


Urgent and Emergency Care Demand:
Escalation and Management plan

This document sets out the potential escalation process for Health Boards to work alongside the WAST clinical safety plan. Whilst it is principally written for Health Boards and Trusts, it also has actions across primary care and community services as well as local authorities; acknowledging the interdependence of these services as they all play an important role in ensuring the right care is provided in the right place at the right time for each person in the system.

1 General Introduction to Escalation
Response to escalation and the ability to effectively de-escalate a system depends on a number of factors:

· Clear, agreed escalation triggers
· Processes and structures which allow for pre-agreed actions in response to escalation to be consistently applied
· Processes in place to analyse responses to escalation and use the intelligence gained to refine the escalation triggers and responses to provide refined responses and rapid  de-escalation.

1.1 Escalation Triggers:
Work has been completed in primary and community care to refine escalation triggers  Reporting of escalation level from mid December 2021 will allow wider visibility of risk in this part of the system.
WAST has a clear set of escalation triggers outlined in its clinical safety plan.
EDQDF work has recently formalised a set of ED escalation triggers which are not yet universally reported.
Health Boards each have escalation policies which include some triggers, but these are not consistent across Wales and do not routinely include measures of discharge effectiveness, concentrating largely on front door metrics.
A set of key metrics needs to be identified from these various pieces of work which clearly identify levels of escalation across the urgent and emergency healthcare system, it will need to take measures from each of the individual trigger lists noted above and any other relevant identified sources. 

1.2 Escalation responses and supporting structures:
This document sets out an escalation process designed to highlight and respond to areas of greatest clinical risk within the system and describes the supporting structures to ensure actions are consistently implemented to de-escalate and equalise risk across the system; bringing actions forward to prevent and mitigate risk at the earliest opportunity.


Reducing risk and early escalation of local triggers in the urgent and emergency care system are key to safe working and the efficient running of urgent and emergency care which ultimately facilitates scheduled care delivery.

Any escalation action must be in line with the statutory responsibilities for Health Boards and Local Authorities.

There is evidence from the introduction of the WAST ODU in 2019 that a dedicated team can ensure:
· A consistent data suite is developed and utilised
· Early detection of demand increases
· Early and consistent implementation of actions
· Regular review of actions, effectiveness and outcomes
Because the WAST ODU was limited to WAST actions, it is unable to enact whole system responses. Any escalation plan has to be system-wide otherwise it may unwittingly increase risk in other parts of the system.

The plan is an integrated plan that will require Health and Social care responses and it is suggested that this will be supported by the commissioning of Urgent and Emergency Care Local Delivery Units (U&ECLDU) in each Health Board. The main purpose of each U&ECLDU will be to: 
· oversee and monitor the integrated local urgent and emergency care system on a day to day basis
· co-ordinate and ensure implementation of escalation responses across Health and Social Care 
· Represent all the services that are operational in a geographic area – both local and national, i.e. HB, LA as well as 111, WAST etc
· Review the local outcomes of escalation actions and advise on amendments to local escalation actions in health and social care, based on outcome data
· Have direct access to executives as outlined in the stages of the escalation plan
· Input to the daily urgent and emergency care conference calls
· Undertake local review of escalation responses supported by data analytics in order to ensure the actions taken are appropriate and effective and to support modification of the local escalation actions as required

Staffing will comprise individuals with operational and analytical experience, at Assistant Director level, led by senior clinicians from across primary, secondary and social care and will have experience in both adult and paediatric service delivery. Further detail of the SOP for U&ECLDU and possible whole system measures are found in Appendix 1 and Appendix 2.

1.3 Processes to refine escalation triggers and responses:
This document also proposes an All Wales Managerial and Clinical Oversight Group (M&COG) that will be made up of experienced clinical and operational professionals, from across Wales and will: 
· Assist with the assessment of risk within the actions proposed by each Health Board in their underpinning escalation plans, and recommend actions needed to ensure risk is equitable across the system. 
· Review outcomes and the effects on the whole system when escalation actions are implemented, making recommendations for change in order to enable real time, whole system learning. 
· Peer review the local investigations of any serious incidents that occur as a consequence of escalation measures and decide if further action/review of the escalation actions is needed

Staffing will comprise clinical leaders from the local U&ECLDUs, analytical and operational input, external appointed clinicians with relevant expertise and chaired by a national (clinical) lead for escalation.

The introduction of the framework will strengthen the governance at local (HB) and regional/national levels and will support the operational (day to day), tactical (week to week) and strategic (month by month) decision making.


	
	LOCAL leadership
	NATIONAL/REGIONAL leadership

	Operational
	 U&ECLDU
	

	Tactical 
	HB Urgent and Emergency Care  Delivery Boards
	M&C OMG

	Strategic
	Executive Board
	6 Goals Programme Board
Supported by the:
Clinical Professional Advisory Group (aligned to the 6 Goals Board)





2. Proposed  Escalation Plans:

There are key requirements for  an integrated escalation response to effectively function, the following are some of the key requirements:
· Formalised communication routes at operational level between health and social care.
· Prioritising safety and reducing risk to service users at all times
· Integrated health and social care model that connects acute and community services that is available as a minimum 12 hours a day 7 days a week, 365 days a year (e.g. stay well @home).
· Senior Clinical and Managerial ownership of local system decision making
· Clinically agreed plans for areas of the system that can be operationalised in a timely manner when needed.
· Cultural change across the system to engender trust, psychological safety, mutual understanding and shared vision.
· A learning culture that is embedded in transparency, reliability of response, measurement for improvement and continuous learning
· Local decision making feeding into regional and national adult and paediatric responses which have as their primary driving forces: reducing risk, equity, mutual aid and reciprocity.
· Everybody who delivers any kind of service within the urgent and emergency care system understands their role in improving the safety of the whole system, not just for the individual person (in front of them)



2.1 Underpinning plans
The escalation levels that follow refer to a number of underpinning plans that will describe HB by HB what actions they will take in each of the 4 main areas listed below. 
  
· Community Escalation plan (being developed along with triggers in primary and community care)
· Exceptional discharge plan
· Joint Local Authority/HB additional discharge plan
· Local cancellation plan for scheduled care

Each of these plans will need to be written by HBs and owned locally. Appendix 3 includes some suggested template plans for use by HBs as an initial guide, but they are not designed to be prescriptive. 

Cardiff, Morriston and Ysbyty Glan Clwyd run some regional services which may have a different risk profile, so their local scheduled care plan will include consideration for these elements of the service. Plans will also need to be developed to maintain critical tertiary services which may include displacing local core activity from the tertiary centres to a neighbouring secondary care setting to rebalance the risk in both adult and paediatric secondary and tertiary care services.   


All plans should be aiming to balance clinical risk across the system. The M&C DMG will need to have an active role in reviewing the HB underpinning action plans to ensure risk is levelled down as much as possible.


2.2 Escalation Levels  1-4
The 4 levels described are designed to map risk across the WAST CSP and the newly launched primary and community care escalation levels. 
Triggers need to be described as part of the implementation process and will be consistent across Wales. 
As we gain more information on measurement and triggers and their relationship to risk faced by individuals using urgent and emergency care services the definitions of the triggers for levels of escalation will be able to be refined from the current proxy measures.

Actions at each of these levels seek to work to the following principles: 
a. Maximising the resources for acute triage, primary and secondary care acute assessment and discharge/step down
b. Releasing bed capacity 
c. Maintaining scheduled care activity that would otherwise result in increased risk e.g. cancer and other urgent specialist surgery, preventative outpatient and primary care activity, immunisation.
d. Supporting regional and tertiary service delivery


Some of the actions in the early stages of escalation, or indeed where demand and capacity are aligned are brought forward in order to ensure that when lower escalation levels are achieved the risk of rapid re-escalation is reduced.

2.2.1 Escalation Level 1 (Green)
Ability to see, treat and admit and discharge predicted demand for the day (determined by predictive analytics by site), in a timely manner. 

Emergency department (ED) and pre-ED actions
All opportunities to redirect suitable service users from first point of contact including ED must be considered at this level of escalation – this would include diversion of conditions in triage category 4 and 5 that can safely be managed by other services (to ensure there is a clear and consistent message to the public about use of suitable services). 
Escalation level of appropriate receiving services will need to be taken into account and clear escalation triggers will therefore need to be described and agreed for each service area, such that an ED on escalation level 1-3 would not automatically redirect patients into a service on level 4.
· Primary care/UPCC/GP-OOH
· Community Pharmacy
· Community support and assessment services
· MIU/MSK AHPs
· Optometry
· Dental
· Mental Health Services - including self-referral to ‘tier zero’ services

Inpatient actions
· Daily board rounds on all acute wards and critical care areas following the SAFER principles.
· Clear escalation protocols for any people delayed in the system identified through board rounds to ensure zero tolerance to any such delays including factors within UHB control e.g. delays for diagnostics, therapies as well as factors under regional control e.g. step down for paediatric or neonatal critical care. 
· Ensure that all people with significant frailty (e.g.Rockwood level 5+) and particularly those in receipt of an existing package of care are prioritised for acute assessment by @home team or equivalent service as part of comprehensive geriatric assessment, within 48 hours of admission to ensure any inpatient management does not lead to increased frailty and that any existing package of care is not lost.

Responsible Officer – on call manager


2.2.2 Escalation level 2 (Yellow)
Ability to see, treat and admit demand for the day is expected to be exceeded, determined by predictive analytics across the local healthcare system as defined by the U&ECLDU.  

1. Ensure all level 1 actions are in place
2. Identify primary issue 
A) Front door demand
1. Potential admissions from Care home’s may require face to face GP review or paramedic to consultant conversation prior to transfer to DGH (consider the option of a home visiting service on a cluster basis to support primary care and to allow home visits to begin earlier in the day which gives more management alternatives) 
2. GP admissions – consultant connect or alternative clinician to clinician discussion prior to admission (consider alternative to front door or possible assessment tomorrow)
3. Release identified General Practitioner (HB role) to actively review ambulance stack (PTAS), and be available as clinical phone contact for Paramedics at scene (possibly one per UHB /one per GP cluster).
4. Ensure all available staff provide shop floor presence.

B) Bed capacity

1. Ensure all board round escalation issues have been resolved
2. All adult and paediatric patients awaiting repatriation must be transferred within 24 hours.
3. Activate pharmacy escalation response plan in line with local scheduled care cancellation plan to support readiness for discharge
4. Liaise with LA to activate additional discharge plan to facilitate movement of delayed patients, anticipate X additional discharges per day over and above those already planned to ensure that anticipated discharges match predicted bed capacity
5. Create capacity via safe boarding/ surge areas 
6. Ensure discharge lounge capacity is available and fully utilised, reviewing criteria if not able to fully utilise regularly
7. Screen  trauma patients for MRSA
8. AHP staff to review people on a rehabilitation pathway to identify possible discharges and community transfers and to liaise with community AHP team senior decision makers to facilitate early supported discharges.
9. If the above measures are insufficient to manage predicted bed demand restrict routine elective non day-case activity to create required bed capacity in line with local Scheduled Care Cancellation Plan, redeploying staff if indicated to support reviews, admission management, admission avoidance advice lines.

Responsible Officer – On call manager



2.2.3 Escalation level 3 (Amber)
Ability to see, treat and admit demand for the day expected to be significantly exceeded, determined by predictive analytics across the local healthcare system as defined by the U&ECLDU and aligned with level of clinical risk in WAST and primary and community care. 
1. Ensure all level 1 and 2 actions are in place
2. All non-mandatory training activity (both internal and external) to be cancelled for all clinical staff (eg. medical, nursing and AHPs etc), UHB training department staff to be deployed to allocated areas (including community) to assist.*
3. All adult and paediatric services users awaiting repatriation to a centre at a lower level of escalation must be transferred within 12 hours.
4. Maximise day case surgical lists and paediatric cases if no workforce or capacity issues in Paediatrics. Short notice lists should be available.
5. Enact level 3 corporate and scheduled care staff support redeployment plan: corporate staff to support agreed clinical areas in acute and community services.
6. Community services to activate community level 3 escalation plan
7. LA’s – To activate level 3 plan to facilitate X+ agreed additional discharges per day per local authority over and above those already planned (to community or interim placements)
8. Cancel minimum necessary agreed local scheduled care work (in line with local specialty urgent and emergency care demand) to release clinicians (including AHPs) to front door/ward/community activity – consultant connect lines, board rounds, urgent patient specialty reviews , urgent  interventions etc
NB Agreed = activity that has been pre-identified that releasing the staff will make enough effect on the unscheduled care system that the risk of decreasing elective activity is warranted. This will vary specialty by specialty depending on the nature of the scheduled activity and the capabilities of released staff to be utilised elsewhere in the urgent and emergency care system. Clinical staff from across the MDT should only be allocated to areas of the unscheduled care system where they can make a positive impact on patient care and safety.
9. Activate exceptional discharge plan (lower clinical threshold to increase number of discharges (e.g. medical, therapy plan). These plans must include availability of staff to undertake secondary care FU of people, as required.
10. Activate community level 3 plan – (provide senior decision making support to acute sites to identify people who could be managed in the community and make appropriate arrangements for discharge in line with exceptional discharge team).
11. Direct Paediatric access from ED triage to assessment unit for all non-trauma Paediatric attendances.
12. Ensure that paediatric services across a regional footprint allow for reciprocity of services between acute secondary and tertiary care providers.
13. Cancel agreed routine elective inpatient surgical cases including orthopaedics until back to level 2 status, (note: specialised and tertiary services will need specific actions in the local plans) in line with underpinning local plan for scheduled care cancellation.
*need a review of balance of risk for some training e.g. Prompt, ALS 

Responsible Officer – Executive on call






2.2.4 Escalation level 4 (Red)
Ability to see, treat and admit demand from the previous day is already affecting ability to plan for today’s demand therefore ability to respond to high risk community demand is significantly impeded.

1. Ensure all level 1,2 and 3 actions are in place
2. Cancel all adult non cancer surgical activity for a minimum of 3 days on a rolling basis whilst at level 4.
3. Review all planned cancer surgery for next 3 days to ensure specialist capacity e.g. critical care capacity available.
4. Review all Paediatric surgery for next 3 days to ensure resources are being used appropriately (including increasing paediatric cases if appropriate).
5. Cancel pre-agreed scheduled care activities in line with local level 4 plan to re-deploy released staff to urgent and emergency care work both within medicine and surgery for next 3 days.
6. Community services to activate level 4 escalation plan (similar to COVID/ snow plan) by curtailing support to low risk clients to divert resources to those people being discharged via exceptional discharge plan.
7. LAs to implement level 4 plan (similar to COVID/snow situation) by curtailing support to low risk clients to divert resources to those patients awaiting discharge. 
8. Activate high level exceptional discharge plan (as per major incident – discharge at risk where appropriate with aligned appropriate follow up)

Responsible Officer – Clinical executive (Medical Director, Director of Nursing, Director of Therapies)

Appendix 3 provides examples of illustrative local escalation plans to support the above escalation plan under the 4 main headings outlined (Community, Exceptional discharge, Joint Local Authority/HB and Local scheduled care plans)















Appendix 1

Urgent and Emergency Care Local Delivery Unit
Standard Operating Procedure

The development of Urgent and Emergency Care Local Delivery Units (U&ECLDUs) will be commissioned by the National Collaborative Commissioning Unit in conjunction with each Health Board (HB).

Role of the Urgent and Emergency Care Local Delivery Unit

The role and purpose of the U&ECLDU is to:
1. Provide multi-agency (integrated) urgent and emergency care system leadership and support within the HB.
2. Provide consistent and responsive information and support on a regional/national basis (via daily conference calls).
3. Responsible to pre-empt, mitigate and respond to pressure in the local urgent and emergency care system.
4. Responsible to communicate with WAST and neighbouring HBs, and assist as appropriate across the region. 

The U&ECLDU will achieve the above through the following:

Initial function (first 3 months)
· Develop a real time data dashboard across the entire local urgent and emergency care system within the HB, that will identify :
1. What does good look like
2. What does today/this week look like
3. What if any is the capacity gap

· Identify the local measures that provide early indications when areas of the service are under pressure.
· Develop locally agreed plans for supporting areas that are identified as under pressure at the earliest opportunity to rectify the situation.

Longer term 
· Be a central hub and support network providing leadership and co-ordination across the local urgent and emergency care system on a daily basis
· Identifying early, areas that are under pressure and implement actions to alleviate the situation.
· Responsible for communicating required actions across health and social care system. Escalate via approved escalation system when actions are not achieved or inadequate.
· Responsible for monitoring outcomes and reviewing effectiveness of local actions, allowing for continuous improvement.
· Responsible for maintaining action logs and any audits following implementation of local escalation plans (closing the loop).
· Responsible for declaring organisational escalation status 
· Responsible for link to daily regional / national calls
· Responsible for updating manager/executive on call. 
· Responsible for identifying areas for potential investment.
· Responsible for continuously updating and improving local action plans.
· Contributing expertise and experience to the National Clinical and Managerial Decision Making Group for Urgent and Emergency Care.

U&ECLDU Structure (initial structure and team)

The U&ECLDU will initially function 5 days a week 12 hours a day (07.00-19.00)

Chief Operating Officer



U&ECLDU Manager X 1 WTE



U&ECLDU team X 2 WTE

Data analyst 1 X WTE for first 6 months then reduce to 0.5 WTE 
 
Clinical advisory team
Medical x 2 -3 days
Nursing x 2 days
Community x 2 days
Local Authority x 3 days (possibly full time)
Local WAST representation 

Routine Monitoring and Management of urgent and emergency care system
The core role of the U&ECLDU is to provide management support and co-ordination to pro-actively identify and mitigate issues that may impact the quality and delivery of urgent and emergency care services within the HB.

The U&ECLDU will utilise the skills of the local clinical and management teams to develop robust measures and actions to facilitate early identification and mitigation of demands in the system. 

The U&ECLDU will work in collaboration with the existing Welsh Ambulance Service ODU to provide regional and national support and response to the urgent and emergency care demands across Wales.


Appendix 2


Suggested Whole System Escalation Measures/ Triggers 

	What is happening in the system
	Pre Hospital
	Front Door
	In Hospital
	Community
	Community Hospital/Intermediate Care facility

	Dashboard Measure/Trigger
(LIVE)





	Primary Care same day activity/capacity

GP OOHs call volume 

GP OOHs planned  capacity v available capacity

Volume 111 calls

WAST call volume:
Red
Amber 1
Amber 2
Green

Performance against targets:
RED
Amber 1
Amber 2
Green


	ED activity:
Minors
Majors

4 hour performance

12 hour performance

No. >12 hour waits ED

No. of handover delays > 30mins

No handover delays > 60mins

ED Staffing v agreed staffing levels
	No. of 12 hour bed delays

No. cancelled elective procedures due to lack of beds

Predicted discharges

No of beds closed for Infection Control

Staffing deficits

Critical Care available capacity

No. of repatriations awaiting transfer in





	LA referrals per day (previous day)

% of referrals acted upon in 2 hours/48 hours (previous day)

No. of POC started per day (previous day)

Available general residential / nursing capacity (Daily)

Available M/H residential and nursing capacity (Daily)







	No. of predicted  discharges 

No. of patient awaiting transfer in

	Reasons for what is happening
	Pre Hospital
	Front Door
	In Hospital
	Community
	Community Hospital

	Local high level (ODU) measures/triggers





	Conveyance rates

% calls direct to service via WAST pathways

Primary Care referrals

Primary Care ambulance requests

Care home calls to 111/999


	WAM - measures
Time to triage
Triage to first clinical review
Time to admission

% of attendances admitted

% referrals to specialty from ED with 0 LOS (SDEC)

% of Primary Care referrals to specialty with 0 LOS (SDEC)

No. of  care home attendances

Percentage by Manchester triage category

Response times by specialty to referral 
	% 0 LOS

% 1-2 days LOS

% >5 days LOS

ALOS of those >5 days LOS

No of daily discharges by hospital/ward

No. of patients LOS > 40 days super spell

No. patients LOS > 100 days super spell

% urgent care discharges to ambulatory follow up

% of ADDs

% of patients beyond ADD 

Re-admission rates

Outlier numbers by specialty
	% urgent care discharges with support in the community

% urgent care discharges to D2RA pathways

% urgent care discharges direct to ongoing domiciliary care

% urgent care discharges direct to permanent residential/nursing care for the first time

% of new POC set up in the community setting
 
No. of admissions to step up facility

	% urgent care discharges with support in the community

% urgent care discharges to D2RA pathways

% urgent care discharges direct to ongoing domiciliary care

% urgent care discharges direct to permanent residential/nursing care for the first time
 
% of patients discharged within 5 days of transfer to community hospital

 % of patients with community hospital LOS >40 days



	Reasons for what is happening
	Pre Hospital
	Front Door
	In Hospital
	Community
	Community Hospital

	Local measures/ triggers

(To be determined by local teams, some examples provided)





	Direct access pathway usage

 


	GP referral rates

Care home attendance rates



	Diagnostic response & reporting times

Therapy response times

Time to CPOD theatre

Red & Green days data

Transport delays

Pharmacy delays – TTH

Use of discharge lounge

Delays in return to Nursing/residential homes
	
	Red & Green days data

Transport delays

Pharmacy delays – TTH

Therapy delays








Appendix 3

The plans contained in this appendix are illustrative, they describe actions that HBs may want to consider as part of their response to each level of escalation. The plans give a structure that will be useful to follow to ensure the what, who and when are clearly set out for each action in the HBS plans.

It is recognised that HBs and individual departments are the best judge of the capabilities of their staff and will be best placed to identify the individuals who possess the skills to support acute areas under higher levels of escalation and who should remain undertaking routine activities. The decision making must at all times be based on reducing the risk across the system.


Local Authority additional discharge plan

Level 2 Plan
At level 2 escalation the requirement is that local Authorities in partnership with hospital sites review all people in hospital who are awaiting placement/package of care to identify ?2 additional individuals per local authority to be discharged that day.


	Action
	Person responsible for action
	Reporting to on completion
	Escalation to if not achieved

	Review all people currently awaiting commencement of next stage of care in community
	Hospital –
Local Authority -
	Local U&ECLDU
	Manager on call/ Local Authority Lead
(U&ECLDU)

	Identify actions to facilitate discharge
Eg transport, TTHs, etc
Predicted timeframe
	Hospital –
Local Authority -
	Local U&ECLDU
	Manager on call/ Local Authority Lead
(U&ECLDU)

	Identify any safety net/ follow up that may be required including video and phone options
	Clinical team
	Documented in medical records and care plan
	Clinical Director




Level 3 plan
At level 3 escalation the requirement is that local Authorities in partnership with hospital sites review all people who are in hospital awaiting placement/package of care to identify ?5 additional individuals per local authority to be discharged that day.

	Action
	Person responsible for action
	Reporting to on completion
	Escalation to if not achieved

	Review all people currently awaiting commencement of next stage of care in community and those who may be temporarily moved to interim placements (residential or nursing)
	Hospital –
Local Authority -
	 U&ECLDU
	Executive on call/ Local Authority Lead
(U&ECLDU)

	Identify actions to facilitate discharge
Eg transport, TTHs, etc
Predicted timeframe
	Hospital –
Local Authority -
	U&ECLDU
	Executive on call/ Local Authority Lead
(U&ECLDU)

	Identify any safety net/ follow up that may be required
	Clinical team
	Documented in medical records and care plan
	Clinical Director




Level 4 plan
At level 4 escalation, in addition to the level 3 activities above, the requirement is that Local Authorities in partnership with health services consider what work can be curtailed to manage the ongoing increase in earlier than anticipated hospital discharges.





Local cancellation plan for Scheduled Care

In order to main safe and effective services there is a need to balance risk across urgent and emergency care and scheduled care services. This requires forward planning and defined actions which are clear understood and recognised by the clinical team.

The following template provides a possible structure and prompts to assist clinical teams in developing locally responsive plans.

Level 2 plan
At level 2 clinical teams responsible for routine elective non day-case activity will be required to review and restrict activity to create required bed capacity in order to accommodate the predicted urgent and emergency care demand. Staff will be appropriately redeployed, unless alternative day case activity can be found to use theatre time whilst not requiring use of the bed base.

	Action
	Person responsible for action
	Reporting to on completion
	Escalation to if not achieved

	Identify the minimum number of cancellations to create required capacity
	U&ECLDU
	Clinical teams reviewing lists
	Manager on call

	Review all people due to be admitted on routine inpatient lists and provide priority list for admission
	Clinicians with planned routine admissions 
	Surgical Directorate team
	Manager on call/ U&ECLDU


	Confirm list to be cancelled and lists continuing as planned
	Surgical Directorate team
	Theatres
Manager on call
U&ECLDU
	Manager on call

	Ensure all  individuals who have had their surgery cancelled  are informed ASAP, and alternative date/timeframe for surgery offered
	Surgical Directorate team
	Documented in medical records and care plan and waiting list record
	Clinical Director

	Orthopaedic teams to ensure all trauma cases are screened and transferred to elective orthopaedic ward
	Orthopaedic team and trauma ward managers
	Appropriate Directorate Manager
	U&ECLDU

	Pharmacy to prioritise processing of all TTHs, and prescribing pharmacists to be allocated to assist in writing TTHs for todays discharges
	Head of acute pharmacy
	U&ECLDU
	Manager on call



Level 3 plan
At level 3 clinical teams responsible for routine elective non day case activity will be required to review and cancel all non-urgent adult cases (unless exceptional circumstances apply e.g. cancelled on 3 or more occasions), in order to create required bed capacity to accommodate the predicted urgent and emergency care demand. Elective day case activity may also need to be considered for cancellation if it provides the opportunity to increase additional surge capacity. Orthopaedic teams may also need to cancel routine elective admissions and actively transfer MRSA screened people from trauma and other wards, including people who are medically optimised and are awaiting transfer to the next stage of their journey, eg rehabilitation, home, nursing home etc..

	Action
	Person responsible for action
	Reporting to on completion
	Escalation to if not achieved

	Confirm all level 2 actions have been undertaken 
	U&ECLDU
	U&ECLDU
	Executive on call

	Review and cancel  people due to be admitted on routine inpatient lists unless exceptional circumstances
	Clinicians with planned routine admissions 
	Surgical Directorate team
	Executive on call/ U&ECLDU


	Confirm list to be cancelled 
	Surgical Directorate team
	Theatres
Manager on call
U&ECLDU
	Executive on call

	Ensure all individuals who have had surgery cancelled are informed ASAP, and alternative date/timeframe for surgery offered
	Surgical Directorate team
	Documented in medical records and care plan and waiting list record
	Clinical Director

	Orthopaedic teams to ensure all screened trauma are transferred to elective orthopaedic ward and routine admissions are cancelled
	Orthopaedic team and trauma ward managers
	Appropriate Directorate Manager
	U&ECLDU

	Implement the plan for clinical *staff redistribution. 
	Clinical Director, Heads of therapies, Head of Nursing and Directorate Manager
	Manager on call
	Executive on call

	Institute level 3 plan for redeployment of staff from elective activity e.g. outpatients
	Clinical Directors
Heads of Therapies
Heads of Nursing
	Manager on call 
UECLDU
	Executive on Call


*staff redistribution will need to take into account knowledge and skills and staff will be redeployed to support the unscheduled care system providing support for ward reviews, virtual reviews of people discharged early, Consultant Connect support, admitting teams, early response to ward consultation, facilitating and undertaking additional diagnostics lists, additional staffing for discharge lounge areas and other actions that will improve patient flow.


Level 4 plan

At level 4 clinical teams responsible for elective surgical activity will be required to review and cancel adult non-cancer cases, in order to create required bed capacity to accommodate the predicted urgent and emergency care demand. 
Other elective activity such as outpatients, and diagnostics would only have their activity curtailed IF there was a need to redeploy staff to provide support to the unscheduled care system and where the balance of risk of cancellation is outweighed by the risk to patients in the unscheduled care system which could be mitigated by re-deployment of staff. 
There is potential for scheduling additional elective non-bed based activity where bed based activity is curtailed e.g. virtual outpatients or interval reviews of long waiting patients on waiting lists by teams who cannot be redeployed to the urgent and emergency care response for whatever reason.

	Action
	Person responsible for action
	Reporting to on completion
	Escalation to if not achieved

	Review and cancel all patients other than cancer cases for the next 3 days on a rolling basis whilst at level 4 
	Clinicians with planned routine admissions 
	Surgical Directorate team
	Clinical Executive on call/ U&ECLDU


	Confirm patients to be cancelled 
	Surgical Directorate team
	Theatres
Manager on call
U&ECLDU
	Clinical Executive on call

	Ensure all cancelled patients are informed ASAP, and alternative date/timeframe for surgery offered
	Surgical Directorate team
	Documented in medical records and care plan and waiting list record
	Clinical Director

	Implement the plan for clinical staff redistribution to assist in urgent and emergency care demand.
	Clinical Director, Heads of Therapies, Head of Nursing and Directorate Manager
	Manager on call
	Clinical Executive on call





Exceptional Discharge Plan

Level 3 Action

	Action
	Person responsible for action
	Reporting to on completion
	Escalation to if not achieved

	Identify additional medical, AHP and nursing staff that could be released to increase ward/ board rounds and community support
	Clinical Director, senior AHP, head of nursing
	U&ECLDU
	Executive on call

	Release above staff to facilitate additional ward/board rounds/ community support
	Clinical Director, senior AHP, head of nursing
	U&ECLDU
	Executive on call

	Review all patients to identify those that could be discharged with minimal support or fast track/following day follow up
	Medial, AHP and Nursing staff involved in exceptional discharge plan
	U&ECLDU
	Executive on call

	Ensure all appropriate arrangements are made for subsequent follow up
	Medial, AHP and Nursing staff involved in exceptional discharge plan
	Clinical Director, senior therapist, head of nursing
	Clinical Director, senior therapist, head of nursing

	Review outcome of all those discharged during this action to identify any unintended consequences
	Clinical Director, senior AHP, head of nursing
	U&ECLDU
	Medical Director, Director of Therapies, Director of Nursing 










Level 4 Action

	Action
	Person responsible for action
	Reporting to on completion
	Escalation to if not achieved

	Confirm all level 3 actions have been undertaken
	Clinical Director, senior AHP, head of nursing
	U&ECLDU
	Clinical executive on call

	Identify key personnel to communicate with community and local authority senior staff
	U&ECLDU
	Executive on call
	Clinical executive on call

	Exceptional discharge plan staff to identify those patients that could be discharged safely with additional support from community services
	Medial, AHP and Nursing staff involved in exceptional discharge plan
	U&ECLDU
	Clinical Executive on call

	Community and local authority discussions  and plans for all patients to be confirmed prior to discharge 
	Medial, therapy and Nursing staff involved in exceptional discharge plan
	U&ECLDU
	Clinical Executive on call

	Review of all patients discharged under level 4 exceptional discharge plan
	Clinical Director, senior AHP, head of nursing
	U&ECLDU
Medical Director, Head of Therapies, Director of Nursing
Senior Local authority colleague

	Medical Director, Head of Therapies, Director of Nursing 












Community Escalation Plan
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