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	MIDDLEMORE CENTRAL
Ordinary Bed Management
	CHARGE NURSE / TEAM LEADER
Ordinary Bed Management
	CLINICAL TEAMS / ALLIED HEALTH
Ordinary Bed Management
	SERVICE MGRS 

(INC. NON-CLINICAL SUPPORT)

	EC CHARGE NURSES
Ordinary Bed Management

	· Complete Bed Trigger Tool at 0700, 1500 & 2000 hrs

· Check MMC Dashboard for status and communicate key messages

· Open and close beds in groups of 5’s 

· Allocate beds 

· Use isolation bed flow chart to ensure isolation patients are given beds and single rooms are 

· Bed Manager Ward Round at least once per shift.

· Single point of contact for allocation of staff and beds. 

· Cap Plan forecast available prior to 1030 meeting

· Coordinate bed management meeting @ 10.30 

· Update the Short term projection based on estimates produced by the CNMs at 1030 meeting

· Flex staff 24/7 across the hospital to meet safe clinical standards of care based on agreed nursing model of care.

· Review staffing and capacity with Service Managers as required. 

· MIDDLEMORE CENTRAL to be informed of all extra ADHOC theatre lists.


	Roster Planning 
· Identify senior nurse cover in absence of CNM  

· Roster according to ward profile and ensure appropriate skill mix across all shifts.

· Roster hot spots first (Sunday PM and all nights)

· Review staffing 7 days ahead to address shortfalls / overstaffing in advance and plant to deploy staff. 

· Identify staff available to do additional shifts 

Daily Staff Management 
· Ensure that Onestaff is accurate and up to date.

·  Adjust nursing skill mix to meet patient demand.  

· Actively deploy staff when nursing numbers exceed occupancy and give short notice annual leave..

· Order staff on One-Staff prior to 1030 meeting

· Order a ‘watch’ only if unable to provide.

Daily Patient/ Bed  Management 
· CN or Senior Nurse to attend ward rounds

· Ensure treatment plan is communicated prior to Dr leaving the ward. 

· Liaise with MDT for patient discharge plan 

· Ensure PIMs/ WIMS is updated in real time and include patients on leave.

· Move patients to the discharge lounge / ward lounge asap.

· Book Private Hospital/Rest Home prior to 1100 hrs
· Actively prepare beds for next admission

· Proactively cohort ESBL patients across wards.

· Review patients with LOS >10 days 

· Discharge / move to Lounge before 11am if clinically appropriate

· Identify potential weekend discharges on Friday.

· Arrange repatriation of non - domiciliary patients 

· Review patients waiting for radiology intervention 

· Use POAC to facilitate early discharge.

Attend 1030 MIDDLEMORE CENTRAL bed management meeting 
· Confirm staffing levels and additional staff /skill required

· Confirm known and potential discharges and transfers including ARHOP/MSC.

· Identify delays in patient discharge e.g.Gastro, Cardiology, radiology and address these with specific staff 
	Medicine

· Advise RMOs if more than 12 patients waiting to be seen in EC 

· After 4pm B Call SMO to be notified. 

· PAR team to attend handover

Inpatient and Short-Stay 

· SMO post acute round of all acute patients within 24 hrs of admission.

· Daily SMO/Registrar ward rounds 

· Document and communicate decisions from ward rounds promptly

· If possible discharge pts before 11am 

· Discuss and document estimated LOS  with patient/family and communicate the clinical pathway for each pt to the MDT

· Review acute surgical pts identifying those for planned readmission if theatre capacity not sufficient. meet demand   

· On Fridays identify all possible weekend discharges and commence EDS – communicate with ward staff and medical teams.

· Consider discharging patients who are waiting for diagnostic procedures and arrange as Outpatient – e.g. colonoscopy. 

· Use ward review to manage short-term patient follow-ups.
	Roster

· Review staffing 7 days ahead to address shortfalls / overstaffing in advance with CNMs.

· RMO office to review medical staffing and acute roster and arrange locums etc to ensure cover.

· Identify remaining gaps in roster, and escalate to CH. 

· Ensure roster cover for Teams ‘On-Take’.

Inpatient and Short-Stay 

· Confirm theatre time available to meet acute demand.

· Review acute surgical pts identifying those for planned readmission if theatre capacity not sufficient. meet demand   


	· Request beds at earliest opportunity and cancel beds as soon as possible if not being used.
· Assess staffing within the EC Department and redeploy as necessary

· Identify any blocks with To Be Seen – notify EC SMO and contact specialty SMO

· Move patients from Adult Assessment and AOU to MSSU and ASSU as appropriate.

· Promote early discharge where possible and all patients for discharge to wait in discharge lounge or waiting room.

· Move patients from Adult Assessment to Waiting Room Area as appropriate

· Identify patients who can be managed elsewhere e.g. POAC and ARHOP

· List available EC Bureau staff on ‘where to work’




CMDHB Escalation Plan
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Additional Action
	EC CHARGE NURSES
Additional Action Required

	· Complete Bed Trigger Tool at 0700, 1000, 1500, 1800 & 2100 hrs

· Feed into 0800 Medical Handover at 0800 hours.

· Check MMC Dashboard for status update and communicate key messages

· Negotiate re repatriation of non-domiciliary pts

· Assess availability of staff for next 12 – 24 hours

· If insufficient nursing staff – ask staff on duty to stay on and the model of care on wards must be changed.

· Over census patients using extra bed spaces on wards e.g. Treatment rooms and whanau rooms. 

· Contact Cleaning supervisor and orderly supervisor.

· AOU overnight for inpatients

· Small no of inpatients in MSSU

· Open Surgical Discharge Lounge for In-patients (4 beds)

· Advise all services of opening of additional areas 

· MIDDLEMORE CENTRAL to assist in the co-ordination of POAC patients. Contact POAC to advise of situation and to negotiate greater numbers of patients for the next 24 – 48 hours.  Use Medical Resource Nurse or Patient Flow Coordinator.
· Proactively discuss with Service Managers the accessing of alternative unresourced clinically appropriate areas 

· Gastro (10 beds) 

· Ensure additional area is appropriately and safely set up with emergency equipment; drugs

· Prepare an agreed plan to manage the patient flow overnight and ensure that Acute EC is cleared.

· 
	· Submit completed CN Checklist to MIDDLEMORE CENTRAL.

· All CNMs to attend 1030 meeting with pending discharges and transfers ( MSC / ARHOP / Rest homes / POAC)

· Advise Medical and Allied Health staff of Orange status.

· Ask CNE/CNDs to assist with Ward rounds. 

· Ensure rapid turnover of bed/cleaning by entering discharges onto Task Manager.

· Identify patients suitable for transfer to MSC and confirm transfer with Registrar if required. 

· CCU CNM check on Telemetry availability and arrange medical review of requirements

· Critical Care Complex prioritise and identify with MMC potential transfers to ward

ACUTE ADMISSIONS 

· Phone additional staff to cover sick calls at MIDDLEMORE CENTRAL request.

· Review model of care to ensure that all beds are open.

· Inform staff of status and Identify staff for redeployment   

· Over census patients. Wards to use extra bed spaces e.g. Treatment rooms x 2 patients, 3 bedded rooms to take four patients (AMC Wards).   

DISCHARGES 

· Lead the Discharge Process – cancelling meetings to become available 

· Plan for rapid safe discharge (Ensure GPs advised of patients returning to their care). 

· Send patients for discharge to the patient lounge.

· CN ARHOP to contact Rest Homes and Private Hospitals to free up space in ARHOP.

· Coordinate second SMO round 

· Phone POAC coordinator for identified patients. 

· Initiate nurse lead discharging
	· Prioritise ward rounds  - consider Discharge round first followed by Short Stay patients
· One House surgeon per team to be assigned to discharges. HCA to help coordinate discharge paperwork and family contacts. 

· Escalate roster problems to CH to prioritise teams ‘on-take’ and ‘post-acute’ 

· Allocate senior nursing staff to support medical teams to expedite discharges (EDS).

· Ensure timely communication with nursing and clerical staff to facilitate timely discharge process.

· Where possible allocate SMO to EC to facilitate decision making. 

· Review acute theatre minutes and allocation of acute theatres to sub specialties 
· Fully utilise (HDU/ICU, SDU, and CCU) for sick patients who might otherwise be cared for on the ward.

· Arrange for all suitable pts to be transferred to MSC

ELECTIVE PATIENTS 

· GM, SMs and CHs to consider cancellation of non urgent elective patients. 

· Consider deferring additional adhoc elective lists
· Consider cancelling Registrar clinics to provide more access on wards..
	Theatre Capacity

· Determine theatre capacity and Cancel/defer elective lists if possible. 

· Communicate with Theatre and TADU re discharging patients post operatively and rescheduling patients

Additional Bed Capacity

· Proactively discuss accessing of alternative clinically appropriate areas 

· Surgical Discharge Lounge (4 beds)

· Gastro (10 beds)

· Arrange for the transfer of all suitable patients to MSC


	· Ensure all available bed capacity within EC is open

· All CN and Senior Nurse to the floor, SM, NM and CND to facilitate flow and release clinical staff

· Utilise other clinical areas e.g. Procedure room in assessment and Resus rooms for monitored patients as per escalation plan

· Identify number of telemetry beds required and request review of all patients on telemetry to free up capacity

· Identify staff available from ICU/HDU to support EC and consider moving high acuity patients to ICU/HDU while waiting placement to free up capacity in EC through consultation with MMC
· Review Medical and nursing roster and boost if necessary
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	EC CHARGE NURSES
Extra-ordinary Bed Mgt 

	· Complete Bed Trigger Tool at 0700, 1000, 1500, 1800 & 2100 hrs

· At 0800 hours, advise all CNMs of Orange status 

a. Medical teams to be notified 

b. CNEs/CNDs to assist Ward rounds

· Advise SMs and arrange meeting 1500.  May need to be at 1300 hours depending on status.
· Communicate bed status to wider organisation   and to Primary Care
· Discuss cancelling/deferring elective lists with Surgical SM 

· Communicate with Theatre and TADU re discharging patients post operatively.

· Contact Cleaning supervisor and orderly supervisor.

· Identify any additional un-resourced beds and additional staff. – to include CNEs, CNDs, Nursing staff associated with Quality Unit and Research. 
· Alternative Clinical Areas – 

1. Paediatric SSU

2. TADU (8 beds)

3. Radiology (8 beds overnight only)

4. Haematology (10 beds)

· Call in other MIDDLEMORE CENTRAL staff as required.

· Manager MMC to prepare Communications Strategy  with Comms Manager .  
· Liaise with other DHBs  e.g Neonatal,  ICU,

· In discussion with DHS & GMs Initiate disaster response to include cascade staff, and Rapid discharge of patients where appropriate

	· Change model of care to allow for further deployment.

· Identify further patients who could have POAC

· Escalate safety issues to Clinical Head and Service Managers


	· Priority for pending discharge EDS to be prepared in advance.

· Prepare for second Ward round in afternoon.
ELECTIVE PATIENTS 

· GM, SMs and CHs to cancel non urgent elective patients as appropriate 

· Defer additional adhoc elective lists

· Cancel Registrar clinics to provide more access on wards.
· Review patients awaiting interventions – ERCP/ Gastro / CIU / PICC line insertion.

· Review patients awaiting CT / MRI / ECHO / ETT / scopes.

· CH & SM briefing daily via to update and plan for day. 

· Explore use of other clinical areas – assumes all beds open and, Gastro, Haematology, TADU and Radiology in use.  Other area to consider – CIU, Theatre recovery. 
	· Attend  MIDDLEMORE CENTRAL meeting at 1100 and 1500 with service related plan for next 24 hours

· Assess other clinical areas and ensure appropriate equipment is available

. Paediatric SSU

2. TADU (8 beds)

3. Radiology (8 beds overnight only)

4. Haematology (10 beds)

· Review cancellation of medical Outpatients and Radiology appointments

· If weekend advise on call manager – for information only.
· GM meeting to plan for crisis. 

· Advise CMO /DON /COO is situation not abating..  

· 
	· Redirect minor injuries to other A&M facilities using POAC process
· Patients waiting ETT from Medical Short Stay Unit to wait in CiU.

· Consider using Paediatric Short Stay Unit following the agreed procedure 




