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Abstract

This poster presents the development and evaluation of the
Housebound Nurse service for South Ashfield (PCN), aimed
at improving the care of housebound patients. A
comprehensive template was developed to guide holistic
assessments of frailty and chronic disease management,
ensuring a thorough review of physical, cognitive, and
psychosocial health. The service is designed to provide
individualized, patient-centred care that addresses the
complexities of living with frailty and chronic conditions. A
questionnaire was distributed to patients and their families
to assess their experience with the service and overall
satisfaction. The results indicated high patient and family
satisfaction, highlighting the effectiveness of a holistic,
coordinated approach to care. This poster outlines the
development of the service, its outcomes, and areas for
future improvement.

Introduction

Housebound patients, particularly those with frailty and
chronic diseases, face unique challenges in accessing
comprehensive healthcare. South Ashfield (PCN) recognized
the need to provide more coordinated, patient-centred care
for this population. As part of this initiative, the Housebound
Nurse service was established, aimed at delivering holistic,
home-based assessments that address frailty, chronic disease
management, and the wider social and emotional needs of
patients.

The development of the service involved the creation of a
comprehensive template for the holistic review of frailty and
chronic diseases. This template includes structured
assessments to evaluate physical health, cognitive function,
mental health, social support, and chronic conditions such as
diabetes, hypertension, and COPD.

The objective of this project was to evaluate the effectiveness
of the newly developed Housebound Nurse service in:
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Results
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The implementation of the housebound team resulted in several positive outcomes, which were further supported by
feedback from the post-visit questionnaire feedback from the team and improvement of chronic disease management . Key
findings include:

1. Improved Patient Care and Chronic Disease Management:
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2. Nurse Feedback:

. Nursing staff also reported a greater sense of confidence in providing holistic, patient-centred care. Nurses felt that the

new template helped structure their visits more effectively and provided a clear framework for addressing all aspects of a

patient's health.

3.Patient and Family Satisfaction (Questionnaire Results):

. Overall Satisfaction: 93.5% of patients reported being satisfied with the care they received during the home visit, praising

the thoroughness of the nurse’s assessment and great understanding and the clear communication provided.

. Confidence in Health Management: 90% of patients felt more confident in managing their chronic conditions after the
visit, with many noting the helpful advice and educational resources provided.

. Positive Feedback on Communication: 85% of respondents felt that the nurse took time to explain their health
conditions and next steps, fostering a deeper understanding of their chronic condition and frailty

. Empathy and Support: A significant number of families reported feeling involved in their loved one's care, and felt
there was a better connection to the surgery 's.
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The positive feedback from both patients and families indicates that the service is well-received and that the new
template has improved the quality of care and patient satisfaction.

Conclusion

The implementation of the Housebound Nurse service with a
comprehensive, holistic assessment template has shown
positive outcomes both in clinical terms and through
patient/family feedback. The combination of frailty
assessments and chronic disease management has improved
the quality of care, resulting in more confident patients and
better-controlled health conditions. Patient and family
feedback collected through post-visit questionnaires further
validates the success of the service, with high satisfaction
rates and increased engagement in managing health.

Key takeaways include:

Enhanced patient satisfaction: Both patients and families
feel more engaged and supported through holistic care that
addresses physical, emotional, and social needs.

Increased confidence in managing health: The service has
helped patients and families understand chronic
conditions better and manage them more effectively.

Positive emotional impact: Patients report feeling more
cared for and listened to, which contributes to improved
mental well-being.

The template is also being used across the PCN to support
other healthcare worker completed comprehensive and
holistic reviews.
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