
 

 

Markers of an effective and efficient MS specialist 

nurse service 

Updated 26 May 2016 

The following checklist summarises the MS Trust’s view of a high quality MS 

specialist nurse (MSSN) service.  It is based on the work and results of the GEMSS 

(Generating Evidence in MS Services) programme1, in particular the consensus on a 

sustainable caseload for an MSSN2.   

The checklist encompasses important measures of an effective service offering a 

good patient experience and a high level of efficiency, but does not touch on MSSNs’ 

skills and competence* or the clinical content of consultations.  

Markers of service effectiveness and patient experience 

 Average performance achieved by 

the GEMSS teams (where 

measured) 

1. People with MS on the caseload should 

have continuous access to an MSSN 

from diagnosis to end of life (i.e. they 

should not be discharged from the service 

unless another neuro-specialist service with 

expertise in MS is taking them on) and 

have a face to face review with an 

MSSN, at least annually. 

78% of people with MS had seen 

their specialist nurse at least once 

during the past 12 months. 

2. Face to face consultations should take 

place in the setting most appropriate to 

the person with MS.  The options 

should include home visits for those 

who need them according to a defined 

protocol (for example patients who are 

confined to bed or whose home situation 

needs to be assessed). 

13 out of 15 GEMSS teams offered 

home visits.  All teams offered 

outreach clinics at ‘spoke’ locations 

near to people’s homes. 

                                                      

* All MSSNs should undertake the MS Trust Development Module (accredited by 

Birmingham City University) 6-12 months after taking up a post.   They should also work 

towards the UK MS Specialist Nurses Association (UKMSSNA)/MS Trust Competence 

Framework for MSSNs, due for publication in early 2017.  
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3. People with MS should be able to 

access the MSSN service by telephone, 

and receive a call back within 2-3 

working days, or the same working day 

if they are experiencing a relapse or 

acute deteriorating symptoms.    Some 

services are also offering email and text 

message options.  

77.5% of people with MS received a 

call back from their MSSN the same 

or the next working day.  On 

average, people on the GEMSS 

teams’ caseloads phoned their MSSN 

1.5 times over the year.  

4. Patients experiencing relapses or acute 

deteriorating symptoms should be 

offered an expert assessment and start 

treatment (if required) promptly.  

Assessment and start of treatment 

should take place within 5 working days 

of the initial contact†. 

(Not measured in GEMSS). 

5. Everyone newly diagnosed with MS 

should be contacted by an MSSN within 

2 weeks of diagnosis and be offered a 

face to face consultation an MSSN 

within 6 weeks of diagnosis‡ where 

they can be offered information and 

support. 

All GEMSS teams monitored this 

monthly but aggregated data is not 

available.  Scottish MS Register data 

shows that in 2014, 11 out of 15 

Health Boards achieved performance 

of over 80% on all patients being 

seen by an MSSN within 2 weeks of 

receipt of referral. 

6. Everyone newly diagnosed with MS 

should be invited to attend a structured 

patient education programme about MS 

within a year of diagnosis§.  Many teams 

also offer other group education 

programmes such as fatigue 

management courses. 

46% of people with MS diagnosed 

within the past four years had 

attended a newly diagnosed course. 

7. The service should regularly ask people 

with MS on its caseload for feedback on 

their experiences utilising nationally 

recognised measures of patient 

All GEMSS teams used the GEMSS 

patient survey which is now available 

to any team via the patient survey 

service.  

                                                      

† Further detail on this is available in the MS Trust guide Eight steps to improving your relapse 

service, August 2016. 

‡ 2 weeks to first contact is the quality standard monitored across Scotland.  The NICE 

quality standard on MS specifies 6 weeks to a consultation with a ‘health professional with 

MS expertise’.    

§ People with MS may choose not to attend at this time, and the offer should be repeated 

annually if they decide not to take it up.   

https://www.mstrust.org.uk/health-professionals/ms-services-nhs/tools-and-resources-support-specialist-services/ms-trust-patient-survey-service
https://www.mstrust.org.uk/health-professionals/ms-services-nhs/tools-and-resources-support-specialist-services/ms-trust-patient-survey-service
https://support.mstrust.org.uk/shop?prodid=HP502
https://support.mstrust.org.uk/shop?prodid=HP502
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experience. As a minimum, the service 

should survey a representative group of 

people with MS on the caseload every 2 

years.  

 

Markers of an efficient and a sustainable service 

 Benchmark – MS 

Trust sustainable 

caseload model 

Average performance 

by GEMSS teams 

(where measured) 

8. The MSSN caseload should 

be sustainable 

358 people with MS 

per whole time MS 

nurse 

511 people with MS 

per whole time MS 

nurse  

9. The MSSN job plan should 

include 5-6 sessions (out of 

10) for face to face patient 

contact, leaving 4-5 

sessions for telephone 

work, visiting patients on 

wards, upskilling other 

professionals, 

multidisciplinary  meetings, 

team leadership and other 

activities** 

3.5 sessions per week 

of outpatient clinics 

and 1.5 sessions per 

week of home visits 

5 face to face sessions 

per week on average. 

Outside of these 

sessions, pwMS on 

average phone their 

MSSN c. 1.5 times a 

year. 

10. Job plans should include 

sufficient face to face 

contacts with patients and 

these should be well 

utilised 

17.5 outpatient 

consultations and 3 

home visits per week 

(42 week year) 

17.2 outpatient 

consultations and 2.5 

home visits per week 

(42 week year) 

11. The proportion of 

consultations carried out 

as home visits should be 

limited through use of a 

clear protocol.   Local 

accessible outreach clinics 

15% of consultations as 

home visits†† 

12% of consultations as 

home visits 

                                                      

** A more comprehensive list of additional activities which would be expected within the 

MSSN role is described in the sustainable caseload report.  

†† A service focused on patients with more advanced MS might well have a higher home visit 

rate than this average.  

https://support.mstrust.org.uk/shop?prodid=482
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can be a more effective use 

of MSSN time.  

12. There should be sufficient 

administrative support for 

the MSSN to allow them 

to focus on clinical 

activities 

Each full time MSSN is 

likely to require in the 

region of 0.6 WTE 

administrator‡‡ 

 

13. The service should have 

access to up to date data 

on service activity and the 

number and key 

characteristics of people 

with MS on the service 

caseload to enable service 

planning. 

  

 

Team composition and leadership 

14. In order to carry out the full range of roles required of them and operate at 

advanced practitioner level, MSSNs should be employed at band 7.  Within larger 

teams and to enable succession planning, it is sensible for a minority of nurses in 

the team to be employed at band 6 as MS support nurses in order to develop 

their skills.  

15. The MSSN(s) should be able to refer patients locally to neuro-specialist Allied 

Health Professionals and other professionals where needed – specifically neuro-

specialist physiotherapy, neuro-specialist occupational therapy, speech and 

language therapy, counselling services, neuropsychology for cognitive assessment, 

continence service, rehabilitation medicine, palliative care team and wheelchair 

services.  

16. Where there are more than 2 MSSNs in the team, there should be a team leader 

responsible for providing leadership and organising the team to work effectively, 

developing pathways and protocols, taking a lead on audit etc.  

17. MSSNs should be able to access clinical advice from a consultant neurologist, at a 

minimum via regular multidisciplinary team meetings and ideally as the need 

arises.   

                                                      

‡‡ Based on analysis of the national MSSN survey carried out for MS Forward View, 2016.   

With effective use of integrated IT systems, administrative burden will be less.  If paper 

based or multiple computer systems are used then more administrator time may be 

required.  

https://www.mstrust.org.uk/health-professionals/ms-services-nhs/ms-forward-view
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