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THE ASK  
Next steps in increasing capacity and operational resilience in urgent and 
emergency care ahead of winter (NHSE Letter 12/08/2022) 

1. New variants of COVID-19 and 
respiratory challenges 
a) COVID -19 & Flu Vaccination programme 
b) IPC guidance to minimise impact on beds 

2. Demand and capacity 
a) Additional beds (physical beds, virtual 

wards, improvements in flow) 
3. Discharge 

a) 10 Best practice interventions – 100 day 
challenge  

4. Ambulance service performance 
a) Good practice principles for rapid release 

of queuing ambulances 
b) Post- ED capacity 

5. NHS 111 performance 
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6. Preventing avoidable admissions 
a) SDEC Models / Acute Frailty Services 
b) Non-emergency transport 

7. Workforce 
a) Recruitment & Retention 
b) International support  

8. Data and performance management 
a) Accurate submission of ECDS 
b) A&E Forecasting Tool 

9. Communications 
a) Winter communications strategy  
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TRAJECTORIES 
 

 Nationally mandated winter metrics (red = acute providers) 
  

 111 call abandonment.  
 Mean 999 call answering times.  
 Category 2 ambulance response times.  
 Total hours lost per day to ambulance handover delays over 30 minutes.  
 Adult general and acute bed occupancy  
 Percentage of beds occupied by patients who no longer meet the criteria to reside 
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BTHFT– submitted trajectories (baseline winter 2021/22) 
 

ICB Provider Metric Baseline Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 

WY Bradford Teaching Hospitals NHS Foundation 
Trust % Bed Occupancy (G&A) 93.5% 91.7% 90.3% 93.4% 92.0% 90.5% 90.1% 88.8% 

03/11/2022 

ICB Provider Metric Baseline Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 

WY Bradford Teaching Hospitals NHS Foundation 
Trust 

Ambulance Total Hours Lost per day (Excluding 
first 30 minutes) as reported by Ambulance 
Providers via the Ambulance Daily Sitrep 

7.7 6.6 5.5 5.5 5.0 5.0 3.0 1.0 

ICB Provider Baseline 
Beds Open 

Baseine Beds 
Occ.  

By Non-CtR 

Baseine 
Occupancy 
By Non-CtR 

Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Occupancy at Mar-
23 

WY Bradford Teaching Hospitals NHS Foundation Trust 581 36 6.1% 34 32 30 28 26 24 22 3.7% 

Trajectories signed off at ETM 26/09/2022 
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 In order to meet the trajectories we need to ensure our winter response plan has: 
Non-Elective  

 A robust demand and capacity model so we have sufficient bed numbers to meet winter 
demand pressures and to maintain required % bed occupancy levels.  

 Winter schemes that improve or support reducing ambulance turn-a-round times. 
 Initiatives that help reduce bed occupancy and reducing patients with no criteria to reside 

Elective 
 Ring-fenced elective wards to allow continuation of surgery for clinical priority and long wait 

patients with a focus of 0 greater than 78 week wait patients by March 2023. 
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SECTION 2  
DEMAND & CAPACITY AND SURGE RESPONSE PLAN 
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DEMAND – Non-elective assumptions 
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Do nothing scenario would result in bed 
occupancy above 100%  failure to maintain 

patient safety, failure of UEC Standards, 
mass cancellation of elective activity  

This period here 
may be a pressure 

point – AMU 1 
isolation suite 

works = loss of 8 
beds 

• NEL Adult beds 
• Occupied bed demand 

varies from 450 beds in 
August to 519 peak 
winter (69 beds) 

• Do nothing option would 
breach 100% bed 
occupancy from end Nov 
onwards.  

• Modelled NEL beds in 
line with submitted 
trajectory  
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Capacity and Demand Summary 
 
 
Demand 
Maximum COVID, medical, CoE and surgical adult NEL beds required to meet demand (at 100% 
bed occupancy) = 519 beds.   
Any COVID demand replaces NEL demand and is not on top of NEL activity 
 
Capacity (Beds) proposal: 
 Sept – Dec 2022 

 To meet NHSE trajectories on bed occupancy the plan is to progressively open closed beds on existing staffed 
wards.  

 Jan – April 2023  
 Increased winter demand would require the opening of Ward 9 as a dedicated winter 

 

 Bed plan allows for a total of an additional 40 beds from Sept 22 – April 23 in a phased manner.  
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Bed Capacity – actions phased increase 
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  Sept 10th  Sept 15th   Oct 3rd Oct 31st Nov 14th Nov 28th Jan 9th 
Baseline adult non-elective beds 496 496 496 496 496 496 496 

Open 4 beds on ward 23   4 4 4 4 4 4 
Open 4 beds on ward 24     4 4 4 4 4 
Open 5 beds on ward 17       2 2 2 2 
Open 1 bed on AMU 4         1 1 1 

Open 6 beds on ward 6/ward 3           6 6 
Open ward 9 surge             23 
Total bed capacity 496 500 504 506 507 513 536 

Total adult non-elective bed demand 475 475 470 470 470 496 501 
% adult NEL bed occupancy 95.77 95.00 93.25 92.89 92.70 96.69 93.47 

                
Baseline Elective bed capacity 34 34 34 34 34 34 34 

Ward 11 opens       20 20 20 20 
Total elective bed capacity 34 34 34 54 54 54 54 

Elective bed demand 20 22 22 40 40 40 40 
% adult elective bed occupancy 58.82 64.71 64.71 74.07 74.07 74.07 74.07 

                

Baseline Paediatric non-elective beds 46 46 46 46 46 46 46 
NEL surge and escalation           5 13 
Total paed NEL capacity 46 46 46 46 46 51 59 

Total paediatric NEL demand 30 36 36 36 36 45 50 
% paed NEL bed occupancy 65.22 78.26 78.26 78.26 78.26 88.24 84.75 

                
Total G&A beds opened 576 580 584 606 607 618 649 
Total G&A bed demand 525 533 528 546 546 581 591 

Total G&A%  bed occupancy 91.15 91.90 90.41 90.10 89.95 94.01 91.06 
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Impact on bed occupancy  
 
Note:  
 G&A % occupancy and NEL % bed occupancy are maximum for that week 
 NHSE  G&A % occupancy are average for that week 
 Based on our demand and capacity our winter plan as laid out will deliver our NHSE/I trajectory for G&A % bed 

occupancy 
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SECTION 3 Discharge 
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Discharge 
 

Implement the 10 best practice interventions through the 100-day challenge.  
actions below implemented / being implemented as part of joint working with partners 
1. Identify patients needing complex discharge support early  
2. Ensure multidisciplinary engagement in early discharge plan  
3. Set expected date of discharge (EDD), and discharge within 48 hours of admission  
4. Ensuring consistency of process, personnel and documentation in ward rounds  
5. Apply seven-day working to enable discharge of patients during weekends  
6. Treat delayed discharge as a potential harm event  
7. Streamline operation of transfer of care hubs  
8. Develop demand/capacity modelling for local and community systems  
9. Manage workforce capacity in community and social care settings to better match predicted 
patterns in demand for care and any surges  
10. Revise intermediate care strategies to optimise recovery and rehabilitation.  

03/11/2022 



Together, putting patients first 

Discharge 
 

Action Position 

Encourage a shift towards home models of rehab for 
patients with less severe injuries or conditions  

On-going work especially with virtual schemes  - we intend 
to expand out diagnostic virtual ward (Surgery) and elderly 
care virtual ward (open to more <75yr olds) during winter 

Maximise support available from the Seasonal Surge 
Support Programme, provided by VCS partners 

Expansion of VCS for alcohol and mental health are part of 
the system wider winter resilience plan.  Winter bids to be 
approved via UC Board.  
 

Work as One week – 17th October  A number of schemes being trialled to improve discharge 
and flow through the hospital.  Top 5 schemes will be 
continued into winter 
 

EDD and timely discharge Close working with CSUs to ensure all patients going home 
today or tomorrow have accurate EDD and those being 
discharged leave before 4pm   
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SECTION 4  
Ambulance Service Performance 
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Ambulance handover trajectory 
 

There is evidence to suggest that delays in ambulance response times are associated with longer 
handover delays at AEDs 
 
Agreed trajectory for winter is to achieve 1 total hours lost per day after first 30 minutes by March 
2023 
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Ambulance handover – Local actions 
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Action  Position 

HDU open following estates work Improved isolation facilities for infectious patients allowing more timely handover – 
Operational  

Ambulance Assessment Area Nurse handover training ongoing in conjunction with ED and YAS staff. 

Additional entrance for self handovers, fit to 
sit and SDEC patients 

Minor injuries and walk-ins redirected to new minors entrance (soon to be Closed ED 
Model) 
 
SDEC patients redirected to SDEC. Once ED configuration is completed the numbers of 
self handovers to these areas will increase significantly.  

Joint working and engagement with YAS Bi-monthly team meetings, data sharing to ensure rapid surge and escalation, 
including on site YAS team managers and adopting cohorting where appropriate.  

Data Review of data indicates variation by YAS data and the validated position – current 
process being reviewed with support from YAS. 
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Ambulance handover – Regional actions 
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Action  Position 

Maintaining flow at weekends by 
bringing weekend pathway 0 discharges 
in line with weekdays (pathway 0 = those 
patients discharged home with no social 
care support) 
 

7 day consultant of the week model in place across all acute in-patient wards.  A daily senior review including those in 
downstream medical and surgical beds.  
Winter consultant is being recruited to as part of the winter plan. 
Robust on-call rotas both clinical and non-clinical on call management teams. 
Maximise criteria led discharge and effective discharge planning. Data suggests 30% improvement is achievable  
These actions help BTHFT achieve a weekend discharge rate for pathway zero patients of 72% of weekday discharges 
(compared to 51% NEY average) 

Ensure that every ED department has 
clear plans in place for patients to leave 
department promptly. 
 

Optimise self-handover   
Consistency in the prioritisation of clinical handover for ambulance patients vs walk ins. Focus on freeing the 
ambulances for C1 and C2 waiting in community 
Internal triggers for escalating any delay over 15 mins (ambulance)  
Achieve DTA to bed within 60 mins 
Optimise admission alternatives – focus on SDEC and mental health  medical and surgical SDEC continue to expand  
Maximise opportunities for YAS to convey patients directly to specialities at the acute site rather than via ED – Direct to 
SDEC 
Discharge all medically fit and those with no reason to reside  - 30% reduction through joint working between acute and 
social care providers to complete the outstanding actions on 100 day challenge, specifically by reducing the patients 
waiting for packages of care. 
Optimise and maintain use of all private IFT providers to reduce YAS burden . winter vehicle commissioned October 
2022 to April 2023 
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Ambulance handover – Regional actions 
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Action  Position 

Reporting and Oversight  
 

Executive-level oversight is in place within acute trusts to ensure 
rapid intervention for any handover delay in excess of two hours, 
or when then are more than five handover delays in excess of one 
hour.  
Daily reporting of handover delays  through huddle 
Live performance included within hourly triggers and GE ED tile 
providing real time visibility of ambulance handovers .  
 

All boards have oversight of Cat 1&2 ambulances 
performance and  30 and 60 minute handover delays at 
their emergency departments –  

Ambulance handover data forms part of F&P academy report and 
UEC Improvement Plan. 
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SECTION 5 
 Preventing Avoidable Admissions 
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Preventing avoidable admissions 
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Action  Position 

NHSE - Improve and expand our same-day emergency 
care services so that operational hours are profiled 
against demand and surgical availability.  
 

Medical SDEC will move to be co-located with AED to improve 
efficiency. 
Surgical pathways are being developed to avoid AED attendance  
 

NHSE - Review non-emergency patient transport services 
so that patients not requiring an overnight hospital stay 
can be taken home when ready.  
 

Procurement of an additional discharge PTS vehicle is included in 
the winter plan  

NHSE - Improve the provision of the Acute Frailty 
service, including the delivery of thorough assessments 
from multidisciplinary teams. 
 

In place via the EMU with additional input to frailty within ED. 

NHSE - Implement out of hospital home-based 
pathways, including virtual wards. 

Virtual models underway and more in development as part of 
Bradford Virtual Infirmary 
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SECTION 6 
WORKFORCE 
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Workforce 
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Action  Position 

Use of bank and agency & Incentivised shifts We will continue to maximise the use of internal bank staff, agency staff will be sourced where necessary . 
Escalated rates of pay are in place and can be used if necessary with Exec signoff. 

Recruitment International recruitment to key post is ongoing and a Number of international nurses have been recruited. International 
Recruitment is ongoing.  
A recruitment marketing campaign support by Just R is ongoing to attract Nursing, Healthcare and Midwifery staff. Regular 
recruitment events are held, the recent event resulted in over 150 individuals being offered employment.  

Vaccination Staff Flu vaccination has commenced on the 28th of September and supports our efforts to help staff remain healthy. COVID 
Vaccination is also being offer to staff.  

Staff Wellbeing  Thrive portal is live with health and wellbeing is a key focus for the Trust. Wellbeing conversations are ongoing across and further 
focussed work is planned to encourage wellbeing conversations across the Trust.  
Thrive now also includes support links for financial wellbeing in recognition of the pressure on the cost of living.  
Work is ongoing to support staff going through menopause, with investment made to ensure staff have access to support and 
resources.  
 
Home/remote working is supported where possible with clear supportive guidance for staff on working safely.  

Redeployment / Service Planning  Service 
planning 

The trust uses OPEL framework and has the ability to suspend meetings during peak demand times to allow managerial colleagues 
with clinical skills to be redeployed.  
Annual leave planning over key holiday periods (Christmas / New Year) to ensure adequate cover.  
 

Mutual Aid  staff sharing agreement across organisations in BD&C in place.  
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SECTION 7 FUNDING 
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Funding allocations 
 
 £850,000 (non-recurrent) has been allocated to BTHFT as part of the identification of NHSEI’s 7,000 acute bed increase for this winter. 

 There is also £728,000 available as part of our planned baseline (recurrent) for winter resilience. 
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Scheme 
number Scheme details Strategic Objective (that scheme 

relates to) Action (that scheme relates to) Cost of Scheme 

1 
Additional Elderly Consultant at a 
Weekend 
 

In Hospital and discharge.  Bed 
occupancy reduction 

This would provide increased ward round cover across elderly wards promoting decision 
making and flow. There would also be increased in-reach into the Emergency Department to 
support flow and admission avoidance  

£54,000 

2 GP streaming Decongesting AED and improve 
ambulance handovers Expand GP streaming service to start at 8am £80,000 

3 Virtual services Reduce bed occupancy and improve 
flow Expand virtual model to include surgical patients  £55,000 

4 Consultant within ED overnight 
Reduce crowding in A&E departments 
and target the longest waits in ED 
Improve ambulance handovers 

There is not currently a Consultant on site within the Emergency Department overnight. 1 
Consultant to be on site from 10pm to 8am Monday to Sunday.  £180,000 

5 Additional Streaming/Triage 
Nursing Provision 

Pre Hospital and In Hospital. Improve 
ambulance handovers 

To ensure effective streaming at the front door an additional Band 6 nurse will be available at 
the front door between 8am and Midnight Monday to Sunday.  £65,000 

6 Additional Winter Discharge 
Vehicle Discharge. Reduce bed occupancy This would support an increase in capability to discharge patients who require transport home 

from hospital. It would also support earlier promoting flow in the hospital £65,000 

7 Provision of CEM Books to 
Inpatient Wards and Departments 

In Hospital and site escalation. Reduce 
bed occupancy 

CEM books is currently used by the Emergency Department for escalation of issues and the 
support of decision making during times of escalation 

£38,000 

8 Additional Mortuary storage Discharge and reduced bed occupancy Additional temporary body storage over winter period £45,000 

9 HR recruitment In -hospital/staffing. Reduce bed 
occupancy  Speed up recruitment process, especially nurses for the winter ward £35,000 

10 Discharge liaison Officers 
In -hospital discharge. Reduce bed 
occupancy  and no criteria to reside 
patients 

Improve the discharge processes for downstream wards £28,000 

Total       £645,000 
        £728,000 

Slippage       £83,000 
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SECTION 8 ICS BOARD ASSURANCE 
FRAMEWORK 
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BAF mention system level plan 
 

 
 

 Each provider has submitted a number of key documents to the Bradford and Airedale ICS who 
will collate the returns to NHSEI 
 

 Summary to date (September 21st)  can be found here: 
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System Resilience -Winter Planning and Assurance 

Update 21st September 2022
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Context 

The priority is to rapidly increase capacity and resilience ahead of winter, building on the operational plans

ICB will be accountable for ensuring that their system providers and other partners deliver their local plans and work together effectively 

Board Assurance Framework (BAF) will monitor progress monthly against the combined System Capacity Plans, Actions and Good Practice basics and improvement priorities

Each BAF will be unique to each ICS to reflect the specific capacity gaps that have been identified against an agreed set of local trajectories 

Surge and escalation plans with extremis actions reviewed ahead of winter 





Board Assurance Framework (BAF) Collective Core Objectives 

Prepare for variants of COVID-19 and respiratory challenges, including an integrated COVID-19 and flu vaccination programme.

Increase capacity outside acute trusts, including the scaling up of additional roles in primary care and releasing annual funding to support mental health through the winter.

Increase resilience in NHS 111 and 999 services, through increasing the number of call handlers to 4.8k in 111 and 2.5k in 999.

Target Category 2 response times and ambulance handover delays, including improved utilisation of urgent community response and rapid response services, the new digital intelligent routing platform, and direct support to the most challenged trusts.

Reduce crowding in A&E departments and target the longest waits in ED, through improving use of the NHS directory of services, and increasing provision of same day emergency care and acute frailty services.

Reduce hospital occupancy, through increasing capacity by the equivalent of at least 7,000 general and acute beds, through a mix of new physical beds, virtual wards, and improvements elsewhere in the pathway.

Ensure timely discharge, across acute, mental health, and community settings, by working with social care partners and implementing the 10 best practice interventions through the ‘100 day challenge’.

Provide better support for people at home, including the scaling up of virtual wards and additional support for High Intensity Users with complex needs.







BAF – 9 areas of focus 

New variants of COVID-19 and respiratory challenges - Vaccination and IPC measures 

Demand and Capacity - Mental Health, Community & Primary Care 

Discharge – 100 day challenge, Care at home, maximise VCS

Ambulance service performance – hear see and treat, handover delays 

NHS 111 performance - regional call management, increase call handlers

Preventing avoidable admissions – Directory of Services, Virtual Wards, Urgent Community Response, Frailty services

Workforce – Recruitment & retention, staff wellbeing, volunteers 

Data and performance management - Emergency Care Data Set, A&E Forecasting Tool

Communication - winter communications strategy 







BAF Specific Key Metrics, 

6 Nationally mandated winter metrics 

111 call abandonment. 

Mean 999 call answering times. 

Category 2 ambulance response times. 

Average hours lost to ambulance handover delays per day. 

Adult general and acute type 1 bed occupancy (adjusted for void beds).

Percentage of beds occupied by patients who no longer meet the criteria to reside

 

Next Steps 

Region establishing baselines for the 6 metrics

Agree reasonable improvement targets ICB/Place

Establish cycle for monitoring and reporting winter metrics/trajectories and daily pressures
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		Product 		Place  submission		ICS submission 

		Demand & Capacity Plan		25th August		30th August

		Winter Plan inc-Surge & Escalation		3rd Oct TBC		TBC

		Mental Health Capacity Plan		8th September		12th September

		UEC Action Plan		19th September		23rd September 

		Self Assessment of Winter Preparedness		19th September		23rd September

		Better Care Fund Plan Assurance 		26th September 		N/A



2022/23 UEC Winter Board Assurance Framework -BAF 





Governance 

Place 

Place based governance through local A&E Delivery Boards



West Yorkshire Integrated Care Board

ICB Tactical System Leadership Team – weekly (operational)

YAS Executive Tactical Group – weekly 

ICB West Yorkshire formal System Leadership Team – Monthly 

ICB Board – monthly

Finance, Investment and Performance Committee- Bi Monthly

UEC Programme Board – Bi Monthly



Regional/National

North East & Yorkshire UEC Operations 

National Winter review panel 







Winter Touchpoints and Assurance 

ICB West Yorkshire System Leadership Team –21st September, 19th October 

October plan assurance and sharing good practice event 

ICB Board – 21st September, 15th November 

ICB Finance, Investment and Performance Committee - TBC

UEC Board – 27th September 

Regional Assurance Process – 23 September ICS plan submission
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SECTION 9 

Stress Testing against COVID / FLU / RSV  
Demand  

 

03/11/2022 



Together, putting patients first 

Higher than expected COVID/Respiratory and RSV 
  
Demand assumptions 
 
We know from previous winters that COVID/Flu and RSV activity replaces other NEL spells and is not 
on top of existing NEL spells. However, this often leads to associated IPC restrictions on the NEL bed 
base, resulting in closed empty beds we are not able to use.  At the height of Omicron during January 
2022 BTHFT had a maximum of 121 beds restricted due to COVID/Flu and RSV, of which 57 were 
unoccupied. 
 
The following scenarios follows a 20%, 30% and 50% increase in COVID/Respiratory and RSV demand 
against capacity model based on the winter bed plan, plus progressive conversion of elective bed 
capacity into winter NEL capacity to meet the demand and the associated bed restrictions. 
 
It is very likely that should these above scenarios become a reality, our winter metrics, elective 
recovery and financial planning trajectories will not be met. 
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STRESS TESING DEMAND – 20% COVID and 
respiratory surge with  IPC restrictions 
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In this scenario NEL beds in the winter plan 
will barely be sufficient to meet demand 
(between 27th  November and 19th 
February) and NEL capacity will be 
supplemented by the phased cancellation 
of electives so we can transfer elective 
capacity into non-elective capacity 
20% increase in COVID/Flu/RSV – open  
ward 11 additional  21 NEL beds with 
electives on wards 14, 21 and 20 
The above is in our COVID 19 Operational 
Response Plan  

 
 

350

400

450

500

550

600

14
/0

8/
20

22

21
/0

8/
20

22

28
/0

8/
20

22

04
/0

9/
20

22

11
/0

9/
20

22

18
/0

9/
20

22

25
/0

9/
20

22

02
/1

0/
20

22

09
/1

0/
20

22

16
/1

0/
20

22

23
/1

0/
20

22

30
/1

0/
20

22

06
/1

1/
20

22

13
/1

1/
20

22

20
/1

1/
20

22

27
/1

1/
20

22

04
/1

2/
20

22

11
/1

2/
20

22

18
/1

2/
20

22

25
/1

2/
20

22

01
/0

1/
20

23

08
/0

1/
20

23

15
/0

1/
20

23

22
/0

1/
20

23

29
/0

1/
20

23

05
/0

2/
20

23

12
/0

2/
20

23

19
/0

2/
20

23

26
/0

2/
20

23

05
/0

3/
20

23

12
/0

3/
20

23

19
/0

3/
20

23

26
/0

3/
20

23

02
/0

4/
20

23

Total NEL Beds Available as per winter plan

Total beds available if we did nothing

Total IP Demand with 20% respiratory

Total NEL beds available in winter plan plus additional elective  beds

Maximum demand 530 @ 20% increase.  



Together, putting patients first 

STRESS TESING DEMAND – 30% COVID and 
respiratory surge with IPC restrictions 
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In this scenario NEL beds in the winter plan 
are insufficient to meet demand (between 
27th  November and 19th February) and NEL 
capacity will be supplemented by 
additional  phased cancellation of electives 
so we can transfer elective capacity into 
non-elective capacity 
30% increase – open ward 11 and ward 14 
to NEL = additional 34 beds (P1, cancer 
electives and some long wait patients on 
wards 21 and 20)  
The above is in our COVID 19 Operational 
Response Plan  
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STRESS TESING DEMAND – 50% COVID and 
respiratory surge with IPC restrictions 
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In this unlikely scenario NEL beds in the 
winter plan are completely insufficient to 
meet demand (between 27th  November 
and 19th February) and NEL capacity will be 
supplemented by the complete 
cancellation of all electives with the 
exception of cancer. 
 50% increase – open ward 11 and 21 to 
NEL = 42 additional beds with ward 14 
being the only elective ward for P1 and 
cancer cases only.  
The above is in our COVID 19 Operational 
Response Plan  
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SECTION 10 KEY RISKS 
 

 
 

03/11/2022 



Together, putting patients first 

Key RISKs 
 
Key risks which may impact the delivery of this plan have been identified in the winter survey as: 
 
 Workforce: Staff wellbeing, recruitment and ensuring sufficient workforce. 
 Industrial action 
 Significantly increased demand and complexity due to COVID and non-COVID admissions. 
 Inability to flex to respond to surges. 
 Potential high rates of flu and/or RSV. 
 Ability to deliver the vaccination booster programme and expansion of COVID vaccine eligibility. 
 Balance between delivering current services and trying to implement new and or transformed 

services 
 Balancing elective re-start with higher acuity and increased demand 
 The ICS has also undertaken risk assessment for winter, which is within the ICS winter planning 

document. 
 Inability to achieve elective recovery levels and attract Elective Recovery Fund.  

 
03/11/2022 



Together, putting patients first 

 
 

 
 

SECTION 11 – Appendices 
Associated Documents 

Going Further on our Winter Resilience Plans 
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OPEL 
 

The Operational Pressures Escalation Level Framework is a national framework used to provide a consistent 
approach to managing escalating operational pressures. It provides a nationally consistent set of escalation levels. 
 
Peaks and troughs in demand are no longer a purely ‘winter’ event and can occur at any point of the year.  This plan 
recognises the need for a single, consistent year round surge management and escalation plan which integrates with those 
of the wider health economy.    
 
The Operational Pressures Escalation Levels (OPEL) provides a consistent national system for assessing the pressure felt 
by any organisation or the wider health economy.  They also ensure a structured set of arrangements are implemented as 
pressures increase.   
 
There are 4 OPEL levels summarised in the document below. OPEL levels have both a local and regional impact. Using the 
definitions the pressures experienced at each level can be quickly and simply communicated to Trust staff and to partner 
organisations 
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Introduction



The Operational Pressures Escalation Level Framework is a national framework used to provide a consistent approach to managing escalating operational pressures. It provides a nationally consistent set of escalation levels, triggers and protocols which have been aligned with the local A&E Delivery Board and underpins this plan. 



Peaks and troughs in demand are no longer a purely ‘winter’ event and can occur at any point of the year.  This plan recognises the need for a single, consistent year round surge management and escalation plan which integrates with those of the wider health economy.   



The Operational Pressures Escalation Levels (OPEL) provides a consistent national system for assessing the pressure felt by any organisation or the wider health economy.  They also ensure a structured set of arrangements are implemented as pressures increase.  



There are 4 OPEL levels summarised in the table below. OPEL levels have both a local and regional impact. Using the definitions below  the pressures experienced at each level can be quickly and simply communicated to Trust staff and to partner organisations.  



		OPEL Level

		BTHFT High Level Description

		Regional High Level Description



		1

		Normal / Slightly Increased Pressure

· Demand within normal parameters

· Capacity available for expected demand. 

· No staffing issues impacting on patient care

· Good patient flow through ED and other access points

· Manageable pressure on maintaining ED 4 hour target

· No significant Infection control issues 

· No technological difficulties impacting on patient care

		· The local health and social care system capacity is such that organisations are able to maintain patient flow and are able to meet anticipated demand within available resources. 

· The Local A&E Delivery Board area will take any relevant actions and ensure appropriate levels of commissioned services are provided. 

· Additional support is not anticipated. 



		2

		Moderate Pressure

MAY TRIGGER SILVER COMMAND

· Daily NHSE exception report triggered

· Anticipated pressure in facilitating ambulance handovers 

· Insufficient discharges to create capacity for the expected elective and emergency activity 

·  Infection control issues emerging 

· Less staff available, but are sufficient to maintain services 

· Lack of beds across the Trust 

· Capacity pressures  in Critical Care and specilaitst beds 

· ED patients with Decision To Admit (DTA)s and no action plan

· Requirement for additional escalation beds likely

· Infrastructure failure/ Failiure of one or more IT system(s) that is either unexplained, or that is anticipated to extend beyond 2 hours

		· The local health and social care system is starting to show signs of pressure. The Local A&E Delivery Board will be required to take focused actions in organisations showing pressure to mitigate the need for further escalation. 

· Enhanced co-ordination and communication will alert the whole system to take appropriate and timely actions to reduce the level of pressure as quickly as possible. 

· Local systems will keep NHS E colleagues at sub-regional level informed of any pressures, with detail and frequency to be agreed locally.

· Any additional support requirements should also be agreed locally if needed. 



		3

		Significant Pressure

SILVER COMMAND

· Significant deterioration against the 4 hour target 

· Actions taken in OPEL 2 have not succeeded in returning the system to OPEL 1 or preventing the score going to OPEL 3. 

· Ambulance handover within 60 minutes significantly compromised

· Patient flow significantly compromised

· Unable repatriate within 48 hour timeframe

· Social care support and equipment causing delays for a number of patients

· Significant unexpected reduced staffing levels

· Serious capacity pressures in intensive care and specialist beds

· Infrastructure Failure/ Failiure  of at least one Trustwide IT system that is either unexplained, or that has an anticipated or estimated outage of more than four hours

· Problems reported with Support Services (Porters, security, cleaning services, Pathology)  that can’t be rectified within 12 hours

		· The local health and social care system is experiencing major pressures compromising patient flow and continues to increase. 

· Actions taken in OPEL 2 have not succeeded in returning the system to OPEL 1 or preventing the score going to OPEL 3.. 

· Further urgent actions are now required across the system by all A&E Delivery Board partners, and increased external support may be required. 

· Regional teams in NHS E will be aware of rising system pressure, providing additional support as deemed appropriate and agreed locally. 

· National team will also be informed by Sub-regional teams through internal reporting mechanisms 



		4

		Severe Pressure

FULL COMMAND AND CONTROL

· No capacity across the Trust

· Action at OPEL 3 has failed to de- escalate 

· Severe ambulance handover delays exceeding 120 mins

· Emergency care pathway significantly compromised

· Unexpected reduced staffing numbers causing increased pressure on patient flow and compromising service provision / patient safety

· Severe capacity pressures on intensive care and specialist beds

· Infectious illness causing loss of beds, Norovirus, Severe weather, and other pressures in Acute Trusts (including ED handover breaches)

· Infrastructure Failure/ Failiure of at least one Trustwide IT system that is either unexplained, or that has an anticipated or estimated outage of more than 8 hours 

· Problems reported with Support Services (Transport, Facilities Pathology- etc.) that can’t be rectified within 24 hours

		· Pressure in the local health and social care system continues to escalate leaving organisations unable to deliver comprehensive care. 

· There is increased potential for patient care and safety to be compromised. 

· Decisive action must be taken by the Local A&E Delivery Board to recover capacity and ensure patient safety. 

· All available local escalation actions taken, external extensive support and intervention required. 

· Regional teams in NHS E will be aware of rising system pressure, providing additional support as deemed appropriate and agreed locally, and will be actively involved in conversations with the system. 

· Where multiple systems in different parts of the country are declaring OPEL 4 for sustained periods of time and there is an impact across local and regional boundaries, national action may be considered. 
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· To protect and maintain safe patient care 

· To protect staff and maintain safe working conditions 

· To assist the Trust to remain at OPEL Level 1 (Green) or enable a return to that level  as soon as possible

· To define escalation procedures and processes to be utilised in the event of an actual or potential surge or capacity issue 

· To set clear expectations around roles and responsibilities and terminology for all those involved in escalation in response to surge pressures 

· To avoid breaches of key performance indicators, including the Emergency Care standard  (ED 4-hour target) Access targets such as Cancer and gender-related privacy and dignity requirements

· To provide a nationally consistent set of escalation levels, triggers and protocols for local A&E Delivery Boards

· To act as the BTHFT Contingency plan for increased demand for services
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· The clinical priority of patients across the Trust will primarily determine when and where patients are treated and cared for.

· The Command Centre will act as the primary focus for decision making and allocation of capacity and resource as it holds the overarching view of the Trust operating level.

· Surge in Operational Pressures resulting in a requirement for command and control will be managed in the Command Centre 

· Managing patients at a time of increased escalation will require accepting and managing additional risks. If risk assessment is required for any part of the OPEL the Trust’s standard risk assessment process will be followed. 

· Services should be maintained for as long as is practicable in times of increased escalation.

· The Trust will work to recover any suspended services as soon as possible.

· Where acceptable clinical alternatives are available, patients will be signposted to less congested services. However clinical judgment regarding suitability of this will take precedence.

· Decision-making and actions in response to an escalation will be made promptly and within agreed timescales.

· When the overall criteria for a higher escalation level is no longer met, the system will ‘de-escalate’ or recover towards green. This will mean actions implemented to deal with the surge in activity will be reversed for example closing opened beds, or returning redeployed staff to their usual place of work. 

· Any additional costs resulting from the implementation of actions described within the OPEL MUST be approved through the normal operational, financial processes.  

· When dealing with incidents escalating to level 3 and 4  the Joint Decision Making model will be used (Appendix B)  . Joint Decision Making Model 
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Response to operational pressures will be based on operational management arrangements as far as possible. However, depending on severity, there may be a need to invoke formal command and control arrangements which will require the implementation of  Silver / Gold Command.  Arrangements for this are described within the Trust  Incident  Response plan. 



A  Major Incident is defined as “any occurrence that presents serious threat to the health of the community, disruption to the service, or causes (or is likely to cause) such numbers or types of casualties, as to require special arrangements to be implemented by hospitals, ambulance trusts or primary care organisations”. 



It is likely that a business continuity or critical incident will impact the Trust and could cause the OPEL score to be raised.



A major incident is not, in itself a measure of surge or escalation pressures, for example a shortage of qualified staff may cause difficulties in maintaining essential services.  However, given the likely consequential impacts it is important that OPEL levels are integrated with the Trust’s Incident Response plan  (this occurs at Levels 4) and implementation of the plan may form part of the response to the pressures being felt.  



To ensure coordination of the OPEL with other Corporate Contingency Plans, when multiple plans are invoked overall management and coordination of response will be via the Command Centre.
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Only those with suitable authority can set the OPEL level, when this is being undertaken consideration should be given to the following points. The Clinical Site team have authority to set the Opel Level but must discuss any change in OPEL level with the Clinical lead for Patient Flow in hours or On Call Manager.

 

· The position of all criteria should be considered when setting the OPEL level, no individual criteria should determine the Trust’s level

· The level reflects the overall pressure felt by the Trust, not that felt by a single area

· Where an event has been identified that will substantially increase pressure on the Trust the level should be proactively set to reflect this and not delayed until the pressure is felt

· At a minimum, the OPEL level should be reviewed at the time of each Sitrep publication throughout the day. 
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To enable OPEL to work effectively staff must be clear about their roles and responsibilities.  It is recognised that all staff have a role to play during times of heightened activity.  Responsibilities for the production and development of this plan are defined below.  Role cards setting out the specific actions required from each role as part of the response to each OPEL level are defined. When the key person is unavailable, e.g. due to annual leave, they are required to ensure appropriate arrangements are in place to ensure continuity of their responsibilities / tasks, for example nomination of a deputy.



1.1 [bookmark: _Toc528755577][bookmark: _Toc18487247]Trust Board

· To ensure that this plan is produced and is fit for purpose to meet expected demand.



1.2 [bookmark: _Toc528755578][bookmark: _Toc18487248]Chief Executive

· To ensure that there is a robust plan in place and that there is delegated responsibility to a Director for the delivery and monitoring of the plan. 

· To ensure adequate resources are made available to implement the required response.



1.3 [bookmark: _Toc528755579][bookmark: _Toc18487249]Chief Operating Officer

· Delegated authority from the Chief Executive for the development, implementation and monitoring the effectiveness of the plan.  

· Responsible for leading the development of communication mechanisms with external bodies.

· Ensure the plan is distributed to and implemented by all appropriate staff.



6.4  Chief Nurse / Chief Medical Officer

· Responsible for the oversight of clinical quality and safety

· [bookmark: _Toc18487250][bookmark: _Toc528755580]Ensure, via the individual offices, that clinical staff are aware of their professional responsibilities in relation to escalation and clinical safety



6.5     Directors and Deputy Directors Of Operations 

· Delegated authority from The Chief Operating Officer for the implementation of this plan

· Responsible for ensuring Clinical Business Units have robust plans in place to effectively manage OPEL



1.4 [bookmark: _Toc18487251]Clinical Lead Command Centre

· Delegated authority from the Director of Operations Urgent Care to lead  and oversee  the Trust operational response level in line with OPEL requirements

· Escalate increasing operational pressures affecting Trust OPEL 

· Work/ communicate with internal and external partners as required by the OPEL plan



1.5 [bookmark: _Toc18487252]Operational Managers, Professional leads 

· Escalation of any patient or staff safety risks

· Carry out the actions defined within the OPEL Action cards, which can be found here



[bookmark: _Toc528755581][bookmark: _Toc18487253][bookmark: _Toc362622283][bookmark: _Toc352685898]Decision Making



1.6 [bookmark: _Toc528755582][bookmark: _Toc18487254]Meetings

Demand for beds and services are managed through the Clinical Site Meetings held in the Command Centre at pre-determined times throughout the day (See table below). Key decisions are made at these meetings which affect the management of operational pressures as they fluctuate throughout the day.  The specific responsibilities for each role within the meetings described below are contained within the specific OPEL Role Cards available here



		Days

		Time

		Meeting 

		Attendees



		Mon-Fri

		0930

		Clinical Site Meeting

		Clinical Site Team, Command centre, General Managers, matrons, ADNs, IPC, estates & facilities, Pathology, radiology 

Planned Care , Unplanned care, Women/Children,ED Representatives



		

		1200

		

		



		

		1600

		

		As above plus First On Call Manager (on site)



		Mon-Fri

		1800

		Site Update Meeting

		First On Call Manager /  GM Command Centre/ CST -Triggered by GM Command Centre if  OPEL requires this 



		Sat-Sun

		1000



1530

		Site Update Meeting

		First On Call Manager /CST/senior on call colleagues







7.1.1. Clinical Site Meeting Responsibilities





The Clinical site meeting covers the following:  



· The Opel Level of the Trust 

· The Escalation Trigger level of the Emergency Department

· The Trust Bed position (including outlier number, bed waits, elective position, closed /restricted bed status, predicted net beds, speciality beds, surge beds)

· Trust staffing issues 

· Any resilience issues affecting operations 



Patient Flow Responsibility

· To ensure operational activity is delivered in a safe and planned manner to optimise patient outcomes and maximise communication.

· To ensure patient pathways are managed in a timely way, ensuring all elements of the patient pathways meet expected KPIs – e.g. ECS, ICU step down, HASU 

· To review current situation and take decisions to mitigate any actual or expected bed shortages

· To ensure patient placement and pathways are managed optimally avoiding inappropriate patient placement (see section 12.4)

· To ensure that teams work collaboratively to deliver high quality and timely care to patients across multiple specialities

· To allow teams to develop understanding of core issues and to enhance decision making and ownership.

· To ensure that any risks are understood and plans are developed and mitigated safely to address any operational and safety issues that might exist

· To provide a consistent leadership approach to the management of patient flow and associated operational issue



Clinical Site Responsibility

· Inform OPEL level. (The Patient lead for Patient Flow  will formally advise the Deputy/Directors Of Operations  and any  relevant staff and third parties, e.g. CCGs when an escalation in OPEL Levels occurs)

· Lead the response in accordance with OPEL Levels and ED Trigger score 

· Make regular assessments of the situation (including potential impacts) and communicate this to the Deputy/Directors of Operations or on call managers

· Take decisions to address issues, including invoking contingency/ escalation plans if required and update the Deputy/ Directors of Operations as necessary.  This includes plans required to respond to other issues affecting patient care,  e.g. IT failure, staffing concerns 

· Communicate any estimated or actual shortfalls of resources that might require mutual aid 

· To ensure there is effective communications throughout the Trust following site meetings where required especially where escalation requires the instigation of command and control structure(s) 

· To maintain patient safety as a priority at all times 

· Ultimately to ensure that the organisation operates to function at normal operating – OPEL level 1
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[bookmark: _Toc18487256][bookmark: _Toc528755584]8.1 Internal Trust Communication 

The OPEL level of the Trust is communicated through the Trust internal SITREP report published at 0700, 13.00, 17.00, 22.00.  The report is circulated to key operational and clinical leaders and provides a comprehensive overview of Trust capacity and any operational issues. Key messages from clinical site meetings are commutated via the report. The Trust external SITREP is communicated to the CCG every weekday morning and this also contains the Trust maximum OPEL score for the preceding day as well as other detailed operational activity information.



[bookmark: _Toc18487257]8.2 Internal NHS Communications 

Prior to a wider internal OPEL escalation alert is it essential that local, regional and national partners (including local authorities) are notified and given the opportunity to input and offer support and that the escalation is necessary and appropriate 



Regional escalation and subsequent reporting to NHS England is the responsibility of the A&E Delivery Board.  
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8.3.1 External Teleconference 

The purpose of the calls is to:

· Review current system pressures using OPEL Level

· Confirm that all partners have carried out their internal actions

· Agree what actions need to be taken and by whom 

· Agree if the frequency of the conference calls need to be increased





Unless advised differently at the time, the dial in details are; 	



· Dial in Number: 0844 4737373

· Passcode: 258454	


For teleconference taking place out of office hours the on-call Director representing the CCGs will email notes of the call with agreed actions to all partners. If a representative is not available to attend the call, it is expected information will be provided via email to the CCG Manager who is coordinating the teleconference.



8.3.2 Internal Teleconference calls 

Internal teleconference calls can be arranged at any time in response to an operational issue however where they are required routinely as in the Regional Surge and Escalation Response Plan  the requirements will be communicated via the Weekend Operational Response plan. 



In the event a Trust call is required the following dial in details should be used  

 

· Dial: 0333 0164 757

· Room number: 88418830 #

· Guest PIN: 6471 #



[bookmark: _Toc528755586][bookmark: _Toc18487259]8.4 Public Communications

All external and public facing communications should be carried out in a clear and consistent manner to: 

· Communicate operational pressures and actions the Trust has taken in response 

· Advice on any actions or response required of the public. 

· How they can access the care they need even during times of pressure. 



To ensure consistency of messages all public communications the Trust will:

· Ensure all partner organisations are made aware of any public facing communications being issued in relation to operational pressures and escalation.  Copies of the communications will be provided ahead of time, if possible 

· Use terminology consistent with the national framework when describing the operational pressures and escalation status within the local area 

· Ensure the description of the operational pressures and escalation status is accurate and responses being taken are proportionate 

· If the decision is taken to communicate to the public that ED pressures are severe, and advise them to consider alternative places to seek treatment, then detailed information on all appropriate alternatives will be provided 





[bookmark: _Toc528755587][bookmark: _Toc18487260]Regional Integration



[bookmark: _Toc528755588][bookmark: _Toc18487261]9.1 Integration with Regional Escalation Arrangements

The local A&E Delivery Boards are required to have a surge and escalation plan in place containing OPEL Levels; this plan has been created to integrate with these arrangements (described in Appendices C-F).  When the event requires escalation and affects only a single acute hospital, CCGs will coordinate and manage the response, they will take a supporting role if the event affects a wider area.  



Appendix C - Health Partners Summary Escalation Triggers

Appendix D - Regional Responsibilities

Appendix E - Local Escalation Process

Appendix F - Escalation and Protocols with Local Partners, NHS England and NHS Improvement



[bookmark: _Toc528755589][bookmark: _Toc18487262]9.2 SITREP Reporting (escalation reporting)

Year round, reporting will be exception based and agreed locally between the A&E Delivery Board and NHS England.   For the winter period (dates to be communicated), there will be daily escalation status reporting processes in place (by exception).



It is anticipated that the Trust will need to support the local A&E Delivery Boards to advise NHS England if escalation status is raised to OPEL 2, and provide a full report if escalation is raised to OPEL 3, with daily updates on the situation until escalation has been stood down. 



If escalation to OPEL 4 occurs, updates will be agreed as frequently as necessary between the board and NHS England, this is to ensure all support and interventions are available to facilitate standing down escalation as soon as is it is appropriate to do so.







1



[bookmark: _Toc528755591][bookmark: _Toc18487263]BTHFT OPEL LEVEL SCORING MATRIX



		Triggers*

		Green

		Amber

		Red

SILVER COMMAND

		Purple

GOLD COMMAND



		Daily ED attendances (T1&3)

 (3 day average)

		<380

		1

		381-420

		2

		421-480

		3

		>481

		5



		Total daily admissions (3 day average)

		<152

		1

		153-175

		2

		175-190

		3

		>191

		5



		Total daily discharges (3 day average)

		>152

		1

		140-151

		2

		131-139

		3

		<130

		4



		>21 day LoS patients 

(3 day average)

		>50

		1

		51-65

		2

		65-90

		3

		>90

		4



		IPC restricted beds –unccopued total

(3 day average)

		0-5

		1

		5-10

		2

		11-20

		3

		>20

		4



		Bed Occupancy

(3 day average)

		<85%

		1

		86-90%

		2

		91-95%

		3

		>95%

		4



		Number of patients/wards open to COVID

		0-15 patients

		1

		Ward 31 fully Red

		3

		Two wards occupied

		5

		More than two wards occupied

		6



		Nurse Staffing Trust

		Below agreed levels on 1 - 5 wards, staff moved to ensure all areas deemed safe

		1

		Below agreed levels on 5 - 10 wards/areas, staff moved to ensure all areas deemed safe

		2

		Below agreed levels on 10 - 15 wards/areas, staff moved to ensure all areas deemed safe

		3

		Incident declared due to staffing concerns

		4



		Critical Care Capacity

(morning sitrep)

		>2 each Red and Green

		1

		Less than 2 Red or Green available

		2

		Critical Care full but with step downs identified

		3

		Critical Care full with no steps downs identified/no capacity in network/cancellation of electives

		4



		Cancelled Operations

		None

		1

		1-5 cases cancelled on the day due to capacity

		2

		Cancer patients and/or whole lists cancelled on day

		4

		No elective activity

		6



		Business Continuity

		Minor infrastructure failure. Low priority services up to 72 hours of disruption tolerable

		1

		Infrastructure failure affecting provision of services to patients

		2

		Infrastructure failure over 12 hours or loss of HIGH PRIORITY** services

		4

		Infrastructure failure over 24 hours of loss of ESSENTIAL*** activities

		



6



		Extreme Weather (as per Met Office Alert Levels)

		Level 1 – Year round preparedness and action does this need to be in?

		1

		Level 2 – Alert and readiness. Severe weather is forecast/ local impact causing minimal disruption to the Trust

		2

		Level 3 – Severe Weather Action. Impact expected on health services/ Local incident impacting on the Trust

		3

		Level 4 – Major weather  Incident Emergency Response. Major Incident declared by Central Government

		4



		SCORES

		

		

		

		



		TOTAL SCORE

		

		







[bookmark: _Toc467585215][bookmark: _Toc528755592]

10.1.OPEL Scoring Matrix Key



Each Trigger will score between 1 & 6 – the individual score for each trigger will be calculated to give a total score. The total score then identifies the OPEL at the top of the relevant column.



		Score

		OPEL 



		0-17

		Level One 



		17-28

		Level Two 



		29-40

		Level Three 



		>40

		Level Four 







*	Each Trigger Level has clear escalation action cards to mitigate against further deterioration in performance and return to normal service.  The relevant CBU /service area will be responsible for ensuring all action are taken and reported to the Operations Centre.  





	

***	 Essential as deemed in a Business Impact Assessment is where a service has no tolerance for outage such as essential electricity supply, access to critical IT systems, medical gases, fire detection and suppression systems etc. High priority is where a service has an outage tolerance up to 24 hours such as water supplies, grounds/access routes for snow clearing and gritting etc













11 
BTHFT Bed Capacity Escalation



[bookmark: _Toc467585216][bookmark: _Toc528755593][bookmark: _Toc18487264]Introduction

Crowding will occur in all organisations occasionally, BTHFT recognises that crowding in all acute areas, such ED and assessment areas, will have the the potential to cause negative impact upon patient experience and outcomes, including 

· reduction in the quality of care that patients receive 

· increased length of stay for non-elective admissions 

· increased number of serious incidents 

· cancellation of elective hospital activity; and 

· Compromised ability to provide patient privacy, dignity and the delivery of basic nursing care. 

It should be noted that the effects of crowding are most severe for the most sick and vulnerable patients.



The OPEL levels and ED escalation Trigger Levels make clear that bed waits in the ED is one of the triggers for launching the Surge Protocol however, there are other factors which might cause the Trust to require this protocol.



[bookmark: _Toc18487265][bookmark: _Toc467585217][bookmark: _Toc528755594]11.1 Bed Capacity Escalation - Decision Trigger 

The decision to open additional capacity will be made by the Clinical Lead Patient Flow during the day   (informing the Deputy/ Director Operations Urgent Care) or First on Call Manager (informing the Director / Executive On call manager) out of hours. When all surge capacity has been exhausted the Surge Protocol should be invoked. (Appendix 1)



11.2 Mental Health Bed Capacity Escalation

Please see 12.1 below, It is the responsibility of the ward area to communicate with the mental health team regarding the management of any patient requiring a mental health bed however the Clinical Site team/ On Call Manager should be made aware to ensure the patient is documented as a repatriation to ensure there is a corporate oversight of the need for a bed with another provider and to ensure the patient is repatriated to a mental health bed as soon as possible.



11.3 Repatriation / Clinically Required Transfer Escalation

Any patient requiring repatriation or clinically required transfer should be reported to the Clinical Site Team. The expectation is that any patient requiring transfer in to or outside of the Trust is moved within 48 Hours of the patient being clinically accepted. The CST will actively chase the required movement of patients in and out of the Trust and if the escalation pressure is such that repatriations become prolonged beyond the 48 hrs. timescale will escalate to the Clinical LeadPatient Flow. Executive/ Director level intervention may be required if delays become excessive.



11.4 Sub optimal Patient Placement 

Although every effort is made to ensure patients are placed in a timely way to the most optimal location, escalation pressures can invariably result in the need to move patients at sub optimal times to sub optimal locations despite the best efforts to mitigate such moves. 



11.4.1 Patient Moves after 10pm 

Whenever a patient has to be moved after 10 pm the move is recorded by the Clinical Site team. Patients moved after 10pm  for non clinical reasons are reportable - this information is collated by the performance team for the corporate board report. (A clinical reason is defined as a move required  to create a specialist bed whereby not implementing the move would  result in the specialist bed being unavailable for a patient who immediately requires it).



11.4.2 Inappropriate Patient Placement 

If a patient is moved to an inappropriate location a datix form should be completed to enable a full investigation of the circumstances of the placement and to minimise the risk of this recurring.



11.4.3 Outliers 

As operational pressures escalate and capacity becomes restricted the numbers of patients who are moved outside of the ideal specialty bed base increases. The management of outliers is overseen in the Clinical Site meetings. Detailed guidance on the management of outliers can be found in (Appendix 2)



[bookmark: _Toc528755595][bookmark: _Toc18487266]12 BTHFT Emergency Department Escalation



The ED Escalation status forms part of the Trust OPEL score. The ED Trigger scores (Appendix 3) are monitored and recorded hourly throughout the day by the Clinical Site Team. The escalation trigger is discussed and agreed with the shift leader in ED. There are detailed escalation action cards which accompany the trigger score and the Shift Leader / Medical Coordinator record the escalation position in CEM Books where the  required escalation actions are documented and recorded. 



The Command Centre ED Status Tile will record live information which includes a variation of the escalation trigger status to enable proactive de escalation action. 



The documented hourly escalation triggers are routinely provided to: 

· Chief Operating Officer 

· Director/Deputy of Operations Urgent Care 

· Clinical LeadPatient Flow/Command Centre

· General Manager ED

· Matron ED 

· Associate Director Nursing Emergency Care

· On call Managers of the day  



The ED escalation triggers are overseen at every Clinical Site Meeting. Out of hours the responsibility for overseeing the implementation of the required escalation actions lies with the Oon Call Manager.



  

[bookmark: _Toc528755596][bookmark: _Toc18487267]12.1 ED Mental Health Escalation

When a patient with underlying mental health illness is  



· waiting (or will wait) over 4 hours for a comprehensive mental health (MH) assessment; and / or following this 

· waiting for access to a MH bed; and

· does not need to be in ED  for medical reasons





All reasonable attempts by the Mental Health service at BDCT should be made to provide capacity to accept or transfer the patient to a mental health bed. Should a mental health bed be unavailable the patient should be transferred to a Trust bed in the appropriate assessment area. (Appropriate levels of supervision to be provided). 



Whilst it is acknowledged it would be optimal to have a more timely mental health assessment and or access to a mental health bed these decisions will only occur when all other avenues have been exhausted and it is clear that the patient will not be discharged or transferred to a mental health facility unit for a number of days.





[bookmark: _Toc528755597][bookmark: _Toc18487268]12.2 Ambulance Divert 

The capacity levels within the Trust and activity within ED may justify a decision to consider an ambulance divert away from the Trust. A decision to consider a formal ambulance divert requires the COO or Trust Executive on call to discuss with the on call manager at NHS England. Before agreeing to a divert the director on call must consult with the Consultant in charge in ED. It is worth noting that unless the Trust is experiencing specific local pressures that other Trusts within the district will probably be in the same position of escalation negating the benefit of requesting a formal divert. It is often more helpful to speak to the Regional Operations Centre at YAS to ask for a ‘soft divert’ which means any border patients be taken to alternative local hospitals for a brief period. This can also be arranged through direct discussion with the managers at local provider hospitals who can agree a temporary period of mutual support. This should happen in exceptional circumstances. When the Trust is experiencing extreme pressure the Operations Supervisor should be on site to offer support.

[bookmark: _Toc18487269]The YAS Operations Supervisor or Locality Manager at the Regional Operations Centre (ROC) can be contacted on 07825103781 / 07876596877. 



The Executive on Call makes the decision to divert.  If a formal request for divert is required the CCG Director On Call must also be notified.









13  Impact Assessments for this policy



13.1	 Equality Impact Assessment

This Policy was assessed in August 2019 to determine whether there is a possible impact on any of the nine protected characteristics as defined in the Equality Act 2010.



It is has been found not to have impact on:





•	Age

•	Gender

Disability

•	Gender reassignment

•	Marriage and civil partnership

•	Maternity/pregnancy

•	Race and ethnicity

•	Religion and belief

•	Sexual orientation



It has also been assessed to determine whether it impacts on human rights against the FREDA principles (Fairness, Respect, Equality, Dignity and Autonomy) and it is considered that it does not have impact. This assessment will be reviewed when the policy is next updated or sooner if evidence of further impact emerges.





13.2	Privacy Impact Assessment

This Policy was assessed in August 2019 to determine whether there is a possible impact of which it has no impact.



13.3	Financial Impact Assessment

Any plans that require additional resource should be fully assessed in terms of the financial impact . The Trust resilience budget is used to manage a  proportion of planned surge  requirements within the Trust such as those planned for winter . All operational managers have a responsibility to ensure they work within agreed budgets and this policy requires the application of the same  financial rigour.



13.4. 	Training requirements

No formal training requirements, however wide Trust dissemination is required 



13.5.	Monitoring arrangements

	

Any identified compliance concerns and areas for improvement will be captured through the monitoring of Trust performance as well as through discussons with partner organisations such as Bradford District Care Trust , Local Authority, Airedale foundation Trust and the CCG. Any National requirement for monitoring or variation will also be captured in this document





13.6	Review arrangements 

This policy will be reviewed regularly in the first year  to reflect any changes that may be required . Following this period, the policy will be reviewed annually to ensure it remains fit for purpose .



14	Associated Documentation and References





The following appendices are attached to this policy:



Appendix 1  	Surge Capacity Plan

Appendix 2 	Process for management and Identification of outleirs 

Appendix 3 	Hourly ED escalation Triggers and Action Cards 



Appendix B     Hyperlink National Joint Decision making model



Appendic C     Health Partnerhip Summary Escalation Triggers

Appendix D     Regional Responsibilities

Appendix E     Local  Partnership Escalation process

Appendix F     Escalation and  Protocols with  Local Partners 
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		SOP for the management of Adult  patients requiring admission from ED during periods of extreme operational pressure 
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1 .Purpose and Scope



During Periods of high demand when capacity in the Emergency Department (ED) is severely compromised, increasing the clinical risk to patients and impacting on patient flow this SOP will be implemented to provide urgent short term capacity relief.  This SOP is intended to be used only in extenuating circumstances and should be used as part of the escalation actions described in the Trust OPEL policy. The SOP should therefore not be required unless the Trust is verging on escalation to or has reached OPEL 3.  There may be occasions when the Trust is operating at OPEL 2 when this SOP will need to be implemented for short periods of time to decongest ED in order to reduce the risk of further escalation. The principle is to focus on patient discharge to negate the need to operationalise this SOP 



This SOP ouitlines the roles of the senior Dr/Majors Consultant (MC) review and consultant speciality in-reach to appraise alternatives to admission.  It also identifies the creation of adult bed capacity to allow patients waiting for an admission bed to be transferred from ED creating capacity and maintaining flow. The following ward areas will be used to provide urgent capacity relief.



AMU 4 – 1 surge bed

Ward 17 – 2 surge beds 

Ward 18 – 4 surge beds (PCU beds)

Ward 24  - 4 surge beds (day case into overnight G&A)

Ward 25 (GATU) – 3 surge beds (day case into overnight G&A)

Total – 14



In order to create capacity as quickly and safely as possible those patients that have already been assessed within the acute admitting areas with treatment plans will be identified to move to the wards identified above.  It is therefore crucial that suitable patients are consistently identified to move in order that this process is not delayed. The ward areas must identify patients using the’ fit to lodge’ icon in EPR. There may be occasion when following clinical assessment it is decided that a patient from ED should be accommodated within the temporary area as this is more clinically appropriate.   



This temporary capacity should only be opened as a last resort when all relevant admission beds within the Trust are occupied.  Patients will be held in these temporary locations for a maximum period of 2 hours until a bed can be created in the relevant admission speciality. The medical team who has accepted the patient admission will be responsible for the medical care and oversight of the patients in the holding areas. The Heads of Nursing in collaboration with the Deputy Chief Nurse In hours will identify staff to open the Surge beds. Out of hours this will be done between the Clinical Site Matron and the On Call Manager. The Matrons of the respective surge areas will take responsibility for overseeing any complaints, governance or risk issues arising from a patient stay in their areas.



This SOP must only be used during periods of extreme pressure where there are multiple bed waits affecting patient flow. During normal working hours the Matron responsible for the admitting speciality of each patient and the Clinical Site Matron out of hours must ensure that action is being taken to discharge patients and create capacity to accommodate patients. Should there be a problem in delivering this objective the Matrons must escalate concerns to Clinical Lead for Flow or On Call Manager. This SOP will be only be instigated after appropriate escalation of the Trust position to the on site / on call Trust Executive.

   







2. Objectives



· To maintain patient flow through the hospital during periods of extreme pressure 

· To provide urgent capacity in ED reducing clinical risk and improving patient safety.

· To reduce length of time the patient waits in the ED following the ‘decision to admit’ 

· To improve the patient experience whilst waiting for an inpatient bed and to prevent delays in treatment.

· To reduce ambulance handover delays 







3. Patient criteria



Patients who transfer to the identified beds should meet the following criteria:



1. Medically and clinically stable patients who have been clinically assessed as appropriate.



2. A treatment plan is in place and is clearly documented  



3. The following patients are NOT  suitable for this location :



· Patients at high risk of falling



· Patients with confusion, dementia, or acute delirium 



· Patients who have overdosed or self-harmed or have been admitted for mental health review.



· Infective patients requiring isolation



· Patients requiring 1:1 nursing intervention or police or security supervision 



· Immobile patients who are unable to evacuate with minimal assistance down a single flight of stairs (ward 22)



· Bariatric





4. In the event that following clinical risk assessment it is felt that transferring a patient to the Surge Area directly from ED is preferable to moving a patient with a treatment plan the same standards described in this SOP will apply. i.e. the medical team accepting the admission of the patient is responsible for their assessment and care and for the creation of a bed in the relevant speciality area.



5. The assessment area and outlier lists should be used to identify patients who are            suitable to transfer using the fit to lodge icon in EPR. The Matron from the speciality taking responsibility for the patient (or Clinical Site Matron out of hours) and responsible clinician will make any final decision should there be a lack of clarity.







4. Implementation & Escalation 

 

Upon implementation of SOP the following must have been completed/be in place:



1. ED will be at maximum capacity with multiple bed waits.



2. The MC will have clinically reviewed every TCI with a view to alternative pathways to admission



3. The MC will have contacted relevant specialities with a view to the speciality consultant providing in-reach into ED for relevant patients



4. Identification of early discharge and freeing up established capacity has been undertaken:

a) Patients who are suitable to sit out or be transferred to the medical day case unit pending discharge.

b) TTOs escalated to pharmacy

c) Transport requirments escalated to Command Centre



5. Identifcation of fit to lodge patients for potential outliers





6. The Trust activity and capacity situation along with the OPEL level will be escalated by the Clinical Lead/Clinical Lead  for Patient Flow or On Call Manager to the Executive Gold Commander for the day who will be made aware of the need to implement this SOP.



7. Clinical Business unit management teams will be informed during normal working hours via the twice daily site huddles (9am and 2pm). Respective medical teams will be informed of the need to implement the SOP and the matron in collaboration with ADN will identify staff to open the relevant Ward beds. Out of hours this will be done by the Clinical Site Matron in collaboration with the on call manager.



8. Patients must have been accepted for admission from ED. A bed must have been requested on the admitting ward and the patient must be clinicallt ready to transfer and on the ward transfer list.



9. There is a documented medical plan for the patient.



10. In case of deterioration of the patient, the responsible medical team doctor will be contacted and will attend and review the patient immediately.



11. Medications, including any required analgesia will have been administered to the patient prior to leaving either ED or the relevant assessment area.



12. A nursing handover will take place between the transferring area and respective surge location prior to the patient transferring to those wards.  



13. Monitoring of the length of stay in the surge areas will be the responsibility of the Clinical Site Team who will work on sourcing capacity in collaboration with the speciality Matrons.



5. Process



1. The Clinical Lead for Patient Flow will identify the requirement to implement this SOP when the relevant level of escalation has been reached and demand for capacity is evident. Out of hours the On call manager will be responsible for this.

 

2. The appropriate CBU and corporate escalation will take place including informing the Executive /Gold command of the need to implement this SOP.



3. The Heads of Nursing will identify which staff will support the agreed ward locations as required and will ensure medical teams are informed of the location of the patients under their care. Each area will require 1 Registered Nurse and a Health Care Support Worker. 



4. Patients that have been assessed and have a treatment plan will be identified to transfer into the Surge area wherever possible. Ideally patients needing to be moved to a downstream ward area from assessment are ideally placed to relocate as the patient can be moved directly into a speciality bed. 



5. The relevant patient move will be managed within the Capacity Management system.



6. The respective divisional Matrons will ensure every possible action is being taken to create capacity in the required admitting area supported by the Clinical Site Team.



7. Any Clinical Governance or risk issues arising from a patient stay in the Surge Area will be managed by the Matrons responsible for that area.



8. The medical team accepting the admission of the patient will take responsibility for the medical management and oversight of the patient whilst located in a surge area. Should a patient be transferred from AMU with the option to be admitted to any medical bed, the Clinical Site team will identify the location of the next likely available bed in order to identify which medical team will take responsibility for the patient.



9. The Clinical Site team will ensure all required actions are being taken to create appropriate capacity in the relevant ward and admissions from this location will be prioritised.



10. The Clinical Site team will monitor the patient transfers and ensure that the patients are admitted to their allocated inpatient bed within 2 hours





6. Patient Experience



The patients will be provided with written information regarding the need for their short stay within the Surge area. Following the implementation of this process the ward Matrons will take responsibility for visiting the patients involved to enquire about their welfare and their experience and to pick up any issues which may have arisen





Appendix 1a Majors consultant role













[bookmark: _Toc18487272]Appendix 2   Process for the  identification and management and recording of outliers

















[bookmark: _Toc18487273]Appendix 3   Hourly ED Escalation Triggers Score Card

[image: ]BTHFT Hospital Emergency Flow –2 Hourly Escalation Trigger



		Alert trigger

		1

		2

		3

		4

		5

		6

		7

		11

		13

		Score



		Escalation

Status



Trigger score

		Total Patients

In ED department

		No attends in

Last Hour

		Total bed requests in dept

		Number of bed holds     (patient ready for transfer but without a bed allocation

		Ambulance handover  times

		Wait for first medical review in

Any area

		Patients in

Resus HDU

		Patients in

Amber Zone

		Number of

Patients

Who have breached standard

		



		

Score 0

		<40

		<15

		

0-3

		0

		<15minutes

		<1 hour

		0-3

		

<8

		0-20

		



		

Score 1

		41-60

		16-20

		

4-6

		1-3

		15-30 minutes

		1 – 2 hours

		4-6

		

8-12

		21-30

		



		

Score 2

		61-80

		21-25

		

7-8

		4-5

		30-45 minutes

		2 – 3 hours

		7-10

		

13-18

		31-60

		



		

S3 Score Score 3



		81-100

		26-30

		

9-14

		6-7

		45-60 minutes

		3+ hours

		>10

		

>18

		60+

		



		

Score Score 4

		101+

		30+

		

15+

		8+

		60+

minutes

		4+ hours

		

		

		

		





																			

		Score

		0-10

		11-19

		20--29

		+30



		Level

		Green

Level1    

		Yellow

Level 2  

		Red

Level 3    

		Purple

Level 4 









If any ONE of the Triggers in pink is reached escalate to the General Managers for ED and  Patient Flow in hours /On Call Manager Out of Hours





		Alert trigger

		1

		2

		3

		4

		5

		6

		7

		8

		     9

		     10

		      11

		     12

		        13

		Total score

		Escalation level



		







Time

		

Total patients

in

ED department

		

No attends

in

last Hour

		

Total bed requests in

dept

		

Number of bed holds     (patients clinically ready for transfer but without a bed allocation

		

Ambulance handover  times

(if any >60min also count how many)

		

Wait for first medical review in

any area

(excl minors and  GP stream)

		

No. Patients

in

Resus

HDU

		

No. Patients

in

Paeds

		

No.

Patients

in

Minors

		

No.

Patients

in

GP

		

No.

Patients

in

Amber

Zone

		

No. patients

in

Green Zone

		

Number of

patients

who have breached standard

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		











Appendix 3C             Emergency Department Escalation Trigger Action Cards 





		GREEN

		NORMAL PRESSURE                        LEVEL 1

		Responsibility	



		ESCALATION

		 IN HOURS (8am-5pm) Escalate/maintain communication with ED Matron / & Clinical Site Matron. (Bronze command level)

OUT OF HOURS (5pm-8am) Escalate/maintain communication with the Clinical Site Matron (Bronze command) who will escalate to the On Call Manger (Silver command) as appropriate 

		NIC/CIC



		Alert no 1

		Root cause

		Action

		Responsibility



		1. 

		Total Patients in Department



		· Ensure flow by ensuring  constant availability of cubicle capacity , sitting suitable patients in waiting areas and maximising use of CDU  

· Ensure ambulance  assessment is flowing  effectively and  maximised using fit to sit and self-handover etc

· Patients attending with GP letter to be streamed to appropriate assessment area and fast tracked direct to speciality asap.

· Dedicated navigator in place between 10am-10 pm.

· Patients to be streamed and relocated  to appropriate areas within ED and GP service as demand dictates and pressures in individual areas of the department escalate .

· Utilise agreed admission avoidance pathways eg Virtual Ward

· Utilise discharge lounge for appropriate patients 

· Liaise regularly with Patient Flow Coordinator (PFC) to identify patients for admission (facilitated through first net)

· Decant patients out of the areas which are experiencing high demand. This may need speciality assistance in dept or transfer direct to assessment units 

· Formal announcements of waiting times and departmental pressures in escalation

		NIC/CIC





		

		

		· CDU capacity should be maximised for appropriate patients 

		NIC/CIC



		

		

		· Ensure referrals and bed requests follow the correct SOP for Flow in EPR .

· Ensure requests for senior reviews  are timely where required

		CIC/NIC



		

		

		· Undertake 2 Hourly Board rounds in conjunction with the CST team to discuss barriers to flow and specific patient concerns (See Board Round IPOM)

		CIC/NIC/CCM



		

		Cubicle/Trolley Utilisation

		· Ensure proactive management of capacity within all areas of the department 

· Ensure transfers are completed within 15 minutes of bed availability

· Senior decision makers to provide clinical oversight across the department 

· Support junior clinicians with making plans and facilitating patient progress

		NIC/CIC



ATL



NIC/CIC



CIC





		

		Transport Delays

		· Monitor  number of patients waiting discharge transport and length of wait for transport –escalate requirements for specialist mental health Transport

· Liaise with  and Command Centre   team/ Regional Operations Centre at YAS  as appropriate 

· Utilise discharge lounge for patients waiting for transport where clinically  appropriate 

		NIC/CCM





NIC



		2



		Attendances in last hour

		· If attendances exceed 20 per hour utilise workforce dynamically to ensure proactive management of capacity. 

· Liaise with Command Centre as appropriate for any required support

		NIC/CIC



NIC/CCM



		

		Assessment Wait

		· Utilise workforce dynamically to maintain less than 15 minute assessment wait

· Implement straight to speciality review where appropriate 

· Ensure patients made aware of waiting times and options to use alternative services where appropriate 

		NIC











		3

		Patients waiting for a bed

		· Attend bed meetings and liaise with Command Centre to provide appropriate targeted support during escalation

· Ensure patient admissions are not  delayed by waiting for specialist reviews or tests that will not influence the decision to admit

· Ensure intentional rounding is undertaken and patients are nursed on beds where there are admission delays

· Consider proactive use of CDU for patients waiting for a bed 

· Command centre to support the appropriate response from the Trust where Trust bed capacity is affecting flow from ED ( use CAPSNAP IPOM) 

		NIC/CCM



NIC/CIC



NIC



CIC /NIC

CC/GMPF



		4

		Ambulance handover wait



		· Utilise workforce dynamically to maintain less than 15 minute handover wait 

· Ensure ambulance crews are effectively completing handovers and patients are appropriately managed to self-handover and fit to sit etc

		NIC



Front door staff



		5

		No. patients waiting for first medical review 



		· Utilise medical workforce dynamically to maintain clinician wait of less than 1 hours across all areas

· Stream patients to appropriate area of the department including GP streaming service and other alternative pathways

· Ensure all patients have been assessed by a nurse and observations are carried out as required 

· Ensure investigations are completed at the front door as appropriate to facilitate decision making 

		NIC & CIC







		6

		Waiting time for treatment plan in any area

		· Utilise medical workforce dynamically to ensure treatment plan is clearly identified within 2 hours – this may require shifting medical staff between ED zones based on occupancy

· Ensure named nurse highlights the priority of patients to medical team to facilitate patient flow 

· CIC to request any necessary Trust support in escalation 

		NIC /CIC  





Zone NIC 



CIC



		7

		Medical staffing

		· Support junior clinicians and ACPs to make early decisions 

· Review allocation of staff and relocate medical staff to areas of high demand

· Review staffing rotas and work with rota coordinator to bridge gaps / source additional staff 

· Request doctors already due to work to consider shift extensions or alter shift times to meet predicted demand/shortfalls

· Where staffing short falls exist ensure locums are being sought 

· Utilise ANP service as appropriate

· CIC to request any necessary Trust support in escalation

		CIC /NIC



		8

		Nurse Staffing



		· Manage staffing using Safe Care including bridging staffing shortfalls 

· Proactively review forthcoming staffing position

· Escalate staffing issues to Head Of Nursing / Clinical Site Meeting/ staffing huddle

· Use text messaging service to alert staff to shortfalls and request support – direct calling in extremis

· Review allocation of staff – consider reallocating most senior staff to pressure points

· Attend staffing huddles and work with Command Centre to identify alternative staff from within the Trust if required 

· Source bank / locum staff to support business as usual activities within the department

		NIC/Matron





		9

		Resus Capacity



		· Constantly Review demand and move patients and staff dynamically to ensure capacity is maintained

		CIC/Resus Team Leader



		10

		Majors/HDU capacity

		· Utilise workforce dynamically to ensure service provision across department

· Ensure patients are reviewed with clear management plans to facilitate admission/ discharge /transfer

		NIC/CIC



		11

		Breach Position

		· Ensure patients are managed in chronological order unless clinically indicated 

· Ensure breaches are fully validated by the end of each shift

		NIC



NIC / Matron










		AMBER

		MODERATE PRESSURE               LEVEL 2

		Responsibility



		ESCALATION

		ENSURE ALL GREEN LEVEL ACTIONS ARE UNDERTAKEN 

IN HOURS (8am-5pm) Escalate/maintain communication with ED Matron / Manager & Clinical Site Matron.  (Bronze command level)

OUT OF HOURS (5pm-8am) Escalate/maintain communication with the Clinical Site Matron (Bronze command)who will escalate to the On Call Manger (Silver command) as appropriate  

	

		NIC/CIC



		Alert no 1

		Root cause

		Action

		Responsibility



		1. 

		Total Patients in Department



		· Inform Urgent Care General Manager /Matron of change in escalation status

		NIC





		

		

		· Consider additional Board rounds to support continued communication and problem solving 

		CIC/NIC



		

		

		· Request support from speciality teams where appropriate and promote rapid transfer from department e.g. surgical, elderly, medicine, paediatrics Diagnostics

· ED NIC / CIC to Review First Net to identify specialties/diagnostics that patients are waiting for 

· Escalate with specialty to request support re: seeing specialty patients

		CIC/NIC



		

		Cubicle/Trolley Utilisation

		· Escalate to Command centre re: offloading bed waits (refer to item #3)

		NIC/CIC



		

		Transport Delays (porter, taxi or ambulance) 

		· Liaise with YAS and Command Centre to  expedite  transport

· Request support from discharge lounge to retrieve patients  waiting for transport where clinically  appropriate 

· For specialist transport delays (ie Mental health escort) ensure use of alternative providers where extensive delays are expected 

· Consider reprioritisation of portering jobs to re-direct trust-wide porters to support offload of ED . Command centre to manage via CAMAN

		NIC/CCM

CC -admin support (in-hours); OOH PFC



CC – PFC to coordinate with portering duty officer



		2



		Attendances in last hour

		· Request support of speciality teams where appropriate 

· Review FirstNet to identify specific patient cohorts where specialist support can help e.g. plastics, paediatrics, etc. 

· CC to request specialist support from appropriate specialist team 

· CC to identify where staffing may be re-allocated to support the ED 

		NIC/CIC



NIC/CCM

NIC/CCM





PFM or CCM







		

		Assessment Wait

		· Consider pulling additional staff (from within ED or trust-wide if ED staff is short) to support assessment – refer to “Action Time to Nurse Assessment” IPOM for ED Status Tile 

		NIC/CIC





		3

		Patients waiting for a bed

		· If Trust flow is affecting  the movement of patients waiting for a bed from ED Command Centre to implement CAPSNAP IPOMS Re review patients awaiting admission to determine whether admission intention could be revised

		CCM





CIC



		4

		Ambulance handover wait



		· Review total cubicle occupancy to identify patients who could sit in a waiting area to create  capacity 

· Escalate ambulance waits in line with YAS escalation document.

		NIC/CIC



NIC/CIC



		5

		No. patients waiting for first medical review 

		· ED CIC (of area or department) to support review of patients

· Consider requirement for additional ED cons

		Zone NIC

CIC



		6

		Waiting time for treatment plan in any area

		· ED CIC (of area or department) to support review of patients 

· Review the need for supplementary speciality support and need for additional ED consultants

		CIC

CIC



		7

		Medical staffing

		· Consider request to Doctors on duty but not rostered in departmental clinical areas

		CIC





		8

		Nurse Staffing

		· Nurse in charge/ senior Sister to support teams

· Consider utilising ENPs in total nursing numbers 

		NIC 



		9

		RESUS Capacity



		· Senior clinician to review and identify patients to move to majors 

· Ensure capability to accept critically ill patient is maintained 

		CIC/ATL



		10

		Majors/HDU capacity

		· If demand exceeds capacity undertake risk assessment with consultant in charge and expedite transfers to wards and departments 

· Escalate to command centre any requirement for Trust support

		ATL/CIC





CC



		11

		Breach Position

		· Continue Green action and monitor through escalation triggers 

		NIC









		RED

		SIGNIFICANT PRESSURE        LEVEL 3

		Resposibility



		ESCALATIION

		ENSURE ALL AMBER LEVEL ACTIONS UNDERTAKEN 

IN HOURS (8am-5pm) Maintain communication with Command Centre and ED Matron.(Bronze command) Escalate red status to Directorate Managers for Urgent Care and Patient Flow (Silver command) who will take responsibility for escalation to Executive Director. (Gold Command)

OUT OF HOURS (5pm-8am) Escalate/maintain communication with the Clinical Site Matron (Bronze command) who  will escalate to the On Call Manager (Silver command). The On Call Manager will take responsibility for escalation to Executive Director on call.(Gold command)

	

		NIC/CIC



		Alert no 1

		Root cause

		Action

		Responsibility



		1. 

		Total Patients in Department

Cubicle/Trolley Utilisation

		· Consider soft ambulance divert  in discussion with senior Clinician.(Ambulances to attend peripheral hospitals wherever possible)

		CIC/GMUC



		

		

		· Ensure all patients in the Department over 6hr receive Senior Review by ED consultant 

· Operational teams to cancel meetings to redeploy staff to wards and departments to support and manage flow  

· Urgent Care General Manager/Matron/ On Call Manager to be present in the Department if appropriate  and review all actions taken 

· Where speciality teams cannot provide  direct support to ED consider calling in Consultants On Call 

		CIC/NIC



DDO/CD



GMUC/OCM



GMUC/CC



		

		

		· Communication with public via CCG and Trust website re avoiding attendance at ED unless essential 

		Exec Dir



		

		Transport Delays

		· YAS to be notified of the position to provide additional support to transfer patients out of the Trust 

		CC



		2



		Attendances in last hour

		· With sustained periods of increased attendances management teams to support ED in providing capacity and moving patients swiftly within and from the department.

		GMPF/DDO



		

		Assessment Wait

		· Liaise with GP streaming service re waiting times and potential to increase the threshold for capacity 

		GMUC/NIC



		3

		Patients waiting for a bed

		· Ensure all operational teams are aware of pressure 

· Medical staff to undertake further inpatient reviews. If additional medical resource is required clinicians will be called from non-clinical activity to assist. 

· Matrons to re review every inpatient to expedite discharge and create additional capacity. 

· Review plan to create surge capacity

· Implement Surge SOP 

· Review the threshold for admission /continued patient stay 

· Review elective surgery demand and consider the cancellation of non-urgent cases

· Communication to staff re position via global communication/ sitreps and verbal feedback from managers and Clinical Leaders 

· Request support of the CCG in instigating a system call to request support of social care colleagues and other partners depending on areas of critical demand and root cause of escalation



		GMPF

CD





HON



GMPF/OCM

GMPF/OCM

CD

DDO



GMPF





GMPF/DDO





GMPF/DDO



		4

		Ambulance handover wait



		· Continue to escalate ambulance waits using YAS escalation document

· If possible situate senior clinician at the front door to support early decision making

		GMUC/CIC



		5

		No. patients waiting for first medical review 

		· Assess  requirement for specialty support

· See #7

		NIC / CIC 



		6

		Waiting time for treatment plan in any area

		· Consider escalation direct to specialities 

· See #7

		NIC / CIC



		7

		Medical staffing

		· Request support of staff not on duty if position sustained and staff shortage is the underlying issue 

· Request additional support from speciality teams. This may require the support of  speciality consultant if the relevant speciality area is unable to provide support because of  volume 

· If issue is relating to lack of medical staffing CIC to consider cancelling training sessions to release junior doctors and ACPs 

· Consider allocation of medical staff to support areas under pressure and maintain review of department 



		CIC



CC/CIC







CIC



CIC



		8

		Nurse Staffing



		· Matron to escalate to Head of Nursing to identify alternative mitigation for staffing shortfall 

· Consider cancellation of any study leave / management time

		ED Matron/HON



		9

		Resus Capacity



		· Expedite transfers to specialist areas  where appropriate

· Expand resus capacity to HDU area of department where necessary 

		CIC



		10

		Majors/HDU capacity

		· Senior clinical review of every patient to identify suitability to move 

· Risk assess safety of department in conjunction with senior d decision maker 

		GMUC/CIC/NIC



		11

		Breach Position

		· Escalation of the position to Executive on call/ urgent Care lead and Director on call in CCG 

· Monitor patient trolley wait times to ensure patients are managed within 10 hours and do not exceed 12 hours 



		GMPF



NIC/CC










		PURPLE

		EXTREME PRESSURE   LEVEL 4

		Responsibility



		ESCALATION





		ENSURE ALL RED LEVEL ACTIONS UNDERTAKEN 

IN HOURS (8am-5pm) DMPF (Silver command)  to escalate to COO ( Gold command ) 

OUT OF HOURS (5pm-8am) The Command Centre (Bronze command) to escalate to first on call manager. ( Silver command) The On Call Manager will take responsibility for escalation to Director /Executive on call. (Gold command)

	

		NIC/CIC



		

		Declare Incident

Establish Command and control structure following established Incident Response Plan. The CCG and NHSE will be informed.  Business continuity plans will be instigated as appropriate

		Senior leaders



		Alert no 1

		Root cause

		Action

		Responsibility



		1. 

		Total Patients in Department



		· Consider request for formal ambulance divert  (if the situation has not been created by an overwhelming district wide pressure) 

		CIC/DM



		

		

		· Re review Red trigger actions 

· Call management and speciality clinical teams to assist in ED where appropriate 

· If the incident requires a formal Major Incident response in ED the department will be managed by the CIC who will allocate patients into zones depending upon the clinical dependency. Supplementary areas may also be required .

· Follow the ED action cards  which describe the actions to be taken by all disciplines of staff  



		DMUC/CIC

CIC/GMUC/OCM



GMUC/CIC/OCM



		

		

		· Communication with public via CCG and Trust website re declaration of major incident and avoiding attendance at ED unless essential 

		Exec Dir



		

		Cubicle/Trolley Utilisation

		· Command Centre to follow Major incident action cards and IPOMS 

		CC



		

		Transport Delays

		· YAS to be on standby  to provide additional support to transfer patients out of the Trust 

		DMUC/OCM



		2



		Attendances in last hour

		· With sustained periods of increased attendances management teams to support ED in providing capacity and moving patients swiftly within and from the department.

		GMPF/CC/OCM



		

		Assessment Wait

		· Stream as many patients as possible out of the department reviewing thresholds for acceptance into the department

		CIC/NIC



		3

		Patients waiting for a bed

		· Request speciality clinicians to divert resource to manage the demand in ED and need for admission. This may mean cancelling outpatient activity for example or stopping  elective work 

· Speciality teams to reduce the threshold for discharge and discharge as many patients as possible  

· Request community support to facilitate the discharge of patients quicker from the Trust

· Cancel elective surgery if required to create capacity

· Operational  and corporate teams  to cancel meetings to redeploy staff to wards and departments to support and manage flow 

· Ask community teams to review patients in ward areas with a view to selecting patients that can be managed at home with increased support

		CMO







HON

GMPF/CD

HON



DDO/OCM

DDO





HON



		4

		Ambulance handover wait



		· YAS to establish own command and control as per YAS escalation document 



		Clinical Supervisor



		5

		No. patients waiting for first medical review 



		· Ensure robust triage is taking place with patients being deflected from the department as far as clinically safe to do so

· Enlist the direct help of speciality teams

· Request speciality teams to manage patients  requiring inpatient treatment directly in ward areas where appropriate to ensure free capacity is maintained in ED

		ED Matron/NIC





CIC

CIC



		6

		Waiting time for treatment plan in any area

		· Move patients directly to speciality teams  where possible for assessment and treatment to provide on-going capacity in ED 

· Establish additional urgent capacity such as speciality rapid access clinic, additional urgent speciality review, and additional theatre capacity.

		CIC





CIC/CD



		7

		Medical staffing

		· Consider additional support required from specialities during the incident but also subsequently i.e. possibility of providing additional rapid access clinics , acute theatre slots etc

		CIC/CD



		8

		Nurse Staffing



		· All nurses who do not traditionally work clinically to be made available for duty regardless of area of work. 

· Rosters to be considered over 24-48 hours to ensure adequate resilience 

· Enlist the help of volunteers to support nursing and medical teams 

· Request support of partners  through the resilience call  



		ED Matron/HON







CC



GMPF/DDO



		9

		Resus Capacity



		· The thresholds for managing patients within the department may need to be revised to maintain adequate capacity.

		CIC



		10

		Majors/HDU capacity

		· The thresholds for managing patients within the department may need to be revised to maintain adequate capacity.

		CIC



		11

		Breach Position

		· Monitoring of the breach position and on-going validation to continue. This information will also be needed by NHSI/E and the CCG 

		GMUC CIC
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[bookmark: _Toc18487275]Appendix 4a Chief Operating Officer



Role:         Executive Lead    

	

Fulfilled by:	  Chief Operating Officer

		  Nominated Executive

		  On call Executive

		  1st On call

		  Clinical Lead- Patient Flow



All Opel Levels – It is assumed all actions in ED escalation action cards have been applied 



1 Responsible for ensuring that the quality of care and patient safety is maintained.



2 Set OPEL level and take decision to escalate / de-escalate OPEL Levels and record the justification for each change.



3 Ensure changes in level are communicated Trust wide.



4 Provide support and guidance to the Operational Managers / 1st on-call manager.



5 Deal with external communications e.g. press, other providers, CCGs. 



6 Identify any upcoming issues that may put pressure on Trust and ensure lead person nominated to coordinate planning.



7 Make the decision whether to, and where to, open or close wards (refer to winter plan, if in operation or the full capacity protocol/ Surge).



8 Agree timetable for extraordinary meetings / updates / SITREPs.

	

9 Monitor completion of agreed actions and alert the Chief Executive and other Executive Directors if the plan is not working, and highlight the remedial action that has been taken and its impact.





Opel 2 and Higher 



1 Notify all Directors, and Senior Manager 1st and Executive on call, CCG, BDCFT and Local Authority. 



2 Ensure appropriate plans have been implemented and being delivered that will result in de-escalation, this includes local and regional response plans for winter and pandemic flu.



3 Agree on communications to primary care teams to try and avoid hospital admission where appropriate as operational pressures escalate .



4 Review elective work and take the decision to cancel elective cases.



5 Ensure relevant specialists attend ED to assist patient assessments.



6 Approve additional discharge ambulance cover via CCG



7 Approve the use of additional Transcare /other private ambulance services.



8 Approve the increase of staffing levels through extra hours and weekend working.



9 Authorise call in of additional staff 

· Locums

· Bank

· Agency

· Cross-cover from another speciality



10 Consider the availability of Trust accommodation for staff who are unable to travel or working long / extra shifts



11 Participate in regional teleconferences, if required.



12 Approve the request for additional portering to move patients promptly to beds from ED.







OPEL 3 and higher



1. Formal escalation by Director/ Executive on call to the CCG, Social Services and other partners to advise and request support. Use of National Joint Decision Making Model (Appendix B in the OPEL policy)



2 1st On call and Executive On call to attend the site.



3 Approve the increase of staffing levels through extra hours, , cancellation of support activities, SPA, study leave, meetings and training, delaying annual leave and redeployment of corporate staff to work clinically where appropriate.



4 Review and approve cancellation of Outpatient clinics (except cancer fast track clinics) to increase clinical capacity.



5 Invoke business continuity plans to maintain critical services.



6 Implement daily system wide teleconferences.



7 Implement increase in complex discharge meetings to daily.



8 Request spot purchase of additional community beds as required.



9 Implement network measures eg critical care capacity.



10 Approve utilisation of ring fenced beds for general use (Critical care beds, Ward 28).



11 Ring fence community beds for step down from hospital and increase capacity in the community to avoid admissions.





At OPEL 4 



1 Invoke the full Major incident plan and system wide Command and Control.



2 Cancellation of all electives- considers cancer surgery, treatment to be relocated elsewhere or cancelled.



3 Authorise use of mixed sex accommodation for all patients.



4 Add one additional bed per ward.



5 Full Ambulance Divert (using the YAS Divert Policy).



6 Regular Chief Executive updates to enable CEO to CEO discussions and agreement to access beds in the region.



7 Regular updates to the Chairman and Executives.



8 Utilise beds not normally used to manage delayed discharges where patients are functionally fit.



9 Utilise network measures and input to access specialist beds.





[bookmark: _Toc18487276]Appendix 4b Nursing Lead



Role:         Executive Nursing Lead    

	

Fulfilled by:	  Deputy Chief Nurse

		  Associate Directors of Nursing

		  Senior Matrons

		  Matrons



At ALL OPEL Levels- It is assumed all actions in the ED escalation cards have been completed where required in addition to the actions below



		1 1

		1 Matron representation at all Clinical Site Meetings - bring staffing mitigation plans for all ward areas. 





		2 

		2 Ensure any nursing decisions made are in line with Trust policy and procedures. 





		3 3

		3 Ensure that quality and safety risks are identified and escalated appropriately, and ensure that mitigating actions are identified, implemented and monitored.





		4 4

		4 Support the relocation and redeployment of nurses and decisions made by matrons to support activity. 





		5 5

		5 Provide clinical advice to support OPEL.





		6 6

		6 Manager of the day to focus on patient flow. 



		7 7

		7 Matrons to focus on efficient patient flow and pathway escalation



8 Task all matrons to carry out weekly review of patients with LoS over 7 days - report to the Clinical Lead for patient flow. 





		8 8

		9 Matrons to participate in the MDT review of all patients above 14 days LoS  and report to the Clinical Lead for patient flow.





		9 9

		10 Communicate regularly across the care group and ward managers.





		10 0

		11 The late Matron will attend the daily site meeting at 1600 hours (Mon-Fri), and monitor the quality of care and patient safety at ward level ensuring handover to the site team regarding staffing before leaving the site.









At OPEL 2 and Higher



1 Work with MAIDT to expedite discharges using the Moving on Policy as a guide.



2 Increase frequency of the Complex discharge meetings to daily to critically review and unblock plans.



3 Review nurse staffing levels and manage staffing spread.



4    Ensure fair deployment of staff who have been called in to undertake 

            additional hours            



5 Invoke escalation for patients who are medically fit for discharge, maximising criteria led and nurse led discharge.  



6 Work  in close collaboration with Clinical leads / Ward Clinicians 

		

		



		

		









OPEL 3 and Higher



1 Nursing representation at all extraordinary site meetings 



2 Review specialist nurses and corporate nursing and AHP availability

and deploy accordingly.



3 Invoke business continuity plans to maintain critical services.



At OPEL 4



1 Review staffing and implement minimum staffing plans which might include lower staff to patient ratios if required to mitigate demand and complexity.



2 Provide nursing leadership in the event of invoking the major incident plan participating in the Command and Control structure.



3 Manage the mixed sex accommodation utilisation ensuring privacy and dignity is maintained. In extremis consider implications of mixed sex breach with associated risk assessment



4 Support the wards where an additional bed/ surge is in place ensuring patient safety is maintained.



5 Utilise networks across the region to mitigate nursing pressures whilst at OPEL 4.





[bookmark: _Toc18487277]Appendix 4c Clinical Lead



Role:               Chief Medical Officer

	

Fulfilled by:	  Deputy Chief Medical Officers

		  Clinical Directors

		  Speciality Lead



At ALL OPEL Levels – It is assumed all actions described in the ED Trigger Action Cards have been fulfilled 



		1

		Ensure that there is sufficient medical cover to meet the demand and acuity of patients





		2

		Provide clinical advice to support response to the OPEL level.





		3

		Work closely with the General Managers and their teams to ensure that patients are reviewed in a timely way and that discharges are being undertaken in a timely manner. This should ensure that patient flow in their respective areas does not adversely impact on patient safety. All admission avoidance strategies should be employed





		4

		In diagnostic services, ensure services are running effectively to meet the service demands and where necessary expedite tests/procedures to facilitate early, speedy and accurate diagnosis and possible discharge.





		5

		Work with clinical teams to ensure that patients are seen in a timely manner and that they are discharged appropriately.





		6

		Maintain communications with colleagues.





		7

		Ensure that quality and safety risks are identified and escalated appropriately, and to ensure that mitigating actions are identified, implemented and monitored.





		8

		Provide visible professional leadership to clinical colleagues, most specifically at times of increased pressure.





		9

		When on call, medical staff will ensure triage and escalation is delivered during times of increased activity.



		

		





At OPEL 2 and Higher



		1







2

		Instigate additional ward rounds to ensure patients move quickly and safely through their pathways of care and the utilisation of beds is 

optimised, including timely review  and identification of outliers



2 E   Ensure relevant specialists attend the ED to assist with patient assessment.





		

		





At OPEL 3 and Higher



		11

		1 Possibility of need to cancel elective patients awaiting treatment.



2 Manage the decision to cancel SPA, study leave and meetings to support clinical teams, decision making and patient flow.



3 Consider need to switch clinical activities such as outpatient sessions for ward based cover 



4 Support clinicians to facilitate early ward rounds to support early decision making.





At OPEL 4



1 Provide medical leadership in the event of invoking the major incident plan and participating in the Command and Control structure.



2 Manage the mix sex accommodation utilisation ensuring privacy and dignity is maintained.



3 Support the wards where an additional beds are open, ensuring patient safety is maintained.



4 Utilise networks across the region to mitigate medical pressures whilst at OPEL 4.









[bookmark: _Toc18487278]Appendix 4d Clinical Site Team



Role:               Clinical Lead- Patient Flow

	

Fulfilled by:	  Site Team

		  Bed Bureau

     		  Diagnostic Virtual Ward



At ALL OPEL Levels It is assumed all actions described in the ED Escalation Triggers Action Cards have been implemented 



		11 1

		1 Attend all Clinical Site Meetings and Patient Flow Meetings and ensure staffing mitigation plans for all ward areas are shared. 



		2 

		



		3 3

		2 Ensure that quality and safety risks are identified and escalated appropriately, and ensure that mitigating actions are identified, implemented and monitored. Manage Command Centre alerts





		2 4

		3 Support the relocation and redeployment of nurses and decisions made by matrons to support activity. 





		3 5

		4 Provide patient flow advice to support OPEL.



5 Identify any upcoming issues that may put pressure on Trust and ensure lead person nominated to coordinate planning.



6 Regular Board Rounds in the ED to support early identification of possible pressures.



7 Agree timetable for extraordinary meetings / updates / SITREPs and coordinate as required.



8 Oversee the implementation of required actions in ED to deescalate surge



9 Ensure all admission avoidance strategies and length of stay minimisation strategies are routinely used 



10 Communicate regularly across the care groups and ward managers.



11 Monitor completion of agreed actions and alert the GM Patient Flow / Dep Director Operations if the plan is not working - highlight the remedial action that has been taken and its impact.







At OPEL 2 and Higher



1    Implement nurse staffing plans left by Care Group Matrons.



2    Ensure fair and safe deployment of staff   

 

3 Ensure appropriate representation at Site meetings during escalation (membership may need to be flexed) eg ED, Clinical lead, Pharmacy, IPT and Therapy representatives attend Site meetings



4 Use  Command Centre alert information to prioritise patient movement and suggest alternative actions based on corporate overview of activity  and demand position



5 Ensure appropriate plans have been implemented and being delivered that will result in de-escalation.. 



6 Monitor and escalate pressure on transport to support discharge.



7 Participate in teleconferences as required.



8 Ensure that the 1st On call Manager is kept abreast of pressures and plans to mitigate.



		

		





OPEL 3 and Higher



1 Formal escalation to 1st On call who will escalate to the on call Executive, who will attend the site, using the SBAR format to aid communication.



2 Provide adhoc site / Silver meetings with regular updated information 



3 Support the implementation of business continuity plans.



4 Participate in daily teleconferences.



5 Full oversight of capacity management including decisions made about utilisation of ring fenced beds.



At OPEL 4



1 In the event of invoking the major incident plan, to participate in the 

       Command and Control structure.



2 Manage the mix sex accommodation utilisation ensuring privacy and 

       dignity is maintained.



3 Support the wards where an additional capacity / surge is in

       place  



4 Ensure decisions made by Silver command are swiftly implemented and

       regular updates provided.

[bookmark: _Toc18487279]KEY -  ED Escalation Action Cards 

		Abbreviation

		Responsible Person



		NIC

		Nurse in Charge



		CIC

		Consultant in Charge



		CSM

		Clinical Site Matron



		AN

		Assessment Nurse



		SDM

		Senior Decision Maker



		HALO

		Hospital Ambulance Liaison Officer 



		GMUC

		General Manager Urgent Care



		GMPF

		General  Manager Patient Flow



		HON

		Head of Nursing



		DDO

		DEPUTY Director Operations



		CD

		Clinical Director 



		CC

		Command Centre





		ATL

		Area Team Leader





		CMO

		Chief Medical Officer 



		OCM

		On Call Manager 
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Appendix B - National – Joint Decision Making Model



When an escalation or recovery trigger is identified structured decision making is required.  The National Decision Making model (commonly used by the police) consists of 6 key sections to enable reasonable decisions to be made and to help in ensuring that actions taken are necessary, legitimate and made by the right person at the right time



Details of the Joint Decision making model cann be found here

Joint Decision Making Model



[bookmark: _Ref467829720][bookmark: _Toc528755602][bookmark: _Toc18487283]Appendix C - Health Partners Summary Escalation Triggers



		Escalation

level

		Acute Trust (s)

		Community

Care

		Social care

		Primary care

		Other issues



		OPEL One

		· Demand for services within normal parameters

· There is capacity available for the expected emergency and elective demand.  

· No staffing issues identified

· No technological difficulties impacting on patient care

· Use of specialist units/beds/wards have capacity

· Good patient flow through ED and other access points. Pressure on maintaining ED 4 hour target

· Infection control issues monitored and deemed within normal parameters

		· Community capacity available across system. 

· Patterns of service and acceptable levels of capacity are for local determination

		· Social services able to facilitate placements, care packages and discharges from acute care and other hospital and community based settings

		· Out of Hours (OOH) service demand within expected levels

· GP attendances within expected levels with appointment availability sufficient to meet demand

		· NHS 111 call volume within expected levels



		OPEL Two

		· Anticipated pressure in facilitating ambulance handovers within 60 minutes

· Insufficient discharges to create capacity for the expected elective and emergency activity

· Opening of escalation beds likely (in addition to those already in use)

· Infection control  issues emerging

· Lower levels of staff available, but are sufficient to maintain services

· Lack of beds across the Trust

· ED patients with DTAs and no action plan

· Capacity pressures on PICU, NICU, and other intensive care and specialist beds  (possibly including ECMO)

		· Patients in community and / or acute settings waiting for community care capacity

· Lack of medical cover for community beds

· Infection control issues emerging

· Lower levels of staff available, but are sufficient to maintain services

		· Patients in community and / or acute settings waiting for social services capacity

· Some unexpected reduced staffing numbers (due to e.g. sickness, weather conditions)

· Lower levels of staff available, but are sufficient to maintain services

		· GP attendances higher than expected levels

· OOH service demand is above expected levels

· Some unexpected reduced staffing numbers (due to e.g. sickness, weather conditions)

· Lower levels of staff available, but are sufficient to maintain services

		· Rising NHS 111 call volume above normal levels

· Surveillance information suggests an increase in demand

· Weather warnings suggest a significant increase in demand



		OPEL Three

		· Actions at OPEL 2 failed to deliver capacity

· Significant deterioration in performance against the ED 4 hour target (e.g. a drop of  10%or more in the space of 24 hours)

· Patients awaiting handover from ambulance service within 60 minutes significantly compromised

· Patient flow significantly compromised

· Unable to meet transfer from Acute Hospitals within 48 hour timeframe

· Awaiting equipment causing delays for a number of other patients

· Significant unexpected reduced staffing numbers (due to e.g. sickness,  weather conditions) in areas where this causes increased pressure on patient flow

· Serious capacity pressures escalation beds and on PICU, NICU, and other   intensive care and specialist beds (possibly including ECMO)

· Problems reported with Support Services (IT, Transport, Facilities Pathology etc.) that can’t be rectified within 2 hours

		· Community capacity full

· Significant unexpected reduced staffing numbers (due to e.g. sickness, weather conditions) in areas where this causes increased pressure on patient flow

		· Social services unable to facilitate care packages, discharges etc.

· Significant unexpected reduced staffing numbers to under 50% (due to e.g. sickness, weather conditions) in areas where this causes increased pressure on patient flow

		· Pressure on OOH/GP services resulting in pressure on acute sector

· Significant, unexpected reduced staffing numbers (due to e.g. sickness, weather conditions) in areas where this causes increased pressure on patient flow

		· Surveillance information suggests an significant increase in demand

· NHS111 call volume significantly raised with normal or increased acuity of referrals

· Weather conditions resulting in significant pressure on services

· Infection control issues resulting in significant pressure on services



		OPEL Four

		· Actions at OPEL 3 failed to deliver capacity

· No capacity across the Trust

· Severe ambulance handover delays

· Emergency care pathway significantly compromised

· Unable to offload ambulances within 120 minutes

· Unexpected reduced staffing numbers (due to e.g. sickness, weather conditions) in areas where this causes increased pressure on patient flow is at a level that compromises service provision / patient safety

· Severe capacity pressures on PICU, NICU, and other intensive care and specialist beds  (possibly including ECMO)

· Infectious illness, Norovirus, Severe weather, and other pressures in Acute Trusts (including A&E handover breaches)

· Problems reported with Support Services (IT, Transport, Facilities Pathology etc.) that can’t be rectified within 4 hours

		· No capacity in community services

· Unexpected reduced staffing numbers (due to e.g. sickness, weather conditions) in areas where this causes increased pressure on patient flow is at a level that compromises service provision / patient safety

		· Social services unable to facilitate care packages, discharges etc.

· Significant unexpected reduced staffing numbers to under 50% (due to e.g. sickness, weather conditions) in areas where this

· causes increased pressure on patient flow

		· Acute trust unable to admit

· GP referrals

· Inability to see all OOH/GP

· urgent patients

· Unexpected reduced staffing numbers (due to e.g. sickness, weather conditions) in areas where this causes increased pressure on patient flow is at a level that compromises service provision / patient safety

		







[bookmark: _Ref467829724][bookmark: _Toc528755603][bookmark: _Toc18487284]Appendix D - Regional Responsibilities



		Organisation

		Role/ Responsibility



		

































Local A&E Delivery

Board

		All providers should:

· Maintain timely updating of local information systems that monitor pressures in their patch

· Ensure all trust level pressures are communicated regularly to all local partner organisations, andcommunicate all trust level escalation actions taken (e.g. opening escalation beds)

Acute providers should:

· Investigate at a senior (executive or nominated deputy) level the reasons for diverts (last resorts) and identify and apply the lessons to prevent reoccurrence.

· Liaise with local ambulance services over pressure levels affecting EDs and address issues including increased ambulance handover times etc.



		

		CCGs should:

· Keep in touch with the day to day situation across the patch and be aware of any developing issues.

· This includes information on community services, mental health etc.

· Maintain oversight of the A&E Delivery Board area (including social care system) and monitor receipt of hot/ cold/ flooding alerts and ensure appropriate actions are taken in response.

· Agree the measures taken by commissioned partners to address increased demand for NHS services.

· Broker agreements across the patch and ensure mutual aid is available if required to re-balance pressures (e.g. acute and community services). If there is protracted failure to reach a conclusion favourable to patient care, NHS England may intervene to help reach a resolution.

· Liaise with bordering CCG/ CSUs on any issues which may impact upon their own pressures, and advise NHS England if there are any actions that cannot be taken locally in partnership.

· Commission additional resources (beds, staff etc.) and ensure local CCG demand management initiatives are working during times of surge.

· Ensure the NHS 111 Directory of Services (DoS) is kept up to date in respect of any changes to community capacity.

· Ensure a full investigation and debrief takes place following a system-wide escalation to level 4, share findings with all A&E Delivery Board partners, and ensure actions are implemented to prevent reoccurrence.














		Organisation

		Role/ Responsibility



		













Joint NHS England/NHS Improvement teams (DCO and sub-regional footprint)

		· Maintain arrangements to review daily pressure across the NHS.

· Put a process in place to inform providers of relevant alerts.

· Provide advice and guidance to CCGs on the handling of escalating situations.

· Where applicable locally NHS England to be informed of any agreed diverts.

· Agree reporting requirements at a local level.

· Ensure that communication protocols are followed if pressures affecting Trusts outside of the local area are likely to impact across boundary and vice versa.

· Implement coordination arrangements as pressure levels increase across agreed thresholds (agree thresholds).

· Ensure that ‘lessons learned’ events are held locally and updated plans reflect the actions identified and agreed.

· Inform NHS England regional operations and communications colleagues of system pressures.

· Inform NHS England regional team regarding system-wide escalation to OPEL 3 or 4 and actions being taken.



		

Joint NHS England/NHS Improvement teams (Regional A&E Delivery Boards)

		· Provide oversight and coordination to local NHS England teams where system-wide level 4 applies across a number of areas in the region.

· Proactively brief and liaise other NHS England regions and central team as appropriate.

· Support local NHS England teams as required (resource).



		



Joint NHS England/NHS Improvement teams (National A&E Delivery Board)

		· Coordinate routine reporting arrangements e.g. winter sit rep

· Provide oversight and coordination to regional NHS England teams where system-wide OPEL 4 applies.

· Support cross-regional boundary working where required

· Identify and implement National actions if required.

· Ensure comms support is available and comms responses are coordinated between local, regional and national comms teams







In areas where DCO and regional teams are co-located, roles and responsibilities can be interchangeable with actions taken jointly in support of a response. 

[bookmark: _Ref467829727][bookmark: _Toc528755604][bookmark: _Toc18487285]Appendix E - Local Escalation Process
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Yorkshire and the Humber Ambulance Divert Policy 
December 2018 



 
Introduction 
 
The Yorkshire and Humber footprint consists of four STP/ACS regions (Humber Coast and 
Vale, West Yorkshire and Harrogate, Durham Darlington Hambleton Richmondshire and 
Whitby, and South Yorkshire and Bassetlaw) comprising of the  NHS Clinical Commissioning 
Groups as detailed below:  
 
West Yorkshire & Harrogate:  
                                 Airedale, Wharfedale and Craven, Bradford City, Bradford  



Districts, Calderdale, Greater Huddersfield, Harrogate and District, North 
Kirklees, Leeds North, Leeds South and East, Leeds West and 
Wakefield.  



 
South Yorkshire & Bassetlaw: Barnsley, Bassetlaw*, Doncaster, Rotherham and Sheffield 
 
Humber Coast and Vale: East Riding of Yorkshire & Humber, Hull, North Lincolnshire*, North 
East Lincolnshire*, Scarborough and Ryedale and Vale of York  



 
Durham and Darlington Hambleton, Richmondshire and Whitby: Hambleton, Richmondshire 
and Whitby 



 
Surge and escalation planning within these localities work on A&E Delivery Board footprints. 
These are not all coterminous with CCG boundaries. 
 
* East Midlands Ambulance Service is the primary provider in these areas. Yorkshire 
Ambulance Service is the primary provider in all other areas.  
 
 
Scope 
 
This Divert Policy applies to all acute hospitals in Yorkshire and the Humber and should only 
be used when appropriate triggers in surge and escalation plans have been met and Trusts 
have exhausted internal systems and local health and social care plans to manage demand. 
A Trust request to move to a formal divert must be agreed by the Trust’s Director of 
Operations or Director On Call. 
 
The process below outlines the expectations on organisations when considering the request 
to divert ambulances. Transfers and diverts associated with the management of specialist 
services such as neonatal and critical care are outside of this system and have their own 
escalation arrangements in place. 
 
This policy does not cover inter-trust deflections requested by a Trust between their own 
hospital sites. However, a risk assessment should also be undertaken in these situations. 
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Principles for all parties 
 
Taking the decision to divert patients should only be taken when the Trust do not have a 
single bed into which a patient can be placed including having opened escalation areas. 
Under no circumstances should it be used to protect elective beds, or to avoid excessive 
waits in Accident and Emergency Departments. 
 
The decision to divert patients from a Trust outside established local network arrangements 
must be authorised by the Trust’s Director of Operations or their Director On Call. This should 
include diversions that are put in place because of diagnostic equipment failure. 
 
No divert should be requested which lasts more than 4 hours. 
 
The decision to request an ambulance divert must be documented by all parties.  
 
Ambulance Services will maintain a list of individual patients who have been diverted. 
 
Patients who have been diverted should have this information included in their notes at the 
receiving Trust. 
 
The initiating Trust must identify the proposed receiving hospital and is responsible for 
confirming with the Director On Call there that they are willing to accept the diverted patients. 
 
The Ambulance Service will undertake a risk assessment with the initiating and receiving 
hospital, following receipt of a divert request. This assessment will take in to account other 
diverts in place at the time. A copy of the risk assessment template is included at Appendix 3. 
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The flow diagram below details the communication cascade with NHS commissioners. 
 



Ambulance divert 
requested but 



 
1) not agreed 



  
or 
 



2) longer than 
four hours 
requested 
 



or 
 



3) more than one 
divert request 
per 24 hour 
period 
 



 



South Yorkshire & 
Bassetlaw 



 
 
 



Phone: 01709820000  



 



Humber Coast and 
Vale and Durham and 
Darlington Hambleton, 



Richmondshire and 
Whitby? 



 
Vale of York  
Phone: 08445895915 
Humber  
Phone: 01482223191 
Scarborough Ryedale 
Phone:07699709169 
Hambleton, Richmond & 
Whitby 
Phone:01609767600 



 



 



West Yorkshire & 
Harrogate 



 
Harrogate and Rural 
Phone:01423799300 



 
West Yorkshire 



Phone:08448707937 



In Hours: 
Call to 



Lead CCG 
for 



arbitration / 
agreement 



 



Out of 
Hours:  
Call to 



CCG On 
Call for 



arbitration / 
agreement 



only if 
there is a 
dispute 



 



In Hours: 
Call to 



Lead CCG 
for 



arbitration / 
agreement 



 



Out of 
Hours:  
Call to 



CCG On 
Call for 



arbitration / 
agreement 



In Hours: 
Call to 



Lead CCG 
for 



arbitration / 
agreement 



 



Out of 
Hours:  
Call to 



CCG On 
Call for 



arbitration / 
agreement 



 
 



Can be further escalated 
to NHS England On Call 
if resolution not reached 
Phone: 03330124267 



 



 
 



Can be further escalated 
to NHS England On Call 
if resolution not reached 
Phone: 03330124267 



 



 
 



Can be further escalated 
to NHS England On Call 
if resolution not reached 
Phone: 03330124267 



 



 
Once agreement has been made between initiating and receiving Trusts’ Executive Directors, 
the diverting Trust Director On Call must contact and agree the diversion arrangements with 
the Ambulance Trust Operations Centre using the Ambulance Divert proforma. A completed 
copy of this form must be sent to YAS or EMAS within 60 minutes of the request being 
initiated. (see Appendix 1 for Yorkshire Ambulance Service and Appendix 2 for East Midlands 
Ambulance Service proformas). 
 
The Strategic Commander for the Ambulance Service will risk assess the implications of the 
diversion with the initiating Trust Director On Call before agreeing to the divert request. The 
risk assessment will be shared with all parties and stored in the YAS Hospital Divert Archive 
folder.  
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The initiating Trust Director On Call is responsible for informing their Senior Managers On 
Call and Communications Team who will cascade this information internally, as per their local 
arrangements.  
 
The Director On Call for each Trust involved must ensure that a log of events is commenced 
at each decision making level and maintained throughout the duration of the divert. 
If any party does not agree to outcome of the risk assessment and therefore the proposed 
divert, the initiating Trust Director On Call should contact their relevant CCG for arbitration.  
 
The initiating Trust’s CCG should discuss the risks and actions with all parties, including the 
proposed receiving Trust’s CCG. 
 
If resolution still cannot be achieved, the initiating Trust’s CCG should contact NHS England 
(Yorkshire and the Humber) who will make a final decision. 
 
Agreement and distribution 
 
This policy has been agreed by: 



 Clinical Commissioning Groups and the Ambulance Services via the contract 
management boards for YAS and EMAS 



 Acute Trusts via A&E Delivery Boards 



 NHS England (North): The policy will be reviewed annually or at the request of any 
organisation affected. 



 
This policy has been disseminated to: 



 Yorkshire and the Humber Clinical Commissioning Groups 



 Yorkshire Ambulance Service 



 East Midlands Ambulance Service 



 Yorkshire and the Humber Acute Trusts 



 NHS England (North) 
 
 
Appendices 
 
Appendix 1  Ambulance Divert Request Form (YAS) 
Appendix 2  Ambulance Divert Request Form (EMAS) 
Appendix 3  Patient divert decision making model risk assessment  
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Appendix 1 
 



AMBULANCE DIVERT REQUEST FORM 
 
All requests for an Ambulance divert involving YAS must be made by the Acute Trust Executive Director 
Level on call by telephoning 0300 330 0299 asking for Gold On Call Manager and followed up by 
emailing to yas .ROCSM@nhs.net  within 60 minutes from the request. 
 



Section A: To be completed by Executive Director at the Diverting Trust 



Date  
 



Time (24hr clock format)                 



Trust requesting divert 
 



 



Name of Executive Director requesting divert and 
contact number 
 



 
 
Telephone: 



Have all actions on the pre divert checklist been 
completed? 



YES    NO (Delete as applicable) 
 
If NO why not? 
 



Reason for divert request  
 
 



Estimated duration of divert (4 hours maximum) 
 



 



Communication updates agreed by diverting Trust? 
State frequency of updates agreed 



YES    NO (Delete as applicable) 
 
 



Details of patient divert (e.g. medical adult)  
 
 



Name of receiving Trust who have agreed to accept 
the divert 
 



 



Name of Executive Director at the receiving Trust 
who has agreed the divert  



 
 
Telephone:                                          Time: 



Section B : To be completed by YAS 



Date initial request received: 
 



Time initial call received: 



Initial call request received from: 
 



Initial call request received by: 



Name of YAS Strategic Commander On Call dealing 
with request 
 
 



Divert agreed?   YES    NO (delete as applicable)  
Provide details on log sheet. 



 



 



 
 
 
 





mailto:.ROCSM@nhs.net
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Appendix 2 



AMBULANCE DIVERT REQUEST FORM 
 



All requests for an Ambulance divert involving EMAS must be made  by the acute trust 



executive director level on call via the Operations Room Phone: 0115 8845463 asking for Gold 



On Call Manager and followed up by emailing: dutyrom@emas.nhs.uk within 60 minutes from 



the request.  



Section A: To be completed by Executive Director at the Diverting Trust 



Date  
 



Time (24hr clock format)                 



Trust requesting divert 
 



 



Name of Executive Director requesting divert and 
contact number 
 



 
 
Telephone: 



Have all actions on the pre divert checklist been 
completed? 



YES    NO (Delete as applicable) 
 
If NO why not? 
 



Reason for divert request  
 
 



Estimated duration of divert (4 hours maximum) 
 



 



Communication updates agreed by diverting Trust? 
State frequency of updates agreed 



YES    NO (Delete as applicable) 
 
 



Details of patient divert (e.g. medical adult)  
 
 



Name of receiving Trust who have agreed to accept 
the divert 
 



 



Name of Executive Director at the receiving Trust 
who has agreed the divert  



 
 
Telephone:                                          Time: 



Section B : To be completed by EMAS 



Date initial request received: 
 



Time initial call received: 



Initial call request received from: 
 



Initial call request received by: 



Name of EMAS Strategic Commander on Call 
dealing with request 
 
 



Divert agreed?   YES    NO (delete as applicable) Provide 
details on log sheet. 



 
 



  





mailto:dutyrom@emas.nhs.uk
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PATIENT DIVERT – DECISION MAKING MODEL (DMM)  
RISK ASSESSMENT 



 
Risk Assessment completed by the ROC on behalf of the YAS on Call Team. 
As information/intelligence is received the DMM should be reviewed/revised 



and appropriate actions taken. 
 



DETAILS OF DIVERT REQUEST 
 
Date:       Time:   
Person completing the assessment:  
Details of Divert:  
Timescales for Divert:  
Requesting Trust and name of requesting manager/executive:  
 
REASON FOR THE DIVERT 
 
RISK ASSESSMENT 
 
Information Intelligence 
 



What is the potential impact on patient safety from a hospital perspective if YAS refuse? 
How is YAS currently performing?  
What is the resource profile currently?  
How is the CBU performing where the divert is required?  
What is the CBU resource profile for the period of the divert?  
What other Diverts are currently in place. 
What is the predicted workload (CAD stack) over the next 2-4 hours  
How would meal breaks be affected (crew welfare)?  
Are PTS and/or other resources able to support our operational service?  
Are we dealing with any large incidents likely to tie up crew reducing resources?  
 
Impact/Capability 
 



What is the potential impact on YAS service delivery if the divert is accepted?  
 
Risks 
 



Who/what is most at risk e.g. 
YAS patients       High, Medium, Low  
Hospital Patients      High, Medium, Low,  
Members of the Public     High, Medium, Low,  
YAS Staff       High, Medium, Low,  
Other (please specify)     High, Medium, Low 
YAS performance      High, Medium, Low,  



Appendix 3 
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Working Strategy 
 



What strategy are we adopting to mitigate the risks?  
 
Tactical Options 
 



What options are available to us to deliver the working strategy? Tactical Plan 
From the tactical options what is the specific plan?  
Does the plan meet the objectives of the working strategy? Contingency Plan. 
If risks increase due to unforeseen circumstances.  










image3.emf

MC SOP 2022.docx




MC SOP 2022.docx

[image: bthft_logo]





Emergency Department


SOP


Standard Operating Procedure





                                       Majors Coordinator Role in the A&E Department





			Subject


			To reduce crowding in Amber Zone 








			Background


			Emergency Department (ED) crowding is one of the greatest challenges to delivering safe, high quality, urgent and emergency care


It should be recognised as posing an unacceptable risk to patient and staff wellbeing. Amber Zone becomes crowded almost every day due to number of reasons, like significant delay in formulating plans and decision making, exit block, occupancy of available trolley spaces > 100%, Long wait to be assessed by ED clinicians (Mean treatment length is 90 minutes which is higher than national target which is < 60 minute), High proportion of patients awaiting placement on an inpatient ward. Historically Mean LOS is 250 minutes when it should be < 240 minutes 





Crowding is associated with: 


· Negative effects for patients 


· Increased mortality amongst admitted patients


· Increased length of stay amongst admitted patients


· Failure in key quality standards


· Poor patient experience. 


· Negative effects on staff 


· Burnout 


· Increased illness


· Difficulty with recruitment and retention. 


· Negative effects on organisations


· Performance 


· Reputational.





			Staffing


			Majors Coordinator will be a Consultant on support session 


· If there is insufficient senior decision makers on the shift like on week end or nights then consider using registrars working in amber zone to do this role 


· consultant in charge covering this role 








			Majors Coordinator  Process


			· [bookmark: _GoBack]At Bradford we have determined to start Majors Coordinator Role between 8am to 10pm, which will help in reducing crowding in ED


· MC will be located in the Amber Zone next to the Nurse in charge 





· Main Responsibilities will include


· Reviewing all patients with a TCI seen by junior doctors


· Ensuring all patients who are in trolley have got plans within half hour of patient being seen by doctor which should be documented on EPR


· Supporting clinical coordinator in making decisions about investigations and/or reviewing patients where necessary


· Speaking to specialities directly about patients who may be able to go on an alternative pathway (like PE/CP ) and to liaise for speciality consultant in-reach


· Utilising Subwait optimally especially patients waiting bloods or transport


· Attending 2 hourly  huddle to update plans about amber zone patients


· Supervising all ANP trainees and reviewing their patients 


· Monitoring incoming demand including AAA and Waiting room in conjunction with nurse in charge of amber zone


· Do assessments for junior doctors especially CBD if possible








			Managing Risk


			Ongoing feedback and evaluation of the role will be undertaken to identify any risks and mitigate them. This will be monitored by looking at KPI’s, Datix, feedback in team meetings and individual feedback from staff.





			Approved by


			





			




















			





			Date: 20/05/2019


			Review date: 01/12/2019
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COVID 19


SOP


Standard Operating Procedure





			Subject


			


Management of Outliers wards at Bradford Teaching Hospitals Foundation Trust (BTHFT)








			Background


			


The current model for medical outliers relies heavily on the transfer of medical patients from the Acute Medical Unit to an outlying non-medical ward. This creates a number of significant problems:





1. The Medical Registrar on AMU is often the medic being asked to identify patients suitable to outlie from AMU, usually late into the evening and overnight





2. Although the identified patients will be  “the least sick”  on AMU they are still often acutely unwell and require on-going medical intervention





3. Daily senior review is compromised because the current acute medical model does not cover down-stream in-patient wards and we do not have a “general medicine” speciality.








			Action


			The identification of patients who can outlie to non-medical wards will come from speciality medical wards rather than assessment units .





The criteria for suitability to outlie will be patients who require minimal medical intervention i.e.:


· Be medically fit for discharge OR


· Are medically optimised AND/OR


· Have a clinical criteria for discharge/discharge plan in place


· Are the most medically stable





· Ward level care of outlying patients will be provided by FY/CT doctors on the outlying ward  to include (but not limited to): 


· Bloods/cannulas


· Initial review of patient if NEWS increases/ nursing concern


· TTOs. Note: on discharge where possible should include explicit decisions about out-patient investigations, onward referrals and follow up in the discharge summary





Urgent deteriorating patient: in hours referred to the parent team and out of hours – contact the critical care outreach team or medical registrar





In the unusual event of an outlier needing to be identified from AMU then this needs to be a decision by the command centre. Once a patient has been identified it is the responsibility of the clinical team on AMU to decide which speciality the patient is under and the ward clerk for AMU must amend as appropriate.








			





Process











			


· Consultant and nursing team to identify patients “fit to lodge on outlying wards” using the criteria :


· Be medically fit for discharge OR


· Are medically optimised AND/OR


· Have a clinical criteria for discharge/discharge plan in place


[bookmark: _GoBack]


Note: patients who fit the above criteria but may have complex nursing and/or family needs and/or specific dignity requirements should be avoided as being fit to lodge patients 





1. If the patient no longer requires a daily senior medical review this must be documented by the consultant in the patient’s notes.





2. Nurse in charge to add the “fit to lodge” attribute to the patient record in CapMan and inform the Command Centre. 





3. Command Centre/site team to monitor the fit to lodge list and arrange the transfer of the patient to the outlying non-medical ward





4. Receiving non-medical ward to remove the “fit to lodge” attribute to the patient record in CapMan once handed over





5. If the patient still requires daily senior reviews then this must be undertaken by the parent speciality team, face to face, unless a virtual review is appropriate and is clearly documented in the clinical notes





6. Outlied patients should be identified daily by the parent team utilising the GE Right Patient Right Place tile 





7. If there are outlied patients who need a senior review and this has not been undertaken then the nurse in charge for that ward needs to inform the Command Centre who will escalate this to the parent team





Patients on Critical Care





If a patient is admitted directly from AMU or ED and does not already have a specialty team allocated, the ICU consultant will decide the most appropriate specialty team for the patient following clinical review at the first ward round following admission and arrange for this to be updated on EPR 





If the most appropriate specialty changes during the critical care admission, the specialty team responsible for the patient will discuss with the new team to confirm handover of care. If there is disagreement over which team is most appropriate to take over care then the critical care consultant will select what most appropriate team based on their clinical assessment and it will be up to this team to refer on if they feel this is needed. The ICU team will ensure the patient’s new team is updated on EPR.





Note: changing the consultant and speciality is a joint clinical decision and once made the ward clerk should amend on CapMan.
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Together, putting patients first 

Command Centre Operations meetings 
 

The Command Centre Operational Meeting is a meeting to ensure key stakeholders are aware of the daily position in terms 
of ED traffic, bed availability, expected admissions from routes other than ED and staffing.  
 
The meeting is also a vehicle to cascade important messages from support departments which will directly impact on the 
site or patient flow with actions linked to the OPEL document 
 

The aim of the meeting is to facilitate meeting the Emergency Care Standard on a daily basis, by encouraging appropriate 
and timely decision making relating to admissions and discharges.   
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Command Centre Operations Meeting
 Terms of Reference     

  



		

Clinical Lead for CC: Sarah Buckley

		

Managerial Lead(s): Shaun Milburn



		

Date: August 2022

		

Review Date: August 2023







		

Membership





		
Mandatory required members:



· CHAIR – 

OPEL 1-2 Clinical Site Matron/Clinical Lead for Command Centre

OPEL 3 (score 29-34) Clinical Lead for Command Centre/Senior General Managers

OPEL 3 (score 35-40) Deputy Director of Operations, Unplanned Care

· Clinical Site Matron

· Representative from ED (GM, DGM, Matron, Deputy Matron or Service Manager

· Representative from each CSU (GM, DGM, Matron , Deputy Matron or Service Manager)

· Representative from Estates & Facilities

· Representative from YAS

· 1st On-call manager (pm meetings only)

· W,Q & S Matron (pm meetings only)


Additional stakeholders as and when required:



· Directors of Operations, Deputy Chief Operating officer (Sustained high OPEL 3/4)

· Deputy Directors of Nursing, Directors of Nursing (Sustained high OPEL 3 /4)

· Senior nursing representative from Womens’ Services and Paediatrics (Sustained high OPEL 3 /4)


Representatives as required from:



		EPRR

		Pharmacy

		HR



		MAIDT 

		IPCC

		Health & Wellbeing



		Medical Staffing Representative

		

		









		





Purpose & Aims of the Group





		
The Command Centre Operational Meeting is a meeting to ensure key stakeholders are aware of the daily position in terms of ED traffic, bed availability, expected admissions from routes other than ED and staffing. 


The meeting is also a vehicle to cascade important messages from support departments which will directly impact on the site or patient flow, for example:

Bed closure
Bay closure 
Ward closure due to infection, 
Issues in radiology
Pharmacy


The aim of the meeting is to facilitate meeting the Emergency Care Standard on a daily basis, by encouraging appropriate and timely decision making relating to admissions and discharges.  









		

Agenda




		The meeting will be held twice daily with the following standard agenda items:

1. Welcome and roll call (Chair) Non-attendance will be escalated 

1. Update on performance for previous 24hrs (9am only)

1. Review of actions from previous meeting (Chair)

1. ED position (ED rep)

1. Site position (Clinical Site Matron)

1. Escalations from CSU representatives 

1. Escalations from E & F representative

1. Escalations from other departments represented at the meeting

1. Summary of actions and confirmation of next meeting









		

Frequency of Meetings





		 

· The meeting will take place twice daily, via Microsoft Teams.  

· The meeting will be hosted from the Command Centre. 

· The first meeting will be at 9am and the second meeting will be at 2pm with the option to bring to a meeting forward / add a third meeting when required. (Escalation will be linked to OPEL level or any other untoward or unexpected incident)

· The decision on the timing of the daily Meetings will be made by the Deputy Director of Operations for Unplanned Care and the Clinical Lead for the Command Centre and will be communicated to all members via email. 







		

Roles & Responsibilities of Members





		
The Chair for the Ops Meetings will:

· Maintain oversight of issues raised and required actions

· Ensure tasks are allocated to an appropriate member of the group and obtain feedback on those actions 

· Escalate issues to the Senior General Managers and/or Directors of Operations as appropriate



The Clinical Site Matron will:

· Report to the meeting an up-to-date position of bed availability across the Organisation utilising the Capacity Snapshot tile in the Wall of Analytics, including closed beds, critical care capacity and gender split of available beds. 

· Advise the meeting on  any potential 12 hour breaches of the ECS

· Report to the meeting the number of patients on the transfer list and where the beds are needed.

· Report to the meeting anticipated discharges for the coming day and escalate areas of pressure. 

· Escalate any other issues affecting the operation of the clinical site team 

· Record and circulate actions immediately following the Meetings



The representative from ED will:

· Provide an overview of the department utilising the ED tile on the Wall of Analytics; to include the number of patients currently in the department and how many have attended in the last hour.

· Report to the meeting the number of patients in each zone of ED so discussions can take place around pressure areas. 

· Escalate any issues affecting the running of ED including medical and nurse staffing pressures

· Make a request for specialty in-reach dependent on the requirement at that time



The CSU rep will:

· Following the meeting, provide a summary to operational colleagues via email telephone or WhatsApp messages highlighting specific pressure areas of the day.  This is to enable support to their clinical teams to take actions to improve patient flow. 

· Receive escalations from command centre colleagues at meeting and via the SitRep update that follows meeting regarding blockages which cannot be resolved without support.  

· Work with the CSU to resolve issues which are impacting on flow, including liaising directly with medical staff where appropriate. 

· Feed in any escalations to the operational Meetings and feedback to the meetings on actions.

· Provide update on staffing pressures across all professional groups 

· Liaise directly with clinical staff to encourage the use of the DVW, MAID team, pharmacy etc to facilitate discharges

· Liaise directly with clinical staff where medical reviews are needed for outliers or where in-reach is needed in ED

· Throughout the day, regularly review the information available through Cerner and the WOA tiles to maintain oversight of the trust operational position.


The Estates and Facilities rep will:

· Provide information on any issues which may impact on patient flow, giving notice where applicable for future works which the Command Centre team will need to be aware of.

· Provide an update on security staffing so that the Command Centre team and CSU leadership teams are aware of any challenges. 

· Use Cerner and the WOA tiles to proactively identify cleaning requirements (dirty beds/infection decontamination/deep cleans) and peaks in admissions/discharges/turnaround


Accountability

· The meeting is a stand-alone operational meeting which does not have formal accountability to any other committee.

· Accountability for all actions arising from the meeting are the responsibility of the Chair and attendees to enact.

· Urgent issues arising from the meeting will be escalated through CSU operational management teams.



Escalation and Feedback routes

· Each member of the meeting will be responsible for noting down their own actions and reporting back on those actions at the next available meeting.  The Chair will be responsible for holding members to account for those actions. 

· Previous day’s performance

· Actions will be logged on the SitRep and circulated following each meeting.

· Each member of the meeting is a conduit for information to and from their colleagues.

· Each member has a responsibility for bringing issues which have been escalated to them to the meeting and feeding back issues to colleagues to ensure appropriate cascade of key daily messages throughout the organisation.









		

Available Resources





		

Wall of Analytics – available to all on desktop (WOA tile viewer) with Trust username and password.  Enables users to see:



		ED expediter

		Patient Transfers

		Infectious Covid-19



		Capacity Snapshot

		Patient Manager

		Right Patient Right Place



		Patient Deterioration

		Ward Link

		Discharge Tasks



		Care Progression

		

		







FirstNet – to review patients in ED by zone, LoS etc

CapMan – to review all transfers, porter and cleaning requests

SafeCare – to review nurse staffing by ward





		

Annual Review





		The Command Centre Lead will conduct an annual review of this document to ensure the terms of reference are still valid. 
The next review is due August 2023.
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Together, putting patients first 

Going Further on our Winter Resilience Plans 
 NHSE/I letter dated 18th October outlining further system resilience that ICBs and NHSE should implement. 

Key messages 
New variants of COVID-19 and respiratory challenges  

 
 Systems should actively consider establishing Acute Respiratory Infection (ARI) hubs as part of preparing for managing increased ARI in the community.  
 
Demand and capacity  

 
 Support delivery of additional beds available to admit patients to across England to reduce the number of patients waiting in ED for a suitable bed, ambulance 

handover delays, and ambulance response times.  
 

 Deliver their agreed contribution to the winter planning ambition of delivering an additional 2,500 Virtual Ward (VW) beds. VW capacity must be included within 
overall bed capacity plans and monitoring and all local VW providers must submit timely, high-quality data through the national sitrep by 24 October 2022. 
Systems should ensure that virtual wards are effectively utilised both in terms of addressing the right patient cohort and optimising referrals.  
 

 Ensure all systems establish 24/7 System Control Centres (SCCs). SCCs will balance the risk across acute sector, community, mental health, and social care 
services with an aim of ensuring that clinical risk is appropriately dispersed across the whole ICS during periods of surge. SCCs will need to be supported by 
senior operational and clinical decision-makers to proactively manage clinical risk across the country in a 24/7 format for 365 days per year. The expectation is 
that systems will develop the operating model for approval via the BAF and that all systems will have an operational SCC by 1 December 2022.  
 

 Improve the accuracy of information provided in the capacity tracker. The accuracy of information submitted to the capacity tracker will be key to ensuring that 
we can effectively manage demand and capacity at a system, regional and national level. We will work with regional teams to ensure that all providers have 
plans in place to submit accurate data to the capacity tracker, and that updates are submitted in line with the collection timetable.  
 

 Continue to invest into acute-workforce training in managing mental health need (including paediatric acute) and embed the integration framework with 
associated resources for systems to support children and young people with mental health needs within acute paediatric settings.  
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Together, putting patients first 

Going Further on our Winter Resilience Plans 
 

Discharge  
 

 We know that discharge challenges are causing significant issues for flow and are impacting emergency care for 
patients. The 100-day challenge work will continue, as local systems continue to embed the 10 best practice 
interventions. We will work with regions to understand the specific actions where national support is  required to go 
further, and a similar programme will be extended to community and mental health trusts. Intensive discharge support 
will also continue for a small number of our most challenged systems and Trusts. A national data focus, beginning with a 
drive to improve data quality, will support real-time operational decisions.  
 

 We are working with cross-government colleagues through the National Discharge Taskforce to explore further options 
to reduce delays to discharge. This includes supporting the £500m fund to recruit and retain more care workers and 
speed up discharge. Looking ahead to next year, with colleagues in DHSC and DLUHC we are selecting a number of 
discharge Frontrunners to identify radical, effective and scalable measures for improving discharge processes and joint 
working between and adult social care.  
 

 Mental health remains a challenge for UEC activity and delayed discharge. It is important that systems continue to 
invest in mental health as planned in crisis alternatives, community transformation, primary care, and liaison services in 
acute hospitals, and that 12 hour delays are avoided.  
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Together, putting patients first 

Going Further on our Winter Resilience Plans 
 

Ambulance service performance  
We will work with local systems to:  
 Ensure all ambulance services deploy 24/7 mental health professionals in emergency operation centres and on-scene 

and implement new models of improving flow out of emergency departments. Staff may be employed on a rotational or 
joint basis with mental health trusts. This additional capacity will prevent unnecessary mental health related ambulance 
trips to A&E and enable more people in mental health crisis to access  
 

Preventing avoidable admissions  
 

 Have a community-based falls response service in place between 8am and 8pm for people who have fallen at home 
including care homes. The service should be in place by 31 December 2022 and be available as a minimum 8am-8pm 7 
days per week.  
 

 Address unwarranted variation in ambulance conveyance rates in care homes working collaboratively with care homes 
to identify and access alternative interventions and sources of support.  
 

 Consider targeted, proactive support for people who have high probability of emergency admission, sometimes called 
High Frequency Users. For example, work in one area identified that 1% of people (~600 people) accounted for 1,925 
ED attendances and 54,000 GP encounters over a 12 month period.  

 

 
 

03/11/2022 



Together, putting patients first 

Going Further on our Winter Resilience Plans 
 

Workforce  
In July we wrote to you asking you to prioritise five high impact actions to maximise the retention and experience of nursing 
and midwifery staff. Significant progress has already been made and we are asking you to continue working across key 
areas, including:  
 
 Nursing and midwifery retention self-assessment tool – completed self-assessment tool and retention improvement 

plans should be shared with your ICS retention lead or equivalent.  
 National Preceptorship Framework went live on 10 October. The framework includes a core set of standards and a gold 

standard for organisations wanting to further develop their preceptorship programmes.  
 Flexible working – Your staff should be made aware and encouraged to explore flexible working options. Information 

and tools are available on the NHS Futures site.  
 

 We are now extending our workforce support by:  
 Re-launching the National NHS reserve campaign to bolster local surge capacity.  
 Launching a staff offers hub to support spread of local good practice over winter.  
 Providing a full list of recommended workforce solutions for Integrated Care Boards.  
 Providing targeted support teams to any region or system that falls into difficulty.  
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