consider “bolt-ons” e.g. taking falls cases off 999 services and/or GP expected journeys into the acute (subject to geography).




Appendix A:



Data presentation



A) Practice Total Usage in order





B) Weekly Total Usage North (incl. Barnstaple) and South





C) Average Total Daily Usage per week



Appendix B:

Qualitative Feedback



· Service has been well used by the practice and generally positive feedback. Given low level of admissions/transfer then I would think paramedic in WAV probably best bang for your buck. Wounds/suturing not been an issue in our practice. We have had to revisit one patient who deteriorated during the day following paramedic visit but otherwise all dealt with. Feedback again from partners is that technicians not as effective as paramedic visit- Just a list of observations not a clinical opinion so harder to come to shared decision on management. Need to keep hospital informed as one GP had an issue getting patient admitted having not seen them F2F. Overall has been very helpful

· That is such positive news, Moses. Thank you for letting us know. On notification of extension to period after easter,

· I would just like to briefly add my voice to the others who have fed back about the Alliance Pioneer paramedic visiting service. As a practice we have really felt the benefit of having this service available to us this winter, especially as we are a telephone triage practice. We have been able to quickly identify patients who would benefit from a visit during our duty sessions, and have found the assessments performed by Pioneer invaluable in then deciding how best to care for these patients. Interestingly, from my point of view I expected our demand for this service to tail off towards the Spring, however, I am still using them most if not all days that I am on duty.

I hope that the CCG will consider keeping this service on in some form in the future.

· We discussed again at Alliance meeting again today and certainly all still value the service and figures back that up.

· I just wanted to feed back to you how useful the new home visiting service is proving to be. As a GP at the coalface, having an additional option for us to consider has been great so far. I have referred several patients to this service, and each time they have had an excellent service; good assessment, good feedback and appropriate management.

 I hope this service can continue as it is making a significant difference to patients and GP's

· On the whole I have found the service useful, but was rather disappointed and concerned on one occasion. Specific case investigated by provider and lessons learnt produced.

· The paramedic/technician GP visiting service has been invaluable. Every day seems a busy day at the moment, and having this extra resource has made managing the workload far easier. They have visited patients locally in town and in far flung rural areas for us, regardless of geography & location. They have provided thorough and accurate assessments and fed back (or often brought back) the information to the surgery in a timely and efficient manner. In every visit I have personally requested, it has not resulted in a further visit from a GP, and they have managed to satisfy the patient, added to the overall management plan for them, and importantly they have made the workload for us GPs reduce rather than increase further. A superb service. If it doesn’t continue on a regional level (which will be disappointing) we will seriously consider employing a paramedic or ECP as part of our practice team in future.

· Attached are the figures for the visiting service for XXX.  As you can see it provided us with an invaluable boost and we would never have been able to cope with the number of visits with just our own GPs. It would be great, if this could be extended to cover the Easter weeks as bank holidays are generally very tough to manage.

· One Practice Statistics:

· Total number of visits done by practice in this period     ___48____                               

· Total number done by paramedic / tech crew                 ___31____

· Number of visits completed by paramedic / tech crew     __31____         

· Number of requests for doctor review the same day      ____0___       

· Number of admissions generated                                   ____2___

· No: of pts representing for same problem within 2 days    __3___

· Feedback from our review start Dec 17 to end of January 18:

· the practice arranged 207 visits

· of these 11 were delegated to the paramedic team

· on review post visit GPs thought an extra 39 could have been delegated to the paramedics

· XXXXX  would like to try and make a case for using any remaining winter funding to continue the Paramedic visiting service through the Easter holidays and to end of April

I know the other BA practices feel the same and have provided their evidence for how the service has benefitted patients.  

We collected data from the original start date of the service 27 December thru to 31 January 18

In that time we made 122 visits.  

38 of those visits were done by FCA. 25 of those 38 visits were completed by the crew (in liaison with the GP). There were No occasions which required a GP visit on same day to follow up. There were 8 admissions (all appropriate) and there were 4 patients who presented again within 2 days.  Those re-presentations were all considered appropriate as ‘watch and wait’ type situations. 

Patients have benefitted from having timely responsive visits with much shorter waiting time. There have been no reported adverse events.  Our patient group think it is a marvellous service. 



As you know BA are still discussing our position regarding having a visiting service all year round, and we wondered if YYY might be a better partner for us.  ZZZZ is going to talk with you a bit more about our latest thinking. 

· I honestly don’t know how we would have managed without the visiting service this week. We were unable to get locum cover and have lost a nurse practitioner unexpectedly for 2 weeks, so the service has been invaluable. 



Practice 

Totals

Totals	Blake House	Bradworthy	Hartland	Holsworthy	Caen	Lynton	Wallingbrook	Torrington Health	South Molton	Bideford	Castle Gardens	Combe Coastal	Litchdon	Brannam	Fremington	Queens	Wooda	Northam	0.0	0.0	1.0	3.0	3.0	4.0	4.0	16.0	22.0	22.0	29.0	41.0	42.0	63.0	76.0	88.0	94.0	107.0	North	27th-29th Dec	2nd-5th Jan	8th-12th Jan	15th - 19th Jan	23rd - 26th Jan	29th Jan - 2nd Feb	5th - 10th Feb	12th - 17th Feb	19th - 24th Feb	26th - 2nd March	5th - 10th March	12th - 17th March	19th - 24th March	26th - 29th March	3rd - 6th April	27.0	31.0	34.0	32.0	30.0	17.0	16.0	20.0	28.0	16.0	27.0	19.0	14.0	14.0	17.0	South	27th-29th Dec	2nd-5th Jan	8th-12th Jan	15th - 19th Jan	23rd - 26th Jan	29th Jan - 2nd Feb	5th - 10th Feb	12th - 17th Feb	19th - 24th Feb	26th - 2nd March	5th - 10th March	12th - 17th March	19th - 24th March	26th - 29th March	3rd - 6th April	3.0	7.0	13.0	15.0	19.0	13.0	22.0	17.0	30.0	24.0	27.0	20.0	28.0	22.0	13.0	Avg/Day	Weeks	10.0	9.5	9.4	9.4	9.8	6.0	7.6	7.4	11.6	8.0	10.8	7.8	8.4	9.0	7.5	
image31.emf
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Executive Summary

In 2013, NHS England described the opportunity to prevent unwarranted admissions in the
fifty per cent of all emergency calls needing an ambulance, as they could be managed at
the scene and/or by community teams. To support this, Professor Keith Willett, the
National Director of Acute Care, described the paramedic workforce to be “probably the
area of healthcare that has the greatest opportunity to manage demand for the rest
of the health economy” (House of Commons Health Committee, 2016a).

Expanded paramedic roles are emerging in response to an increasingly ageing population
with more complex morbidities, combined with the retrenchment of some health and social
care services and higher community expectation. These patients form a significant part of
the current 999 and 111 workload, often as a result of primary care demand outstripping
resources. While ambulance services are looking at ways to increase their ability to ‘See
and Treat’ more patients within a community based setting, the paramedics unique skill set
has been recognised within many GP practices and a growing number have started to
reshape their service delivery models to include this valuable resource. Meanwhile,
paramedics are leaving ambulance services at an increasing rate. Contributing factors
include, shift work and long hours, work-life balance, and the lack of opportunity to use
extended skills due to operational pressures to meet response times. It should be noted
however, that paramedics are not leaving the profession, but instead choosing to work in
alternative settings outside the ambulance service, where they are offered, what appear to
be, more favourable terms and conditions, often on a higher pay banding. They are also
leaving with fewer years’ service, using the ambulance service as an opportunity to cement
their clinical skills and gain exposure before moving on to work across the wider health
economy.

Recent work undertaken by Health Education England (HEE), illustrated a potential
strategic enabler in the rotation of paramedics within primary care and community team
settings as well as the ambulance service. Rotation offers a way to educate and motivate
the paramedic workforce, providing a clear career pathway, eliminating the ‘drift’ between
organisations and creating a nurturing environment where specialist and advanced
paramedics, ambulances services and primary care can flourish. However, this work also
illustrated a necessity to consider the impact that such a scheme may have upon the
ambulance service if done in isolation. There is therefore both an organisational necessity
and patient demand across the system that requires rapid attention.

There is an opportunity for early adopters to progress this rotational workforce initiative,
through a responsive and progressive collaboration. This paper offers a ‘How to Guide’ on
how to embed the rotational model into core business; the content of which is
organisationally agnostic. It also builds on the Ambulance Response Programme findings
and the changes required to adopt a rotational model of working. The paper will refer to
Advanced Paramedic Practitioners (APPs) as the clinicians who offer optimal gain.
However, in the absence of APPs, specialist paramedics, or paramedics of the right
calibre, should be considered as a starting point to build and develop this workforce. HEE
is supporting this direction with the offer of leadership within early adopter organisations to
progress the initiative from concept to deliverable project. This ‘How to Guide’ is one way
of moving this conversation and practical elements of this project on intelligently but local
discernment and resource decisions should prevail.





Introduction

“How do we build sustainable models of care, utilising the skills of paramedics in primary
care, without depleting the ambulance service?”

This, the original challenge posed by HEE, highlighted a collaborative solution in a
rotational model of working for paramedics, where the gains for both parties are likely to
surpass those which can be achieved by operating alone. Feedback from influential
stakeholders following the original paper, evoked a decisive shift in thinking in favour of
moving toward a rotational model of working and an understanding that an new operating
model is required. The ‘why we have to change’ has been covered in the original paper so
the following work outlines a ‘how to’ guide in creating the next steps of the process during
this fertile opportunity. The opportunity is in developing strong linkages of place-based
services and address equitable delivery of primary and emergency care in an empowering
and meaningful way which allows the sharing of this valuable resource without depleting
resources in our partner organisations.

‘Rather than any response, the correct response, first time, is now needed’. This is the
clear message from the largest clinical ambulance trials in the world, the ‘Ambulance
Response Programme’ (ARP), following which, NHS England is implementing new
ambulance standards across England, replacing a decades old system. Call handlers are
now given more time to assess 999 calls that are not immediately life-threatening, enabling
them to identify patients’ needs better and send the most appropriate response. The shift
in thinking is that the most appropriate response does not have to come from sending an
ambulance resource and that a robust community team is fundamental to getting it right
first time. This is also underpinned by NHSE’s Integrated Urgent Care Service
Specification (Sept, 2017) which supports patients receiving a ‘complete episode of care’.

The question driving the Ambulance Response Programme was ‘why are we sending an
ambulance resource to a chief complaint that we can’t treat appropriately?’. The Rotational
Model supports sending a Health Care Professional (HCP) with the appropriate skill set to
offer definitive care to a patient, rather than ‘stopping the clock; an undoubtedly positive
move forward for patient safety. APPs can also support primary care and community team
working which could dovetail seamlessly in support of answering this challenge.

What is the proposed solution?
A Rotational Model of working whereby paramedics spend equal time in:
1. Primary Care, 2. Ambulance Service and 3. A Multi-Disciplinary Team in the community.

Primary
Care
Rotation

Emergency
Operations
Centre Rotation






What is the change in a nutshell?

Under the Rotational Model, 999 calls taken by the ambulance service are triaged, coded
and eligible calls are passed directly to an appropriate HCP in the community based Multi-
disciplinary team (MDT) rotation, to respond to and manage. These eligible codesets are
pre-determined to be better served by a team outside of the ambulance service with the
specialist skills to deliver definitive care, where a standard paramedic cannot. The MDT
would be directly tasked to attend and manage these calls without the ambulance
service having to allocate any of their conventional resources.

EMERGENCY CALL

N\

g

Specific codesets filtered to the screen of
the APP in the EOC (Specific codesets All other 999 calls
predetermined to be more appropriately managed as usual
managed by HCP in MDT rotation)

Non injury falls are Mental Health calls are

referred to the OT/ referred to the Mental

Physio/Falls specialist in Health specialist in the
the MDT MDT

Breathing Problems are
referred to the respiratory
specialist in the MDT

Patients receive the right care in the familiar setting of their own home from the outset. The
ambulance service has increased capacity to respond to calls that are life-threatening. The
community team’s workload is supported by have an extra generalist resource in the form
of an APP. The same benefits could be realised within primary care by using an APP within
their practice. Notwithstanding the advantages seen by the commissioners as tariff based
A&E attendance and non-elective admissions may reduce as fewer patients are conveyed
to hospital (see Appendix A for benefits realised).





How will we know this has worked and a change is an improvement?

Success will be realised when community teams, specialising in conditions such as
respiratory disease, diabetes, falls, and mental health, directly receive the 999 calls
appropriate to their speciality, instead of the current approach of triggering a responding
ambulance crew. In addition, ambulance service capacity will increase while A&E
attendances, non-elective admissions and turn-around times reduce. Hospital corridors
become less blocked, and patients receive better, more appropriate, specialist care, closer
to home. True success will be realised when rotation becomes part of core business within
organisational culture and staff retention improves.

Primary objectives are to:
* Reduce the number of avoidable ambulance responses
* Reduce A&E and unplanned admissions
» Support primary care with their demanding workload and workforce shortfalls.

These objectives can be achieved in five ways:

1. A primary care APP ensures a reduction in the number of GP practice calls
defaulting to 999 as a result of unmet capacity; thus reducing ambulance service
activity, associated conveyance to A&E and turnaround times at hospital.

2. Increasing the use of A&E alternatives and Hear-and-Treat from ambulance
services. Community based providers encourage conventional ambulance resources to
refer patients into their service but this has a variable success rate. Mobilising the MDT
directly to predetermined codesets ensures the MDT is used in the most effective way.

3. Fundamental to success is the efficient and effective deployment of the MDT and its
ability to illustrate a utilisation rate at least to the equivalent of a conventional
ambulance resource but with a significantly improved rate of See-and-Treat.

4. Clinical effectiveness and patient experience must be measured against the
baseline must be measured in order to underpin this model.

5. Focus on staff retention and leadership positions is required within the
ambulance service, particularly focusing on Specialist and Advanced grades.

If we are able to continually add to systemic growth over time, with more APPs, more
eligible codesets to be managed by the MDT, more focus on the value of community and
place-based care, without impeding existing business continuity and patient care, but
enhancing it, then this describes a more sustainable, integrated, empowered and safer
practicing workforce.

Nationally, there is significant variance in the starting position of ambulance services and
primary care providers in terms of specialist paramedic practitioners (SPP) and advanced
paramedic practitioner (APP) staffing levels, clinical leadership structures, community
team provisions, commissioning arrangements, geography and demographics for the
rotational model to manifest its full potential from the outset. The aim is to just start - just
begin - as perfection is the barrier to progress in this context. Phase in each rotation and
build up until all the elements required are in position and the concept is proven.





Where Do | Start?

Step 1: Identification of Codesets

A number of initial, simple actions will need to be carried out by Ambulance Trusts in

advance of the project being initiated. These include:

Use EOC informatics to identify optimum codesets which the APPs, SPPs and other
HCPs as part of the MDT can be deployed to attend. Start with a couple of high
volume, high conveyance rate, low acuity codesets and build up as project advances.

Map historic activity of the codeset to estimate call volume and peak activity times.

Ascertain conveyance rates of each codeset by a conventional ambulance resource.

Explore this data to ascertain whether a ‘prioritisation list’ based upon opportunity to

reduce conveyance can be developed.

Look at area ‘heat mapping’ of the specific codeset to ensure that resources are

appropriately placed to match this demand.

Establishing this baseline will allow for accurate determination of whether the project has
illustrated success against objectives, potential for future expansion and long term
sustainability. It can also help to establish whether future commissioning support is
required. The following is an example of how to illustrate annual activity and respective

opportunity for reducing conveyance to A&E across the defined codesets.

Chief Codeset(exam Activity (no.
Complaint ple) of 999 calls)
XX1

Peak

Demand (time

Current
Conveyance

Rate

Backpain
Breathing XX2
Problems 170
XX3
Convulsions 217
Diabetic XX6
Problem 974
XX9
Falls 99
XX10
Falls 9956
Haemorrhage/ XX15
Lacerations 42
Sick Person - XX17
Specific
Diagnosis 1384

of day)

1900
1400

2200
1600
1200

1200

1100

72.50%

65.90%
71.80%

48.50%
85.20%
64.60%

52.20%

69.30%

This example of activity illustrates circa 13,000 incidents per month that could be managed
by the MDT without sending a conventional ambulance resource. This number does not
include additional opportunities to support ‘Hear and Treat’ activity and responding to crew
referrals.





Emergency Operations Centre Rotation

Hear and Treat

A good position to start is with the ambulance service rotation. The greatest impact the
ambulance service can have is to deploy an APP in the Emergency Operations Centre
(EOC). In the absence of APPs, then a paramedic trained in local systems is a good
starting point. It must be recognised that even with an enhanced skill set, if APPs, or an
MDT full of specialists, are not deployed to incidents where their skill set can be utilised,
the impact of the rotational model will be minimal. To ensure this clinical skill set can be
exploited to maximum effect, key considerations essential to be addressed are those of
effective and efficient deployment. Effective deployment is the most critical factor in
resource utilisation, just as routine deployment will likely reduce the effectiveness.
Following a review of other areas of practice and across the country, it is clear that the
most effective means by which this deployment can take place is when they are tasked by
individuals with the same or similar skill sets. This, coupled with identification of the ideal
MPDS or NHS Pathways codesets, ensures maximum utilisation from the outset.

Furthermore, clinicians working within the EOC can undertake a key role in supporting
Hear and Treat, the provision of clinical leadership and advice for the wider workforce to
ensure proactive leadership of the clinical response is maintained. The clear advantage of
having an APP in the EOC, in charge of their own defined codesets, is not only that they
can make contact with the patient prior to dispatching a resource or the MDT, but
secondary triage can also take place. Maximising their advanced clinical skills, an APP in
the EOC assessing and re-triaging nominated codesets, such as ‘Difficulty in Breathing’,
will mean a stronger assessment can be made to determine the most appropriate
response first time. They can also provide more pertinent information to the attending
response, such as number and nature of previous calls, whether they have a care plan in
place, previous alternatives to conveyance used or community matron involvement. This
can all contribute to more informed and shared decision making and enhance overall
patient assessment and experience.

Key Points:

+  During the hours of operation, one APP should be rostered to work within the
EOC.

+  The primary function of the APP during their tour of duty within the EOC will be to
ensure accurate tasking of the MDT and APP resource at all times.

+  The APP will also have responsibility for capturing any qualitative impacts around
the scheme. This will be recorded in a central log.

+ In addition, the presence of this clinical skill set within the EOC will also support
other clinicians undertaking Hear and Treat activity, as an expert resource and
could also form part of the clinical support available to newly qualified paramedics.

Any paramedics or Emergency Medical Technicians that require clinical support,
advice or direction will be on hand to speak with the EOC APP. This guidance will
also be captured in the central log providing fertile training intelligence.

+ Finally, the APP will take responsibility to ensure that any adverse incidents are
recorded through the designated reporting processes.





See and Treat

If an ambulance service has a significant number of APPs, there is also an opportunity for
these clinicians to respond to a selection of codesets that are lower acuity but come with
high volume and high conveyance rates. The aim, once again, is to treat appropriately
within the community.

The See and Treat model using a specialist or advanced paramedic can provide an
enhanced safe discharge on scene, following a comprehensive assessment. They can
also provide immediate treatment and refer patients to the MDT community team,
specifically targeting the presenting complaint. Not only will a hospital attendance/
admission be avoided but the ambulance resource will be freed up to respond to another
emergency call, negating the current alternative which is to be unavailable whilst queueing
in hospital corridors.

This approach requires a fundamental change in the operational perspective from the
current approach of ‘saving APPs for best’ - meaning life threatening calls — of which there
is very little activity within each shift; 2-3 patient contacts per shift, the majority of which
require legitimate conveyance. The opportunity here is to utilise the ‘advanced’ part of the
clinical assessment and expose the APPs to 8-10 patient contacts per day, to lower acuity,
high volume calls and have a profound impact on conveyance rate and subsequent
admission rates.

Primary Care Rotation

The primary care rotation appears to have the most natural traction as the current
migration of paramedics to GP practices nationally suggests that GPs already realise the
value this group of clinicians can offer. The current gap is around appropriate training and
robust, standardised clinical governance to ensure APPs are working within their scope of
practice, managing patients safely, appropriately and confidently.

The main opportunity for the primary care rotation sees the APP contributing to
established, planned activities within a GP practice, such as running clinics for selected
patient groups, care planning for high-volume service users within the practice, home
visiting and coordinating the care of those patients who are reaching End of Life.

An additional role within this rotation will be supporting the practice to minimise its impact
upon the ambulance service and secondary care. As such, they will play a key role in
offering primary care a degree of ‘flex’ to accommodate the acute same-day presentations
in order to prevent these becoming 999 calls. For example, a practice may also choose to
focus the APP skills on preventative measures such as managing long-term conditions
(preventing exacerbations) or concentrating on admission avoidance from care homes.
There are some early quick wins in relation to this rotation. For example, if GP practices
who are ‘super users’ of ambulance services can be enrolled into the primary care rotation
first, it could see an immediate reduction in 999 activity, as patients calling their GP
practice for a same day home visit or appointment can be managed by the APP working
within. This cohort of patients tend to have high coinciding conveyance rates to A&E which
can also be avoided if a primary care APP or the MDT is able to be responsive.

Part of a robust overall clinical supervision process should include a feedback mechanism
to inform referring paramedics if the patient subsequently re-presents and why.





This would be valuable and achieved through the enhanced community engagement
within which the rotations fall. APPs can also receive timely feedback because they will
likely see the same patients in their primary care rotation as they do in their MDT or
ambulance service rotation, thus providing an extremely powerful feedback mechanism
and nurturing environment from which to learn, trust and grow.

MDT Rotation

Targeted community referral services through a designated MDT are required to maximise
the potential of the service. Inadequate referral opportunities for APPs to attend those
emergency and urgent calls that require their extended skill set, because they are tied up
responding to anything and everything, will have the effect of unwarranted transfers to
A&E.

There is also a need for community teams to be ready, able and willing to take direct
referrals from the ambulance service. To support this, activity should be mapped to bring
the responding community team in line with expected ambulance service and urgent and
emergency care demand, which requires a piece of work necessary in order to shape an
optimum and targeted service. Environments for this rotation to flourish may see a move

to a functionally integrated service which incorporates elements such as clinical hubs,
urgent care centres, walk-in-centres, GP practices, out-of-hours providers etc. The time
frame to attend associated with the community response can be locally determined but it is
worth highlighting that these patients have already been pre-determined as lower acuity
and not requiring an emergency response.

As the programme develops and confidence grows, additional codesets can be ‘out-
resourced’ to community teams. For example, patient groups with increased shortness of
breath with established respiratory disease, or their carer calling 999 for advice. The
current conventional response would be the highest priority call and an ambulance
deployment, with an anticipated referral to other services. If a referral is not possible,
conveyance to A&E ensues. Using the rotational model, this type of call would be
appropriate for a direct referral, at 999 source, to community based services such as a
Respiratory Team who can offer definite care to both the patient and family with fewer

on-scene time pressures. This is a more suitable response than an emergency ambulance
and ensures the ambulance remains available to attend other incidents. Additionally,
conveyance would be much less likely and the patients’ needs are met in the first instance.

Recognising the increasing prevalence of mental health patients accessing the 999 system
suggests that with calls such as ‘threatening suicide’, immediate referral to specialist
mental health services would ensure patients receive the most appropriate response to the
presenting condition. Once again, reducing mobilisation of ambulance resources and
negates the need for ambulance secondary referral, all while the paramedic waits on-
scene.

It should be acknowledged that many of these community based services are currently not
sufficiently robust, to immediately take on this activity in as responsive manner, as is
necessary. Work with commissioners may need to be undertaken to bolster their
responsiveness and collaboration with ambulance services. However, using the rotational
model, where APPs rotate through these community teams, will undoubtedly support a
smooth transition to deliver a more reactive service with a strong focus on prevention.





Education

The College of Paramedics identifies that to become a specialist paramedic, an individual
will require the attainment of education at an appropriate level; initially at post graduate
certificate (PGCert), then post graduate diploma (PGDip) level. The achievement of
advanced paramedic status will require an individual to obtain post registration expertise
and competence beyond the level of specialist paramedic. To attain this level of practice
will require the acquisition of education to HE level 7 (MSc) in England, Wales and
Northern Ireland, and SCQF level 11 in Scotland.

It is acknowledged that until the recent transition to higher education gathered pace, there
were fewer graduate and postgraduate level paramedics available to take up specialist
and advanced practice with the requisite academic attainment. There may be exceptional
candidates for development into specialist and advanced roles who do not yet have the
underpinning levels of academic attainment. In these cases, it may be possible for some
exceptional candidates to embark on postgraduate development without completing a first
degree. However, in the main, it is anticipated that paramedics will be able to demonstrate
academic attainment for specialist and advanced roles in accordance with College of
Paramedics guidance.

Ideal Candidate

In order to highlight the most suitable paramedics for the programme, and to maximise the
chances of success, consider hosting an open evening event. An open evening to which
all paramedics who are interested in going on a journey, to be innovators to progress their
career, are invited. From this event, stakeholders can draw out and pique the interest of
the right, motivated staff and advertise exactly what is expected. The open evening will
draw out the prospective candidates who share the vision and have the required aptitude.
It also allows for any questions to make this an informed decision, preventing future
breakdown due to lack of clarity. Be explicit with the aims of the programme - i.e. that
conveyance rate needs to be significantly less, targeting specific cohorts of patients and
that they will be given the tools to safely underpin this through higher education and
clinical supervision.

+ Highlight those paramedics who are eager to drive practice forward and talent spot
those individuals whose conveyance rates have been historically consistently low,
combined with low serious incidents/re-contact rates.

«  Set out the vision that all successful candidates will be encouraged and supported to
MSc level.

+  Be explicit about educational expectations from the outset so it is neither a shock to
the successful candidates or stakeholders when they are released for university time.

+  Throughout the MSc in Advanced Practice, they will be clinically supported by a GP

mentor within the primary care practice rotation.

As an Advanced Paramedic Paramedic, the ideal candidate will develop risk

stratification skills under the guidance of the general practice.





Job Advert

+ Advertise the role as a development opportunity.

« Each organisation’s starting point may dictate an existing cohort of SPPs, APPs, or
Level 6/7 paramedics, but the crucial element is that they have the motivation to
make this work.

+ Go for the right quality person rather than education level if there is a shallow pool
of specialist or advanced paramedics at this time.

* Request minimum Level 5 to keep the pool large to choose from.

College of Paramedics Diploma in Urgent and Primary Care Exam

Since 2010, South East Coast and South Western Ambulance Trusts have successfully
supported over 400 of their paramedics through a specially designed examination,
facilitated by the medical school of St Georges University, London (SGUL). The exam was
designed by Kent, Surrey and Sussex Deanery (General Practice) and uses the same
format as the MRCGP exams. It is used as a summative assessment of workplace-based
assessment of practice-based learning and as such, provides a very high quality
assessment of clinical ability in a format that is understood by GPs.

It comprises two elements:

a. 15 Clinical Skills Assessment (OSCE) stations and
b. 150 Applied Knowledge Test (AKT) questions.

The examination provides a crucial benchmark for specialist and advanced paramedics to
competently, confidently and safely operate in a primary care setting. This year, the
College of Paramedics has taken over as providers of the exam with SGUL to underpin
robust governance and oversight of specialist and advanced paramedic practice.





Staffing Levels

Staffing levels need to be considered locally to understand the number of APPs required,
the total clinical resource available within the MDT. The optimum working hours of the MDT
can be determined locally, based on evidence gathered on the activity times for specific
codesets. For example, respiratory or diabetic conditions may peak later on in the evening
so it may be advisable to have respiratory and diabetic specialists supporting a later rota
than, for example, falls or epilepsy which may peak during normal working hours.

The following is an example of what this might look like:

A minimum of six paramedics are required in order to start with the ambulance service and
primary care rotation (three APPs to cover a 7-day week, 12 hour shifts in the ambulance
service and then two to cover primary care over 5 days a week. The ‘spare’ will cover days
off for university, sickness and leave. Following activity assessment, it may be determined
these rosters will be active 7 days per week but targeted to ensure appropriate cover when
peak activity is present. As each aspect of the rotation delivers impact on the agreed
metrics, further rotations can be added. For example:

Phase 1

Two rotations between ambulance EOC and as part of the multi-disciplinary team will
illustrate synergy and allow for maximum impact of each. This will ensure that the APP
within the MDT is appropriately tasked and patients receive the optimum clinician for their
presenting MPDS condition. As these two rotations become embedded and deliver
demonstrable impact the Phase 2 can be introduced.

Phase 2

Introduce an APP within primary care who can offer support to a practice. The primary care
APP has real potential to reduce those primary care presentations which cannot be met
with existing practice resources, from tripping in the 999 system and becoming a likely
conveyance to the A&E.

The suggested rotations have the flexibility to be adjusted to meet the needs of the patient
and health community, whilst retaining sufficient control to allow organisations to flex. A
sustainable model would have the ability to increase and decrease codesets (and
therefore workload) as staffing numbers change. In the event of sudden staff shortages,
sickness etc., it is advised to consider reducing the number of codesets not resources.
This enables fluid and flexible working where capacity meets demand. Conversely, as the
workforce grows, the codesets can increase to maximise outcomes.





What if | don’t have any / enough specialist or advanced paramedics?

Underpinning clinical governance on the journey to having a full complement of qualified
advanced paramedics requires a robust and dependable level of clinical supervision in the
form of a GP mentor. Primary care are in an ideal position to provide real-time clinical
supervision to APPs. This may be taking an advice call from an APP seeking support for
the following reasons:

1. Attempting to avoid an admission to hospital and ensure safe non-conveyance.

2. Complex patient with a long term condition who can be managed in the community
with guidance, treatment plan or reassurance from the practice.

3. Patient who is refusing to go to hospital but the clinician feels they require further
intervention to stop deterioration.

An example of where this GP clinical supervision is successful is in the Fylde Coast. With
a population of 350,000, the average number of contacts by paramedics to the GP
‘mentors’ is 25 calls over a 24 hour period.!. The average time the GP spends on each
phone call is between 9-11 minutes. This service is available for every paramedic in the
Fylde coast area, whereas, the suggested rotational model requires the GP mentor to take
calls from only one or two clinicians per day. Minimal time on the phone may support a
higher discharge rate on scene and a likely admission prevented, in the case of Fylde
Coast Medical Services, deflection rates of up to 93%. The ‘pay back’ to GPs is the
potential to nurture their own APPs who will then rotate through their practice having a
consistent and robust approach to clinical decision-making which will become trusted and
relied upon over time.

Succession planning

The GP5YFV clearly highlights the trajectory of having enough qualified GPs in 2020 to be
unlikely. If their workforce is bolstered by highly qualified advanced paramedics, the
negative impact of this shortage on service delivery and subsequent patient care may be
diluted. In order for APPs to be shared between organisations, the ambulance service
require a commitment to replace the shortfall of paramedics they will ultimately face. A
commitment to focus funding on education and a continual flow of paramedics going
through higher education is the only sustainable way to succession plan and future proof
each organisation. The importance of exclusively using specialist or advanced paramedics
going forward is that they are defined roles and therefore governed by a very specific
clinical skill set and attainment level.

Once this defined attainment level is acquired, a specialist or advanced paramedic is then
able to be legitimately and safely integrated into the UK health service systems alongside
allied health professionals capable of delivering safe, patient-focused healthcare. Safer in
respect of the employer knowing exactly what their unique skills, attributes and levels of
attainments are by definition of the role itself because it is recognised and standardised.

1 Fylde Coast Medical Services Ltd, 2017





Evaluation

A robust evaluation will be undertaken by HEE in order to support the implementation of
the rotational model. Examples of what success could look like are detailed in the table
below, however the metrics for evaluation for all three rotations are currently being
developed.

Metric ‘ Rationale
APP utilisation -
This metric will aim to illustrate three To support productivity and efficiency, it is
aspects for all three rotations: necessary to ensure that the APP will attend
* Activity of APP during scheme vs at least the same number of incidents of that
APP activity prior to scheme. of a conventional resource.
* Volume of activity (humber of
calls attended per hour) of APP Likewise it is important to demonstrate that
during scheme vs conventional APPs, as our most expensive frontline
ambulance resource. clinicians, can demonstrate tangible benefits
* APP activity vs conventional of their skill set.

ambulance resource attending
same codeset(ie response time,
on scene time, conveyance rate
and clinical interventions).

APP deployment - It is intended that the APPs will be tasked in

two ways; as a primary response to the
Number of incidents where APP is identified codesetand as a secondary
tasked as a primary or secondary response following paramedic or EMT
response. referral.

Therefore, it is important that we capture the
quantity of each, to ensure this contributes
to the development of an effective
deployment model.

Conveyance — Number of incidents (as The ultimate aim of the programme is to
a %) which result in either non- safely reduce conveyance to secondary
conveyance to A&E, direct admission, care, primarily through A&E and also to
avoiding ED (for all 3 rotations). This will reduce non-elective admission rates.

be compared to a conventional
ambulance resource (Amb/RRV) for the
same codeset.

Conveyance — Number of patients that Despite APP intervention, it is likely that
are conveyed to A&E following APP some patients will still need conveyance to
assessment that are able to be conveyed A&E. Efficient use of urgent care resources
in an urgent care resource rather than will supplement the success of the scheme
emergency. in reducing demand on paramedic vehicles.
Financial impact +ve & -ve — All clinical interventions should possess a
ascertaining the financial impact of the sound rationale both in respect of their
scheme against the baseline and the clinical benefits but also their cost

benefit to the whole system not just the effectiveness.

ambulance service.






Funding and support

HEE is collaborating with the College of Paramedics to develop educational support to
progress the capabilities required to work safely and effectively in these environments and
roles. In order to support the work being taken forward as part of the national PEEP
programme, and the requirements of the Urgent and Emergency Care Review, HEE has
identified funding to support piloting of the development of the future advanced paramedic
workforce. Criteria has been developed against which organisations can bid for a portion
of the fund, amounting to approximately £800,000 in total for the 2017/18 financial year.
Importantly, they will involve public health within a steering group to retain the focus on
population health and prevention.

In Conclusion

The fundamental challenge is for each organisation to have a strategic commitment to
alter the course of the current trajectory towards one offering mutual gain. The existing
capacity within the paramedic workforce could undermine the capacity to realise the full
potential of the rotational model from the outset but looking back at the history of demand
outstripping supply, combined with the current trajectory of staffing levels outlined by the
GP5YFV, today is arguably the strongest position organisations will find themselves in.

Targeted community referral services, through a designated MDT, are essential to
maximise the potential of the service. Targeted towards very specific, high volume, high
conveyance rate codesets or gaps in ambulance service practice. Inadequate referral
opportunities for APPs attending emergency calls will have the effect of unwarranted
transfers to A&E. High quality education and training and strong clinical governance are
also needed to ensure APPs are working within their sphere of competence and referring
appropriately. Key strategic enablers include higher education, paramedic prescribing and
a visionary workforce. It is now a primary necessity that these strategic enablers are built
into a whole system approach to service delivery and workforce transformation, aligned to
the needs of patients we serve.

Report prepared by Rhian Monteith on behalf of Health Education England, October 2017.





APPENDIX A
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BRIEFING

USING ROTATIONAL POSTS

Why develop and implement rotational posts?

Attracting and retaining staff can be challenging. In response, workforce
planners need to be innovative with strategies in order to recruit, develop and
retain staff.

An effective way this can be done is by moving substantive staff between two or
more posts in a planned way over a fixed period of time, for example, offering a
post in one department for six months, and then a post in another department

for a further six months.

Rotational posts can be offered across organisations, or a range of
organisations such as in a sustainability and transformation partnership (STP).
This is a way to strengthen the employment offer to new and existing
employees, share learning across departments and help staff to upskill and
gain knowledge they otherwise would not have.

How are employers using rotational posts?

As a great attraction and recruitment tool

Providing opportunities for employees to rotate across a number of settings can
be an excellent way to attract potential staff to your organisation. It offers
employers the opportunity to promote hard to fill posts or posts based in
difficult to reach locations in an attractive way.

Rotating staff into different departments or organisations can also help to
attract younger people coming into the workforce. Forbes suggests that 16-24
year olds will have at least five careers within their lifetime, therefore rotational
posts can be an excellent tool for recruiting this age group, and provide them

with the opportunity to see a range of posts and specialties available in the
NHS.





Case study: rotational posts to attract and develop new starters

Nottingham University Hospitals NHS Trust launched a rotational pilot for
newly qualified nurses and existing band 5 nurses in October 2015. A pilot
began with eight candidates rotating in three areas: a medical rotation, a
medical admissions rotation and a surgical rotation.

Over the last two years the number of rotational positions has grown with the
trust now offering 16 different rotation settings across 31 clinical areas and
employing 67 members of staff who rotate around these areas. The trust has
recruited a further 27 members of staff to rotate across different departments
starting in 2018.

All of the rotations are 18 months in length, and the trust is now looking to
explore one and two-year rotations. It has seen many benefits to offering staff
rotations in different settings and has received significant positive feedback,
particularly around learning and development. A member of staff said “| am
happy to go and help on wards that are short staffed,” while another
commented "l feel confident in the skills and knowledge | have developed.”

To improve staff retention

Rotational posts are a good way to improve retention of both newly qualified and
established staff. For example, where the turnover for newly qualified nurses is
very high, rotational posts have helped organisations support, develop and
retain them. If established staff are looking to move posts or explore different
specialty areas, setting up rotations can offer the opportunity for these
members of staff to find out more about the different areas, therefore helping
to retain them within your organisation.

Case study: developing and retaining bands 3-8a through rotational posts

At one mental health trust, it is now common practice for senior managers in
the forensic unit to identify staff within their teams who would like to rotate
around the low, medium and high security wards. Staff within the forensics unit
have come to expect rotations as part of their development, from which they
will gain experience across the service. Upon completion of rotations, staff
members will usually be ready to apply for posts at the next band up and
rotations continue again at that level. These rotations take place until band 7
(ward manager level] and at times band 8a team leaders. Managers found that
streamlining the process and paperwork has helped to easily rotate staff
around the unit. On top of this, learning from each ward has been shared by the
staff on rotation, supporting continuing professional development (CPD).





To support staff development

At five recent Nursing Times Careers Live events, 526 nurses in training and
registered nurses told us that their top priority when looking for a job is the
opportunity for development. Offering a post which rotates around different
areas can support you with meeting the development needs of your workforce,
and broaden their skill sets, confidence and knowledge to provide better patient
care and meet future service need. Rotating staff across departments can also
help your workforce to develop and maintain competencies.

Rotational posts can help develop staff, especially those making the transition

from being a student to becoming a registered professional. Alongside
preceptorship, these posts can help staff discover the area they want to work in |
and gain useful experience from a range of specialities. i\

Case study: developing skills to provide exceptional patient care

Rotating physiotherapists and occupational therapists across different
departments has become part of the attraction and development offer at The
Dudley Group NHS Foundation Trust.

Rotational posts are well established within the trust and therapists have
gained a greater understand of how different departments within the trust

operate, as well as having developed a greater variety of clinical skills and
competencies for providing better patient care. This has enabled them to treat
patients holistically, treating the functional problem the patient presents with
and not just the condition they are diagnosed with. Rotation also supports
retention of highly motivated staff and skilled staff who want to remain working
for the trust.

Case study: collaboration across regions

In Nottinghamshire, four healthcare organisations are working together to
provide 16 posts for newly qualified and existing nurses to rotate across. The
organisations involved are Nottingham City Care Partnerships,
Nottinghamshire Healthcare NHS Foundation Trust, Nottingham University
Hospitals NHS Trust and Sherwood Forest Hospitals NHS Foundation Trust.

The collaboration between organisations has been met with enthusiasm from
all involved. The trusts aim to make the rotation work and ensure it fits the
purpose and benefits both staff and patients.





A rotational development lead nurse is one of the key enablers to the success of
staff working across different organisations as they have a focus on:

e what is needed by each trust to provide a post
e provide a clear thread of engagement across the organisations
e hold others to action in a non-biased way.

There is no affiliation to any one organisation, resulting in equitability, shared
support and commitment to supporting the teams and the rotational nurses.

To help with recruitment, the rotational development lead nurse was provided
with access to recruitment platforms at each of the trusts to enable
shortlisting. The HR team at Nottingham Healthcare NHS Foundation Trust
agreed to complete pre-employment checks for all interviewees.

Before starting the rotational posts both the rotational nurses and the
managers supporting them are asked to complete a questionnaire to support
with learning. Further questionnaires are sent out at six month intervals.

Communication and monthly steering group meetings have been an essential
aspect of the process, resulting in more collaborative working across
organisations, sharing ideas and processes around the recruitment and
retention of staff. There continues to be interest in rotational posts both from
student nurses due to qualify and experienced nurses relocating to the area.

One rotational nurse reported that she has been well received within the
community team that she has spent a rotation with and has learned new ways
of working and clinical skills. As she now rotates into another organisation she
is excited to see how she can use her experiences so far to positively influence
patient care and is keen to continue her links with her colleagues within the
community.

As a way of building an innovative culture and making staff feel valued

Rotational posts can encourage a culture of organisational challenge, learning
and improvement, both for individuals and the departments and organisations
that support rotations, as each team member involved looks at ways they can
continue to improve the environment in which they work. Engaging staff to
develop rotational posts and act on their feedback can also encourage buy in
from staff to support and promote the benefits these posts have to offer.
Providing education and training opportunities such as rotational posts, is also
another way of making staff feel valued, support and professionally fulfilled.





Case study: engaging staff in the development of rotational posts

NHS trusts within Gloucestershire STP have formed a focus group of nursing
associates to determine how staff feel about rotations across different settings
within the STP and how their experiences can improve staff engagement
around STP developments. They are also gathering feedback on how they can
make rotational posts work for others including allied health professionals and
nurses, and other hard to recruit posts. The STP is working with the local
university to implement rotational posts and support staff development and
retention strategies.

How can | develop and implement rotational
posts in my organisation?
e Share this briefing with your operational managers.

e |dentify champions in teams or departments who would like to host a
rotational post.

e Establish a working group of these champions to build an
implementation plan to take this forward.

Further information
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Principles for Rotation within Wales

Introduction

Nurses, Midwives and Health Visitors and those that assist and support their roles
are the largest workforce group within the healthcare setting. Their roles and
influence are evident at every level of the service and the knowledge, skills and
values they bring therefore have a significant impact on the delivery of dignified, and
evidence based care. The vital role the workforce has in creating safe and effective
care for those who rely on its services has been set out in the future vision for NHS
Wales Together for Health (2009) which acknowledges that in order for this to be
maintained in the future, staff must be enabled to work differently in a way they know
will bring about better, more quality focussed services to patients and clients.

Furthermore, Standard 26 of the Standards for Health Services in Wales (WG
(2010)) requires NHS organisations and services to evidence that their workforce is:

e provided with appropriate support to enable them to maintain and develop
competencies in order to develop their full potential,

e able to demonstrate continuing professional development

e able to access opportunities to develop collaborative and team working.

The Post Registration Career Framework (2009) clearly sets the scene for a career
structure that is responsive to the changing needs of clients and service delivery by
advocating the development of new and existing roles and the creation of flexible
career pathways. One of the ways of achieving this is for organisations to facilitate
staff, as part of normal working practice, to undertake rotation to various care
settings. Rotation creates an organisational culture which encourages the turnover
of staff, reduces instances of ‘static’ teams and allows challenge, new ideas and
evidence based practice to be introduced. Research has shown that with relatively
little resource very experienced staff can be both retained in organisations and can
contribute to innovation in career development as well as sharing experience for
innovation across an organisation (Lucock and Coyne 2003).

Background

In order to meet the changing needs of clients and service provision, new and
innovative ways of recruiting and retaining staff are essential. Planning and
developing for health and social care requires a workforce strategy that facilitates
this, with the aim of a well-educated and highly motivated nursing workforce that has
access to the right support and development opportunities to enhance career
provision (Newman et al, 2002)

The principles for job rotation in Wales aim to provide organisations with a flexible
workforce with transferable knowledge, skills and experience to meet future service
need. There is recognition that formalised rotation programmes may not fit all

3
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employment situations therefore these principles seek to offer guidance and are for
organisations to use flexibly to meet service need and local objectives. Each Health
Board, NHS Trust or Organisation will need to consider the principles and how they
can best be applied locally to meet workforce career development to provide the best
possible outcomes for service users and their families.

Job rotation is a method of employee development through the planned replacement
of employees for a set period of time with the aim of developing skills and knowledge
and increasing motivation, job performance and productivity. Job rotation can occur
laterally but can also involve a promotion (Zhen-Hua et al, 2011). Within the
healthcare setting, rotational programmes have been introduced for both new
registrants and experienced staff. For graduate nurses a rotational programme
provides a framework of support during the transition period from student to
registered nurse, including skill development and an opportunity to have ‘taster’
experiences in a variety of settings such as teaching, research, community and in-
patient settings. For experienced staff, rotation offers a chance for staff who have
worked in a speciality for many years to develop experience in other areas, with the
outcome of a more flexible, generic, multi-skilled workforce.

Rotation has a number of benefits including strengthening the sense of community
and commitment to wider department or organisational goals by employees having
an understanding of others roles, departments and challenges (Allott, 2013). An
employee who rotates develops experience more quickly and in a wider breadth of
areas, therefore supporting the development of the employee as a generalist
(Champion et al, 1994). Rotation is a method of succession planning and career
development by selecting and preparing employees for management or specialist
posts (Bellot, 2005). Rotation can be used to develop managers as generalists and
as a result offers employees diverse work experiences which can be considered an
important aspect of career development (Ostroff and Kozlowski, 1992).

There are a number of ways that rotation could be applied within organisations and
these include a simple rotation such as from working nights to working days or could
be more complex in nature where the rotation is between wards or between acute
and community services. Rotation could also cross organisations such as the
“revolving door” model as outlined in the Post Registration Career Framework, which
enables staff to move between service and research/education settings.

The objectives of rotation are numerous and will vary depending on the organisation,
service and workforce need. They include:

Improved recruitment and retention

Improve and expand skills base and knowledge to meet patient need

Build team networking across departments

Transferable skills and cross-cover working

A culture of organisational challenge, learning and improvement;

Succession planning and career development

Meet individual nurses’ development needs as identified in Performance
Appraisal Development Review (PADR)

Raise awareness of opportunities in the wider organisation
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e Support the development of future leaders, managers, nurse specialists, and
consultant nurses (Bellot, 2012: Varden, 2006)

Rotation would provide opportunities for staff to enhance their knowledge and skills
and increase their ability to deliver person centred care.  Ultimately, rotation assists
organisations to achieve the objectives within Setting the Direction: Primary and
Community Services Strategic Delivery Programme (2010) to provide service
delivery models which establish the best possible conditions for patients, carers and
NHS staff in a high quality system. In order to achieve these objectives there needs
to be a cultural shift where opportunities for staff rotation between departments,
directorates or even organisations form part of everyday working culture and are
aligned to annual appraisal, revalidation and personal development.

Rotational pathways will be part of the broad spectrum of learning and development
opportunities offered to staff aligned to the needs of the individual and the service.
Benefits of rotation include:

e A nursing workforce that has the right knowledge and skills to deliver high
guality patient centred dignified care in any setting
The development of a generalist workforce
Transferability of the workforce, with staff having the knowledge and skills to
work across boundaries
An opportunity to broaden the skill ranges of staff in areas outside of their
normal practice
A nursing workforce that is responsive to the needs of patients across all
healthcare settings.
To offer both newly registered and experienced practitioners (within all staff
groups and at all levels) a structured and varied experience
An opportunity to improve working relationships across services and
organisations
The potential to develop career pathways, opportunities for succession
planning and support personal and professional development
Helps achieve the strategic aims for nursing within Wales, which includes
collaboration with the Higher Education Institutes

In addition successful rotation of staff has the potential to address the current
inflexibilities and barriers in nursing that hinder integrated care for patients, restrict
the ability to redeploy resources to shortage areas and limit career opportunities for
staff (Modernising Nursing Careers, 2006). Any rotational opportunity enables staff
and their managers to gain a clearer picture of their strengths and preferences and
can help to inform future career progression.

Broad Principles for Job Rotation of Staff

A sub group of the All Wales Aligning Nursing Skills with Patient Need was set up to:

e Provide a forum for consultation and decision on an All Wales basis with respect
to the principles of rotational pathways that facilitates nursing and midwifery staff
to work across various care settings as part of best practice
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e Explore the principles for a model within Wales, linking with published literature
and underpinning with strategies/guidance
Produce an options appraisal to the Chief Nursing Officer through the All Wales
Aligning Nursing Skills with Patient Needs group on principles for rotation within
Wales

A number of organisations have delivered formal rotational programmes in the past
and the principles identified have been drawn from the lessons learnt from these
organisations. Evaluation of some of these programmes had also taken place which
was used to inform the principles.

Risks and Constraints

The scoping exercise identified a number of risks and constraints which will need to
be considered if organisations choose to adopt rotation. Some of the risks are more
applicable to formal rotational pathways, therefore by organisations adopting a
blended approach to rotation, to suit local context, risks can be minimised.

If rotational opportunities are not embedded in normal practice there is a risk
that the full benefits both to staff and organisations will not be realised and
that staff will become stagnant and competency will be harder to maintain
New registrants who undertake a rotation immediately after registration may
perceive it to be a repetition of pre-registration study and therefore still view
themselves as students

Experienced staff may not be clear around the opportunities for learning and
development that rotation offers and therefore not want to leave their existing
posts

Lack of equality and fair treatment, staff on rotation not valued or made to feel
part of the team

Risk of unforeseen reorganisation and/or change in the political landscape
and agenda

A clearly defined manager is crucial to the governance, assurance and
success of rotational opportunities

Lack of clarity with regards to the rotational areas

Financial pressures therefore organisations may need to think creatively
within existing resources in order for staff to rotate to different areas.
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Broad Principles for Job Rotation: These principles seek to offer guidance and are for organisations to use flexibly as a guide
to meet service need and objectives. Each Health Board, NHS Trust or Organisation will need to consider the principles and how
they can be applied locally.

Organisational

An organisational commitment will be required in promoting the principles of job rotation to ensure maximum benefits to the
organisation, individuals and patients and to ensure that rotation of staff is embedded within service delivery models.
The principles should be aligned to Welsh Government, Health Board, NHS Trust or organisation service objectives and
themes to ensure they take account of All Wales and locality specific requirements (see appendix 1)
Rotation will vary across organisations to meet the locality context. These could include rotation from nights to days, a
clinical rotation within a department; a health/academic pathway or a health/social care pathway (see appendix 2)
For cross organisational rotation, by maintaining employment with one employer (providing there is reciprocity), individuals
and employers should not lose out by rotational experiences.
Job rotation may take many forms and for each one, the department and staff involved should be clear as to what is
expected of them and the benefits of undertaking a job rotational pathway.

Operational Management

Job rotation should be identified as part of an individual’'s annual Personal Appraisal Development Review (PADR) and
revalidation for Registrants.

The duration of the period of job rotation and areas of rotation should be defined locally, with annual leave planned within
this job rotation pathway.

There must be clearly defined roles, responsibilities and expectations for all those involved in the a job rotational pathway
(department manager and employee undertaking the job rotation)

Any change to an employee’s role or job description should occur following appropriate discussion and agreement with the
employee, involving workforce and organisational development and staffside as appropriate.

For newly registered practitioners the first placement of the rotation should also be aligned to the preceptorship period.

Employees undertaking a period of job rotation should have a dedicated base from which they rotate to other areas.

A named manager will be required to have responsibility for all Human Resource aspects e.g. PADR, managing annual
leave, absence, competence and capability.
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Learning and Development

Education, development and objectives for each job rotation should be agreed in line with PADR and KSF outline, with the
personal development plan aligned to the four pillars: clinical practice, research, education and management and
leadership.

Transferable skills development must be at the centre of an individual’s development programme Undertaking a period of
rotation should provide individuals with the opportunity to develop transferable skills within a culture of learning and
development.

Any development associated with the pathway should be supported with appropriate opportunities.

Supervision and support mechanisms must be put in place for all staff working outside their normal work environment.

Learning and development should be agreed as part of rotational objectives and may a variety of forms e.g. work based
learning, an accredited academic module or quality improvement to meet individual and service need
Job rotation should provide participants with opportunities to share good practice and learning amongst peers

Professional Accountability

Individuals undertaking job rotation will be required to provide evidence of meeting PREP requirements though completion
of their portfolio for their annual PADR and revalidation.

Individuals undertaking job rotation will have a named manager for each stage of the rotation to whom they are
professionally responsible.

Individuals who undertake a formal rotation pathway must be made aware of the requirement for their commitment to the
duration of the rotation (unless extenuating circumstances)

Individuals will be required to adhere to local and organisational standards and professional code of conduct including
raising of concerns

Quality and Patient Safety

Job rotation should achieve a level of improvement knowledge linked to improvement initiatives e.g. Improving Quality
Together or other local agreed quality and service development
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Job rotation should provide an opportunity for exposure to a broader field of experience with the outcome of a competent
and flexible workforce

Job rotation should be part of the continuum of learning for career development and be used as a method for succession
planning

Job rotation within or across departments should provide the individual with wider networking opportunities

Job rotation should contribute towards a continued culture of challenge, quality improvement and maintaining a learning
environment

Evaluation

Benefits to the individual as a result of job rotation should be evaluated as part of annual PADR and revalidation

Organisational benefits to patients, teams and the wider service, as a result of staff undertaking job rotation, should be
evaluated locally.
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Options Apraisal
1. Option One
DO NOTHING.

Advantages: None identified; Health Board, NHS Trust or organisation to continue
with current arrangments

Disadvantages: Opportunities for learning and development are not maximised and
the risk of stagnation of the nursing workforce is increased.

2. Option Two
LOCALLY DEFINED ROTATION TO MEET ORGANISAITONAL NEED

Advantages: Health Board, NHS Trust or organisation to develop a flexible nursing
workforce with transferable knowledge and skills with the aim to deliver high quality
patient centred dignified care in any setting and across boundaries. Examples of
possible job rotational opportunities that can be developed at all levels are given in
Appendix 2. These opportunities would be open to all registered nurses and
healthcare support workers at all levels of practice, across all specialities.

Disadvantages: Risks are minimised if Risks and constraints identified within this
paper.

3. Option Three

IMPLEMENT FORMAL ROTATIONAL PATHWAYS

Advantages: Offers the same advantages as option two.

Disadvantages: Requires a more structured approach to ensure the coordination of
operational, logistical and governance aspects of a formal rotational pathway. Risks
and constraints as identified within this paper.

Recommendations

These principles seek to offer guidance and are for organisations to use flexibly as a
guide to meet service need and objectives. Each Health Board, NHS Trust or
organisation will need to consider the principles and how they can be applied locally
to best meet job rotational pathway opportunities. The examples detailed in the
Appendices provide a guide as to possible areas/services where rotation would give
added benefit not only to the service but also to the individual.

e Health Board, NHS Trust or organisation should introduce job rotation based on
these principles, but taking into account the best model to suit local
organisational context as the introduction of job rotation will facilitate a rich matrix
of transferable skills within the nursing workforce

Principles (Final) July 2014






Organisations should seek to embed job rotational pathways in every service
area to ensure that it becomes part of the culture of normal working practice

The principles should be used for all levels of practice and are transferable to
other staff groups e.g. Allied Health Professionals or Healthcare Support Workers
Rotation could be linked to the development of specialist or advanced roles and
aspiring leaders and managers as it provides an opportunity for those already in
post to broaden their knowledge and experience base

Health Board, NHS Trust or organisations that implement job rotation based on
these principles could participate in evaluation locally or on an all Wales basis.
This would contribute to the knowledge, understanding and evidence base in
relation to the benefits of job rotation for the individual, patients and the
organisation
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Appendix 2

Exemplar pathways for rotational programmes
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Exemplar pathways for rotational programmes
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