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	Ein cyf / Our ref: 654/22/FOI 


	Dyddiad / Date: 25th April 2023


Further to your request for information dated 23rd March 2023, I am pleased to provide the following response. 
Your request and our response:
1) What are you agreed minimal Medical staffing number in line with RCEM standards during the out of ours periods for EDs?
The information requested is available on the Health Board’s internet site and is therefore exempt from disclosure under Section 21 – Information accessible by other means.  Under the Health Board’s obligation to advise and assist please find below the link to the Health Boards disclosure log:

https://bcuhb.nhs.wales/about-us/information-request/foi-disclosure-log-202223/286-22-foi-final-responsedoc/
2) Confirmation of the SOPS for corridor nursing in line with HIW concerns for each ED.

[image: image1.emf]Corridor Nursing  2023 YG_redacted.pdf


[image: image2.emf]ED  Report_redacted.pdf


Please note that any information that is personal has been redacted under

Section 40 – Personal Information of the Freedom of Information Act.

3) Confirmation and examples of ED full protocols for each ED in BCUHB to create movements.


[image: image3.emf]HFP  YG_redacted.pdf



 EMBED AcroExch.Document.DC  [image: image4.emf]HFP  YGC_redacted.pdf


[image: image5.emf]WMH ED  Escalation_redacted.pdf


Please note that any information that is personal has been redacted under

Section 40 – Personal Information of the Freedom of Information Act.

4) Sharing of business continuity plans for EDs when medical staffing is below standard as per (1)

[image: image6.emf]Loss of Failure of  Staff.pdf



 EMBED AcroExch.Document.DC  [image: image7.emf]Symphony BC  SOP_redacted.pdf


Please note that any information that is personal has been redacted under

Section 40 – Personal Information of the Freedom of Information Act.

5) Aware of Medical staffing issues across EDs across north wales as a singular health board, all using the same IT system and national protocols for trauma/stroke/overdose as examples why the Drs don’t have the ability to work at each ED under the same umbrella ? Similar with Emergency department senior managers , why does the health board have the same set up on each site when 1 senior team could cover all 3 using same standards same developments as reflected via HIW reports and reduce costs.
Under the Freedom of Information Act, you have a right to request any recorded information held by a public authority however the authority does not have to answer your question if this would mean creating new information or giving an opinion or judgment that is not already recorded.

However under our duty to advise and assist we can confirm that we do share learning across the health board. We follow the same principles, however there will be slight variances between each site naturally due to the fact that we are a different layout and different area. We have regular meetings where the consultants / nursing team will meet and staff will also visit each other areas to learn from each other.

We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg


_1742978509.pdf
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FULL HOSPITAL ESCALATION 
PROTOCOL 


Weekdays 
08.00-17.00hrs 


Weekdays 
17:00 – 08:00hrs 


Weekends 
08.00–08.00hrs  


Agree de-escalation plan 


Clinical Site Manager 


Bronze On-Call 


Silver On-Call 


Agree Hospital Full 
Escalation Protocol to be 


enacted 


HMT completes Appendix 1 
– Assurance Checklist  


Enact the agreed protocol 
for the identification of 


patient/s for transfer from 
ED to ‘board’ on inpatient 


wards 


Complete Appendix 4 – Risk 
Assessment for Escalation 


Protocol Gold On-Call 


Clinical Site Manager  


System Lead (up to  
18.00hrs)/Silver On-Call 


(after 18.00hrs) 
 


Gold On-Call 


6 hours post implementation 
Review ability to stand down 


Able to stand down 
Y/N 


No – continue with Full 
Hospital Escalation Protocol 


Y – return to 
business as usual 
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1. Introduction 
 
Patient safety, provision of high quality care and a good patient experience are amongst 
BCUs strategic priorities at all times. Sometimes demand and operational pressures result in 
the Hospital and in particular the Emergency Department (ED) reaching full capacity. During 
these times, the hospital may be in a capacity position that exceeds national level 4 capacity 
criteria, this protocol is provided to guide the site during these circumstances.  
 
The ED does not have the option to stop demand when all available patient cubicles are 
occupied. The risk of serious incidents happening increases with every additional patient 
that arrives over and above capacity. The hospital has enacted actions to share the risk 
across the Hospital, however, at certain times the risk may be held in the ED. 
 
This paper sets out a protocol that allows some of this risk to be shared  
across the hospital and wider health community, in the safest way possible.  It describes the 
actions necessary when the ED (as the main point of entry for emergency admission) or 
Intensive Care Unit (ITU) reaches full capacity. It is not necessarily exhaustive and does not 
replace the BCUs current escalation policy. The BCUs Escalation Policy includes measures 
that should be adopted early at relatively lower levels of escalation in order to prevent the 
risks from occurring in the first place. Please refer to the Standard Operating Procedure for 
Hospital Capacity Escalation.  
 


2. Remit 
 
The Full Capacity Protocol will be partially or fully activated depending upon the number 
of patients in ED, the number of patients waiting for beds, the number of planned 
discharges and transfers out of ITU. 
 
Instigation of the protocol may also be considered if there are overall high levels of acuity 
of illness in the ED, which are considered to be high risk, regardless of absolute numbers 
of patients in the department. Acuity will be measured on the basis of SAPhTE for ED, and 
an assessment of ITU and Ward acuity by the respective Directorate Head of Nursing and 
Matron of the Day.   
 
In these extreme circumstances to mitigate the patient safety risk of those patients 
awaiting access to assessment in ED it will be necessary to transfer patients with a clear 
decision-to-admit to a ward without a bed being immediately available. The agreed risk 
assessed areas to safely take an additional patient are detailed in Appendix 2. These 
designated spaces are not of the same specification to a normal bed space and a risk  
assessment must be considered before a patient is nursed there.  To ensure continued 
patient safety a detailed boarding criteria has been agreed with the Head of Nursing for 
Medicine, this has already been enacted. 
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3. Purpose 
 


 To maintain the safety of patients and staff in the ED 
 To facilitate the admission of patients held in the ED into acute beds 
 To enable the operational, safe functioning of the ED 
 Maintain patient and staff safety on wards and assessment units 
 To provide clear guidance to all staff involved in managing a full hospital. 


 
The Full Hospital Escalation Protocol is an end state escalation when there is failure 
to deliver patient flow   through daily business as usual (BAU) processes and 
procedure.  These BAU activities includes (but is not exhaustive): 


 
 Timely assessment in ED and early referral to specialities for all patients who are likely 


to require admission 
 Use of alternatives to admission including ambulatory care pathways (same day 


emergency care and “hot” clinics) 
 Review of all inpatients by a consultant/senior decision maker 
 Structured board and ward rounds 
 Whole system partnership working to remove barriers to discharge and 


minimise delayed transfers of care. 
 
4. Activation of the full hospital escalation protocol 
 


In the event that capacity exceeds demand, the Full Hospital Escalation Protocol will be 
activated when all the following five criteria are met: 


 
 The Site escalation status is Level 4 (with no imminent de-escalation) 
 The Emergency Department escalation status is BLACK (as defined below) with no 


egress out of ED anticipated within two hours 
 All emergency beds full and no ability to create capacity within two hours 
 A further 2 or more ambulances inbound expected within an  hour, and unable to 


deflect to BCUHB’s two other sites 
 All protected specialty beds (trauma, stroke, super green elective ) have been used. 


 
The Medical Director and Clinical Leads should be sighted and included in the decision-
making around enacting the Full Hospital Escalation Protocol, and appropriately 
communicated. 
 
The Assurance Checklist (Appendix 1) must be commenced as part of the governance 
process before the Full Hospital Escalation Protocol is enacted. 
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EMERGENCY DEPARTMENT 


RAG RATNG 
IMPACT ON PATIENT CARE MEASURES 


Green Normal functioning <8 patients with decision to admit 
 Ambulances offloading, or able to do so within 30 
minutes 


Amber Functioning but 
under pressure 


8-14 patients with decision to admit 
Ambulance offloading but delays up to 90 minutes 


Red Not able to 
function 
adequately 


15-20 patients with decision to admit 
Ambulances struggling to offload with delays of 4 hours. 


Black Normal care not possible >20  patients with decision to admit 
Complete exit block 
+ 1 resus, +1 Majors, +3pts in see and treat area 
 


 
 
5. Definitive Actions 
 


The following actions, in no particular order, must be taken in addition to usual 
operating procedures. 
 
5.1 Escalation 


 
There will be three tiers of escalation for the operational delivery of the Full Hospital 
Escalation Protocol Monday to Friday.  These are the Clinical Site Manager/Directorate, who 
will escalate to the Head of Site Management (or Deputy), who will then escalate to the 
Hospital Management Team. 
 
During the weekend, the escalation should be Clinical Site Manager/Shift Leads escalating 
to the Bronze On-Call, who will then escalate to the Silver On-Call. 


 
5.2 Clinical Leadership 


 
All Clinical Directors will support the operational governance around delivering the Full 
Hospital Escalation Protocol.  Clinical Directors will be informed of activation of the 
Protocol, and ensure that available consultants base themselves within their area of their 
responsibility or nominate a clinical decision-maker to ensure robust patient reviews. 


 
5.3 Management of escalation areas  


 
The use of escalation areas should be considered by the HMT (in hours) via Bronze (out 
of hours) before transferring additional patients to designated clinical escalation space. 
Consideration must be given to: 
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 Impact on patient safety for those patients on who may be due elective procedures, 


especially those on an urgent suspected cancer (USC) pathway 
 The use of specialty beds, specifically Critical Care, Coronary care, Stroke assessment 


and fractured neck of femur beds 
 Ability to exit out of escalated areas temporary spaces within 12-24 hours 
 Ensuring safe Nurse and health care staffing levels 
 Medical cover 
 Access to equipment required 
 Overseeing the position if admissions avoidance space is used. 


 
5.4 Specialty In-reach to the Emergency Quadrant 


 
Each specialty shall undertake an additional in-reach from a nominated clinical team 
member     into the relevant Emergency Portals.  Through liaison with the Nurse Co-ordinator, 
they will work to: 
 
 expedite discharge where safe to do so, and 
 follow up via ambulatory care and/or clinic appointment; and 
 prioritise their specialty admissions, deferring where safe to do so. 


 
5.5 Additional ward rounds 


Additional ward rounds should be accommodated by reducing clinic or off ward activity, in 
accordance with the Full Hospital action cards. 


 
5.6 Discharges 


 
Every ward area with additional patients to have an additional Ward Round using criteria to 
reside principles, reviewing all patients with a predicted date of discharge (PDD) for the 
next 48 hours to identify opportunities to expedite discharge.  The NIC will coordinate the 
required response to support the additional discharges (e.g. TTOs, transport, 
communication with patient and relatives, arrangements of follow-ups). 


 
5.7 Utilisation of the discharge lounge 


 
Where appropriate to do so, the discharge lounge will extend opening times and support 
the pulling of patients from wards into this area to create capacity as early as possible.  If 
the discharge lounge has already been used as inpatient escalation space, an additional 
discharge lounge in a temporary location will be identified to support ward discharges. 


 
5.8 Diagnostic in-patient waits 


 
Diagnostic services and therapy teams will review all inpatient lists waiting for diagnostic 
test and liaise with the ward to expedite the test/result or arrange out-patient booking. 
5.9 Assessment/Speciality review/inpatient waits 
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Using the Right Patient, Right Place dashboard, all services will review all inpatients awaiting 
input in order to expedite patients along their pathway and make it easier to make 
discharge decisions. 


 
5.10 Cancellation of ALL Consultant SPA activity 


 
The above additional clinical workload will be expected to be shared between 
consultants via mechanisms such as an on-call rota and the cancellation of occasional 
sessions not requiring Direct Clinical Care.  The Site Medical Director may judge that all 
consultants should cancel all such activity so that all consultant expertise is diverted to 
direct patient care such as assisting colleagues with ward rounds, hot clinics or activity on 
the Emergency Floor. 


 
5.11 Community Response 


 
All stakeholders from the wider IHC are to be included in discussions around escalated 
area both on the acute hospital peripheral hospital sites 
 
There may be a request for peripheral hospitals to prepare to receive additional patients 
into community services.  These are patients identified as medically optimised to 
transfer and require community service support on discharge. 


 
6 Transfer of Patients 
 


In order to mitigate the safety risk for those patients awaiting access to assessment in ED, 
in extreme circumstances, it may be necessary to transfer patients who have a clear 
decision-to-admit, but may not yet have been fully clerked, to a ward where a bed is not 
immediately available, therefore boarded on an identified ward.  To achieve this, suitable 
patients will need to be identified for ward transfer, and these wards will identify 
patients, likely discharge or those who, from a safety perspective, can be moved to an 
escalation space.  To do so, the following conditions must be met: 


 
 The Nurse-in-Charge of each area listed will be contacted by a member of the Patient 


Flow Management team i.e. DGM/HON/Lead Manager and asked to prepare for 
implementation of FULL HOSPITAL ESCALATION PROTOCOL 


 The NICs for receiving wards will be contacted by a member of the Patient Flow 
Management team i.e. DGM/HON/Lead Manager and asked to attend the ward area 
within the next 30 minutes 


 The ED Consultant will coordinate the identification of the most appropriate and 
suitable patients to be moved to ward areas.  They are to do this through liaison with 
Nurse in Charge (NIC) and the Clinical Site Manager 


 All patients’ privacy and dignity will be maintained at all times 
 
 A member of staff will be identified to look after the patients in the agreed space.  
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Staffing issues will be escalated within the safe staffing SOP.  This will remain the 
responsibility of the NIC to co-ordinate as within existing standard practice 


 Any patient identified for movement into an escalation space will be spoken to 
directly by the NIC/CSM/Nurse responsible for area in ED and the situation clearly 
explained. 


In Medicine, patients will be moved off AMU into regular bed spaces on wards, releasing 
AMU capacity to accept patients from the ED.  Patients identified for safe discharge from 
wards will go into the escalation space. 


 
Other specialty wards will be allocated patients from the Emergency Portals as 
appropriate i.e. Orthopaedic patients from ED directly to Orthopaedic wards, following 
the same process. 


 
7 De-escalation Process 
 


Any area that reports a timeframe of de-escalation that exceeds 6 hours will be 
prioritised for additional support from site management to assess what is required to 
maintain patient safety and safe staffing. 


 
If additional patients remain on a ward area without confirmed resolution for over 8 
hours’ escalation MUST be made to the HMT who will expedite a resolution. 


 
8 Post de-escalation reviews 
 


24 hours following activation of the Full Hospital Escalation Protocol, all patients who are 
transferred into designated escalation space if they are still in the hospital, must have a 
Senior Medical review as a priority to ensure there has been no impact on treatment and 
recovery.  A learning log will be maintained to inform future activation of the Protocol. 


 
28-days following activation of the Full Hospital Escalation Protocol, a review of how the 
Protocol was enacted to be carried out, and to test out the effectiveness of the actions 
taken.   
A learning log will be maintained to inform future activation of the Protocol.  All lessons 
learnt to be captured, and the Protocol amended where necessary. 


 
9 Other considerations: 


 Portering - Additional porters should be deployed to the Emergency Quadrant to assist 
with transfers across the Site.  This will be arranged by a member of the Site 
Leadership Team. 


 Datix Reporting - A Datix report should be created if the Full Hospital Escalation 
Protocol is instigated as it should be a never event, and details captured. 


 Record keeping - Copies of all completed risk assessments and checklists should be 
stored in line with incident management procedures. 
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APPENDIX 1 – ASSURANCE CHECKLIST 
To be completed by HMT 
 
HMT: (Name and Designation) …………………………………………………………………………………………….. 
 
Head of Site: (Name & Designation) …………………………………………………………………………………………….. 
 
CSM/DGM: (Name & Designation) …………………………………………………………………………………………….. 
 
Date: ………………………………………………………………. Time: ………………………………………………………….. 
 


Criteria checklist to determine activation of Full Hospital Escalation 
Protocol 


Yes/ 
No 


HMT 
Signature 


1. The Site escalation status is Level 4   
2. The Emergency Department escalation status is BLACK as defined in the 
Full Hospital Escalation Protocol.  (30 patients awaiting a bed, complete 
exit block, 6 or more ambulances with no plan to off load, resus and paeds 
full, > 80 overall in department) 


  


3. Emergency portals (EDOU, AMU, SAU, SDEC) all full and  no ability to 
create capacity within two hours 


  


4. More ambulances inbound and possibility of deflect to other site(s).   
5. All protected specialty beds have been used, including ward treatment 
rooms. 


  


   
If ALL 5 criteria met – ACTIVATE FULL HOSPITAL ESCALATION PROTOCOL 
and complete Datix 


  


   
HMT Action Log to capture   
 Conversion of non-inpatient areas     


Number of spaces created.    
Impact on patient safety.   
Impact on ED.   
Staffing implications   
Medical staffing implications   
Medical cover sourced. (Supported by relevant CD)   
Access to beds and other equipment required    
Ability to de-escalate    


 Operational actions to accommodate patients in designated clinical 
escalation space 


  


All relevant ward areas informed and prepared   
All relevant consultants informed and requested to attend their 
ward areas 


  


All clinical teams in EQ informed and prepared to mobilise patients.   
Additional porters requested to attend emergency portals to 
support prompt and timely transfers 


  


   
 Community response   


HMT to Community alert has been activated.   
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 Transfer of patients to inpatient ward areas   


All relevant ward areas have begun transfer process.   
All patients requiring transfer in line with this protocol have been 
transferred. 


  


   
 De-Escalation Process   


All areas have confirmed predicted de-escalation times in place.   
Escalation for additional support for areas unable to de-escalate 
within 8 hours. 


  


   
 Stand-Down   


Protocol has been delivered   
De-Escalation completed   
Patient flow recovered   


   







 


 


APPENDIX 2 – ESCALATION/REVERSE BOARDING WARD NUMBERS  
 
Ward Bed number Ability to 


reverse 
Board 


Comments/possible acuity 
issues Funded Escalated 


Moelwyn 29 1 (30) Y  +1 Consider number of AGPs – 
ensure staffing ratio is adequate 


Hebog 27 2 (29) Y +1 Consider requirement for dialysis 
point 


Glaslyn 26 4 (30) Y +1 Consider acuity/number of 
wandering patients 


Prysor 13 3 (16) Y +1 Ensure 2 Stroke assessment beds 
are ring fenced 


Tryfan 24 4 (28) Y +1  
Glyder 18 0 Y + 1  
CCU 6 0 N  
Gogarth 23 5 (28) Y + 1  
Aran 30 0  Y + 1  
Conwy 28 2 (30) Y +1  
Ogwen 24 6 (30) Y +1  Ensure 1 #NOF bed is ring fenced 


Tegid 28 2 (30) Y +1  
Dulas 29 0 Y+1  
Ffrancon 12 5 (17) Y+1 Includes emergency gynae 


capacity 
Tudno 0 30 (30) N  Phase 1 escalation up to 15 pts 


Enlli 15 0 Y  


SDEC 0  20 (20) N Phase 1 escalation up to 10 


Morfa (YA) 18 4 (22) N Consider acuity/number of 
wandering patients 


Llynfor (BB) 23 0 N Consider acuity/number of 
wandering patients 


Cybi (YPS) 18 0 N Consider acuity/number of 
wandering patients 


Glasmor 
(YPS)  


15 0 N Consider acuity/number of 
wandering patients 


Tywyn 10 1 (11) N Consider acuity/number of 
wandering patients 


Dolgellau 10 1 (11) N Consider acuity/number of 
wandering patients 


Eryri Peblig 12 1 (13) N Consider acuity/number of 
wandering patients 


Stroke patients to have priority 
for escalated bed 


Eryri Padarn 14 2 (2) N Consider acuity/number of 
wandering patients 


 
 







 


 


 
 







 


 


APPENDIX 3 – FULL HOSPITAL – ADDITIONAL CAPACITY CHECKLIST 
 
Based on ongoing pressures on the hospital site and the demand/capacity mismatch and profile of 
discharges by time of day/day of week, it is anticipated that before the Full Hospital Escalation 
Protocol was enacted the following would already have happened at a high level of escalation: 
 
 Majority of wards+1 (based on risk assessment) 
 Some additional bed spaces in use 
 SDEC partially bedded. 
 Tudno ward partially bedded 
 
This table defines the phased approach when the Full Hospital Escalation Protocol is enacted. 
 


STEP AREA CAPACITY COMMENTS 
1 Ffrancon 6 EGU waiting room 


2 Tudno   10 Phase 2 - keep 5 beds for USC ipdc  


3 Conwy 6  Patients need to be suitable based on risk assessment re fire 
evacuation  


4 POD 2  Keep one POD empty for triage 


5 Enlli 15 Elective arthroplasty surgery would be suspended with immediate 
effect 


6 HDU 2 Consider critical care demand 


7 SDEC 10 Phase 2 


8 Theatre Recovery  6 Space left for emergency/trauma recovery 


9  PACU 3  


10 Endoscopy Recovery 5 1 space  for emergency bleed 


 
STEP AREA CAPACITY COMMENTS 


1 Alltwen  5 Medical cover confirmation would need to be agreed 
Elective capacity would need to be stood down to staff e.g. 
speciality nurses, MIU, OPD to staff – 1RN 1HCSW 


2 Padarn Eryri  6 Elective capacity would need to be stood down to staff e.g. 
speciality nurses, MIU, OPD to staff – 1RN 1HCSW 


3 Day Room – Cybi 
YPS 


4 Elective capacity would need to be stood down to staff e.g. 
speciality nurses, MIU, OPD to staff – 1RN 1HCSW 


4 Tywyn 5 Elective capacity would need to be stood down to staff e.g. 
speciality nurses, MIU, OPD to staff – 1RN 1HCSW 


5 Dolgellau 5 Elective capacity would need to be stood down to staff e.g. 
speciality nurses, MIU, OPD to staff – 1RN 1HCSW 


 
 
This table summarises the escalation spaces available at each step when the Full Hospital Escalation 
Protocol is enacted.  All are staffing dependant. 
 
Step 1 6 
Step 2 16 
Step 3 22 
Step 4 24 
Step 5 39 
Step 6 41 
Step 7 51 
Step 8 57 
Step 9 60 
Step 10 65 
 







 


 


Community escalation spaces: 
 
Step 1 5   
Step 2 11   
Step 3 15   
Step 4 20   
Step 5 25   
 
 







 


APPENDIX 4 - COMPARATIVE RISK ASSESSMENT 
 
Patients waiting for beds kept in ED department vs Patients transferred to wards when no immediate capacity available (boarding) 
 
Completed by (Name and Designation) …………………….………………………………………………………………………………….. 
 
Date: …………………………………………………….……………….  Time: ………………………………………………………….. 
 
Some suggested risks have been included in red below as prompts 
 


Nature of Risk Patients waiting for beds kept in overcrowded ED 
department with ambulances queuing and IPC risks 
associated with corridor care (including Covid-19 spread) 


Patients transferred to additional escalation spaces when 
no immediate capacity available (reverse boarding) 


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Patient Safety & Clinical Effectiveness 
Patients unable to 
access ED in 
emergency situation 
and ambulances 
unable to offload. 


        


Equipment not 
available in 
emergency situation 


        


Staffing levels not 
sufficient to assess 
patient risks and 
prevent harm (e.g. 
falls/ deterioration/ 
pressure ulcers) 


        


Missed/delayed 
Medications 


        


 


Nature of Risk   


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Patient & Relatives Experience 







 


Increased anxiety due to 
nature of environment/ 
high levels of activity 


        


Unable to provide 
personalised care 


        


Difficulty accommodating 
relatives/ carers 


        


Lack of staff to 
communicate with 
patients/ relatives 


        


 


Nature of Risk   


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Staff Safety 
Risk of staff safety incidents 
due to staffing levels/ 
workload pressures 


        


Difficulty with recruitment 
and retention due to 
workload pressures 


        


         


 


Nature of Risk   


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Staff Experience 


Poor staff morale due to 
workload pressure 


        


Potential for high rates of 
sickness due to poor staff 
morale 


        


Potential for staff 
attrition due to poor staff 
morale 


        


 


Nature of Risk   







 


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Organisational Risks 


Risk of adverse media 
attention 


        


Risk of high levels of 
patient dissatisfaction 


        


    
 


   
 







 


 
 
 


 
 
   


 


Nature of Risk   


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Regulatory/Contractual 


Enhanced surveillance by 
regulators due to continued 
failure to meet minimal 
standards. 
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Waiting Room Nurse
Roles and Responsibility


The role of the WR nurse is to ensuring patients are safe to wait, detecting deterioration and escalating care as needed. 


The WR nurse will navigate any patients that may present to ED that are expected by area SDEC, SAU.


Greet patient presenting to ED 
Briefly ask the reason for attendance (quick initial assessment to see if patient is stable to book in)


If patient is stable  
Advise patient to book in at reception 
If patient is identified as being critical unwell (pull emergency bell or without delay transfer the patient for urgent assessment)
If a patient attends with chest pain and stable – sent to start without delay for bloods and ECG.
If trauma trigger for paeds or adult bleep 6677 NTL and inform NIC arrange transfer to resus for trauma call.


Working along with reception staff and triage nurse helping to escalate any patient who may need to be prioritised for triage.







Waiting Room Nurse
Roles and Responsibility


• On going care and nursing interventions  
• check all patients have regular observations – all patients with abnormal observations need observations rechecked within one hour.
• If triage is more than 15 minutes then the waiting room nurse will support as a 2nd triage. This will also include support from the ENP as required 


to improve flows. 
• Work closely with the nurse allocated to any specialties patient to make sure timely management of any observations or nursing interventions.  
• Any high NEWS needs to be escalated to the NLT and NIC as these patients will need escalation of care.
• This include those patients that trigger on sepsis 6 are escalation to receive timely management within the golden hour.
• A pain score needs to be recorded for all patients and pain reassessed within 20 mins of interventions.
• Provide any updates to patients regarding any delays – any concerns need to escalation to NIC ..
• Doctors and specialities to be bleeped 2 hours into attendance for plan 
• When patients are call into WR nurses room – document NEWS score and chart observations, record a pain score, check if patient has been 


offered food and a drink, record a GCS , review plan of care from the doctor or ENP/ ACP to make sure that interventions have been action i.e
any medication , x-rays , bloods , ECG , TTOs.


• Use clinical judgement to think if your patient may require another investigation - i.e all patient with abdominal pain need a urine recorded, think 
about if your patient may need a blood glucose recorded, women of child bearing age require a HCG if presented with abdominal pain.


• Make sure you document any advice any updates in notes.
• This will evidence the safe care that you have provided and should your patient deteriorate then a timeline of care will support the care 


provided. 


3







Changes to Historic Waiting 
room nurse  
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• Telephone installed into nurse cubicle in waiting room this enables access to bleep system for timely reviews
• Greeting patients as they come into waiting area
• Basic streaming model applied to ascertain acuity of presenting complaint
• Working in collaboration with triage nurse to provide assistance in 2nd triage when triage >15min
• Working with corridor nurse to provide timely medications and reduce risk with paper charts and symphony prescription
• Two staff within the area to provide timely observations and repeat pain scores whilst waiting room
• Visibility and escalation and recognition of deterioration in patient examples have been timely trauma call walk in straight 


to resus prior to booking in and chest pain straight to start area with ecg changes straight to resus bypassing triage.
• Those patients waiting for speciality can be bleeped in a timely fashion to prevent delays 
• Tanoy system has used to contact Drs to waiting room to review patients 
• Staff have been taught to ensure 15min or less triage or activate 2nd triage in order to facilitate timely triage and meet KPI’s 
• Staff to alert Drs and clinicians at 2 hours for review or when all investigations are back for timely decision making
• Waiting roo HCA to carry out patient feedback survey where possible whilst carrying out observations on patients waiting.  







Corridor Nurse
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• No more than 4 patients on the corridor, seated reclining patients requiring 
treatment.


• No trolley patients or those requiring oxygen or high NEWS score
• Corridor nurse to work cohesively with triage and waiting room to provide 


support.
• Corridor nurse to work effectively with SDEC to transfer care of patients at 


08:00 awaiting consultant review in collaboration with ACP from corridor or 
waiting room.  


• Escalate and bleep teams for timely reviews 







Incidents and risks 
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During 4 day implementation challenges 


• Start Drs not liaising with waiting room nurses that investigations such as CT’s, MRI, xrays, 2nd repeat 
bloods and TTA’s have been requested on symphony.


Action: Nurse will communicate with Drs allocated to start at beginning of the shift to ensure 
timely action on all investigations


• A small amount of patients have been referred to medics and speciality after more than 4 hours in the 
department, this has lead to delays and 6 hours + length of stay.


• Triage nurse helping start nurse without telling waiting room nurse which led to delays in triage, not 
communicating with waiting room or corridor nurse 


Action: I will attend Daily staff handovers and reiterate importance of communication.  Assisting 
in high levels of pressure is expected and praised however this needs to be communicated to the team.







Nurse in Charge Safety 
Huddles
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Trial/piolet devised by nursing team commenced on 20/4/23
This nursing huddle is carried out every 3 hours commencing at 0900
The aim of the huddle is to carry out an emergency safety score based on the current areas.
• Waiting room
• Corridor
• Paeds
• Minors
• Majors
• Resus
• Ambulance
• Doctor wait 
• Department 
• Triage Wait
• Staffing
• Site response


This involves the NIC attending each area of the department taking approximately 15min.  Scoring and highlighting concerns within the department.  The NIC 
will document and present the top 3 concerns in the department and present these to the MTL.  Document actions and keep record of outcomes, revised in 
following huddle.
The documentation will be collated and re audit after 4 weeks, paper copies will be kept for audit purposes and revised 







Departmental Audits 


8


Resus Checking Audits
During a spot check it has become apparent that although some resus trolleys have been signed for audit 
purposes. These were not carried out daily and only ad hoc.  When the resus bays and equipment were 
checked it was apparent some equipment had expired and the drawers were chaotic and unkempt. There 
were numerous amount of equipment out of date.  Including back wall and drawers.
There was discrepancy in who was accountable with checking of equipment ODP or ED staff
ODP would check back wall and ED staff to check drawers.
There was discrepancy in if medication fridge was to be locked or left unlocked due to conflict of information 
given by pharmacy staff.
The advanced airway trolleys for both adult and paediatric were only checked once a week by the ODP
Anaesthetic lead do not check Hamilton ventilators in each bay since covid due to risk of infection and will 
check and calibrate prior to use. 


Action: I met with ODP and anaesthetic Lead 20/4/23, we have agreed that now ODP will check advanced 
airway everyday.  Emergency department are responsible for all other resus trolleys, back wall and drawers.







Departmental Audits
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Number of Enviromental 
audits completed
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Number of Hand Hygeine 
audits completed


0
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20


30
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Number of Record Keeping 
audits completed


This is current trend of audits in area historically, there are currently no monthly 
audits and I am currently developing these for the department including Staff audit, 
patient audit, medicines management, Harm free care.







Departmental Audits


• New resus bay check lists in place and NIC to be 
responsible for checking compliance, two checks to be 
carried out, day and night shift.
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Medical and speciality review


• On multiple occasions I have seen patients referred to surgery or 
urology.  When discharging the patient has to then go back to 
referring speciality to discharge. This has caused delays in 
patients discharging.


• Other examples patient sent from hollywell for patient with 
nailbed injury seen by ortho team sat in waiting room overnight 
to wait for senior review.


• Patients sent from vascular clinics to sit in ED waiting room 
overnight awaiting bed.
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Site team


• With the introduction of turn around team more site 
presence has been witnessed with positive effect on 
flows working well with NIC


• Site will audit efficacy of implementation of ‘turn 
around team’
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Adopting a safety culture


• NIC to reiterate in handovers importance of documentation, risk 
assessments, safety checks in the area in which they work.


• PDN will work on shop floor to shadow staff and ensure teaching 
of risk assessments on symphony and compile a list of signatures 
of staff given teaching.


• Pharmacy need to collect signitures list from ED department for 
CD checking 2 years out of date. It should be carried out by 
pharmacy leads.
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Ambulance off loads


• Ambulance off loads to be 15min.  During lack of 
space or high acuity maximum 1 hour.


• Ambulance off loads to waiting area if fit to sit.


14
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NB: Out of ours the Nurse in Charge and Senior Clinician should escalate to the CSM and Bronze on Call for 
additional support with undertaking the required actions at each level of escalation as required.  


ED Nurse in Charge ED Progress Chaser 
 Monitor safety and capacity  Ensure all actions are completed to progress the 


patient pathway 
 


ED Senior Clinician 
 Monitor safety and capacity  
 Assure all patients have a management.  


EC Manager of the Day (Mon-Fri)  
 Attend site meetings to report position 


ED Nurse in Charge Progress Chaser 
 Inform the CSM Team of Amber Escalation 
 Inform EC Manager of the Day of Amber 


Escalation 
 


ED Senior Clinician 
 Re-triage patients awaiting clinician to 


identify any time critical presentations that 
need to be prioritised. 


 Inform EC Manager of the day of actions not 
completed 


 


EC Manager of the Day (Mon-Fri) 
 Enforce prioritisation of outstanding actions 


 


Head of Site / Deputy Head of Site 
 Lead transfers (facilitate flow out AMU and 


from ED to non-Medical wards). 
 


As above plus:  
 


ED Nurse in Charge / ED Senior Clinician 
• Start reverse boarding of patients who are 


awaiting discharge or transfer. 
• Enact direct referrals to clinical speciality 


teams at the point of triage.  
• Alert site to ED position via Escalation bleep 
 
Head of Site / Deputy Head of Site (BoC OOHs) 
• Inform WAST about possible delays in 


offloading ambulances. 
• Discuss divert options with System Lead 


Manager where long delays to Ambulance 
Handover are occurring. 


 


 
 


EC Manager of the Day (Mon-Fri) 
• Review medical and nurse staffing to utilise 


Outpatient space to support minors stream.  
• Inform Site Team of number of moves required 


to improve safety in the ED.  
• Inform patients in the waiting room of 


potential delays to being seen.  


As above plus:  
 


ED Nurse in Charge / ED Senior Clinician 
• Supervise staff to review safety in all areas 


of the department and move patients who 
are ‘fit to sit’ out of a trolley space.  


 
Head of Site / Deputy Head of Site (BoC OOHs) 


• Start ‘boarding’ on the base wards to 
expedite flow out of the ED.  


 
 


 
 


EC Manager of the Day (Mon-Fri) 
• Recruit additional support to the team where 


skills/capacity required.   


WMH ED Crowding, Risk & Escalation Plan  


Triggers Actions 


 


Green 
< 35 patients 


Steady State 


 


Amber 
Escalation 


 34 – 45 pts 


 No capacity in 
majors and CDU 


 Wait to see a 
clinician over an 
hour 


 
Red 


Escalation 
 Previous triggers 


plus… 


 45 – 58 patients 


 Only 1 space in 
Resus 


 Orange Category 
patients in 
Waiting Room 


 


Black 


Escalation 
 Previous triggers 


plus… 


 58+ patients 


 No space in resus 


 All areas full 
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LOSS or FAILURE OF  STAFFING 
ACTION CARD 


 
*There are separate Health Board Wide Plans for Flu Pandemic, Industrial Action and Severe 
Weather please refer to these plans 


 


Action  Person 
Responsible 


1. Notify DGM/Clinical Site Manager for your area of the loss of staffing  


Out of hours notify CSM / Bronze on-call.  


 


2. In the event of a member(s) of staff being unable to ensure the delivery of prioritised 
activities relief staff can be called upon if required: 


 ED Rota Co-Ordinators ED admin Block      [Office hours] 


 ED Nursing Rota co-ordinator [office hours] or allocated Band 7 
nurse  


Where possible other members of should be asked to staff cover for the absent staff 
member. 


 Closed social media and what’s app group requests 
 


All clerical and management routine procedures are fully documented and can be 
found in the electronic shared file – hyperlink. 


 


3. In the event of a clinical staff being unable to ensure the delivery of prioritised 
activities, Locum cover arranged.  
 
A list of current locum doctors with full GMC / Defence / Health Board certification 
saved electronically on the ‘Bueno’ shared drive, office hours via Tina Roberts ED, 
medical, rota coordinator - admin room FF08  


 A  paper copy updated regularly on doctors photo board ED admin room 
FF08 


 


4. Consider is a patient Divert necessary? 
Is this a Hospital Major Incident? 


 


5. Appoint a member of staff to be the lead person who will be the contact point for 
internal and external communciation. 


 


6. Commence log of all actions/decision – THIS IS CRITICAL - Start a log as soon as 
the incident starts to capture any decisions made and the rationale behind the 
reason for your decisions, also log any costs incurred, this will enable you to have 
an accurate picture of what the cost of the BC Incident is to the Health Board. 


Decision log template is annexed 


 


7. Your Incident Management Team may also oversee the recovery or you may 
decide to establish a separate recovery team (suitable location will be required). A 
number of considerations are provided at Section 5.1. 
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1. PURPOSE & BACKGROUND 


 


This business continuity SOP is to be used as part of the Symphony System.  The SOP covers the steps to take 
should the system become unavailable and escalation processes to return to Business as Usual. This includes 
Planned and Unplanned System Downtime.  
 
 


2. RESPONSIBILITY/SCOPE 


 


Following implementation, all patient documentation / treatment will be held electronically within Symphony. 
In the event of Symphony being unavailable, it is the responsibility of the Nurse in Charge (out of core hours) or 
the System Administrator (in core hours) to invoke the Business Continuity procedure within the department 
and report the incident.  


 


The diagram on the next page provides a high-level overview of the process to be followed, with step-by-step 
processes further on.  


 


 


0.3  25/03/2021 Amendments to include MIUs 


0.4 13/7/2021 Replaced ‘Clinical Systems Team’ 
with ‘Support and Engagement 
Team’ 


0.5 08/06/2022 Minor amendments to remove 
PIMs reference.  
Also included Doctor & Nurse BCP  
Forms in Appendices 
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2.1. Symphony Unavailable – User Checks and Reporting fault (UNPLANNED) 
 


No.         By:         Main Operating Steps:                   Key Points:          Explanation/Examples/Links/Diagrams 


2.1.1 User User is unable to Log in to 
Symphony System 
 
 
 
 
 
 
 
 
 


Is the issue  


 User 
specific? 
 


Check the following:  


User 


 The user has an active Nadex account, 
which is not locked, and the correct 
password is being used.  


 The user has attended training and has 
Symphony access.  


 Has the user recently reset their 
Symphony password?  


 Has the user been added to the 
Symphony AD Group? (Go live PT only 
check)  


 Check – are other users able to log in?  
 
When above is checked and access is still 
unavailable, move to next step.  
 


2.1.2 User User is unable to Log in to 
Symphony, and user access 
has been checked.  
 
 


Is the issue: 


 Device 
specific? 


Check the following: 


Device 


 If using an Mobile PC, try logging on to 
a Desktop / Wall Mounted PC (and vice 
versa).  


 Is Wi-Fi is available?  


 


When above is checked and access is still 
unavailable, move to next step.  


 


2.1.3 User User is unable to Log in and  
 
 User access has been 


checked 
 User has tried logging on 


to an alternative device. 


Is the issue: 


 Network 
or 
System 
Issue 


Check the following: 


Network or System 


 Are other ICT Systems available i.e. 
WPAS / WCP?  (If not, indicates a local 
network issue).  


 Is Wi-Fi available? (Log via IT Service 
Desk, not supported Out of Hours).  


 


When above is checked and access is still 
unavailable, contact Nurse in Charge 
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NOTE: BCU ICT have ensured that in the event of server issues, the system will automatically failover to 
another server, reducing the potential of system downtime. If this happens, there may be a short time of 
unresponsiveness or system lagging, however normal service should be resumed within minutes.  


 
 
2.2   Symphony Unavailable / Unresponsive – Nurse in Charge – Evoking Business Continuity
  
2    WNCR - Business Continuity Procedure – New Admissions 


No.         By:         Main Operating Steps:                   Key Points:          Explanation/Examples/Links/Diagrams 
2.2.1 Nurse 


in 
Charge 


User informs you that 
Symphony is unavailable or 
unresponsive.  
 
Check: 
 Are all users affected?  
 Is WCP / WPAS 


unaffected?  
 Has this lasted more than 


5 minutes?  


Yes: This 
indicates an 
issue with 
Symphony  


 Inform department to revert to paper 
and follow Business Continuity 
Procedure. 


Out of Hours 


 Inform CSM to escalate to Bronze on 
call for authorisation to report fault to 
BCU Support and Engagement Team to 
investigate and contact EMIS 


Core Hours 


 Log call with BCU Service Desk to 
escalate to BCU Support and 
Engagement Team and contact EMIS. 
(see page X)  


 
2.2.2 Nurse 


in 
Charge 


User informs you that 
Symphony is unavailable or 
unresponsive.  
 
Check:  
 Is the system unavailable 


to all users?  
 Are WCP / WPAS 


unaffected? 
 Has this lasted more than 


5 minutes? 
 


No: If WCP / 
PiMS / 
WPAS are 
unavailable, 
and all 
users are 
affected, 
this 
indicates a 
local 
network 
issue.  
 


 Inform department to revert to paper 
and follow Business Continuity 
Procedure. 


Out of Hours 


 Inform CSM to escalate to Bronze on 
Call for authorisation to report fault to 
BCU ICT as per local procedure. (see 
page 8) 


Core Hours 


 Contact BCU ICT immediately via 03000 
858585 or Informatics Portal.   


  
2.2.3. Nurse 


in 
Charge 


User informs you that 
Symphony is unavailable.  
 
Check:  
 Is the system unavailable 


to all users?  


No: Other 
users are 
not affected  


This indicates an issue with the users 
Symphony account.  
 
Out of Hours 
 Contact super user for password reset.  
 
Core Hours 
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 Are WCP / WPAS 
unaffected? 


  
  


 Contact super user for password reset. 
If unavailable, contact the ICT Service 
Desk for a password reset.  


 


 
2.3     Business Continuity Procedure – New Registrations  
 


No.          By:               Main Operating Steps:            Key Points:         Explanation/Examples/Links/Diagrams    
2.3.1 Reception Complete all new 


registrations on paper Cas 
Card 
   


Check if WPAS 
/ WCP is 
available for 
A4 labels.  


Reception MUST record the following 
details as a minimum on paper BCUHB 
Symphony Disaster Recovery 
Documentation. This is the Doctors / ANP 
/ ENP Documentation Pack  
 


 DATE OF ARRIVAL 
 TIME OF ARRIVAL 
 MODE OF ARRIVAL 
 DATE OF BIRTH 
 NAME 
 ADDRESS 
 CONTACT TELEPHONE NO 
 GP 


 
Receptionist to take this document to 
Triage Nurse.  


 
2.3.2 All users During system 


unavailability, continue to 
document all treatment on 
paper.  
 


Business 
Continuity 
packs can be 
located in 
Trays. 


 BCUHB Symphony Disaster Recovery 
Document - Doctors / ANP / ENP 


 BCUHB Symphony Disaster Recovery 
Document – Nursing Documentation 
Pack.  


2.3.3 All Users Patient requires discharge 
whilst System is unavailable 
 


Nurse returns 
patient 
document to 
Reception  


Reception will retain a hard copy until 
Symphony is back up and running and 
retrospective data can be inputted.  


 


If patient is admitted to a Ward or 
transferred off site, Reception will take a 
copy of all patient documentation for 
inputting retrospectively.  
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2.4 – Business Continuity Procedure – Registered Patients 
 


No.         By:            Main Operating Steps:           Key Points:             Explanation/Examples/Links/Diagrams 
2.4.1 All 


Users 
NIC informs Symphony is 
unavailable and to revert to 
paper.  
 


Collect 
Business 
Continuity 
Documentation 
 


 Nurse transcribes any patient known 
events whilst within ED/MIU 


 Clinicians document include “front 
sheet” for known history and clinical 
detail.  


2.4.2 
 
 
 


All 
users 


During system unavailability, 
continue to document all 
treatment on paper.  
 


 All documentation required for a patient in 
ED/MIU is included with the two Disaster 
Recovery packs.  


 BCUHB Symphony Disaster Recovery 
Document - Doctors / ANP / ENP 


 BCUHB Symphony Disaster Recovery 
Document – Nursing Documentation 
Pack. 


 
2.4.3 All 


Users 
Patient requires discharge 
whilst System is unavailable 
 


Nurse returns 
patient 
document to 
Reception 


Reception store documentation until 
Symphony is back up and running and 
retrospective data can be inputted.  
 
If patient is admitted to a Ward or 
transferred off site, Reception will take a 
copy of all patient documentation for 
inputting retrospectively. 
 


 
2.5 – Business Continuity Procedure – System Restored 
 


No.         By:                Main Operating Steps:           Key Points:        Explanation/Examples/Links/Diagrams    
2.5.1 NIC Inform all users Symphony 


is now available.  
 


 Retrospective admission of data is 
required for all patients.  


2.5.2 Reception Patients not previously 
admitted to Symphony 
during down time.  
 


 Complete retrospective admission from 
Reception sheet. To include:  
 Date and time of presentation 
 CRN 
 PID 
 
Patient is now admitted.  


Reception input retrospective data from 
paper for patient: 


 Attendance 
 Presenting complaint 
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 Triage Category 
 Referrals 
 Diagnosis 
 Discharge outcome 
 Disposal destination / time 
 Interventions  
 Treatment delivered 


 


Reception scan documents for the patient 
attendance into Symphony Attendance 
Record.  


Reception book follow up appointments 
as required.  
 


2.5.3 All Users For patients who were 
previously registered in 
Symphony when system 
went down.  
 


 Retrospective data can now be added into 
Symphony.  
 
All paper documentation can be scanned 
into the patient’s attendance by 
Reception.  
 


2.5.4 Nurse / 
Admin 
Team 


Minimal fields for 
reporting must be 
completed.  


 Retrospective data to be captured:  
 Triage category & Time 
 Disposal Data  


 
If the patient was admitted to a ward, a 
copy of all paper notes, must be provided 
to Reception, for scanning into Symphony 
attendance.  


2.5.5 Reception Paper records scanning 
 


 All paper documentation must now to be 
scanned into the patients Symphony 
attendance at episode level using Midas.  
 
Once scanned copies are confirmed within 
the patient attendance on Symphony, the 
paper can be shredded.  
 


 
2.6 – Business Continuity Procedure – Planned Downtime 
 
There will be occasions when it is necessary to plan downtime for upgrades or patches to the Symphony 
System. This is called planned downtime, and will be arranged in advance with the department, EMIS and BCU 
ICT. This is likely to be once a month on a Wednesday at 6am, however, users should only notice a small 
interruption to the system while the server fails over to the next server.   
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Users should be prepared that Business Continuity procedure may need to be invoked, should the upgrade 
take longer than expected. This can be done by:  
 


 Preparing paper Disaster Recovery documentation in advance 
 Reception – try to avoid registering new patients at 6am. 
 Registered patients – take a copy of the Summary page in advance.  


 
In the event of a Planned System downtime taking longer than expected, inform the Nurse in Change, revert 
to paper and follow Business Continuity  Unplanned procedure.  
 


3. REPORTING UNPLANNED SYSTEM DOWNTIME 
 
Following the decision to revert to paper, this section details the processes for contacting the Supplier when 
the system is unavailable, i.e.  an unplanned interruption or reduction in the quality of Symphony is defined as 
an incident 


Raising an incident – EMIS Health 
 


Core Hours: 


Incidents identified by system users should be reported to the System Administrator or Nurse in Charge in the 
first instance. If an Incident needs to be sent to EMIS Health for resolution during Core Hours, the System 
Administrator or Nurse in Charge should log a call via the ICT Service Desk and request the Incident is logged 
with the Support and Engagement Team as a priority.  The minimum data set of information should be provided.  


Out of Hours: 


The Nurse in Charge must contact the CSM to seek authorisation from Bronze on Call to report the incident to 
BCU Support and Engagement Team. You must now contact Switch Board, who have the Out of Hours On Call 
number. Select the option for BCU Support and Engagement Team and provide information on the issue. The 
BCU Support and Engagement Team will then diagnose whether the issue is a local one, that requires additional 
support from ICT colleagues, or whether to contact EMIS directly.  


EMIS will require a minimum data set in order to progress the incident. The Nurse In Charge should therefore 
have the following information available when reporting the incident.  
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Details should include: 


 Name of location affected 


 Full description of the issue  


 Date/time the incident occurred 


 Any useful supporting Information, if applicable (e.g. example patient ID/document/template etc. Client 
IP address error messages). 


 Screenshots or attachments where appropriate (Note: all patient identifiable data must be removed, 
hospital or NHS number will suffice) 


 Number of sites and/or users affected 


 Steps taken by the System Managers so far to investigate and resolve the issue 


 Steps to recreate the issue, where applicable 


 Preferred contact (if different to the contact logging the incident) 


 Where the incident has occurred before, provide previous incident reference numbers 


 


Incidents can be logged with EMIS Health via the online Support Centre, telephone or email.  The preferred 
method is via the online Support Centre.  The System Administrator will be provided with access to the online 
Support Centre to enable them to log calls with EMIS Health.  


 


Service Desk Opening hours 24/7/365 - P1/P2 Incidents 


Monday – Friday 8.00am- 6.00pm (excluding bank holidays) - 
P3/P4 Incidents  


Telephone number 0845 123 2297 


Online www.emisnow.com 


Email mysupport@emishealth.com 


Customer Support Level Level 4 24/7 Monday to Sunday including Bank Holidays (for P1/P2 
Incidents) 


Raising an incident with EMIS Health via the online Support Portal (BCU System Administrator) 


The preferred method of raising an Incident with EMIS Health is via the online Support Portal.  Incidents logged 
via the Support Portal should capture the Minimum Data Set and detail this within the incident. This should only 
be done following triage of the issue by BCU Support and Engagement Team.  


The Support Portal can be accessed via, or the ‘Support’ link on the EMIS Health website.  


All Priority 1/2 Incidents that are logged via the Support Portal should be immediately followed up with a 
telephone call. 


Incidents can also be logged via Telephone and Email via the above details.  







Standard Operating Procedure (SOP)  


BCU Informatics  Page 12 of 12 Symphony - Business Continuity Standard Operating 
Procedure (SOP) 


Raising an incident – BCU Local ICT 


During Core Hours – Nurse in Charge / System Administrator to contact BCU Local ICT on 03000 858585 or via 
the Informatics Portal.  


Outside of Core Hours – Nurse in Charge to contact CSM for authorisation from Bronze on Call to contact BCU 
Support and Engagement Team Out of Hours Support Team via Switch Board.  


 
4. APPENDICES 


 
 


REF DOCUMENT TITLE DOCUMENT/LINK 


1 


EMIS Support Ways of Working 
 
 
 


EXT 5348 Acute 
Support Ways of Working.pdf 


2 Nurse Paper Documentation (print and photocopy 
if no printed forms available) 


Weds Disaster 
Recovery nursing documentation 2020.pdf 


3 Doctor Paper Documentation (print and photocopy 
if no printed forms available) 


Weds Disaster 
Recovery doctors documentation 2020.pdf 


 






_1742978460.pdf
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 General Risk Corridor Nursing – ED Ysbyty Gwynedd 


 
CPG/Corporate Function & Department: Emergency care  Date: February 2023 


 
 Assessment Ser No: 
YG ED 02/2023 


Nursing patients in corridors or unused  areas is a high risk activity which could seriously impact on patients care and places staff under increased stress 
Section/Area where task takes place  -  Emergency department after: 


 Clinical Site Management and ED consultant have identified the need to hold patients on the ED corridor or in unused / unstaffed areas of the ED caused by 
poor patient flow in the hospital & ED pressures – document in the ED nurse in charge log. 


 Considered  patient Reverse Boarding 
 ED consultant to have identified patients stable and safe to be cared for in these areas 
 ED staffing ‘norm’ is 10 trained supported by a 6 HCA this is inadequate to manage additional areas and excess patients 
 CSM have identified and supplied suitable staff from elsewhere on the site to care for the corridor patients @ levels of two trained and one health care to every 3 


patients 
 No patients to be left in these areas under the care of WAST personnel who have not received induction to the area and emergency procedures – hold on 


vehicles 
Task/Work Activity – over capacity holding patients on the ED /  ‘Corridor Nursing’ 


 Identified area -  and staff allocated from elsewhere in the hospital to care for any patient  held on a corridor 


 
 Likelihood Score 
Consequence Score 1. Rare 2. Unlikely 3. Possible 4. Likely 5. Almost Certain 
5. Catastrophic 5 10 15 20 25 
4. Major 4 8 12 16 20 
3. Moderate 3 6 9 12 15 
2. Minor 2 4 6 8 10 
1. Negligible 1 2 3 4 5 


 
  To obtain the risk rating multiply the appropriate consequence score by the appropriate likelihood score,         e.g. Minor 2 x Likely 4 = 8 
 
   RISK RATING ACTION GUIDE TABLE 


1 - 3 Low Risk- Action only if low cost remedy, easy to implement, re-assess if 
process/procedure, guidance or legislation changes, keep under review. 


4 - 6 Moderate Risk- Action that is cost effective in reducing the risk, planned, and implemented 
within a reasonable time scale. 


8 - 12 High Risk- Urgent action to remove or reduce the risk. To be escalated to senior 
management. 


15 - 25 Extreme Risk- Immediate action to remove or reduce risk to tolerable level. Consideration 
given to stopping process. Inform Senior Management & Risk management/Health & 
safety Departments at once. 


Appendix 6 
Simplified General Risk Assessment Form RA4 
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Hazard Risk Associated 
Who Might 
Be Harmed 


Existing Control Measures 


Current 
Risk 


Rating 
 C X L 


Additional Controls 
Required 


Residual 
Risk 


Rating 
 C X L 


* 
 Date 


Action to 
be 


Completed 
Increased risk 
to ED patients 
due to ED 
overcrowding 
and outflow 
block 
 


 Serious incidents 
to patients 


 Detrimental effect 
on morbidity and 
mortality 


 Increased Stress 
and fatigue on the 
staff 


Patients 
 
Staff 


 Dependant on Patient 
flow throughout the 
hospital  site 
responsibility 


 SAPhTE monitoring 
[requires early action] 


 Via progress chaser 
hourly data shared with 
HMT and site 
management 


 Hospital escalation 
policy 


4* 5 = 20 


 Site to react 
proactively to ED 
SAPhTE of 5 – 10 – 
Appendix 2 


 Allocate extra 
patients to each ward 
area ‘Reverse 
Boarding’  [sharing 
the risk] 


 Expedite discharges 
– patients to 
discharge lounge 


 Identify suitable, 
safe, area other than 
a corridor to be used 


 ‘Fit to Sit’ 
 


  


Unsuitable 
‘ADULT’ 
patients placed 
in corridor 
 


 Reduced care 
 Falls  
 Pressure sore 


development / 
prevention 


 Delay in 
prescribed 
medications 


 Delay in senior / 
specialist revew 


 Collapse 
 Death 


Patients  None as exceptional 
circumstance 
 


 


 No patient under 18 
should be held on 
corridor 


 Patients must be 
assessed as stable 
i.e. NEWS 3 or less / 
not delirious or 
confused 


 Not require oxygen 
 Not requiring 


continuous 
monitoring 


 Not have any mental 
health issues 
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Reduced 
staffing – 
inadequate for 
the workload 
and patient 
acuity 
 
On the ED risk 
Register 


 Staff unable 
to give care 
as required, 
safely or to 
expected 
standards 


 Staff stress 
and exposure 
to negative 
human factors 


 


Patients 
 
 
Staff 


NON 
 
ED staffing template based on 
normal activity and  workload 
i.e. SAPhTE 5 – 10 
 
Inadequate, no ‘slack’ to 
manage additional areas / 
corridor nursing 


 


 Clinical site 
management identify 
and send staff to the 
emergency 
department to 
manage the corridor 
patients [pts in 
unused areas] 


 RATIO 1 trained and 
1 HCA to every 3 
patients 


 


  


Stress and 
anxiety 


 Staff concerns 
regards ability 
to provide 
their patients 
with care and 
dignity 


 Administration 
medications 


 Expected 
level of care 
 


Staff  
 
Staff welfare measure such as 
SWVI 
 


 


 Additional staff to 
manage workload 
and acuity 


  


Staff allocated 
/ agency do not 
have adequate 
skill set and 
experience to 
manage 
patients or IT 
systems such 
as Symphony 
 


 Patient care 
compromised 


Patient Clinical Site management to 
ensure staff allocated to the 
ED are suitably experienced 
and qualified  with 
competencies to fulfil the 
expected role 
 


 


 Site management to 
ensure staff 
delegated are 
comfortable with the 
plan to work out of 
area on the ED 


 Appendix 1 


  


Missed 
specialist 
review and 
ongoing care 
 
Delayed 
specialist 


 Patients held 
on corridors 
may be 
missed during 
post take 
ward rounds 
on the 


Patients None 


 


 During periods of 
hospital pressure and 
delay in specialist 
review : 


 the on call 
specialities should 
allocate staff for 
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review 
 


department or 
no be 
reviewed in 
timely manner 


 


permanent duty on 
the ED supported by 
nurses from within 
the organisation and 
required speciality 


Staff allocated 
by site 
management 
unfamiliar with 
the ED layout 
and 
procedures 
 
 


 Inability to 
request 
assistance in 
emergency 


 Not knowing 
how to find 
nearest de fib 
and 
resuscitation 
trolley 


Patient and 
or staff 


To date no designated area 
has been identified to hold 
patients  


 


 ED nurse in charge 
to ensure allocated 
staff report to them 
and receive action 
card – Appendix 1 
and are given 
familiarisation to the 
ED 


 ED NIC to ensure 
they have an 
identified liaison on 
the ED 


 Delegated staff 
understand and are 
able and happy to 
undertake the role 


 Delegated staff to 
regularly update the 
nurse in charge 


 


  


Errors – 
medication, 
patient ID,  


 Staff who are 
hungry / 
thirsty  and or 
tired are at 
increased risk 
of reduced 
performance 
and making 
errors 


 With negative 
human factors 
risk increases 


Staff and 
Patients 


none 


 


 CSM / ED to ensure 
breaks and rest 
periods are provided 
regularly  
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Delay in 
patient 
medications 
 
Lack of second 
checker easily 
available 
 
No access to 
‘mediwell’ 
dispensers 


 Patient 
missing 
regular 
medications 


 Delay in 
receiving 
analgesia 


Patient Request ED staff to assist – 
however this may be 
problematical as acuity and 
unmanageable workload which 
resulted in this situation 
occurring.  


 


  


No privacy 
 
 
 
 
 
 
No designated 
toilet / wash 
facility 


 Loss of 
respect and 
dignity 


 Loss of 
confidentiality 


 IG breaches 
 


 Risk of 
infection 
increased 


Patient  
 
 
 
 
 
 
Locate nearest  and protect for 
these corridor patients 


 


 Additional screens to 
be purchased 


 Designated 
wheelchairs and 
mobility aids 


 
 
However this would impact 
on storage areas and 
potentially Fire actions 
 


 
Wheelchairs 
& Aids in 
place 


Noisy, 
draughty 
thoroughfare  
 
 
 


 Loss of sleep 
 Cold 
 Loss of 


privacy 
 No 


emergency 
call bells 
 


Patient  Hospital beds are 
available 


 Linen is available 


 


 Additional linen 
trolley if this corridor 
nursing is activated 


  


Inability to 
monitor 
patients 
 
 
 
 
 
 


 risk of 
unnoticed 
deterioration 


Patient  ED has portable 
monitors however the 
supply is limited and 
due to the conditions 
causing this corridor 
nursing to be 
implemented these will 
already  be in use 


 


 


 An extra source of 
monitors needs to be 
identified 


 Staff required to use 
and monitor this 
equipment 
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No telephone 
or suitable 
comms 
 
Unknown area 
to other 
specialities / 
teams 


 Delay in 
emergency 
calls such as 
cardiac arrest 


 Delay in 
resuscitation 
due to 
location 
confusion 


Patient  None 


 


 Ensure staff from 
elsewhere in the 
hospital know how to 
raise an alarm or 
report a deterioration 
– action card 
appendix 1 


  


Slips, trips & 
Falls 
 


Hazards and risk 
increased due to 
leads from monitors, 
extension leads 
running across the 
area 


 


Patients, 
Staff and 
visitors 


None as not clinical 
areas 


 


 Battery powered 
monitors 


 No patients to be 
‘monitored’ in the 
corridor 


  


Development 
of pressure 
sores 


Prolonged stay on 
inadequate pressure 
relieving equipment, 
trolley or bed with risk 
of limited intentional 
rounding 
 
Reduced skin checks 
 


Patients  Pressure relieving overlays 
are available for ED trollies 


 Hospital beds not suitable 
for ‘corridor’ nursing as 
potential evacuation 
hazard 


 


 


  


 
Fire actions 
 
 
 


 Staff allocated 
unfamiliar with 
location of 
alarms, 
equipment 
and 
procedure on 
the ED 


 Fire exits 
potentially 
compromised 
by additional 
beds / trollies 
 


Patient and 
staff 


 Clear signage on ED 
 Fire alarms the same 


throughout the site 


 


 ED nurse in charge 
to ensure allocated 
staff report to them 
and receive action 
card – Appendix 1 
and are given 
familiarisation to the 
ED and have an ED 
‘buddy’ 


 Discuss with fire 
officer 


 


 
 
 
 







                                                                                                                               - 8 - 


Delay in 
transfer 
 
 
 


 Staff unable 
due to 
pressures to 
undertake 
timely transfer 
of patients 
adding to the 
pressures 


Patients None 


 


 CSM to arrange / 
undertake / 
coordinate 
admissions / 
transfers 


 Allocate transfer 
teams 


  


Infection 
control 
 
Lack of 
washing 
facilities 
 
 


 Crowded area 
with passers-
by increases 
risk of 
transmissible 
disease 


  


Patients 
and staff 


 


 


 


  


 


Assessors Signatures     Date: February 2023           Managers Signature:                                              Date:  
 
 
2 
Reassessment Date:        __07__ / 11  /_2020      /September  /2022           February / 2023         February/2024       


* Note: Depending on the complexity of the Risk Assessment an Action Plan may be required (Use RA 3)  
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Appendix 1 
 
Standard Operating Procedure 


STANDARD OPERATING PROCEDURE 
TITLE Nurse allocated to care for patients in the corridor of the Emergency department 


 1trained and 1 HCA to every 3 patients held on the corridor or other additional area. 
 


PURPOSE - To inform all qualified nursing staff of the standard operating procedure to be followed when 
hospital flow results in patients on the emergency department being held and cared for in a 
corridor on the emergency department. 


- To provide support and guidance for staff who have been tasked from elsewhere in the 
hospital to care for patients on a corridor on the emergency department 


SCOPE All patients who remain on the corridor after: 
- Receiving care in the majors / resuscitation areas and  being assessed as ‘safe’ to be moved to a 


corridor space by a senior clinician and who DO NOT require on going monitoring or 1:1 care or 
observation 


 


INSTRUCTION 


1. On arrival on the ED the nurse allocated by site management and their 
support HCA to report to the Nurse in Charge 


 


2. The nurse in charge will: 


- Ensure that the nurse and support are orientated to the 
area and  staff / patient facilities 


- Ensure that they are aware of how to raise and alarm / 
summon assistance and location of nearest resuscitation 
trolley and  telephone 


- Ensure that all patients and their notes are handed over 
and that any ongoing care identified including the 
speciality they are under. 


- Ensure they have an identified ED nurse ‘buddy’ to liaise 
with in the immediate area* 


- Give the nurse the ‘corridor Nurse’ tabard 


Discuss with the allocated 
nurse their skill base and 
competencies to work in the 
corridor and provide the 
prescribed care 


Ensure they are happy with 
ED procedures and accept 
the delegated duties 


3. All patients must be on ED trollies, hospital beds or chairs Not on ambulance trollies 


4.. The corridor nurse will: 


- Provide nursing care including food and fluids 


-  maintain the patient notes and observation charts – NEWS 
scores 


- Administer any prescribed medications – the second checker is 
second nurse allocated to area or the identified ED nurse*  


 


5. Escalate any change in  a patient’s condition, deteriorating NEWS 
score to the clinician responsible and the Nurse in charge who will 
arrange transfer to a more appropriate area of the ED 


- The corridor nurse will give a comprehensive handover to the 
receiving nurse. 


Best method of patient transfer 
discussed 


 


    6. Inform the NIC of any patient approaching 4 hours on the corridor - NIC to escalate to ED 
consultant or speciality 


- Escalate to Clinical Site 
management 


7. Should a hospital ward bed become available: 


- Corridor nurse to accompany to the ward and handover the 
patient and notes – ENSURE SBAR handover completed 


- Ensure ED notes are photocopied 


Cover to be provided by site 
management or ED nurse in charge 
for the duration of the transfer 
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Appendix 2 – SAPhTE explained 
 


SAPhTE Explained. 


What is SAPhTE? 
 A workload measurement tool  


 To indicate in real time the pressures and overall demands on the ED 


 To trigger early and effective responses to these pressures. [escalated to the CSM] 


 S  Staffing levels 
 A Acuity of patients [workload – Pt complexity] 
 Ph Physical capacity [ workload, ability to accommodate new pts ] 
 T Transfer of patients 
 E Working environment 
 Lowest score 5, Green indicating an ED optimum ability to manage workload and respond to new 


patients and the unexpected. Able to deliver optimum care.  
 Increasing score indicate an incremental loss of ability to deliver optimum / expected care. 


 Maximum score 25, Red indicating an ED unable to manage workload and deliver optimum care, an 
unsafe department. 


  Ideally the ED should run at scores between 5 and 10 and early action taken by the site when rising 
above 10 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


 
 


The S.A.Ph.T.E. Score 
 Staffing Acuity Physical capacity Time Environment 


5 Patients not receiving 
regular repeated 
observations and 
momitoring 


Triage catagory 1 patients 
not seen immediately on 
arrival 


Resuscitation full & department 
receives or is notified of a 
category 1 or 2 patient 


Time to admit patients is 
greater than 12 hours 


The department cannot 
offer a safer environment 
than that of an ambulance 


4 Nursing in minor injuries not 
supervised by trained staff 


Category 2 patients not seen 
by a doctor within 10 
minutes of arrival or initial 
assessment and triage not 
made within 10 minutes 


All unit trolleys occupied or no 
capacity in resuscitation room 


Total time for ANY patient in 
department exceeds 12 
hours 


Patients requiring 
continuous monitoring (ie 
ECG) or with high risk 
conditions (e.g. decreased 
GCS), not in an appropriate 
clinical environment 


3 Nursing staff deployed from 
‘minors’ to ‘majors’ or ENP 
service is withdrawn 


Some patients in category 3 
not seen by a doctor within 
1 hour of arrival 


Adult patients are treated on 
trolleys in paediatric or physio 
area, or cubicle for ‘minors’  


Time to admission greater 
than 4 hours 


Unable to provide food, 
drinks, toileting, 
appropriate mattresses 
etc, thus compromising 
care 


2 Insufficient staff to relieve 
for breaks or undertake 
restocking or house keeping 


Some patients in category 4 
not seen by a doctor within 
3 hours of arrival 


Some trolley capacity available Time to admission greater 
than 3 hours 


Loss of privacy, dignity or 
confidentiality for some 
patients which does not 
compromise clinical care 


1 Sufficient staff to assess, 
monitor and regularly 
observe patients 


All patients assessed on 
arrival and seen within 
agreed triage guidelines 


Available clinical space in 
resuscitation and trolley bays 


75% of admitted patients 
leave the department within 
4 hours 


All patients are in an 
appropriate clinical 
environment. 
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1 Introduction 
 


The maintenance of patient safety and the provision of high quality care and a good patient 
experience is the aim for Ysbyty Glan Clwyd. Organisational pressures and operational workload 
can limit the ability of key areas to provide this consistently. When this pressure stops normal 
daily functioning, it significantly increases the risk of service failure. 


 
This protocol is designed to support safety and balance risk assess all areas when the hospital is 
full, and clarifies the escalation plan. It also describes the mandated actions necessary when the 
ED (as the main point of entry for emergency admissions) has more patients than it can potentially 
safely care for. 


 
There will be times when the hospital needs to operate differently. Balancing and sharing risk is 
part of the sites action in discharging its duty of care to patients. A balance of risk has to be 
achieved to ensure safety is maintained; this protocol is to be used only in exception and not 
become the norm and when all other actions have been exhausted. This procedure is to be 
followed and each area is to be individually risk assessed so decisions, when made, ensure patient 
safety is maintained.  It is anticipated that the protocol would only ever be activated during the 
period 0800 – 2000, Monday to Friday, when there are sufficient staff available to manage the 
process, and given that it would be part of providing a response to safely manage the night period.  
During the winter period there may be a need to enact at the weekend. However, because it is 
unpredicated on the achievement of additional discharges to enable rapid de-escalation, it would 
never be enacted after 8 pm at night, 


 
Unlike other departments, the Emergency Department (ED) is unable to close its doors when all 
available patient care spaces are occupied. The risk of serious incidents occurring not only 
increases with every new patient that arrives but is also concentrated in one area. This means that 
the hospital is holding all of this risk in one area – at the front door. This has a knock- on effect to 
a number of other services including the Ambulance Service who cannot respond to emergencies 
if crews are being prevented from offloading due to lack of space in ED.  This has a knock on 
impact of putting patients who are at greatest risk being left unseen in the community. 


 
2 Overview 


 
This protocol describes the process of sharing risk across the site when the ED has more patients 
than it can safely care for. Patients spending excessive time within the ED potentially increases 
mortality and sub optimal outcomes. 


 
The protocol is a default list of actions and is not exhaustive. It is to be used when the site is 
operating at full capacity. Other measures or situations could still affect the operational safety and 
are not specifically described here and so should not be excluded. It should also be 
appreciated that  some measures should be adopted early at relatively lower levels of escalation, 
in order to prevent the  risks from occurring in the first place. 


 
This protocol is to be activated in agreement by the Acute Care Director, Director of Operations, 
site Medical Director and Site Director of Nursing.  However, there is provision that it could run on 
the basis of 0800 – 2000 7 days, for months January – March inclusive to address winter 
pressures, silver on-call will make the decision in consultation with the on call Manager and Clinical 
Site Manger (CSM). 


 
Allocating extra patients to suitable wards or to additional escalation areas that are not normally 
used for inpatient care shares this risk across the site and reduces risk within the ED. 
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3. Purpose 
 


 To maintain the safety of patients and staff in the ED;
 To facilitate the admission of patients held in the ED into acute beds;
 To enable the operational, safe functioning of the ED;
 Maintain patient and staff safety on wards and assessment units;
 To provide clear guidance to all staff involved in managing a full hospital


 
The Hospital Full Protocol is an end state escalation when there is failure to deliver 
patient flow   through daily business as usual (BAU). These BAU activities includes: 


 
 Timely assessment In ED and early referral to specialities for all patients who are likely to 


require admission.
 Use of alternatives to admission including ambulatory care pathways (same day emergency 


care and “hot” clinics).
 Review of all inpatients by a consultant/senior decision maker
 Structured board and ward rounds.
 Whole system partnership working to remove barriers to discharge and minimise delayed 


transfers of care.
 
 
4.  CONSEQUENCES OF OVERCROWDING 
 
4.1  Sick people wait too long to receive emergency care 


There is evidence that boarded patients in the ED experience delays in their treatment, 
including significant time-sensitive interventions such as antibiotic administration in 
pneumonia. 


New arrivals also wait longer for treatment, including the sickest patients needing urgent 
treatment, when there are boarding patients in the ED. This is due to increased demands on 
nursing and medical staff, who are already stretched to care for the patients who need ED 
care. 


 
Patients also wait longer for pain relief during times of overcrowding. 


 
4.2 Total length of stay for waiting patients is increased 
 It is obvious that being boarded in ED prolongs the stay, resulting in unacceptably long waits.  


 
 Patients who experience a prolonged wait in the ED may also go on  to have an increased 


total length of stay (LOS), with all the costs and harm this entails. 
 
4.3 Hospital Standardised Mortality Ratio Increases  


 Evidence from the US, where publicly funded healthcare is exposed to many of the same 
circumstances and pressures as the NHS, is that the relative risk of death increases to 1.3 
during periods of overcrowding. This means a potential 30 deaths for every 100 expected, or 
a 30% increase.  


 
4.4 Increased numbers of patients leave without being seen 


 Patients who leave without being seen, coded as 'Did Not Wait' (DNW) are recorded as  
one of the quality indicators of hospital care in the ED. The current standard, which YGC 
should achieve, is fewer than 5% leaving in this way. The rate of patients choosing not to wait 
tends to go up when the ED is overcrowded. 


 


4.5 Medical errors increase 
Under pressure of time, and sometimes forced to provide elements of care in unsuitable 
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environments such as on the back of an ambulance.  ED clinicians have a potentially 
increased error rate, including serious incidents (SIs).  


 
4.6 Conversion of non-inpatient areas 


The conversion of non-inpatient areas into inpatient bed facilities can be considered but may 
not necessarily be an outcome after declaring a Full Hospital.  In considering the use of non-
inpatient areas at the point of activating the Hospital Full Protocol, HMT/Silver MUST consider 
the impact and patient safety risk to patients on a cancer and/or clinically urgent elective 
pathway, and the potentially counter productive impact on admissions avoidance activities. 


 
 
5 ACTIVATION OF THE HOSPITAL FULL PROTOCOL  


 
5.1 In the event that capacity exceeds demand, the Full Hospital Protocol will be activated when; 


 
ALL the following 5 criteria are met: 


 
1.  The Site escalation status is Level 4. 


 
2. The Emergency Department escalation status is BLACK (as defined below) with no 


egress out of ED anticipated within two hours.   
 


3.  Emergency portals (AMU, SAU, EDOU, SDEC) all full and no ability to create 
 capacity within two hours. 
 
4. A further 2 or more ambulances inbound expected within an  hour, and unable to 


deflect to BCUHB’s two other sites. 
  


5.  All protected specialty beds (trauma, stroke, vascular, super green elective ward 
 treatment rooms) have been used: 


 
Ward/Area Already in Use 
Ward 19 beds Yes           No     Reason 
Ward 3 escalated to 21 beds Yes           No     Reason 
Ward 9 Treatment Room Yes           No     Reason 
Ward 8 Treatment Room Yes           No     Reason 
Ward 7 Treatment Room Yes           No     Reason 
Ward 4 Treatment Room Yes           No     Reason 
Ward 2 Treatment Room Yes           No     Reason 
Ward 1 Treatment Room Yes           No     Reason 
SDEC  


 
EMERGENCY 
DEPARTMENT 
RAG RATNG 


IMPACT ON PATIENT CARE MEASU
RES 


 
Green 


Normal functioning <10 patients requiring admission from 
ED.  Ambulance offloading, or able to 
do so within 30 minutes 
 


 
Amber 


Functioning but under 
pressure 


10-20 patients boarding in ED 
Ambulance offloading but when delays are up to 
90 minutes 
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Red 


Not able to function 
adequately 


20-30 patients boarding in ED 
Ambulances struggling to offload within some 
delays of 4 hours. 


 
Black 


Normal care not possible >30 patients boarding in ED 
Complete exit block 
>6 ambulances with no plans to offload. 
Resus and Paeds full 
>80 overall in department 


5.2 The Assurance Checklist (Appendix 1) must be commenced as part of the governance process 
before the Hospital Full Protocol is enacted.   


 


6. DEFINITIVE ACTIONS 
 
The following actions must be taken in addition to usual operating    procedures. 
 
6.1  Leadership 
 
There will be three tiers of leadership based in Silver Control (Room 5) for the operational delivery 
of the Hospital Full Capacity protocol, following the national standards of incident management: 
 


1. HMT 
2. Head of Site Management/Deputy 
3. Medical Director or nominated deputy 
4. Administration support 


 
Out of hours (weekend day time) for the January to March period, the tiers are; 
 


1. Silver on call 
2. Bronze on call 
3. Clinical Site Manager/Shift Leads 


 
6.2  Clinical Leadership 
 
Clinical Directors will support the operational governance around delivering the Hospital Full Capacity 
protocol. 
 
Clinical Directors will be informed of activation of the protocol, and ensure that available consultants 
base themselves within the area of their responsibility. 
 
Consultant leads:   ED Consultant in Charge 


Specialty Consultants (ward areas) 
Physician in Charge AMU  
Surgeon in Charge of SAU 


 


6.3 Use of Additional Space 
 
The use of additional spaces should be considered by HMT (in hours) or Silver (out of hours 
(daytime weekend January – March) before transferring additional patients to designated clinical 
escalation space. 
 


Consideration must be given to; 
 Impact on patient safety for those patients on a cancer urgent elective pathway – stroke, 
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trauma or vascular 
 Ability to exit out of the temporary spaces within 12-24 hours 
 Safe Nurse staffing resource 
 Medical cover 
 Access to equipment required 
 Overseeing the position if admissions avoidance space is used. 


 
7 Transfer of Patients  


In these extreme circumstances to mitigate the patient safety risk of those patients awaiting 
access to assessment in ED, it will be necessary to transfer patients with a clear decision-to- 
admit to AMU/SAU without a bed being immediately available and potentially without a full 
clerking having taken place.  To achieve this, the following actions will take place: 


 
8 Silver Control Action 


 


Phase 1 


 Sliver Control to be established, using Room 5 (Executive Corridor) as the command and 
control base 


 Silver Ops manager to confirm the opening of 8 beds on Ward 14 and 2 beds on Ward 3. 


 Silver Ops Manager to inform Community and WAST and request their presence on site or 
remotely (MS Teams) within 60 mins 


 Director of Nursing to visit Ward 14 and inform the staff of the increase in 8 beds 


 Director of Nursing to visit Ward 3 and inform the staff of the increase in 2 beds 


 


Head of Site Management to: 


 Collate and provide Next Destination List, identifying 10 patients requiring a ward 
admission. Once patients identified 


 Collate and provide MFD List (extract from Right Patient, Right Place Dashboard)  


 Alert facilities to put porters on standby for multiple immediate ward moves 


 


Senior Nurses for medicine and surgery to:  


 Inform the wards identified on the Next Destination List of imminent transfers from ED, noting 
these patients may not yet have been allocated a bed 


 Engage ward manager/NIC on identified wards to identify patients suitable for rapid transfer 
to Ward 14, making immediate arrangements for transfer to Ward 14  


 


Medical Director 


 Inform all Consultants of Hospital Full Policy (HFP) now in place. Identified consultants will 
be requested to attend their wards with the MFD list to target immediate and potential 
discharges and suitability for possible transfer to Abergele 


 They will be required to complete patient review and attend Silver Control in person within 
60 mins with a full update for Silver Control. 


 


The Hospital Full actions should be paused at this point for full review and de-escalation of actions 
considered. If further escalation is necessary, follow on to Phase 2. 
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Phase 2 


 Silver Ops Manager to confirm the using of Ward 5, 11, 12 Treatment rooms. 


 Silver Ops Manager to contact Communications regarding messages  to local population 


 Medical Director to identify the relevant Consultants to attend Abergele to review all the 
patients for potential discharges. 


 Community Ops Manager to start identifying additional capacity 


 WAST to start identifying additional/private capacity 


The HFP actions should be paused at this point for full review and de-escalation of actions 
considered. If further escalation is necessary, follow on to Phase 3. 


Phase 3 


 Head of Site Management to review electives for the day for Ward 6 


 Inform Theatre Manager that Recovery area (1 or 2) will be used for discharge of elective 
activity, using DOSA staffing to ensure safe discharge. 


 Once Theatre Recovery has discharge elective cases, site will begin transfer of patients 
identified from base wards to theatre recovery area  


 In order of use, consider all other available spaces: 


 Ward 6 


 Urology Day Unit 


 Endoscopy 


 Cath Lab 


 MIU Entrance 


 Theatre Recovery (1 or 2)  


 
In addition to the above actions, the following conditions must be met: 
 


a) The Nurse-in-Charge of each area listed will be contacted by a member of the Site 
Leadership team and asked to prepare for implementation of HOSPITAL FULL 
PROTOCOL 


b) The Consultants for receiving wards will be contacted by a member of the Site Leadership 
team and asked to attend the ward area within the next 30 minutes 


c) The AMU/SAU and Consultant will coordinate the identification of the most appropriate and 
suitable patients to be moved out to ward areas (using the next destination dashboard). 
They are to do this through liaison with Nurse in Charge (NIC) and the Clinical Site 
Manager. 


d) Up to two patients per ward will be allocated from the Emergency Quadrant (EQ). 
e) It is the responsibility of the NIC and Consultant to identify up to 2 patients on the  inpatient 


ward that can be managed safely within the escalation space to allow the safe management 
of the extra patients arriving on the ward from EQ. 


f) When considering patients to move into designated escalation space; criteria to reside 
should be used to provide an objective view (see appendix 2) and the risk assessment 
should be utilised (Appendix 5). 


g) An RGN must be identified to look after the patients in the agreed space. Staffing issues 
will be escalated within the safe staffing SOP. This  will remain the responsibility of the NIC 
to co-ordinate as within existing standard practice. 


h) All patients’ privacy and dignity will be maintained at all times. 
i) Any patient identified as needing to move into an escalation space will be spoken to directly 


by the NIC and the situation clearly explained. 
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In Medicine, patients will be moved off AMU into regular bed spaces on wards, releasing AMU 
capacity to accept patients from the ED.  Patients identified for safe discharge from wards will go 
into the escalation space. 


 
In Surgery, patients will be moved off SAU onto wards, releasing SAU capacity to accept patients 
from the ED, following the same process. 


 
Other specialty wards will be allocated patients from the Emergency Portals as appropriate i.e. 
Orthopaedic patients from ED directly to Orthopaedic wards, following the same process. 


 
9.   Portering 
 
Additional porters should be deployed to the Emergency Quadrant to assist with transfers across 
the Site. This will be arranged by a member of the Site Leadership Team. 


 


10. De-Escalation PROCESS  
 
Any area that reports a timeframe of De-Escalation that exceeds 6 hours will be prioritised 
for additional support from site management to assess what is required to maintain patient 
safety and safe staffing. 


 
If additional patients remain on a ward area without confirmed resolution for over 8 hours 
escalation MUST be made to the HMT who will expedite a resolution. 
 
10.1  Community Response 
 
HMT MUST inform the Area Senior Team to prepare to receive additional patients into 
community services. 


 
These are those patients that have been identified as Medically optimised to transfer and require 
community service support on discharge. 


 
10.2  Specialty In-reach to the Emergency Quadrant 
 
Each specialty shall undertake an additional in-reach from a nominated clinical team member     
into the relevant Emergency Portals (AMU/SAU/EDOU/SDEC/ED). Through liaison with the 
Nurse Co-ordinator they will work to; 
 
1 expedite discharge where safe to do so, and 
2 follow up via ambulatory care and/or clinic appointment, and 
3 prioritise their specialty admissions, deferring where safe to do so. 


 
10.3  Creation of additional discharges 
 
Every ward area with additional patients will have an additional Ward Round using criteria to 
reside principles, reviewing all patients with a predicted date of discharge (PDD) for the next 48 
hours to identify opportunities to expedite discharge. 
 
The NIC will coordinate the required response to support the additional discharges (e.g. TTOs, 
transport, communication with patient and relatives, arrangements of follow-ups). 


 
10.4  Discharge Lounge 
 
Where appropriate to do so, Discharge Lounge will extend opening times and prepare to PULL 
patients from wards into this area to create capacity as early as possible.  If discharge lounge 
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has already been used as inpatient escalation space, an additional discharge lounge in a 
temporary location will be identified to support ward discharges. 


 
10.5  Diagnostic in-patient waits 
 
Using the right patient, right place dashboard, diagnostic services and therapy teams will review 
all inpatient lists waiting for diagnostic test and liaise with the ward to expedite the test/result or 
arrange out-patient booking. 


 
10.6 Assessment/Speciality review/inpatient waits 
 
Using the Right Patient, Right Place dashboard, all services will review all inpatients awaiting input 
in order to expedite patients along their pathway and make it easier to make discharge decisions. 
 
10.7 Cancellation of ALL Consultant SPA activity 
 
The above additional clinical workload involving consultants will be expected to be shared 
between consultants via mechanisms such as an on-call rota and the cancellation of occasional 
sessions not requiring Direct Clinical Care. The Site Medical Director may  judge that all such 
activity should be cancelled by all consultants such that all consultant expertise is diverted to 
direct patient care such as assisting colleagues with ward rounds, hot clinics  or activity on the 
Emergency Floor. 


 


11. Post De-escalation Reviews 


24 hours following activation of Hospital Full Protocol, all patients who are transferred into 
designated escalation space if they are still in the hospital, must have a Senior Medical review 
as a priority to ensure there has been no impact on treatment and recovery. A learning log will 
be maintained to inform future activation of the protocol. 
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APPENDIX 1 
Assurance Check List - To be completed by HMT 


HMT: (Name & Designation)…………………………………………………………………… 
Head of Site: (Name & Designation)………………………………………………………………… 
CSM/DGM: (Name & Designation)……………………………………………………………… 


 
Criteria checklist to determine activation of HOSPITAL 
FULL PROTOCOL - YGC 


Yes/No HMT 
Signature 


1. The Site escalation status is Level 4   


2. The Emergency Department escalation status is BLACK as 
defined in the Hospital Full Protocol.  (30 patients awaiting a bed, 
complete exit block, 6 or more ambulances with no plan to off load, 
resus and paeds full, > 80 overall in department) 


  


3. Emergency portals (EDOU, AMU, SAU, SDEC) all full and  no 
ability to create capacity within two hours 


  


4. More ambulances inbound and no possibility of deflect to YG or 
WMH. 


  


5. All protected specialty beds have been used, including ward 
treatment rooms (complete check list of areas used – Appendix 3) 


  


   


If ALL 5 criteria met – ACTIVATE HOSPITAL FULL
 PROTOCOL 


  


   


HMT Action Log to capture   


 Conversion of non-inpatient areas     


Number of spaces created.    


Impact on patient safety. 
 


  


Impact on ED.   


Staffing implications 
 


  


Medical staffing implications   


Medical cover sourced. (Supported by relevant CD) 
 


  


Access to beds and other equipment required    


Ability to de-escalate    


 Operational actions to accommodate patients in 
designated clinical escalation space 


  


All relevant ward areas informed and prepared   


All relevant consultants informed and requested to attend their 
ward areas 


  


All clinical teams in EQ informed and prepared to mobilise patients.   


Additional porters requested to attend emergency portals to 
support prompt and timely transfers 
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Community response   


HMT to Community a lert has been activated.      


   


Transfer of patients to inpatient ward areas   


All relevant ward areas have begun transfer process.   


All patients requiring transfer in line with this protocol have been 
transferred. 


  


   


 De-Escalation Process   


All areas have confirmed predicted de-escalation times in place.   


Escalation for additional support for areas unable to de-escalate 
within 8 hours. 


  


   


 Stand-Down   


Protocol has been delivered   


De-Escalation completed   


Patient flow recovered   
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APPENDIX 2:  Criteria to Reside  


When the HFP is activated, signalling a system that is severely congested and the 
safety of incoming patients potentially compromised, every patient on every ward will 
need to be reviewed at consultant level. This to determine the following. If the 
answer to each question is “no”, active consideration for discharge to a less acute 
setting must be made and these are likely to be the patients who are safe to step 
down to the designated escalation spaces pending discharge: 


 Requiring ITU or HDU care? 
 Requiring oxygen therapy/NIV? 
 Requiring intravenous fluids? 
 NEWS2 > 3? (clinical judgement required in persons with AF and/or chronic 


respiratory disease) 
 Diminished level of consciousness where recovery realistic? 
 Acute functional impairment in excess of home/community care provision? 
 Last hours of life? 
 Requiring intravenous medication > b.d. (including analgesia)? 
 Undergone lower limb surgery within 48 hours? 
 Undergone thorax-abdominal/pelvic surgery with 72 hours? 
 Within 24 hours of an invasive procedure? (with attendant risk of acute life- 


threatening deterioration) 


Clinical exceptions will occur but must be warranted and justified. Recording the 
rationale in the patient’s records will assist meaningful, time efficient review. 


Prompt questions for the clinical team to identify patients for discharge in the 
Context of the HFP being activated. 


Is the person medically optimised? Do not use ‘medically fit’ or ‘back to baseline’. 


What management can be continued as ambulatory, for example heart failure 
treatment? 


What management can be continued outside the hospital with community/district 
nurses? For example, IV antibiotics? 


Persons with low NEWS (0-4) scores – can they be discharged with suitable follow 
up? 


 if not scoring 3 on any one parameter – for example, pulse rate greater than 
130 


 if their oxygen needs can be met at home 
 stable and not needing frequent observations every 4 hours or less 
 not needing any medical/nursing care after 8pm: 
 people waiting for results – can they come back, or can they be phoned 


through? 
 repeat bloods – can they be done after discharge in an alternative setting? 
 people waiting for investigations – can they go home and come back as 


outpatients with the same waiting as inpatients?  
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HOSPITAL FULL – ADDITIONAL CAPACITY   APPENDIX 3 
 


Based on ongoing pressures on the hospital site and the demand/capacity mis- match 
and profile of discharges by time of day/day of week, it is anticipated that before the 
Hospital Full Protocol was enacted the following would already have happened at a 
high level of escalation: 


 Majority of ward treatment rooms in use (ie +1 on most wards). 
 Some additional bed spaces on Ward 3 (Vascular) in use. 
 Discharge lounge partially bedded. 
 SDEC partially bedded. 


It may also be the case if there was building pressure that the elective orthopaedic 
programme had been stepped down and Abergele had already started to be used for 
trauma / medical patients on a step down basis. 


 
This table defines the phased approach when the Hospital Full Protocol is enacted. 
Steps 4 & 5 should be viewed as final and for use when a major incident / 
business continuity incident is declared. 


 
STEP AREA CAPACITY COMMENTS 


1 Ward 3 Increased beds x 2  
1 Ward 14 Bay 1 – 1 bed & 1 chair 


Bay 2 – 1 bed & 1 chair 
Bay 3 – 1 bed & 1 chair 
Bay 4 – 1 bed & 1 chair 
 


These were beds taken out to comply 
with social distancing (6 beds in bay to 
4.) There are now sinks in all bays in 
bed area – hence chair space. 


1 Ward 14   
2 Ward 12 Treatment room x 1 Heavily used for speciality requirements  
2 Ward 11 Treatment room x 1 Heavily used for speciality requirements 
2 Ward 5  Treatment room x 1  
3 3Ward 6 


(temp 
surgery 
day area) 


12 spaces This compromises both P2 / cancer 
pathways (inpatient and day case) and 
also medical day case activity (which is 
largely admissions avoidance.) If area is 
used covid segregation is not possible & 
elective activity stops. Limited access to 
bathrooms & significant ligature risks. 


3 Theatre 
Recovery 
1 


9 trolley spaces This is used for critical care surge as 
part of Pandemic plan 


3 Urology 
Day Unit 


4 spaces Compromises cancer diagnostics. 
Difficult to staff for a small benefit. 


4 Abergele 
Hospital 


Male / Female 
combined beds @ 
2.6m distancing = 8 
(Trauma step down) 


This requires the elective programme to 
be suspended and is there are residual 
elective patients a decision on gender 
mixing & an IPC view on cohorting. 


4 Abergele 
Day Unit 


8 beds  


4 Endoscopy 6 trolley spaces Staffed 5 days 8 am – 8 pm. Usage 
would compromise urgent / emergency 
activity. 
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4 Cath Lab 9 Trolley ?chair 
spaces 


Staffed 8 am – 8 pm.  Usage would 
compromise urgent / emergency activity, 
including PCI service.  


5 MIU 
(Entrance 
A) 


12 trolley spaces Difficult to staff due to cubicle nature of 
layout. Functions would need relocating 
(GPOOH, lung function.) Assumed 
relocation space for Discharge 
Lounge/SDEC to maintain flow at step 1. 


5 Theatre 
Recovery 
2 


9 trolley spaces This is used for critical care surge as 
part of Pandemic plan. Note requirement 
to maintain some space for NCEPOD / 
trauma theatre recovery. 


5 Therapy 
Unit 


5 bed spaces Check facilities 


 
 


This table summarises the escalation spaces available at each step when the Hospital 
Full Protocol is enacted. All are staffing dependant. 
 


Step 1 X20 SPACES (some already likely to be in use prior to Hospital Full Protocol 
activation) 


Step 2 X23 SPACES (some may already be in use prior to Hospital Full Protocol 
activation) 


Step 3 X23 SPACES & 4 chairs 
Step 4 (MI / 
BCI) 


Up to X14 SPACES – utilisation significantly impacts urgent pathways and access 
to emergency diagnostics and creates significant privacy/dignity/mixed gender 
issues. 


Step 5 Up to X32 SPACES. In the context of pandemic, it is likely that Theatre Recovery 
and Theatre staffing would need to be maintained as critical care escalation. 


 


*****Community escalation spaces TBC******** 


To include reinstatement of all beds taken out for social distancing, flexible use of 
GP beds and widened criteria for Aberconwy. 







 


 


 


Comparative Risk Assessment           APPENDIX 4 
 


Patients waiting for beds kept in ED department vs Patients transferred to wards when no immediate capacity available (boarding) 
 


Nature of Risk Patients waiting for beds kept in overcrowded ED 
department with ambulances queuing and IPC risks 
associated with corridor care (including Covid-19 spread) 


Patients transferred to additional escalation spaces when 
no immediate capacity available (reverse boarding) 


Likeli- 
hood 


Impac
t 


Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Patient Safety & Clinical Effectiveness 
Non-socomial 
spread of Covid-19 
as a result of 
congestion in the 
ED 


5 5 25 Unable to mitigate risk in ED 
therefore boarding will mitigate 
risk. 


1 3 3 Ward level risk assessment (include 
equipment requirement, staffing 
and environment). 


Patients unable to 
access ED in 
emergency situation 
and ambulances 
unable to offload. 


5 5 25 Unable to mitigate risk in ED 
therefore boarding will mitigate 
risk 


1 3 3 Ward level risk assessment (include 
equipment requirement, staffing, 
environment). 


Equipment not available in 
emergency situation 


2 5 10 Ensure process to risk assess 
equipment requirements during 
shift.  However limited facilities 
available if multiple patients 
waiting therefore boarding will 
mitigate risk 


1 3 3 Ward level risk assessment as 
above. 


Staffing levels not sufficient 
to assess patient risks and 
prevent harm (e.g. falls/ 
deterioration/ pressure ulcers) 


4 5 20 ED escalation process, oversight 
by HMT to ensure safe staffing 
in  ED and escalation in use 
 
Noted that in ED multiple patients 
may be waiting which significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further 


2 3 6 Ward level risk assessment staffing 
(risk assessment) 
 
Matron/CSM oversight. 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 







 


 


Nature of Risk Patients waiting for beds kept in ED department Patients transferred to wards when no immediate capacity 
available (boarding) 


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Risk of falls due to inability 
to safely monitor 


4 5 20 Care Rounding  tool. 
 
Noted that in ED multiple patients 
may be waiting which significantly 
impacts ability to mitigate risk 
therefore boarding will  mitigate risk 
further. 


2 3 6 Falls RA to determine suitability 
to board 
Ward level risk assessment 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact 


Risk of pressure ulcers 
due to inappropriate 
surface 


4 5 20 Rounding tool. Replace trolley 
with beds. 
 
TVN visit dept and audit practice 
Noted that in ED multiple patients 
may be waiting which significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate 
risk further 


2 3 6 Matron to determine suitability to 
board/ trolley/bed/chair. 
 
Ward level risk assessment Noted 
that each ward likely to have only 1 
additional patient which does make 
it easier to mitigate risk than in ED 
reducing likelihood of adverse 
impact 


Missed/delayed 
Medications 


3 3 9 ED escalation process to 
support staffing. 
Prescription charts. 
Medication audits. 
Matron in dept. to oversee 
practice. 
Noted that in ED multiple patients 
may be waiting which significantly 
impacts ability to mitigate risk 
further therefore boarding will 
mitigate. 


2 3 6 Boarding SOP (with staff 
allocation) 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact 


Highest Risk 5 5 25  2 3 6  







 


 


Nature of Risk Patients waiting for beds kept in ED department Patients transferred to wards when no immediate capacity 
available (boarding) 


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Patient & Relatives Experience 


Increased anxiety due to 
nature of environment/ 
high levels of activity 


4 2 8 ED escalation process to 
support staffing. 
Oversight by HMT. 
Rounding tool. 
Communications externally. 
 
Noted that in ED multiple patients 
may be waiting which significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further. 


3 2 6 Boarding SOP (with staff allocation). 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 


Unable to provide 
personalised care 


3 2 6 ED escalation process to 
support staffing. 
 
Rounding tool. 
 
Noted that in ED multiple patients 
may be waiting which significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate 
risk further. 


2 2 4 Boarding SOP (with staff allocation). 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 


Difficulty accommodating 
relatives/ carers 


4 2 8 Noted that in ED multiple patients 
may be waiting which significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further. 
 
Covid restrictions in place. 


3 2 6 Boarding SOP (with staff 
allocation). 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 
 
Covid restrictions in place. 







 


 


Nature of Risk Patients waiting for beds kept in ED department Patients transferred to wards when no immediate capacity 
available (boarding) 


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Lack of staff to communicate 
with patients/ relatives 


4 2 8 ED escalation process to 
support staffing.  
 
Oversight by HMT. 
 
Noted that in ED multiple patients 
may be waiting which significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further. 


3 2 6 Impact Boarding SOP (with staff 
allocation). 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 


Highest Risk 4 2 8  3 2 6  


Staff Safety 
Risk of staff safety incidents 
due to staffing levels/ 
workload pressures 


3 3 9 ED escalation process to support 
staffing. 
Oversight by HMT. 
 
 Datix reporting. 
 
Noted that in ED multiple patients 
may be waiting which along with 
additional unpredictable 
emergency activity significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further. 


2 3 6 Boarding SOP (with staff 
allocation). 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 







 


 


Nature of Risk Patients waiting for beds kept in ED department Patients transferred to wards when no immediate capacity 
available (boarding) 


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Difficulty with recruitment 
and retention due to 
workload pressures 


4 2 8 ED escalation process to support 
staffing. 
 
Oversight by HMT. 
 
Noted that in ED multiple patients 
may be waiting which along with 
additional unpredictable 
emergency activity significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further. 


3 2 6 Boarding SOP (with staff allocation)  
 
HMT oversight, 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 


Highest Risk 3 3 9  3 2 6  


Staff Experience 


Poor staff morale due to 
workload pressure 


4 3 12 ED escalation process to support 
staffing. 
 
Oversight by HMT. 
 
Noted that in ED multiple patients 
may be waiting which along with 
additional unpredictable 
emergency activity significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further. 


3 2 6 Boarding SOP (with staff allocation) . 
 
HMT oversight. 
 
Noted that each ward likely to 
have only 1 additional patient which 
does make it easier to mitigate risk 
than in ED reducing likelihood of 
adverse impact. 







 


 


Nature of Risk Patients waiting for beds kept in ED department Patients transferred to wards when no immediate capacity 
available (boarding) 


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Potential for high rates 
of sickness due to poor 
staff morale 


3 3 9 ED escalation process to support 
staffing. 
 
Oversight by HMT. 
 
Noted that in ED multiple patients 
may be waiting which along with 
additional unpredictable 
emergency activity significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further 


2 2 4 Boarding SOP (with staff allocation) . 
 
HMT oversight. 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 


Potential for staff 
attrition due to poor 
staff morale 


4 3 12 ED escalation process to support 
staffing. 
 
Oversight by HMT. 
 
Noted that in ED multiple patients 
may be waiting which along with 
additional unpredictable 
emergency activity significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further. 


3 2 6 Boarding SOP (with staff allocation) . 
 
HMT oversight. 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 


Highest Risk 4 3 12 
 


3 2 6 
 


 







 


 


Nature of Risk Patients waiting for beds kept in ED department Patients transferred to wards when no immediate capacity 
available (boarding) 


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Organisational Risks 


Risk of adverse media 
attention 


3 3 9 Complaints 
process. 
 
 Patient Experience 
matrix. 
 
Documentation  
 
Rounding tool 
 
Oversight of HMT  
 
Communications 
 
Noted that in ED multiple patients 
may be waiting which along with 
additional unpredictable 
emergency activity significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further. 


2 2 4 Complaints process Patient 
Experience Matrix Documentation. 
Oversight of HMT. 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 


Risk of high levels of 
patient dissatisfaction 


3 3 9 Complaints process. 
 
Documentation Rounding       tool. 
 
Oversight HMT. 
 
Communications. 
 
Noted that in ED multiple patients 
may be waiting which along with 
additional unpredictable 
emergency activity significantly 
impacts ability to mitigate risk 
therefore boarding will mitigate risk 
further. 


2 3 6 Complaints process. 
 
Noted that each ward likely to have 
only 1 additional patient which does 
make it easier to mitigate risk than in 
ED reducing likelihood of adverse 
impact. 


Highest Risk 3 3 9 
 


2 3 6 
 







 


 


Nature of Risk Patients waiting for beds kept in ED department Patients transferred to wards when no immediate capacity 
available (boarding) 


Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations Likeli- 
hood 


Impact Risk 
Score 


Potential Mitigations 


Regulatory/Contractual 


Enhanced surveillance by 
regulators due to continued 
failure to meet minimal 
standards. 


5 4 20 Briefings and communication with  
external partners. 
  
Emergency planning. 


3 4 12 Briefings/communication with 
External partners. 
Emergency planning. 
Boarding should improve internal 
patient flow and make achievement of 
standards more likely. 


Highest Risk 5 4 20 
 


3 4 12 
 







 


 


   APPENDIX 5 


 


Risk assessment to support the decision to move a patient to designated escalation space 


To be completed by the ward staff considering the move with support from Matron/CSM 
 


This risk assessment is to be used when deciding to move a patient after the Hospital Full Protocol is triggered. When the Hospital Full 
Protocol has been triggered it will be necessary to move patients in less than ideal circumstances and where they are not necessarily 
medically optimised for discharge.  Criteria to reside principles should be utilised to select the most appropriate patients to move. 


 
Any recorded NO response in the essential criteria below indicates that the patient should not be moved to the designated escalation 
space without further consideration.  The decision to move will need to include the following: 


 Clinical risk assessment/judgement that is documented in the patient record 
 Discussion with the Nurse in Charge of Ward/Department 
 Clinical Site Manager 


And/or 
 Discussion with the Hospital Management Team (HMT) 
 Datix any breach to criteria 


 
PATIENT     NAME……………………………………………………………………………  DOB………………………………………… 


 
ID…………………………………………………………………………………………DATE/TIME OF ASSESSMENT……………………........ 


 
TRANSFERRING FROM…………………………………………………………………TO ………………………………………………… 


 
 


NAMES OF TEAM CONTRIBUTING TO THE DECISION (please print) 
 


1. ………………………………………………………………………………………. 
2. ………………………………………………………………………………………. 
3. ………………………………………………………………………………………. 
4. ………………………………………………………………………………………. 


 







 


 


Prioritisation Criteria Yes No 
Essential: 
These criteria 
MUST be  met for 
ALL patients. 
 
Any NO response 
= The patient 
should not be 
moved. 


The patient has a confirmed diagnosis and/or a treatment and discharge plan is in place.   
The patient is free from symptoms of diarrhoea or vomiting within the last 72 hours.   
The patient is clinically stable, has not experienced deterioration in their condition in the 
last 24 hours. EWS score is <2 or is within expected limits for patient. 


  


Resuscitation status is known/clearly documented.   
The patient does not pose a risk to other patients, staff or themselves.   
The patient is safe to be cared for by nursing staff who do not have speciality knowledge 
or experience. 


  


The patient is not at end of life stage.   
The patient does not have mental health condition or learning disability.   


Speciality The patient has been stabilised post operatively within their own specialty.   
Agreed speciality plans/criteria must be followed.   
Special equipment is available or can be transferred with the patient.   


 






