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ABSTRACT

Using the tool of LogoVisual Thinking, the experiences of a study tour of Children’s Community Nursing Services in Northern Ireland and selected sites in England is used to create a model to help in understanding what is needed to deliver comprehensive children’s community nursing. The themes identified by the model are explored and the applications to practice highlighted.
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Introduction 
Children’s community nursing is a rapidly developing field in the United Kingdom. In 1987 there were 27 teams identified in the RCN Directory of Children’s Community Services in July 2006 this had risen to over 230. Cramp 2003 reviewed the provision of children’s community nursing services and particularly noted that the scale and scope of provision varied widely.

Eaton (2001) described six different models of community children’s nursing that have evolved and the RCN (2000) commented that “the advantages and limitations of the variety of models are well documented, however all studies note the benefits and satisfaction for the family.”
The House of Commons Select Committee in 1997 stated that

· All children requiring nursing should have access to a children’s community nursing service, staffed by qualified children’s nurses…in whatever community they are being nursed.

· This service should be available 24 hours a day, 7 days a week

· Every GP should have access to a named Children’s Community Nurse.

In common with most other teams around the country the North Cumbria Children’s Community Service and the community children’s nursing (CCN) provision in South Cumbria were developed in response to local need and the availability of funding rather than as a result of  clear strategic planning. The merger of the PCTs and a Whole Systems Review of Healthcare provision in Cumbria give an opportunity to review the current provision and to plan for any future development services for a wider group of children and young people and to work increasingly with colleagues in the Acute Trust, Local Authority and the Voluntary Sector. The recent publication of Our Health, Our Care, Our Say (DH 2006), which responded to the desires of the public to have easily accessible services with the majority of care closer to home, combined with the National Service Framework for Children, Young People and Maternity Services (DH 2004) and Every Child Matters (DFS 2004) give a clear indication of government policy support for the service that can be provided by children’s community nurses. It is imperative that this opportunity is grasped for the benefit of children, young people and their families with future provision being planned to meet needs effectively in co-operation with other agencies.   This travel scholarship gave the opportunity to take time to look at the experience of others to inform our future planning. 
Aims

· To explore how different NHS organisations within the UK provide Community Nursing to all children and young people including those with acute, long term and palliative care needs.

· To identify an appropriate model of Community Children’s Nursing to implement that extends current good practice to a wider group of children in Cumbria

Background

In recent years children’s needs have reached the political agenda with the development of The National Service Framework for Children, Young People and Maternity Services (NSF) (2004) and the introduction of Every Child Matters (2004). Our Health, Our Care, Our Say (2006) puts the future focus of health services on care within the community as the norm and specialist hospital provision only being accessed when truly necessary. The role of Children’s Community Nursing in meeting these outcomes is recognized by the government. Building on the recommendations of The House of Commons Select Committee in 1997, Standard Six of the NSF requires that “Primary Care Trusts ensure CCN teams are available in each locality and are based on local need.”  However the format of these teams is not prescribed but, presumably, should be one of the aspects that reflect local need. It is however important that all aspects of comprehensive provision are considered even, although some may not be prioritised or considered necessary in some areas.
Eaton’s (2001) description of six models:

· Hospital Outreach – generalist

· Hospital Outreach – specialist

· Community based team (specialist and generalist)

· Hospital at Home

· District Nursing Service

· Ambulatory or Assessment Unit

focuses on the services that have evolved to address the needs of children that have been identified in various areas. This is an important piece of work that highlights the unplanned way in which services have been created, but in considering the outputs of this travel scholarship I wanted to focus on what is needed for a comprehensive model of children’s community nursing rather than simply reflect on what is in existence in each area that I visited.
Myers 2005 reflects the development of provision over the past two decades and concludes that children’s community nurses need to use the opportunities provided by current government policy to ensure that local provision is developed to meet the needs of children and young people.

Activity
The initial three weeks of the scholarship were spent in Northern Ireland. The first week was spent with Homefirst Community Trust, which was the largest health and social care trust in the province. Like many organizations they were about to undergo a major re-organisation which would see them combine with a number of other Trusts. However I was made very welcome and able to see the full range of community nursing provision, both chronic/palliative care and acute, specialist nursing, the interface with hospital services, including an ambulatory care unit, delivery of care packages, the provision of social care and therapy support and the links with education providers. I had the opportunity to discuss the clinical, operational, managerial and strategic aspects of provision. The remaining two weeks were spent looking at other provision within the country – four other community nursing teams, regional/tertiary provision, an ambulatory care unit in a rural setting and the Children’s Hospice services.
On my return to England I undertook a number of short visits to look at specific provision. Wirral’s Paediatric Assessment and Treatment Centre, Walsall’s development of the Community Matron role and an ambulatory assessment and care unit, Hospital at Home provision in Rugby, co-location of children’s services at the Gem Centre in Wolverhampton and joint working between the Children’s Community Nursing team and Booth Hall Children’s Accident and Emergency department in Manchester.

A summary of the visits made is contained in Appendix 1.

All of the staff were extremely helpful and shared a huge amount of information. The challenge has been to consider this information in a structured way to ensure learning from the experience can be shared and utilized.

Process

In order to consider such a vast amount of information covering such a wide range of aspects I decided I needed to use a tool. I have recently received training in a technique called LogoVisual Thinking and this seemed appropriate for this task.
LogoVisual Thinking (LVT) is a methodology that uses simple tools for articulating, displaying and changing meaning. It combines meaning in words with meaning in shapes and arrangements. (Varney & Blake 2006). It is a technique that can be used alone but also very effectively with groups. It can be used for analysis (as here), for problem solving, for developing understanding, for essay planning and even for creative writing!
The process consists of five parts:

· Focus

· Gather
· Organise
· Integrate

· Apply

Focus

This involves agreeing the focus for the enquiry to be addressed – agreeing the question to be answered. This can be very creative within a group, but working alone it ensures that the focus of thinking is articulated rather than allowing the thought process to drift. I chose to use the information I had gathered on my visits to address the question:-
“What is needed for a comprehensive model of children’s community nursing?”
Gather
I went through all of the notes I had made on my travels, looked at all of the information that I had been given and used these to answer the question. Each answer is written on a magnetic hexagon (MagNotes), termed Molecules of Meaning (MMs) and placed randomly on a magnetic board. Answers should not be one word answers, as a rule, but should be statements, preferably using a verb; they should be specific rather than comparative and should be phrased as a response to the initial question. It does not matter if statements appear to be contradictory – this process allows and even thrives on the dichotomies that are thrown up. This activity is similar to brainstorming but encourages a little more consideration and focus.

Examples


                                                                                         

           

Organise

At this stage the MMs are grouped into clusters. The clustering should be based on ideas that feel like they go together. It is important to spend time on this activity and not to rush to the next stage. Preconceived ideas of what goes together should be avoided. The focus should be on the meaning of the statement. MMs that initially feel like they belong together may later be moved to form a different group and ones that originally felt very different may come together as their meaning is reflected on. It is easy to understand that this would happen when working with a group of people, but the same is equally true when working on an individual project. Generally clusters should contain less than ten MMs – if there are more it is likely that there are two separate ideas being combined.
Once the clusters are settled they should be given a title. This should be more than a label - it should describe, define or explain, it should be an answer to the question that is the focus, again it should be a full statement, using a verb. 
Examples


Engage with other agencies
to ensure children 

and families are not 
disadvantaged when
Transferring                                                              


                                                                                                    Understand the community for 
                                                                                                      Whom the service is being provided






















Raise the profile of the service so
                           that everyone understands the options 
                       and is confident to use the service when appropriate

If there are a large number of clusters (for example if a number of groups have been considering the same question) it may be necessary to have an intermediate stage that treats the titles as new MMs and organises them into clusters which can then be titled. This process is called distilling.
Integrate

This is an important stage that draws together the titles from the clusters and creates new thinking. It is easy to rush through this stage but it is worth giving it time as this can be the most creative or insightful part of the process. 

The titles are put onto new MagNotes. These are then used to explain the thinking. Where do you start, where do you go next. Each point should feed into the next creating a sequence where the final point feeds into the first forming a circle. At this point there needs to be time for reflection to identify anything that is missing or if there are areas that need to be explored in more depth. Consideration of the whole may evoke a new understanding or insight.
See below.
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Apply

This is the point of taking the time to work through a thinking process. The action may take many forms – the process may indicate an area for change and a clear way to implement the decision. It may facilitate communication and enable connection between groups. It may be a reflection on the learning achieved and assimilation into practice. It can allow the development of theories, models and policies.

The learning from this process and from the travel scholarship will continue beyond what is able to be contained in this report as learning is an on-going process. My learning from the experience will increase with reflection and new encounters. 
Themes

This section will identify some examples learning from the scholarship within each of the sections identified using the LVT process.
Understand the community for whom the service is being provided




All the areas I visited began by explaining the area and the community that they serve. For some this involved data, although for most it focused on the instinctive and anecdotal knowledge that people gather when working in an area. For many clinicians and managers the availability of useful data to effectively do a needs analysis for the population is not a reality. This has been the experience in Cumbria, although things are beginning to change. It is important for both commissioners and providers to work together to both gather data and to make it meaningful if we are to avoid repeating the piecemeal approach to developing community nursing services for children. This was evident in the way staff explained the history of the development of their services.
Staff at HomeFirst Trust talked about the development of the service in response to individual needs for packages of care and the high profile nature of these cases. The palliative care services were created in response to the availability of Diana funding. 
The Children with Disabilities Team at Homefirst Trust were using a community development model for future development of the teams and listening to what the community felt was important to deliver. Public involvement in the design and review of services is part of the government agenda and it is essential that community nursing teams listen to what children and their families want in order to meet their needs.
The consideration for the impact of the geography on service design and delivery was, not surprisingly, most apparent when talking to services which covered the whole of Northern Ireland, such as the Horizon Hospice Children’s Community Nursing team, but it was also clearly a significant issue in the provision of some of the complex care packages, where the accessibility of urgent care for children was a factor in the level of care being provided and the level of risk being assessed. In the more urban areas such as Manchester the challenges of travel time were different and certainly the issues of personal safety. In Rugby the consideration of the area to be covered and the rurality of some of the patch had had an impact on the creation for the operational guidelines. 
Ensure all aspects of care are considered in the planning and delivery of the service




As expected none of the teams I met were offering all aspects of the service. This probably reflects the fact that, although the principle of keeping children out of hospital, except when absolutely necessary, has been the government view since at least 1959 (Platt), there has been no national specification of what should be provided. Indeed the National Service Framework for Children Young People and Maternity Services (2004) simply states that “There is great scope to develop children's community nursing along a number of different lines to meet local needs”.
Each area that I visited had set up in response to local circumstances, which is a good thing, and due to the availability of funding. For example in Walsall the role of the community matron had been able to be introduced due to the availability of specific funding for the community matron agenda, but the previously established hospital at home out reach team from the hospital had folded as low staffing levels in the hospital had meant staff were drawn back in to deliver the Acute hospital service.

There is a need to consider all potential aspects of provision and evaluate the needs separately, identify what is needed in an area and then look at how this can best be provided (which may involve a team which delivers all aspects of care, or may require a number of teams each dealing with a discrete part). 
The most interesting demonstration of this was the separation of services for the acutely ill child and those with complex needs. Staff working with children with complex needs felt that to combine the two services would disadvantage the children with longer term needs as the acute need would always need to be dealt with “that day”, but staff working at the acute end of the spectrum where services had then been combined felt that the acute service had diminished as a result – not being able to offer more than one visit to a family per day had limited the types of cases they were able to take. The hospitals did not particularly express the same view but this may have been because at the time of the visit they were fairly quiet so did not need to be looking to discharge children early. However the focus should always be on providing the service that most meets the needs of the children and their families. Where hospital staff feel under threat of closure of their services they may not be best placed to identify which services should be provided within the community. Instead it is important that service planners consider the public consultation that informed Our Health, Our Care, Our Say which demonstrated that people want basic services to be available within the local community rather than at the hospital site, although they are willing to travel for more specialist care.
The needs of children with long term conditions were addressed in different ways across the areas that I visited. Some teams accepted children with conditions such as asthma and epilepsy onto the caseload, others felt this was not their area of provision and relied on practice nurses or specialist nurses to provide the long term input to these children. In particular the impact of providing a service to children with epilepsy was flagged up by a number of sites as a need and the feeling in North and West .Belfast was that the development of the epilepsy support service had flourished due to the interest of a dedicated Children’s Community Nurse and Community Paediatrician working closely with colleagues at the Tertiary centre.

The Hospital at Home team at Rugby identified a gap in provision in their area where a child might be admitted to their caseload several times with acute asthma symptoms and would be discharged after each episode. The Children’s Community Team provides a service to children with complex needs and palliative care needs but does not pick up these cases. The role of the community matron for children with asthma at Walsall seemed to be an effective way of addressing the needs of these children, providing education and self management skills for families.  

Palliative care provision was a significant aspect for many of the sites I visited, particularly due to the input from central government in memory of Princess Diana and lottery funding. There was a commitment to meeting the needs of children and their families over many years. The Northern Ireland experience demonstrated good working together of services from a number of different agencies to provide end of life care, where professional and organisational rivalries were minimised to the benefit of children and their families, however I was unable to be clear why this worked so well and it may be due to the personalities involved and the commitment to the interests of the child first. In other areas around the country the relationships between specialist providers and community services are not always so positive, particularly where there is competition for limited resources. However the staff in Northern Ireland expressed the view that as resources were limited they needed to share their capacity (especially in relation to staff) in order to deliver the hours of home care that enabled children to die at home. The importance of including bereavement care in the delivery of these services was highlighted several times with debate as to who should provide the service and for how long. Many of the providers expressed concern about grief in children, or following the death as a child, being considered as abnormal and requiring specialist input. Cumbria has addressed this by developing a bereavement network that supports those who normal work with a child (such as school teachers) in providing day to day support to grieving children and helping them identify when additional input is appropriate.
The role of CCNs in providing care to children who have had surgery varies significantly from team to team. The majority of teams offered some post operative interventions, such as wound care and suture removal. The Manchester team offered home visits for wound checks following minor surgery (e.g. circumcision) whereas other Trusts relied on families to contact the ward if there was a problem – some would then offer a home visit and others would require the child to return to hospital or to their GP. Some of the teams expressed a view that they could be utilised more in pre-operative support, currently this was only offered to children with complex health needs, for example prior to gastrostomy insertion.  Having observed the role of the Hospital at Home nurse in preparing a mother and child for an urgent hospital admission and reading the parental views in their evaluation I was convinced that for children requiring significant surgery this would be a useful role, with hospital based groups for more common surgery (e.g. tonsillectomy). 
Ensure that appropriate leadership and training is adequately resourced and accessed



Homefirst Trust had a clear leadership structure with strategic, operational and clinical leadership divided between three different roles. Whilst this may be perceived as too many layers of management (and indeed everyone felt this was likely to be reduced during their imminent restructuring) it had clearly been effective in developing a service that had become established at all levels within the organization. The nursing team felt supported and enabled to deliver their service. All the managers were held in high esteem by the staff I spoke to. Each of the services that I visited had benefited from strong leadership in developing effective nursing provision that was distinct from, although complementary to, the ward based provision within the hospitals and health visiting and school nursing services within the community. The leaders were not all children’s community nurses by background but all recognized the specific needs of ill children and those with complex health needs and valued the particular skills of children’s community nurses in meeting those needs.

The value of good quality education and professional development was obvious during my visits. The commitment from the nurses to travel to access appropriate training – for example the diabetes nurses at Homefirst attended the diabetes course run at Birmingham Children’s Hospital and the Palliative Care Nurses the palliative care course at Oxford Brookes – was matched by the commitment through the management structure and right up to the Department of Health Social Services and Public Safety where the Children’s Nursing advisor emphasized the importance of education in delivering quality care.
The modern matrons at Walsall were clear on the benefits their specialist knowledge had in enabling them to reduce hospital admissions and support children with long term conditions.

The staff at Rugby explained how both their formal training and their supported experience had enabled them to develop the skills and confidence to undertake the care of acutely ill children at home; it had also had a role to play in ensuring the GPs had confidence in the service.

The development of a joint funded post between the education provider (Educare) and the Children’s Community Nursing Team at Homefirst is interesting enabling the emphasis on professional development for the whole team – nurses and healthcare assistants and enabling effective delivery to schools to support them in caring for children with complex health needs.
Clinical support and supervision is a key aspect in the delivery of quality services. The Hospice and the Regional Palliative Care nurses were clear that an element of their role included support and supervision for other staff and particularly they offered the opportunity for multidisciplinary or multiagency debriefs after a child had died to deal with the emotional impact on colleagues and to identify learning points.
Agree the operational provision of the service + ensure information is available + understandable by all






The importance of having clear criteria was identified by all the services. Some acknowledged this was an area in need of development and others explained that as their services had developed the criteria had become less clear and this may have had a negative impact. The team at Rugby felt that the simple process for admission to their service had been significant in gaining referrals from GPs. The open admission criteria for the unit at Wirral had ensured that the service had become established quickly as mainstream and the cross over of staff from the Accident and Emergency department had increased the understanding of what the service offered as well as facilitating the improvement of services for children within the department.
The Horizon Hospice were able to share their clear criteria for discharge of young adults from the service which is useful for planning services at transition.
Those teams which provide or had provided services to acutely ill children were clear about the need to have the correct hours of operation and the ability to offer the correct frequency of visits in order to keep children out of hospital. In the review of the Rugby service GPs had indicated a desire for the team to operate later in the evening (currently they finish at 10pm) in order to prevent overnight hospital admissions, but the nurses felt that there was a low need for such provision and that there comes a point at night when parents prefer a child to be admitted rather than travel or worry at home. These teams also identified the need for the service to be flexible but to have the right to identify when it would be unsafe to take on additional cases – for example due to geographical spread of current caseload or frequency of visits required.
Provision of “out of hours” support to families was variable. The team in North Cumbria has a paid “on call” service. Most of the teams would offer a similar service, though generally on an unofficial basis when there was particular need – for example when providing end of life care. It was recognized that to provide the service on a continuing basis required appropriate funding and adequate staffing levels.

The needs of children with complex care needs can be better met if there is an understanding of the level of care they need from their parents. This recognizes that the greater the input parents are required to give the greater their need for support. The use of a tool such as the Leeds dependency tool can enable this to be assessed and support targeted appropriately. It can also be used to identify those small number of children for whom a home based care package would be appropriate, where currently this is often limited (as in our situation) only to children who are ventilator dependant.
The need for appropriate hospital services was flagged up by a number of the teams – particularly at Wirral, Walsall, Rugby, Omagh and Manchester. The team at Rugby reflected that because hospital services had been removed prior to the introduction of the Hospital at Home Service it had been difficult to demonstrate cost benefits of their provision, however when the service was compared to the provision prior to the closure of in patient beds at Rugby the cost savings as well as the improved family satisfaction were evident. The staff at Omagh emphasized the importance of medical staff being committed to support new ways of working and Manchester and Rugby both stressed the importance of being clear which doctor is maintaining clinical responsibility for the child when under the care of the community service and having a clear pathway for accessing emergency support should it be required.
Those teams which had dedicated administrative support felt that it was invaluable and enabled the nurses to deliver the service to a greater number of children with relatively low staffing levels. Those teams which didn’t have this support felt it a significant lack believing that they were spending expensive nursing hours undertaking administrative tasks. 
Providing appropriate support to the nursing staff on the team and monitoring of the quality of provision is an essential component of the delivery of children’s community nursing provision. Homefirst Trust had recently developed a tool for supervision of the staff – basically a checklist of items to discuss. This was considered useful by both the manager and the nurses.

Engage with other services and agencies to ensure children and families are not disadvantaged when transferring




No service is provided in isolation and the importance of working together was apparent throughout my travels. From the close association between the managers at Wolverhampton and Walsall, the effective working of the epilepsy teams in Belfast and appropriate transfer of caseload to the learning disability service at Homefirst Trust to strategic development and implementation of joint health and education support for children with complex needs there was good evidence of co-operation and collaboration. 
The relationship between the Horizon Hospice Home Care team, the Regional Palliative Care Nurses and the Children’s Community Nursing teams in Northern Ireland was a good example of genuine working together between teams which could have been perceived as rivals but instead focused on the needs of children and their families deferring to each other when only one service was required but working in partnership when this was appropriate.
The importance of effective discharge planning for children (as required by standard 7 of the NSF) was being tackled effectively at the Royal Belfast Sick Children’s Hospital with dedicated staff for both the Children’s and Neonatal units linking with the local hospitals and community nursing teams, although they were using a different model to the community trusts).

The families using the Craigavon and Banbridge team receive a “fast-track” card which gives them priority access services at the hospital (out-patients and Accident and Emergency) which seemed to be regarded positively by all.
In children’s services joint working with education services is critical to the delivery of care that enables children to achieve the Every Child Matters outcomes. All of the community nursing services for children with long term conditions felt this was an important part of their role. By working closely with school staff and ensuring the availability of children’s community nursing support the school feel more confident in meeting the needs of these children. Some areas provided nurses within the schools on a permanent basis whereas others provided drop in support and training as required. Homefirst Trust had developed a hybrid role with Education combining classroom and healthcare assistants to support children with very complex health needs in school – these staff start their shifts at the child’s home and accompany them on transport to and from school.
A number of the team’s highlighted difficulties in working with Child and Adolescent Mental Health Services (CAMHS), who were frequently located in different organizations. The greatest problem seemed to be that the services were thinly spread and referral criteria were not always clearly provided or understood. There were particular problems identified for obtaining services for children with learning disabilities and mental health problems. In North Cumbria there is a joint learning disabilities and CAMHS post to address this need.
All of the teams identified that transition to adult services was an area in need of development. The greatest challenge seems to be the identification of appropriate medical staff willing to take on overall responsibility for young adults with multiple complex needs as there is not an equivalent role to the general or community paediatrician in adult services. It is often GPs who are being expected to take on this role but this is not universally welcomed.
Develop operational standards + communicate these so families and professionals know what to expect from the service



The value of clarity in ensuring that expectations on the service are reasonable and deliverable was evident. This was true for organizations and families alike. 

Homefirst had learnt from experience within the schools the importance of ensuring that carers worked to clear guidelines as it was easy for the natural willingness of carers to work flexibly to inadvertently result in their role becoming overstretched and, as expectations increased, the carers feeling they were unable to deliver. 
The Craigavon and Banbridge team’s care planning documentation included an agreement as to the responsibility of the nurse, parent and child with regard to care, which seems a sensible approach to help parent’s realize what they must do in order for the community nursing support to be effective – for example being in when appointments are booked and providing the agreed care or flagging up to the CCN if it is not possible to do so, so that alternative arrangements can be made.

Both Manchester and Rugby had very clear guidelines for their acute provision so that families, CCNs and the hospital were clear when it was appropriate for a child to remain at home and when they should go to hospital. Without these protocols being agreed between the Trusts it would be impossible to deliver the service safely.

Manchester in addition have a tool to assess the use of CCN time to identify the capacity to take on additional caseload (particularly of the acutely ill children). This seems a useful tool but needs to be adapted to make it suitable for use in Cumbria due to the differences in travel times between clients. Horizon Hospice, who provide a service over a large geographical area, has criteria for four levels of intervention which could be combined with the principles from the Manchester tool to create a more appropriate tool for our team.
Raise the profile of the service so that everyone understands the options and is confident to use the service when appropriate



Most families do not need children’s community nursing services – certainly not on a regular basis, so it is important for those who do need them that information is readily available and understandable. The teams at Rugby and Wolverhampton identified the positive images portrayed in the local newspapers as significant in raising the profile of their services and helping parents to feel confident in using the services.
The Hospital at Home service in Rugby has had notable success in gaining referrals from GPs who tend to not to refer to children’s community nursing services. The team felt this was due in part to initial direct contacts by members of the team with individual GP practices (however we had tried this approach in Cumbria with less success). Additionally they felt that they had made the services very easy to access and provided a services that had an impact on the GP workload, reducing their concerns when keeping children out of hospital as they were reassured that a skilled nurse was monitoring the situation.
The Gem Centre in Wolverhampton has an impressive parents' information centre which is run in conjunction with a charitable organization. This provides information on local and national services and support. This is a concept that could be adapted and used throughout the Children’s Centres and Extended Schools to provide an equivalent service in a wider geographical area.
Monitor provision and measure impact to ensure service continues to meet need



Although most of the teams had been set up opportunistically, it was clear that the need to monitor progress and evaluate the benefits of the services was on the agenda. 

In Northern Ireland the Department of Health had recently undertaken as study looking at the provision of hospital services for children with disability (DHSSPSNI 2005) and was involved in reviewing services in the community (particularly education settings) for children with complex needs. 

Rugby’s Hospital at Home service had been subject to an evaluation following its set up (Dale et al 2001). Although the team felt that perhaps this had been undertaken too early in the service’s existence, it was able to demonstrate some benefits - particularly in the provision of a service that ensure parent’s felt involved as partners in the care of their child).
The majority of the teams seemed aware of the need to demonstrate the value of their service in order to ensure continued funding – this was clearest where teams had been set up with short term funding (such as from the Big Lottery Fund). There were concerns expressed that some benefits were difficult to demonstrate, especially in the short term. The need to link the impact to delivery of the Every Child Matters outcomes was highlighted as a way of ensuring services were valued by all children’s service providers not just Health.

Impact to date

Dependency scoring

I have used the Leeds dependency tool (Escolme & James 2004) to review the caseload of the team to help the team to understand the levels of care required and to be able to demonstrate the spread of care across the area.  I have also been able to work with the Children’s Community Nurse from the South Cumbria part of the PCT using the tool to compare the provision being offered so that we can move towards equitable provision across the newly formed PCT. I am planning t do a site visit to Leeds with the team leaders to look at how the tool is used there in practice and how we can use it more effectively with the Team in Cumbria. 

Diabetes

The diabetes team, who have recently increased in hours, have used the information I brought back from Homefirst to assist in reviewing their practice. They have been able to identify the standard provision to children and when an increase in input would be required. This is enabling them to deliver a more planned service and to target care where it is needed rather than simply to those who are easily accessible. It is hoped that these changes to practice will result in measurable improvements to the outcomes for the children and young people.
Acutely ill child

I am working pro-actively with colleagues within the Acute Hospitals Trust to see how we can effectively support more children within the community. I have been able to use my experience of other areas to contribute to the current debate within the PCT about future provision of services and to emphasis the importance of planning ahead for any change in the location of delivery of services including identifying training needs. I have also been able to share examples of effective care pathways and information leaflets from other areas.

Supervision

I have adapted the supervision records from Homefirst Trust providing a tool to be used in management supervision. (In contrast to clinical supervision, which is led by the team member, management supervision is led by the line manager and is an opportunity to check the quality of the service provision and to ensure that the staff are receiving appropriate support.) So far these have been used with the Team Leaders and Children’s Community Nurses. A version for use with the carers is to be developed. The tool has been shared with colleagues working with adult services and they are planning to adapt it for their use.
Care packages

The discharge planning toolkit developed by Homefirst Trust is comprehensive and will be adapted to create a tool for use in Cumbria. This will give us an opportunity to engage formally with our Regional Centres to improve communication.
Performance Management

Within the provider side of Cumbria PCT we are trying to develop some effective performance management tools. The Manchester tool for time management is being considered by the team as the basis for a way of monitoring how nursing hours within the team are being used. The Leeds Dependency Tool has been used to help with the initial consideration of how provision is balanced across the PCT to help move toward equitable provision as the previous PCTs had very different levels of service.
Conclusions
Using the LogoVisual Thinking tool to organise the information gleaned on the travel scholarship has enabled the development of a model for understanding what is required in order to provide comprehensive community children’s nursing:
· Understand the community for whom the service is being provided

· Ensure all aspects of care are considered in the planning and delivery of the service

· Ensure that appropriate leadership & training is adequately resourced and accessed

· Agree the operational provision of the service + ensure information is available + understandable by all
· Engage with other services and agencies to ensure children and families are not disadvantaged when transferring
· Develop operational standards + communicate these so families and professionals know what to expect from the service
· Raise the profile of the service so that everyone understands the options and is confident to use the service when appropriate
· Monitor provision and measure impact to ensure service continues to meet need

This can be used by commissioners and providers of services to ensure that in the future children’s community nursing is planned holistically. Where funding becomes available for specific services it can be clear where this fits in to the overall picture. Such clarity will become increasingly important where Children’s Trusts commission health services for children.

Recommendations

(These are particularly relevant to Cumbria but the principles will be applicable elsewhere)

· The model should be used to assess current provision and plan future developments to ensure equity.

· Data should be gathered on current activity (in-patient, out-patient, A&E, GP and CCN) in an agreed format so that it is possible to make comparisons in the future that are meaningful.

· A tool to measure capacity with the children’s community nursing team should be developed.

· Any proposed changes to in-patient provision for children should be subject to the development of appropriate community based services, particularly to meet the needs of acutely ill children.

· GPs and Paediatricians need to be involved in the planning of new services, but nursing services should have strong nursing leadership.
· Acute children’s nursing staff and CCNs need to be engaged in the development a home support service for acutely ill children – particularly in training needs analysis.

· Any additional training of staff needs to happen prior to the introduction of new services.

· Tertiary providers should be engaged in the planning of more locally delivered services.
APPENDIX 1

Angela Walsh – Travel Scholarship Visit Summary

	Homefirst Community Trust, County Antrim, Northern Ireland
	· Margaret Coyles – Nurse Manager. History and operational aspects of children’s community nursing in Homefirst Trust

· Pat Davey - Regional Palliative Care Nurse. Palliative care services for children in Northern Ireland

· Frances McCloskey – assistant clinical services manager, Antrim Area Hospital

· Carolanne Getty – Children’s Diabetes Nurse Specialist

· Fiona Brown – Principal Officer, Children’s Nursing. Strategic overview of Children’s Nursing and Children with Disability Services in Homefirst  Community Trust

· Liz Barry – Senior Social Worker, Children with Disabilities Team. Social Care provision to children with disabilities in Homefirst Community Trust

· Margery Boyle – Community Children’s Nursing (CCN) Sister, Mid Ulster Team (Maghrafelt). Day to day workings of the community nursing team. Provision of care packages, visit to Special School.

· Rhonda McMastor – Acting Sister Magherafelt Paediatric Ambulatory Unit

· Shirley Montgomery - Children’s Nursing Advisor DHSSPSNI. National Strategic view of provision and planning for children with complex health needs and disabilities.

· Clare McMullen – CCN Sister Antrim and Ballymnea. Day to day operation of CCN team. Development and evolution of Acute Service

· Joan Duncan – CCN Sister/Nurse Educator – Development and evolution of Acute service. Development of the Nurse Educator role.

· Grace Edge – Senior Community Children’s Nursing Practitioner. Clinical leadership of the CCN provision within Homefirst Community Trust.

· Pamela Johnson – CCN Sister, Carrickfergus and Larne – visit to a family of a child with very complex needs in receipt of a care package.

· Brenda McConville – Head of Children’s Nursing  - review of visit and management perspective.

· Geraldine Teague – Lead Paediatric Occupational Therapist for Homefirst Community Trust – Allied Health Professional perspective.

· Mrs Beattie – Principal Kilronan School. Head Teacher’s perspective of having children with multiple complex health needs in school.

	Horizon House – Northern Ireland’s Children’s Hospice
	· Patricia O’Callaghan – Head of Care. Overview of the history of the hospice and current issues in provision.

· Observation of research interview for the evaluation of the Lottery Funded hospice at home provision.

· Hilary Maguire – Children’s Hospice Community Team Leader. Overview of current provision and experiences of working with other agencies across the whole of Northern Ireland.

	Royal Belfast Sick Children’s Hospital
	· Julie Ramsey – Discharge Planning Nurse Co-ordinator. History of the service and experience of working with a range of community trusts in planning the discharge of children with significant continuing care needs.

· Maureen O’Dowd – Neonatal Education Lead. Role of the regional Neonatal Unit. Role of neonatal discharge co-ordinator. Educational provision within the service.



	Craigavon and Banbridge Community Children’s Nursing Team
	· Jean McCraken – Children’s Community Nursing Sister. History and overview of the service. Accompany on visits to families on caseload

	Tyrone County Hospital, Omagh
	· Hazel Millar – Ward Sister Ambulatory Care Unit. History and current situation of the unit – lessons to enable success.

	Sperrin and Lakeland Trust
	· Dana Henderson – Regional Palliative Care Nurse and CCN Sister – over view of CCN and palliative care provision in the Western Region

	North and West Belfast
	· Lisa Tegar – Children’s Community Nurse. Overview of the service. Accompany on home visits to families.

· Lesley Alexander – CCN with special interest in epilepsy. Overview of services for children with epilepsy within the Trust. Observation of Clinic

	Wirral Hospital NHS Trust 
	· Pauline Riding – Head of Children’s Services, and Martin Levine – Lead for Children’s Assessment and Treatment Service. History of the development of the service, current provision and plans for the future development of unplanned care services for children.

	Walsall PCT
	· Anne Stove – Manager for Children's Palliative Care; Haemoglobinopathies; Paediatric Liaison Health Visitor. Development of the Community Matron Model for Children.

	Warwickshire PCT
	· - Rugby Hospital at Home. History and overview of current service provision. Observe afternoon/evening shift.

	Wolverhampton PCT
	· Margaret Grizzel – Head Nurse, Children and Families Directorate. Visit to the Gem Centre – purpose built facility housing multi-agency provision for children. Overview of service provision

	Central Manchester PCT
	· Peggy Keating – Nurse Manager Children’s Community Nursing Team. Focus on links with Accident and Emergency Department at Booth Hall Children’s Hospital and community nursing support during acute illness.
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