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Carol Haraden

David Gozzard

Objectives

• Discuss the interrelationship of the H@N 

project and clinical handoffs, 
competencies, and teamwork. 

• Explore the impact of the timing of 

procedures during the day that have 
significant sequels at night. 
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Scope of the Talk

• Setting the Scene

• When and why are patients at risk?

─Circadian events

─Resource issues

• What is the Hospital at Night?

─Handoffs

─Competencies

• Summing up
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The Patient’s Day
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Multiple Models of Care

Daytime

Evening

Nighttime
Weekends

Holidays

Circadian Events

• Myocardial Infarction more likely between 

0600h and 1200h (the “ischemic hours”)

• Neutropenic pyrexia 5x more likely at 

2130h than 0930h

• Illnesses presenting “out of hours”

─Asthma

─Ulcers/heartburn

─Some types of arthritis

5



Institute for Healthcare Improvement

Drivers for change

• New Deal & EWT: reducing juniors hours 

and increasing costs. Out-of-hours duties 
affect day-time training time.

• Modernising Medical Careers: shortening 
training time, reducing trainee numbers 

and decreasing trainee involvement in 

service delivery.

• Population Demographics

Implications

• Traditional multiple tier arrangements 

of medical cover are no longer tenable

• The status quo is not an option

• Change is unavoidable:

─by design or default

• Hospital at Night model suggested

European Working Time Directive

• Limits working to ≤48h per week

• Doctors in Training 58h – cf. New Deal

• 48 hour working week by 2009

• 11h continuous rest in 24h period

• 24h continuous rest in 7 days

• 20 min rest break in periods > 6h

• Sleep on-site counts as work

Response to ND/EWTD

• Rota Redesign – move to shift working

• Fewer rotas, merging tiers

• Cross-cover

• Alternate arrangements for weekends

• But basically all these reduce the 
opportunity for doctors to see patients and 
develop competencies/skills
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A New Set of Problems

• Service Commitment taking precedence 

over Training and Education

• Night working has little educational value

• Poor continuity of care

• Loss of consultant “team” structure

• Reduction in medical staff available 

during office hours

The Hospital at Night

“A Good Idea”

Key elements of the strategy I

• Minimise workload at night
─Doing things differently

─Drawing work into day

─ Effective demand management – e.g. through 
primary care out of hours

─ Service reconfiguration for some specialist 
services - supported by effective treat and 
transfer arrangements along agreed pathways 
of care

Exploiting the capacity of the “whole system” - will 
require agreed pathways of care

Providers 

working in 
partnership -

with agreed 

pathways of care
Primary Care
Social Care

Ambulatory care:  MIU, community DTC, intermediate care

Selected 24 hr A&E,
Acute medicine

Elective surgery

24 hr A&E,
Acute medicine

Acute surgery
Specialised services

Key elements of the strategy II

• Minimise medical workload at night
─work within a multi-disciplinary, competency based 

team
─ up skill ward staff to minimise reliance upon the 

night team
─ reduce duplication
─ take away inappropriate tasks
─ effective bleep/call policies
─ better use of new technologies

�mobile phones not bleeps

�digital imaging

�e-prescribing
�electronic records

Our days have changed

8am 7pm 10pm

Can we draw work earlier?

Senior Medical Handover
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Minimise Workload at Night

Workload at 
night

Reduce out of hours 
operating - Protected 

theatre lists

Extended 
Day

Emergency 
clinics 

during day

Treat & 
Transfer

Engage the whole 
system

Maximise 
primary care 
contribution

Minimise doctor input at night

Night Team

Horizontal 
Integration Doctor 

Rotas

IT & 
Admin 

Support

Vertical 
Integration 

Doctor 
Rotas

Extended roles within 
and outside the night 

team

Exploiting the capacity of the whole system

Exploiting the capacity of the whole system will be an issue of 
increasing importance to hospitals.  There are several important 
elements to this.

Working closely with primary and social care

Effectively engaging with primary and social care will be a critical 
element in minimising the workload at night.  The new arrangements 
for GP out of hours services provides an opportunity to integrate out 
of hours services more effectively with hospital based emergency 
care, and reduce demand on hospital services.

Establishing common networks of care
As the more specialist elements of service are increasingly likely to 
be offered on fewer sites, dedicated systems to support rapid 
transfer of patients between sites will be necessary.  

The existing evidence

• Significant proportion of tasks undertaken by junior 
doctors (especially on the wards) could be 
undertaken by non medical staff 

�Canulation, administering drugs

�Taking blood, ordering tests

�Chasing notes and results

And do not provide valuable training opportunities

• There is unnecessary repetition of tasks - multiple 
clerking

• Many tasks undertaken at night, could and should be 
undertaken during day

– e.g. routine surgery & investigations

The evidence base - key messages

• Little OOH work is for life-threatening situations

• Reconsider models of staffing on new shift times.

• Attention to evening workload reduces night workload.

• General medical competencies are a core component 
of 24 hour on site support.

• Reduction in speciality team members is possible

• Night time operating has been reduced.

• Reduction in multiple clerking and better admin/IT 
support would reduce medical staff workload at night 
by up to a half.
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Activity levels fall after midnight but are high in the evening:

Current staffing levels don’t reflect this
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General medicine has the highest activity levels at night
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There is very little urgent general surgical activity

A significant proportion of doctor time is 

spent on non clinical and routine tasks
Time spent by activity (3 sites, 7000 calls)

0 100 200 300 400 500 600

Clerking - first

Clerking - second

Review - first

Review - second

Op/Anaesth

Medical Procedure

Prescription

Advice/help - seeking

Advice/help - giving

Handover

Total w orkload not requiring medical input

Minor Procedure

Bleeped - no action

Searching/chasing x rays

Searching/chasing lab results

Searching/chasing notes/letters

Portering

Adm ission administration

Rewriting prescription

Referral

Investigation request

Total Doctor Hours

Workload not requiring medical skills

Workload where medical input 

duplicated

Interactions

Advice

Clerking

Reviews

Op/Anaes

Medical

Minor

Admin

Significant proportion of the workload 

could be redistributed

This workload  
involves 
unnecessary 
duplication

This workload does 
not necessarily 
require the skills of 
a doctor

Developing and implementing the team

Multidisciplinary Team & Team Leader

Consultant

SpR

SHO

Medicine Surgery T&O AnaesthA&E

Nursing

Medicine Surgery T&O AnaesthA&ENursing

Admin

Lose:
unnecessary 
medical staffGain: new 

competencies

Current 

Position

Identify staff 
competencies & 

training needs

Step 1 -
Establish multi-

disciplinary 
team

Step 2 -
develop 

competency 
based team

Competency based team

Hospital at Night requires generic competencies

Generic Non Clinical
Time management

Delegation

Risk management
Leadership

Generic Clinical

Recognition of the sick
Resuscitation ALS
Clerking in, Discharge

Pain management, Prescribing
Ordering x-rays,   
Debriefing,  Teaching,

Complex procedures
RS Intubation

External Pacing
Epidural

Arterial Blood gases

Chest drain, Suturing
Central lines, 

BiPAP

Routine Procedures
Venepuncture

Blood transfusion
Urinary Catheters +/- Suprapubic

Recognition of Death

NG tube

Specific clinical 
competencies
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Hospital at Night requires generic competencies

SURGERY/A&E

Trauma / ATLS
Acute haemorrhage

Recognition of the acute abdomen
Managing surgical pt. for 30 mins pre-operative

X-ray interpretation
Fracture stabilisation

Pelvic fixation
Assessment of vascular 

& neurological injury
Recognition of compartment syndrome

Relocation and fracture reduction

ORTHOPAEDIC

Recognition and management 

of acute emergencies
Complex medical procedures

Pacing
CPAP / BiPAP

DNR decisions
Interpretation of investigations

MEDICINE

ANAESTHETICS
Airway assessment & management

Recognition of the need for ventilatory support
R S Intubation

Anaesthesia - induction/ maintenance
Epidural

Management of ITU
Transfer of the critically ill

Pain management
Care of tracheostomies

Handoffs / Handover

“Communicating…”

Shift Handover

• In industries which operate continuous 
processes, continuity is maintained across 
shifts changes via shift changeover
• Shift changeover typically includes:

• A period of preparation by outgoing personnel
• SHIFT HANDOVER (a period of communication)
• Cross-checking of information by incoming 
personnel

The Goal of Shift Handover

The accurate,reliable communication of
task-relevant information across shift
changes, thereby ensuring continuity of
safe and effective working

Health and Safety Executive

Communication Theory

Implications for Effective Shift 

Handover Communication

Aids to Effective Communication

Documentation design should be 

based on specification of information 

needs

Written communication is facilitated 

by design of documents which 

consider the information needs of the 

user

Two-way feedback is essential at 

handover

Availability of feedback increases 

accuracy of information

Information should be repeated via 

more than one medium

Redundancy in a communication 

reduces the risk of erroneous 

transmission

Disasters in Industry

• The Piper Alpha Disaster
• The Sellafield Beach 

Incident
• The Sutherland Fatality
• The Windscale 

Vitrification Plant Shield 
Door Incident
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Shift Handover in Nursing Care

The goal of shift handover is to accurately
communicate information so that safe
nursing care can be provided from an
adequate knowledge base

Problems identified include:
• Reports are routine rather than problem solving
• Missing, unnecessary, inaccurate information
• Failure to carry information forward over 

successive shifts

MEWS Scoring 
at Conwy and 
Denbighshire

Identifying the Team III

STREAMLINE 

PROCESSES

SKILLS GAP?

Duplication

Direct

Admission

Rights

Leftover

Work

Inappropriate

Referrals

STREAMLINE 

PROCESSES

SKILLS GAP?

Duplication

Direct

Admission

Rights

Leftover

Work

Inappropriate

Referrals

Identifying the Team  IV

SOMETHING 

ELSE?

COMPOSITION OF SITE TEAM

Technical

Non-

training 

grade 

doctor

Medical 

support 

worker

Nursing

AdminAHP

SOMETHING 

ELSE?

COMPOSITION OF SITE TEAM

Technical

Non-

training 

grade 

doctor

Medical 

support 

worker

Nursing

AdminAHP
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3 Key Actions

• Establishment of service wide 

knowledge infrastructure to support 
service planning and design

• Use existing service knowledge and 
experience

• Bottom up approach to determine team 
model required on an individual site 

Finally – the Hospital 24x7

“Fulfilling all care”

European Working Time Directive

• Present doctors hours = 58h

• By 2009 reduced to 48h

• To provide the same medical cover for 
patients using the present model my 

hospital would need an extra...

29 Doctors!

Implications for the NHS

• Not enough doctors

• Not enough money!

• Service redesign the only option

• “Hub and Spoke” delivery of service

• Extend the lessons of the H@N into the 
daylight hours

• Major culture change in the delivery of 
medical care


