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Purpose 

This report is the draft Winter Plan for 2014/15 for Royal Cornwall Hospitals NHS 
Trust It is an overarching plan for the Trust.  All Divisions have had input into the 
plan and the plan is formally discussed at the Whole Systems Resilience Network 
and links with the Whole System’s Winter Plan and follows National and Area 
Team guidance.  The escalation plans have been updated for this year and 
include triggers for other providers. 

 

Due to the Trust Board timetable, Trust Board is asked to consider the plan with 
the knowledge that the Kernow Clinical Commissioning Group Operational 
Resilience and Capacity Plan (ORCP) 2014/15 is not yet agreed. 

Receive  

Approve ● 

Trust Objectives 

Quality People Partnership Resources 

●    

Executive Summary  

Main changes from last year’s Winter Plan are as follows: 

 Increased Consultant shop floor presence up to  midnight in the Emergency Department 

 Streaming of patients with introduction of GP See and Treat for minor injury/illness at the 
front door 

 Implementation of  Ambulatory Care and Acute Medical Assessment co-located to the 
Emergency Department 

 Additional 26 medical beds 

 Establishment of discharge lounge accommodating ambulant and non-ambulant patients 
to increase the number of patients that are discharged home for lunch  

 Implementation of clinical pathways – Heart Failure, Pneumonia/COPD, Chest Pain and 
Frailty 

 Extended 7 day working for  Clinical Imaging, Pharmacy and Therapy services 

 Improved clarity of escalation triggers and actions, linking with other Providers 
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The top risks for the organisation during Winter can be summarised as: 

 Significant growth in ED attendances, Non elective admissions and increased delayed 
transfers of care, resulting in insufficient capacity at RCHT 

 Staff recruitment and deployment to support the winter plan initiatives  

 Infection outbreak – notably Norovirus/Flu 

 Increased medical admissions and outliers to surgical and orthopaedic areas resulting in 
cancellations of elective work and increased waiting times for patients 

 Further financial pressure due to lack of funding for the winter plan initiatives 

The Winter Plan is currently considered high risk, due to current growth in non elective admissions 
and the increasing trend in delayed transfers of care.  Successful delivery of the RCHT plan is 
subject to other system partners taking specific actions to mitigate these risks. 

Key Recommendations 

The Board is asked to approve the Winter Plan for submission to the Area Team, with delegation 
to Executive sign off of the NHS Kernow Operational Resilience and Capacity Plan (ORCP) and 
inclusion of specific agreements with other system partners arising from the Emergency Care 
Intensive Support Team (ECIST) Report to minimise growth in non elective admission and reduce 
the number of delayed transfers of care. 

Assurance Framework 

The report provides information on the key risks and current level of assurance in meeting the 
Trust’s objectives. 

Next Steps 

The Operational Management Group will continue to develop detailed plans for the staffing of the 
Christmas and New Year periods. 

 
 

Corporate Impact Assessment 

CQC Regulations Covers all CQC outcomes. 

Financial Implications None. 

Legal Implications None. 

Equality & Diversity None. 

Workforce and Staffing  

Performance Management  None.  

Communication  None. 

Acronyms / Terms used in Report  
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Winter Plan/ Capacity Plan 
2014/15 

1. Introduction 
 
This plan sets out the actions Royal Cornwall Hospitals Trust (RCHT) will take to 
ensure it is resilient to the pressures placed on local health services by the winter 
and covers all of its hospital sites. It sets out: 
 

- the key pressures that arise from Winter 
- our key areas of learning from last year’s winter experience 
- detailed demand and capacity information on planned and unplanned 

activity 
- our plans for ensuring co-ordination and coherence of our services 
- our corporate level escalation plans 
- escalation plans developed by the health and social care community 
- our links with other services 

 
This plan should be read in conjunction with the RCHT Capacity Management Plan, 
which details actions to deal with a surge in demand; the Major Incident Plan, which 
details how RCHT will respond to major incidents; and infection control policies 
including the Health Community plan for Norovirus 
 
2. Key Pressures 
 
The key pressures posed by winter include: 
 

 The trend for increased complex/frail elderly admissions. 

 Reductions in timely discharge of patients, including delayed discharges 
and reduced community hospital capacity 

 Unplanned absence of staff due to seasonal flu, diarrhoea and vomiting 
and Norovirus outbreak 

 Increased demand for services due to higher levels of infection within the 
community 

 Increased demand for emergency care in all specialities 

 Bank Holiday impact on service delivery 

 The consequent impact of a number of these on reduced elective capacity 
and potential ward closures 

 Impact of severe weather on resources  

 Increased non elective activity beyond commissioned activity  
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In managing these pressures, our overriding objectives are to maintain: 
 

- safe, high quality services to patients including effective management of 
infection, ensuring patients are seen at the right place and right time; and 
maintaining privacy and dignity 
 
- achievement of key areas of service including Emergency Department 
access, ambulance turnaround times, and urgent and other elective 
operations and procedures 

 
3. Key Learning 
 
RCHT recognises that the pressures posed by winter are predictable.  We 
experience it and manage the health service consequences every year.  We are 
mindful of the need to learn from these experiences. 
 
Last year, RCHT conducted a number of lessons learnt exercises. The key lessons 
we have learnt are: 
 

- the need for clear co-ordinating mechanisms 
- the need to mainstream consistent and effective use of Estimated 

Discharge Date (EDD) to support discharge. 
- the need to establish a discharge lounge to support “home for lunch” 

discharge.  
- the need to create additional capacity in a planned way 
- the need to plan for higher acuity of need 
- the need for clearer business continuity plans which avoid the calling of 

major incidents in response to winter pressures 
- the need for increased diagnostic and therapeutic support 
- the need for improved community wide escalation plans 
- the need to minimise patient movement between wards and across sites 
- the need to ensure escalation plans are robust and frequently tested and 

updated 
- the need for clear expectation from other health and social care providers 

both in “business as usual” and escalation 
 

RCHT is working with its partners in health and social care to ensure these lessons 
are built into this year’s plans. 
 
4. Capacity and Demand 
 
The Trust’s Information Services have undertaken extensive work to analyse the key 
drivers of emergency bed state within the Trust.   
 
The daily activity information from previous years has also been used to develop a 
daily predictor for ED and emergency activity, surgery and trauma.  This is used by 
RCHT to inform capacity and operational planning and management on a daily 
basis.  This is a well-established process which is embedded in a day-to-day 
operational management, and is available 7 days in advance through the Daily 
Dashboard. 
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RCHT's capacity plans have been set for the period from October-March.  These 
balance the requirements of continuing to meet RTT targets, which require the 
continued delivery of a stream of elective activity, whilst ensuring the maximum 
capacity is available for emergency patients.  The robust management for RTT 
targets will continue during December, together with advance planning for all 
patients whose RTT dates are in late December or, particularly, early January. 
RCHT expects through this to continue to deliver RTT targets throughout the winter 
period. 
 
5. Daily Bed State 
 
The Trust’s bed state is circulated to the senior team including all Matrons and On-
Call Managers by 0730 hours each morning and this information supports the Sitrep 
report.  There are clear plans in place for ensuring that the Sitrep is signed and 
agreed before 1100 hours. 
 
A further bed state is generated for the daily 0930 hours, 1300 and 1600 hours bed 
meetings which seeks to bring the operational team together with senior 
management leadership from the Medical Division within working hours and 
supported by the Senior On-Call Manager our of hours, to identify the bed 
requirements for the rest of the day and night to manage emergency and elective 
activity, taking into account empty beds available and all confirmed discharges for 
the rest of the day. The bed state includes staffing numbers for every area and this 
information is distributed to senior managers and executives following each bed 
meeting. 
 
Additional bed meetings will be held during periods of higher than expected activity 
or bed occupancy with regular dialogue with community providers to ensure that all 
providers are aware of the pressures.  
 
6. Co-ordination, Coherence and On-Call Arrangements 
 
The Site Co-ordination Team is empowered to take appropriate action to maintain 
safe, high quality operation with appropriate senior level support. 
 
There are two members of staff from the site co-ordinating team on nights, (to 
support Hospital at Night), weekend days and bank holidays. Their principal 
responsibilities include: 
 

 Safety of patients 

 Patient flow to ensure that all access targets are met 

 Out of hours (OOH) infection control 

 OOH complaints management 

 OOH Fire bleep 

 Clinical activities  

 Mental Health section papers / safe guarding adults / safeguarding children / 
dementia care / learning disabilities  

 Liaise with the ambulance service, and other OOH services 

 Liaise with other hospitals 

 Staffing levels 
 



 

Page 7 of 35 

 

Further support is provided to this team by an Assistant Practitioner or  Health Care 
Assistant who will carry out practical tasks as directed by either the trained or 
medical staff. 
 
There are two handovers each day between the Site Co-ordinators.  In principle this 
is ensure that patients who are a concern are effectively managed out of hours. 
 
The Senior On-Call Manager is responsible for supporting the Site Co-ordinators for 
the 24 hour period that they are on call. The Senior On-Call Manager is expected to 
attend the 09.30 and 16:00 hours bed meeting on the day.  Should the organisation 
be in  amber or red escalation they are then expected to attend bed meetings as 
agreed with the Site Co-ordinators.  They will support the tactical silver conference 
call when required.  They are contactable by Switchboard.  If required, they assume 
their designated roles in the Trust’s Major Incident Plan and are present on site as 
required.  All contact to the Senior Manager On Call is directed through the Site Co-
ordinator via Switchboard and the role covers all sites – Royal Cornwall Hospital, 
West Cornwall Hospital and St Michael’s Hospital.  
 
It is the responsibility of the Senior On-Call Manager to ensure that on call is 
covered.  Should there be exceptional circumstances which lead to them leaving the 
site on a working day, alternative arrangements must be in place and the Site Co-
ordinator made aware.  It is the responsibility of the Senior On-Call Manager to 
ensure their on call is covered during periods of annual leave; this information is also 
shared with Switchboard and the rota co-ordinator.  
 
There is an Executive Director on call 24 hours a day, seven days a week, who can 
be contacted via Switchboard and will come on site as required or in the event of a 
Major Incident.  
 
There is robust on-call cover for all specialities across the organisation and 
consideration will be given to the need to put additional doctors on shift out-of-hours. 
 
The Site Co-ordination Team facilitates normal operations throughout the 24 hour 
day as follows: 

 

 At 0700 hours the Site Co-ordination Team provides a detailed hospital 
handover identifying the current position, overnight issues and action 
being taken. The up to date bed state is circulated to all Exec Directors 
and On-Call Managers by 0730 hours. 
 

 At 0930 the first daily bed meeting will be in the Site Co-ordination Team 
Room on occasions where it is ‘business as usual’. 
 
Attendees: Site Co-ordination Team, a designated senior Manager 
Medical Division, a representative from Surgery Trauma and 
Orthopaedics, Critical Care, and SWASFT. 
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The purpose of the bed meetings are to ensure patient flow is optimised: 

 
o Review the current bed state at RCH, WCH StM and the community 
o Review the planned elective activity for the next two days  
o Develop a plan to ensure at least the first patient on each list is 

allocated a bed ready for theatre, first thing in the morning 
o Agree and take appropriate action to ensure patient flow is 

maintained  
o Review staffing 
o Discuss any other relevant information for planning for the next day 

 
After the 0930am meeting the Site Operations Team will send an updated bed state 
to all Executive Directors and Senior On-Call Managers, which includes: 

 
o Beds available now 
o Further discharges 
o A plan to manage the predicted number of emergency admissions 

 

 Further daily bed meetings at 1330 hours and 1600 hours are held in the 
Site Co-ordination Team Room to ensure all agreed actions have been 
taken, identify further actions and or escalation as required to optimise 
hospital capacity. 
 
Attendees: Site Co-ordination Team, Senior Manager On-Call, 
representatives from the Medicine, Surgery and T&O Divisions. If at ‘Red 
Standby to Black’ then the Executive Director On Call will be expected to 
attend. 

 
At 16:00 hours the Senior Manager On-Call attends the bed meeting to ensure plans 
are in progress for the night.  Subsequently, the Site Co-ordination Team sends an 
updated bedstate to all Executive Directors and Senior On Call Managers which 
includes: 

 
o Beds available now 
o Further discharges 
o A plan to manage the predicted number of emergency admissions 
o Community beds available now  

 

 Escalation 
There is a clear escalation plan in place identifying the actions to be taken 
at each level of escalation in times of increased pressure.  The criteria 
used are contained in Annex A. 

 
7. Staffing 
 
Staff shortages are a potential risk to all acute services.  RCHT has a set of plans to 
ensure staffing levels are maintained across key services in the event of key 
pressures on services: 
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 Individual Divisions look to assess their nursing staff distribution and 
redistribute to short staffed services.  There are clear outlines of safe staff 
levels by ward, held by the Site Co-ordination Team. 

 RCHT’s bank service provides an in-house pool of short-term, flexible, skilled 
staff.  Out of hours, access to these resources is co-ordinated by the Site Co-
ordination Team in response to pressures.  In addition, the Site Co-ordination 
Team and the Hospital at Night team provide a flexible resource to cover 
clinical needs across the hospital. 

 Use of e-Rostering to ensure appropriate cover across wards, with the Site 
Co-ordination Team having authority to move staff in response to service 
needs. 

 In escalation, deferral of non-mandatory study leave for all staff is 
implemented.   

 All departments/clinical areas maintain staff availability/contact lists so that in 
the event of unprecedented activity, staff will be called in. 

 Non clinical staff are offered the opportunity to work as Healthcare Assistants 
if additional staff are required and as per the Pandemic flu plan. 

 Senior nursing staff may be pulled into rostered practice if required. 

 Non-urgent elective and outpatient activity may be curtailed as required, 
thereby releasing staff. 

 Front line staff are actively offered Influenza Prophylaxis.  
 
The management of significant staffing shortages is addressed in the Pandemic Flu 
Plan. 
 
8. Service Specific Winter Plans 
 
RCHT has required all its services to prepare plans for managing pressures across 
the winter months. 
 
8.1 Medicine and Emergency Division 
 
The Division’s winter plan is two fold – to manage admissions and to maintain and 
improve patient flow. 
 
A key element of managing winter pressures is to manage admission avoidance. 
Our plans are: 
 
o Ensuring compliance with diarrhoea and vomiting (D&V) protocol for GP 

admissions and reducing inappropriate admissions to MAU from nursing and 
residential care – Community Access Teams will ‘gate keep’ and triage calls 

 
o Early identification of Medical Assessment Unit (MAU) patients requiring 

Community Access Teams / Rapid Access Teams input. 
 
o Extended Consultants within ED up to 0000 hours to provide senior clinical 

review and leadership during peak demand. 
 
o Introduction of the Acute Medical Assessment and Ambulatory Emergency Care 

Unit co-located with the Emergency Department. 
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o Implementation of GPs working at the front door to provide senior clinical 
decision maker and rapid turnaround of patients presenting with minor 
illness/minor injuries 

 
o Opening a new medical ward with 26 beds. 

 
o The Chest Pain Service within Cardiology is running seven days a week to 

support early ETT.  This team is further enhanced with a flow co-ordinator, 
implementing nurse led discharge to support both the elective and emergency 
services. 

 
o Working with GP Out of Hours Service to ensure the appropriateness of 

referrals and extension of the Acute GP service within the Emergency 
Department to appropriately stream patients. 

 
o Working with partner organisations (South West Ambulance Service Foundation 

Trust (SWASFT), Peninsula Community Health (PCH), Cornwall Partnership 
Foundation Trust (CPT), Social Care, SERCO) to reduce inappropriate 
admissions and maximise opportunities for timely transfer and discharge 

 
Continue to work with partners to maximise flow to community hospitals.  Wards will 
become more specialty focussed, with a system of proactive pulling of patients to 
remove outliers and reduce length of stay.  
 
8.1.1 Ambulatory Emergency Care (AEC) 
  
 RCHT is to introduce Ambulatory Emergency Care (AEC) at the Royal 

Cornwall Hospital. 
 

o A significant proportion of emergency adult inpatients can be managed safely 
and appropriately on the same day without admission to a hospital inpatient 
bed.  Key objectives are to improve the care experience of patients and their 
carers, reduce admissions, reduce length of stay and support sustained 
delivery of the 4 hour standard. 

o RCHT has developed a hybrid model combining AEC and acute medical 
assessment.  The new unit will be called Acute Medical Assessment and 
Ambulatory Care Unit (AAAU) and will be located next to the Emergency 
Department, adjacent to Radiology and co-located with the Acute GP Service 
to promote further integration. 

o The standards include triage within 15 minutes, time to be seen – 60 minutes, 
and time to decision of clinical management plan – 3 hours, consistent with 
ED. 

o AAAU will adopt a multi-disciplinary approach with nurse practitioners, MAU 
Consultants, Eldercare Consultants, ED doctors, Acute GPs, therapists and 
diagnostic staff. 

 
8.1.2 Respiratory 

  
o All patients requiring non invasive ventilation will be managed on Wellington 

under the speciality team, this should improve length of stay within 
Respiratory 
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o Junior medical staff cover will focus on improved flow and reduced length of 
stay. 

o The respiratory service will cover Wellington and Roskear Wards. 
o COPD and Community Acquired Pneumonia (CAP) pathways have been 

formalised in line with CQC and CQUIN outcomes.  To increase awareness of 
pathways, aid junior doctors in ED and on wards and provide a uniform 
approach to management agreed across the health community. 

 
8.1.3 Cardiology 
 

o The aim is to have no more than 5 inpatients waiting for a procedure 
o Protect CIU day case bed base through specialty based ward allocation 
o Appointment of Patient Flow Co-ordinator dedicated to Cardiology 
o Introduction of nurse led discharge 
o Cardiology to flexibly deliver activity to manage whiteboard patients 
o Daily analysis of predicted demand and capacity undertaken by the Clinical 

Lead and Service Lead to put in place short term capacity fixes in periods of 
high demand 

o Early escalation of patients awaiting surgery undertaken 
o Additional catheter lists will be scheduled to cover weekend and bank 

holidays to ensure that whiteboard patients have procedures 
o Additional activity in the catheter lab will be realised through protection of CIU 

Day Case beds, running a hot/cold lab model and 4 hour catheter sessions 
o Chest Pain and Heart Failure pathways introduced whilst should reduce the 

number of tests required on patients and based on risk assessment 
 
8.1.4 Gastroenterology 

 
o Six day working for Gastroenterology including Endoscopy 
o Service to be managed through the 29 beds on Carnkie with appropriate 

staffing levels of nurses and junior doctors to improve patient flow 
 
8.1.5 Stroke 

 

o Coordinator post to be based in ED to provide ‘virtual clinic’ and prevent 
admissions 

o Skills training to support direct admission of thrombolsyed patients to Acute 
Stroke Unit (ASU) 

o Escalation policy reviewed, updated and circulated  
o Ring-fence stroke beds to ensure appropriate care and support reduction in 

length of stay 
o Daily update of stroke database to ensure timely referral to community and 

ASU 
o Stroke ‘444’ bleep to notify all areas of stroke presentation and prepare for 

patient (CT, bed on ASU) 
o Therapies move to area next to ASU to ensure timely assessment and 

treatment 
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8.1.6   Renal and Endocrine 
 

o Renal to continue working seven day service 
o Endocrine to join the MAU rota to provide seven day medical cover 
o Agreement of flexible theatre capacity for emergency cases in renal 
 
 

8.1.7 MAU 
 

o Greater presence of MAU consultants in ED to reduce proportion of ED 
attendances that translate into medical admissions 

o MAU skill-mix and staffing review for winter pressures  
o Rapid access clinic in areas such as Chest Pain 
o Provide an Acute Post Discharge Clinic within the ward environment to 

support earlier discharge 
o 2 dedicated triage rooms to ensure timely assessment and ambulance 

handover 
 

8.1.8 Emergency Department 
 

o Skill-mix and staffing review for winter pressures, including all nursing, 
medical and support posts 

o Improvement of the Emergency Department co-ordination process 
o Improvement of the Emergency Department escalation plan 
o GP service to be based within Minors and work with ED to ensure that 

patients are seen in a timely way and appropriate person 
o Work with the Acute GPs to develop pathways that enable people to be 

treated at or closer to home 
o 22 trolleys in Majors to be fully utilised 
o Aligning nursing shift patterns to demand as of 29 September  

 
8.1.9    Additional Capacity 
 
The planned opening of a 26 bedded medical ward that will be staffed substantively 
with designated clinical and nursing leadership to ensure the safety of patients is 
maintained at all times. 
 
 
Should the acute trust reach escalation ‘Red Standby to Black’ which indicates that 
all beds are open and are fully utilised, a senior meeting will be held with the 
Executive Lead and the Divisional Management Team to agree where additional 
capacity can be sourced.  Should the decision be made to open an area that is not 
currently in use then the check list in Annex B must be followed. 
 
8.1.10 Discharge Lounge 
 
A discharge lounge is planned to open providing an environment that is fit for 
purpose that can accommodate safely both ambulant and non-ambulant patients.  
The facility will provide capacity to accommodate 8 ambulant patients and 6 patients 
requiring beds and will increase the number of patients that are discharged home for 
lunch.  
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8.2 West Cornwall 
 
West Cornwall Hospital will continue to operate two medical wards throughout the 
winter and could utilise the surgical space to increase overall bed capacity, should 
equipment and staffing allow.  
 
 
8.3 Diagnostics and Therapeutics Division 
 
8.3.1 Clinical Imaging and Lab Medicine 
 
Detailed escalation plans are in place, with a variety of contingencies that can be 
activated depending on the severity of the situation, to ensure that key Diagnostic 
services are maintained at all times. 
 

 Clinical Imaging: Resource will be flexibly allocated to the areas of highest 
demand including using the pool of Radiographers, Radiologists and Clinical 
Imaging Assistants working across Emergency/General X-ray, CT, Ultrasound 
and MRI.  Staff will work in rotation to ensure appropriate rest periods and 
service cover.  If necessary, (e.g. if required by Infection Prevention and 
Control) routine outpatient and general practice waiting lists will be cancelled 
by clerical staff, freeing up resource to support the Emergency Department, 
wards and theatres. Routine imaging work can be diverted to other X-ray 
departments across the county or community X-ray departments can be 
closed and staff redeployed to support critical and essential services.  The 
latter route would only be actioned in agreement with NHS Kernow.   
 
Imaging will extended to provide enhanced weekend provision.  Ultrasound 
will operate 1000-1400 hours on Saturday and Sunday.  CT, as of 6 October 
2014, will operate 0800-1600 on Saturday and Sunday and by January 2015 
there will be a Radiographer on site 24/7.  Currently, they are on-call.  In 
addition, at CRCH the xray services have been extended from 17:00 hours to 
20:00 hours to support the minor injuries unit. 
 

 Lab Medicine will work closely with the Trust Operational Management Team 
in the event of winter pressure issues, to ensure that the changing day to day 
priorities are fully understood by specialties and services can respond 
accordingly. There is 24/7 cover in Clinical Chemistry, Haematology, 
Transfusion and Microbiology.  Additional winter pressures will be managed 
dependent on the nature of pressures (staffing/equipment/workload) based 
upon prioritisation of workload; additional cover where necessary via 
additional hours and/or locum cover; increased use of point of care testing 
(POCT);  consideration of off-site/non-RCHT testing facilities and partnership 
working with colleagues in other Peninsula laboratories. 
 

 Heads of Departments will be available on call and this will be logged with 
Switchboard. 

 

 There is now extended working Monday-Friday, 0800-2000 hours. 
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Critical factors for Laboratory Medicine in managing winter pressures include: 

 
o Continued availability and resilience of air tube transport system via estates 

department 
o Continued availability and resilience of courier system (transport outside 

RCH) 
o Continued availability of porter services when/if air tube system not available 
o Willingness of primary care to accept delay in non acute test turnaround 
o Staff flexibility to work unusual shift patterns during these periods 

 
8.3.2 Pharmacy 
 
Pharmacy will prioritise workload across the winter months to ensure rapid discharge 
of patients from beds.  Discharge prescriptions will be prioritised and extra pharmacy 
resources will be redeployed to the wards and the dispensary from other areas to 
ensure discharge prescriptions are turned around quickly and help speed up the 
discharge process. 
 
The Pharmacy Service will change according to the escalation plan as follows: 
 
Escalation 

Level 
Core Hours Weekend/ Late Duty 

Service 
On-call/ out of hours 

Level 1 Normal service Normal service Follow ‘Out of Hours  
Discharge Dispensing Policy’ 
for TTAs. On-call will come in 
for exceptions. 

Level 2 Prioritise TTAs on the 
ward and in the 
dispensary 

Normal service Follow ‘Out of Hours  
Discharge Dispensing Policy’ 
for TTAs. On-call will come in 
for exceptions. 

Level 3 As per level 2, with 
regular review to 
redeploy staff to ward 
and supply areas. 

As per level 2, with regular 
review to determine 
enhancing late duty 

Follow ‘Out of Hours  
Discharge Dispensing Policy’ 
for TTAs. On-call will come in 
for exceptions. 

Level 4 Non-urgent meetings 
cancelled, redeploy 
staff to ward and supply 
areas as required 

Implement enhanced late 
duty 

Follow ‘Out of Hours  
Discharge Dispensing Policy’ 
for TTAs. On-call will come 
for exceptions or when ward 
staffing pressures are such, 
the out of hours policy cannot 
be followed. 

 
 

Pharmacy services have extended operating hours at weekends to support the 
discharge of patients seven days a week. Monday – Friday 0800 – 1700, 
Saturday/Sunday 0830  1630  
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8.3.3 Physiotherapy and Occupational Therapy (OT) 
 
The operational management teams will work closely with all other healthcare 
professionals to ensure all skills are fully utilised to ensure fast, effective, high quality 
assessments and discharge. 
 

All urgent referrals will be actioned on the day of the request, with same day access 
to Occupational Therapy/Physiotherapy available for those patients with acute 
clinical needs or identified for discharge within 48 hours.  Weekend and bank holiday 
access to Physiotherapy is available for Acute Respiratory, Orthopaedics and 
Rehabilitation Medical patients.  Weekend and bank holiday Occupational Therapy is 
available for ED/MAU.  The therapists are fully committed to attending the MDT in 
order to ensure timely discharges and treatment planning for both Physiotherapists 
and Occupational Therapists, this will also enable the therapy services to be utilised 
in the most efficient manner and multi-agency working. 
 
The Acute On-Call Respiratory Emergency Service provides overnight cover seven 
days a week. 
 
Additional Therapy capacity for enhanced weekend working to support the continuity 
and timely management of patients across seven days will be implemented from 20 
September 2014.  
 
4-5 Occupational Therapy/Physiotherapy staff covering acute discharge work and 
ongoing priority rehabilitation with the aim to improve flow and prevent slow down 
over the weekend on medical and surgical wards only.  In addition to OT and 
Physiotherapists currently working at the weekends. 
 
 
8.3.4 Diagnostic Pathology 
 

o Histology and Cytology requests will be prioritised in order of clinical urgency 
including cancer 2 week wait referrals. 

o The mortuary at RCHT has 75 refrigeration and 4 deep freeze spaces. The 
capacity can be increased to 167 by utilising the temporary, mobile, 
temperature controlled body store units.  The mortuary has a mass fatalities 
plan in conjunction with the local authority if required and has developed plans 
for the prompt turnaround of death documentation. 

 
8.4 Surgery/Trauma and Orthopaedics/Dermatology 
 
The key principles underpinning the plans in Surgery and Trauma and Orthopaedics 
are to maximise capacity, ensure timely discharge and proactively manage the bed 
base. Details are provided below by the appropriate area. 
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At a high level across the Division, there are common approaches: 
 

 Medical Cover: The consultants have dedicated emergency sessions to carry 
out regular ward rounds and emergency theatre sessions.  If the pressure on 
beds is greater than normal the theatre case mix will change from elective to 
emergency.  When revising the case mix for theatre all cancer patients and 
clinically urgent patients will be protected. 

 

 Bed Availability: Depending on decisions taken regarding routine surgery 
there is the potential to convert some surgical beds to medicine with 
expansion on Tolgus Ward, Surgical Admissions Lounge and Trauma with the 
appropriate staffing to support the additional beds. 

 

 Staffing issues: An escalation plan is in place mapping out the actions to 
take in response to staffing shortages. 

 
8.4.1 Surgery  
 

 Capacity maximisation: If additional operating capacity is required, in the 
first instance unused day time theatre lists should be utilised.  If this is 
insufficient then evening and weekend working will be considered.  Where 
clinically appropriate, this should be within one operating suite to minimise 
costs.  Elective admissions will occur on the day of planned surgery for all 
patients, where clinically appropriate.  A detailed Christmas plan is being 
developed with clinicians and theatre teams. 

 

 Timely discharge: The Division will promote the timely transfer of patients to 
St Michael’s, West Cornwall Hospital and community beds further supported 
by enhanced protocols for nurse-led discharge. 

 

 Bed management: Beds closed at weekends will be opened if possible to 
support the work and minimise impact on elective workload.  Specialty areas 
to consider how flexible bed management can allow for beds to be used 
appropriately across the hospital.  All surgical areas will continue to adhere to 
the surgical group bed management protocol.  When the hospital is on a red 
bed alert one of the surgical matrons will act as a communication point in 
conjunction with the surgical bed manager to ensure effective bed 
management and clinical prioritisation continues. 

 
8.4.2 Trauma and Orthopaedics 
 

 Capacity maximisation: Detailed capacity plans are developed to ensure 
efficient use of theatre and out-patient clinics.  Elective admissions will occur 
on the day of planned surgery for all patients, where clinically appropriate. 
The use of St Michael’s Hospital will be maximised with patients identified on 
a daily basis to move to St Michael’s post-operatively.  A Christmas plan is 
currently being developed with clinicians and theatre teams.  With the support 
of the Trauma Co-ordinators in the event of icy weather causing increased 
number of fractures, it will be necessary to reallocate elective lists either at 
Royal Cornwall Hospital or St Michael’s Hospital to trauma lists depending on 
the patient’s clinical need. The Trauma Co-ordinators will proactively review 
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patients on the trauma ward for transfer to either West Cornwall Hospital and 
St Michaels or the community to ensure adequate capacity on the Royal 
Cornwall Hospital site.  Where appropriate the Fracture Clinic opening will be 
extended to manage the increased number of out-patients. 

 

 Timely discharge: With clear support from the Trauma Co-ordinators the 
waits for trauma in-patients awaiting surgery, particularly fractured neck of 
femur, have reduced and this will continue throughout the winter.  The 
Division will promote the timely transfer of patients to St Michaels, West 
Cornwall and community beds.  There are also enhanced protocols for nurse-
led discharge.  The Division is reliant on therapy cover to help with safe 
discharge.  Nurses and therapist are integral to early discharge therefore out 
of hour therapies is essential. 

 
8.5 Anaesthetics and Theatres 
 
8.5.1 Critical care 
 

o At present the Intensive Care Unit is commissioned to provide 15 Level 3/2 
beds.  The Unit has 19 bed spaces to support Level 3/2 Care. 

 
o These beds will be managed flexibly to provide care for both adult and 

paediatric requiring Level 3/2 Care.  
 

o The Escalation Plan has been developed and will be implemented when the 
need for Level 3/2 Intensive Care beds exceeds 19. 

 
o The Intensive Care Team will meet regularly to access and monitor the 

situation, to discuss issues encountered at each level, to consider the move to 
the next alert level response and will report to the RCHT Executive 
Management Team.  

 
8.5.2 Theatres are reviewing stock availability should the weather be icy and there 

is an increase in trauma cases. 
 
8.6 Women’s & Children’s Division 
 
8.6.1 Gynaecology 
 
RCHT’s gynaecology patients are managed on a shared female surgical ward: 
Tolgus, with capacity for 28 patients.  This is composed of 12 surgical and 8 medical 
inpatient beds.  There are a further 8 bed spaces on the ward that are used for day 
cases and these are closed at the weekend.  These could be opened with careful 
planning during peaks in activity with the provision of adequate additional staff. 
 
The specialty largely manages within their own bed base.  Additional beds (above 
the 8 allocated) can be used as a receiver to outlying patients from Acute Medicine if 
capacity allows.  Elective admissions are reviewed in times of pressure and 
decisions made to avoid last minute cancellations and prioritise the most clinically 
appropriate cases. 
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8.6.2 Paediatrics 
 
Paediatrics capacity is within 2 ward templates with a children’s assessment unit and 
medical and surgical beds.  In times of bed pressure, the Division flexes across the 
paediatric surgical and medical bed base to cope with demand and manage all 
activity through the available beds  
 
8.6.3 Maternity 
 
The maternity bed base is ring-fenced and operates within its own bed base.  
Escalation plans are in place for staffing as required.  The escalation status is 
reported to the Site Co-ordinator and on each bed state. 
 
8.6.4 Neonatal Unit 
 
RCHT manages its capacity by moving suitable babies to the paediatric wards when 
demand is high.  It also works with its Peninsula-wide network to move women to 
other sites prior to delivery or, if necessary, babies post birth when the cot and 
paediatric bed base is full.  On occasion, if there is capacity, the Trust may admit 
neonates from other Trusts that are experiencing capacity pressures. 
 
9. Community 
 
RCHT is committed to working closely with its partners in the community to ensure 
pressures are managed appropriately across the whole health economy. This 
includes working with the network of community hospitals across Cornwall, who 
assist in ensuring admission avoidance to acute sites and also act as receivers as 
part of the patient pathway back home.  RCHT has a close working relationship with 
community services, including providing medical cover and staff to a number of 
community hospitals. These links are being enhanced as we work together to 
develop “hubs” that bring together health services across the generalist and 
specialist services providing a Single Point of Access within localities. 
 
Community Services will work with other agencies to ensure contingency 
arrangements are in place and implemented.  For example, creating extra capacity 
with flexibility: 

 within community hospital beds such as increasing bed capacity by reviewing 
day treatment and assessment attendance; 

 extra use of private sector in terms of purchasing residential or nursing home 
short term placement; 

 increased resources into community nursing or therapy teams to provide extra 
domiciliary support, to enable early discharge and to prevent emergency 
admissions. 

 
A key link is with the Acute Care at Home service, which has been developed with 
support from the acute physicians within RCHT.  This team provides acute care at 
home, reducing length of stay in hospital and admissions. The team are able to flex 
their capacity to support the acute trust in times of acute pressures particularly when 
there is reduced capacity within the acute trust due to infection control issues. 
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Community services also run a comprehensive nurse-led Minor Injuries Service at 
community hospitals across the county. This service was developed with and is 
supported by the ED Consultant team and has a consistent set of access criteria and 
protocols.   

 
10. Out-of-Hours Arrangements 
 
‘On call’ arrangements have been made for the various levels and type of service 
provision across the health economy.  SERCO provides the out of hours primary 
care service. 
 
All services across health and social care are encouraged to provide information to 
the Special Patient Notes facility on the SERCO Adastra system to be used for the 
out-of-hours service.  Details of care plans, key contacts, aspects of the person’s 
condition that are normal for them but may not be expected can be entered into the 
system in order that the information is available to any clinician who attends the 
person urgently out of hours.  
 
Out-of-hours dental services are provided by the PCH Emergency Dental Service. 
People can access this service via a direct number that is provided on the answer 
phone message of general dental practices and within public information literature. 
The main out-of-hours service also provides call handling for the Emergency Dental 
Service.  
 
The joint protocols for the care of vulnerable adults include arrangements for urgent 
response.  This is access through the usual out-of-hours on call arrangements for 
Adult Social Care. 
 
11. NHS/Social Care Joint arrangements 
 
Intermediate Care Services:-  The Onward Care Team (based in RCHT) provides 
access teams based within each locality providing a single point of contact for 
access to the wide range of services available in the community. These work seven 
days a week. They have responsibility for facilitating access to multi-agency services 
and for planning and co-ordination in relation to daily care delivery. This team is 
aware and responds to the hospital status to provide additional capacity, gained 
through spot purchasing of placements in the community. 
 
Community Early Intervention Teams (EIS) are a joint DACS and PCH initiative 
based within each locality. The team is designed to provide multidisciplinary rapid 
assessment to care in the community, preventing admissions and promoting early 
discharges from the acute trust working very closely with the community access 
team.  
 
Adult Social care is a 24/7 service and continues to function during weekends and 
Bank Holidays.  Christmas and New Year are not an exception. The Adults Social 
Care Out of Hours Officer can be contacted through the Bodmin Switchboard at any 
time outside office hours. Through this out of hours service there can be appropriate 
contact with other professionals as necessary. As well as emergency bed provision, 
Adult Social Care compile a schedule of available domiciliary care providers to be 
used across the whole system.    
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12. Ambulance Liaison 
 

The South West Ambulance Service Foundation Trust (SWASFT) is actively involved 
in all of the arrangements that plan and steer whole systems urgent and emergency 
care delivery.  There are a number of approaches used across the county using 
Emergency Care Practitioners (ECPs) to carry out assessments and deliver care. 
There is now a focus on exploring these approaches with a view to informing service 
redesign.  Some examples include: 
 
 Emergency Care Practitioners working with GP practices 
 Emergency Care Practitioners working in Minor Injuries Units to extend the 

scope of the minor illness service 
 Emergency Care Practitioners and SERCO passing referrals to each other if 

the other service is more appropriate or is as appropriate and has more 
available capacity at the time 

 Emergency Care Practitioners working with intermediate care teams 
 

RCHT has established robust relationships with the South West Ambulance Service 
Foundation Trust (SWASFT) and daily contact is maintained to ensure there is clear 
understanding of the bed situation and to ensure their ongoing contribution to the 
escalation plan.   
 
A South West Ambulance Service Foundation Trust (SWASFT) representative will 
attend bed meetings as required. 
 
Daily ambulance handover delay data will be reviewed and delays over 30 minutes 
will be investigated. 
 
Ambulance handover breaches will be monitored and are included as part of the 
escalation plan. 
 
13. Escalation 
 
RCHT recognises the importance of clear escalation procedures to maintain patient 
flow and quality of care.  In winter months, this is particularly important.  In addition 
to the service level plans set out above, all Divisions have prepared escalation plans 
to address their individual needs and pressures during this time. 
 
RCHT is taking a whole systems approach to escalation and Annex A sets out the 
criteria for identifying the hospital status.  The Capacity Management Escalation Plan 
has been reviewed and revised.  Alongside this, individual Divisions will activate their 
own action plans which are held at Divisional level. 
 
14. Patient Transport Services (PTS) 
 
RCHT are exploring the scope for using St Johns’ Ambulance to provide additional 
patient transport/ambulatory support as required during periods of extreme pressure 
over the winter. 
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RCHT continue to work with the PTS provider NSL to ensure a timely transfer of 
patients in and out of the hospital. 
 
15. Christmas/New Year Planning  
 
The Trust, in conjunction with  Cornwall health community undertakes a co-ordinated 
planning activity each year to ensure that it continues to provide appropriate services 
over the Christmas and New Year period.  In addition, this work aims to ensure that 
appropriate arrangements are in place to manage on the days immediately following 
the bank holidays, which are historically days of high emergency demand.   
 
16. Adverse Weather Conditions 
 
The Trust receives Met Office Severe Weather Warnings.  In the event of a warning 
of adverse weather conditions, such as snow leading to closed roads and limited 
transport facilities the following actions are taken: 
 

 The Trust participates in any multi-agency strategic coordination group that is 
convened. 

 Staff will be contacted by services to identify those who could get to the 
hospital and shifts can be altered accordingly. 

 Staff are offered the opportunity to stay on site in hospital accommodation and 
given a voucher for hot meals. 

 Staff who are able to work at home are encouraged to do so. 

 Staff who are unable to get to work are expected to make contact with health 
services close to their home to offer their services. 

 Elective services are cancelled if necessary. 

 The daily situation report from all services are adjusted to include information 
about availability of staff. 

 The Daily Operational Meeting coordinates actions required. 

 The RCHT Severe Weather Plan is activated. 
 
17. Infection Control 
 
RCHT takes a proactive approach to managing infection prevention and control 
issues via the Trust’s infection prevention and control team. There are existing 
policies that cover isolation, Norovirus, diarrhoea and outbreak management which 
allow the outbreak control group to be invoked and decisions taken on the need for 
ward closure or opening a dedicated isolation ward, if necessary, to control spread. 
 
The Trust’s emphasis on infection prevention and control has been strengthened. 
Any outbreaks of potentially infectious diarrhoea and/or vomiting are managed via 
the Infection Prevention and Control Team and with patient transfers co-ordinated 
via the Daily Operational Meeting.  Following notification of potential infection, the 
Infection Prevention and Control (IPAC) team will meet and identify the key actions 
required including which beds/bays/wards are closed to admission and discharges. 
Out of hours the Consultant Medical Microbiologist will have this responsibility.  Risk 
assessment tools are used in admitting areas for all patients to identify any 
potentially infectious patients and enable appropriate action to be taken.  Infection 
prevention and control advice must always be sought regarding any patient 
movements to, from, or within these closed areas.  Following these decisions by the 



 

Page 23 of 35 

 

IPAC team, separate operational meetings will be held regarding the bed planning, 
to maintain patient flow and high quality services within the parameters set out.  An 
IPAC team member joins in bed meetings daily if necessary to help inform 
operational management decisions and the team also have a high profile in all 
clinical areas. 
 
The IPAC team report outbreaks of diarrhoea and vomiting via the Norovirus 
reporting system of the HPA. 
 
Norovirus updates are circulated daily throughout the Trust to ensure all relevant 
personnel are aware of areas that are affected. 
 
The Occupational Health Department have a staff flu immunisation programme 
planned to start in October. 
 
See the following policies for further information: 
 
 Management of suspected or confirmed outbreaks of Norovirus 

http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/N
ursingMidwiferyAHP/Norovirus.pdf 

 
Management of patients with diarrhoea 
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/N
ursingMidwiferyAHP/Diarrhoea.pdf 
 
Major outbreak 
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/N
ursingMidwiferyAHP/Diarrhoea.pdf 

 
Source isolation  
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/N
ursingMidwiferyAHP/SourceIsolationPolicy.pdf 
 
Ward Closure Policy 
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/N
ursingMidwiferyAHP/WardClosures.pdf  
 
 

18. Major Incident Escalation 
 
The Trust’s Major Incident Plan sets out the arrangements for responding to any 
major incident. It includes a strategic approach to business continuity.   
 
19. Pandemic Flu Planning 
 
The Pandemic Influenza Operational group meets at the beginning of the defined 
winter period to monitor the current situation and make necessary arrangements and 
ensure that plans are in place in line with the Pandemic Flu Plan.  The Pandemic 
Influenza Operational Group will meet in response to any national or International 
activity. 
 

http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/NursingMidwiferyAHP/Norovirus.pdf
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/NursingMidwiferyAHP/Norovirus.pdf
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/NursingMidwiferyAHP/Diarrhoea.pdf
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/NursingMidwiferyAHP/Diarrhoea.pdf
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/NursingMidwiferyAHP/Diarrhoea.pdf
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/NursingMidwiferyAHP/Diarrhoea.pdf
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/NursingMidwiferyAHP/SourceIsolationPolicy.pdf
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/NursingMidwiferyAHP/SourceIsolationPolicy.pdf
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/NursingMidwiferyAHP/WardClosures.pdf
http://intra.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/NursingMidwiferyAHP/WardClosures.pdf
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20 Business Continuity Management 
 
RCHT have introduced a Business Continuity Strategy and all divisions have 
business continuity plans in place to cover unforeseen circumstances and ensure 
critical functions are maintained. 

 

21.  Communication   
 
RCHT’s communications team are available Monday to Friday during normal working 
hours and provide cover out of hours. 
 
21.1 Staff Communication 
 

 The winter plan will be cascaded throughout the organisation and be available 
on the Trust intranet site. 

 Established links between primary and secondary care and SHA 
communications departments are in place and consistent messages to 
members of staff and the general public are given. 

 Key services and partners in health and social care have been consulted in 
the development of the plan. 

 
21.2 Public Communication 
 

 The Whole System Resilience Network (WSRN) brings together 
representatives from RCHT and its partner organisations. It will discuss and 
agree recommendations for a pre and post Christmas/New Year external 
communication plan.  This will be taken forward by the NHS Kernow 
Communications Team in liaison with designated members of the WSRN and 
the communications teams from all of the partner organisations. 

 Good working relationships with local media will be harnessed to make public 
messages clear on service provision. 

 Support National Campaign that arises for example, “Catch it, Bin it, Kill it”. 
This would be through the Website and Local Press. 

 Work with Public Health England to promote Public Health messages. 

 Signposting to appropriate services via public website 
 
 
22. Key contacts/Responsible Leads 
 

 Executive Director Lead – Jo Gibbs, Chief Operating Officer 

 Operations Lead –  Barbara Monk, Deputy Chief Operating Officer, Bruce 
Daniel, Divisional General Manager – Medicine & ED 

 Flu Lead – Louise Dickinson, Joint Director - Infection Prevention & 
Control 

 Infection Control - Louse Dickinson, Joint Director - Infection Prevention & 
Control 
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Annex A 
 
Winter Planning 2014/15 
 
 
Escalation Levels 
 
 
 

 
 

 

GREEN 
CAPACITY STEP UP 

Pro active management of services.  Business as usual.  Low risk 
to patient safety and experience, slight effect on services where 
early signs of difficulty are being detected requiring management 

intervention. 

AMBER 

Moderate effect on services.  Moderate risk to patient safety and 
experience where increasing flow issues are being detected 
requiring significant additional action. 

RED 

Severe and/or prelonged pressure on services.  High risk to 
patient safety and experience where demand for services is 

outstripping supply or patient flow is severely impeded. 

RED STANDY TO BLACK 

Actions currently being undertaken in RED not improving the 
situation and pressures on hospital continuing to increase.  
Anticipate if situation does not improve BLACK state will 

need to be declared 

BLACK 

Extreme effect on services. Significant Incident declared. Very high 
risk to patient safety and experience.  Services are overwhelmed 
by levels of demand.   
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GREEN 
CAPACITY STEP UP 

Pro active management of services.  Business as usual.  Low risk to 
patient safety and experience, slight effect on services where early signs 

of difficulty are being detected requiring management intervention to 
prevent escalation to Amber 

. 

 
Criteria 
Capacity Step up should be triggered if any two criteria are met OR 
at the discretion of the Clinical Site Co-ordinator in discussion with 
the On Call Manager (OCM) if deemed necessary to mitigate clinical 
risk: 

 
Emergency Department: 

 Tick when 
triggers 

met 

● 15 minute wait for triage in ED.  

● More than 1 hour wait to be seen in Minors (ED).  

● More than 10 patients in majors/resuscitation area  

● Anticipated pressure on maintaining 4 hour target  

● ED staffing under core numbers  

 
Rest of Hospital: 

  Tick when 
triggers 
met 

● More than 30 minute wait for triage in MAU.  

● All patients clerked within 1 hour if NEWS 5 or above and 
4 hours if NEWS below 5 

 

● Less than 20 patients confirmed discharged out of the 
hospital from medical bed base excluding MAU by 13.00 
hours. 

 

● IT failure – of non critical system  

● Patient admitted with special equipment needs – eg 
bariatric, spinal bed. 

 

● Unable to transport all patients home as planned (NSL).  

● Less than 2 bays closed on different wards for infection 
control issues. 

 

● Contingency beds being considered for use, including A 
Bay on MAU 

 

● Beds available for both sexes in admitting areas including 
side rooms available. 

 

● Less than 5 reportable delayed discharges  
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AMBER 
Persistent excess pressure requiring significant additional 

action 

 
Criteria 
Escalation will be activated if five trigger points within RCHT are met: 
 
 
Emergency Department: 

  Tick when 
triggers 

met 

● More than 2 patients breaching whilst waiting for an 
inpatient bed. 

 

● 2 bays full in the resuscitation room   

● More than 15 patients in majors   

● 3 or more high dependency patients in ED or expected.  

● Number of ambulances en route or arrived exceeds 
capacity. 

 

● More than 60 minute wait to be seen in Majors.  

● More than 15 minute wait to triage in ED.  

● More than 10 minors patients booking in within one hour.  

● More than 1 hour to be seen in minors  

● More  than 20 patients in minors  

● Decision to admit times more than 3 hours  

● Unscheduled closure of a Minor Injuries Unit.  
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RED 
Severe and/or prolonged excess pressure. 

 

 
Criteria 
Escalation will be activated if there are five trigger points within 
RCHT. 
 
Emergency Department: 

  Tick when 
triggers 

met 

● More than 18 patients in majors/resuscitation room or 
resuscitation room full with high dependency patients. 

 

● More than 8 patients in ED for more than 4 hours or one 
patient waiting over 8 hours. 

 

● More than 4 patients with DTA and no plan without an 
agreed timescale. 

 

● Medical or surgical take in ED.  

● Number of ambulances en route exceeds capacity.  

● Unable to deliver handover from SWASFT ambulance 
over 60 and two ambulances over 30 minutes, SWASFT 
handover SOP invoked. 

 

● More than 30 patients in minors.  

● More than 1½ hour wait to be seen in majors with 
resolution not expected. 

 

● More than 2 hours wait to be seen in minors with 
resolution not expected. 

 

● Decision to admit to hospital time more than 3 hours   
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Rest of Hospital: 

  Tick when 
triggers 
met 

● MAU full and unable to make capacity including using A 
bay. 

 

● More than 3 patients queuing on MAU and/or triage 
rooms in use for patients. 

 

● Less than 10 discharges from the hospital medical bed 
base by 13.00 hours. 

 

● One or more patients queuing in the corridor in an 
admitting area. 

 

● Escalation bed capacity in use.  

●  2 or more bays on different wards closed due to Infection 
Control issues. 

 

● Significant IT failure.  

● Significant staffing concerns – staffing levels below core 
numbers. 

 

● Lack of beds to accommodate emergencies across the 
Trust (see Table 2). 

 

● More than 5 patients referred to MAU at one time - GPs 
and ED (not waiting for admission). 

 

● GP referrals to MAU more than available beds.  

● Predicted discharges less than expected admissions .  

● Surgical pathway significantly compromised.  

● ITU full with no plans to transfer patients to base wards or 
unable to identify any suitable patients. 

 

● More than 20 reportable delayed discharges.  

● Onward Care Team not able to transfer medically fit 
patients to community care. 

 

● Less than 5 confirmed beds (now or later) in Medicine at 
09.30 bed meeting (not queries). 

 

● Less than 15 confirmed beds (now or later) in Medicine at 
13.00 bed meeting (not queries). 

 

● More than 15 outliers.  

● Ward transfers taking longer than 1 hour, including 
handover. 

 

● Cancellation of priority 4 and 5 surgical patients.  

● Occupancy in paediatrics > 90% (at least 30 
inpatient/HDU/assessment unit beds occupied). 

 

● Cornwall Council unable to facilitate care packages for 
discharges. 
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RED STANDBY TO BLACK 
Actions currently being undertaken in RED not improving the 
situation and pressures on hospital continuing to increase.  

Anticipate if situation does not improve BLACK state will need 
to be declared. 

 
Criteria 
Escalation will be activated if there are two trigger points additional to 
red criteria within RCHT. 
 

  Tick when 
triggers 

met 

● More than 10 patients with DTA and no plan for them. 
 

 

● Continued failure in meeting the 4 hour target. 
 

 

● Threat of patients who are at risk of failing the 12 hour 
target.  Patient on 10 hours with no plan. 

 

● Surgical or medical take dropped to ED. 
 

 

● ITU and/or CCU full. 
 

 

● All escalation beds are open. 
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BLACK 
Significant Internal Incident 

 
Criteria 
Escalation will be triggered if five trigger points across the health 
system or at least two within RCHT (as per NHS England South 
Escalation Framework) are met: 

 
Emergency Department: 

  Tick when 
triggers 

met 

● Patient safety and/or operational standards in ED 
significantly compromised. 

 

● More than 10 patients with DTA with no plan and more 
than  4 hours waiting for an inpatient bed. 

 

● More than 2½  hour wait to be seen in minors.  

● Majors full and patients queuing.  

● More than 2 hour wait to be seen by a doctor in majors.  

● Emergency care pathway significantly compromised.  

● More than 2 ED patients with a decision to admit over 8 
hours wait. 

 

● Unscheduled closure of a Minor Injuries Unit.  

 One or more patients breached 12 hour target.  

 
Rest of Hospital: 

  Tick when 
triggers 
met 

● Trust is unable to admit GP referrals.  

● MAU/SRU full and unable to create capacity.  

● 8 or more patients queuing in the corridor.  

● No capacity across the Trust  

● Unexpected reduced staffing numbers in areas causing 
increased pressure on patient flow. 

 

● More than 25 reportable delayed discharges.  

● 3 wards closed due to Infection Control issues.  

● Lack of beds to accommodate emergencies across the 
Trust.  See Table 2. 

 

●  More than 20 outliers.  

● Cancellation of priority 3 surgical patients and threat of 
cancellation of priority 2 (see Table 1). 
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Checklist for Opening of Additional Capacity Ward (insert 
ward names and number of beds/bays/side rooms) 
 
 
Authorised by: 
 
Context, rationale and admission protocol agreed with 
Executive Team:  
 
 
 
Date:                                                                 Time: 
 

 
Completed by:  
 
Name:                                          Signature: 
 
 
 
Date:                                            Time:                                     

Action/Works 
Required 

Risk/Assurance Responsible Action RAG Notes and 
Contacts 

Allocate 
responsibility to 
person 
overseeing and 
managing ward 
area. 

Ensure leadership 
and responsibility 
is understood. 

Medicine Divisional 
Management 
Team/ On Call 
Manager 

Assign Ward 
Manager 

 Advise that this 
should be 
person who will 
manage set up 
and activity on 
ward 

Ward 
Sister/Charge 
Nurse and 
Matron check 
intended 
environment, do 
risk assessment 
for: cleaning, 
facilities (see 
below), 
equipment and 
supplies, 
consider 
previous usage 
of area and 
potential 
concerns that 
may arise. 

Ensure anticipated 
Patient Safety 
Potential Cross 
Infection Non 
Compliance with 
DSSA. 

Medicine Divisional 
Management 
Team, On Call 
Matron and 
Manager 
 
Infection Control 
Team 

Matron and Ward 
Manager to visit 
environment.  
Discuss and record 
works required.  
Complete Risk 
Assessment and 
Infection Control 
DSSA Risk 
Assessment.  
Involve Infection 
Control Team. 

 Consider 
anticipated 
workflow and 
ambulance of 
Client group ie 
Ward to be 
“well” medical 
female only?  
Infection Control 
Ext 4969. 

Budget number 
and authorised 
signatories. 

Maintain financial 
control with 
workflow 
responsibilities. 

Medicine Divisional 
Management Team 
Finance 

Matron to arrange 
budget for new area 

  

Ward area, 
nurses station, 
toilets, 
bathrooms and 
treatment areas, 
sluice, kitchen to 
be cleaned. 
Curtains 
changed on 
windows and 
between bays if 
required. 

Control of Infection 
and breach in 
DSSA. 

Cleaning Team 
(Hotel Services) 

Set up pre clean 
and regular clean 
while area in use 

 Consider use of 
curtaining and 
screens to 
ensure Privacy 
and Dignity.  
Hotel Services 
Ext 2468. 

Telephone and 
computers – 
ensure 

Workflow 
communication, 
ensure  ability to 

Ward Sister/Charge 
Nurse 

Advise IT to amend 
PAS.  Ensure 
dedicated telephone 

 Ensure ward 
has Ward Clerk 
cover/shares 
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dedicated phone 
line and IT 
access/PAS.  
Agree Ward 
Clerk provision 
to support 
nursing team 
and flow. 

obtain 
emergency 
assistance and  
patient location.  
(Swiftplus board). 

line, IT and support 
to anticipated flow.  
Ensure Switchboard 
informed of number 
and opening. 

with another 
ward.  Set up 
new area on 
PAS.   
CITS Ext 1717. 

Staffing (nursing) Immediate 
 
Lead Matron to 
ensure appropriate 
staffing levels and 
skill mix have been 
agreed and are in 
place. Redeploy 
staff from other 
areas of the 
hospital, cancel 
training and deploy 
staff consider non 
critical activity 
which could be 
cancelled and staff 
redeployed. Offer 
overtime to staff 
Maintain safe FML, 
service delivery 
and skill mix.  
 
Planned opening 
 
Lead matron to 
look at staffing 
through overtime to 
staff, Kernowflex, 
block booking 
agency staff and 
offering temporary 
contracts. 

Matron and 
Kernowflex with 
Site Team support. 

Create off duty for 
area based on 2 x 
trained, 3 x HCA (2 
+ 2 + 1 
Housekeeper) day 
and night 

 Ensure the skill 
mix is based on 
at least 1 trained 
regular (RCHT) 
staff member.  
Consider 
moving staff 
from other 
medical wards 
to ensure this. 
KernowFlex Ext 
2649. 

Staffing (doctor) Ensure a lead 
consultant is 
identified for 
patients to come 
under.  
Ensure junior 
doctors are 
identified to review 
patients.  
 

Lead Consultant 
medicine 

Assign consultant 
and doctors to cover 
escalation beds. 

  

Call Bells, 
Oxygen and 
Suction 

Responsive care. Ward Sister/Charge 
Nurse, Estates/ 
Medical Physics 

Ensure each bed 
space has access to 
working call bells, 
oxygen and suction 

 Estates Ext 
3400 
Medical Physics 
Ext 2490 

Furniture Lack of facilities for 
basic patient 
needs.  Quality 
environment to 
deliver care.  
Patient comfort 
and safety. 

Medicine Divisional 
Management Team 
Hotel Services 

Each bed space to 
have 1 x bed, 1 x 
locker, 1 x table, 1 x 
patient chair and 
access to working 
oxygen and suction. 

 Equipment 
Library via 
netpage. 
Hotel Services 
Ext 2468 

CD Cupboard Facility for safe Medicine Divisional Ensure availability  Pharmacy Ext 
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storage of 
Controlled Drugs. 

Management 
Team/ Pharmacy  

of keys.  Once 
identified, basic 
stocks to be 
provided by 
Pharmacy. 

2592 

TR 
Room/cupboards 
and drug trolley 
– medicines 
fridge bulk fluids 

Security of 
medicines/ 
availability of 
trolley/locks on 
cupboards 

Pharmacy/Matron/ 
Ward Sister/Charge 
Nurse 

Ensure availability 
of keys once area fit 
for purpose.  Basic 
stock to be provided 
by Pharmacy.  
Treatment area to 
be stocked. 

 Pharmacy Ext 
2592 

Stores and 
storage CSSD – 
sterile services 

Adequate stock 
required to deliver 
basic nursing care 

Supplies 
Department/Matron/ 
Ward Sister/Charge 
Nurse 

Ensure all stock 
available with top-up 
provision. 

 Supplies 01209 
310053 
Sterile Services 
Ext 2816 

Sluice Safe disposal of 
body fluids. 

Ward Sister/Charge 
Nurse and 
Estates 

Check that disposal 
unit is working.  
Area is decluttered.  
Commodes are 
clearned and ready 
to use.  Pulp 
products restocked. 

 Estates Ext 
3400 

Kitchen Unable to cater for 
patient nutritional 
needs if items not 
available. 

Hotel Services and 
Ward Sister/Charge 
Nurse 

Items required for 
kitchen, fridge, 
microwave, toaster, 
kitchen trolley.  
Stores to provide 
basic food 
requirements.  
Ensure kitchen 
cleaned and 
decluttered. 

 (In absence of 
fridge, bread, 
milk, etc, can be 
stored in cold 
side of meal 
trolley).  Hotel 
Services Ext 
2468 or via 
Mullions 

Crash Trolley 
and Defib 

Required for 
Emergency Resus.  
Skillmix – ensure 
all staff are aware 
of the Trust 
Resuscitation 
Procedures - 
lessons learned 
from SUI Feb 
2011.  This 
includes 
bank/agency/locum 
staff. 

Medicine Divisional 
Management Team 
 
Resuscitation Team 

Equipment essential 
prior to admission of 
first patient 

 Resuscitation 
Team advice.  
Need to ensure 
staff are familiar 
with Resus 
procedures.  
Agency to be 
supported by 
Trust trained 
staff on all shifts. 

Equipment, linen 
and supplies to 
provide basic 
care.  See 
Emergency 
Medical Beds 
Opening 
Requirements 
List 

Ensure safe timely 
care delivery. 

Medical Physics 
and 
Ward Sister/Charge 
Nurse 

Use list as standard 
checklist 

  

Ensure 
admission 
protocol is 
adhered to 

Risk mitigation with 
regards to 
admission area 
purpose and 
agreed protocols. 

Medicine Divisional 
Management Team 
and Clinical 
Director 

Decision required 
and communicated 
to Site Co-ordination 
Team about 
suitability of 
transfers/admissions 

 Patients to be 
selected by 
Ward 
Manager/Lead 
Nurse with co-
ordination with 
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(guideline).  
Decision to be 
supported and 
sustained by clinical 
site and bed 
management team 
out of hours. 

site team at 
weekend. 

Signage and 
communication 
with all services 

Ensure timely 
emergency 
response. 

Medicine Divisional 
Management 
Team, Matron and 
Ward Sister/Charge 
Nurse, Health & 
Safety Team 

Ensure Fire 
Safety/Resus Team 
are aware of area, 
its name and area, 
purpose – even if 
temporary.  Put up 
temporary direction 
signs to alert staff 
and direct patients 
and visitors.  All staff 
email/add to daily 
bulletin. 

 Fire Safety Ext 
3400 
Estates Ext 
3400 
Communications 
Ext 2934 

Staffing (AHP 
and Medical).  
Ensure Support 
Services/medical 
teams aware of 
area and 
responsibility 
assigned for 
area 

Risk to quality of 
care/patient flow by 
lack of support 
services to 
discharge elderly 
or unwell patients. 

Medicine Divisional 
Management 
Team, Clinical 
Director or On Call 
Medical Team.  
AHP Leads.  Health 
& Safety Team 

Matron to ensure 
AHP and clinical 
team is engaged to 
new area. 

 Reference to 
Trust 
operational 
policy/national 
targets for care 
delivery. 

Promote 
Productive Ward 
Working – 
ensure teams 
are 
assigned/colour-
coded/flow 
recorded on 
whiteboard or 
Swiftplus 

Prevent risk to 
delayed patient 
flow and discharge.  
Work area backlog/ 
avoidable delays. 

Medicine Divisional 
Management 
Team, Matron and 
Ward Sister/Charge 
Nurse 

Ensure facility to 
record patient status 
and security of 
notes and 
documentation – 
consider workflow. 

  

Waste 
Management 

Safe working and 
patient 
environment. 

Medicine Divisional 
Management 
Team, Matron and 
Ward Sister/Charge 
Nurse 

Liaise with Waste 
Management to 
ensure prompt 
collection 
arrangements. 

 Waste 
Management  
Ext 3813 

Other  Ward Sister/Charge 
Nurse/Hotel 
Services 

Check handgel and 
soap/towel 
dispensers, waste 
bins. 

 Hotel Services 
Ext 2468 

Other 
 

 Ward Sister/Charge 
Nurse 

Notify Security and 
Post Room of 
changes. 

 Security Ext 
2147/2229 
Post Room Ext 
3826 

 
NB.  Use with Ward Move Checklist, Ward Decant Checklist and Emergency Medical 
Beds Opening Requirements Checklist. 
 

Risk Assessment should be signed and dated and delivered to Site Co-
ordinator 


