NHS

Hospital at Night

Safer Care Safer Training

BENEFITS
REALISATION
& BUSINESS CASI

July 2007




CONTENTS

INTRODUCTIQON... ..ottt e 1

PURP OSE ... e e e e e e e e e e aans 2
1. THE CLINICAL AND PRODUCTIVITY CASE FOR CHANGE.............cccve.... 2
1.2.Length Of StAY (LOS)....cci i 2
ST 1= PSP PP PPPP PP 2
1.3.Critical Care OULIEACH............coiiiii 3
1.4 WOTKFOrCe PrOQUCTIVITY .......eieeiiiiieeeeeeitt ettt e e e e e e e e 3
2. THE FINANCIAL AND ECONOMIC CASE FOR CHANGE.........cccccccvieennnn. 6
2.1.Payment by RESUIES (PBR).....ciiiiiiiiiieiiiceee e 6

2.2.Litigation and Claims Premiums..........ccoovvviviiiiii 6

3.1.Workforce recon guration and ef cient service delivery................................l. 10
3.1.1. NUISING RECOM GUIALION..........cccccoiiaiiiiiaeeeeeee et 10

3.1.2. Creding DOCIOIS i training SUPEI IOLAS ..........cc.ccueveeveeseairesieiseassssesssssiseseessesenan, 10

I RSN/ L= g o (=23 11
4. WIDER NHS SERVICE RECONFIGURATION......oiiiiiiiiieiie e, 11
SIS O 1Y 1Y o 7 11

APPENDIDX e 12



INTRODOCTINON

In August 2004 the Working Time AM@QVMBH@KAADMDASRA@QDAOHUNS @K/
Directive (WTD) came into force to up and development of Hospital at Night.

protect the health and safety of doctors
in training by restricting hours worked
(to a maximum of 58) and imposing
minimum rest requirements (with a
maximum of 13 hours of work in any 24
with at least 11 hours of rest between
shifts). The next challenge will be
WTD 2009, which takes the maximum
working hours down to 48.

This report has been produced in
collaboration with a good practice reference
group made up of staff from SHAs and
Trusts including medical directors and WTD
leads. Several of these Trust members are
from National Workforce Projects pilot sites.

Hospital at Night is a change programme
that uses a multi-professional approach to
delivering care. The model proposes that
the way to achieve effective clinical care

is to have one or more multi-professional
teams, who between them have the full
range of skills and competences to meet

the immediate needs of patients. It typically
involves changing the staff mix at night by
developing a team of highly skilled advanced
night nurse practitioners and reducing the
reliance on doctors in training. Other key
components include better handover, moving
work from the night into the extended day
@MCAQDCTBHMFASGDAHMDEZBHDMBHDRAHMASGDARXRSDL A
This supports safer care for patients and
safer training for all staff involved. Initially
applied during the ‘night time’ it has since
been adapted to out-of-hours, and now
supports the 24/7 approach to teamwork.

The overarching strategic driver for the
Hospital at Night concept is the need to
support patient safety while enabling the
NHS deliver the 2009 requirements of the
WTD (and other key priorities such as the 18
week wait etc). Furthermore, this paper will
set out the context of a business case for
Trusts which links to the wider NHS priorities
of quality of care and value for money, as
outlined in the Institute of Innovation and
Improvement’s Delivering Quality and Value
Strategy. It is clear from the ‘Hospital at
Night Baseline Report November 2006’ that
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PURROEE

The purpose of this paper is to: 1.2. Safety

| Aet out the business case for Trusts The vision of Hospital at Night is to
implementing the Hospital at Night service support safer care, while preserving
in their organisation. high quality training for medical

|AWOKNQDAADMD ASRA@MCA S G 5B BRTPEPEN X Nehe'@dalF D A
around the following key themes: advocates a multi-professional

team that between them have the

1. The clinical and productivity case.
necessa% skills and competences to
2 3GDADBNMNLHBA@MCAAM @M BEGHARGRR on-going needs

| Memonstrate that Hospital at Night can be of patients. As such, Trusts which
cost neutral to implement and potentially have implemented Hospital at Night
make savings especially over the medium are reporting some positive changes
to longer term. in the type of incidents reported.

Anecdotally there are reports of
1. THE CLINICAL AND PRODUCTIVITY cases of deterioration that are being

CASE FOR CHANGE HCDMSHADCAD@QKHDQ A3G
of this is discussed further in this
1.1. Length of Stay (LoS) paper. There is emerging evidence
Hospital at Night supports increased from a number of Trusts that
OQNCTBSHUHSXA @ MC AD E /£ BhoRvbstiTchiz# duEcdmes and
resources and as such has the indications since implementation of
potential to produce a positive Hospital at Night.

impact on the length of stay of

patients. Clinically prioritising

patients can result in patients being
CHRBG@QFDCALNQDADEZBHDMSKXA@MCA

quickly. If this occurs, Trusts can

then use the increased capacity from
QDCTBHMFAKDMFSGANEARS@XASNAQD OQNZAKDA
clinical services and support more

sustainable solutions to challenges.

Case Study

At Guy’s & St. Thomas’ NHS Foundation Trust, London - When Hospital at Night was
implemented here it led to a change in the length of stay for patients over a 2 year
period. The Trust then decided to make changes to its bed capacity as part of its s&gy
of supporting local sustainable solutions.

Year LOS (Gen Med) Beds needChange

2003-4 6.2 days 870
2005-6 4.5 days 700 -170 (20%)
Table 1 — Changes of bed usages with reduction in LOS at Guys & St. Thomas's Founda tion NHS Trust.

Associated Impact
| Ao outliers in winter period 2005/6
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Case Study

At South Devon Healthcare Foundation Trust they have seen a decrease in thener
of cardiac arrest cases within surgery, with better outcomes. This is letkto their
implementation of Hospital at Night.

South Devon Healthcare Foundation Trust

Surgical Wards

WO ok b b Tob TobToh (b Lok b T b o o
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=Average
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Reduction of 56%

Colorectal, Urology, Vascular, Obs. & Gynae, ENT

Table 2

Many Trusts are advising that they
are seeing a change in the severity
of clinical incidents out of hours,
since implementation of Hospital at
Night, though this evidence is only
anecdotal.

Furthermore, the NHS Hospital at
Night team, alongside Staffordshire
University, have developed a
minimum set of competences and the
programme of education that aims to
prepare nurses to function safely and
effectively in the role of clinical co-
ordinator. This is a useful resource for
implementing Hospital at Night. Also
the NHS Hospital at Night team have
developed a risk assessment resource
pack with the National Patient Safety
Agency (NPSA) that supports safe
implementation of Hospital at Night.
For details on how to get copies of
these tools please go to
www.hospitalatnight.nhs.uk

1.3. Critical Care Outreach

14.

Many Trusts offer a Critical Care
Outreach team (CCOT), usually during
the day. By linking the Hospital

at Night team with the skills of

CCOT teams or Patient Emergency
Response Team nurses (such as those
at University College London NHS
Foundation Trust) Trusts will help
ensure patients needing critical care
support are receiving it 24 hours a
day.

Workforce Productivity

EWTD 2009 is a key part of the
workforce reform agenda and
Hospital at Night supports the
implementation of this legislation.
However, Hospital at Night also has
a linkage with many other areas of
the NHS Workforce/HR agenda, as
shown on the next page.

BENEFITS REALISATION & BUSINESS CAS
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Modernising Medical Careers (MMC)

Hospital at Night supports the
delivery of MMC by encouraging

the preservation of training in the
daytime. This is because the number
of nights the doctors in training
usually reduces when Hospital at
Night is introduced. Furthermore,
trainees exiting the MMC Foundation
programme should exit with the pre-
requisite competences to work on an
acute Hospital at Night team.

New Ways of Working

As the Hospital at Night model
promotes the development

of a multiprofessional team, it

allows Trusts to determine the

skill mix it requires based across
the whole workforce. This may
involve developing new assistant

or practitioner roles which skill up
the workforce and support the
implementation of EWTD 2009. For
further information on these new
roles please see
www.healthcareworkforce.nhs.

uk

Improving Working Lives

Creating Hospital at Night “super
rotas” can create extra daytime
cover and training time when EWTD
2009 is fully implemented. Also
introducing a Hospital at Night rota
may involve redeploying doctors and
taking them off night duty altogether
which increases the number of hours
of work they do in the daytime

and increases training exposure. By
reducing the frequency of night time
work, Hospital at Night also has an
effect on the work-life balance for
doctors in training. This often can
make a difference to family life as
there is anecdotal evidence that night
working can disrupt family routines
and child care arrangements.

BENEFITS REALISATION & BUSINESS CASE

The table below shows a comparison
between a typical 1.8 rota and an
example of a Hospital at Night super
rota (see 3.1 and Appendix) for StR
1-2:

Average
daytime Average Average
working night working

hours duties hours
(per (per (per

Rota week) week) week)

31 0.88 51.5

H@N
super 31.25 0.66 46.5

Table 3 — Comparison between 1:8 and H@N
super rota for StR 1-2s

Doctors in training also report feeling
more supported when working in a
Hospital at Night rota because of the
increased team working, as shown in
the Hospital at Night Pilot Report

Additionally, in the 2006
Postgraduate Medical Education
and Training Board (PMETB) survey,
junior doctors reported that they
were experiencing a more organised
doctors and nurses meeting where a
Hospital at Night team was in place.
For all trainees surveyed, 23.6% of
respondents who said there was

a Hospital at Night team in place
reported an organised doctors and
nurses meeting and only 11.7% of
those without a Hospital at Night
team reported this. For medical
trainees, this gap increases as 48.2%
of those in Trusts with Hospital at
Night teams reported an organised
doctors and nursing meeting in
comparison to only 17.1% of those
juniors without a Hospital at Night
team.



PMETB/CoPMED Trainee Survey (2006)
Handover, all trainees at acute sites

An organised

An organised

A phone call doctors
Informal . doctors
or email ) & nurses
meeting )
meeting
No H@N
1.9% 38.5% 4.2% 43.7% 11.7%
N = 11,388
H@N
1.9% 28.0% 3.8% 42 7% 23.6%
N = 4,028
Table 4

Handover, Medical trainees only

An organised

An organised

A phone call doctors
None Informal . doctors
or email ) & nurses
meeting )
meeting
No H@N
1.2% 44.4% 5.2% 32.0% 17.1%
N = 3,993
H@N
2.0% 20.0% 5.5% 24.3% 48.2%
N = 1,228
Table 5

5
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2. THE FINANCIAL AND ECONOMIC
CASE FOR CHANGE

2.1. Payment by Results (PBR)
By implementing Hospital at Night

can make some savings, or by

increasing activity and increase

income via PBR. Again, Trusts may
consider implementing sustainable
RNKTSHNMRARTBGA@RAQD

6

Trusts can use their workforce
resources differently to affect

SGDAO@SHDMSAGCNVR A/!

element of overhead costs, and by
using Hospital at Night teamwork
approach Trusts can release some of
the associated costs by using their

usage and needs.

R RS Ga R emns

Ahere is a potential impact of
Hospital at Night on NHS Litigation
Authority premiums. By recognising
deterioration in patients conditions

VNQJENQBDALNQDADE /& B H D M2 3CtinBunen RUcy Kk hoik

be translated into positive changes
with Length of Stay (LOS)

Where Hospital at Night has been
partially implemented in one site,

or directorate, Trusts can still create
an impact by rolling it out to other
appropriate areas such as general
surgery, critical care and specialist
areas such as specialist surgery and
trauma and orthopaedics.

result in better outcomes for
patients and reducing length of
stay, but also reduce the potential
risk of any complaints, or claims.

| Also Trusts implementing Hospital
at Night often use specialist
induction training programmes
such as Acute, Life Threatening,
Early Recognition and Treatment
(ALERT ™) which skill up and

3GDAADMDASRAB@MAADART LfE@i(#Pﬁ‘Bﬁ&@%%d training

such:

| Arusts that are at or below the
long-stay trim point will not be
losing income from PBR. However
they can make further savings on
‘hotel’ and other associated costs
to release resources. By extending
Hospital at Night into areas or
sites where Hospital at Night is
appropriate and not already in
place may release cash by bringing

teams together. Trusts may consider

sustainable solutions such as
generating additional activity and
generate further income.

| Arusts currently above the long-
stay trim point will lose the excess
bed days payment (long stay
payment). However, by reducing
the corresponding costs i.e. ‘hotel’
and other associated costs they

BENEFITS REALISATION & BUSINESS CASE

or ultipro nal team.
There is a direct link with speciality
induction and CNST/NHSLA
criterion, and this can assist Trusts
in savings premiums between

10% - 30%, depending on which
scheme the Trust is on.

2.3. Impact on workforce - Cost

Comparison

Every Trust will have different set ups
and so each trust will need to scope
the cost of implementing Hospital at
Night with their own robust business
case and subsequent project plan.
However, this paper outlines some
indicative costs of running with and
without Hospital at Night to give an
idea of the costings and the potential
savings that could be made. This
assumes a medium sized hospital
that is introducing a Hospital at Night



team to cover Medicine and Surgery
and already has a limited night nurse
practitioner service. This comparison

is outlined in Table 6.

Indicative Cash Releasing Effect

Indicative

With a Hospital a Night ~ Annual Cost
Service £

Nursing Costs
7 day night service of 2 327,250
WTE (Total 6.5 WTE)

Training Costs
(nursing advanced *7,200
practitioner course)

,DCHB@KA2S @ BA/N/M?2
Total Recurrent Costs 3,906,242

Cash Releasing Effect 202,470

Indicative

Without Hospital at Night Annual Cost
Service £

Nursing Costs of 1 Nurse

per night (3 WTE) 149,500

Training Costs Nil

,DCHB@KA2S@E ABBA2NRSR
Total Recurrent Costs 4.108,712

* where Trusts choose to put 2 WTE'’s through an advanced nurse practitioner cae
Table 6 — Indicative Cost Comparison between non-H@N and H@N service

v
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Indicative Medical Staf ng Costs

. . . Indicative . . . Indicative
Without a Hospltal a Night Annual Cost With Hosplt_al at Night Annual Cost
Service Service
£ £
F1 10 x 2A £459,520 F1 20 x 1B £737,520
F1 10 x 2B £390,940
SHO/SIR 1-2 16 x 2A £1,090,736 SHO/StR 1-2 32 x 1B £1,742,304
SHO/ StR 1-2 16 x 2B £926,048
SpR/St3+ 16 x 2B £1,091,968 SpRSt3+ 16 x 2B £1,091,968
Total £3,959,212 Total £3,571,792

Potential Cash

Releasing Effect £387,420

Table 7 — Indicative Cost Comparison between
MNM ' -A@MCA' -ALDCHB@KARS@EAZMFABNRSR

The Hospital at Night Nurse Co-ordinator
competences contained in the ‘Developing
the role of the Nurse co-ordinator’ indicates
a minimum set of competences that can
be achieved through a 15 day programme
of education followed by a period of 3-6
months clinical learning. Furthermore this
could be cost-saving to Trusts in terms of
‘time-out’ of practice for education by
providing the education locally/on site, with
LHMHL@KAA@BJAKKABNRSR A@KKNVHMFA@KSDQM@SHUDA
usage of educational commissioning funds.
A programme of education is highlighted in
the above report.

More details of the changes to doctors in
training rotas used in this example are given
later in this paper.

38
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Case Study — Homerton University Hospital NHS Foundation Trust

One trust where savings have been already made on doctors in training’ costs, by wimgy
to a Hospital at Night model, is Homerton University Hospital NHS Foundati Trust. The

Homerton was one of the original pilot sites for Hospital at Night in 2004 and a further

developing their Hospital at Night model through the Taking Care 24:7 pila A summary
of their cost savings are shown in the table below:

2004 rotas 2096 Any cash releasing effect made
Doctor group £ rotas from changing medical staff rotas
£ will be dependant on the rota and
Orthopaedic SpRs 482,718 409,488 banding supplements_ already in place
and the degree to which the cover
Surgery SHOs 409,026 409,026 arrangements change from introducing
Surgery SpRS 643,624 545,084 Hospital at nght Trusts .must also
use the national re-banding protocol
Med SHOs 886,223 886,223  znd consider any pay protection

Med SpRs 1151,657 887,224 issues before changing the banding
for doctors in training. Such release

Anaesthetic SpRS 965,436 965,436 sustainable solutions around EWTD
such as implementing Hospital at Night
Total 4,947,710 4,450,649  gepvice.
Savings: £497,061

S@AKDA AMA'NLDQSNMA'NROHS@KA@SA-HFGSALDCME@RARS@EVBMRABRNRSRA %HF
SNAHMCHB@SDAVG@SASGDAO@XAA@MCHMFRAVNTKCABNRSAHMA AG@RAMNABG

2.3.1. Starting up and set up costs
. . . . Non-recurrent set up costs £
Setting up a Hospital at Night service

will involve set up costs which should Project Management Costs
be off set against any reduction in (Band 8) 24,000
RS@QEZMFABNRSR A3GDF (1 F/T for 6 months)

essential for effective implementation Medical Leadership Time

of the Hospital at Night service as 5,000
demonstrated in the ‘Baseline Report’ (SIS
Approximate set up costs are shown in Non-Pay Costs 21000
table 9. (Rooms/IT and data collection) '
Total 50,000

Table 9 — Hospital at Night set up costs

9
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2.3.2. Locum usage 3.1.1. Nursing Recon guration

With an established Hospital at Night 3SGDAMTQRHMFAQDBNMAEFTQ (
service/team in place there may also be by using experienced nurse practitioners
savings with locum costs by creating a and building their skills with more
QNS@ASG@SAHRALNQD A D E A&ithDoktSAllg Rhai¢iDrk iy MRréasiig S R A
will need to be covered and there is the night nurse practitioner numbers
LNQDACDWHAHKHSXAENQ A B Nouwdd fight@ @Qp@th iight 7021y S1R2A
to be made without recourse to hour service can be developed.
booking a locum. This also supports Roles within local Hospital at Night
a reduction in agency costs, which is services will depend on local need and
part of the workforce productive time it may be appropriate if service requires
agenda. it to include unregistered support of
clinical support staff. For example it
3.DEVELOPING THE HOSPITAL AT may be appropriate to have Clinical
NIGHT MODEL Support Workers as part of the Hospital

at Night service support the team with
technical skills such as ECG, phlebotomy
etc. Alternatively, in areas with higher

3.1. Workforce recon guration and ef cient
service delivery

Implementing Hospital at Night acuity, it will be more appropriate
involves an assessment of workforce to have a team with highly skilled

needs to identify who is doing what, advanced practitioners. This can only be
and whether it needs to be done by determined by an activity analysis.

SG@SARODBHAEBAQNKDANQARMLAMAQARR THQRRG ASN A
be QOne at all. This requires an activity typically be designated the Hospital
audit, and from there Trusts may at Night co-ordinator each night and
identify the competences required. provide leadership to the Hospital at

As such, many Trusts have some form Night team. More information on nurse
of night practitioner nursing service practitioner competences can be found
which will either encompass patient in the ‘Developing the role of the Nurse
assessment, bed management, and co-ordinator report’. i

general management, or in some

cases all three. By building upon 3.1.2. Creaing Doctors n training

the clinical and organisational skills super rotas

of nursing staff, Trusts can assess a Introducing a Hospital at Night service
RHFMHAEB@MSA@LNTMS AN E ADally Bas MrBfadk ¥nGhe BaBtAr in
would normally be referred to doctors training out of hours’ commitment and

in training. rota arrangements. When a Trust moves
By looking at service needs and then to this team based approach often the
assessing the competences required, numbers of doctors in training on at

the workforce needs for such a service night or out of hours can be reduced as
B@MASGDMAADAHCDMSH & D te igkigad has Geer iedisgiputed.
together to deliver a service supported In the costings given above in 1.4, 4

by clear communication and referral groups of 8 cell rotas are put together to
systems. In Hospital at Night there are create a Hospital at Night super-rota that
a variety of workforce elements: gave cover at SHO/StR 1-2 level cover out

of hours as part of a Hospital at Night

10
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multidisciplinary team. The pre-Hospital

economies as they will have the processes

@SA-HFGSALDCHB @ KAR S @andsseAsBin RaScRAn@ & both the

shown as 32 SHO/StR 1-2 level doctors

working 1:8 full shift rotas with 2A or
2B pay banding supplements and the

clinical and service needs. These systems
will include effective handover, and
protocols for referral, bleep and escalation

ONRSA'NROHS@KA@SA-HF @SididasitidARI® KARS@EAMFA

costs are from a 32 doctor super-rota
on a 1B banding supplement.

The F1s have also been removed from
night duty and therefore it has been
possible to take them off 2A or 2B and
put them onto 1B supplements. The

SpR (StR 3 +) rotas have not changed in
SGHRAQDBNMAFTQ@SHNM

in the Appendix for more details)

3.1.3. Other Roles

It may be appropriate especially as the
Hospital at Night model is adapted to
out of hours/weekend and evening,

5.SUMMARY

Hospital at Night advocates safer practice
and supports safer training. Hospital

at Night is actively being implemented
across England, with 48% of those

who responded to the Hospital at Night
BasalindasdeNst@ni'suiv@ M 2086 A
having implemented or starting to
implement the programme locally.

To establish a Hospital at Night service
requires an outlay by Trusts. However, this
NTSK@QXAB@MAADANEERDSAAXAONSDM
in the areas of:

to include health related staff such as
pharmacists, Operating Department
Practitioners (ODPs) and therapy staff
such as physiotherapists in the team.
The need for multi-professional roles
should be determined by an activity
needs assessment of competences

mapping.

1. Clinical and Productivity — Improving
the patient’s experience, safety,
length of stay, workforce productivity,
improving working lives,
2. Finance — Impact of Length of Stay on
I@XLDMSAAXA1IDRTKSR ARS@E/ZAMFAB

Furthermore, Hospital at Night can be

a catalyst for change within the NHS

4. WIDER NHS SERVICE ADB@TRDAHSA@KKNVRA3QTRSRASNACL
RECONFIGURATION for purpose workforce by aligning the
6HSGASGDAQDBNMAEFTQ@ S H VKRR W KkPR¥EH BEE4SB DR A
especially as the split between ‘planned’ More information on how to implement
and ‘emergency’ services emerge; the Hospital at nght can be found on the
MDDCAENQABQNRRABNUD QA Resgia at Nightiwebgt®@ MFDLDMSR A
between hospital sites, and individual VVV GD@QKSGB@QDVNQJENQBD MGR TJ
Trusts may increase. This means that how  hospitalatnight
the medical workforce is used during the
day and out of hours may change. The
principal of any change should ensure
safe delivery of care while meeting both
training and WTD requirements.

Trusts that have an established and
effective Hospital at Night services will be
in a better position to support this agenda
and staff working across sites/health

12005 Dept of Health, The implementation and
impacts of the Hospital at Night pilot projects — an
evaluation report. Mahoh et al.

12007, NHS Hospital at Night & Staffordshire
University ‘Developing the role of the nurse co-
ordinator’, Walker W.

i 2006 NHS Hospital at Night ‘Baseline Report’
available at www.healthcareworkforce.nhs.uk/
hospitalatnight

11
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APPENNIDEX

TRUST X — Rota 1

GRADE: St1-2 WORK PATTERN: Full shift

Resident

Band 2A

Average weekly hours: 51:27

0 N o o B~ W N P

12
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Mon
09:00 - 21:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
20:30 - 09:30

Zero Hours

09:00 - 17:00

Tues
09:00 - 17:00
09:00 - 21:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
20:30 - 09:30

Zero Hours

09:00 - 17:00

Wed
09:00 - 17:00
09:00 - 17:00
09:00 - 21:30
09:00 - 17:00
09:00 - 17:00
20:30 - 09:30

09:00 - 17:00 09:00 - 17:00 09:00 - 17:00

Thur
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 21:30

Zero Hours

20:30 - 09:30

Fri
09:00 - 21:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00

Sat Sun

09:00 - 21:30  09:00 - 21:30

20:30 - 09:30 20:30-0930 20:30-09:30

Zero Hours

09:00 - 17:00 09:00 - 17:00 09:00 - 17:00



TRUST X — Rota 2

Below is a sample ‘super-rota’ that St1-2s in Rota 1 could move to if they stadeut of hours cross cover in
a group of 32 doctors.

GRADE: St 1-2

Band 1B

Average weekly hours of work: 46:36

Work Pattern Details

© 00N O Ol WN P

WWWRNRNRNNMNNMNNNNNNREREERERERERREPRRP P R
NP OO©®WNOUNWNRO®©OONOOHNWRBNLEPEPO

Mon
09:00 - 21:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
20:30 - 09:30

Zero Hours
09:00 - 17:00
09:00 - 17:00

Zero Hours
09:00 - 17:00
09:00 - 17:00
09:00 - 21:30
09:00 - 17:00

Zero Hours
09:00 - 17:00
20:30 - 09:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00

Zero Hours
09:00 - 21:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
20:30 - 09:30
09:00 - 17:00

Tues
09:00 - 17:00
09:00 - 21:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
20:30 - 09:30

Zero Hours
09:00 - 17:00
09:00 - 17:00

Zero Hours
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 21:30

Zero Hours
09:00 - 17:00
20:30 - 09:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00

Zero Hours
09:00 - 17:00
09:00 - 21:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
20:30 - 09:30
09:00 - 17:00

Wed
09:00 - 17:00
09:00 - 17:00
09:00 - 21:30
09:00 - 17:00

Zero Hours
09:00 - 17:00
20:30 - 09:30

WORK PATTERN: Full Shift Resident

Thur
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 21:30

Zero Hours
09:00 - 17:00
20:30 - 09:30

Fri
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00

Zero Hours

09:00 - 21:30 09:00 - 280
09:00 - 17:00

Zero Hours

Sat

09:00 - 17:00 09:00 - 17:00 09:00 - 17:00

09:00 - 17:00
09:00 - 17:00
Zero Hours
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
Zero Hours
09:00 - 21:30
20:30 - 09:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
Zero Hours
09:00 - 17:00
09:00 - 17:00
09:00 - 21:30
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
20:30 - 09:30
09:00 - 17:00

09:00 - 17:00
09:00 - 17:00

09:00 - 17:00
20:30 - 09:30 20:30 - 09:30

09:00 - 17:00 09:00 - 17:00

09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00

09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
20:30 - 09:30 20:30 - 09:30

09:00 - 17:00 09:00 - 17:00

09:00 - 17:00
20:30 - 09:30
09:00 - 21:30

Zero Hours
09:00 - 17:00
09:00 - 17:00

Zero Hours

09:00 - 17:00
Zero Hours
09:00 - 17:00
09:00 - 21:30 09:00 - 2130
09:00 - 17:00
09:00 - 17:00
20:30 - 09:30 20:30 - 0930

09:00 - 17:00 09:00 - 17:00

09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 21:30

Zero Hours
09:00 - 17:00
20:30 - 09:30
09:00 - 17:00

09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 17:00
09:00 - 21:30 09:00 - 2130
09:00 - 17:00
Zero Hours
09:00 - 17:00

BENEFITS REALISATION & BUSINESS CAS

Sun

09:00 - 21:30

20:30 - 09:30

20:30 - 09:30

09:00 - 21:30

20:30 - 09:30

09:00 - 21:30



Gross cost with banding supplement

Pay scale

1A 1B 1C 2A 2B
£ £ £ £ £ £ £
Specialist Registrar MN25.06 47,906 68,248 64,179 56,042 80,453 68,248 88,589

2DMHNQA'NTRBN-EFBOR785 57878 54447 47585 68171 57878 75034

(St 1- 3)
F1 MN11.01 28,003 39,094 36,876 32,439 45952 39,094 50,530
F2 MN21.01 35157 49,593 46,673 40,834 58352 49593 64,190

S@AKDA A A)TMHNQACNBSNQAFQNRRABNRSRA

Acknowledgements

Thanks to the H@N Good Practice Reference Group for
their contribution to this paper.

For further information:
VVV GD@KSGB@QDVNQJENQBD MGR TJ GNROHS@K@SMHFGS

email: hospitalatnight@nwpnhs.org.uk

14

BENEFITS REALISATION & BUSINESS CASE



DEVELOPING THE ROLE OF



DEVELOPING THE ROLE OF

CONTENTS






SUMMARY









AIMS



AND METHODS









FINDINGS

»












12



JOB DESCRIPTION



Job Purpose

Clinical duties

Co-ordination
duties

Clinical
Governance

Professional
Role

To work as an effective member of a multidisciplinary team, coj
ordinating team activities to ensure appropriate and timely card
for acutely ill adults;

To provide safe and effective clinical care to adults who requirg
urgent or emergency care;

To prioritise and refer individuals for further assessment and
care.

Review presenting conditions and determine the appropriate
intervention for an individual

Assess an individualss health needs and status

Prioritise individuals for treatment and care following
assessment

Co-ordinate further assessment or investigations prior to
initiation of an intervention

Develop and agree treatment plans for individuals

Provide therapeutic care interventions within sphere of
competence

Receive requests for assistance, treatment or care (bleep
“Itering)

Capture and transmit information using electronic
communication media

Prioritise the interventions to be performed for an individual

Transfer individuals to other locations for further assistance
treatment or care

Refer individuals for further assessment, treatment and care
Discharge individuals into the care of another service

Support effective governance

Promote, monitor and maintain health, safety and security in
the working environment

Monitor and solve customer service problems
Contribute to promoting the effectiveness of teams

Take responsibility for the continuing professional developmen
of self and others

Ensure your own actions support the equality, diversity, rights
and responsibilities of individuals

Act within the limits of your competence and authority

14
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Proposed competences for the Clinical Co-ordinator role

Skills for Health

Reference

Competence Title

SfH Ref*

Competence Title

11

Take a presenting history from an individual to inform
assessment

EUSCO1

Take a presenting history from an individual to
inform assessment

Recognise the need for further information to inform
assessment e.g. 3rd person

EUSCO02

Obtain supporting information to inform the assessment
of an individual

Utilise scoring systems such as Moeéil Early Warning
System (MEWS):

€ To assess physical status

€ Determine the level/environment of care required

CHS19
EUSCO05

Undertake physiological measurements

Review presenting conditions and determine the
appropriate intervention for an individual

Perform a comprehensive physical examination and
demonstrate the ability to recognise normal, deviation
from normal and abnormal ‘hdings in relation to the
following systems:

€ Cardiovascular, Respiratory, Abdominal, Neurological

EUSC56

Assess an individualss health needs and status

Perform non-invasive monitoring to obtain physiological
measurements:

€ Respiratory rate, blood pressure, pulse, temperature

€ Pulse oximetry, Continuous electrocardiograph

EUSC56

Assess an individuales health needs and status

Assess the individual for signs and symptoms of pain,
utilising relevant tools

EUSCS53

Conduct a pre-intervention assessment

Identify the physical health needs of individuals with
mental health needs

HSC364

Identify the physical health needs of individuals witl
mental health needs

Refer individuals to appropriate member of Hospital at
Night team for further assessment

EUSCO09

Refer individuals for further assessment, treatment
and care




=
O

e R

Initiate laboratory clinical tests and correctly interpret results: EUSCO03 Co-ordinate further assessment or investigations prior tg

€ Biochemistry, Haematology, Coagulation screening initiation of an intervention

Request radiological examination e.g. chest, abdominal EUSCO03 Co-ordinate further assessment or investigations prior tg
X-ray initiation of an intervention

Record 12 lead electrocardiograph HCS CARD4 Perform a restingreleardiogram
Interpret routinely performed diagnostic tests CHS40 Establishagdiosis of an individualss health condition




Proposed competences for the Clinical Co-ordinator role Skills for Health

Competence Title SfH ref* Competence Title

Respond to a request for review, and determine appropriate EUSCO05 Review presenting conditions and determine the
intervention for the individual presenting with breathlessness appropriate intervention for the individual

Respond to a request for review, and determine appropriate EUSCO05 Review presenting conditions and determine the
intervention for the individual presenting with bleeding and appropriate intervention for the individual
" uid loss

Respond to a request for review, and determine appropriate EUSCO05 Review presenting conditions and determine the
intervention for the individual presenting with cardiac appropriate intervention for the individual
arrhythmia HCS CARD1 Plan and prepare for cardiac patient procedure

3.4 Respond to a request for review, and determine appropriate EUSCO05 Review presenting conditions and determine the
intervention for the individual presenting with pain appropriate intervention for the individual

35 Respond to a request for review, and determine appropriate EUSCO05 Review presenting conditions and determine the
intervention for the individual presenting with altered appropriate intervention for the individual
consciousness, dizziness, faints ants*

3.6 Respond to a request for review, and determine appropriate EUSCO05 Review presenting conditions and determine the
intervention for the individual presenting with altered body appropriate intervention for the individual
temperature

3.7 Respond to a request for review, and determine appropriate EUSCO05 Review presenting conditions and determine the
intervention for the individual presenting with reduced urinary appropriate intervention for the individual
output

3.8 Respond to a request for review, and determine appropriate EUSCO05 Review presenting conditions and determine the
intervention for the individual requiring emergency assistance as appropriate intervention for the individual
the result of a fall

-
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Proposed competences for the Clinical Co-ordinator role Skills for Health
Competence Title SfH ref* Competence Title

Administer and/or supply medication as per patient group EUSC19 Administer pharmaceutical interventions
direction

Prescribe medication in accordance with recorded quakition Develop and agree treatment plans for individuals
as an independent/supplementary prescriber and local Trust
policy for prescribing practice

Provide ‘rst aid to an individual needing emergency assistance Providedid to an individual needing emergency
assistance

- Provide basic life support CHS36 Provide basic life support
- Provide intermediate life support EUSC63 Provide intermediate life support for adults

41
4.2
4.3
4.4
5
4.7
4.9
4.10
11

Perform advanced life support EUSC16 Perform advanced life support for an individual

Perform automated and manuadxternal de“brillation EUSC65 Perform automated external debrillation
EUSC66 Perform manual external derillation on an adult

Recognise indications for oxygen therapy and select appropriate EUSC13 Prepare the equipment and instrumentation required to
device for administration of oxygen therapy support an intervention

Administer oxygen therapy at rate and concentration as Administer medication to individuals
prescribed or as per patient group directive

Monitor and where necessary, support the delivery of care EUSC25 Monitor the individual within the critical care environment
interventions for adults requiring more detailed observation or | EUSC26 Care for the individual within the critical care environment
intervention and those recently relocated from higher levels of

care

4 Provide emotional support to the family who are distressed HSC226 Support individuals who are distressed
and/or bereaved HSC384 Support individuals through bereavement



cC

Proposed competences for the Clinical Co-ordinator role Skills for Health
Competence Title SfH ref* Competence Title

Prepare for and carry out intravenous cannulation CHS22 Perform intravenousigkation

Perform urethral catheterisation CHS8 Insert and secure urethral catteterd monitor and
respond to the effects of urethral catheterisation




Proposed competences for the Clinical Co-ordinator role

Skills for Health

Reference

Competence Title

SfH ref*

Competence Title

6.1

Receive and direct all requests for clinical advice and support
from wards and departments (bleepltering)

EUSC61

Receive requests for assistance, treatment or care

Prioritise and refer individuals for further assessment and care

EUSCO7
EUSCO09

Prioritise individuals for treatment and care following
assessment

Refer individuals for further assessment, treatment and
care

Receive and transmit information on the health status of
individuals by electronic communication media

EUSC92

Capture and transmit information using electronic
communication media

Co-ordinate clinical emergencies e.g. cardiac arrest

EUSCO08

Prioritessentarventions to be performed for an
individual

Co-ordinate the management of patients identéd as clinically
«at riske, referring to appropriate medical colleagues when
necessary

EUSCO7
EUSCO09

Prioritise individuals for treatment and care following
assessment

Refer individuals for further assessment, treatment or carg

Co-ordinate the safe transfer of individuals requiring higher or
lower level of care within the hospital environment

EUSC86

Transfer individuals to other locations for further
assistance treatment or care

Co-ordinate the evacuation and transport for individuals who
require emergency transfer to external locations for treatment/
intervention/care in accordance with local transfer policy

EUSC86

Transfer individuals to other locations for further
assistance, treatment or care

Manage equipment used for the transfer, or ensure appropriate
personnel are in place to manage equipment

EUSC13

Prepare the equipment and instrumentation required to
support an intervention

Discharge an individual into the care of another service

EUSC11

Discharge individuals frenviaesor your care

Perform veritation of expected death

PSL10

Verify an expected death




Ve

osed competences fo ]l dinator role Skills for Health

Competence Title SfH ref* Competence Title

Determine best skill-mix and relocate staff as necessary to
maintain a safe environment of care

Utilise protocols, guidelines and patient group directions to HSC440 Support effective governance
inform the decision-making process

Promote, monitor and maintain health, safety and security in the HSC42 Promote, monitor and maintain health, safety and securit
working environment in the working environment

Apply the principles of team-work to promote optimum patient | HSC3121 Contribute to promoting the effectiveness of teams
care

Take responsibility for the continuing professional development Take responsibility for the continuing professional
of self and others development of self and others

Activate local procedures for handling patient/relatives/publi Monitor and solve customer service problems
comments and complaints



N
o1

osed competences for the Clinical Co-ordinator role Skills for Health

Competence Title SfH ref* Competence Title

Demonstrate understanding of cultural needs when caring for HSC234 Ensure your own actions support the equality, diversity,

individuals rights and responsibilities of individuals

Maintain respect and dignity for individuals HSC234 Ensure your own actions suppatepuality, diversity,
rights and responsibilities of individuals

Demonstrate awareness of ethical issues and practices and act

ethically in clinical situations

Maintain accurate and comprehensive documentation of patien
care

Acknowledge personal limitations in clinical competence and EUSC91 Act within the limits of your competence and authority
determine the most appropriate person to assess/treat.




OF EDUCATION
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FOR
ADVANCED NURSING
PRACTICE



Clinical Co-ordinator Learning

Assessment and management of patient illness
Competences Outcome

Obtains, analyses and interpret history, presenting symptoms,
physical ‘ndings, and diagnostic information to develop the 11-1.7; 2.1-2.6; 3.1-3.8.
appropriate differential diagnosis

Prioritises health problems and intervenes appropriately, including

L . 4.3-4.7,6.2; 6.4.
initiation of effective emergency care

Plans and implements diagnostic strategies and therapeutic

interventions to help patients with unstable and complex health care| 2.1-2.6; 3.1-3.8; 4.1; 4.2; 4.8-
problems regain stability and restore health, in collaboration with the 4.10; 5.1; 5.2; 6.5-6.10.
patient and multi-professional health care team

Initiates appropriate and timely consultation and/or referral when the

problem exceeds the nursees scope of practice and/or expertise £ R o (2l

Health promotion/health protection and disease prevention, and Clinical Co-ordinator Learning
management of patient illness Competences Outcome

Obtains a comprehensive problem focused health history from the
patient or carer

Performs a comprehensive problem focused age appropriate physical

N 1.3-1.7.
examination

Demonstrates knowledge of the patho-physiology of conditions
commonly seen in practice

Orders, may perform, and interprets common screening and
diagnostic tests

Clinical Co-ordinator Learning

Provides leadership Competences Outcome

Actively engages in professional development and maintains a
suitable record of this development

30



Clinical Co-ordinator Learning
Competences Outcome

Ensuring quality

Incorporates professional and legal standards into advanced clinical 73-81-85
practice D
Acts ethically to meet the needs of the patient in all situations,
however complex

Promotes and uses an evidence-based approach to patient
management that critically evaluates and applies researaidings
pertinent to patient care management and outcomes

Monitoring aualit Clinical Co-ordinator Learning
g quality Competences Outcome
Monitors quality of own practice and participates in continuous

quality improvement 15 1635 it ek

Clinical Co-ordinator Learning

Negotiating Competences Outcome

Undertakes risk assessments and manages risk effectively

Collaboratively assesses, plans, implements, and evaluates care with
other health care professionals, using approaches that recognise each6.1-6.7; 7.1; 7.8.
oness expertise to meet the comprehensive needs of patients

Clinical Co-ordinator Learning
Competences Outcome

Demonstrates respect for the inherent dignity of every human being,
whatever their age, gender, religion, socio-economic class, sexual 411;8.1; 8.2.
orientation, and ethnic or cultural group
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APPENDIX?2

HOSPITAL AT NIGHT PHASE Il QUESTIONNAIRE
You are invited to complete the questionnaire from:

a) Your own personal perspective as a Hospital at Night nurse co-ordinator

(or equivalent senior nurse role within the Hospital at Night team) or:

b) In consultation with colleagues.

You may “nd it useful to draw upon the following documentation to assist you in
completing the questionnaire e.g.

€ The job description used in your Trust for the nurse co-ordinator role
€ Identi“ed Trust competences for the Hospital at Night nurse co-ordinator role
€ In-service training packages for the Hospital at Night nurse co-ordinator role

If any of the above documentation is in place within your Trust, you are invited

to bring them along to the learning event. This documentation will be utilised to
inform the project by providing local examples of good practice. You are advised to
take appropriate measures to remove any reference to your Trust should you wish
the document(s) to remain anonymous.

SECTION A

Q1 Please indicate your full job title

Q2 Please place x to indicate the extent to which you have utilised the existing
Hospital at Night set of competences for the nurse co-ordinator role

a) Fully Q

b) In part
c) Not at all
If your answer to Q2 is a (or) b, please proceed to Q3.

Q3 Please list the ways in which you have utilised the Hospital at Night set of competences
for the nurse co-ordinator role

DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR




INSTRUCTIONS FOR PARTICIPANTS

1. For each competence, please indicate how relevant the competence is to the role
of the Hospital at Night nurse co-ordinator

4 = Extremely relevan = Relevan® = Slightly relevanii= Not at all relevant

For example:

COMPETENCE SCORE

1. PHYSICAL ASSESSMENT

REF | COMPETENCE TITLE SCORE

DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR




2. TECHNICAL SKILLS/INTERVENTIONS TO SUPPORT
THE ASSESSMENT PROCESS

REF | COMPETENCE TITLE SCORE

3. ASSESSMENT AND 1ST LINE TREATMENT

REF | COMPETENCE TITLE SCORE

DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR




4. THERAPEUTIC INTERVENTION

REF | COMPETENCE TITLE SCORE

5. TECHNICAL SKILLS TO SUPPORT THERAPEUTIC INTERVENTION

REF | COMPETENCE TITLE SCORE

DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR




6. PSYCHOSOCIAL INTERVENTION

REF | COMPETENCE TITLE SCORE

7. INTERNAL/EXTERNAL TRANSFER AND DISCHARGE OF INDIVIDUALS

REF | COMPETENCE TITLE SCORE

8. PROFESSIONAL, LEGAL AND ETHICAL DIMENSIONS

REF | COMPETENCE TITLE SCORE

DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR




9. MANAGERIAL PROCESSES

REF | COMPETENCE TITLE SCORE

10. CLINICAL GOVERNANCE AND RISK MANAGEMENT

REF | COMPETENCE TITLE SCORE

Statements of competence marked * for example, 4n, 9j-9I and 10a-10d
indicates eight new competences added to the questionnaire.

DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR




SECTION C
Please indicate:

1 Anyadditional competences that you consider are extremely relevant to
the Hospital at Night nurse co-ordinator role

2 The heading under which you think this competence should be placed
For example:

SECTION D

Q1 Listed below are some of the titles currently used to describe the role of the senior
nurse as a member of the Hospital at Night team. Which title do you consider is
the most appropriate and why?

TITLE THE MOST APPROPRIATE TITLE IS:

DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR




Q2 What do you consider are the education and training needs of the Hospital at
Night nursing workforce?

Q3 What do you consider are the optimal methods of receiving this training?

Thank you for completing this questionnaire.
Please bring this along with you to the learning event

DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR




Fully 4% (n=2)

Not at all 34% (n=17)

44



Refer individuals to appropriate member of 91.5% 5.1% 3.4%
Hospital at Night team for further assessment 4 n=3 n=2
S 88.1% 8.5% 3.4%
Prioritise individuals for assessment
n=52 n=5 n=2

Utilise scoring systems such as Moeid Early

Warning System (MEWS): 86.4%

€ To assess physical status, determine the leve]/ n=51
environment of care required

Assess the individuales level of consciousness,
utilising AVPU, Glasgow Coma Scale

Perform haemodynamic monitoring to obtain
physiological measurements:

€ Continuous electrocardiograph,
Central venous pressure monitoring

Perform non-invasive monitoring to obtain
physiological measurements:

€ Respiratory rate, blood pressure, pulse,
temperature; Pulse oximetry

Recognise the need for further information to
inform assessment e.g. 3rd person

Assess the individual for signs and symptoms o

pain, utilising relevant tool

Perform a comprehensive physical examination
and demonstrate the ability to recognise normal
deviation from normal and abnormal hdings in
relation to the following systems: Cardiovascula
Respiratory, Abdominal

Initiate laboratory clinical tests and correctly

interpret results:

€ Biochemistry, Haematology, Coagulation
screening

Obtain arterial blood gas sample and
demonstrate ability to interpret results/
recognise deviation from norm

Request radiological examination e.g. chest, 66.1% 22.0% 5.1% 6.8%
abdominal X-ray n=39 n=3 n=4




Assess and provide 1st line treatment for a
patient presenting for emergency assistance
with breathlessness

Assess and provide 1st line treatment for a
patient presenting for emergency assistance
with bleeding and "uid loss

Assess and provide 1st line treatment for a
patient presenting for emergency assistance
with altered consciousness, dizziness, faints ang
“ts

Assess and provide 1st line treatment for a
patient presenting for emergency assistance
with altered body temperature

Assess and provide 1st line treatment for a
patient presenting for emergency assistance
with reduced urinary output

Assess and provide 1st line treatment for an
unwell older person presenting for emergency
assistance

Assess and provide 1st line treatment for a
patient presenting for emergency assistance
with pain

Assess and provide 1st line treatment for a
patient presenting for emergency assistance as
the result of a fall

Assess and provide 1st line treatment for a
patient presenting for emergency assistance
with altered behaviour

46



Use bag and mask to maintain oxygenation, 88.1% 10.2% 1.7%
appropriately and safely n=52 n=6 n=1
Recognise indications for oxygen therapy and 1.7%
select appropriate device for administration of - . .—l
oxygen therapy B n=
84.7% 15.39
Provide intermediate life-support
Administer oxygen therapy at rate and 1.7%
concentration as prescribed or as per patient _ 1
group direction n=
Administer intravenous Uids as per patient 83.1% 13.6% 1 7% 1 7%
group direction n=49 n=8 n:1
Prioritise individuals for treatment according to 81. 4% 15 3% 3.4%
their health status and needs n=2
1. 40/ 1 1.7%

Provide ‘rst aid to an individual needing
emergency assistance

Insert oropharangeal airway, nasopharangeal

airway, laryngeal mask airway, appropriately
and safely

Perform automated and manual external 74.6%
de*brillation n=44

Manage upper airway obstruction as a medical 23.7% 3.4%
emergency = 3 n=14 n=2
71.2% 23.7% 3. 4% 1. 7%

Provide ad d life- t

23.7% 1.7% 6.8%
Prescribe within deted protocols ° 0 °

n=14 n=1
Respond to crisis situations in relation to an 52.5% 33.9% 3.4%
individualss mental health n=31 n=20 n=2
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Demonstrate understanding of cultural needs
when caring for individuals

Provide emotional support to the family who are
distressed and/or bereaved

Promote night-time environment conducive to
sleep

Organise care interventions to limit the impact o
sensory overload / deprivation

Organise safe transfer of the individual to
higher or lower level of care within the hospital
environment

Manage equipment used for the transfer, or
ensure the appropriate personnel are in place tq
manage equipment

Perform veri‘tation of expected death

Participate in the evacuation and transport of
individuals who require emergency transfer to
suitable locations for treatment/intervention/
care in accordance with local transfer policy

Discharge an individual into the care of another
service

Adhere to local policies and procedures

Recognise the requirement for emergency
medical assistance using protocols and
guidelines

Utilise protocols, guidelines and patient group
directions to inform the decision making process

Demonstrate accurate, comprehensive, timely
documentation and communication

Demonstrate awareness of ethical issues and

practices related to:

€ Do not resuscitate orders, Organ donation,
Relatives witnessing resuscitation

Acknowledge personal limitations in clinical
competence and determine the most appropriat:
person to assess/treat individual

Maintain and promote health, safety and control
of infection in clinical areas

Maintain respect and dignity for individuals

Recognise situations where consideration for
withdrawal of treatment should be made




Co-ordinate the management of patients
identi“ed as clinically «at riske, referring to
appropriate medical colleagues when necessar

Provide effective leadership and support in the
capacity of site manager in relation to:

€ Bed management, Staftig issues

Delegate duties to team members, 88.1% 11. 9%
as appropriate n=52

Co-ordinate clinical emergencies e.g. cardiac 88. 1% 11.9%
arrest 7

Determine best skill-mix and relocate staff as 84.7% 11. 9% 3.4%
necessary to maintain a safe environment of caje  n=50 n=2
Rec_elve and co-ordinate all requests for clinical 11.9% 1.7%
advice and support from wards and departments -7 -1
(bleep “ltering) n= =
Manage the performance of self, individuals 81.4% 15.3% 3.4%
and teams =48 n=9 n=2
Inform individuals of the role and responsibilitieg 22.0%

of the night nurse co-ordinator/night teams =

Provide effective leadership and support in
the capacity of site manager in the following
emergency situations:

€ Fire, Trauma, Cardiac, Major incident.

Demonstrate ability to activate local procedures
for handling patient/ relatives/public complaints
and comments

Supervise interventions carried out by others 71.2% 210.1% 1.7%
P y n=42 n=16 n=1

) . . 88.1% 11.9%

Provide support and advice to staff in ward area > ’
n= 52 n=7

Recognise and manage risk in clinical areas 81.4% 18.6%

e e n=48 n=11
Take a proactive gp_proach to the‘educatlon a_md . 23.7% 1.7%
development of clinical skills within the Hospital _ 14 1
at Night clinical team B n= n=

Take a proactive approach to the education and 66.1% 27 1% l% 7%
development of clinical skills within ward teams n=39 n= 16
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Hospital at Night nurse co-ordinator 1
Hospital at Night co-ordinator

Hospital at Night clinical co-ordinator

Clinical night co-ordinator

Advanced nurse practitioner

Nurse practitioner

Night nurse practitioner

Senior nurse

Senior night sister Patient care co-ordinator

Non-medical prescribing

History taking

Physical examination and interpretation ofrfdings
Clinical interventions

Responding to critical situations

Assessment and care of the acutely ill patient
Patient transfer

Advanced life-support

Extended skills e.g. veréation of expected death

Development and use of patient group directions

Radiology, pathology

Risk assessment and risk management
Operational decision-making

Customer care

2
1
1
1
1
1
1
2
1

Clinical site co-ordinator

Effective leadership
Team working
Coaching/developing others
Time management

Problem-solving

liméncing

Negotiating

Communication

Delegation

Assertiveness

Conitt resolution

Taking GP calls
Bleeptéring

Clinical decision-making

o)
o



Work-based learning Preceptorship/mentorship

Established University-based modules/courses Clinical sugiervi
Access to established short courses e.g. ALS, ALERT Team membership
Relevant study days Academic tutors
In-house skills-based training
Web-based learning Obijective Structured Clinical Examination (OSCE)
Re’ective practice Problem-based scenarios
Action learning sets

Inter-professional learning Supernumerary status or protected time for learning

Workload assessed to accommodate professional

Accreditation of Prior Experiential Learning (APEL) development

Mandatory training e.g. Basic Life Support (BLS) Rotation on to day shifts

Preceptorship/mentorship

Availability of courses, access, costs

o)

1









	INTRODUCTION
	PURPOSE
	THE CLINICAL AND PRODUCTIVITY CASE FOR CHANGE
	Length of Stay (LoS)
	Safety 
	Critical Care Outreach
	Workforce Productivity 

	THE FINANCIAL AND ECONOMIC CASE FOR CHANGE
	Payment by Results (PBR). 
	Litigation and Claims Premiums
	Impact on workforce - Cost Comparison
	Starting up and set up costs
	Locum usage


	DEVELOPING THE HOSPITAL AT NIGHT MODEL 
	Workforce reconfiguration and efficient service delivery
	Nursing Reconfiguration
	Creating Doctors in training super rotas
	Other Roles:


	WIDER NHS SERVICE RECONFIGURATION
	SUMMARY


