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2. SOP Standards and Procedures 
 

ABBREVIATION DEFINITION 

ED Emergency  Department 

CH The Children’s Hospital 

CPC Children’s Primary Care 

SOP Standard Operating Procedure 

CED Children’s Emergency Department 

SFD The Single Front Door for Children 

TCM Tactical Command Meeting 

AICU Adult Intensive Care Unit 

DOC  Doctor on Call 

 
 

Overview of Document: 

 
This policy describes the actions to be taken in the Children’s Hospital when 
pressure in the non-elective pathway for Paediatrics is creating significant clinical 
risk.   
 
The policy need to be utilised in conjunction with the Emergency Department 
document “Escalation procedures and triggers for the Children’s Emergency 
Department and Paediatric Single Front Door” (appended and available at 
http://insite.xuhl-tr.nhs.uk/homepage/management/clinical-management-groups/emergency-

and-specialist-medicine/emergency-medicine/emergency-department/guidance/ced). 
 
Taken together, the two policies are intended to mitigate risk in clinical care ensuring 
acuity within the Children’s Emergency Department is balanced against acuity in the 
Children’s Hospital and that Children are cared for in the safest manner available. 
This policy has been written in conjunction with clinical colleagues across the 
pathway to ensure a collaborative approach. 
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Section One. Scope 
 
This Standard Operating Procedure (SOP) includes a description of the process for 
the Children’s Hospital of Leicester Royal Infirmary, University Hospitals of Leicester 
NHS Trust. 
 
This SOP does not cover clinical procedures.  For clinical policies, guidelines and 
procedures refer to the Trust intranet http://insitetogether.xuhl-
tr.nhs.uk/pag/Pages/default.aspx 
 
This SOP outlines the procedure to manage quality, safety and flow within the 
Children’s Hospital and to ensure that effective and consistent procedures are used. 
This SOP should be used in conjunction with the Children’s Hospital Escalation plan 
as described.  
 
 

 
Section Two. The Children’s Hospital – Key Points 

 
 

 The Children’s Hospital is a “hospital within a hospital” and has both an 
elective and an emergency pathway for Children. It has 126 funded beds 
across two sites, the Leicester Royal Infirmary and the Glenfield Hospital, 
designed for the care of children and young people (up to the age of 17 + 364 
days) except for the teenage cancer unit which sees children and young 
people up to the age of 23 years and 364 days. 

 All Children now enter the emergency pathway through the SFD for Children 
which was implemented in July 2018.  

 The admissions to the Children’s Hospital are approximately 8% of the 
attendances through the Single Front Door. 

 The clinical responsibility for patients admitted to the Children’s Hospital lies 
with the admitting team. 

 “Business as usual” in the Children’s Hospital is when there is capacity in the 
Hospital to facilitate timely flow out of the Children’s Emergency Department 
into inpatient beds when required.  In “Business as usual” it is expected that 
children will be admitted within four hours of presentation to the Children’s 
Emergency Department. 

 “Business as usual” will normally rely on the Children’s Hospital being staffed 
to establishment and with no gaps and the funded bed base being fully open. 

 This document will identify the process the Children’s Hospital undertakes 
when there is significant challenge with capacity, flow and clinical safety for 
the non-elective pathway in the Children’s Emergency Department and the 
Children’s Hospital.  Section 3 highlights the Children’s hospital response to 
bed closures and the process to follow to seek approval and to communicate 
out to colleagues within other CMG’s. 

http://insitetogether.xuhl-tr.nhs.uk/pag/Pages/default.aspx
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 This document will reference the action to be taken in response to the 
Children’s ED escalation level as cited in Appendix 1. 

 The recommended nurse to bed ratio in Children’s would be 1:3 in specialist 
areas, i.e. Oncology, Cardiology, neurology (wards, 11, 27 and ward 30 GGH) 
and 1:4 in areas which are “General” Paediatric wards (wards, 10, 14 and 19). 
Children admitted will normally be level 1 care. 

 In all area the Nurse in Charge should be supernumerary in line with national 
staffing guidance. 

 HDU ward 12 has 6 commissioned beds and should be staffed at a 1:2 nurse 
to bed ratio. The other 6 beds should be staffed at 1:3 nurses to bed ratio as it 
is a respiratory specialty ward. 

 The PICU/CICU should be staffed at a nurse to bed ratio of 1:1 and should 
have a ‘floating’ Nurse in charge. 

 For additional information about nurse staffing please see the RCN safer 
staffing Guidance for Children and Young People 2017. 

 
 

Section Three. Process for managing Children’s Hospital Bed Base.  
 
This section summarises the children’s hospital configuration during 2020/2021, 
recognising the change required following implementation of the Single Front Door 
for the non-elective pathway. However, the principles within the following section 
describe the flex within the Children’s hospital to manage surge in activity. 
 
 
These principles are: 
 

 To align the response of the Children’s Hospital services with the Children’s 
Emergency Department to maintain safety in the Children’s non – elective 
pathway. 

 To maintain flow from the Children’s Assessment Team (CAT) and the 
Children’s Emergency department (CED) into and through the Children’s 
Hospital 

 To maximise elective activity in Children’s Services to achieve Cancer and 
RTT targets 
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The Children’s Hospital comprises 8 inpatients wards which are 
configured as follows: 
 
 

February 2019 – August 2020 

 

WINDSOR - LEVEL 4 BALMORAL – LEVEL 4 
 

BALMORAL – LEVEL 6 
 

Glenfield  

 
 
  

CDCU 
+ 

School 

Room  

Ward 14  
Medical  

18 inpatient 
beds 

 

Ward 10  
Surgery  

12 inpatient 
beds  

6 day case 
spaces 

 

WARD 19 
Surgery  

12 inpatient  
6 daycase 

Beds/spaces 

 

WARD 27 
TYA Cancer  

12 beds 

 

Ward 12 
6 HDU 
6 Resp 

 

CICU 
6 Beds 

 

 

PICU 
7 Beds Commissioned 

12 commissioned 
spaces 

 

WARD 30 
12 beds Open 

17 Commissioned 
spaces 

 

Ward 11  
Medicine 

18 inpatient 
beds 
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August 2020 Onwards 

 
 

WINDSOR -  
LEVEL 4 

BALMORAL – LEVEL 4 
 

BALMORAL – LEVEL 6 
 

Glenfield 

CDCU 
+ 

School 

Room  

Ward 14  
Medical 

 
15 Inpatient 

Beds 
 

 
Covid Spacing 

8 Beds 
7 Cubicles 

Total= 15 

Ward 10  
Surgery 

  
12 Inpatient 

Beds  
6 Day Case 

Spaces 
 
 

Covid Spacing 
8 Beds 

8 Cubicles 

Total= 16 

WARD 19 
Surgery  

 
12 Inpatient  
6 Day Case 

Beds/Spaces 
 
 

Covid Spacing 
12 Beds 

6 Cubicles 
Total= 18 

 

WARD 27 
TYA Cancer  

+ 
Daycare Area 

 
 

7 Paed Beds 
5 TYA Beds 

(6B/6C) 
Total = 12 

 

Ward 12  
HDU/ Resp 

 
6 HDU 
6 Resp 

 
Covid Spacing 

3 Beds 
7 Cubicles 
Total= 10 

 

CICU 
7 Beds 

(8 Physical spaces) 
 

Covid Spacing 
2 Hot Cubicles 

1 Normal Cubicle 
4 Beds 

 
 

 PICU 
 

Total 7 Beds 
Commissioned 

(Commissioned for 12) 

Covid Spacing 
2 Hot Cubicles 

2 normal Cubicles 
3 Level 3 Beds 

 

WARD 30 
 

12 Beds Open 
 

(Commissioned for 17) 

 

Ward 11  
Medicine 

 

16 Inpatient 
Beds  

 
 

(Physical capacity 
for 20) 

 
 

 
Covid Spacing 

8 Beds 
8 Cubicles 
Total= 16 
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The children’s wards have been configured to ensure maximum medical capacity 
and also to optimise elective Daycase beds. In particular, the beds have been 
configured to take account of the expected increased emergency activity over the 
winter period and yet to enable sustained elective activity (see Table 1). 
 
The implications of Covid-19 have resulted in a reduction of overall capacity across 
the Children’s hospital. The overall bed base has reduced from 122 funded beds 
without Covid-19 restrictions, to 113 beds with Covid-19 restrictions in place.  
 

Without COVID-19 
Restrictions 

With COVID-19  
Restrictions 

Ward 10 18 Ward 10 16 

Ward 11 18 Ward 11 16 

Ward 12 6HDU 12 Ward 12 
10 
4-6HDU 

Ward 14 18 Ward 14 15 

Ward 19 18 Ward 19 18 

Ward 27 12 Ward 27 12 

CICU 6 CICU 6 

PICU 7 PICU 7 

Ward 30 12 Ward 30 12 

Total 122 Total 113 
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Table 1.  Forecast activity 2020/21  
 

 
 

Standard Daily Operating Processes  
 
The Children’s Hospital together with Children’s Emergency Department run a 
number of daily huddles to manage the emergency flow through the Children’s 
Single Front Door to the Children’s Hospital base wards and elective flow through 
the children’s bed base. Tactical command meetings will be attended by OCM 
manager of the day at 0900, 1300 and 1600. 
 

Table 2.  Daily Children’s Hospital Operational Management schedule. 

 

Time Meeting Location Attendees Led by 

08.20 Children’s 
Hospital  
Huddle 

Microsoft 
Teams 

 Nursing representation 
from each ward 

 Bed Co-ordinator 

 Manager of the Day 

 Tactical Command 
representative 

 Lead Discharge Nurse 

 HON/DHON 
 

Matron of 
the Day 

08.30 Medical Ward 14  Medical staff Consultant 

http://insitetogether.xuhl-tr.nhs.uk/pag/Pages/default.aspx
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Handover Seminar 
Room 

 
 
 

09:00  Prioritised 
Patient Huddle 

  General Paediatric 
Consultant 

 Respiratory Consultant 

 PIC Consultant 

 Matron of the Day 

Consultant 

09.30  ED Huddle ED/MS 
Teams  

 CAT consultant 

 Paed ED Consultant  

 Paed NIC 

 Children’s Bed Co-
ordinator 

 Children’s Manager of the 
Day 

 Matron of the Day 

Consultant 

10.00 – 11.00 
 
 
 
 
 

Red 2 Green 
(10 mins slots 
for each ward) 

  Ward Nurse in Charge Discharge 
Nurse/ 
Matron of 
the Day in 
absence/ 
annual leave  

13.30 Ed Huddle  ED/MS 
Teams 

 CAT consultant 

 Paed ED Consultant  

 Paed NIC 

 Bed Co-ordinator 

 Manager of the Day 

 Matron of the Day 

 

14.00 Review of TCI’s 
for next day: 
inclusive of in-
patient and day 
cases 

  Service 
Managers/Manager of 
the Day 

 Bed Co-ordinator 

 

17.00 ED Huddle ED/MS 
Teams  

 CAT consultant 

 Paed ED Consultant  

 Paed NIC 

 Bed Co-ordinator 

 Manager of the Day 

 Matron of the Day 
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At times it will be necessary to consider bed closures to ensure safety within the 

Children’s Hospital.  This may be related to factors such as inadequate staffing 

or increased activity creating risk by diluting staffing ratios below safe levels.  

The process for reviewing the need for closing beds is detailed in Table 3. 

http://insitetogether.xuhl-tr.nhs.uk/pag/Pages/default.aspx
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Table 3.  Process for assessing and Flexing Beds with the Children’s hospital 
 

Nurse 
to bed 
ratios 
fall 
below  
1:3/1:4  
 
 

In Hours: before closure of beds 
Staffing and dependency to be discussed at the 8.20 am huddle with the Matron of the Day and 
Manager of the Day. 
 
All nurse staffing in the Children’s Hospital to be reviewed and re-distributed to increase nurse to 
bed ratios or to provide additional support for registered nurses.  
 
Review to include  

 The movement of registered  Nursing Associates, Health Care Assistants and Nurse Education 
Team to ward areas  

 Adult oncology / chemotherapy Nurses to support Ward 27  

 Education Team /Ward Manager to confirm whether supernumerary newly qualified nurses 
could cease their supernumerary period and work independently (but not in charge) with 
supervision. 

2nd and 3rd year Student nurses can make a significant contribution to patient care but must not be 
moved to support staffing gaps however they can and must be moved with their mentor if they are 
reallocated to another ward  

 Liaise with ITU to see if there are any opportunities to move adult ITU staff to PICU to release 
children’s nurses for the children’s hospital  

 Other CMGs to be asked if they can release nurses to support Children’s Hospital   
 
If all staff moves do not improve nurse to bed ratio then CMG triumvirate must agree closing beds 
and the rationale for this given to Tactical Command team.   
 
Out of Hours: 
Silver nurse working with CMG Matron/manager on call after 8pm and all day on Saturdays and 
Sundays and SMOC to mitigate the risk of opening capacity above the 1:3/1:4 nurse to bed ratio in 
the Children’s Hospital. Where there is prior knowledge of risk to nursing ratio’s falling below the 
accepted ratio a detailed plan will be handed over from In-Hours CMG MOC/Matron team.  

In Hours: process once beds closed 
To be agreed by COO (or DCOO) and Chief Nurse 
(or DCN) and Medical Director (or DMD) at 4pm 
Tactical Command meeting if  capacity should be 
reopened  on Children’s wards  where staffing is 
challenged (mitigation to support additional 
capacity to be presented by CMG and silver nurse) 
 
This should be discussed with the Head of Nursing 
or Deputy Head of Nursing and/or Head of 
Operations or Deputy Head of Operations 
 
 
Out of Hours: 
Silver (On Call Manager for the Children’s Hospital  
/ SMOC) escalate the plan for opening occupancy 
to DOC (mitigation to support additional capacity 
to be presented by Children’s Hospital Manager  
and Silver Nurse) 
 
If unable to mitigate the decision to stretch the 
nurse to bed ratio needs to come from the 
DOC/Chief Nurse/Deputy Chief Nurse/Assistant 
Chief Nurse 

http://insitetogether.xuhl-tr.nhs.uk/pag/Pages/default.aspx
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Bed Co-ordinator  

Bed Co-ordinator cover is provided across the Children’s Hospital 19.5 hours, 7 

days a week with staffing working 11.5 hour shifts between 07:30 and 02:30.  

There is a handover session built into each shift.  

Bed Co-ordinator phone number: 07872 419999 

 

Section Four. Children’s Hospital Escalation in response to pressures in 
the non-elective pathway of care. 

 

4.1 It is recognised that Acute services are dependent on several key factors to 
perform optimally, all of which are a threat to performance and patient safety during 
periods of increased pressure. These factors can be summarised as: 
 

 Inflow 

 Outflow 

 Staffing 

 Skill mix 

 Acuity 

 

4.2 It is essential that the Children’s Hospital continues to function optimally to 
ensure the non-elective pathway from presentation to discharge is able to continue 
effectively.  
  
With respect to the “front end” of the pathway where patients require 
admission for inpatient care, it is paramount that the Children’s hospital 
responds to acuity and risk within Children’s ED.  It is also important that the 
pathway escalation balances the clinical risk in Children’s ED against acuity 
and risk within the Children’s Hospital which will rise as the inpatient beds 
come under increasing pressure. 

 
4.3 The Children’s Hospital needs to have an escalation both when the overall 
Trust operating level is OPEL 3 or above and when the activity in Children’s ED 
justifies OPEL 3 or above.  The escalation is intended to facilitate flow from the 
Children’s ED in order to: 
 

 facilitate safe care of acutely unwell children requiring inpatient care 

 prevent the overall Trust position from deteriorating further 
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4.4 The triggers for OPEL 3 within ED are as follows: 
 
 

Trigger point Departmental 

status 

Nurse in Charge Action(s) Senior Doctor 
Action(s) 

Wait for clinical 
review 

>180 minutes 

Beginning to be Unsafe Assume all points above 
already in action. 

 
STOP – What is waiting? 

 
Minor injury– ENP and Dr to set 
up see and treat streams  as 
well a current triage stream 

 
Mainly illness 
PENP and ST4+ (PED or CAT) 
with HCA to see and treat 

 
A child in resus and high 
pressure on shop floor 
Can additional nursing support 
be found? 

 
Silver command to be informed 

of status 

 
CSSU ward clerk/ tracker to 
ensure all patients going to 
ward have drug charts, plans in 
notes etc. 

 
If beds are available identify a 
nurse to do help with transfers- 
consider asking CH flow or CH 
matron. 

Ensure nursing plan 
and above steps are 
in place. 

 
Ensure all patients 
needing admission 
have been refered to 
CAT medics. 

 
Senior led direct 
referral to specialty 
of appropriate 
patients. 

 
Senior review of 
notes of pts with 

POPS <1 and direct 
challenge of ‘what 
are we doing for this 

patient? How do we 
get them home? 
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4.5 Escalation process. 
 

The Children’s Hospital will activate the following operational escalation processes 
and respond at the appropriate OPEL levels for the Children’s Hospital to enable 
timely flow from Children’s ED. 
 
The Children’s Hospital will respond to ensure care is provided in the safest manner 
available, working with Children’s ED to balance the risk and acuity in ED with the 
risk and acuity in the Children’s Hospital. Communication between CAT consultant 
and Children’s ED consultant is paramount to ensure escalation. 
 
There will be a particular focus on HDU/ITU capacity as this is a known pressure 
point within the Children’s Hospital.  
 
The Manager of the Day will ensure through the huddles previously described 
(Section 3, Table 2) that the Opel level for Children’s ED is taken into account in 
pursuing appropriate actions.  During the winter period surgical elective inpatient 
activity will be converted to day case procedures to reduce the pressure on the 
emergency bed base and will be reviewed on a daily basis.  On occasions it is 
recognised that cancellation of elective surgical activity may be necessary. 
 

4.5.1  In Hours (i.e. Monday to Friday 08:00 to 20:00) 
 

The Bed Co-ordinator, Children’s Hospital Bleep holder and Doctor in Charge must 
meet and ensure the following actions are taken: 
 

 The nurse to bed ratio should be increased if it is safe to do so as described 
below to support the transfer of Children from the CED to the Children’s 
Hospital 

 This should be no greater than 1:4 in an area that is staffed at 1:3 and no 
more than 1:6 in an area that should be staffed at 1:4. 

 As per RCN Safer staffing guidance there must be at least 2 registered 
children’s nurses on every ward. Nursing Associates cannot be classed as the 
second children’s nurse on. 

 CICU and PICU should be asked if they can increase the nurse to bed ratio to 
enable one nurse to care for two children. This must be done with the nursing 
bleep holder and escalated to the Matron for the PICU/CICU in hours. The 
PICU/CICU consultant must be aware of the proposed change to ensure 
clinical safety. 

 For the nurse to bed ratio to increase, approval needs to be sought from the 
Head of Nursing for the Children’s Hospital or the DHON in their absence. 

 The consultant team should be asked to complete additional ward rounds and 
facilitate early discharges to create capacity in the Children Hospital. 

 The Discharge Liaison Nurse should ensure that red to green actions have 
been escalated to the Manager of the day. 
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 Children awaiting discharge can sit in the playroom (where in operation sue to 
COVID restrictions) if clinically safe to do so. This must be a decision made 
with the Nurse in charge of the ward and the consultant as part of the ward 
round process. 

 SILVER nursing should be asked if there is any support that can be provided 
by the AICU to enable the nurses to be moved to support the Children’s 
Hospital. 

 The ECMO team must be asked if they can provide nursing support to the 
PICU to release staff to be reallocated to the Children’s Wards. 

 The Medical Heads of Service should ensure that each child has had a 
medical review and ensure that second ward rounds take place later in the 
day to identify any further discharges. 

 The Heads of Service should support the Manager of the Day and liaise with 
the Children’s Emergency Department to enact the Children’s Emergency 
Pathway response. 

 The decision to close beds must be made as cited in Section 3. 

 The decision to increase the nurse to bed ratio must be made using Section 3. 
 

4.5.2 Out of hours 

 

 All of the actions above should be completed by the Manager of the Day and 
the Senior Nurse on the late shift in conjunction with the consultant 
Paediatrician on call. 

 A plan must be made for the evening by the Matron/Manager of the day by 
4pm with the Bed Co-ordinator and the Consultant in charge for the Children’s 
Hospital. 

 This plan must be handed over to the Manager on call for the Children’s 
Hospital and TCM by the senior nurse on the late at 8 pm. 

 A robust weekend plan must be written and shared with the SILVER 
TACTICAL COMMAND and TCM teams for the weekend by 4pm on Friday 
identifying actions to be taken. 

 There is an on call Manager for the Children’s Hospital 24 hours a day 365 
days a year who can be contacted at any time for advice and support for the 
Children’s Hospital. This rota is shared with switchboard a month in advance.  
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4.6 Monitoring the Children’s Hospital Escalation Process 
 
There are a series of Action Cards to use once the Children’s Hospital Escalation 
process has been activated. 
 
These action cards assume all actions have been taken prior to moving onto 
next Opel level.  

 
Name :  Date :  Time :  

          

          

ACTION CARD Children’s Hospital – Children’s Manager on-call, GOLD representative, Head of Ops & Deputy  
Head of Ops 

Children’s Manager of the day role:  Working with the Matron of the Day and Bed Co-ordinator, will support the 
management of the bed state within the Children’s Hospital, this will include Critical Care and HDU capacity.  
Priority will be given in the first instance to supporting emergency flow from ED into the Children’s Hospital 
and then accommodating elective and non-elective patients. They will be responsible for escalating any issues 
informing the Tactical Command representative of the day of any issues which will impede flow out of Children’s 
ED.  Transfers from other hospitals will be considered according to clinical priority and wait times. 
Children’s On-Call Manager (Out of hours):  Dependent on the escalation of the Children’s Department,  the 
senior nurse on the late shift will be required to attend the 6pm TCM to ensure that the actions developed 
during the day are implemented 
CMG Tactical Command Representative of the day:  Will attend the 9am, 1pm and 4pm meetings and any adhoc 
meetings Mon-Fri then the Bed Co-ordinator at weekends.   
Head/Deputy Head of Operations:  will be required to attend the 9am, 1pm, 4pm and 6pm during times of 
extreme pressure and where the children’s hospital is deemed to be Red Escalation level 4  
Bleep holder: Will review the bed capacity at the 8.20am huddle and escalate any bed closures to the 
Head/Deputy Head of Nursing. 
Matron of the Day: will support the bleep holder by attending the 8.20 huddle and being the first point of 
escalation in the day and will attend OCM at 0900, 1300 and 1600 hrs. 
Head/Deputy Head of Nursing: Will be the escalation point for the Matron team once they have taken all actions 
to manage gaps in staffing and where there is still no cover. These areas  highlighted to Silver nursing with a plan 
to mitigate to include requests for support.  
CAT Consultant will ensure liaison with Consultant on call within Children’s Hospital, ensuring awareness of 
the escalation level within the Children’s Hospital. Ward team will review all patients within their area for 
potential discharges to try and increase the bed capacity in the Children’s Hospital who will Liaise with Hoop/ 
DeHOOP to provide feedback. 
 
Out of hours potential discharges will be identified by CAT consultant after 1700. 
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CHILDREN’S HOSPITAL ESCALATION POLICY 

OPEL 1 

BAU 
All 
beds open 
Discharges 
enable 
elective and 
emergency 
flow 

Actions: Green Escalation – OPEL 1 Optimum working. Flow maintained from 
Children’s ED All beds open, no staffing issues. 

Time 

1 Bed Co-ordinator to check Nervecentre and liaise with Children’s Hospital 
bleepholder to ensure patients are accepted from ED on referral  

 

2 Red2Green, 4 hourly board round with nurse in charge and medical senior 
decision maker– Nurses and Doctors to update board round on Nervecentre. 

 

3 Bed Co-ordinators/ Children’s Hospital bleepholder to provide Children’s 
Manager of the Day with regular updates on bed state and check capacity 
with nurse in charge 

 

4 E-beds is updated within the 15 min target window  

5 Red 2 Green process is operational and monitored by Lead Discharge nurse  

6 Nurse staffing to be evaluated by Matron of the Day for maximum beds to be 
open 

 

7 Bed closures to be escalated by ward matron to the Head/Deputy head of 
nursing and the Manager of the Day, to assess the impact on flow from 
Children’s ED. This will be communicated to ED via ED huddle. 
 

 

OPEL 2 

0-6 beds 
closed 
Discharges 
enable 
emergency 
flow 
 

Actions:  Green Step Up Escalation – OPEL 2  Early signs of pressure requiring 
action to facilitate discharges and ensure that flow is maintained from Children’s 
ED 

 

1 Bed Co-ordinators to check Nerve Centre and liaise with Children’s Hospital 
bleepholder  to ensure patients are accepted from ED on referral 

 

2 Bed Co-ordinators /Children’s Hospital bleepholder to provide children’s 
manager of the day with regular updates on bed state and check capacity 
with nurse in charge 

 

3 Red2Green, 4 hourly board round with nurse in charge and senior decision 
maker   to identify discharges – Nurses to update board round on 
Nervecentre.  
 

 

4 All patients to be reviewed by senior decision maker before midday.  

5 E-beds is updated within the 15 min target window  

6 SPR to be made aware of pressure by Bed Co-ordinator who will escalate to 
Consultant on Call.  

 

7 Actions/update from the board round to be communicated to the Children’s 
Hospital bleep holder and Manager of the day by the Bed Co-ordinator. 

 

8 Children’s Hospital Bleep holder to communicate/escalate as appropriate to:  
Matron of the Day  (in hours), Matron on the late shift and out of hours 
Manager on-call. 

 

9 Matron of the Day/Manager of the Day to identify if any further bed capacity 
is available and assess the need and availability of additional staffing.  
Review throughout the day. 
 

 

10 Decision on whether to reduce elective activity the following day to be 
considered by the manager of the day (in hours), and is to be raised with the 
manager on call (out of hours).  Patient contacted by out of hours admin 
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team. Must be approved by HOOP/ Deputy HOOP. 

11 Red 2 Green process is operational and monitored by Lead Discharge nurse  

12 Nurse staffing to be evaluated by Matron of the Day for maximum beds to be 
open. 
 

 

13 Bed closures to be escalated by ward matron to the Head/Deputy head of 
nursing and to assess the impact on flow from Children’s ED. Head/Deputy to 
discuss with DHOOP and HOOP. This will be communicated to ED via ED 
huddle. 

 

OPEL 3 

>6 beds 
closed 
Discharges 
emergency 
flow 
compromised 
limited flow 
out of ED 
resulting in 
breaches  

Actions: Amber Escalation – OPEL 3 Persistent excess pressure requiring 
significant action to facilitate discharges and ensure that flow is maintained from 
Children’s Hospital 

 

1 Bed co-ordinator to check Nerve Centre and liaise with Children’s Hospital 
Bleepholder  to ensure patients are accepted from ED on referral. 

 

2 Bed co-ordinators/ Children’s Hospital bleepholder to provide children’s 
manager of the day with regular updates on bed state and check capacity 
with nurse in charge. 

 

3 Nurse in charge informs the matron of the day (in hours), manager of the 
day (in hours)/manager on-call (out of hours)  that the escalation is OPEL 3 ,   

 

4 Manager of the day escalates to the Tactical Command representative of the 
day. Head of Nursing/Deputy Head of Nursing to liaise with ward matrons to 
review beds open and opportunity to open further beds.  Check staffing for 
the following 24 hours against projected acuity.  

 

5 Discharge lead nurse to review patients for discharge and lead on Red2Green 
process. 

 

6 Red 2Green board round– Nurses to update board round on Nervecentre 
with nurse in charge and medical senior decision maker to identify 
discharges. 

 

7 All patients to be reviewed by senior decision maker before midday.  

8 Matron/Manager of the day arranges an additional safety huddle on ward 
14/matron office with key staff members:  Consultant (in hours), consultant 
on-call (out of hours), Manager of the day (in hours), manager on-call (out of 
hours), bed co-ordinator and CAT consultant if able to attend given ED 
pressures. Communication via ED huddle from this is paramount.  Identify 
discharges, additional capacity, workforce resource required, escalate 
significant safety issues.  Escalate to Tactical Command representative. 

 

9 Decision on whether to reduce elective activity the following day to be 
considered by the manager of the day (in hours), and is to be raised with the 
manager on call (out of hours).  Patient contacted by out of hours admin 
team. Must Be approved by HOOP/ Deputy Hoop. 

 

10 PICU Capacity (LRI & GH):  
Consult with AICU for additional staffing to support emergency flow and 
continuation of cardiac cases. 
1. Identify children to transfer/step down to create capacity 
2. Review HDU elective surgery to create step down capacity 
3. Inform Children’s ED of capacity issues 

 

11 Manager of the Day and Heads of service to  review  whether to request  
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medical and nursing staff to return from  training days and SPA to ensure 
discharges, patient safety and maximise open beds and increase flow.  
 
Cancel all non-essential meetings.  

12 Bed closures to be escalated by ward matron to the Head/Deputy head of 
nursing and Manager of the Day, to assess the impact on flow from 
Children’s ED and the CAT or on call Paediatric Consultant. This will be 
communicated to ED via ED huddle. 
 

 

OPEL 4  
No 
discharges  
No flow out 
of ED 

Actions: Red Escalation – OPEL 4 or  CED on RED and CH on Opel 3 equivalent 
Severe and/or prolonged pressure requiring maximum action and support from 
internal/external agencies to address demand/congestion facilitate discharges 
and ensure flow from Children’s ED. 

 

1 Please refer to points 1-12 in Amber escalation  

2 Cancel elective activity either on the day or for the following day. This must 
be escalated to COO and Deputy COO prior to cancelation (in hours) or DOC 
out of hours as per chart above.  

 

3 Matron/Manager of the day (in hours) to update the Tactical Command 
representative and Head of Ops/Deputy Head of Ops and Head/Deputy Head 
of nursing for update at the Tactical Command meetings  

 

4 Manager of the Day and Heads of service to  review  whether to request 
medical and nursing staff to return from  training days and SPA to ensure 
discharges, patient safety and maximize open beds and flow.  
Cancel all non-essential meetings.  

 

 Actions: Black Escalation – Major Incident - The Trust is in a critical position and 
the children’s hospital or other departments are clinical unsafe Please see the 
Children’s Escalation Policy (Appendix 1) for full definition of triggers. 

 

 1 Please refer to points 1-3 in Red escalation  

 2 Women and Children’s GOLD representative/Head of Ops/Deputy Head of 
Ops will attend the UHL Internal Major Incident Process with Consultant on 
call. 

 

 

Please ensure the following actions are taken if ‘Major Incident Stand Down’ is stated ; 

1 Take direction from Women’s & Children’s Clinical Management Group Major 
Incident Lead 

 

2 Notify Nursing Staff of Major Incident Stand Down  

3 Collate any documentation and information relating to the incident and pass on 
to the Women’s & Children’s Clinical Management Group Lead. This does not 
include patients notes 

 

4 Initiate recovery of disrupted services – Liaise with Women’s & Children’s Clinical 
Management Group lead as necessary 

 

5 Ensure appropriate debriefs are taking place across the Service  
 

Section Five. Other related policies and procedures 
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The intranet includes all sub department and wider Trust SOPs, policies and 
guidelines.   
 
All members of staff are responsible for accessing and complying with these 
and all other policies and procedures in accordance with the Trust’s standards.  

 
Section Six.  Quality Assurance 

 
Key Line of Enquiry Checklist Comments 

Fit for patients  
(ISO: Customer Focus) 

Designed for optimum patient outcomes.  Details and provides 
evidence for high quality care that will be delivered as a result of the 
SOP: 

 Effective (clinical and cost) 

 Safety maximised 

 Positive patient experience 

 Clinically designed and co-developed with patients/public 

 

Fit for purpose 
(ISO: Process 
approach and evidence 
based) 

Takes into account and references all relevant evidence and best 
practice, clinical and non- clinical, local and national 
 

 

Fit for the workforce  
(ISO: Engagement with 
people) 

Takes into account new ways of working from national best practice 
and evidence. 
Takes into account impacts of new employment contracts.  
Can be easily interpreted by substantive and locum staff. 
Describes emerging new roles and ways of working that demonstrate 
the same / improved quality of service delivery. 

 

Fit for the future 
(ISO: Improvement) 

Aligned to the commissioning specification and emerging strategies 
e.g. new care model for urgent care (vanguard) 
Takes into account the new design included in relevant internal and 
external policies e.g.: 

 Clinical operational policies for the new Emergency Floor; 

 IT plans. 
Takes into account emerging innovation for example: 

 IT changes; 

 New drugs, telemedicine and novel devices 

 

Fit for the organisation 
(ISO: Leadership and 
relationship 
management) 

Aligned to the Trust’s Policies, Strategic Objectives, Annual Priorities 
and Emergency Plans i.e. Major Incident, Business Continuity, 
Infection Prevention and Control etc. 
Meets the statutory requirements: 

 NHS Trust Development Authority Checklist for Quality and 
the Workforce 

 Care Quality Commission 

 Commissioning Plans  
Has Programme Leadership, Clinical Management Group, executive 
and Non-Executive sign off. 
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Directorate Womens and Children’s CMG 

Department and Sub 
Department 

The Children’s Hospital 

Clinical Medical Lead 
Simon Robinson, Aiden Bolger, Srini Bandi and Anthony Owen (Heads of 
Service) 

 

Document 
Reference 

 

Document 
Name 

Children’s Hospital Whole Hospital Response Standard Operating Procedure (SOP), 
University Hospitals Leicester NHS Trust (UHL) 

Authors  
Anna Duke/Sue McLeod/Chris Wighton/  

Simon Robinson/ Ian Scudamore 

Publication 
date 

01/06/2021 

Target 
audience  

UHL Executive, Associate and Non-Executive Directors 

Silver on call nursing and Management  

Additional 
Circulation 

Clinical Management Group Emergency and Specialist Medicine,  Clinical Management Group 
Women’s and Children’s; site management team 

Description This document will provide the overview for the Children’s Hospital whole hospital response 

Cross 
reference 

All Children’s Hospital SOPs and UHL specialities SOP  

Actions 
required 

Responsible SOP owners to review, update, amend and create SOPs 

Contact Details Anna Duke/ Sue McLeod/ Ian Scudamore 

Document 
status 

This is a controlled document.  Whilst this document may be printed, the electronic version 
posted on the intranet is the controlled version.  Any printed copies are not controlled therefore 
it should always be accessed from the intranet 
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Section Seven. Document and Change History 

 
Document History 
 

     

  Original document drafted   

 V3 30.01.2019   

V4 31.01.2019   

V7 07.02.2019   

 V8 21.02.2019   

 V9  01.06.2021   

    

    

    

 Effective Date: 01.06.2021 

 Review Date:  01.06.2024 

Related documents: 
 

List and name related documents e.g. 
interdependencies  
Include file path 

All Children’s Hospital SOPs 

 

Change History: 
 

Version 
Date 
Issued 

Brief Summary of Change  Author  

9 01/06/2021 Change of wording for Children’s Hospital Bleep holder A Hargreaves 

9 01/06/2021 Change of bed number to reflect COVID restrictions A Hargreaves 

9 01/06/2021 Change to HOS details  A Hargreaves 
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CONSULTATION REQUIRED:    
This document requires the following consultation before approval.   
 

Name Title/Responsibility Signature 
Issue 
Date 

Version 

     

     

     

     

     

     

     

     

     

     

     

     
 

 
 

 

 

 

The Trust recognises the diversity of the local community it serves. Our aim therefore 
is to provide a safe environment free from discrimination and treat all individuals 
fairly with dignity and appropriately according to their needs.  
As part of its development, this policy and its impact on equality have been reviewed 
and no detriment was identified.  
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Appendix 

 

LRI Emergency Department 

  
 

Escalation procedures and triggers for the 
Childrens Emergency Department and 
Paediatric Single Front Door 

Staff relevant to:  ED medical and nursing staff , CAT medics, 
Managers and Flow coordinators 

ED senior team approval date:  November 2018 

Version:  2 

Revision due:  September 2021 

Written by:  CED senior team- HOS Rachel Rowlands   

 
Escalation Policy for Children’s ED  
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There is an escalation policy for the whole Emergency Floor which should be the first point of 
reference in relation to a whole Emergency Department response. There is also an escalation policy 
for the Children’s Hospital. 
 
It is recognised however there are some specific actions that can be taken in the Childrens 
Emergency Department.  
 
These are a series of practical suggestions to help maintain patient safety during times of heightened 
activity within the Children’s Emergency Department and Children’s Hospital. 
 
The main issues leading to difficulty within the Children’s Emergency Department are: 
 

1. Staffing 2. Overcrowding 3. Inflow 4. Outflow 5. Acuity 

 
Obviously, these issues can be closely interlinked and may not occur in isolation, but addressing the 
primary cause may prevent secondary events. 
 
NOTE: It is important to acknowledge that senior presence alone can effect changes in behaviour and 

alleviate anxiety. 
 

Consider implementing the following actions to ensure patient safety and 
efficiency. Remember the busier it gets the more important it is to consider 

situational awareness and escalate earlier if you feel you further help.  
 

Use the traffic light triggers at the end of this document to aid when to 
implement these measures. 

 

Issue Actions 

STAFFING Standard Actions 
 

1. Review existing resources and their allocation: 
 

a) Ensure an adequately trained (ideally decision-maker) presence for children in all 
areas (Majors, Minors, CSSU and Resus) 

b) Does clinician attendance reflect the daily sheet allocations and can the 
EPIC/NIC/CAT team offer additional resources? (including themselves, if necessary) 

c) What additional medical staff/resources are available that a non-clinician may not 
have considered? (e.g. NNU, GGH, Transfer team, management shifts) 

 
Tracker in Children’s ED 
 

1. When available, the Tracker plays a vital role in Children’s ED during winter supporting the 
nurse in charge. 

a. Maintaining overview of wait times 
b. Keeping room allocations on Nervecenter up to date 
c. Liaising with external support structures, management, other departments 
d. Identifying blockers to flow and escalating 
e. Chasing specialty reviews and bed availability  
f. Freeing up Medical and Nursing personnel to perform clinical duties 

 
Specialty Presence in Children’s ED 
 
Ensure speciality teams are available in ED to review patients and that if they have staffing issues 
these have been escalated to the speciality consultant. 
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OVERCROWDING Standard Actions 
 

1. Avoid leaving anyone in a space unnecessarily - this impairs your ability to see new patients. 
2. Reconfiguring space and resource to assess new patients or house existing patients (see 

below and room map appendix1) 
 

Minor injuries 

 

Create a “Minors Clinic” system 
1. Allocate a decision maker to minors 
2. Team decision-maker with Nurse/HCA for treatments 
3. Allocate 1 space only per clinician/team 
4. Utilise bays 22 and 25. Consider the CSSU treatment room but do not leave patients 

unattended.  
5. Do not examine and clerk patients in sub wait chairs- use a cubicle space 
6. Operate a “1 in, 1 out” rule where possible for walking wounded 
7. Place patients on chairs to await treatments and increase minors chair area if needed  
8. Wait times will increase, but flow, safety and efficiency will be preserved. 

 
Majors  
 

1. Avoid leaving children in cubicles unnecessarily. Unless a child is having an active 
intervention they should be moved back to the waiting room.  

2. CAT and ED seniors must work closely to free space and ensure flow.  
3. Utilise vacant primary care consultation rooms (1-3) for assessing ambulatory presentations 

but DO NOT leave children in the room following the consultation.  
4. Utilise the waiting room stationary store as a base for HCAs to repeat observations.  
5. Consider using room 5 for see and treat if assessment wait is <30 minutes 
6. Attempt to maintain a resus or HDU bay as a crash space. 
7. Encourage staff to use computers in rooms to avoid overcrowding at staff base 
8. Refer to room map on how to allocate spaces to the teams (appendix 1) 

 
 
CSSU 
 

1. Ensure a doctor is permanently available for CSSU to maintain discharge flow. Both CAT and 
ED teams should have a named CSSU doctor on the boards in ED and CSSU. 

2. CSSU is NOT to be used for patients waiting formal admission. All patients must be on a 
CSSU pathway.  

3. Patients on CSSU who deteriorate and need admission should have bed requests made 
ASAP to facilitate flow and maintain safety. 

4. When there are children awaiting beds on both CSSU and in CED the senior clinicians must 
work with the NIC to identify the patients to move first. This may not always be the patients in 
the CED. 
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INFLOW The undifferentiated patient poses the greatest risk in ED 
 
 
VAC/Reception 
 

1. Maintain a visual situational awareness of the waiting area and queue 
2. Request second receptionist to aid booking in process if more than 3 families in queue (if not 

already present) 
3. Follow the VAC assessment flow diagram strictly 
4. Liaise closely with the Nurse Co-ordinator by phone, avoid leaving post where possible 
5. Nervecentre and e-obs will ensure those booked in receive regular formal observations 

 
Assessment/Streaming (refer to traffic light system for specific triggers) 

 
1. Open additional streaming queues with any available resources (PANP, CSSU staff) – 

drawing from Adult ED if necessary. Consider freeing up nurse co-ordinator by utilising 
medical staff in this role.  

2. CED EPIC to escalate to ED EPIC and NIC when wait for assessment >30 minutes as a 
whole department risk 

 Number of pts needing assessment vs number of staff assessing (ie pt to nurse ratio) 

 % of whole department activity vs whole dept staffing 

 Consider redeploying staff for limited time- ie can they help for 45 minutes to get on 
top of queue 

 Many paeds pts are non verbal- ie obs and assessment are needed to fully ascertain 
acuity = high risk 

 If no help available in the dept – escalate to matron of the day and or flow manager. 
3. Stop ALL non time critical treatments in the department to increase streaming capability until 

wait for assessment is <30 minutes 
4. Pull Minor Injury patients straight through taking care to address pain, demographics and 

social/safeguarding issues. 
5. If staffing permits, allocate a HCA to streaming to perform observations. 

 
See separate Ambulance protocol if ambulance inflow exceeds capacity 

 
 

Medical  
 

1. Consider using ST4+ or paediatric ANP staff to see & treat from assessment.  
2. Utilise ED medical staff (ST4+) to take direct ambulance handovers along with an HCA. 
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OUTFLOW Standard Actions 
 

1. When >2 patients have waited 30min+ for a bed, begin cohorting “admitted” patients into 
minors bays 23 and 24 
 

2. Ensure all patients awaiting beds have a drug chart and documented plan in the notes.  
 
3. HAND THEM OVER - Allocate a NAMED CAT clinician, nurse and HCA to care for these 

patients exclusively, like a ward, to ensure: 
a. Investigation results are chased 
b. Management plans are executed (i.e 2

nd
 dose antibiotics) 

c. Patients are reviewed regularly for deterioration 
d. Relevant specialty reviews occur 

 
 

Ensure that the CH bed coordinator is aware of all patients awaiting a bed and use Nervecentre to 
give as much info as possible on the type of bed needed (RSV status, needs oxygen etc) 
 
 
Children’s Hospital – Expected Response 
 
Ensure that the Children’s Hospital Escalation policy is being implemented and that ALL ward patients 
have had a senior review with regards to discharge.  
 
Redirect junior staff to best enable flow under direction of CAT and ED consultant.  
 
 
Speciality Team- Expected response 
 
Duty management team to ensure that speciality teams are aware of the bed situation and accept 
ONLY emergency transfers from out of area (as there are no base ward beds for these patient.) 
 
 
Childrens Intensive Care Unit – Expected Response 
 
Should activity lead to a lack of available HDU or ICU beds within the Children’s Hospital, it is likely 
that subsequent unwell children will remain in ED for extended periods, pending identification of a 
suitable bed, in which case the following actions are suggested: 
 

1. A consultant to consultant discussion is required to determine the level of care required and 
the resources currently available to deliver. 

2. Consider other areas a child may be cared for (Adult ITU, Glenfield PICU or Theatre 
Recovery).  

3. Discussions re where a patient should be cared for will need to involve PICU, ED or CAT and 
Anaesthetic consultants. 

4. Acknowledging neither service is infinitely resourced, cooperation is required to ensure patient 
safety, delivery of intensive care, and provision of a bed. 

5. Beyond airway management and emergency resuscitation, release of medical and nursing 
personnel may be required to help deliver intensive care at the bedside. 

6. If transfer to another centre is deemed necessary, the CICU team will explore bed availability 
within the region and beyond, as well as transfer/retrieval options. 
 
Involve the COMET team early (0300 300 0023).  
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HIGH ACUITY Standard Actions 
 

1. Ideally, all very unwell children should be housed in the Emergency Room 
2. Utilise the HDU cubicles 13, 14 and 15 for suitable patients (HDU patients, ER step-down) 

where safe to do so. 
3. Ideally, maintain a decision maker in all main paediatric areas (Majors/HDU/Minors/ER) with a 

separate co-ordinator. 
 

Critical care / Ventilated patients remaining in ED 
 
Referred patients in Children’s ED remain the JOINT responsibility of the ED AND the Specialists 
involved. This is of critical importance in the case of high acuity/intensive care patients (e.g. 
intubated/ventilated patients) awaiting transfer. Clear communication and documentation is essential. 
 
Suitably qualified personnel must be identified to remain with the patient at all times, from available 
staff (ED, Anaesthetics, Children’s Hospital) escalating as necessary to support depleted areas. 
 
Remember that 1:1 or 1:2 nursing is required for PICU/ HDU patients. If ED staff are being asked to 
stretch beyond this it MUST be escalated to the duty manager as a department risk.  
 
Liaise closely with the PICU consultant and nurse in charge to assist each other as able. 
 
 
 
Multiple high acuity patients in the Emergency Room/ Multiple Red Calls en-route 
 

1. RESIST the temptation to manage multiple red calls with 1 doctor and 1 nurse 
2. CONSIDER who is available to help you: 

a. Additional CED personnel (requiring backfill) 
b. Existing Emergency Room personnel 
c. Additional ED personnel 
d. Wider Children’s Hospital personnel (CICU/HDU medical/nursing staff) 

 
and ASK them 

 

 

 
REMEMBER - The busier it gets, the more you need to: 

 

STEP BACK to 
 

Maintain situational awareness 
 

“Do the most, for the most, with what you have” 
 
ESCALATE (EPIC/ED NIC/Flow manager/Duty Manager) - You are not alone! 

 
Please also remember the power of a senior decision maker going out to the waiting room to explain 
to families that we are experiencing exceptional activity and that there may be long waits.  
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Triage Escalation 
 

Trigger point Departmental 
status 

Nurse in Charge Action(s) Senior Doctor Action(s) 

Wait for triage 
 <15 mins 
 

Normal  
practice 

Designated triage nurse Normal activity 

Wait for triage 15-
30 minutes 
 

Getting Busy Consider opening a 
further triage stream. 

Normal activity 

Wait for triage 
over >30 mins 

Increased pressure Open up additional triage 
streams 
 
If triage mainly injury pull 
all minor trauma through 
 
If triage mainly illness 
consider PANP or ST4+ 
see and treat stream 
 
Pause non essential 
treatments to free up 
nurses for streaming 
 
Inform DIC and NIC 
 

Identify patients in 
department on 180 mins or 
more.   
 
Ensure these patients have a 
clear plan or discharge/ 
admission. 
 
Assist with coordination if 
needed to free up triage 
staff 

Wait for triage 
 > 45 mins 
 
 
 
 
 
 

Potential to be 
unsafe 

Additional triage streams 
already in progress and all 
of above in place 
 
Pull HCA from CSSU to 
speed up triage by doing 
observations etc 
 
Inform flow manager and 
matron of the day– ask 
for additional nursing help 
to open triage streams 
 
Ambulance crews to hand 
over directly to doctor in 
department.  Triage by 
joint senior doctor and 
HCA. 
 

Ensure nursing plan is in 
action. 
 
Identify patients in 
department > 180 mins have 
clear plan in place ie bed 
booked, TTA ordered 
 
Start taking handover and 
ST4+ led see and triage of 
ambulance patients. 
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Wait for triage  
>1 hr 

UNSAFE Assume all points above 
already in action 
 
STOP – What is waiting? 
 
Minor injury– ENP/ Dr to 
set up see and treat 
streams  as well a current 
triage stream  
 
Mainly illness 
PANP and ST4+ with HCA 
to see and treat 
 
Silver command to be 
informed of status 
 
 

Ensure nursing plan is in 
place 
 
Ensure all patients that can 
be move out of the 
department have been 
(either to base wards, CSSU 
or back to waiting room) 
 
 
 

Wait for triage 
 > 90 mins 

Unsafe department  If all of the above actions have been taken-Discussion 
with senior doctor and senior management considering 
closure of department ie redirecting ambulances until 
safe 
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CED escalation (for patients already in department) 
 

Trigger point Departmental status Nurse in Charge Action(s) Senior Doctor 
Action(s) 

<1 hour to be seen 
 
 
 

Normal practice Designated triage nurse Normal activity 

Wait for clinical 
review  
>90 minutes 
 

Increased pressure Ensure triage is safe and 
sustainable. 
 
Identify patients requiring a 
period of treatment suitable for 
observation ward (see SOPs) 
 
Ensure plans and drug charts 
available for all patients likely 
to require admission. 
 
Inform flow manager of 
increased pressure. 
 
Ensure bed requests have been 
made for all patients identified 
as needing admission 
 
 

Ensure CAT and CED 
team working 
together to see 
priority patients 
irrespective of 
referral method. 
 
Ensure clear plans for 
all patients with 
length of stay >120 
minutes. 
 
Ensure specialty 
teams are present 
and seeing referrals 
with appropriate 
senior review.  
 

Wait for clinical 
review 
 >120 minutes 

Potential to be unsafe Ensure triage is safe and 
sustainable. 
 
Identify all patients in 
department for > 180 minutes – 
have they got a plan? Are they 
needing ongoing treatment? 
 
Inform EPIC/NIC of situation  
 
Ask for help in moving all 
patients with beds ready on 
wards. DO not delay unless 
time critical interventions 
needed. 
 
 

 

 

Prioritise majors and 
DPS 2 patients. 
 
ENP from minors to 
come and see 
suitable pts. 
 
Ensure all rooms 
being used effectively 
 
Ask EPIC if resource 
can be pulled from 
elsewhere in ED 
 
DW CAT consultant to 
ensure team working 
to get through 
workstream 
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Wait for clinical 
review  
>180 minutes 

Beginning to be Unsafe Assume all points above 
already in action. 
 
STOP – What is waiting? 
 
Minor injury– ENP and Dr to set 
up see and treat streams  as 
well a current triage stream  
 
Mainly illness 
PENP and ST4+ (PED or CAT) 
with HCA to see and treat  
 
A child in resus and high 
pressure on shop floor 
Can additional nursing support 
be found? 
 
Silver command to be informed 
of status 
 
CSSU ward clerk/ tracker to 
ensure all patients going to 
ward have drug charts, plans in 
notes etc. 
 
IF beds are available identify a 
nurse to do help with transfers- 
consider asking CH flow or CH 
matron. 
 
 

Ensure nursing plan 
and above steps are 
in place. 
 
Ensure all patients 
needing admission 
have been refered to 
CAT medics. 
 
Senior led direct 
referral to specialty 
of appropriate 
patients. 
 
Senior review of 
notes of pts with 
POPS <1 and direct 
challenge of ‘what 
are we doing for this 
patient? How do we 
get them home? 
 
 

 
Wait for clinical 
review >240 mins 

 
Unsafe department  

 
If ALL of above in process and still unsafe-  
Discussion with senior doctor and senior management 
considering closure of department ie redirecting 
ambulances until safe 
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