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In August 2004 the Working Time 
Directive (WTD) came into force to 
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. 

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 
�@�M�C�Ä�Q�D�C�T�B�H�M�F�Ä�S�G�D�Ä�H�M�D�E�Æ�B�H�D�M�B�H�D�R�Ä�H�M�Ä�S�G�D�Ä�R�X�R�S�D�L�
�Ä
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 

�Æ�M�@�M�B�H�@�K�Ä�A�D�M�D�Æ�S�R�Ä�@�Q�D�Ä�O�H�U�N�S�@�K�Ä�S�N�Ä�3�Q�T�R�S�R�i�Ä�S�@�J�D�Ä
up and development of Hospital at Night. 

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.

INTRODUCTION
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The purpose of this paper is to:

Set out the business case for Trusts �l�Ä
implementing the Hospital at Night service 
in their organisation. 

�$�W�O�K�N�Q�D�Ä�A�D�M�D�Æ�S�R�Ä�@�M�C�Ä�S�G�D�Ä�B�@�R�D�Ä�E�N�Q�Ä�B�G�@�M�F�D�Ä�l�Ä
around the following key themes:

The clinical and productivity case. 1. 

�3�G�D�Ä�D�B�N�M�N�L�H�B�Ä�@�M�C�Ä�Æ�M�@�M�B�H�@�K�Ä�B�@�R�D�
2. 

Demonstrate that Hospital at Night can be �l�Ä
cost neutral to implement and potentially 
make savings especially over the medium 
to longer term.

THE CLINICAL AND PRODUCTIVITY 1. 
CASE FOR CHANGE

Length of Stay (LoS)1.1. 

Hospital at Night supports increased 
�O�Q�N�C�T�B�S�H�U�H�S�X�Ä�@�M�C�Ä�D�E�Æ�B�H�D�M�S�Ä�T�R�D�Ä�N�E�Ä
resources and as such has the 
potential to produce a positive 
impact on the length of stay of 
patients. Clinically prioritising 
patients can result in patients being 
�C�H�R�B�G�@�Q�F�D�C�Ä�L�N�Q�D�Ä�D�E�Æ�B�H�D�M�S�K�X�Ä�@�M�C�Ä
quickly. If this occurs, Trusts can 
then use the increased capacity from 
�Q�D�C�T�B�H�M�F�Ä�K�D�M�F�S�G�Ä�N�E�Ä�R�S�@�X�Ä�S�N�Ä�Q�D���O�Q�N�Æ�K�D�Ä
clinical services and support more 
sustainable solutions to challenges. 

Safety 1.2. 

The vision of Hospital at Night is to 
support safer care, while preserving 
high quality training for medical 
staff. The Hospital at Night model 
advocates a multi-professional 
team that between them have the 
necessary skills and competences to 
meet the urgent and on-going needs 
of patients. As such, Trusts which 
have implemented Hospital at Night 
are reporting some positive changes 
in the type of incidents reported. 
Anecdotally there are reports of 
cases of deterioration that are being 
�H�C�D�M�S�H�Æ�D�C�Ä�D�@�Q�K�H�D�Q�
�Ä�3�G�D�Ä�Æ�M�@�M�B�H�@�K�Ä�H�L�O�@�B�S�Ä
of this is discussed further in this 
paper. There is emerging evidence 
from a number of Trusts that 
shows better clinical outcomes and 
indications since implementation of 
Hospital at Night. 

PURPOSE

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 strategy 
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

No outliers in winter period 2005/6�l�Ä



3
BENEFITS REALISATION & BUSINESS CASE

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

Critical Care Outreach1.3. 

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 1.4. 

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.
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South Devon Healthcare Foundation Trust

Case Study

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

Table 2
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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. 

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:

Rota

Average 
daytime 
working 
hours  
(per 

week)

Average 
night 
duties  
(per 

week)

Average 
working 
hours 
(per 

week)

1:8 31 0.88 51.5

H@N 
super 
rota

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 i

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.
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PMETB/CoPMED Trainee Survey (2006)

Handover, all trainees at acute sites

None Informal
A phone call 

or email

An organised 
doctors 
meeting

An organised 
doctors 

& nurses 
meeting

No H@N

N = 11,388
1.9% 38.5% 4.2% 43.7% 11.7%

H@N

N = 4,028
1.9% 28.0% 3.8% 42.7% 23.6%

Table 4

Handover, Medical trainees only

None Informal
A phone call 

or email

An organised 
doctors 
meeting

An organised 
doctors 

& nurses 
meeting

No H@N

N = 3,993
1.2% 44.4% 5.2% 32.0% 17.1%

H@N

N = 1,228
2.0% 20.0% 5.5% 24.3% 48.2%

Table 5
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THE FINANCIAL AND ECONOMIC 2. 
CASE FOR CHANGE

Payment by Results (PBR) 2.1. 

By implementing Hospital at Night 
Trusts can use their workforce 
resources differently to affect 
�S�G�D�Ä�O�@�S�H�D�M�S�Ä�Ç�N�V�R�
�Ä�/�!�1�Ä�Q�D�Ç�D�B�S�R�Ä�@�M�Ä
element of overhead costs, and by 
using Hospital at Night teamwork 
approach Trusts can release some of 
the associated costs by using their 
�V�N�Q�J�E�N�Q�B�D�Ä�L�N�Q�D�Ä�D�E�Æ�B�H�D�M�S�K�X�
�Ä�3�G�H�R�Ä�V�H�K�K�Ä
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. 

�3�G�D�Ä�A�D�M�D�Æ�S�R�Ä�B�@�M�Ä�A�D�Ä�R�T�L�L�@�Q�H�R�D�C�Ä�@�R�Ä
such: 

Trusts that are at or below the �l�Ä
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. 

Trusts currently above the long-�l�Ä
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 

can make some savings, or by 
increasing activity and increase 
income via PBR. Again, Trusts may 
consider implementing sustainable 
�R�N�K�T�S�H�N�M�R�Ä�R�T�B�G�Ä�@�R�Ä�Q�D���O�Q�N�Æ�K�H�M�F�Ä�A�D�C�Ä
usage and needs.

Litigation and Claims Premiums2.2. 

There is a potential impact of �l�Ä
Hospital at Night on NHS Litigation 
Authority premiums. By recognising 
deterioration in patients conditions 
and acting upon such, will both 
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 �l�Ä
at Night often use specialist 
induction training programmes 
such as Acute, Life Threatening, 
Early Recognition and Treatment 
(ALERT™) which skill up and 
support competency based training 
for the multiprofessional 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. 

Impact on workforce - Cost 2.3. 
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 
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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

With a Hospital a Night 
Service 

Indicative 
Annual Cost 

£
Without Hospital at Night  

Service 

Indicative 
Annual Cost 

£

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

327,250
Nursing Costs of 1 Nurse 

per night (3 WTE)
149,500

Training Costs 
(nursing advanced 
practitioner course)

*7,200 Training Costs Nil

�,�D�C�H�B�@�K�Ä�2�S�@�E�Æ�M�F3,571,792 �,�D�C�H�B�@�K�Ä�2�S�@�E�Æ�M�F�Ä�"�N�R�S�R3,959,212

Total Recurrent Costs 3,906,242 Total Recurrent Costs 4,108,712

Cash Releasing Effect 202,470

* where Trusts choose to put 2 WTE’s through an advanced nurse practitioner course 
Table 6 – Indicative Cost Comparison between non-H@N and H@N service
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Indicative Medical Staf�ng Costs

Without a Hospital a Night 
Service

Indicative 
Annual Cost 

£

With Hospital at Night 
Service 

Indicative 
Annual Cost 

£

F1 10 x 2A £459,520 F1 20 x 1B £737,520

F1 10 x 2B £390,940

SHO/StR 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 
�M�N�M���'���-�Ä�@�M�C�Ä�'���-�Ä�L�D�C�H�B�@�K�Ä�R�S�@�E�Æ�M�F�Ä�B�N�R�S�R

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 
�L�H�M�H�L�@�K�Ä�A�@�B�J�Æ�K�K�Ä�B�N�R�S�R���Ä�@�K�K�N�V�H�M�F�Ä�@�K�S�D�Q�M�@�S�H�U�D�Ä
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.
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Starting up and set up costs2.3.1. 

Setting up a Hospital at Night service 
will involve set up costs which should 
be off set against any reduction in 
�R�S�@�E�Æ�M�F�Ä�B�N�R�S�R�
�Ä�3�G�D�R�D�Ä�R�D�S�Ä�T�O�Ä�Q�N�K�D�R�Ä�@�Q�D�Ä
essential for effective implementation 
of the Hospital at Night service as 
demonstrated in the ‘Baseline Report’iii 
Approximate set up costs are shown in 
table 9.

Non-recurrent set up costs £

Project Management Costs  
(Band 8) 

(1 F/T for 6 months)
24,000

Medical Leadership Time  
(1 PA a week 6 months)

5,000

Non-Pay Costs 
(Rooms/IT and data collection)

21,000

Total 50,000

Table 9 – Hospital at Night set up costs

Case Study – Homerton University Hospital NHS Foundation Trust

One trust where savings have been already made on doctors in training’ costs, by moving 
to a Hospital at Night model, is Homerton University Hospital NHS Foundation Trust. The 
Homerton was one of the original pilot sites for Hospital at Night in 2004 and are further 
developing their Hospital at Night model through the Taking Care 24:7 pilots. A summary 
of their cost savings are shown in the table below:

Doctor group
2004 rotas 

£

2006 
rotas 

£

Orthopaedic SpRs 482,718 409,488

Surgery SHOs 409,026 409,026

Surgery SpRs 643,624 545,984

Med SHOs 886,223 886,223

Med SpRs 1,151,657 887,224

Anaesthetic SHOs 409,026 347,268

Anaesthetic SpRS 965,436 965,436

Total 4,947,710 4,450,649

Savings: £497,061

�3�@�A�K�D�Ä���Ä�m�Ä�'�N�L�D�Q�S�N�M�Ä�'�N�R�O�H�S�@�K�Ä�@�S�Ä�-�H�F�G�S�Ä�L�D�C�H�B�@�K�Ä�R�S�@�E�Æ�M�F�Ä�B�N�R�S�R�Ä���%�H�F�T�Q�D�R�Ä�@�Q�D�Ä�R�G�N�V�M�Ä�@�S�Ä���������������Ä�B�N�R�S�R�Ä
�S�N�Ä�H�M�C�H�B�@�S�D�Ä�V�G�@�S�Ä�S�G�D�Ä�O�@�X�Ä�A�@�M�C�H�M�F�R�Ä�V�N�T�K�C�Ä�B�N�R�S�Ä�H�M�Ä�����������Ä�G�@�R�Ä�M�N�Ä�B�G�@�M�F�D�Ä�A�D�D�M�Ä�L�@�C�D��

Any cash releasing effect made 
from changing medical staff rotas 
will be dependant on the rota and 
banding supplements already in place 
and the degree to which the cover 
arrangements change from introducing 
Hospital at Night. Trusts must also 
use the national re-banding protocol 
and consider any pay protection 
issues before changing the banding 
for doctors in training. Such release 
in funding can be then used for 
sustainable solutions around EWTD 
such as implementing Hospital at Night 
service.
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Locum usage2.3.2. 

With an established Hospital at Night 
service/team in place there may also be 
savings with locum costs by creating a 
�Q�N�S�@�Ä�S�G�@�S�Ä�H�R�Ä�L�N�Q�D�Ä�D�E�Æ�B�H�D�M�S�Ä�@�R�Ä�K�D�R�R�Ä�R�G�H�E�S�R�Ä
will need to be covered and there is 
�L�N�Q�D�Ä�Ç�D�W�H�A�H�K�H�S�X�Ä�E�N�Q�Ä�B�N�U�D�Q�Ä�@�Q�Q�@�M�F�D�L�D�M�S�R�Ä
to be made without recourse to 
booking a locum. This also supports 
a reduction in agency costs, which is 
part of the workforce productive time 
agenda. 

DEVELOPING THE HOSPITAL AT 3. 
NIGHT MODEL 

Workforce recon�guration and ef�cient 3.1. 
service delivery

Implementing Hospital at Night 
involves an assessment of workforce 
needs to identify who is doing what, 
and whether it needs to be done by 
�S�G�@�S�Ä�R�O�D�B�H�Æ�B�Ä�Q�N�K�D�Ä�N�Q�Ä�D�U�D�M�Ä�Q�D�P�T�H�Q�D�C�Ä�S�N�Ä
be done at all. This requires an activity 
audit, and from there Trusts may 
identify the competences required. 

As such, many Trusts have some form 
of night practitioner nursing service 
which will either encompass patient 
assessment, bed management, and 
general management, or in some 
cases all three. By building upon 
the clinical and organisational skills 
of nursing staff, Trusts can assess a 
�R�H�F�M�H�Æ�B�@�M�S�Ä�@�L�N�T�M�S�Ä�N�E�Ä�O�@�S�H�D�M�S�R�Ä�V�G�H�B�G�Ä
would normally be referred to doctors 
in training. 

By looking at service needs and then 
assessing the competences required, 
the workforce needs for such a service 
�B�@�M�Ä�S�G�D�M�Ä�A�D�Ä�H�C�D�M�S�H�Æ�D�C���Ä�@�M�C�Ä�A�Q�N�T�F�G�S�Ä
together to deliver a service supported 
by clear communication and referral 
systems. In Hospital at Night there are 
a variety of workforce elements: 

Nursing 3.1.1. Recon�guration
�3�G�D�Ä�M�T�Q�R�H�M�F�Ä�Q�D�B�N�M�Æ�F�T�Q�@�S�H�N�M�Ä�H�R�Ä�@�B�G�H�D�U�D�C�Ä
by using experienced nurse practitioners 
and building their skills with more 
advanced skills. Therefore by increasing 
the night nurse practitioner numbers 
over night a complete night 7 day or 24 
hour service can be developed. 

Roles within local Hospital at Night 
services will depend on local need and 
it may be appropriate if service requires 
it to include unregistered support of 
clinical support staff. For example it 
may be appropriate to have Clinical 
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 
acuity, it will be more appropriate 
to have a team with highly skilled 
advanced practitioners. This can only be 
determined by an activity analysis.  

One of these night nurses will also 
typically be designated the Hospital 
at Night co-ordinator each night and 
provide leadership to the Hospital at 
Night team. More information on nurse 
practitioner competences can be found 
in the ‘Developing the role of the Nurse 
co-ordinator report’. ii.

Crea3.1.2. ting Doctors in training  
super rotas
Introducing a Hospital at Night service 
usually has an impact on the doctor in 
training out of hours’ commitment and 
rota arrangements. When a Trust moves 
to this team based approach often the 
numbers of doctors in training on at 
night or out of hours can be reduced as 
the workload has been redistributed.

In the costings given above in 1.4, 4 
groups of 8 cell rotas are put together to 
create a Hospital at Night super-rota that 
gave cover at SHO/StR 1-2 level cover out 
of hours as part of a Hospital at Night 
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multidisciplinary team. The pre-Hospital 
�@�S�Ä�-�H�F�G�S�Ä�L�D�C�H�B�@�K�Ä�R�S�@�E�Æ�M�F�Ä�B�N�R�S�R�Ä�@�Q�D�Ä
shown as 32 SHO/StR 1-2 level doctors 
working 1:8 full shift rotas with 2A or 
2B pay banding supplements and the 
�O�N�R�S�Ä�'�N�R�O�H�S�@�K�Ä�@�S�Ä�-�H�F�G�S�Ä�L�D�C�H�B�@�K�Ä�R�S�@�E�Æ�M�F�Ä
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 
�S�G�H�R�Ä�Q�D�B�N�M�Æ�F�T�Q�@�S�H�N�M�
�Ä���2�D�D�Ä�1�N�S�@�Ä���Ä�@�M�C�Ä���Ä
in the Appendix for more details)

Other Roles3.1.3. 

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

WIDER NHS SERVICE 4. 
RECONFIGURATION
�6�H�S�G�Ä�S�G�D�Ä�Q�D�B�N�M�Æ�F�T�Q�@�S�H�N�M�Ä�N�E�Ä�K�N�B�@�K�Ä�R�D�Q�U�H�B�D�R���Ä
especially as the split between ‘planned’ 
and ‘emergency’ services emerge; the 
�M�D�D�C�Ä�E�N�Q�Ä�B�Q�N�R�R�Ä�B�N�U�D�Q�Ä�R�S�@�E�Æ�M�F�Ä�@�Q�Q�@�M�F�D�L�D�M�S�R�Ä
between hospital sites, and individual 
Trusts may increase. This means that how 
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 

economies as they will have the processes 
and systems in place to meet both the 
clinical and service needs. These systems 
will include effective handover, and 
protocols for referral, bleep and escalation 
policies and audit. 

SUMMARY5. 
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 
Baseline Assessment survey in 2006 
having implemented or starting to 
implement the programme locally. 

To establish a Hospital at Night service 
requires an outlay by Trusts. However, this 
�N�T�S�K�@�X�Ä�B�@�M�Ä�A�D�Ä�N�E�E�R�D�S�Ä�A�X�Ä�O�N�S�D�M�S�H�@�K�Ä�A�D�M�D�Æ�S�R�Ä
in the areas of:

Clinical and Productivity – Improving 1. 
the patient’s experience, safety, 
length of stay, workforce productivity, 
improving working lives, 

Finance – Impact of Length of Stay on 2. 
�/�@�X�L�D�M�S�Ä�A�X�Ä�1�D�R�T�K�S�R���Ä�R�S�@�E�Æ�M�F�Ä�B�N�R�S�R

Furthermore, Hospital at Night can be 
a catalyst for change within the NHS 
�A�D�B�@�T�R�D�Ä�H�S�Ä�@�K�K�N�V�R�Ä�3�Q�T�R�S�R�Ä�S�N�Ä�C�D�U�D�K�N�O�Ä�@�Ä�Æ�S�Ä
for purpose workforce by aligning the 
workforce capacity with patient needs.

More information on how to implement 
Hospital at Night can be found on the 
Hospital at Night website – 
�V�V�V�
�G�D�@�K�S�G�B�@�Q�D�V�N�Q�J�E�N�Q�B�D�
�M�G�R�
�T�J��
hospitalatnight

----------------------------------------------------
i 2005 Dept of Health, The implementation and 
impacts of the Hospital at Night pilot projects – an 
evaluation report. Mahoh et al. 
ii 2007, NHS Hospital at Night & Staffordshire 
University ‘Developing the role of the nurse co-
ordinator’, Walker W. 
iii 2006 NHS Hospital at Night ‘Baseline Report’ 
available at www.healthcareworkforce.nhs.uk/
hospitalatnight
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TRUST X – Rota 1

GRADE: St 1 - 2    WORK PATTERN: Full shift 
Resident

Band 2A 

Average weekly hours: 51:27

Mon Tues Wed Thur Fri Sat Sun

1 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 21:30

2 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00

3 09:00 - 17:00 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00 09:00 - 21:30 09:00 - 21:30

4 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00

5 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 Zero Hours 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30

6 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30 Zero Hours

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

8 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00

APPENDIX
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TRUST X – Rota 2

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

GRADE: St 1-2     WORK PATTERN: Full Shift Resident

Band 1B 

Average weekly hours of work: 46:36

Work Pattern Details

Mon Tues Wed Thur Fri Sat Sun
1 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
2 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
3 09:00 - 17:00 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00
4 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 21:30 Zero Hours
5 09:00 - 17:00 09:00 - 17:00 Zero Hours Zero Hours 09:00 - 21:30 09:00 - 21:30 09:00 - 21:30
6 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
7 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30 Zero Hours
8 Zero Hours Zero Hours 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
9 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
10 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30
11 Zero Hours Zero Hours Zero Hours 09:00 - 17:00 09:00 - 17:00
12 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
13 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
14 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
15 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30
16 Zero Hours Zero Hours Zero Hours 09:00 - 17:00 09:00 - 17:00
17 09:00 - 17:00 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00
18 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30 Zero Hours
19 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00
20 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 Zero Hours 09:00 - 21:30 09:00 - 21:30 09:00 - 21:30
21 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
22 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
23 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 Zero Hours 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30
24 Zero Hours Zero Hours Zero Hours 09:00 - 17:00 09:00 - 17:00
25 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
26 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
27 09:00 - 17:00 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00 09:00 - 17:00
28 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 21:30 09:00 - 17:00
29 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 Zero Hours 09:00 - 21:30 09:00 - 21:30 09:00 - 21:30
30 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
31 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30 20:30 - 09:30 Zero Hours
32 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00 09:00 - 17:00
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Grade Pay scale
Gross cost with banding supplement

None 1A 1B 1C 2A 2B 3

£ £ £ £ £ £ £

Specialist Registrar MN25.06 47,906 68,248 64,179 56,042 80,453 68,248 88,589

�2�D�M�H�N�Q�Ä�'�N�T�R�D�Ä�.�E�Æ�B�D�Q���Ä
(St 1- 3)

MN21.04 40,726 57,878 54,447 47,585 68,171 57,878 75,034

F1 MN11.01 28,003 39,094 36,876 32,439 45,952 39,094 50,530

F2 MN21.01 35,157 49,593 46,673 40,834 58,352 49,593 64,190

�3�@�A�K�D�Ä�����Ä���Ä�)�T�M�H�N�Q�Ä�C�N�B�S�N�Q�Ä�F�Q�N�R�R�Ä�B�N�R�S�R�Ä��������������
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DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR

Implementation of the European 
Working Time Directive (EWTD) 
and the associated reduction in the 
working hours of junior doctors has 
provided impetus for new ways of 
working, service recon“  guration 
and role redesign. 

Hospital at Night is one of the solutions 
to meeting the requirements of the 
EWTD by using role expansion within 
the nursing workforce. In November 
2004, the Modernisation Agency 
commissioned a project to determine 
the core clinical and managerial 
competences for the Hospital at Night 
nurse co-ordinator role. 

The resulting set of competences 
produced a benchmark for practice 
based on the analysis of data from 
the four adult acute Hospital at Night 
pilot sites. The second phase of this 
project commenced in April 2005 with 
the overall aim of further developing 
and re“ ning this proposed set of 
competences from within a wider 
reference group, including adult acute 
hospital sites within England and Wales. 

The “ nal report and accredited set of 
competences is a resource for Acute 
NHS Trusts implementing •Hospital 
at Night•. 

The revised competences are 
mapped against Skills for Health 
National Workforce Competences for 
Emergency, Urgent and Scheduled Care 
and the Nursing and Midwifery Council 
approved competences for advanced 
nursing practice. 

FOREWORD
The competences will support 
advancing models of Hospital at Night 
into the evenings, weekends, and 
daytime, towards a 24  / 7 approach. 

Teamwork is the way forward, and 
the way health will be delivered in the 
emerging NHS is with multi-professional 
teams having the competences 
between them to meet the needs 
of patients and service users. This 
report demonstrates the importance 
of nursing in supporting this agenda. 
The competences are a minimum set 
required to achieve safe and effective 
clinical care and are underpinned by 
a proposed programme of education 
to support continued professional 
development of the Hospital at Night 
nursing workforce. This means patients 
will have timely enhanced co-ordinated 
care, and doctors in training will have 
the support of clinically competent, 
senior nursing colleagues.

By using these competences, Trusts 
can be assured of a highly effective 
patient focused resource, maintaining 
continuity and supporting the challenge 
of the EWTD.

Hospital at 
Night is one of 
the solutions 
to meeting the 
requirements of 
the EWTD by using 
role expansion 
within the nursing 
workforce.

Dr Peter Carter OBE
General Secretary
Royal College of Nursing 

Miss Wendy Reid FRCOG
National Clinical Lead
Hospital at Night
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EXECUTIVE SUMMARY
The Hospital at Night concept 
proposes that the way to achieve 
safe and 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 (National Health Service 
(NHS) Hospital at Night Team, 
2006). 

There is evidence to suggest that 
with improved clinical co-ordination 
at night, this innovative model of 
care delivery results in better patient 
care (Department of Health (DH), 
2005a). Furthermore, as part of the 
work to develop solutions for meeting 
the requirements of the European 
Working Time Directive 2009, pilots 
have recently been commissioned to 
trial different approaches for delivering 
effective care around the clock 
(National Workforce Projects (NWP), 
2006). This project, which forms the 
basis of this report, was designed to 
further develop the Hospital at Night 
nurse co-ordinator role. 

A total of 77 staff from 33 NHS Trusts 
in England and seven NHS Trusts in 
Wales participated in this project. 
Data was gathered by hosting six 
half day learning events. Methods of 
data collection included a Likert-type 
scale questionnaire and the gathering 
of supplementary “ eld notes during 
organised breakout sessions.

59 participants (77%) returned 
completed questionnaires. Quantitative 
data was analysed to produce 
frequency of responses using a 
Statistical Package for the Social 
Sciences (SPSS) software…version 13.0. 

Qualitative data obtained via open-
ended questions and “ eld notes were 
content analysed to further determine 
participant views. 

The “ ndings indicated a positive 
uptake of the current proposed set 
of competences by more than half 
of the participants and the majority 
of competences were identi“ ed as 
extremely relevant to the Hospital 
at Night nurse co-ordinator role. 
Participants recommended revision 
to the wording of some competence 
statements and provided valuable 
comment on additional competence 
requirements. Opinion concerning the 
most appropriate title for the Hospital 
at Night nursing workforce revealed a 
lack of consensus. However, on further 
analysis, the most appropriate title 
to emerge was that of •Clinical Co-
ordinator•.

Knowledge and skill requirements for 
the role fell into four categories namely: 
Clinical, Co-ordination, Managerial 
and Personal qualities  / abilities. The 
requirement to undertake educational 
preparation to prescribe patient 
medication was the most frequently 
cited educational and training need.

Participant feedback on optimal ways 
of receiving education and training 
acknowledged the importance of a 
50  / 50 balance between practice-based 
learning and theory and proposed 
methods of assessment were orientated 
towards the achievement of clinical 
learning outcomes. Participants shared 
examples of locally developed induction 
and mentorship programmes of 
relevance to the role of the Hospital at 
Night nurse co-ordinator. 

The “ ndings 
indicated a positive 
uptake of the 
current proposed set 
of competences by 
more than half of 
the participants.
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However, availability and access was 
not consistent across organisations 
leading to an expressed desire 
for a standardised programme of 
education that could be applied 
universally. Availability of a suitable 
preceptor  / mentor and protected time 
for learning were identi“ ed as pre-
requisites to success. 

It is considered that this report will be 
of value to Strategic Health Authorities, 
Higher Education Institutions, Directors 
of Nursing, Hospital at Night teams and 
individual nurses in helping them to 
recognize: 

€ Functional elements of the nurse co-
ordinator role; 

€ Statements of competence against 
which role performance can be 
judged and;

€ Strategies for continuous professional 
development to achieve safe and 
effective clinical care. 

Speci“ cally, the content of this report:

1 Presents the “ ndings of this project;

2 Provides detailed insight into the role 
of the Hospital at Night nurse co-
ordinator leading to the development 
of a standardised job description;

3 Proposes a revised, minimum set 
of competences applicable to the 
care of adults who require urgent or 
emergency care;

4 Makes recommendation on the 
content of an education programme 
to support the development and 
maintenance of competence in 
practice.
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Hospital at Night re”  ects a model 
of shift patterns and staf“  ng 
mix for the NHS that rede“  nes 
how medical cover is provided in 
hospitals during the out-of-hours 
period (NHS Hospital at Night 
Team, 2006). 

This initiative was developed in 
response to the Working Time Directive 
(WTD) that saw a reduction in the 
working hours of doctors in training. 

One solution to meeting the 
requirements of WTD is role expansion 
within the nursing workforce and the 
associated development of an advanced 
level of nursing practice to meet the 
immediate needs of patients within the 
context of multidisciplinary teamwork. 

1 INTRODUCTION
This draws our attention to the 
contribution of nurses in supporting the 
Government•s programme of investment 
and reform, namely WTD (DH, 2004a), 
the 10 High Impact Changes for Service 
Improvement and Delivery (DH, 2004b), 
the emergency care modernisation 
programme (DH, 2001a, 2004c) and 
most recently, the 18-week referral-to-
treatment pathway (DH, 2004d, 2006a). 

At the same time, service and role 
redesign provide opportunity for nurses 
to expand their scope of professional 
practice in accordance with the NHS Plan 
(DH, 2000a) and offers the potential to 
ful“ l career aspirations consistent with the 
Modernising Nursing Careers programme 
(DH, 2006b). 

One solution 
to meeting the 
requirements 
of WTD is role 
expansion within 
the nursing 
workforce.
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In November 2004, the 
Modernisation Agency (MA) 
commissioned a project to develop 
a set of core clinical and managerial 
competences for the Hospital at 
Night nurse co-ordinator role. 

This involved analyses of the 
competences used by the four adult 
acute Hospital at Night pilot sites to 
create a set of competences based on 
current practice. 

Nine themes were identi“ ed and 
subsequently used to inform and 
structure a set of competences 
for the Hospital at Night nurse co-
ordinator role. The competences 
were subsequently mapped against 
the National Workforce Competence 

2 BACKGROUND

The overall aim of phase II of this 
project was to further develop and 
re“ ne the content of the proposed 
set of competences through 
consultation with a wider reference 
group, namely nurses based in 
adult acute hospital sites within 
England and Wales. 

More speci“ cally, the project sought to:

1 Determine the uptake and usefulness 
of the proposed set of competences 
in developing the Hospital at Night 
nursing workforce; 

2 Examine nursing staff perceptions of 
their role within the Hospital at Night 
team and the competences required 
to achieve safe and effective clinical 
care;

3 PROJECT AIMS

Framework for Emergency, Urgent and 
Scheduled Care (EUSC) (Skills for Health 
(SfH), 2004). 

In addition to establishing standards of 
competence and pro“ ciency, the report 
made recommendation on education 
and training requirements for role 
performance and considered regulatory 
implications in light of the Nursing and 
Midwifery Council (NMC) consultation 
on the establishment of UK-wide 
standards for a level of practice beyond 
initial registration (NMC, 2004). 

A copy of the report •Hospital at Night: 
A report on the development a set of 
competences for the nurse co-ordinator 
role• is available at: 
www.hospitalatnight.nhs.uk 

3 Elicit nursing staff views on the 
education and training needs of the 
Hospital at Night nursing workforce;

4 Map identi“ ed competences for the 
Hospital at Night nurse co-ordinator 
role against SfH National Workforce 
Competences, (in particular drawing 
on those from the EUSC suite) and 
NMC approved competences for 
Advanced Nursing Practice (NMC, 
2005; Association of Advanced 
Nursing Practice Educators (AANPE), 
2006). 
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An important feature of this project 
was the decision to undertake 
data collection by working •with• 
participants, enabling them to 
meet with like-minded colleagues 
to discuss their experience and 
identify issues of relevance to 
the development of the nursing 
workforce within a hospital at night 
team. 

This was achieved by hosting a total 
of six half day learning events within 
England and Wales. Inspiration for this 
approach is credited to Essex Workforce 
Development Confederation who 
hosted a learning event during the 
planning phase of this project. 

Regional representation within England 
was sought from the following Strategic 
Health Authority (SHA) clusters: 
Northern, Southern and Midlands 
and the East (pre changes to Strategic 
Health Authorities in England that 
came into effect on 1st July 2006). 
Each regional event was facilitated by 
the project lead and organised with 
the support of a named person at the 
respective SHA. This included a request 
for written con“ rmation of agreement 
to collaborate in the project and 
willingness to provide a venue to host 
the event. 

4.1 PARTICIPATION

Recruitment of participants was via 
a letter of invitation to the Nursing 
Director of each Trust. Eight SHAs 
collaborated in this project. Participant 
representation was gained from 33 NHS 
Trusts (adult acute hospital sites) and 
seven NHS Trusts in Wales. 

A total of 77 participants were 
recruited to the learning events, 
ranging from 8-18 participants per 
event (average of 12). The majority of 
participants were employed in either 
a clinical or managerial role or their 
job title suggested a combination of 
both. Five out of six learning events 
achieved representation from senior 
nursing leads such as Directors /Deputy 
Directors of Nursing and Hospital at 
Night Project Leads  /Managers. Four 
out of “ ve of the events held in England 
also achieved SHA representation. 

4.2 INITIAL LEARNING EVENT

The “ rst regional learning event to be 
hosted was classed as •exploratory• 
for the purpose of piloting project 
methods and data collection processes. 
18 delegates from three SHAs attended 
this “ rst event and the majority 
evaluated it as either excellent or 
good. The event addressed three areas 
pertinent to the project aims:

1 The Hospital at Night co-ordinator 
role; 

2 Core competences for night 
co-ordination;

3 Education /training needs. 

Identi“ cation of core competences 
was achieved through dissemination 
of a questionnaire based on the 
current set of proposed competences 
for the Hospital at Night nurse co-
ordinator role. Its design involved use 
of a four point rating scale ranging 
from •extremely relevant• to •not at all 
relevant•. Eight additional competences 
were added to the questionnaire on the 
basis of feedback and further enquiry 

4 PROJECT DESIGN 
AND METHODS

Identi“ cation of 
core competences 
was achieved 
through 
dissemination of 
a questionnaire 
based on the 
current set 
of proposed 
competences for 
the Hospital at 
Night nurse 
co-ordinator role.
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post dissemination of the report from 
phase one of this study. Opportunity 
for networking, discussion and the 
gathering of supplementary “ eld notes 
was gained through the organisation of 
breakout sessions. 

Participant feedback from this initial 
learning event identi“ ed two areas 
for consideration in future planning. 
Developments included: additional 
time for discussion during the breakout 
sessions and dissemination /completion 
of the questionnaire in advance of 
the event. It was also agreed that 
the number of participants should 
be around a maximum of 12 to allow 
for greater depth of discussion and 
where possible, recruitment should 
be targeted toward nurses who were 
performing a clinical •hands-on• role 
within the Hospital at Night team. The 
questionnaire and breakout sessions 
were revised to include the same line 
of questioning to every participant, 
thus providing equal opportunity for 
comment on all aspects of the Hospital 
at Night nurse co-ordinator role as 
detailed in the project aims. 

4.3 SUBSEQUENT DATA 
COLLECTION PROCESSES

Each participant was invited to 
complete a questionnaire (closed and 
open questions) in advance of the 
learning event, having identi“ ed and 
discussed issues around the role of the 
Hospital at Night nurse co-ordinator 
within their organisation /Hospital at 
Night team. The questionnaire was 
divided into “ ve sections:

Section 1: Determined the uptake 
and usefulness of the current set of 
competences.

Section 2: Utilised the current set of 
competences to assess their relevance 
to the role of the Hospital at Night 
nurse co-ordinator. 

The design retained use of a four point 
rating scale ranging from •extremely 
relevant• to •not at all relevant•. 

Section 3: Identi“ ed any additional 
competences that were considered to 
be extremely relevant to the role of the 
Hospital at Night nurse co-ordinator.

Section 4: Explored the most 
appropriate title for the role of the 
senior nurse as a member of the 
Hospital at Night team. Nine job titles 
were presented in the questionnaire 
and participants were asked to provide 
rationale for their choice for the 
purpose of gaining insight into the role.

Section 5: Sought to elicit educational 
and training needs of the Hospital 
at Night nursing workforce and the 
optimal ways in which standards of 
competence and pro“ ciency could be 
achieved. 

A copy of the questionnaire can be 
located in Appendix 2.

The completed questionnaire was used 
as a basis for group discussion at each 
learning event, and supported by the 
collection of “ eld notes. Participants 
were also invited to impart relevant 
documentation regarding the nurse 
co-ordinator role e.g. job description, 
identi“ ed Trust competences and /or 
in-service training packages. Although 
participants willingly identi“ ed and 
shared examples of locally produced 
evidence during breakout sessions, 
there was an apparent reluctance 
to make this material available for 
secondary data analysis. This occurred 
despite mechanisms to protect 
and maintain con“ dentiality of the 
information shared.

The total number of returned 
questionnaires (inclusive of the “ rst 
learning event) was 63; an excellent 
response rate of 82%. 

The completed 
questionnaire 
was used as a 
basis for group 
discussion at 
each learning 
event, and 
supported by 
the collection of 
“ eld notes. 
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Four questionnaires were rejected as 
they were less than half complete. 
Consequently, the “ nal sample of 
questionnaires for analysis was 59.

It should be noted that due to the 
approach taken to organising breakout 
sessions at the “ rst learning event, not 
all participants completed sections 
1 and 4 of the questionnaire. The total 
sample for analysis in relation to these 
two sections of the questionnaire was 
therefore reduced to 50.

4.4 DATA ANALYSIS

The aim of the analysis undertaken 
was to produce a descriptive account 
of the project “ ndings. Data pertaining 
to Section 2 of the questionnaire was 
analysed using SPSS software-version 
13.0. In addition to describing the 
frequency of responses, qualitative data 
obtained via open-ended questions and 
“ eld notes were content analysed to 
further determine participant views.

4.5 ETHICAL ISSUES

Participants were informed that their 
participation in the project was strictly 
con“ dential. Although positions and 
names are known to the project lead, 
no individual participant, Trust or 
SHA is identi“ able in this report. All 
data collected has been analysed and 
reported on alongside information 
obtained at the six half day learning 
events. 
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5 PROJECT FINDINGS 

This section of the report provides 
an overview of the key “  ndings of 
this project in the order in which 
they appear in the consultation 
questionnaire. 

The overall aim is to provide a succinct, 
yet insightful account of participant 
views that will enable readers to clearly 
identify the way(s) in which participant 
feedback has been utilised to inform 
the proposals presented in sections 6, 7 
& 8 of this report. Supplementary data 
is presented in Appendix 3. Readers 
may also “ nd it helpful to refer to the 
questionnaire located in Appendix 2.

5.1 UPTAKE AND USEFULNESS 
OF THE CURRENT SET OF 
COMPETENCES

The “ ndings indicated a positive uptake 
of the proposed set of competences 
by more than half of the participants 
(60%, n=30).

Participants positively identi“ ed ways in 
which the current set of competences 
had been utilised for the nurse co-
ordinator role. Four themes to emerge 
were that of:

1 Education and training e.g. used to 
identify training issues /needs and to 
develop local training packages.

2 Performance e.g. used to inform 
clinical skills audit and to improve 
patient care.

3 New ways of working e.g. applied 
and evaluated as part of local 
Hospital at Night pilot schemes; 
used to indicate /formulate team 
membership. 

4 Role de“ nition e.g. used to: inform 
development /con“ rm suitability of 
locally agreed competences; identify 
competences for discrete nursing 
roles; develop job description; 
determine /understand competences 
required of other staff. 

Some participants also chose to 
describe ways in which speci“ c 
competences were applied to the nurse 
co-ordinator role, thus con“ rming their 
utility in practice situations. 

5.2 RELEVANCE OF THE CURRENT 
SET OF COMPETENCES

The majority of participants 
identi“ ed the current proposed set of 
competences as extremely relevant to 
the role of the Hospital at Night nurse 
co-ordinator. The exception to this was 
competence statement 6b; Organise 
care interventions to limit the impact 
of sensory overload /deprivation 
(49.2%, n=29). Findings related to this 
thematic area indicate that participants 
considered psychosocial interventions 
of less relevance to their clinical 
role when compared for example to 
•physical assessment• where the range 
of extremely relevant scores for each 
competence statement ranged from 
71.2% (n=42) to 91.5% (n=54). 

56% 
in part

4% 
fully

34% 
not at all

6% 
no response

UPTAKE AND USEFULNESS OF THE 
CURRENT SET OF COMPETENCES
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The thematic category that produced 
the highest range of extremely relevant 
scores was •managerial processes• 
(71.2%, n=42 to 94.9% n=56). This 
was closely followed by •professional, 
legal and ethical dimensions• (72.9%, 
n=43 to 93.2% n=55). Some 
participants however, were of the 
opinion that the proposed set of 
competences should take into account 
standards of pro“ ciency achieved at the 
point of registration, thereby placing 
emphasis and importance on activities 
associated with role expansion beyond 
initial registration. 

Competence statements related to 
•Assessment and 1st line treatment• 
displayed the most disparate views. 
Feedback during breakout sessions 
indicated that this could be attributed 
to wording of the competence 
statement. For example, some 
participants felt that assessment was 
covered under the umbrella of •physical 
assessment• and others considered “ rst 
line treatment to be the responsibility 
of ward and department staff. It was 
also suggested that assessment and 
intervention for the older person was 
increasingly the norm in acute care and 
therefore did not warrant a separate 
competence statement. 

The need to attain competence in 
•specialist• care activities was an issue 
raised by participants working in NHS 
Trusts that provided specialist services, 
for example, cardiothoracic care. 
Alternatively, some felt that generic 
versus specialist knowledge and skills 
should prevail for this role on the 
understanding that specialist nursing 
and medical staff could, or indeed, 
should be contacted to meet patient 
need. For example, mental health was 
cited as a specialist “ eld of care, where 
knowledge of support services was 

regarded as crucial to meeting the 
needs of individuals who presented for 
emergency care. This was re” ected in 
participants• response to competence 
statement 4m; Respond to crisis 
situations in relation to an individual•s 
mental health. This competence 
statement received the lowest score 
(52.5%, n=31) in the therapeutic 
intervention category.

The ability to prescribe within de“ ned 
protocols was regarded as extremely 
relevant to the role of the Hospital at 
Night nurse co-ordinator by just over 
two-thirds of participants (67.8%, 
n=40) and the subject of •nurse 
prescribing• was deliberated at each 
learning event. This was undoubtedly 
in” uenced by changes to legislation 
in the UK that came into force on 1st 
May 2006, which saw an extension 
of prescribing responsibilities for 
quali“ ed Nurse Independent Prescribers 
(formerly known as Extended Formulary 
Nurse Prescribers). The changes 
mean that quali“ ed Independent 
Nurse Prescribers will be able to 
prescribe any licensed medicine for any 
medical condition within their level of 
experience and competence including, 
some controlled drugs (DH, 2005b; DH, 
2006c).

Participants also made clear the link 
between the Hospital at Night service 
and critical care outreach teams. 
Competence statement 9l; Co-ordinate 
the management of patients identi“ ed 
as clinically •at risk•, achieved the 
highest score overall in the extremely 
relevant category (94.9%, n=56). 
Clinical activities included the use 
of physiological track and trigger 
systems to identify the patient •at risk• 
and where necessary, support the 
delivery of care interventions for adults 
requiring more detailed observation or 
intervention. 

The ability to 
prescribe within 
de“ ned protocols 
was regarded as 
extremely relevant 
to the role of the 
Hospital at Night 
nurse co-ordinator.



DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR

10

�&�%�W�.�a�-�X�,�V�+�X�*�V�)�]�(�V�'�X�&�_
�%

�'�%

�)�%

�+�%

�-�%

�&�%�%

KEY
1j  Refer individuals to appropriate member 

of Hospital at Night team for further 
assessment

2c  Initiate laboratory clinical tests and 
correctly interpret results

3a Assess and provide 1st line treatment 
for a patient presenting for emergency 
assistance with breathlessness

4h  Use bag and mask to maintain 
oxygenation, appropriately and safely

5a  Prepare for and carry out intravenous 
cannulation

6c  Demonstrate understanding of cultural 
needs when caring for individuals

7a Organise safe transfer of the individual to 
higher or lower level of care within the 
hospital environment

8c  Adhere to local policies and procedures

9l Co-ordinate the management of patients 
identi“ ed as clinically •at risk•, referring 
to appropriate medical colleagues when 
necessary

10b Provide support and advice to staff in 
ward areas

5.3 MOST APPROPRIATE TITLE FOR 
THE HOSPITAL AT NIGHT NURSING 
WORKFORCE

Analysis of data revealed that one or 
more participants selected every job 
title proposed in the questionnaire. 
Whilst this suggests a lack of consensus 
on the most appropriate title for this 
role, further analysis revealed that 
just under half of the participants 
(48%, n=20) selected or proposed 
titles that contained reference to the 
word •clinical•. Comments provided as 
rationale for the selection of these titles 
de“ ned the role as primarily clinical and 
for some; this was seen to be the most 
important element (over and above 
managerial responsibilities). Clinical 
functions ranged from the performance 
of physical assessment and subsequent 
therapeutic intervention through to 
the use of clinical knowledge to enable 
co-ordination of clinical care. In some 
teams, senior nurses had a site and /or 
bed management remit in addition to 
their clinical responsibilities, whereas 
others described systems of rotating 
between clinical and managerial 
responsibilities within the team. 

There was some disquiet that the 
responsibilities of site management and 
bleep “ ltering were too great for one 
person to execute effectively. 

Just over half (55%, n=23) selected or 
proposed a title that included the term 
co-ordinator. Comments here gave 
de“ nition to the role as not entirely 
clinical with explanation of •co-ordinator• 
ranging from: no clinical practice /
input, to managerial functions such 
as delegation of duties, supervision 
of others and site management. 
Interestingly, two participants also drew 
attention to the nurse as a co-ordinator 
of patient care. Ten participants (24%) 
selected titles that contained reference 
to •Hospital at Night• or •night• (36%, 
n=15). This suggests that more than 
half of the participants attribute the 
role to one associated with the delivery 
of care at night. Alternatively, it was 
suggested that reference to the word 
night should be avoided due to: rotation 
onto days; move towards 24 /7 cover; 
recognition that skills were transferable 
from night to day; extension of service 
to cover weekends and bank holidays; 
commencement of the shift at 5pm. 

HIGHEST SCORING COMPETENCE IN EACH THEME
(EXTREMELY RELEVENT CATEGORY)

Analysis of data 
revealed that 
one or more 
participants 
selected every job 
title proposed in 
the questionnaire. 
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The importance of a title that was 
intelligible to the general public was 
acknowledged and supported by 
participants who advocated use 
of •traditional• titles such as Sister or 
Senior Nurse and 33% (n=14) selected 
titles that contained reference to their 
professional registration as a nurse. 
However, it was recognised that staff 
from professional groups  / disciplines 
other than nursing could acquire the 
required competences to perform the 
role and that the job title should allow 
for this. 

15 participants (36%) selected titles 
with the term •practitioner•. Comments 
supporting this choice made reference 
to practitioner status and connotations 
of enhanced skills. Four participants 
who selected the title of advanced 
nurse practitioner made reference to an 
advanced level of autonomous practice, 
education to Masters Level and the 
performance of advanced clinical skills. 

Collectively, participant responses to 
this question suggest that the most 
appropriate title for the Hospital at 
Night nurse co-ordinator is that of 
•Clinical Co-ordinator•.

5.4 EDUCATIONAL AND TRAINING 
NEEDS OF THE HOSPITAL AT NIGHT 
NURSING WORKFORCE

Participants identi“ ed education and 
training needs commensurate to the 
co-ordinator role and the associated 
set of competences. The list was 
by no means exhaustive. Essentially, 
knowledge and skills requirements 
fell into four categories: clinical, co-
ordination, managerial and personal 
qualities  / abilities. The requirement to 
undertake educational preparation to 
prescribe patient medication was the 
most frequently cited educational and 
training need. 

5.5 OPTIMAL METHODS OF 
RECEIVING EDUCATION AND 
TRAINING

Participants responded to this section 
of the questionnaire by determining 
approaches to teaching and learning, 
mechanisms of support, methods 
of assessment and pre-requisites to 
success. The recommendations made 
appeared to be in” uenced by both a 
desire and a need for education and 
training. 
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THE CLINICAL CO-ORDINATOR

Participant 
responses suggest 
that the most 
appropriate title 
for the Hospital at 
Night nurse 
co-ordinator is 
that of •Clinical 
Co-ordinator•.
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Approaches to teaching and learning 
acknowledged the importance of 
clinical and academic learning, with 
frequent reference to a 50  / 50 
balance between practice-based 
learning and theory. Preceptor and  / or 
mentor support was identi“ ed as a 
pre-requisite to successful clinical 
learning and was also regarded 
by some as an effective way of 
fostering mutually respectful working 
relationships. Availability of a suitable 
preceptor  / mentor during a night 
shift was problematic for some and 
rotation on to day shifts was presented 
as a possible solution /requirement. 
Proposed methods of assessment were 
orientated towards the achievement of 
clinical learning outcomes underpinned 
by the competences. 

Participants demonstrated a 
commitment to learning in the practice 
environment by sharing examples 
of locally developed induction and 

mentorship programmes of relevance 
to the role of the Hospital at Night 
nurse co-ordinator. However, availability 
and access was not consistent across 
organisations leading to an expressed 
desire for a standardised programme 
of education that could be applied 
universally. Participants also saw the 
need to give credence to •in-house• 
training programmes and stressed 
the importance of accreditation for 
experiential learning. 

Reference was made to established 
short-courses e.g. Acute, Life-
threatening, Early Recognition and 
Treatment (ALERT’), Care of the 
Critically Ill Surgical Patient (CCrISP’) 
and Intermediate  / Advanced Life 
Support (Resuscitation Council UK). 
Participants positively evaluated 
their utility, particularly in relation to 
competence in caring for the acutely 
ill adult •at risk• of deterioration and 
performance in emergency situations. 
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The nursing role proposed as an 
outcome of this project is that of 
a clinical co-ordinator  consisting 
of 3 functional elements: 

1 Effective co-ordination of clinical 
team work activities to meet 
patient need;

2 Clinical intervention within the 
sphere of competence; 

3 Appropriate referral for further 
assessment and care.

The following job description builds 
upon the example summary of pilot site 
job descriptions detailed in the Hospital 
at Night Implementation Resource Pack 
(MA, 2004). 

6 STANDARDISED 
JOB DESCRIPTION

Functional elements of the role are 
speci“ ed by applying SfH National 
Workforce Competences (NWCs) 
appropriate to job design and conveniently 
mapped to the Knowledge and Skills 
Framework (KSF) dimension and level. 
This affords the advantage of being used 
by employers and individuals to meet the 
demands of KSF (DH, 2004e). 

It is acknowledged that the number of 
nurses within the team may in” uence 
the range of activities undertaken by one 
person. Therefore, in addition to clinical 
co-ordination, the role of site and bed 
management may also be incorporated as 
functional elements of the job description. 
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Job Title Clinical Co-ordinator

Job Purpose 1 To work as an effective member of a multidisciplinary team, co-
ordinating team activities to ensure appropriate and timely care 
for acutely ill adults;

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

3 To prioritise and refer individuals for further assessment and 
care.

Clinical duties € Review presenting conditions and determine the appropriate 
intervention for an individual

€ Assess an individual•s 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

Co-ordination 
duties

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

€ 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

Clinical 
Governance

€ 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 development 
of self and others

Professional 
Role

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

€ Act within the limits of your competence and authority
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7 REVISED SET 
OF COMPETENCES 
Table 1 shows the revised set of 
competences for the Clinical 
Co-ordinator role arising from 
Phase II of this project. 

The statements of competence relate to 
clinical work activities needed to deliver 
services for adults requiring emergency 
or urgent assistance and are written 
to measure performance outcomes. 
This is consistent with the Sector 
Skills Council for Health whose remit 
involves the development of National 
Workforce Competences across the 
UK. The NWCs most closely aligned 
to the Hospital at Night Clinical Co-
ordinator role are identi“ ed within the 
Emergency, Urgent and Scheduled Care 
suite of competences. The mapping 
of competences for the Clinical Co-
ordinator role against the NWCs 
developed by SfH offers the following 
advantages:

€ Ensures a consistent, transparent 
and transferable approach to 
competences;

€ Provides detail of the knowledge and 
understanding required to achieve 
competence; 

€ Speci“ es performance criteria against 
which the ability to competently 
perform activities may be measured; 

€ Forms links with the KSF (DH, 2004e) 
and its associated staff development 
review processes;

€ Offers additional support, guidance 
and tools for the application of 
NWCs.

 

 

 

7.1 KEY CHANGES TO THE REVISED 
SET OF COMPETENCES 

Details of the changes made are 
presented under the headings of 8 
competence domains.

1. Physical Assessment

Two clinical skills namely, neurological 
assessment and continuous 
electrocardiograph have been relocated 
to competence statements 1.4 and 
1.5 respectively, appropriate to the 
desired outcomes of performing a 
comprehensive physical assessment and 
performing non-invasive monitoring 
to obtain physiological measurements. 
Competence statement 1.7; Identify the 
physical health needs of individuals 
with mental health needs has replaced 
•respond to crisis situations in relation 
to an individual•s mental health• 
However, knowledge and detail 
of mental health support services 
accessible to the team should be made 
explicit to ensure effective holistic care 
for this client group. 

2. Technical Skills /Interventions to 
Support the Assessment Process

Competence statements in this 
domain have been re-worded where 
appropriate to take into account an 
additional competence statement 
that focuses on the desired outcome 
of interpreting routinely performed 
diagnostic tests.

The statements of 
competence relate 
to clinical work 
activities needed 
to deliver services 
for adults requiring 
emergency or urgent 
assistance and are 
written to measure 
performance 
outcomes.
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3. Clinical Responsiveness

This set of competence statements 
have undergone revision to re” ect the 
Clinical Co-ordinator role in responding 
to a request for patient review and 
determining appropriate interventions. 
The range of presenting conditions 
refers to the patient•s physical 
health /illness status and includes an 
additional competence statement 
concerning appropriate intervention 
for the individual presenting with 
cardiac arrhythmia. Speci“ c reference 
to the older person has been removed 
in favour of an individualised, age 
appropriate approach to care. The 
title of this domain has undergone 
revision to capture the co-ordinator•s 
role of responding to urgent and /or 
emergency clinical situations.

4. Therapeutic Intervention

Competence statements 4.1 and 
4.2 represent actions dependent on 
whether the nurse is licensed as a 
prescriber and also takes into account, 
a requirement for the nurse to work 
within their Trust clinical governance 
framework regarding prescribing 
practice. Both competence statements 
replace •prescribe within de“ ned 
protocols•. Competence statement 4.2 
makes explicit the Clinical Co-ordinator 
role of prescribing medication if legally 
authorised. This is dependent on 
successfully completing an approved 
programme of preparation to prescribe 
as a nurse independent / supplementary 
prescriber and subsequent recording of 
this quali“ cation with the NMC (NMC, 
2006). 

Competence statement 4.10; Monitor 
and where necessary, support the 
delivery of care interventions for adults 
requiring more detailed observation 
or intervention and those recently 
relocated from higher levels of care 
is a new competence statement that 
embraces the role of the Clinical 

Co-ordinator in meeting the needs 
of patients who are •at-risk• and /or 
deteriorating. It also acknowledges 
occasions when the nurse may be 
required to provide direct support at 
the bed-side, including therapeutic 
interventions associated with level 1 
care or above (DH, 2000b; (Intensive 
Care Society (ICS), 2002). The type 
and frequency of intervention e.g. 
central venous pressure measurement 
or therapies such as tracheostomy, 
CPAP, BiPAP, should dictate whether 
competence in the clinical skill is core to 
the role of the Clinical Co-ordinator or 
the responsibility of specialist teams.

The psychosocial intervention of 
providing emotional support to the 
family who are distressed and /or 
bereaved has been incorporated into 
the domain of therapeutic intervention. 

Competence statements related 
to airway management have been 
removed in recognition that associated 
actions are covered in life-support 
interventions. 

5. Technical Skills to Support 
Therapeutic Intervention

Competence statements in this domain 
remain unchanged.

6. Care Co-ordination

This domain has been developed to 
capture the co-ordination function of 
the Clinical Co-ordinator role. Emphasis 
is placed on clinical as opposed to 
managerial interventions. Competence 
statements speci“ c to the co-ordination 
of patient care have been incorporated. 
This includes competence statements 
referring to the internal /external 
transfer and discharge of individuals. 
Competence statement 6.3; Receive 
and transmit information on the health 
status of individuals by electronic 
communication media has been added 
to embrace the important role of the 
Clinical Co-ordinator in receiving and 
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transmitting information regarding 
the clinical status of individuals using 
electronic communication media. 
This is in addition to the role of bleep 
“ ltering and the subsequent actions of 
prioritising care and co-ordinating team 
activities. 

7. Clinical Governance

This domain incorporates competence 
statements that seek to safeguard 
high standards of care through 
quality improvement activities. This 
includes competence statements 
previously located in the following 
categories: •professional, legal 
and ethical dimensions• (8b-8e) 
•managerial processes• (9a, 9b and 
9e-9i) and •clinical governance and risk 
management• (10a-10d). Competence 
statements have been re-worded or 
developed where appropriate to re” ect 
key themes of clinical governance 
e.g. staf“ ng and staff management, 
education, training and continuing 
professional development, team-
working, risk management, complaints, 
research and effectiveness and the 
environment of care (Royal College of 
Nursing (RCN), 2003).

8. Professional, Legal 
and Ethical Dimensions

Competence statements have been 
reworded or developed where 
appropriate to re” ect the professional 
role of the Clinical Co-Cordinator in 
meeting standards for performance, 
conduct and ethics. 

7.2 PROFESSIONAL ACCREDITATION

The competences have been accredited 
by the RCN Accreditation Unit until 
28 /11 /2009.

7.3 KEY TO READING TABLE 1

€ Proposed competences for the Clinical 
Co-ordinator role (as identi“ ed by the 
project) can be identi“ ed in the left 
hand column; 

€ Skills for Health National Workforce 
Competences and wording of the 
competence title can be identi“ ed in 
the right column;

€ Some of the competences for the 
Hospital at Night nursing workforce 
map directly onto the NWCs using the 
same terminology, e.g. reference 1.1. 

Key to Skills for Health reference 
sources:

BDS  Blood Donor Support 

CHS  Clinical Health Skills 

EUSC  Emergency, 
Urgent & Scheduled Care

HCS  Healthcare Science 

HSC  Health & Social Care 

MH  Mental Health

M&L Management and 
Leadership (MSC)

PSL Palliative and Supportive Care
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1. PHYSICAL ASSESSMENT

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

Reference Competence Title SfH Ref* Competence Title

1.1 Take a presenting history from an individual to inform 
assessment

EUSC01 Take a presenting history from an individual to 
inform assessment

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

EUSC02 Obtain supporting information to inform the assessment 
of an individual

1.3 Utilise scoring systems such as Modi“ ed Early Warning 
System (MEWS):
€ To assess physical status 
€ Determine the level /environment of care required

CHS19

EUSC05

Undertake physiological measurements

Review presenting conditions and determine the 
appropriate intervention for an individual

1.4 Perform a comprehensive physical examination and 
demonstrate the ability to recognise normal, deviation 
from normal and abnormal “ ndings in relation to the 
following systems:
€ Cardiovascular, Respiratory, Abdominal, Neurological

EUSC56 Assess an individual•s health needs and status 

1.5 Perform non-invasive monitoring to obtain physiological 
measurements:
€ Respiratory rate, blood pressure, pulse, temperature 
€ Pulse oximetry, Continuous electrocardiograph

EUSC56 Assess an individual•s health needs and status

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

EUSC53 Conduct a pre-intervention assessment

1.7 Identify the physical health needs of individuals with 
mental health needs

HSC364 Identify the physical health needs of individuals with 
mental health needs

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

EUSC09 Refer individuals for further assessment, treatment 
and care

TABLE 1
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19 2. TECHNICAL SKILLS /INTERVENTIONS TO SUPPORT THE ASSESSMENT PROCESS

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

Reference Competence Title SfH ref* Competence Title

2.1 Obtain arterial blood gas sample CHS24 Carry out arterial puncture and collect arterial blood 

2.2. Obtain blood via venepuncture BDS11 Obtain venous blood samples 

2.3 Initiate laboratory clinical tests and correctly interpret results: 
€ Biochemistry, Haematology, Coagulation screening 

EUSC03 Co-ordinate further assessment or investigations prior to 
initiation of an intervention

2.4 Request radiological examination e.g. chest, abdominal 
X-ray

EUSC03 Co-ordinate further assessment or investigations prior to 
initiation of an intervention

2.5 Record 12 lead electrocardiograph HCS CARD4 Perform a resting electrocardiogram

2.6 Interpret routinely performed diagnostic tests CHS40 Establish a diagnosis of an individual•s health condition
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3. CLINICAL RESPONSIVENESS

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

Reference Competence Title SfH ref* Competence Title

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

EUSC05 Review presenting conditions and determine the 
appropriate intervention for the individual

3.2 Respond to a request for review, and determine appropriate 
intervention for the individual presenting with bleeding and 
” uid loss

EUSC05 Review presenting conditions and determine the 
appropriate intervention for the individual

3.3 Respond to a request for review, and determine appropriate 
intervention for the individual presenting with cardiac 
arrhythmia

EUSC05 

HCS CARD1

Review presenting conditions and determine the 
appropriate intervention for the individual 
Plan and prepare for cardiac patient procedure

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

EUSC05 Review presenting conditions and determine the 
appropriate intervention for the individual

3.5  Respond to a request for review, and determine appropriate 
intervention for the individual presenting with altered 
consciousness, dizziness, faints and “ ts

EUSC05 Review presenting conditions and determine the 
appropriate intervention for the individual

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

EUSC05 Review presenting conditions and determine the 
appropriate intervention for the individual

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

EUSC05 Review presenting conditions and determine the 
appropriate intervention for the individual

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

EUSC05 Review presenting conditions and determine the 
appropriate intervention for the individual
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4. THERAPEUTIC INTERVENTION

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

Reference Competence Title SfH ref* Competence Title

4.1 Administer and /or supply medication as per patient group 
direction

EUSC19 Administer pharmaceutical interventions

4.2 Prescribe medication in accordance with recorded quali“ cation 
as an independent /supplementary prescriber and local Trust 
policy for prescribing practice

CHS41 Develop and agree treatment plans for individuals

4.3 Provide “ rst aid to an individual needing emergency assistance CHS35 Provide “ rst aid to an individual needing emergency 
assistance

4.4 Provide basic life support CHS36 Provide basic life support

4.5 Provide intermediate life support EUSC63 Provide intermediate life support for adults

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

4.7 Perform automated and manual external de“ brillation EUSC65
EUSC66

Perform automated external de“ brillation
Perform manual external de“ brillation on an adult

4.8 Recognise indications for oxygen therapy and select appropriate 
device for administration of oxygen therapy

EUSC13 Prepare the equipment and instrumentation required to 
support an intervention

4.9 Administer oxygen therapy at rate and concentration as 
prescribed or as per patient group directive

CHS3 Administer medication to individuals

4.10 Monitor and where necessary, support the delivery of care 
interventions for adults requiring more detailed observation or 
intervention and those recently relocated from higher levels of 
care

EUSC25 
EUSC26

Monitor the individual within the critical care environment
Care for the individual within the critical care environment

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

HSC226
HSC384

Support individuals who are distressed
Support individuals through bereavement
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5. TECHNICAL SKILLS TO SUPPORT THERAPEUTIC INTERVENTION 

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

Reference Competence Title SfH ref* Competence Title

5.1 Prepare for and carry out intravenous cannulation CHS22 Perform intravenous cannulation

5.2 Perform urethral catheterisation CHS8 Insert and secure urethral catheters and monitor and 
respond to the effects of urethral catheterisation
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23 6. CARE CO-ORDINATION 

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 (bleep “ ltering)

EUSC61 Receive requests for assistance, treatment or care

6.2 Prioritise and refer individuals for further assessment and care EUSC07
EUSC09

Prioritise individuals for treatment and care following 
assessment
Refer individuals for further assessment, treatment and 
care

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

EUSC92 Capture and transmit information using electronic 
communication media

6.4 Co-ordinate clinical emergencies e.g. cardiac arrest EUSC08 Prioritise the interventions to be performed for an 
individual

6.5 Co-ordinate the management of patients identi“ ed as clinically 
•at risk•, referring to appropriate medical colleagues when 
necessary

EUSC07
EUSC09

Prioritise individuals for treatment and care following 
assessment
Refer individuals for further assessment, treatment or care

6.6 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

6.7 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

6.8 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

6.9 Discharge an individual into the care of another service EUSC11 Discharge individuals from a service or your care

6.10 Perform veri“ cation of expected death PSL10 Verify an expected death
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7. CLINICAL GOVERNANCE 

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

Reference Competence Title SfH ref* Competence Title

7.1 Delegate duties to team members, as appropriate

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

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

HSC440 Support effective governance

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

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

7.5 Recognise and manage risk in clinical areas M&L_B10 Manage risk

7.6 Activate local procedures for handling patient /relatives /public 
comments and complaints 

M&L_ F5 Monitor and solve customer service problems

7.7 Demonstrate an evidence-based approach to patient care

7.8 Apply the principles of team-work to promote optimum patient 
care

HSC3121 Contribute to promoting the effectiveness of teams

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

HSC43 Take responsibility for the continuing professional 
development of self and others
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25 8. PROFESSIONAL, LEGAL AND ETHICAL DIMENSIONS

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

Reference Competence Title SfH ref* Competence Title

8.1 Demonstrate understanding of cultural needs when caring for 
individuals

HSC234 Ensure your own actions support the equality, diversity, 
rights and responsibilities of individuals

8.2 Maintain respect and dignity for individuals HSC234 Ensure your own actions support the equality, diversity, 
rights and responsibilities of individuals

8.3 Demonstrate awareness of ethical issues and practices and act 
ethically in clinical situations

8.4 Maintain accurate and comprehensive documentation of patient 
care

8.5 Acknowledge personal limitations in clinical competence and 
determine the most appropriate person to assess /treat.

EUSC91 Act within the limits of your competence and authority

* Skills for Health develop the National 
Workforce Competences by identifying 
the individual functions that are 
required along any given patient 
journey or pathway. The EUSC Project 
Phase 3, from which many of these 
NWCs are drawn, is due, subject to 
“ nal sign off, to complete in September 
2006. 

 However, Skills for Health is currently 
undertaking a separate major review 
of all NWCs (Rationalisation Project) to 
ensure for example that the NWCs are 
not duplicated for each condition area, 

and to ensure that the NWCs are widely 
applicable where the function is generic 
across a range of condition areas.

 For this reason the SfH reference 
(NWC pre“ x) and title are both provided 
in the mapping. It is intended that the 
NWC Pre“ xes will be revised in the near 
future but the Titles should remain 
fundamentally the same and you are 
advised to bear this in mind when 
referencing or searching for NWCs on 
the Skills for Health database available 
at: www.skillsforhealth.org.uk 
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8 PROGRAMME 
OF EDUCATION

The following programme of 
learning for the Clinical Co-ordinator 
is founded on the principle that 
programmes to develop nurses 
working at a level beyond initial 
registration must be professionally 
led and practice-focused and that 
supporting expert knowledge 
should re”  ect a Master•s degree 
level of thinking (NMC, 2005).

8.1 AIM 

The overall aim is to prepare nurses 
to function safely and effectively in 
the role of Clinical Co-ordinator. This 
primarily relates to the development 
of knowledge and skills beyond those 
of initial registration concerning the 
assessment and management of patient 
illness in urgent and /or emergency 
situations. 

8.2 LEARNING OUTCOMES 

The learning outcomes for this 
programme are based on statements 
detailed in the NMC competence 
framework for advanced nursing 
practice (NMC, 2005; AANPE, 2006).

1 Obtain a comprehensive problem 
focused health history from the 
patient or carer

2 Perform a comprehensive problem 
focused age appropriate physical 
examination

3 Order, perform and interpret 
common screening and diagnostic 
tests

4 Obtain, analyse and interpret 
history, presenting symptoms, 
physical “ ndings, and diagnostic 
information to develop the 
appropriate differential diagnosis

5 Plan and implement diagnostic 
strategies and therapeutic 
interventions to help patients with 
unstable and complex health care 
problems regain stability and restore 
health, in collaboration with the 
patient and multi-professional health 
care team

6 Demonstrate knowledge of the 
patho-physiology of conditions 
commonly seen in practice

7 Initiate appropriate and timely 
consultation and /or referral when 
the problem exceeds the scope of 
practice and /or expertise

8 Prioritise health problems and 
intervene appropriately, including 
initiation of effective emergency 
care 

9 Collaboratively assess, plan, 
implement, and evaluate care with 
other health care professionals, 
using approaches that recognise 
each one•s expertise to meet the 
comprehensive needs of patients 

10 Monitor the quality of own practice 
and participate in continuous quality 
improvement

11 Undertake risk assessments and 
manages risk effectively

12 Promote and use an evidence-based 
approach to patient management 
that critically evaluates and applies 
research “ ndings pertinent to patient 
care management and outcomes

13 Actively engage in professional 
development and maintain a suitable 
record of this development 

14 Incorporate professional and legal 
standards into advanced clinical 
practice 
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15 Act ethically to meet the needs 
of the patient in all situations, 
however complex

16 Demonstrate respect for the 
inherent dignity of every human 
being, whatever their age, gender, 
religion, socio-economic class, 
sexual orientation, and ethnic or 
cultural group 

8.3 PROGRAMME CONTENT

In order to meet the learning outcomes, 
the following areas of study must 
be incorporated into the theoretical 
programme of learning:

Physical assessment 
(Learning outcomes 1-3; Study days 1-4)

€ History taking, consultation

€ Physical examination: Cardiovascular, 
Respiratory, Abdominal, Neurological 

€ Patient-centred assessment with 
particular reference to relevant 
assessment tools 

€ Routine diagnostic testing 

Clinical responsiveness (Learning 
outcomes 4-6; Study days 5-8)

€ Pathophysiology of conditions 
routinely seen in practice

€ Differential diagnosis

€ Therapeutic interventions to promote 
the health and well-being of adults 
presenting for urgent or emergency 
assistance 

Care co-ordination (Learning outcomes 
7-9; Study days 9 & 10)

€ Communication, referral practices

€ Patient transfer and discharge

€ Team working, including 
development of personal qualities /
abilities

Clinical Governance (Learning outcomes 
10-13; Study days 11 & 12)

€ Clinical guidelines, protocols and 
patient group directions

€ Clinical risk management

€ Evidence-based practice 

€ Portfolio development 

Professional, Legal and Ethical Issues 
(Learning outcomes 14-16; Study days 
13-15)

€ Standards for conduct, performance 
an ethics associated with role 
expansion

€ Ethical decision-making

€ Respecting culture and diversity

8.4 LENGTH OF THE EDUCATIONAL 
PROGRAMME

The length of the educational 
programme to prepare nurses for the 
role of Clinical Co-ordinator should 
be a minimum of 15 days to complete 
the theoretical learning followed by a 
period of 3-6 months clinical learning 
to support the development of clinical 
practice skills. 

Practice-based learning includes 
the identi“ cation and selection of 
experiential learning activities such as 
shadowing, observation, supervised 
practice, one-to-one instruction 
and skills teaching in order to build 
particular aspects of competence and 
enhance individuals• con“ dence in their 
role. This requires access to a senior, 
experienced, clinically competent 
individual who provides clinical and 
professional support to facilitate 
learning in the clinical setting and to 
assess competence.
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8.5 ASSESSMENT

Clinical competence is ideally 
substantiated by veri“ ed evidence of 
progress and achievement within a 
professional portfolio (that may be 
accredited). Examples of evidence 
include: testimonials, completed 
Objective Structured Clinical 
Examinations (OSCEs), re” ection 
on learning /practice situations and 
case studies. The content should 
demonstrate application of theory to 
practice in a diverse range of scenario•s 
and cross-referenced to demonstrate 
achievement of the learning outcomes.

8.6 SUPPORTING COURSES

Consideration should be given to 
enabling access to established courses, 
for example: 

Acute, Life-threatening, Early 
Recognition and Treatment (ALERT’); 
a multi-professional course in the care 
of the acutely ill patient incorporating 
interactive seminars, practical 
demonstrations and role-play clinical 
scenarios. 

Care of the Critically Ill Surgical Patient 
(CCrISP’), designed to advance the 
practical, theoretical and personal skills 
necessary for the care of critically ill 
surgical patients. 

Independent and supplementary nurse 
prescribing with an approved education 
institution and in accordance with NMC 
Standards of pro“ ciency for nurse and 
midwife prescribers (NMC, 2006). 

Intermediate Life Support (ILS) Course 
(Resuscitation Council UK); training 
in cardiopulmonary resuscitation, 
simple airway management and safe 
de“ brillation (manual and /or AED), 
enabling health care personnel to 
manage patients in cardiac arrest until 
arrival of a cardiac arrest team and to 
participate as members of that team.

Advanced Life Support (ALS) Course 
(Resuscitation Council UK) comprising 
theory and practical skills to effectively 
manage cardiorespiratory arrest, 
peri-arrest situations and special 
circumstances. This course also 
seeks to prepare senior members of 
a multidisciplinary team to treat the 
patient until transfer to a critical care 
area is possible.

Theory training on The Ionising 
Radiation (Medical Exposure) 
Regulations (IR(ME)R) (DH, 2001b; 
2006d). 
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9 MAPPING TO NMC 
COMPETENCES FOR 
ADVANCED NURSING 
PRACTICE

In December 2005, the NMC 
published the outcome of its 
consultation on a developing a 
framework for post-registration 
nursing. 

The Council agreed that the level of 
practice beyond initial registration 
should be called •advanced nursing 
practice• (ANP); that this level of 
practice should be registered and 
supported by a set of competences 
that meet the objective of providing 
a nationally uniform de“ nition. 
Furthermore, only those nurses who 
have achieved the competences set 
by the NMC for a registered ANP are 
permitted to call themselves by this title 
(NMC, 2005). 

For these reasons, the proposed 
statements of competence for the 
Clinical Co-ordinator have been 
mapped against the NMC competences 
for advanced nursing practice and cross 
referenced to the learning outcomes of 
the educational programme proposed 
in Section 8 of this report.

The outcome of this mapping exercise 
(Table 2) suggests that the Clinical 
Co-ordinator role does embrace 
elements of advanced nursing 
practice, particularly through role 
expansion concerning the assessment 
and management of patient illness. 
Although some may attribute this 
to a medical model of care, the 
competences presented in this report 
for the Clinical Co-ordinator are not 
surprising given the development of this 
role to help meet the requirements of 
WTD for doctors in training by making 
greater use of non-medical health care 
practitioners. 

This does not negate nurses who are 
employed in this role from working 
toward the achievement of additional 
competences attributed to an advanced 
level of practice. Nurses are encouraged 
to consider achievement of this set of 
competences as the starting point of 
advanced nursing practice. 

This mapping 
exercise suggests 
that the Clinical 
Co-ordinator role 
does embrace 
elements of 
advanced 
nursing practice, 
particularly through 
role expansion 
concerning the 
assessment and 
management of 
patient illness.
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NMC COMPETENCE DOMAIN … 
ASSESSMENT AND MANAGEMENT OF PATIENT HEALTH /ILLNESS STATUS

Assessment and management of patient illness
Clinical Co-ordinator 
Competences

Learning 
Outcome

Obtains, analyses and interpret history, presenting symptoms, 
physical “ ndings, and diagnostic information to develop the 
appropriate differential diagnosis

1.1-1.7; 2.1-2.6; 3.1-3.8. 4

Prioritises health problems and intervenes appropriately, including 
initiation of effective emergency care

4.3-4.7; 6.2; 6.4. 8

Plans and implements diagnostic strategies and therapeutic 
interventions to help patients with unstable and complex health care 
problems regain stability and restore health, in collaboration with the 
patient and multi-professional health care team

2.1-2.6; 3.1-3.8; 4.1; 4.2; 4.8-
4.10; 5.1; 5.2; 6.5-6.10. 

5

Initiates appropriate and timely consultation and /or referral when the 
problem exceeds the nurse•s scope of practice and /or expertise

1.8; 6.1-6.3; 6.5; 8.5. 7

NMC COMPETENCE DOMAIN … 
ASSESSMENT AND MANAGEMENT OF PATIENT HEALTH /ILLNESS STATUS

Health promotion /health protection and disease prevention, and 
management of patient illness

Clinical Co-ordinator 
Competences

Learning 
Outcome

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

1.1 & 1.2. 1

Performs a comprehensive problem focused age appropriate physical 
examination

1.3-1.7. 2

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

3.1-3.8. 6

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

2.1-2.6. 3

NMC COMPETENCE DOMAIN … PROFESSIONAL ROLE

Provides leadership
Clinical Co-ordinator 
Competences

Learning 
Outcome

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

7.9. 13

TABLE 2
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NMC COMPETENCE DOMAIN … 
MONITORING AND ENSURING THE QUALITY OF ADVANCED HEALTH CARE PRACTICE

Ensuring quality
Clinical Co-ordinator 
Competences

Learning 
Outcome

Incorporates professional and legal standards into advanced clinical 
practice

7.3; 8.1-8.5. 14

Acts ethically to meet the needs of the patient in all situations, 
however complex

8.3. 15

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

7.7. 12

NMC COMPETENCE DOMAIN … 
MONITORING AND ENSURING THE QUALITY OF ADVANCED HEALTH CARE PRACTICE

Monitoring quality
Clinical Co-ordinator 
Competences

Learning 
Outcome

Monitors quality of own practice and participates in continuous 
quality improvement

7.4; 7.6; 7.7; 7.9. 10

NMC COMPETENCE DOMAIN … 
MANAGING AND NEGOTIATING HEALTH CARE DELIVERY SYSTEMS

Negotiating
Clinical Co-ordinator 
Competences

Learning 
Outcome

Undertakes risk assessments and manages risk effectively 7.2; 7.4; 7.5. 11

Collaboratively assesses, plans, implements, and evaluates care with 
other health care professionals, using approaches that recognise each 
one•s expertise to meet the comprehensive needs of patients

6.1-6.7; 7.1; 7.8. 9

NMC COMPETENCE DOMAIN … 
RESPECTING CULTURE AND DIVERSITY

Clinical Co-ordinator 
Competences

Learning 
Outcome

Demonstrates respect for the inherent dignity of every human being, 
whatever their age, gender, religion, socio-economic class, sexual 
orientation, and ethnic or cultural group

4.11; 8.1; 8.2. 16
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11 GLOSSARY OF 
ABBREVIATIONS

AANPE Association of Advanced Nursing Practice Educators

ALS Advanced Life Support

APEL Accreditation of Prior Experiential Learning 

BiPaP Bi-level Positive Airway Pressure

CPAP Continuous Positive Airways Pressure

DH Department of Health

EUSC Emergency, Urgent and Scheduled Care

EWTD European Working Time Directive

ICS Intensive Care Society

ILS Intermediate Life Support

KSF Knowledge and Skills Framework

MA Modernisation Agency

NHS National Health Service

NMC Nursing and Midwifery Council

NWC National Workforce Competences

NWP National Workforce Projects

OSCE Objective Structured Clinical Examination

RCN Royal College of Nursing

REF Reference

SHA Strategic Health Authority

SfH Skills for Health

SPSS Statistical Package for the Social Sciences

WTD Working Time Directive



DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR

35

APPENDIX 1
We would like to acknowledge the support, direction 
and advice provided by members of the Steering Group: 

Wendy Walker
Lecturer and Project Lead

Gerry Bolger
Project Director, NHS Hospital at Night

Miss Wendy Reid
National Clinical Lead, NHS Hospital at Night

Dr Teeranlall Ramgopal
Pro-Vice Chancellor, Staffordshire University

Professor Steve Field
Head of Workforce and Regional Postgraduate Dean, 
NHS West Midlands Workforce Deanery

Jane Fox
Programme Manager, Skills for Health 

Andrew Butcher
Skills for Health (Membership, April 2005 - January 2006)

Bernie Cottam
Professional Advisor, Royal College of Nursing

Mr David Bowden
Medical Director, Good Hope Hospital NHS Trust 

Nicki Bellinger
Nurse Consultant, 
Robert Jones and Agnes Hunt Orthopaedic and District Hospital 
NHS Trust

James Lamb
Nurse Practitioner (Hospital at Night Team), 
Royal Liverpool University Hospital NHS Trust 

Maria Somaroo
Nurse Practitioner (Hospital at Night Team), 
Royal Liverpool University Hospital NHS Trust

Rosalind Goodall
Hospital at Night Project Lead, Conwy & Denbighshire NHS Trust



DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR

36

APPENDIX 2
HOSPITAL AT NIGHT PHASE II 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

a) Fully �Q�Q
b) In part �Q�Q
c) Not at all �Q�Q
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

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

Q1 Please indicate your full job title
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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 relevant 3 = Relevant 2 = Slightly relevant 1= Not at all relevant 

For example:

COMPETENCE SCORE

1a Take a presenting history from an individual to inform assessment 4

1. PHYSICAL ASSESSMENT

REF COMPETENCE TITLE SCORE

1a Take a presenting history from an individual to inform assessment

1b
Recognise the need for further information to inform assessment e.g. 3rd 
person

1c
Utilise scoring systems such as Modi“ ed Early Warning System (MEWS):
€ To assess physical status, determine the level /environment of care 

required

1d Prioritise individuals for assessment

1e

Perform a comprehensive physical examination and demonstrate the 
ability to recognise normal, deviation from normal and abnormal “ ndings 
in relation to the following systems:
€ Cardiovascular, Respiratory, Abdominal

1f
Assess the individual•s level of consciousness, utilising AVPU, Glasgow 
Coma Scale

1g
Perform non-invasive monitoring to obtain physiological measurements:
€ Respiratory rate, blood pressure, pulse, temperature Pulse oximetry

1h
Perform haemodynamic monitoring to obtain physiological measurements:
€ Continuous electrocardiograph, Central venous pressure monitoring

1i
Assess the individual for signs and symptoms of pain, utilising relevant 
tools

1j
Refer individuals to appropriate member of Hospital at Night team for 
further assessment
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2. TECHNICAL SKILLS /INTERVENTIONS TO SUPPORT 
THE ASSESSMENT PROCESS 

REF COMPETENCE TITLE SCORE

2a
Obtain arterial blood gas sample and demonstrate ability to interpret 
results / recognise deviation from norm

2b Obtain blood via venepuncture 

2c
 Initiate laboratory clinical tests and correctly interpret results: 
€ Biochemistry, Haematology, Coagulation screening 

2d Request radiological examination e.g. chest, abdominal X-ray

2e Record and interpret electrocardiograph

3. ASSESSMENT AND 1ST LINE TREATMENT

REF COMPETENCE TITLE SCORE

3a
Assess and provide 1st line treatment for a patient presenting for 
emergency assistance with breathlessness

3b
Assess and provide 1st line treatment for a patient presenting for 
emergency assistance with bleeding and ” uid loss

3c
Assess and provide 1st line treatment for a patient presenting for 
emergency assistance with pain

3d
Assess and provide 1st line treatment for a patient presenting for 
emergency assistance with altered consciousness, dizziness, faints and “ ts

3e
Assess and provide 1st line treatment for a patient presenting for 
emergency assistance with altered behaviour

3f
Assess and provide 1st line treatment for a patient presenting for 
emergency assistance with altered body temperature

3g
Assess and provide 1st line treatment for a patient presenting for 
emergency assistance with reduced urinary output 

3h
Assess and provide 1st line treatment for a patient presenting for 
emergency assistance as the result of a fall

3i
Assess and provide 1st line treatment for an unwell older person 
presenting for emergency assistance
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4. THERAPEUTIC INTERVENTION

REF COMPETENCE TITLE SCORE

4a
Prioritise individuals for treatment according to their health status and 
needs

4b Provide basic life support

4c Provide intermediate life-support

4d Provide advanced life-support

4e Perform automated and manual external de“ brillation

4f Manage upper airway obstruction as a medical emergency

4g
Insert oropharangeal airway, nasopharangeal airway, 
laryngeal mask airway, appropriately and safely

4h
Use bag and mask to maintain oxygenation, appropriately 
and safely

4i
Recognise indications for oxygen therapy and select appropriate device for 
administration of oxygen therapy

4j
Administer oxygen therapy at rate and concentration as prescribed or as 
per patient group direction

4k Administer intravenous ” uids as per patient group direction

4l Provide “ rst aid to an individual needing emergency assistance

4m
Respond to crisis situations in relation to an individual•s 
mental health

4n*
Prescribe within de“ ned protocols

5. TECHNICAL SKILLS TO SUPPORT THERAPEUTIC INTERVENTION

REF COMPETENCE TITLE SCORE

5a Prepare for and carry out intravenous cannulation

5b Perform male and female urinary catheterisation
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6. PSYCHOSOCIAL INTERVENTION

REF COMPETENCE TITLE SCORE

6a Promote night-time environment conducive to sleep

6b
Organise care interventions to limit the impact of sensory overload  / 
deprivation

6c Demonstrate understanding of cultural needs when caring for individuals 

6d
Provide emotional support to the family who are distressed and /or 
bereaved

7. INTERNAL /EXTERNAL TRANSFER AND DISCHARGE OF INDIVIDUALS

REF COMPETENCE TITLE SCORE

7a
Organise safe transfer of the individual to higher or lower level of care 
within the hospital environment

7b
Manage equipment used for the transfer, or ensure the appropriate 
personnel are in place to manage equipment

7c
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

7d Discharge an individual into the care of another service

7e Perform veri“ cation of expected death 

8. PROFESSIONAL, LEGAL AND ETHICAL DIMENSIONS

REF COMPETENCE TITLE SCORE

8a Maintain respect and dignity for individuals

8b
Maintain and promote health, safety and control of infection in clinical 
areas 

8c Adhere to local policies and procedures 

8d
Recognise the requirement for emergency medical assistance using 
protocols and guidelines

8e
Utilise protocols, guidelines and patient group directions to inform the 
decision making process

8f
Demonstrate accurate, comprehensive, timely documentation and 
communication

8g
Demonstrate awareness of ethical issues and practices related to:
€ Do not resuscitate orders
€ Organ donation, relatives witnessing resuscitation

8h
Recognise situations where consideration for withdrawal of treatment 
should be made

8i
Acknowledge personal limitations in clinical competence and determine 
the most appropriate person to assess /treat individual



DEVELOPING THE ROLE OF THE NURSE CO-ORDINATOR

41

9. MANAGERIAL PROCESSES

REF COMPETENCE TITLE SCORE

9a Delegate duties to team members, as appropriate 

9b
Determine best skill-mix and relocate staff as necessary to maintain a safe 
environment of care

9c
Provide effective leadership and support in the capacity of site manager in 
following emergency situations:
€ Fire, Trauma, Cardiac, Major incident

9d
Provide effective leadership and support in the capacity of site manager in 
relation to:
€ Bed management, Staf“ ng issues

9e Supervise interventions carried out by others

9f Ensure effective time management

9g
Inform individuals of the role and responsibilities of the night nurse co-
ordinator /night teams

9h Manage the performance of self, individuals and teams

9i
Demonstrate ability to activate local procedures for handling patient / 
relatives /public complaints and comments

9j* 
Receive and co-ordinate all requests for clinical advice and support from 
wards and departments (bleep “ ltering) 

9k* Co-ordinate clinical emergencies e.g. cardiac arrest 

9l *
Co-ordinate the management of patients identi“ ed as clinically •at risk•, 
referring to appropriate medical colleagues when necessary 

10. CLINICAL GOVERNANCE AND RISK MANAGEMENT

REF COMPETENCE TITLE SCORE

10a* Recognise and manage risk in clinical areas

10b* Provide support and advice to staff in ward areas

10c*
Take a proactive approach to the education and development of clinical 
skills within ward teams

10d*
Take a proactive approach to the education and development of clinical 
skills within the Hospital at Night clinical team

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

Please indicate:

1 Any additional  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:

COMPETENCE

Appraise own and others• 
performance

HEADING 

Managerial Processes

COMPETENCE HEADING

COMPETENCE HEADING

COMPETENCE HEADING

SECTION D

TITLE THE MOST APPROPRIATE TITLE IS:

Hospital at Night nurse co-ordinator

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

Other? Please state:

Please give the rationale for your answer:

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?
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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
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APPENDIX 3
SUPPLEMENTARY DATA

Table A - Uptake and usefulness of the current set of competences 

EXISTING SET OF COMPETENCES USED: PERCENTAGE

Fully 4% (n=2)

In part 56% (n=28)

Not at all 34% (n=17)

No response 6% (n=3)

Table B - Relevance of the current set of competences to the role of 
the Hospital at Night nurse co-ordinator.

A total of 63 participants completed this section of the questionnaire. 
Four questionnaires were rejected as they were less than half complete, 
reducing the “ nal sample of questionnaires for analysis to 59. 

KEY

ER Extremely relevant R Relevant SR Slightly relevant 

NAR Not at all relevant MD Missing data
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PHYSICAL ASSESSMENT ER R SR NAR MD

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

91.5%
n=54

5.1%
n=3

3.4%
n=2

Prioritise individuals for assessment
88.1%
n=52

8.5%
n=5

3.4%
n=2

Utilise scoring systems such as Modi“ ed Early 
Warning System (MEWS):
€ To assess physical status, determine the level /

environment of care required

86.4%
n=51

10.2%
n=6

3.4%
n=2

Assess the individual•s level of consciousness, 
utilising AVPU, Glasgow Coma Scale

84.7%
n=50

11.9%
n=7

3.4%
n=2

Perform haemodynamic monitoring to obtain 
physiological measurements:
€ Continuous electrocardiograph, 

Central venous pressure monitoring

71.2%
n=42

18.6%
n=11

5.1%
n=3

3.4%
n=2

1.7%
n=1

Perform non-invasive monitoring to obtain 
physiological measurements:
€ Respiratory rate, blood pressure, pulse, 

temperature; Pulse oximetry

78%
n=46

18.6%
n=11

3.4%
n=2

Take a presenting history from an individual to 
inform assessment

78%
n=46

15.3%
n=9

3.4%
n=2

3.4%
n=2

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

78%
n=46

13.6%
n=8

1.7%
n=1

3.4%
n=2

3.4%
n=2

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

79.7%
n=47

16.9%
n=10

3.4%
n=2

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

71.2%
n=42

18.6%
n=11

3.4%
n=2

1.7%
n=1

5.1%
n=3

TECHNICAL SKILLS  / 
INTERVENTIONS TO SUPPORT 
THE ASSESSMENT PROCESS

ER R SR NAR MD

 Initiate laboratory clinical tests and correctly 
interpret results: 
€ Biochemistry, Haematology, Coagulation 

screening 

79.7%
n= 47

13.6%
n=8

3.4%
n=2

3.4%
n=2

Record and interpret electrocardiograph
79.7%
n= 47

15.3%
n=9

5.1%
n=3

Obtain blood via venepuncture 
72.9%
n= 43

20.3%
n=12

3.4%
n=2

3.4%
n=2

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

67.8%
n= 40

20.3%
n=12

5.1%
n=3

5.1%
n=3

1.7%
n=1

Request radiological examination e.g. chest, 
abdominal X-ray

66.1%
n= 39

22.0%
n=13

5.1%
n=3

6.8%
n=4
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ASSESSMENT AND 
1ST LINE TREATMENT

ER R SR NAR MD

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

79.7%
n=47

13.6%
n=8

1.7%
n=1

3.4%
n=2 

1.7%
n=1

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

79.7%
n=47

13.6%
n=8

1.7%
n=1

3.4%
n=2

1.7%
n=1

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

78.0%
n=46

13.6%
n=8

3.4%
n=2

3.4%
n=2

1.7%
n=1

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

78.0%
n=46

13.6%
n=8

3.4%
n=2

3.4%
n=2

1.7%
n=1

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

76.3%
n=45

15.3%
n=9

3.4%
n=2

3.4%
n=2

1.7%
n=1

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

76.3%
n=45

15.3%
n=9

3.4%
n=2

1.7%
n=1

3.4%
n=2

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

74.6%
n=44

16.9%
n=10

3.4%
n=2

3.4%
n=2

1.7%
n=1

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

71.2%
n=42

20.3%
n=12

3.4%
n=2

3.4%
n=2

1.7%
n=1

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

66.1%
n=39

22.0%
n=13

5.1%
n=3

3.4%
n=2

3.4%
n=2
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THERAPEUTIC INTERVENTION ER R SR NAR MD

Use bag and mask to maintain oxygenation, 
appropriately and safely

88.1%
n=52

10.2%
n=6

1.7%
n=1

Recognise indications for oxygen therapy and 
select appropriate device for administration of 
oxygen therapy 

88.1%
n=52

8.5%
n=5

1.7%
n=1

1.7%
n=1

Provide intermediate life-support
84.7%
n=50

15.3%
n=9

Administer oxygen therapy at rate and 
concentration as prescribed or as per patient 
group direction

84.7%
n=50

13.6%
n=8

1.7%
n=1

Administer intravenous ” uids as per patient 
group direction

83.1%
n=49

13.6%
n=8

1.7%
n=1

1.7%
n=1

Prioritise individuals for treatment according to 
their health status and needs 

81.4%
n=48

15.3%
n=9

3.4%
n=2

Provide basic life support 
81.4%
n=48

16.9%
n=10

1.7%
n=1

Provide “ rst aid to an individual needing 
emergency assistance

79.7%
n=47

13.6%
n=8

3.4%
n=2

3.4%
n=2

Insert oropharangeal airway, nasopharangeal 
airway, laryngeal mask airway, appropriately 
and safely

76.3%
n=45

18.6%
n=11

3.4%
n=2

1.7%
n=1 

Perform automated and manual external 
de“ brillation 

74.6%
n=44

22.0%
n=13

1.7%
n=1

1.7%
n=1

Manage upper airway obstruction as a medical 
emergency

72.9%
n=43

23.7%
n=14

3.4%
n=2

Provide advanced life-support
71.2%
n=42

23.7%
n=14

3.4%
n=2

1.7%
n=1

Prescribe within de“ ned protocols
67.8%
n=40

23.7%
n=14

1.7%
n=1

6.8%
n=4

Respond to crisis situations in relation to an 
individual•s mental health

52.5%
n=31

33.9%
n=20

10.2%
n=6

3.4%
n=2

TECHNICAL SKILLS TO SUPPORT 
THERAPEUTIC INTERVENTION 

ER R SR NAR MD

Prepare for and carry out intravenous 
cannulation

78.0%
n= 46

16.9%
n= 10

1.7%
n= 1

3.4%
n= 2

Perform male and female urinary catheterisation
72.9%
n= 43

20.3%
n=12

3.4%
n= 2

3.4%
n=2
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Demonstrate understanding of cultural needs 
when caring for individuals 

61.0%
n=36

28.8%
n=17

6.8%
n=4

3.4%
n=2

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

54.2%
n=32

35.6%
n=21

6.8%
n=4

3.4%
n=2

Promote night-time environment conducive to 
sleep

52.5%
n=31

27.1%
n=16

18.6%
n=11

1.7%
n=1

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

49.2%
n=29

30.5%
n=18

15.3%
n=9

5.1%
n=3

INTERNAL /EXTERNAL TRANSFER 
AND DISCHARGE OF INDIVIDUALS

ER R SR NAR MD

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

88.1%
n=52

11.9%
n=7

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

76.3%
n=45

18.6%
n=11

3.4%
n=2

1.7%
n=1

Perform veri“ cation of expected death
72.9%
n=43

20.3%
n=12

3.4%
n=2

1.7%
n=1

1.7%
n=1

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 

69.5%
n= 41

22.0%
n=13

6.8%
n=4

1.7%
n=1

Discharge an individual into the care of another 
service

52.5%
n= 31

32.2%
n=19

11.9%
n=7

3.4%
n=2

PROFESSIONAL, LEGAL AND 
ETHICAL DIMENSIONS

ER R SR NAR MD

Adhere to local policies and procedures 
93.2%
n=55

6.8%
n=4

Recognise the requirement for emergency 
medical assistance using protocols and 
guidelines 

93.2%
n=55

6.8%
n=4

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

93.2%
n=55

6.8%
n=4

Demonstrate accurate, comprehensive, timely 
documentation and communication

93.2%
n=55

6.8%
n=4

Demonstrate awareness of ethical issues and 
practices related to:
€ Do not resuscitate orders, Organ donation, 

Relatives witnessing resuscitation

91.5%
n=54

6.8%
n=4

1.7%
n=1

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

91.5%
n=54

8.5%
n=5

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

89.8%
n=53

8.5%
n=5

1.7%
n=1

Maintain respect and dignity for individuals
88.1%
n=52

11.9%
n=7

Recognise situations where consideration for 
withdrawal of treatment should be made

72.9%
n=43

25.4%
n=15

1.7%
n=1
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MANAGERIAL PROCESSES ER R SR NAR MD

Co-ordinate the management of patients 
identi“ ed as clinically •at risk•, referring to 
appropriate medical colleagues when necessary

94.9%
n=56

5.1%
n=3

Provide effective leadership and support in the 
capacity of site manager in relation to:
€ Bed management, Staf“ ng issues 

89.8%
n=53

5.1%
n=3

3.4%
n=2

1.7%
n=1

Delegate duties to team members, 
as appropriate 

88.1%
n=52

11.9%
n=7

Co-ordinate clinical emergencies e.g. cardiac 
arrest 

88.1%
n=52

11.9%
n=7

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

84.7%
n=50

11.9%
n=7

3.4%
n=2

Receive and co-ordinate all requests for clinical 
advice and support from wards and departments 
(bleep “ ltering)

83.1%
n=49

11.9%
n=7

1.7%
n=1

3.4%
n=2

Manage the performance of self, individuals 
and teams

81.4%
n=48

15.3%
n=9

3.4%
n=2

Inform individuals of the role and responsibilities 
of the night nurse co-ordinator /night teams

78.0%
n=46

22.0%
n=13

Provide effective leadership and support in 
the capacity of site manager in the following 
emergency situations:
€ Fire, Trauma, Cardiac, Major incident.

76.3%
n=45

18.6%
n=11

3.4%
n=2

1.7%
n=1

Ensure effective time management
76.3%
n=45

22.0%
n=13

1.7%
n=1

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

72.9%
n=43

23.7%
n=14

3.4%
n=2

Supervise interventions carried out by others
71.2%
n=42

27.1%
n=16

1.7%
n=1

CLINICAL GOVERNANCE 
AND RISK MANAGEMENT

ER R SR NAR MD

Provide support and advice to staff in ward areas
88.1%
n= 52

11.9%
n=7

Recognise and manage risk in clinical areas
81.4%
n= 48

18.6%
n=11

Take a proactive approach to the education and 
development of clinical skills within the Hospital 
at Night clinical team

74.6%
n= 44

23.7%
n=14

1.7%
n=1

Take a proactive approach to the education and 
development of clinical skills within ward teams 

66.1%
n= 39

27.1%
n=16

5.1%
n=3

1.7%
n=1
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Table C - Most appropriate title for the Hospital at Night nursing workforce

84% (n=42) completed this section of the questionnaire.

PROPOSED JOB TITLE
NUMBER OF 
RESPONSES

ALTERNATIVE JOB TITLE
NUMBER OF 
RESPONSES

Hospital at Night nurse co-ordinator 1 Clinical nurse practitioner 2

Hospital at Night co-ordinator 3 Clinical Practitioner 1

Hospital at Night clinical co-ordinator 6 Site co-ordinator 1

Clinical night co-ordinator 9 Advanced practitioner 1

Advanced nurse practitioner 4 Practitioner 1

Nurse practitioner 2 Night Sister 1

Night nurse practitioner 4 Site /Trust speci“ c title 1

Senior nurse 1 Clinical site co-ordinator 2

Senior night sister 1 Patient care co-ordinator 1

Table D - Education and training needs of the Hospital at Night nurse co-ordinator

CLINICAL PERSONAL QUALITIES  / ABILITIES

Non-medical prescribing Effective leadership

History taking Team working 

Physical examination and interpretation of “ ndings Coaching /developing others

Clinical interventions Time management

Responding to critical situations Problem-solving

Assessment and care of the acutely ill patient In” uencing 

Patient transfer Negotiating

Advanced life-support Communication

Extended skills e.g. veri“ cation of expected death Delegation

Development and use of patient group directions Assertiveness

Radiology, pathology Con” ict resolution

MANAGERIAL CO-ORDINATION

Risk assessment and risk management Taking GP calls

Operational decision-making Bleep “ ltering

Customer care Clinical decision-making
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Table E - Optimal methods of receiving education and training

APPROACHES TO TEACHING AND LEARNING MECHANISMS OF SUPPORT

Work-based learning Preceptorship /mentorship

Established University-based modules /courses Clinical supervision

Access to established short courses e.g. ALS, ALERT Team membership

Relevant study days Academic tutors

In-house skills-based training METHODS OF ASSESSMENT

Web-based learning Objective Structured Clinical Examination (OSCE)

Re” ective practice Problem-based scenarios

Action learning sets PRE-REQUISITES TO SUCCESS

Inter-professional learning Supernumerary status or protected time for learning

Accreditation of Prior Experiential Learning (APEL)
Workload assessed to accommodate professional 
development

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

Preceptorship /mentorship

Availability of courses, access, costs
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