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Introduction

This operational policy describes the Pathway of Care for patients admitted to the West Hertfordshire Hospitals NHS Trust (WHHT) Acute Admissions Unit.  The document intended to function as a ‘statement of intent’ for the AAU and sets out the standards for care for the patients it treats. It describes the philosophy and purpose of the unit, outlines the model of care and also summarises staff roles and relationships to other services and departments. 

It focuses primarily on how the 1st and 3rd levels of the unit will function as there will be separate operational policies covering those services located on the 2nd level, ie radiology, pharmacy and the catheterisation lab. However, key linkages with these services are discussed. 

This particular draft (v0.4) reflects feedback received from representatives of all divisions, though the model of care described in sections 1 to 3 remains unchanged from the previous version. Sections on clinical and non-clinical support have been added and wherever there are outstanding queries or where issues have been raised, these have been highlighted. It is not possible to include all the detailed feedback that has been received, so the intention of this document is to propose potential means by which issues can be resolved. Please bear in mind that it this is still a draft and so it will continue to need refinement.

Key next steps are as follows

By mid-December 2007:-

· To have agreed the appropriate forums for finalising outstanding queries within this AAU Operational Policy.

· To develop draft operational policies for the following services for submission to the December DAHF Project Board:

· Radiology

· Pharmacy

· Cath Lab & CCU

· A&E

· Therapy Services

By end-January 2007:-

· To develop draft operational policies for all other services.

1. Philosophy of Care

1.1 Core Purpose

The core purpose of the AAU is to provide excellent care to patients, by early and accurate assessment of needs, with prompt provision of an appropriate care pathway, in order to deliver the best possible service.

1.2 Philosophy of Care

The philosophy underpinning the AAU care model is summarised below:

· Separation of emergency and elective patients should ensure that a high quality service can be provided to emergency patients without any detrimental impact on the provision of elective care.

· Centralisation of acute admissions should provide a focal point for early diagnosis of acutely unwell patients and early identification of the most appropriate care pathway by a senior decision maker.

· Patient pathways should be streamlined and movement of patients between different hospital departments should be minimised.

· Patient care should follow evidence-base best practice and be protocol driven where appropriate.

· It is in our patients’ best interests that they are discharged from an acute hospital setting as soon as is appropriate and do not encounter unnecessary delay.

1.3 Objectives

The AAU will therefore facilitate achievement of the following key objectives:

· Provision of a central point within WHHT for all acute admissions
;

· Provision of facilities for intense assessment, rapid diagnosis and treatment;

· Reduction in the length of stay, wherever appropriate;

· Improved quality of care; and

· Avoidance of inappropriate admissions, wherever appropriate.

1.4
Quality Indicators

The following quality indicators will be used to assess the impact of the AAU and the quality of the care provided:

· Activity Analysis

Benchmark: It is expected that the AAU will admit approximately 24,000 patients each year and that the anticipated average daily admission rate will be between 65 and 90 patients. 

· Bed Occupancy

Benchmark: An average occupancy level of 82% is anticipated across the unit.

· Rapid examination, diagnosis and decision with regard to the patient pathway

Benchmarks: 

· hours from admission to completion of initial diagnostic tests.

· 6 hours from admission to decision regarding patient pathway. 

· 50% of patients discharged home from the AAU within 48 hours. 

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Finalise benchmarks for % of patients discharged home within 24 and 48 hours. 
	Research current practice and make proposal.
	E Moors

& P Reid
	24 Dec 07


· Infection Control

Benchmarks:

· All AAU patients screened for MRSA.

· All AAU patients presenting with suspected C Diff Associated Diarrhoea (CDAD) will be screened

· All known/suspected infectious patients will be isolated

· Patient / User Feedback

Benchmarks: Monitoring of complaints & compliments relating to AAU.

· Mortality / Morbidity Indicators

Benchmark: Monitoring of mortality / morbidity indicators against 2006-07 baseline.

2. Service Description

2.1 Outline Service Description

Levels 1 and 3 of the AAU will each comprise of 60 beds (120 beds in total), for the acute assessment of Medical, Surgical and Accident and Emergency patients. The unit will aim to maintain as much flexibility as is possible so will have the potential to provide telemetry and BIPAP throughout. Wireless information technology connectivity will also be available. 

All bays will therefore have the facility to monitor seriously ill patients with invasive monitoring and telemetry relayed to the Cardiac Care Unit (CCU).  A dedicated phone line will also be provided to facilitate a means of direct communication between the CCU and the AAU to inform nursing staff of adverse rhythm changes.  The monitors will be mobile.

There will be 24 single rooms in total, with the remainder of beds in 6-bedded bays.  Patients will be cohorted according to speciality where possible, but this will be flexible depending upon demand for beds. One of the 6–bedded bays will be identified to provide care for more seriously ill patients with non-invasive ventilation and central line monitoring, in addition to telemetry.  

Further detailed information relating to the pathway of care is provided in Sections 3. 

2.2 Outline Patient Pathways

The flow-charts below summarise: 1) the overall AAU patient pathway; 2) the pathway into AAU; and 3) the pathway through AAU.

Overall Patient Pathway

















































2.3 Exclusions

The following groups of patients will not be admitted to the AAU:

· Cardiac Care Patients

· Critical Care Patients 

· Children ( < 16 years)

· Obstetric & gynaecological patients will follow the current pathway for referral direct to the specialty ward.

· Elective patients 

· Stroke patients 

· Fractured neck of femur patients 

Further detail is provided under section 3.1.2

2.4 Capacity Management

It is anticipated that between 65 and 90 medical and surgical patients will be assessed in the AAU each day, with a 24-hour admission rate of 40-60 patients. It will be crucial that the flow of patients is not delayed from this unit and to assist with this, two bed mangers from the capacity team will work across A&E and the AAU. Clear lines of communication between these bed managers and the bed managers for PMOK and the Primary Care team will be required. In the event of the AAU being full, patients will not be sent back to the A&E/resuscitation

2.5 Description of AAU Facility

The AAU has 3 clinical floors to accommodate patient assessment, diagnostic services, treatment and observation, as summarised below. 

Level 1 (Ground floor)  

· Ambulance bays and covered link to the A&E

· 60 Acute admissions beds of which there are 12 en-suite single rooms and 8 bays, each with 6 trolleys/beds.

· A treatment room

· General Imaging Room and Office

· Discharge lounge

· Offices and clinical support facilities

Level 2 (Middle floor)

· 2 cardiac catheter laboratories with 12 day unit beds 

· Cardiac physiology measurements (Exercise ECG and Echo/Toe)

· CT and ultrasound

· Pharmacy dispensary and manufacturing unit

· Staff and clinical support facilities

Level 3 (Top floor)

· 60 short stay beds of which 12 are en-suite single rooms, and 8 bays of 6 beds

· A treatment room

· Staff and clinical support

· Corridor link to the PMOK building

Further detail is provided as Appendix I
2.6 Access

The AAU will provide a continuous service 24 hours a day, 7 days a week.

2.7 Location 

The AAU will be in a modular build on the current site of the Post Graduate Medical Centre (PGMC) at Watford Hospital. This building is adjacent to the current A&E Department, with appropriate access to the PMOK Building Wards. The AAU will be open 24 hours a day, seven days a week as of September 2008. 

2.8 Leadership

The AAU will operate under the clinical leadership of a senior physician skilled in the delivery of acute medicine: the acute physician. This clinical leader will be supported by a senior nurse and manager.

3
Model of Care

3.1
Pathway into AAU

3.1.1
Admission Routes

Patients will be assessed as appropriate for AAU attendance from:

· A&E

All A&E referrals will be reviewed in the A&E department by the on call Specialist Registrar (SpR). If an AAU admission is required they will be transferred to the AAU for further assessment and diagnostics.

· GP Heralded Referrals

There will be a single point of contact for all GP calls. This service will be provided by a senior nurse designated to deal with all AAU referrals. On arrival, GP heralded patients, ambulant or stretcher, will be referred to the AAU team.

· Other

Some patients will be admitted from speciality outpatient clinics.  

All patients will be screened for MRSA on arrival and those that are identified as positive will be isolated on the AAU. All patients presenting with suspected CDAD will have a stool specimen taken and will be transferred to the isolation ward in PMOK.

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Consider ‘Clinical Navigation’ Model linking single point of contact and GP OOH service, as per Acute Medical Unit at Queens Medical Centre, Notts
	Gain recommendation from AAU IHUG
	L MacIntyre
	1 Jan 07


3.1.2
Exclusions

The Acute Admissions Unit will not admit patients who require the specialist care from the following departments and services. These patients will be admitted directly to the appropriate department following their Accident and Emergency assessment. 

· Cardiac Care Patients

· All patients with suspected STEMI will be managed according to the protocol for primary angioplasty. These patients will be triaged in A&E and referred as appropriate for angioplasty (Catheterisation Lab within hours, St Marys/Harefield out of hours). This is likely to amount to 5 or 6 patients a week within hours and approximately 2 patients a week out of hours.

· Critical Care Patients 

· No ventilated patients (or patients that are likely to need ventilating as an emergency) will be brought direct to the AAU. These patients will be assessed in the resuscitation room in A&E.

· The medical staff in charge of the AAU will decide if a patient is too unwell to be managed in the Unit. In such instances, the medical staff will liase with A&E, and the critical care team to ensure safe transfer of the patient to level 6 critical care. These patients will not be transferred to A&E Resus.

· Children ( > 16 years)

· No patient under the age of 16 will be admitted to the AAU. All children will be assessed in the Children’s Emergency Department, and admitted if necessary directly to the Children’s ward.

· Obstetric patients will be admitted to the Maternity wards.

· All gynaecological patients will follow the current pathway for referral direct to the specialty ward.

· Elective patients will be admitted to standard inpatient wards.

· Stroke patients will follow the current pathway for referral direct from A&E to the speciality ward.

· Fractured neck of femur patients will follow the current pathway for referral direct from A&E to the speciality ward.

3.1.3
Management of Referrals

A designated nurse for each shift will receive all referrals to the AAU. The nurse taking the calls will be able to give advice on the most appropriate referral pathway for the patient: either to the AAU or to other services such as the Primary Care team based in the AAU. The referrals will all be logged in the AAU. 

3.1.4
Registration of Patients

All patients’ details will be registered on PAS once they have entered the AAU.

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Consider timescales for entering patient details on PAS to minimise risk of double-entry.

Review overall data pathway, including clerking arrangements, in view of use of any bespoke software within AAU.
	Recommendations from IT IHUG
	A Reilly / 

Jo Brown?
	1 Jan 07


3.2 Pathway Through AAU

3.2.1
Assessment 

On arrival at the AAU, all patients will be triaged by a senior nurse and allocated a bed/trolley. A standard set of observations and investigations, as outlined by protocol,
 will be taken by the nurse/emergency care technician and the patient will be clerked by the junior doctor. Other diagnostic tests, including CT, ultrasound, plain film and cardiac diagnostics may then be requested. A drug history will be taken by Pharmacist or Clinical Pharmacy Technician.

All patients will be seen, assessed and have an agreed plan of care within 6 hours of arrival on the Unit. A decision regarding the patient’s plan of care will be taken by the acute physician or the Physician of the Day (POD).  The West Hertfordshire Map of Medicine (MOM) will provide agreed clinical pathways for those conditions seen most commonly in the AAU.
 Patients who need admission to either the Stroke Unit or CCU following an assessment on the AAU will be referred directly to the specialty wards. 

3.2.2 Pathways 

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	NB: A great many queries have been received pathways involving critical care, anaesthetics, HDU patients and non-invasive ventilation. 
	Refer feedback to Surgical Division for discussion and recommendations.
	E Moors & 

P Reid
	1 Jan 07


AAU Level 1

It is envisaged that patients will stay on Level 1 of the AAU for less than 24 hours.  Patients will return to level 1 following their diagnostic tests if the test is scheduled during the first day of their admission. Whilst on level 1, the patient will be under the care of the acute physician.

AAU Level 3


Patients who are likely to be discharged within 48 hours will be admitted to Level 3 of the Unit and will be under the care of the POD.

Specialist wards

Patients for whom a longer stay is anticipated will be admitted directly from Level 1 or Level 3 of the AAU to the appropriate specialist ward area via the bed management team and will be under the care of the specialist clinician for that bed. The specialty wards are as follows:

· Gastroenterology

· Respiratory 

· Cardiology

· Endocrinology/RheumatologyNeurology/Dermatology

· Care of the Elderly

· Surgical specialty wards

3.2.3
Length of Stay 

Patients requiring emergency surgery or a medical intervention will be prepared for their intervention within the AAU or A&E.  Patients requiring an emergency minor surgical or medical intervention will return to the AAU following their procedure for observation, up to a maximum period of 48 hours prior to discharge (or transfer, should their condition deteriorate).  Surgical patients for whom a post-operative stay in excess of 48 hours is anticipated will return to the relevant surgical ward following their procedure. Patients who have had a PCI will be admitted directly to the CCU or level 3 of the AAU (depending on risk assessment) following their procedure. 

The length of stay in the AAU for both medical and surgical patients will be determined by the capacity of the speciality wards, and the effectiveness of discharge both from the AAU and the speciality wards to non-acute care. Each clinical team will therefore see and assess AAU patients relative to their speciality on a daily basis, and determine a management plan. The speciality assessment should occur before 10.00am to allow arrangement of diagnostic tests and transfers to occur in a timely fashion. 

The relationship with other service providers will also be critical to the success of the AAU in order to ensure timely discharge to non-acute care.

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Review arrangements for PMOK wards to ‘pull’ patients from AAU.
	Recommendations from AAU IHUG
	P Reid
	1 Jan 07


3.3
Transfer / Discharge from AAU

3.3.1
Transfer

Patients will normally be transferred between the AAU floors and to PMOK wards between 8:00 am and 9:00 pm.  The majority of transfers between the floors and to the wards will take place between 8:00 am and 11:00 am.  This will allow Level 1 to be ready for new admissions each day. The majority of patient transfers from the AAU and between the AAU floors will take place between 8:00 am and 11:00 am and patients will not be transferred to standard wards outside the extended working day of 08:00 am to 21:00 pm unless it is clinically indicated.

Unless medically unstable, all patients transfers will use wheelchairs rather than trolleys.  All patients will be covered with a sheet or blanket during their transfer to support their dignity.

3.3.2
Discharge

The discharge of patients and their care management will be a key determinant of the efficiency and quality of patient services.  The discharge planning team will play a key role in ensuring a smooth and prompt transition between the unit and home and also in reducing the number of unnecessary admissions. The role of the discharge planning nurse will be integral to the Primary Care team that will be based in the AAU. The primary care team will comprise discharge planning nurse, district nurse social worker. This team will see patients from both A&E and the AAU and work closely with the therapy teams.

Patients discharged from the AAU will be transferred to the discharge lounge within the unit whilst they await collection.

4
Staffing Arrangements

4.1
Medical Care

Medical Leadership and Staffing

Three ‘Acute Physicians’, one of whom will act as the overall clinical lead will work with the Physicians in the AAU. The acute physicians may be part-time on the AAU, with a speciality interest in another area, dependent on the appointments made. (A draft Job Description for the Acute Physician is included as Appendix II). The Acute Physician is likely to have a job plan for 10 – 11 Pas. 7-8 of these will be for the role in AAU, the other 2-3 could be given to a speciality interest. Of particular value to the role would be an interest in critical care or A&E, but other interests could be accommodated. The Accident and Emergency consultants may also undertake acute physician sessions. 

The management of Emergency admissions and the role of the Acute Physician

The Acute Physician will have duties on level 1 as part of the admitting rota with the Physicians. This is likely to mean that approximately 24 Consultants within WHHT will have duties to the take. In addition the acute Physicians will be responsible for supervising medical patients on level 3.

Level 1

Each day there will be two Physicians working on level 1 of the AAU. All Physicians and  Acute Physicians who participate in the on-call rota will be included in the AAU rota. Shifts patterns will reflect the peak activity times. There will be one Physician working from 08.00hrs to 19.00hrs and one Physician from 13.00hrs to 21.00hrs. The Physician that will work from 13.00hrs to 21.00hrs will then be on call for the night.

The Physicians will see and assess all medical arrivals to the AAU and will direct the junior team in respect of required investigations and initial treatment. Ideally this should be within four hours of arrival to ensure timely decision making on further management of each individual patient.

Potential patient pathways will be:

· Discharge home

· Admission with stay of < 24hrs. 

These patients will stay on level 1 under the care of the physicians.

· Admission with stay of 24 - 48hrs. 

These patients will be moved to level 3 and will be under the care of the Acute Physician.

· Admission with stay of > 48hrs. 

These patients will be moved to a bed in the PMOK.

The wards in the PMOK will be run on a strict ward based speciality system. The decision about the most appropriate placement for each patient will be made by the admitting Consultant. Patients will be designated as either category 1 or category 2.

Category 1

These patients have to go to the designated speciality ward and will stay in the AAU until an appropriate bed becomes available.

Category 2

These patients have to be admitted for longer than 48hrs but does not necessarily need a speciality bed. They will therefore be moved from the AAU to the next available bed and managed by the team responsible for that ward

Junior Doctors

Junior doctors (F1 or F2) will be rostered onto a block of duty on the AAU rather than individual days. This needs to be a rolling roster so that they won’t all start new in AAU on the same day. They will be allocated to key areas/bays in the unit with responsibility for the management of patients within those areas. This system of ‘block’ allocation facilitates the identification of individual training and development needs, performance issues and sickness monitoring. The SpRs will continue to do an on – call rota. It is envisaged that staff grades will provide daytime management.

Ward rounds

The Physicians will be present for the extended working day from 8.00 am – 21.00 pm and will conduct a post-take ward round at 08.00hrs 7 days a week. The weekend shifts can be rostered together to give a likely weekend commitment of 1:12.
	Outstanding Issue / Query
	Action Plan
	Proposed

Lead
	Timescale

	Confirmation of AAU leadership arrangements within medicine, surgical and clinical support divisions.

Other queries to note re medical staffing:

· Will the clinical lead also take on the role of Director for Emergency Care? 

· Confirmation of shift times.

· Confirmation of specialty ward model.

· Confirmation of Jr Dr numbers in AAU and length of ‘block’ time spent in AAU (current proposal is 1 month).
	Options to be discussed further within Medicine Division. Medicine staffing proposal outlining proposals against queries listed to be included in next draft of operational policy.

Recommendations for provision of senior surgical decision-making to be provided by Surgery Division and included in next draft.

Recommendations for links with critical care team to be discussed by team and included in next draft.

Recommendations for pharmacy involvement in ward-round to be provided by Clinical Support Division.
	Dr S Catnach

E Odlum

P Reid & T Stambach?

S Tucker
	24 Dec 07


Specialist Teams

The specialist medical teams (Gastro/Resp/Cardiol/Endo/CoE) will visit the AAU each weekday morning, advising on management of patients appropriate to their speciality. Patients with an anticipated stay greater than 48 hours will be moved to the appropriate speciality ward as decided by either the specialty consultant or physician. Non-acute specialities (Dermatology, Neurology, Rheumatology (?), Oncology & Haematology), will also need to be able to provide a weekday daily presence as necessary to the AAU.

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Confirm surgical ward round arrangements and provision of senior clinical opinion.

Confirm cardiology ward round arrangements at weekends
	Refer feedback from v0.3 to Division.

Cardiology Operational Policy currently being drafted
	E Odlum

J Bayliss


	30 Nov 07


Level 3

Each day there will be two Acute Physicians working on level 3 of the AAU. They will work from 08.00hrs to 18.00hrs and will have responsibility for the ongoing care of the patients that require a maximum stay of 48hrs. They will follow the management plan for patients that have had a specialist opinion. For patients whose condition deteriorates or does not improve and the patient requires a stay longer than 48hrs, the patient will be referred and transferred to a specialist or general medical bed.
Handover Arrangements

Patients that will remain on Level 1 will remain under the care of the admitting Consultant. Patients that will be on Level 3 will be under the care of the Acute Physician whose junior team will have responsibility for the patient’s ongoing management until discharge. 

Patients will be constantly moving through the system and so will not be the need for a formal handover meeting as every patient will have had a Physician review and management plan. 

Patients that are to be transferred to the speciality wards will be under the care of the physician for that ward and their junior team will provide the day to day management of the patient. Handover will take place on an ongoing basis and thus alleviate the need for lengthy handover meetings.

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Confirm documentation / IT requirements to support handover
	Via IT IHUG
	Med Clinical Champion
	31 Jan 07


4.2
Nursing Care

Nurse Leadership and Staffing

The AAU, with 120 beds, will provide a significant component of WHHT’s model of care for non-elective patients. This model of care, with short lengths of stay and high acuity patients will necessitate a higher level of staffing than a general ward. 

Nursing staff will be employed to work either within A&E/AAU Level 1 or AAU Level 3. A dedicated senior nurse will have responsibility for A&E/Level 1 and a dedicated senior nurse will have responsibility for Level 3. These senior nurses will spend some time on day-to-day supervision of the clinical areas and, in addition, will have responsibility for staffing issues, performance, quality standards and budgets. The senior nurse will have administrative support to ensure that s/he has sufficient time for clinical issues. The two senior nurses will also provide support to the lead Clinician and unit general manager and will work collaboratively with the Head of Nursing.

Each level will run as a ‘floor’ and be staffed with flexible teams of nurses that will be managed by the shift leader.  It is crucial that this nursing workforce is flexible to enable peaks and troughs of workload to be addressed.  Although nurses will have a designated ‘home’ floor they should not assume that they belong exclusively to a single floor or team. 

Level 1: This floor will comprise of 4 units of 15 nursing beds – 4 x 12 bedded areas, each with 3 side rooms (total of 60 beds). This configuration will allow for 4 teams of nurses. Each team will have 2 registered nurses and a technician (HCA). Two junior sisters (band 6) will each lead 2 teams (30 beds) and a senior nurse will oversee the management of the entire floor. A triage nurse will receive and triage all patients on arrival to the unit. The shifts will run as 2 long days.

Total nurses per shift = 16

Level 1 will receive direct GP referrals for both medicine and surgery. Medical and surgical patients that have been referred to the AAU team will be moved from the main A&E for further management. There will be beds for A&E patients (head injury/overdose etc) and dedicated ‘chest pain’ beds. It is therefore crucial that the nursing work force on this floor have the skills, knowledge and expertise to manage all aspects of care and that they can be deployed flexibly to work either in A&E or in the ground floor of the AAU.

Though it is crucial that patients are discharged, transferred to Level 3 or PMOK within 6 hrs, there may be a small number of clinical exceptions to this (ie.A&E patients and patients requiring a stay of less than 24hrs).

Level 3: This floor will receive those patients that have been identified as needing a short stay (maximum 48hrs). As with Level 1, it will comprise of 4 x 12 bedded areas each with 3 side rooms (total of 60 beds). This configuration will allow for 4 teams of nurses (2 registered and 1 technician/HCA).  Two junior sisters (band 6) will each lead 2 teams (30 beds). A senior nurse will oversee the management of the entire floor. In order to enable the senior nurse to have a total clinical overview, support from dedicated clerical staff is crucial. The shifts will run as 2 long days 

Total nurses per shift = 15

Emergency Care Technician/HCA

As part of the workforce redesign programme, development of the emergency care technician role will be crucial to the cost effective staffing model within the AAU. This role will have clearly defined competencies in line with patient pathways/protocols. In order to ensure that these members of staff are competent in their roles, a validated  training programme will be implemented.

4.3
Multidisciplinary Care

Daily support to the AAU by Physiotherapy, Occupational Therapy and Social worker will be necessary. This will require a dedicated team to ensure timely flow of patients through the system. Further detail as to the level of support required from all members of the multidisciplinary team is given below. 

Spot Team (Prevention of Admission)

This dedicated multidisciplinary team will work in conjunction with the AAU and A&E teams to prevent un-necessary hospital admissions.  The team is comprised of the following members:

· Physiotherapist

· Occupational therapist

· Social worker

· Nurse (the nurse is funded by the PCT).

The team members will provide a specialist input based on their individual roles, however, it is envisaged that they will all be competent to deliver core services and to cover for colleagues during peaks in workload.  

The workforce plan is based on the following levels of provision: 1 team will cover A&E and the AAU from 8:00 am to 8:00 pm for 7 days.  It is proposed that the members of the team stagger their hours to ensure that cover is provided for at least 14 hours per day.  This level of provision will require 2.48 wte of each of the team members, including absence cover of 21%

Allied Health Professionals

· Physiotherapy

· Occupational Therapy

· Dietetics

· Speech and Language Therapists (SALT)

Therapy will be a key determinant in achieving the projected lengths of stay.  The service will provide a 7-day cover based on a shift system from 8:00 am to 8:00 pm. Staff will be part of the multi-disciplinary team based during their shift on the AAU. The team will develop protocols for screening all patients to identify where specialist intervention by therapists is required. 

It is anticipated that the therapy service will see 30 new patients each day and identify the specialist therapy follow up required. The Number of specialist interventions each day is anticipated to be:

Physiotherapists

30 

Occupational therapists
12

Dietietians

SALT

Therapists will attend nurse handovers and will identify patients that would benefit from a therapeutic assessment.  Therapists will also attend ward rounds when appropriate The team is resourced by the transfer of the medical and care of the elderly teams, and the non-clinical staff, in total, from the centralisation of services from HHGH to WGH. 

Social Worker Support

Further outstanding queries:

· Social worker support required? tbc

Swallowing Assessments

Medical teams will carry out screening tests to identify patients with swallowing problems ensuring that only appropriate patients are referred to SALT for further detailed assessment and management.

Speech and Language Therapy support will be provided in the same way as for the current inpatient referral. Response time is within 2 working days (according to guidelines set by the Royal College of Speech and Language Therapists) and prioritised according to urgency/clinical need, as decided by the SALT.  

Nutritional Assessments

Early nutritional assessment and intervention is key to patients’ eventual health outcome.  The work on the AAU demands a higher level of dietetic skill to cover the full range of conditions to be expected. Patient referrals will be taken directly from the dietician during daily AAU presence, or by phone or bleep

To provide a 7-day service, 9:00 am to 6:30 pm, 1.0 wte Band 7and 2.0 wte Band 6 dieticians are required. This is based on twelve new patients a day and patient follow-ups.  This staffing level allows for annual leave, study leave and short-term sick leave.

4.4
Administrative Arrangements

The AAU will be a fast moving clinical environment and it will be important to ensure that administrative and clerical work (e.g. data entry and patient records) support the pathways and the drive for efficiency and productivity. In addition, appropriate deployment of A&C staff will help to ensure that nursing and medical staff remain focussed on patient care. 

The roles of key administrative staff within the unit are outlined below:

Level 1: There will be 2 unit clerks from 8.00 am - 8.00 pm, 7 days a week that will receive patients, admit referrals, enter information onto PAS and ensure that notes are pulled, transfers arranged and appointments booked etc. 

Level 3: There will be 2 unit clerks from 8.00 am - 8.00 pm, 7 days a week that will be responsible for the PAS system, note pulling, arranging transfers and all other administrative duties for the unit.

It is envisaged that all the administrative staff outlined above will stagger their working hours to ensure that cover is provided over a longer period than the 12 hours stated (e.g. 14 hours).  It is also proposed that the staff should be able to cover during staff absence and during peaks and troughs of workload. The 2 senior nurses will line manage the administrative staff for their individual levels. However, it is crucial that this workforce is flexible in all the administrative roles and can work across all floors to cope with peaks of activity/absences etc. 

Two progress chasers will also support Level 1 and Level 3 of the AAU to monitor the patient’s progress on the pathway to ensure their treatment and care progresses. Their key role will be to drive the discharge process.  They will attend ward rounds, book appointments and arrange for the services of other staff such as the discharge team.

5
Information Technology, Communications & Documentation

5.1 Use of Information Technology

The use of a care record system will allow staff involved in the care of patients to work with greater efficiency.  These systems benefit clinical staff by enabling them to order tests quickly and easily and have access to radiological and sample results the moment they are ready.   When a patient is moved, the entire team is kept informed of the move by the IT system preventing staff from wandering the corridors searching for patients.

All radiology images (PACS) will be viewed digitally at all data access points. Patient notes will be stored at the staff base.

5.2 User and / or Patient Information

The table below summarises the staff and patient information that will be available and that will therefore need to revised in order to support the smooth functioning of the AAU:

	Patient Information
	Staff Information / Documentation

	· etc
	· etc


	Outstanding Issue / Query
	Action Plan
	Proposed

Lead
	Timescale

	Need to review all documentation to support reconfiguration of services.
	Establish working group
	E Moors
	24 Dec 07


5.3 Communications

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Need to confirm AAU phone numbers, outline crash call arrangements etc
	Confirm asap
	AAU Mgr
	31 Aug 07


5.4 Medical Records

Nursing Documentation

Standard Trust documentation will be used. For those patients that have been transferred from A&E, details from the Casualty card will be transcribed to the standard documentation. Key risk assessments including waterflow, manual handling and nutritional assessment will be undertaken on admission to the AAU. All nursing documentation including care planning will be complete within 6 hrs of admission to the AAU.

Medical Documentation

All patients admitted directly to the AAU will be clerked in using the medical proforma. This sets out the initial clerking, SpR, and consultant assessment (Acute Physician or POW). Pharmacists or clinical technicians will also undertake drug histories.

Patients admitted to the AAU from A&E will have the initial clerking on the medical proforma completed by the A&E SHO/Staff Grade. All results of investigations will be recorded on the flow chart. Each patient must have a minimum of twice daily medical entries whilst on the AAU. 

Patients discharged from the AAU will have a discharge proforma created on infoflex. A copy of the discharge summary will be given to the patient (unless there are good reasons not to do so), another sent to the GP, and a copy retained for the notes. 

Patients sent to a speciality ward will have the AAU records incorporated in the main hospital notes.

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Need to review potential for developing an integrated care record.

Need to review clerking arrangements to ensure that duplication of effort is minimised.
	Recommendation need from AAU IHUG.

Practicalities then to be explored via IT IHUG.


	AAU Mgr
	31 Jan 07


6
Clinical Support Services

Patients on the AAU should have access to:

· In the hour blood results

· Streamlining of xray requests

· Appropriate access to ultrasound/IVU/CT/VQ scans

· Exercise tolerance tests

· Echocardiography

· Endoscopy

· Medication advice/pharmaceutical care

Full detail as to the clinical support services provided for AAU is outlined as part of the Clinical Support Services Operational Policy. However, a summary is provided here in order to provide an overview of the functioning of the AAU. 

6.1
Pathology

The Pathology Laboratory provides a comprehensive diagnostic testing and Consultant advisory service for the scientific disciplines of Cellular Pathology, Chemical Pathology, Haematology and Blood Transfusion, Immunology, Microbiology and Cytology. The department is open Monday to Friday 9:00 am to 17:15 pm and Saturday 9:00 am to 12:30 pm. An on call service is provided for urgent samples out of hours.  For this service the laboratory staff should be contacted to ensure the sample is fast tracked. Staff can access pathology results via the Trust’s intranet using their login and personal password.  In addition printed reports are sent to departments.

The AAU will have access to the blood gas analyser in A&E. Blood test results requests that have an immediate bearing on management (D-dimer, Trop T, U&Es, FBC, Clotting, LFTs, Ca+), should be available within the agreed turnaround time and will be undertaken in the pathology department on the Watford site. Other pathology requests may be done at another site and results will be available as per agreed turnaround times. 

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Finalise initial investigation protocol and confirm IT links. Eg electronic requesting, electronic reporting, need or not for paper reports etc.


	Initial investigation protocol to be drafted.

Response times will then need to be agreed.

Confirm IT arrangements


	AAU Clinical Champions with pathology lead.

Via IT IHUG
	24 Dec 07

31 Jan 07


The protocols for pathology requests are set out in the table below and further information is also given as Appendix III:

	Investigations Guide for all Patients Designated as “Majors” Patients = suggested investigation

All Patients Must Have HR BP RR O2 SAT and TEMP recorded 

Creatinine will only requested if K+  or urea  are above reference range



	PRESENTING COMPLAINT
	FBC
	Na K Urea Glucose
	Group and Save
	Paracet/

Salicylate

4 hours
	Malaria

Screen
	Amylase
	INR
	D-Dimer
	Troponin- T
	BM
	HCG
	MSU
	ECG
	PEFR

	Abdominal pain  (male)
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Abdominal pain (female)
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Chest pain
	
	
	
	
	
	
	
	
	If onset of pain >12 hrs 
	
	
	
	
	

	Shortness of breath
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	PV Bleed
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Elderly Unwell
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Collapse? Cause
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	? DVT
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	“Unwell”
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Diabetic Crisis
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Overdose
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	? Malaria
	
	
	
	
	
	
	
	
	
	
	
	If pyrexial
	
	

	GI Bleed
	
	
	
	
	
	
	
	
	
	
	
	If pyrexial
	
	

	#NOF
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Warfarin
	
	
	
	
	
	
	
	
	
	
	
	
	
	


6.2
Radiology

The AAU will have the integrated diagnostic and interventional imaging services of CT, ultrasound and general x-ray.  Patients will attend from the AAU, and in some instances from the A&E department. The CT and US modalities will each be staffed between 8:00 am and 8:00 pm, 5 days of the week by radiographers and supported by helpers.  A clerical officer will staff the reception.  After 8:00 pm these modalities will be staffed by the emergency on-site radiographers as required. General Imaging will be readily available 24 hours a day. There will be an x-ray room within the AAU

It is anticipated that the Acute Physician/POD will be able to liaise directly with the on-call radiologist for the provision of ultrasound/CT/MRI, and other specialist imaging as necessary. A CT scanner will be available on level 2 of the AAU. Out of hours access is available to all modalities for clinical emergencies, except for MRI following discussion with the on-call Radiologist.  

It is anticipated that the majority of the demand for the CT scanner will be from within the AAU.  The CT scanner in the AAU will be more modern than the current scanner within the main radiology department.  Therefore it is possible that some trauma patients will be examined within the AAU CT.

Radiology Referrals and Patient Flow

Clinicians will be required to complete x-ray forms requesting the particular examination stating the urgency and condition of the patient. Electronic order comms will be implemented Trust wide prior to the opening of the AAU.  Order comms requests can be backed up by a phone call. CT and US referrals will be made by direct contact with the radiologist on duty or on call. General Imaging requests can be made by direct contact with the radiographers.

On receipt of a completed x-ray form, radiology staff will arrange for the patient transfer to the modality. Staff will note the referral time in order to comply with the 6-hour time limit from admission to pathway and treatment plan.  To assist in the adherence to the 6-hour time limit radiology referrals should be undertaken within two hours of the patient’s admission.

Patients will be collected or requested just in time for their examination to minimise the holding time of acutely unwell patients. Patients will be escorted to and from the modality room on foot, in a wheelchair or on a trolley depending on their condition.  Patients will be escorted by a porter and/or an AAU nurse depending on the patients acuity.

Patients attending radiology for a CT or Ultrasound scan will report to the radiology reception. These patients will usually be brought/escorted by a porter/nurse and will not need to report themselves.  

The images for all modalities will be available post procedure on the PACS system and a formal report will be issued later. 

A mobile x-ray machine will be stored and charged on the ground / second floor of the AAU.  This will be used for patients who require a chest x-ray and are deemed too unwell to visit the modality.

Radiology Capacity

It is anticipated that the AAU will generate a daily average of 30 CT scans and 13 Ultrasound scans daily and that at weekend the activity is significantly less. It is also anticipated that there will be a requirement for 20 hours Consultant Radiology time to the AAU on a daily basis, Monday to Friday. It is anticipated at weekends, that there will be a requirement for in-house, hands-on Consultant Radiology involvement for 4 hours daily on Saturday, Sunday and Bank Holidays. This would allow urgent weekend Ultrasound scans. CT scans outside these hours would be provided on an on-call basis and where possible these should be to protocol. 

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Finalise radiology staffing and OOH arrangements.


	Radiology operational policy currently being drafted.
	S Tucker
	24 Dec 07




6.3
Cardiology

Exercise Testing will be available every weekday for appropriate patients. Echocardiography will also be available on weekdays, and at weekends for patients in whom this is needed on an urgent basis. It is anticipated that the cardiologists will provide a rota for out-of –hours cardiology cover. It is not envisaged that this will include 24 hour local cover for primary angioplasty. The nature of the cover to be provided has not been determined and is under discussion.

	Outstanding Issue / Query
	Action Plan
	Proposed

Lead
	Timescale

	Confirm cardiology cover arrangements at weekends
	Cardiology Operational Policy currently being drafted
	J Bayliss
	30 Nov 07


6.4
Endoscopy

All patients who have had a significant upper GI bleed should have access to Endoscopy as appropriate. During weekdays, Endoscopy will be available within 12-24 hours, in the Endoscopy Unit. Out-of hours Endoscopy cover is yet to be determined. 

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Confirm OOH endoscopy arrangements
	tbc
	AAU Mgr
	30 Nov 07


6.5
Pharmacy

The main Pharmacy department will be located in the AAU. Clinical and dispensing services, including robotic dispensing, will be provided from the department for the AAU and all other areas of the Watford hospital site. These areas will have access to pharmacy facilities for extended hours (09.00am – 22.00pm) in order to facilitate discharge of patients back into the community.

Dedicated pharmacists to support the AAU will be critical for good quality care, and facilitate discharge. A minimum of 2 Pharmacists and one Technician will be allocated to work within the AAU at any one time.  Initially shifts worked will cover the period 7:30 am to 10:00 pm.  This requires a minimum of 3 wte band 7 Pharmacists, 3 wte band 6 Pharmacists and 3 wte band 5 technicians.  It does not include cover for annual leave, study or sick leave. These staff will be extra to current establishment as the hours of work are increased and the service is required 7 days a week instead of 5.The staffing will be reviewed after six months with the possibility of 24 hour cover being introduced. 

The most senior Pharmacist in the AAU will attend the 8.00 am post take ward round on a daily basis. Note: Their attendance at other ward rounds has yet to be confirmed, as outlined above. 

Pharmacists Role

The level of provision pharmacy provides will have a positive impact on the quality of prescribing, patient education, patient compliance and the overall length of stay.  The key elements of the pharmacy service are:

· The Pharmacists will take drug histories of all patients admitted within their working hours and ensure that the details are entered on the Infoflex system. 

· Pharmacists monitor and advise on all aspects of drug treatment and counsel the patients in order to help them achieve optimal benefit from their medication.

· The Pharmacists will facilitate discharge from the AAU, either to home or to another area of the hospital.  This will include arranging for appropriate TTAs to be dispensed or handing over the pharmaceutical care of the patient to the clinical Pharmacist covering the ward to where the patient is transferred.

· The technician will support the work of the Pharmacists by entering drug history details onto Infoflex, identifying and listing patients own drugs and preparing discharge medication.

· Independent prescribing Pharmacists working on the AAU will prescribe TTAs.

· It is also important that other staff within the A&E and AAU ensure that the patients own medication brought into the Trust on admission is retained and not sent home with a relative.

· Information back-up for the Pharmacists in AAU will be provided by the Medicines Information department within the main Pharmacy.

Supply and dispensing services

The Trust’s main pharmacy stores will be located at Hemel Hempstead Hospital. This main store will distribute stock directly to the AAU dispensary and deliver stock items to the individual wards and departments on the Watford hospital site.

The dispensary will receive top ups from the Hemel Hempstead pharmacy stores twice a day. Ward and department stock top up service will be provided by Pharmacy assistants on a weekly basis.  The stock items will be delivered directly to the wards and departments from the Hemel Hempstead main store the following day.

Individual items on a ’as required’ basis will be supplied from the AAU Pharmacy. These will be requisitioned by the AAU or local department Pharmacists who will have screened them for appropriateness.

Dispensing will be facilitated by the implementation of robotics.  Dispensed items will be supplied within one hour of receipt by the department if the screening has been completed.

Manufacturing/Technical Services

It is envisaged that the Technical Services department will be mainly supplying services for patients out with the AAU. For further detail see the Pharmacy Operational Policy

Pharmacy Management and Clinical leadership

Clinical leadership of the Pharmacists working within AAU will be provided by the Lead Pharmacist for Acute Admissions, managed by the Trust Pharmacy Clinical Services Manager.

Management of the dispensing process will be by the site Pharmacy Operational Services Manager.

Management of the topping up and stock supply process will be provided by the Chief Technician (distribution services) and the Operational Services manager for the Hemel site.

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Need to confirm arrangements for outpatient prescriptions.

Need to confirm transport arrangements for supplies coming from Hemel site – to dispensary on twice daily basis and to wards for stock top-ups

Need to confirm opening times of dispensary (ie service to rest of hospital)


	Pharmacy operational policy currently being drafted.
	S Tucker
	24 Dec 07




7
Non-Clinical Support Services

7.1
Supplies and Process Flows

Domestic and nursing staff will take rubbish and dirty linen from the dirty and clean utilities and other patient rooms to the disposal hold.  Porters are required to take the refuse away via a non-public and patient route.

Sterile supplies and consumables will be transported to a store on each floor on a weekly basis to replenish and maintain adequate stock.  The goods will arrive, be unpacked and put away into either the bulk store or the clean utilities by the stores staff. 

A pneumatic tube terminal will be located at both of the central staff bases on level 1 and level 3 connecting through to the pathology lab for specimen transfer.  In addition samples may be delivered to the laboratory by contacting the urgent specimen porter or by personal delivery.

Some support facilities, including clean supplies/utility, treatment room and dirty utility are shared across more than one 15-bed cluster.

7.2 Security

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	The security arrangements for the AAU needs to be determined – such as locking of doors, key holders, departmental responsibilities, CCTV, Excelsior etc
	Confirm via Facilities Management Team
	AAU Mgr
	Jun 07


7.3 Portering

To support the efficient transfer of patients it is envisaged that a minimum of 2 porters will be employed specifically for the AAU from 8:00 am – 8:00 pm, 7 days a week.  

Dedicated porters are required for the second floor to provide an immediate service transporting patients to and from the diagnostic and cardiac facilities.  This is a key determinant in achieving an efficient diagnostic throughput.

Porters are employed through a private contact with Medirest.  The porters will stagger their working hours to ensure that there is cover over a 14-hour period.

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Need to confirm that this level of portering support will be sufficient in view of additional working hours (eg for pharmacy) and removal of waste, linen etc


	Confirm via Facilities Management Team
	P Mosley
	31 Jan 07


7.4 Sterile Services

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Need to confirm arrangements
	tbc
	AAU Mgr
	tbc


7.5 Domestic Arrangements

Each of the AAU floors has a cleaners facility.  Cleaners are employed through a private contract with Medirest.  A cleaner will be designated to clean each area of the AAU daily.

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Level of cleaning needs to be agreed so that number of cleaners can be reviewed.

Frequency of curtain changes needs to be determined.

Frequency of bed changes needs to be determined


	tbc
	AAU Mgr (with Infection Control team)
	tbc


7.6 Clean & Dirty Utilities

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Arrangements tbc
	tbc
	AAU Mgr 
	tbc


7.7 Catering 

The AAU has limited kitchen storage for edible consumables.  Patient snacks and meals will be delivered to the unit on a daily basis.  Each floor has its own kitchen to accommodate breakfast trolleys and beverage making facilities. The microwave meal trolleys will be delivered in time for meals. Trolleys will move around the floor to service the appropriate bay / area.

House keepers will be responsible for the serving of patient meals, drinks and snacks.  They will also ensure all areas are maintained to high standards of cleanliness and the AAU environment is kept clean, tidy and welcoming for patients and visitors.  It is anticipated that 1 housekeeper will be responsible for each of the bedded floors from 9:00 am – 5:30 pm, 7 days a week.  

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Arrangements for ordering meals?

Is there adequate storage for the microware trolleys to serve the meals and space to store some food?


	tbc
	AAU Mgr 
	tbc


7.8 Mortuary

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Need to confirm arrangements
	tbc
	AAU Mgr
	tbc


8
Facilities Management


	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Need to confirm arrangements
	tbc
	AAU Mgr
	tbc


9
Infection Control

Each patient bay, treatment room and single room will have a clinical hand washbasin and alcohol gel dispenser located on access and egress to encourage staff and visitors to wash their hands in accordance with the Trusts’ infection control policies and Infection Control Team guidance. The design of the AAU bay has been developed in line with the Hospital Acquired Infection (HAI) policy

It is anticipated that patients admitted to the AAU will have a rapid screening PCR (Polymerase Chain Reaction) test for the detection of MRSA.  This will allow the medical staff to identify patients with MRSA and undertake the appropriate measures to treat and isolate the patient (according to the latest Trust policy).

Single patient rooms, patient trolleys and equipment will be cleaned following each individual patient use.

Microbiology specimen protocols are included below as Appendix IV.

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Deep Clean Arrangements and impact on functioning of unit whilst this is undertaken?  Sterinis Programme?

Clarification for sideroom use on the AAU? This is crucial to ensure fast flow of patients.


	tbc
	AAU Mgr (with Infection Control team)
	tbc


10
Clinical Governance

10.1
Policies and Procedures

This operational policy sits alongside all other WHHT Trust policies and procedures. These will provide the framework for delivery of care within the AAU. Other operational policies that have been developed or reviewed specifically to support the functioning of the new AAU are as follows:

· Operational policy for clinical support services

· Operational policy for catheterisation laboratory

· Others tbc 

10.2 Clinical Governance Framework and Responsibilities

All staff working within the AAU will be expected to adhere to WHHT clinical governance processes and to work in accordance with the standards expected by their respected professional bodies.

10.3 Continuous Service Development & Audit

???

10.4 User Feedback

???

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Above Clinical Governance arrangements tbc
	Proposal to be developed and agreed by clinical champions.
	Medicine Clinical Champion
	Jun 07


11
Implementation

11.1
Endorsement & Ratification

	Action


	Name of Body
	Planned Date

	Divisional Director Approval


	All Divisional Clinical Directors to endorse prior to sign-off.


	

	Peer Review


	Just AAU IHUG or all Divisional Boards to Review?


	

	Endorsement by Specialist / Technical Committee


	DaHF Service Redesign Board
	

	Ratification by Risk Management / Clinical Governance / Information Governance Committee
	Clinical Governance Committe
	

	Submission to Clinical Governance Manager


	tbc
	

	Policy available on WHHT Intranet


	Not applicable
	


	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Service Redesign Board to confirm endorsement arrangements outlined above.
	Discussion at SRB Meeting
	L MacIntyre
	31 Jan 07


11.2
Implementation Plan

The purpose of this section is to show how the operational policy will be agreed and communicated. 

	Outstanding Issue / Query
	Action Plan
	Proposed Lead
	Timescale

	Confirm implementation plans
	Complete plan below.
	E Moors
	24 Dec 07


	Staff Group
	What They Need to Know or Do


	Action Planned
	Timescale

	Eg

Service medical staff
	Understand Service Model 

Agree Service Model

etc
	· Draft Policy emailed to all & feedback invited

· Discussion at Divisional Board


	· 1 Dec 07

· 1 Jan 07
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APPENDICES

Appendix I: Patient Flow Diagrams

Diagram I below shows the main areas of the AAU floors.
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Diagram II demonstrates the flow and facilities for each 15 bedded cluster:
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Appendix II: Job Plan & Career Development for Acute Physician

Please See Acute Medicine: making it work for patients. Report of a Working Party. Royal college of Physicians. 2004.

The working party made a number of recommendations, the most salient of which are:

1. At least 3 consultants with primary responsibility for acute medicine in every acute hospital

2. Input from consultants in A&E and critical care should be facilitated, and that appointments in acute medicine should have commitments to those areas

3. A consultant Physician in acute medicine is given the time to lead in the development and provision of acute medicine

4. For a standard 10PA job plan for a consultant in acute medicine with no additional speciality interest

· 5 DCC PAs in acute medicine (1 of these for admin)

· 1.5 PAs for commitments outside the AAU (eg, critical care sessions, running emergency clinics, procedure lists, specialality clinics)

· 1 SPA for service development/management

· 2.5 SPAs for cpd, governance, teaching etc

5. For a consultant in acute medicine with additional speciality interest

· 4 DCC PAs in acute medicine (1 for admin)

· DCC PAs in speciality interest (1 for admin)

· 2.5 SPAs for cpd, governance etc

These specimen JPs may need local re-evaluation. For example, some consultants would like the opportunity to work more (or less) than 10PAs, and there should be a flexible approach to this. The Trust is more likely to recognise 2 PAs for supporting professional activities, and JPs will reflect that.

Ideally there would be a minimum of 3 consultants in acute medicine. Indeed it is impossible to provide a realistic job plan, and appropriate cover, with any less than this.

It is important to have the right people in post – they may come from the existing consultant body, or be new appointments. Since it would be a inappropriate to recruit to a single-handed speciality, it would seem reasonable to aim to appoint 3 consultants in the first instance (one to take the lead in service development), with a plan to increase consultant numbers over the following 3-5 years.

We have yet to decide how the acute physician and the POW will work together, and for what hours the AAU will have an acute physician available. The working Party suggested that for the future there should be an acute physician on-site 14 hours/day, 7 days a week. 

This equates to 28 PAs of consultant time. In hospitals serving >400,000 population 7-12 consultants in acute medicine are recommended

Career Development

It is likely that some consultants will wish to look for opportunities to develop their careers in areas such as medical education of management, and this should be encouraged. Equally the development of a speciality interest with expansion of expertise in a defined area such as endoscopy, bronchoscopy or echocardiography should be supported.

Draft Timetable for Acute Physician to the AAU (for 3 consultants working 11 PAs)

	
	Mon
	Tues
	Weds
	Thurs
	Fri

	08.00-09.00
	PTWR
	PTWR
	
	
	

	09.00-10.00
	Handover
	Handover
	Handover/AAU
	Speciality Work
	AAU

	10.00-12.00
	AAU
	AAU
	Admin/AAU
	Speciality Work
	AAU

	12.00-14.00
	SPA
	AAU
	Team Meeting
	SPA
	SPA

	14.00-16.00
	SPA
	AAU
	AAU/OFF
	Speciality Work
	Admin

	16.00-17.00
	Ward Round
	Ward Round
	Ward Round/OFF
	Speciality Work
	Admin

	17.00-19.00
	Ward Round
	Ward Round
	Ward Round/OFF
	
	

	
	
	
	
	
	


I would like to emphasize, that this is a very rough draft of a timetable, and may need substantial revision. It is intended to give some idea of what a working week would look like for an acute physician, and comments regarding this, or ay other aspect of this draft policy would be welcome.

Appendix III: Pathology Protocols

	Investigations
	Type of Patient
	Results

	Full Blood Count

Random Blood Glucose
	· Angiograms/ Angioplasty

· Laser Prostatectomy

· Laparoscopic Cholecystectomy

· History of anaemia

· STOP’s

Pancreatic disease

Taking >10mg Prednisilone daily

 If BM abnormal
	All results to be checked daily before the end of each day.

All results will be documented in the patients medical notes and brought to the attention of a Senior House Officer /SpR within 24 hours.

Results falling outside of normal physiological parameters will be immediately discussed with the Senior House Officer /SpR.

	Coagulation / Clotting Screen
	Patients with significant liver disease or have taken a paracetamol overdose, ? Disseminating Intravascular Coagulation (DIC) or unexplained abnormal bleeding.

Consumption >40 units a week

Angiograms / Angioplasty
	

	INR
	Patient on warfarin – if not recently monitored at GP / Clinic.
	

	D-Dimer
	To exclude Deep Vein Thrombosis and Pulmonary Embolus
	

	Urea & Electrolytes
	· Untreated Hypertension

· Kidney Disease

· Angiograms / Angioplasty

· Laparoscopic Cholecystectomy

Laser Prostatectomy
	

	ESR
	When investigating temporal arteritis. – Please discuss with medical staff before requesting this test.
	

	Amylase
	When investigating patients with presentation of abdominal pain or with trauma to the abdomen
	

	Troponin T 
	When investigating patients 12 hours post chest pain with an ECG not suggestive of an MI (as per Cardiology Protocol)
	

	Group and save
	Patients with significant bleeding and who are haemodynamically compromised

· Laparoscopic Cholecystectomy

Laser prostatectomy

· STOP’s
	

	Paracetamol and Salycilate Levels
	Patients who have taken an overdose of Paracetamol / asprin 4 hours prior to obtaining samples 
	

	Sickle Cell Test
	· All patients of African or Mediterranean origin

· If done before does not need to be repeated
	

	HbA1C 
	· All Diabetic patients if not done in the last 6 months
	

	LFT’ s
	· Laparoscopic Cholecystectomy

· Liver Disease

· Consumption >28 units alcohol a week
	

	Drug therapeutic levels eg digoxin, lithium, anticonvulsants, antipsychotics
	· Check when last had done and seek specific advice
	

	Creatinine Kinase


	Daily for three consecutive days following chest pain
	

	Fasting Lipids / Cholesterol


	Routine for all admissions to CCU
	

	Thyroid Function Test
	
	

	CRP
	
	

	Blood cultures
	Patients with Pyrexia of >38 degrees Celcius and / strong suspicion of septicaemia.
	


Appendix IV: Specimens for Microbiology

Wound Swabs (MC&S)

	Suspected wound infection e.g.

· Erythema

· Cellulitis and/or tracking

· Oedema

· Pain

· Pus

· Increased exudate

· Bleeding

· Bridging

· Wound breakdown

· Offensive smell

Wound swabs should only be taken when there is evidence of clinical infection (unless requested by the Infection Control Team as per West Hertfordshire Hospitals NHS Trust Wound Care Guidelines 2002), or if current treatment will be influenced/changed by a positive bacterial culture.  

For information about the correct procedure to take a wound swab please see the 

Wound Care Guidelines 2002.


Urine Specimens (MC&S)

	Urine specimens (MSU or CSU) should only be sent from all patients with a suspected urinary tract infection e.g.

· Pyrexia

· Pain on micturition

· Proteinuria

· Haematuria

· Cloudy appearance

· Debris in urine

· Offensive smell


Sputum Specimens (MC&S)

	Sputum specimens should be sent from all patients with a suspected respiratory tract infection/pneumonia e.g.

· Purulent sputum

· Increase in production of sputum

· Haemoptysis


Stool Specimens (MC&S and Clostridium Difficile Toxin)

	· Stool specimen for MC&S should be sent on all patients with diarrhoea of unknown cause.  Specimens should be sent for MC&S and Clostridium Difficile Toxin on all patients with diarrhoea and/or who have been previously positive for Clostridium Difficile Toxin


MRSA Screen

	· MRSA Screen should include swabs from nose, perineum, wound and insertion sites of any indwelling devices (e.g gastrostomy tubes), Sputum if expectorating and CSU if catheterised


	Investigations
	Type of Patient
	Results

	Wound / skin swabs for Microscopy, Culture & Sensitivity
	Patients with suspected wound infections
	A care plan will be written identifying suspected infection and indicate date and time specimens sent to microbiology.

All results will be documented in the patient’s medical notes and the Care Plan.

Negative results will be signed by the ward / department nurse and filed in the patient’s medical records.

The relevant medical team will be informed of positive results and the appropriate treatment / investigation will be arranged.

	MRSA Screen (swabs from nose, perineum, wound and insertion sites of any indwelling devices e.g. gastrostomy tubes, Sputum if expectorating and CSU if catheterised)

(As per MRSA Policy)
	To confirm / exclude MRSA
	

	Urine Mid-Stream Urine (MSU) Catheter Specimen of Urine (CSU)
	Patients with suspected urine infections

A specimen of urine of from any patient with blood, protein, nitrate or leucocyte esterase showing positive to any degree on a Clinitek urinalysis conducted on the ward should be sent to microbiology accompanied by a copy of the Clinitek printout.
	

	Stool for Microscopy, Culture & Sensitivity    and for 

Clostridium Difficile Toxin
	All patients with diarrhoea of unknown cause where a diagnosis of gastrointestinal infection is suspected.
	

	Sputum for Microscopy, Culture & Sensitivity
	Patients with a suspected respiratory tract infection / pneumonia
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�	 Excepting the ’Exclusions’ listed below under item 3.2


�	 Subject to confirmation of costs and affordability. 


	Action: N Chatten [30 Nov 07]


�	 The exceptions listed above will be reviewed once the AAU is operational in order to ensure that all possible clinical benefits are realised and that the unit operates to maximum efficiency. 


�	 A protocol will be proposed as part of work to develop the operational policy for diagnostics and a recommendation bought back to the DaHF Service Redesign Board.





�	 Work will commence immediately with primary care to further develop existing MOM guidelines


	Action: E Moors [Complete by April 08]
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