
JOB DESCRIPTION 

	1.
JOB IDENTIFICATION

	Job Title:                                 
Community Staff Nurse Band 5
Responsible to:                        
Senior Nurse
Department(s):                          
Fife- Wide Community Nursing
Directorate:                               
Community Care Services 
Division:                                   
Fife Health & Social Care Partnership
Job Reference:

No of Job Holders:

Last Update (insert date):      
February 2021



	2.  
JOB PURPOSE

	· To work as a member of the Community Nursing Service to provide high-quality, holistic, person-centred nursing care to patients in their own homes or place of residence
· To ensure that patients receive safe, effective and efficient 24 hour/7 day a week care in accordance with NHS Fife’s strategic and operational objectives and policies
· To liaise and collaborate effectively with multidisciplinary colleagues
· To work within the Public Health Agenda


	3. 
DIMENSIONS

	The post holder will work autonomously and flexibly within the Fife Community Nursing Service to provide care on a 24 hour/7 day a week basis to a diverse client group, including clients with complex healthcare needs including palliative and ‘end of life’ care. This will include the provision of high standards of care, which comply with current guidelines and legislation, in collaboration with other members of the multidisciplinary team and/or other agencies involved in the patient’s care.  

The post holder will be required to negotiate care plans that are person-centred and focused on self-care with clear objectives, using a range of assessment tools pertinent to the patient’s needs to inform the assessment and assess risk for patients and staff.

Essential elements of the role are the ability to prioritise a delegated caseload/workload and demonstrate effective time management and collaborative team working, including acting as ‘the nurse in charge’ in the absence of the Senior Nurse. 



	4.  ORGANISATIONAL POSITION

	











	5.   ROLE OF DEPARTMENT

	The main function and objectives of the community nursing service are to:

· Undertake comprehensive holistic assessments of patients in order to plan, implement and review individually tailored person-centred care plans, liaising and working in partnership with multidisciplinary colleagues including primary and secondary care colleagues, social work department and voluntary partner agencies.
· To deliver high quality safe, effective and person-centred clinical care and nursing interventions, including the provision of anticipatory and preventative care within a robust Clinical Governance framework
· To promote health and wellbeing including optimising patient’s pre-existing conditions and supporting a reduction in hospital admissions for patients who can safely and effectively be cared for at home

· To support early discharge from hospital through the delivery of safe and effective care within the patient’s home or place of residence 



	6.
KEY RESULT AREAS

	Clinical Practice
· Supports patients/clients, with a wide range of conditions, and their carers to understand and where possible take on self-management of their condition

· Demonstrates excellent clinical assessment skills commensurate with role and scope of clinical practice to formulate treatment plans and when appropriate works to patient group directives 

· Assesses patients, taking into account their physical, mental and social states alongside the impact of their environment and social support available to them

· Negotiates care plans that are person-centred and focused on self-care with clear objectives, using a range of assessment tools pertinent to the patient’s needs to inform the assessment and assess risk for patients and staff

· Articulates risk and strategy for risk assessment and management

· Has knowledge of a broad range of conditions, local care pathways and evidence-based management experienced by patients in community and general practice settings (this includes long term conditions such as diabetes, coronary heart disease, heart failure, hypertension and stroke, chronic obstructive pulmonary disease, arthritis, dementia and other common mental illnesses, frailty and palliative and end-of-life care)

· Has an understanding of the presentations of multiple pathology, depression, anxiety states, frailty and delirium and illnesses predominantly found in older people

· Has knowledge of the management of uncomplicated symptoms in patients/clients with palliative or end-of-life needs and enhanced communication skills to confidently manage uncertainty

· Ensures information is recorded objectively and reported back to the community nursing or general practice team

· Delivers anticipatory and preventive care for potential scenarios ensuring that anticipatory care needs are understood and met

· Recognises signs of deterioration in patients and refers appropriately to ensure patient safety and avoid hospital admission wherever possible
· Collaborates effectively with other members of the multidisciplinary team or other agencies involved in the patient’s care
· Has knowledge of and assesses patients for a range of equipment and where appropriate orders or signposts patients accordingly 

· Has the ability to recognise the patient’s health beliefs and adapts behaviour-change approaches to enable self-management using extended brief interventions

· Utilises a range of IT applications and technology where appropriate

· Utilises critical thinking to explore and analyse evidence, cases and situations in practice

· Draws on a range of sources in making judgements, guided by senior colleagues within defined policies, procedures, protocols and best practice guidance 
· Identifies patients who are vulnerable and/or potentially at risk of harm and escalates appropriately to a Senior Nurse.  

Facilitation of Learning

· Supervises and provides effective mentorship for qualified staff and pre-registration students, maintaining a supportive learning environment with a range of learning opportunities and experiences. 
· Has ability to reflect on practice and utilise clinical supervision and other development opportunities and support

· Has emotional intelligence and the ability to support staff and students at all levels to debrief and reflects on challenging situations to improve learning and enhance self-awareness

· Engages with appraisal and the development and activation of a personal development plan
· Shows creativity in developing learning materials for patients and adapting care to support individual needs in patients

Leadership

· Co-ordinates the management of a defined caseload, as delegated by the Senior Nurse
· Has ability to prioritise a delegated caseload/workload and effectively manage time and works effectively within the team

· Plans, implements and evaluates programmes of care to meet individual health needs

· Has knowledge of resource management to ensure care is clinically effective and signposted to the patient and family, ensuring principles of confidentiality and disclosure are maintained

· Recognises personal accountability and responsibility to monitor and evaluate care to ensure optimal practice in line with NMC Code of Conduct 
· Participates in personal development, appraisal and development of other team members and the links between organisation and team goals

· Has ability to recognise poor performance and take appropriate measures

· Takes on the role as ‘The Nurse in Charge’, in the absence of the Senior Nurse,  coordinating and leading the team(s) within the area, delegating work, tasks and responsibilities to ensure safe and efficient running of the area while seeking assurance that this is being done’.

· Assists the Senior Nurse in undertaking and reviewing needs assessments and community profiles (in community nursing) or other data in general practice that reflect the demographics and case management within the caseload and broader public health issues within the local community and general practice populations

· Demonstrates leadership through appropriate delegation and supervision of non-registered and junior members of staff
· Demonstrates enhanced communication skills with patients/clients and other members of the multidisciplinary care team 

· Has the ability to manage conflict and recognises situations where this requires escalated to the Senior Nurse 

Evidence, Research and Development

· Contributes to quality-assurance processes and service development

· Participates in educational audit

· Contributes to review of impact of multidisciplinary interventions on the wider individual/patient experience
· Has ability to articulate the evidence underpinning patients’ care plans and interventions

· Has ability to source evidence and appraise it to underpin practice

· Recognises any ethical implications of audit, research, clinical trials or service-user involvement strategies

· Uses opportunities to suggest improvements to services, or introduction of other innovations or evidence

· Engages actively in data collection for quality assurance and takes responsibility for ongoing evaluation of delegated care
· Identifies and reports any adverse events, in accordance with NHS Fife adverse events policy, to support timely investigation and identification of any learning and Duty of Candour 

· Reflects on individual learning from continuous professional development, complaints, compliments and adverse events and where appropriate shares learning with the team to inform improvements in practice  


	7a.
EQUIPMENT AND MACHINERY

	The post holder is expected to have knowledge of all equipment used and has a duty to ensure that it is well maintained, regularly serviced and safe to use. 
Examples of equipment and machinery used (not exhaustive):
· Sphygmomanometer & BP Monitoring Equipment 
· Glucometer

· Doppler

· Tympanic Thermometer 
· Pulse oximeter

· Syringe pump
· Other infusion devices
· Pressure-relieving equipment e.g. air mattresses

· Aural toileting equipment

· Manual handling equipment e.g. hoists, stand aids and sliding sheets

· Bladder Scanner

· Oxygen Concentrators

· Scales 

	7b.
SYSTEMS

	· Nursing and patient-held including documentation including Electronic Systems - MORSE
· Risk assessments

· DATIX reporting

· GP systems e.g. EMIS / VISION/Docman
· SSTS / e-expenses / e-payroll

· Dataset

· Clinical portal

· Cyberlab/ICE
· SCI Gateway

· Lab Centre

· NHS Fife intranet
· NHS Mail 
· Turas 

· Learnpro 


	8. 
ASSIGNMENT AND REVIEW OF WORK

	Workload will be generated by the Senior Nurses. 

In the absence of a Senior Nurse, the delegated registered nurse will assign and review the team’s workload in line with the NHS Fife Nurse in Charge Framework.

The post holder will be responsible to the Senior Nurses for clinical and professional guidance. Objectives will be set through annual personal development planning with a designated Senior Nurse.



	9.  
DECISIONS AND JUDGEMENTS

	The post holder will work alone, without direct support, undertaking and reporting on autonomous decisions made in practice 

Co-ordinate and prioritise the management of a defined caseload/workload, as delegated by the Senior Nurse who has overall clinical accountability 
Ongoing assessment and review of patients’ conditions in both acute and chronic situations, making appropriate changes to care delivery within the post holders scope of professional practice or under the guidance of an appropriately qualified Practitioner, reporting to and discussing with the Senior Nurse 
Determining when to refer to other healthcare, statutory and voluntary colleagues and taking the appropriate action 
Undertakes the role as ‘The Nurse in Charge’, in the absence of the Senior Nurse,  coordinating and leading the team(s) within the area, delegating work, tasks and responsibilities to ensure safe and efficient running of the area while seeking assurance that this is being done’.



	10.
MOST CHALLENGING/DIFFICULT PARTS OF THE JOB

	· Dealing with changes in clinical procedures and demands, especially at short notice

· Meeting increasingly diverse and complex nursing needs of patients in their homes / places of residence

· Managing time effectively / working within time constraints

· Managing the caseload and coordinating the team in the absence of the Senior Nurse
· Meeting patient / family / carer expectations

· Working autonomously in patients’ homes, taking into account limitations of the environment and patient preferences

· Encouraging patients to be self-managing

· Lone working in a community setting

· Rotation between teams to meet the needs of the service 
· Working in adverse weather

· Unpredictable situations


	11.
COMMUNICATIONS AND RELATIONSHIPS

	The post holder will frequently communicate with various people by telephone, email, written correspondence or face-to-face contact and will be expected to:

· Liaise with patients, relatives and carers during home visits – daily

· Liaise with Senior Nurse / Team Leader – daily

· Liaise with other members of the Community Nursing team – frequently

· Liaise with Acute, Community and Private multidisciplinary colleagues including: GPs; social work department; AHPs; pharmacists; nursing/care homes; third sector agencies (not exhaustive) – frequently


	12.
PHYSICAL, MENTAL, EMOTIONAL AND ENVIRONMENTAL DEMANDS OF 


THE JOB

	Physical skills:
· Manual dexterity - daily
· Manual handling - frequently
· Keyboard - frequently
· Administration of injections - frequently
· Use of infusion devices - regularly
· Insertion of urinary catheters, male and female, including suprapubic catheters 
- regularly
· Venepuncture / cannulation - regularly
· Insertion of gastrostomy tubes - occasionally
· Insertion of naso-gastric tubes - occasionally
· Aural toileting - occasionally
· Compression therapy - regularly
· Delivery of nursing care and interventions - frequently
Physical demands:
· Personal safety - regularly
· Regular bending and kneeling - frequently
· Use of manual handling equipment - frequently
· Working in restricted environments - frequently
· Carrying equipment - frequently
· Travelling in adverse conditions - occasionally
Mental demands:

· Managing patients with Stress with distress / relatives / carers - regularly
· Lone working - daily
· Dealing with unrealistic expectations of patients / relatives / carers - frequently
· Co-ordinating unexpected discharges from hospital - regularly
· Concentrating when calculating medications - frequently
· Constant interruptions - frequently
· Managing the team caseload and supervising the team in the absence of the Senior Practitioner - occasionally
· Management of own workload - daily
Emotional demands:

· Caring for acutely unwell patients at end-of-life - regularly
· Caring for patients / relatives / carers following receipt of prognosis – regularly 
· Supporting bereaved families /carers - regularly
· Caring for Vulnerable Adults/ Adults at risk of Harm – occasionally 
· Competing priorities between service and patient care - frequently
· Managing conflict - occasionally
· Management of aggression - occasionally
Working conditions:

· Exposure to body fluids - frequently
· Exposure to verbal and physical aggression - occasionally
· Exposure to unpleasant conditions within the home environment e.g. hygiene, pets, passive smoking, noise - frequently
· Exposure to inclement weather changes - occasionally
· Lone working in rural areas – occasionally/frequently depending on base
· Exposure to adverse traffic conditions - occasionally


	13.  KNOWLEDGE, TRAINING AND EXPERIENCE REQUIRED TO DO THE JOB

	Qualifications:
· The post holder will be a first level registered nurse  
Experience:

· Evidence of learning / professional development

Knowledge:

· A knowledge of a broad range of conditions

· A knowledge of multi-pathology, frailty, delirium

· A knowledge of the management of uncomplicated symptoms in patients

Skills:

· Well-developed communication and interpersonal skills

· Ability to remain motivated and use initiative

· Time management and organisational skills

· Ability to work under pressure 

· Ability to show creativity in developing learning materials for patients

· Ability to work flexibly as part of a team

· Ability to work autonomously and on own initiative 
· Ability to use a range of IT applications and technology where appropriate
· Ability to travel across a wide geographical area 

· A level of English language competency and communication skills necessary to perform this role safely and effectively 




	14.  JOB DESCRIPTION AGREEMENT

	A separate job description will need to be signed off by each jobholder to whom the job description applies.

 Job Holder’s Signature:

 Head of Department Signature:


	Date:

Date:


Head of Service





Associate Director of Nursing





Community Services Manager





Head of Nursing 





Lead Nurse





Team Leader 





Senior Nurse (DCN/NP)





Community Staff Nurse 
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