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	PURPOSE OF REPORT:

	To make the Partnership Board aware of the National expectation of how the system will manage and continue to deliver services over the winter period.  A Winter plan has been produced to try and ensure continued service delivery to the required standards over winter and this report requirements it has to deliver against, the resources required and the risks associated with the winter plan for 2017.  It also outlines the winter reporting and escalation processes being put in place.

To make the Board aware of the new nationally mandated Interrelated Urgent Care Service Specification IUCSS, and to provide an overview of the proposed approach to ensure delivery within the required timescales.

To highlight the link between the work required to support continued delivery over the winter and the implementation of the requirements within the IUCSS 


	
Recommendations:
	To note the information about the issues raised in the report

	Sub Committee Process and Assurance:

	Delivery against the winter plan requirements will be overseen by the Delivery Assurance Committee within the CCG, and on a system wide basis delivery will be driven by the A&E Delivery Board.

The work associated with the IUCSS will be overseen by the Care Contracting Committee (CCC) and where required the quality committee.  
It is likely that the CCG will need to use one of the NHS New model contracts to deliver the requirements of the IUCSS, and the Department of Health has recently published a model alliance contract for use.

	Implications:
	

	Risk Assurance Framework Implications:

	Please demonstrate that there is an effective system in place to identify and manage risks.
The A&E Delivery Board has increased the frequency of its meetings to fortnightly over the winter period to ensure ongoing whole system oversight of the plans implementation, any risks that arise over the winter that need to be addressed and the actions required to mitigate against the risks.


	Legal Implications:

	Summarise key legal issues / legislation relevant to the report.
If the CCG does not follow the correct process as part its implementation of the IUCSS there is a risk of a legal challenge from providers who feel they have missed the opportunity to be involved in service delivery


	Equality Impact Assessment implications:

	An Equality Impact Analysis / Assessment is not required for this report. Yes/ No - No

If Yes:
An Equality Impact Analysis / Assessment has been completed in accordance with CCG policy. Yes / No

· There are no actions arising from the analysis / assessment

· There are actions arising for the analysis / assessment which are included in section     in the enclosed report


	Finance Implications:

	Summarise key financial issues relevant to the report.
There are known costs to delivering the winter plan,  a risk assessed financial plan has been submitted as part of the winter plan process and we are currently awaiting confirmation from the DH/NHSI/E, that this funding is going to be made available.  Costs are already being incurred against the plan, and these costs are being captured a system level to ensure that reimbursement can take place once the funding is received.  Should funding not be received then the system will need to determine how best to manage the pressure across the system. 

It is not yet known whether there will be an increased cost associated with delivery of the IUCSS.  This is currently being assessed as the new system will require specific elements of the current system to come together and deliver differently.  The assumption at a national level is that the new service will be able to be managed within the current cost of service delivery plus any additional national money being made available within the various 5 year forward view plans (Mental Health, Primary Care etc).


	Quality Implications:

	Summarise key quality issues relevant to the report.
A quality impact assessment was undertaken as part of the development of the winter plan.
It the winter plan is not delivered then the quality of patient care will be affected.

	Procurement Decisions/Implications (Care Contracting Committee):

	Include the proposed /chosen procurement route to market.
There are no procurement decisions required for the Winter plan.

The CCG will need to determine the most appropriate route to deliver the IUCSS, which could be via a procurement or working with the existing providers under an alliance type contract.  Work to determine the most appropriate route will be overseen by the CCC.

	Engagement Implications:

	please state any past engagement activities and any future engagement activities (distinguish between public and stakeholder engagement).
As part of the winter plan there is a proactive and reactive communications plan which includes within it public engagement based around the “Choose Well” national campaign.

	
	

	Conflicts of Interest 

	Have all conflicts and potential conflicts of interest been appropriately declared and entered in registers which are publicly available? Yes /No. Yes

There is a potential contract of interest for all practicing GPs as it is likely that the IUCSS will result in changes to the way that all GPS in the area have to work.

This will need to managed in accordance with our conflicts of Interest ploicy as we go through the process over the coming months

Please state ay conflicts that need to be brought to the attention of the meeting.



	Strategic Objectives
Short summary as to how the report links to the CCG’s strategic objectives
	1. Sustainable Services
The Winter plan will be a key component to delivering against the CCGs & councils A&E performance & DTOC requirements.

The IUCSS sets out the model for sustainable service delivery for Urgent care in the future
 

	
	2. Empowering People

N/a

	
	3. Supporting Communities

N/a

	
	4. Delivering a fit for purpose organisation


	NHS Constitution:

	


Does the report and its recommendations comply with the requirements of the NHS constitution? Yes 

If Yes, please summarise key issues

Providing timely and safe services to patients and delivery against the 4 hour wait standard.


	Report exempt from Public Disclosure

	No



	Appendices / attachments

	Attach winter plan & Escalation plan
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Winter Plan & Escalation

Introduction
At the September 2017 Partnership Board an update on the CCGs production of its winter plan for 2017 was presented, with an expectation of sign off by the A&E delivery Board on the 21st September.

The 1st submission that was made was not approved by the system regulators NHSE/I due to the fact that it was not a single plan for delivery across our A&E Delivery Board footprint i.e. North & North East Lincolnshire.
At the same time at a national level all areas were ranked in order of the level of risk to delivery against the A&E 4 hour standard. Our A&E delivery Board was assessed as being level 4 – a system at high risk of failure to deliver, and therefore required more oversight.  This assessment was based on the overall pressures known to be in the system, i.e. 2 organisations in special measures and failure to deliver against the 4 hour target during the year to September.

The system has therefore been given revised A&E target to deliver over the winter period of 90% in both Quarter 3 and Quarter 4.  It must therefore be noted that it is not the constitutional standard target of 95% that the system will be monitored against over the remainder of the year.

As a result a lot of work was undertaken by the system to both revise the governance arrangements to be put in place to oversee delivery of the plan, and also to produce a new single system wide winter plan which focused on the key activities required across the system to ensure a consistent approach across North and North East Lincolnshire.

Winter Plan

The revised winter plan focuses on a small number of high impact interventions within one of three work areas: 

1) Pre – Hospital; Integrated Urgent Care
This work stream includes all of the Primary Care and Community service elements that combine in an integrated urgent care system. Its constituent elements that provide for demand management in terms of providing the right care in an appropriate setting and directly impacting on A&E attendees. 

2) In Hospital
This work stream includes all of the front door streaming initiatives aimed at reducing crowding in A&E and avoiding admissions and on direct access for GP referrals and A&E to specialities handover. It also includes initiatives to improve flow and bed capacity management in the hospital for those who are admitted.

3) Discharge and onward care
This work stream includes all of the measures that reduce DToCs, improving flow and bed capacity management. It incorporates the measures in the national 8 High Impact Change model for reducing DToCs. Whilst DToCs remain a statutory measure, this work stream includes the key principle of a system wide focus on discharging quickly those who are medically optimised and a shift of their remaining care and assessment needs out of hospital.

The combined impact of all of the interventions within these workstreams has been assessed as creating on average an 94 beds worth of capacity within the hospitals  every day to enable them to operate with a bed occupancy rate of nearer the recommended average of 85%, without escalation beds being opened in acute care.
The cost of delivering this has been assesses to be £968K.

In addition to the winter plan workstream areas 3 system escalation & surge activities have been identified to reduce / alleviate pressures in the hospital:

· Escalation beds will be opened across the system. 
There is the potential to open 28 escalation beds across the trust plus North and North east Lincolnshire can spot purchase beds for those patients requiring step down support during periods of pressure. 

· Elective activity will be reviewed and appropriately planned dependent upon pressures, with pre-planning in place for known pressure points (e.g. post Christmas and New Year).   

· Elective Pacing
In recognition of heightened periods of pressure locally and nationally NLAG is planning to reduce routine elective activity and routine outpatients for the first two weeks of January.  The detail will be worked through with the clinical leads by specialty, cognisant of the fact that no delays should occur to create any potential for clinical harm. 

The estimated cost of having to enact the escalation and surge activities has been assessed as £2,846K.

The winter Plan in total to deliver could therefore cost the system £3,814K

Governance 

To ensure robust management of winter it has been agreed that the A&E delivery Board increase the frequency it meets to fortnightly.  The Chair of the A&E Delivery Board will transfer to the NLG Chief Executive to reflect a more operational role for the A&E delivery Board over the winter and to enable to CCG Chief Clinical Officer to be more involved direct clinical management of patients across the system, but with a specific focus on non-elective admitted patients to improve earlier discharge.

In addition an executive sub-group of the A&E Delivery Board will be established to operationally lead & manage the system over the winter, membership of the sub group will comprise of Senior Executives from the two CCGs and a senior executive from the acute trust working with senior Clinical leads from across the 3 organisations, and supported by operational staff from across the system.  The NELCCG Executive lead will act as the key meet regularly to ensure delivery of the winter plan, and robust management of winter. This will provide an integrated approach and rapid escalation and action as required.

Escalation

Over the winter period the system is required to report daily its OPEL (Operational Performance Escalation Level ).  1 being everything is working well, no real system pressures, through to 4 being a where the system is under extreme pressure even after all of the mitigating actions available have been taken.

In order to manage this situation on a daily basis and to try and maintain the system at an OPEL level 1 or 2, over the winter an escalation and reporting process has been developed,  This is attached to the paper for information, but it must be noted that even at an OPEL level 2 the demands on the system in terms of action required and assurance to NHSI/E is considerable.

Risks

There are therefore a number of risks that will need to be managed over the winter period:
1. The cost associated with delivering the plan, if the centre do not provide the funding to cover the costs associated with the plan, the system will have to manage it within existing envelopes
2. The level of human resource including senior leadership capacity within the CCG is significant and during times of extreme pressure could result in the system having to stop doing other things to manage the situation.
3. There could be a negative an impact on the Referral to Treatment Time  (RTT) target, when the system is already in the bottom quartile of performance in this area.
4. Despite best endeavours there is still a risk that the system may not deliver the required quarterly performance 90% target.



Integrated Urgent Care Service Specification (IUCSS)

At the end of August NHS England published the IUCSS as a policy document.  It is a nationally mandated Service Specification and as such must be implemented by commissioners. 

The service specification is for the provision of an integrated 24/7 urgent care access, clinical advice and treatment service, which incorporates NHS 111 call-handling and former GP out-of-hours services.  As such it will complete the 111 journey that started with at scale telephone access  via 111 and will now also deliver the necessary clinical advice, directly book face to face urgent services and deliver GPOOH in one contracted service.  111. online will also become available where people will be able to carry out all of the same functions as calling 111.

The “offer” to patients from the IUCSS is:
· Access to urgent care via NHS111, either a free to call telephone number or online
· Triage by a health professional
· Consultation with a clinician using a Clinical Decision Support System or an agreed clinical protocol to complete the episode on the telephone where possible
· Direct booking post clinical assessment into a face to face  service where necessary
· Electronic prescription; and 
· Self help information delivered to the patient

Because of the technical & call handling response time requirements, this specification will have an impact on our local SPA service as it will not be able to deliver to the requirements on a 24/7 basis.  However the specification is also helpful to our local service as there is a much greater requirement for clinical consultation via a consult and complete model.  This will mean that patients will receive a complete episode of care concluding with either: advice, a prescription, or an appointment for further assessment or treatment.  Our Health triage is already clinically led and already links into the 111 service, we are therefore working with 111 and our local providers who operate the spa to become part of the Clinical Assessment Service.

The Model for Integrated Urgent & Emergency Care 




































By 30th September the CCG was required to develop lead commissioner arrangements where they are not already in place.  NELCCG is already part of a collaborative commissioner arrangement with the other 23 CCGs across Yorkshire and the Humber for the contracting of 111 and 999, and these will be strengthened over the coming months to better reflect the developing STP arrangements.

There is also a requirement within the specification to develop a collaborative provider arrangement to enable all of the required providers to work together to deliver the specification requirements.  These collaborative arrangements will be governed by an alliance contract or a lead provider contract.

The CCG has been working with local providers around the development of an accountable care partnership (ACP) and one of the priorities for the ACP is Urgent Care.  The CCG and ACP are now working through the requirements and implications of the IUCSS and developing an implementation plan.
The national requirement is for the IUCSS to be delivered by 31st March 2019, and the CCG is currently working through the key milestones that will need to be delivered to ensure compliance with this overall timescale.

Many of the activities that are being progressed as part of the winter plan will contribute towards delivery of the IUCSS, including increased clinical call handling within the SPA, GP streaming, and enhanced rapid response community services to support hospital avoidance.


Recommendation

The Board are asked to note the work that is being taken forward in relation to winter planning to ensure continued service delivery over the winter; & the work being undertaken to understand the implications of and actions required by the CCG and system to ensure delivery of IUCSS by 31st March 2019.
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The NHS belongs to the people.

It is there to improve our health and wellbeing, supporting us to keep
mentally and physically well, to get better when we are ill and, when
we cannot fully recover, to stay as well as we can to the end of our
lives. It works at the limits of science — bringing the highest levels of
human knowledge and skill to save lives and improve health.

It touches our lives at times of basic human need, when care and
compassion are what matter most.

The NHS is founded on a common set of principles and values
that bind together the communities and people it serves — patients
and public — and the staff who work for it.

This Constitution establishes the principles and values of the
NHS in England. It sets out rights to which patients, public and staff
are entitled, and pledges which the NHS is committed to achieve,
together with responsibilities, which the public, patients and staff
owe to one another to ensure that the NHS operates fairly and
effectively. The Secretary of State for Health, all NHS bodies, private
and voluntary sector providers supplying NHS services, and local
authorities in the exercise of their public health functions are required
by law to take account of this Constitution in their decisions and
actions. References in this document to the NHS and NHS services
include local authority public health services, but references to NHS
bodies do not include local authorities. Where there are differences
of detail these are explained in the Handbook to the Constitution.

The Constitution will be renewed every 10 years, with the
involvement of the public, patients and staff. It is accompanied by
the Handbook to the NHS Constitution, to be renewed at least every
three years, setting out current guidance on the rights, pledges,
duties and responsibilities established by the Constitution. These
requirements for renewal are legally binding. They guarantee that the
principles and values which underpin the NHS are subject to regular
review and recommitment; and that any government which seeks to
alter the principles or values of the NHS, or the rights, pledges, duties
and responsibilities set out in this Constitution, will have to engage in
a full and transparent debate with the public, patients and staff.





Principles that guide the NHS I

1. Principles that guide the NHS

Seven key principles guide the NHS in all it does. They are underpinned
by core NHS values which have been derived from extensive discussions

with staff, patients and the public. These values are set out in the next
section of this document.

1. The NHS provides a
comprehensive service, available
to all irrespective of gender, race,
disability, age, sexual orientation,
religion, belief, gender reassignment,
pregnancy and maternity or marital
or civil partnership status. The service
is designed to improve, prevent,
diagnose and treat both physical and
mental health problems with equal
regard. It has a duty to each and
every individual that it serves and
must respect their human rights.

At the same time, it has a wider
social duty to promote equality
through the services it provides and
to pay particular attention to groups
or sections of society where
improvements in health and life
expectancy are not keeping pace
with the rest of the population.

2. Access to NHS services is based
on clinical need, not an
individual’s ability to pay. NHS
services are free of charge, except in
limited circumstances sanctioned by
Parliament.

3. The NHS aspires to the highest
standards of excellence and
professionalism — in the provision
of high quality care that is safe,

effective and focused on patient
experience; in the people it employs,
and in the support, education,
training and development they
receive; in the leadership and
management of its organisations;
and through its commitment to
innovation and to the promotion,
conduct and use of research to
improve the current and future health
and care of the population. Respect,
dignity, compassion and care should
be at the core of how patients and
staff are treated not only because
that is the right thing to do but
because patient safety, experience
and outcomes are all improved when
staff are valued, empowered and
supported.

4. The patient will be at the heart
of everything the NHS does. It
should support individuals to
promote and manage their own
health. NHS services must reflect,
and should be coordinated around
and tailored to, the needs and
preferences of patients, their families
and their carers. As part of this, the
NHS will ensure that in line with the
Armed Forces Covenant, those in the
armed forces, reservists, their families
and veterans are not disadvantaged

3





4

| The NHS Constitution

in accessing health services in the
area they reside. Patients, with their
families and carers, where
appropriate, will be involved in and
consulted on all decisions about their
care and treatment. The NHS will
actively encourage feedback from the
public, patients and staff, welcome it
and use it to improve its services.

5. The NHS works across
organisational boundaries and in
partnership with other
organisations in the interest of
patients, local communities and
the wider population. The NHS is
an integrated system of organisations
and services bound together by the
principles and values reflected in the
Constitution. The NHS is committed
to working jointly with other local
authority services, other public sector
organisations and a wide range of
private and voluntary sector
organisations to provide and

deliver improvements in health

and wellbeing.

6. The NHS is committed to
providing best value for
taxpayers’ money and the most
effective, fair and sustainable use
of finite resources. Public funds for
healthcare will be devoted solely to
the benefit of the people that the
NHS serves.

7. The NHS is accountable to the
public, communities and patients
that it serves. The NHS is a national
service funded through national
taxation, and it is the Government
which sets the framework for the
NHS and which is accountable to
Parliament for its operation.
However, most decisions in the NHS,
especially those about the treatment
of individuals and the detailed
organisation of services, are rightly
taken by the local NHS and by
patients with their clinicians.

The system of responsibility and
accountability for taking decisions in
the NHS should be transparent and
clear to the public, patients and staff.
The Government will ensure that
there is always a clear and up-to-date
statement of NHS accountability for
this purpose.





2. NHS values

NHS values I

Patients, public and staff have helped develop this expression of values
that inspire passion in the NHS and that should underpin everything it

does. Individual organisations will develop and build upon these values,
tailoring them to their local needs. The NHS values provide common
ground for co-operation to achieve shared aspirations, at all levels of
the NHS.

Working together for patients.
Patients come first in everything we
do. We fully involve patients, staff,
families, carers, communities, and
professionals inside and outside the
NHS. We put the needs of patients
and communities before
organisational boundaries. We speak
up when things go wrong.

Respect and dignity. We value
every person — whether patient, their
families or carers, or staff — as an
individual, respect their aspirations
and commitments in life, and seek
to understand their priorities, needs,
abilities and limits. We take what
others have to say seriously. We are
honest and open about our point of
view and what we can and cannot
do.

Commitment to quality of care.
We earn the trust placed in us by
insisting on quality and striving to get
the basics of quality of care — safety,
effectiveness and patient experience
— right every time. We encourage and
welcome feedback from patients,
families, carers, staff and the public.
We use this to improve the care we
provide and build on our successes.

Compassion. \We ensure that
compassion is central to the care we
provide and respond with humanity
and kindness to each person’s pain,
distress, anxiety or need. We search
for the things we can do, however
small, to give comfort and relieve
suffering. We find time for patients,
their families and carers, as well as
those we work alongside. We do not
wait to be asked, because we care.

Improving lives. \We strive to improve
health and wellbeing and people’s
experiences of the NHS. We cherish
excellence and professionalism
wherever we find it — in the everyday
things that make people’s lives better
as much as in clinical practice, service
improvements and innovation. We
recognise that all have a part to play in
making ourselves, patients and our
communities healthier.

Everyone counts. \We maximise our
resources for the benefit of the whole
community, and make sure nobody is
excluded, discriminated against or left
behind. We accept that some people
need more help, that difficult
decisions have to be taken — and that
when we waste resources we waste
opportunities for others.
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3a. Patients and the public — your rights and NHS

pledges to you

Everyone who uses the NHS should understand what legal rights they
have. For this reason, important legal rights are summarised in this
Constitution and explained in more detail in the Handbook to the NHS

Constitution, which also explains what you can do if you think you have
not received what is rightfully yours. This summary does not alter your
legal rights.

The Constitution also contains pledges that the NHS is committed to
achieve. Pledges go above and beyond legal rights. This means that
pledges are not legally binding but represent a commitment by the NHS
to provide comprehensive high quality services.

Access to health services:
You have the right to receive NHS
services free of charge, apart from
certain limited exceptions sanctioned
by Parliament.

You have the right to access NHS
services. You will not be refused
access on unreasonable grounds.

You have the right to receive care
and treatment that is appropriate to
you, meets your needs and reflects
your preferences.

You have the right to expect your
NHS to assess the health
requirements of your community and
to commission and put in place the
services to meet those needs as
considered necessary, and in the
case of public health services
commissioned by local authorities,

to take steps to improve the health
of the local community.

You have the right, in certain
circumstances, to go to other
European Economic Area countries or
Switzerland for treatment which
would be available to you through
your NHS commissioner.

You have the right not to be
unlawfully discriminated against in
the provision of NHS services
including on grounds of gender, race,
disability, age, sexual orientation,
religion, belief, gender reassignment,
pregnancy and maternity or marital
or civil partnership status.

You have the right to access certain
services commissioned by NHS bodies
within maximum waiting times, or for
the NHS to take all reasonable steps
to offer you a range of suitable
alternative providers if this is not
possible. The waiting times are
described in the Handbook to the
NHS Constitution.





Patients and the public - your rights and NHS pledges to you

The NHS also commits:

e to provide convenient, easy access
to services within the waiting
times set out in the Handbook to
the NHS Constitution (pledge);

e to make decisions in a clear and
transparent way, so that patients
and the public can understand
how services are planned and
delivered (pledge); and

e to make the transition as smooth
as possible when you are referred
between services, and to put you,
your family and carers at the
centre of decisions that affect you
or them (pledge).

Quality of care and
environment:

You have the right to be treated
with a professional standard of care,
by appropriately qualified and
experienced staff, in a properly
approved or registered organisation
that meets required levels of safety
and quality.

You have the right to be cared for
in a clean, safe, secure and suitable
environment.

You have the right to receive
suitable and nutritious food and
hydration to sustain good health and
wellbeing.

You have the right to expect NHS
bodies to monitor, and make efforts
to improve continuously, the quality
of healthcare they commission or
provide. This includes improvements
to the safety, effectiveness and
experience of services.

The NHS also commits:

e to identify and share best practice
in quality of care and treatments
(pledge).

Nationally approved
treatments, drugs and
programmes:

You have the right to drugs and
treatments that have been
recommended by NICE' for use in
the NHS, if your doctor says they are
clinically appropriate for you.

You have the right to expect local
decisions on funding of other drugs
and treatments to be made rationally
following a proper consideration of
the evidence. If the local NHS decides
not to fund a drug or treatment you
and your doctor feel would be right
for you, they will explain that
decision to you.

You have the right to receive the
vaccinations that the Joint Committee
on Vaccination and Immunisation
recommends that you should receive
under an NHS-provided national
immunisation programme.

1 NICE (the National Institute for Health and Care Excellence) is an independent organisation
producing guidance on drugs and treatments. ‘Recommended for use by NICE' refers to a type of
NICE recommendation set out in legislation. The relevant health body is obliged to fund specified
NICE recommendations from a date no longer than three months from the publication of the
recommendation unless, in certain limited circumstances, a longer period is specified.
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The NHS also commits:

e to provide screening programmes
as recommended by the UK
National Screening Committee

(pledge).

Respect, consent and
confidentiality:

You have the right to be treated
with dignity and respect, in
accordance with your human rights.

You have the right to be protected
from abuse and neglect, and care
and treatment that is degrading.

You have the right to accept or
refuse treatment that is offered to
you, and not to be given any physical
examination or treatment unless you
have given valid consent. If you do
not have the capacity to do so,
consent must be obtained from a
person legally able to act on your
behalf, or the treatment must be in
your best interests.?

You have the right to be given
information about the test and
treatment options available to you,
what they involve and their risks and
benefits.

You have the right of access to
your own health records and to have
any factual inaccuracies corrected.

You have the right to privacy and
confidentiality and to expect the NHS
to keep your confidential information
safe and secure.

You have the right to be informed
about how your information is used.

You have the right to request that
your confidential information is not
used beyond your own care and
treatment and to have your
objections considered, and where
your wishes cannot be followed,

to be told the reasons including the
legal basis.

The NHS also commits:

e to ensure those involved in your
care and treatment have access to
your health information so they
can care for you safely and
effectively (pledge);

e that if you are admitted to
hospital, you will not have to share
sleeping accommodation with
patients of the opposite sex,
except where appropriate, in line
with details set out in the
Handbook to the NHS
Constitution (pledge);

e to anonymise the information
collected during the course of your
treatment and use it to support
research and improve care for
others (pledge);

e where identifiable information has
to be used, to give you the chance
to object wherever possible

(pledge);
e to inform you of research studies

in which you may be eligible to
participate (pledge); and

2 If you are detained in hospital or on supervised community treatment under the Mental Health
Act 1983 different rules may apply to treatment for your mental disorder. These rules will be
explained to you at the time. They may mean that you can be given treatment for your mental

disorder even though you do not consent.





Patients and the public - your rights and NHS pledges to you

e to share with you any
correspondence sent between
clinicians about your care (pledge).

Informed choice:

You have the right to choose your
GP practice, and to be accepted by
that practice unless there are
reasonable grounds to refuse, in
which case you will be informed of
those reasons.

You have the right to express a
preference for using a particular
doctor within your GP practice, and
for the practice to try to comply.

You have the right to transparent,
accessible and comparable data on
the quality of local healthcare
providers, and on outcomes, as
compared to others nationally.

You have the right to make choices
about the services commissioned by
NHS bodies and to information to
support these choices. The options
available to you will develop over
time and depend on your individual
needs. Details are set out in the
Handbook to the NHS Constitution.

The NHS also commits:

e to inform you about the
healthcare services available to
you, locally and nationally
(pledge); and

e to offer you easily accessible,
reliable and relevant information in
a form you can understand, and
support to use it. This will enable
you to participate fully in your
own healthcare decisions and to

support you in making choices.
This will include information on
the range and quality of clinical
services where there is robust and
accurate information available

(pledge).

Involvement in your
healthcare and in the NHS:
You have the right to be involved
in planning and making decisions
about your health and care with your
care provider or providers, including
your end of life care, and to be given
information and support to enable
you to do this. Where appropriate,
this right includes your family and
carers. This includes being given the
chance to manage your own care
and treatment, if appropriate.

You have the right to an open and
transparent relationship with the
organisation providing your care. You
must be told about any safety
incident relating to your care which,
in the opinion of a healthcare
professional, has caused, or could still
cause, significant harm or death. You
must be given the facts, an apology,
and any reasonable support you
need.

You have the right to be involved,
directly or through representatives,

in the planning of healthcare services
commissioned by NHS bodies, the
development and consideration of
proposals for changes in the way
those services are provided, and in
decisions to be made affecting the
operation of those services.

9
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The NHS also commits:

e to provide you with the
information and support you need
to influence and scrutinise the
planning and delivery of NHS
services (pledge);

e to work in partnership with you,
your family, carers and
representatives (pledge);

e to involve you in discussions about
planning your care and to offer
you a written record of what is
agreed if you want one (pledge);
and

e to encourage and welcome
feedback on your health and care
experiences and use this to
improve services (pledge).

Complaint and redress:

You have the right to have any
complaint you make about NHS
services acknowledged within three
working days and to have it properly
investigated.

You have the right to discuss the
manner in which the complaint is to
be handled, and to know the period
within which the investigation is
likely to be completed and the
response sent.

You have the right to be kept
informed of progress and to know
the outcome of any investigation into
your complaint, including an
explanation of the conclusions and
confirmation that any action needed
in consequence of the complaint

has been taken or is proposed to

be taken.

You have the right to take your
complaint to the independent
Parliamentary and Health Service
Ombudsman or Local Government
Ombudsman, if you are not satisfied
with the way your complaint has
been dealt with by the NHS.

You have the right to make a claim
for judicial review if you think you
have been directly affected by an
unlawful act or decision of an NHS
body or local authority.

You have the right to
compensation where you have been
harmed by negligent treatment.

The NHS also commits:

e to ensure that you are treated
with courtesy and you receive
appropriate support throughout
the handling of a complaint; and
that the fact that you have
complained will not adversely
affect your future treatment

(pledge);

* to ensure that when mistakes
happen or if you are harmed while
receiving health care you receive
an appropriate explanation and
apology, delivered with sensitivity
and recognition of the trauma you
have experienced, and know that
lessons will be learned to help
avoid a similar incident occurring
again (pledge); and

e to ensure that the organisation
learns lessons from complaints and
claims and uses these to improve
NHS services (pledge).
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3b. Patients and the public — your responsibilities

The NHS belongs to all of us. There are things that we can all do for
ourselves and for one another to help it work effectively, and to ensure

resources are used responsibly.

Please recognise that you can make
a significant contribution to your
own, and your family’s, good health
and wellbeing, and take personal
responsibility for it.

Please register with a GP practice
— the main point of access to NHS
care as commissioned by NHS bodies.

Please treat NHS staff and other
patients with respect and recognise
that violence, or the causing of
nuisance or disturbance on NHS
premises, could result in prosecution.
You should recognise that abusive
and violent behaviour could result in
you being refused access to NHS
services.

Please provide accurate information
about your health, condition and
status.

Please keep appointments, or
cancel within reasonable time.
Receiving treatment within the
maximum waiting times may be
compromised unless you do.

Please follow the course of
treatment which you have agreed,
and talk to your clinician if you find
this difficult.

Please participate in important
public health programmes such as
vaccination.

Please ensure that those closest to
you are aware of your wishes about
organ donation.

Please give feedback — both
positive and negative — about your
experiences and the treatment and
care you have received, including any
adverse reactions you may have had.
You can often provide feedback
anonymously and giving feedback
will not affect adversely your care or
how you are treated. If a family
member or someone you are a carer
for is a patient and unable to provide
feedback, you are encouraged to give
feedback about their experiences on
their behalf. Feedback will help to
improve NHS services for all.
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4a. Staff — your rights and NHS pledges to you

It is the commitment, professionalism and dedication of staff working
for the benefit of the people the NHS serves which really make the

difference. High-quality care requires high-quality workplaces, with
commissioners and providers aiming to be employers of choice.

All staff should have rewarding and
worthwhile jobs, with the freedom
and confidence to act in the interest
of patients. To do this, they need to
be trusted, actively listened to and
provided with meaningful feedback.
They must be treated with respect at
work, have the tools, training and
support to deliver compassionate
care, and opportunities to develop
and progress. Care professionals
should be supported to maximise the
time they spend directly contributing
to the care of patients.

The Constitution applies to all staff,
doing clinical or non-clinical NHS
work — including public health — and
their employers. It covers staff
wherever they are working, whether
in public, private or voluntary sector
organisations.

Staff have extensive legal rights,
embodied in general employment
and discrimination law. These are
summarised in the Handbook to the
NHS Constitution. In addition,
individual contracts of employment
contain terms and conditions giving
staff further rights.

The rights are there to help ensure
that staff:

e have a good working environment
with flexible working
opportunities, consistent with the
needs of patients and with the
way that people live their lives;

e have a fair pay and contract
framework;

e can be involved and represented
in the workplace;

¢ have healthy and safe working
conditions and an environment
free from harassment, bullying or
violence;

e are treated fairly, equally and free
from discrimination;

e can in certain circumstances take
a complaint about their employer
to an Employment Tribunal; and

e can raise any concern with their
employer, whether it is about
safety, malpractice or other risk,
in the public interest.

In addition to these legal rights, there
are a number of pledges, which the
NHS is committed to achieve. Pledges
go above and beyond your legal
rights. This means that they are not
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legally binding but represent a
commitment by the NHS to provide
high-quality working environments
for staff.

The NHS commits:

to provide a positive working
environment for staff and to
promote supportive, open cultures
that help staff do their job to the
best of their ability (pledge);

to provide all staff with clear roles
and responsibilities and rewarding
jobs for teams and individuals that
make a difference to patients,
their families and carers and
communities (pledge);

to provide all staff with personal
development, access to
appropriate education and training
for their jobs, and line
management support to enable
them to fulfil their potential
(pledge);

to provide support and
opportunities for staff to maintain
their health, wellbeing and safety
(pledge);

to engage staff in decisions that
affect them and the services they
provide, individually, through
representative organisations and
through local partnership working
arrangements. All staff will be
empowered to put forward ways
to deliver better and safer services
for patients and their families
(pledge);

e to have a process for staff to raise
an internal grievance (pledge); and

e to encourage and support all staff
in raising concerns at the earliest
reasonable opportunity about
safety, malpractice or wrongdoing
at work, responding to and, where
necessary, investigating the
concerns raised and acting
consistently with the Employment
Rights Act 1996 (pledge).
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4b. Staff — your responsibilities

All staff have responsibilities to the public, their patients and colleagues.

Important legal duties are
summarised below.

You have a duty to accept
professional accountability and
maintain the standards of
professional practice as set by the
appropriate regulatory body
applicable to your profession or role.

You have a duty to take reasonable
care of health and safety at work for
you, your team and others, and to
co-operate with employers to ensure
compliance with health and safety
requirements.

You have a duty to act in
accordance with the express and
implied terms of your contract of
employment.

You have a duty not to discriminate
against patients or staff and to
adhere to equal opportunities and
equality and human rights legislation.

You have a duty to protect the
confidentiality of personal
information that you hold.

You have a duty to be honest and
truthful in applying for a job and in
carrying out that job.

The Constitution also includes
expectations that reflect how staff
should play their part in ensuring the
success of the NHS and delivering
high-quality care.

You should aim:

e to provide all patients with safe
care, and to do all you can to
protect patients from avoidable
harm;

¢ to follow all guidance, standards
and codes relevant to your role,
subject to any more specific
requirements of your employers;

e to maintain the highest standards
of care and service, treating every
individual with compassion, dignity
and respect, taking responsibility
not only for the care you
personally provide, but also for
your wider contribution to the
aims of your team and the NHS
as a whole;

¢ to find alternative sources of care
or assistance for patients, when
you are unable to provide this





(including for those patients who
are not receiving basic care to
meet their needs);

to take up training and
development opportunities
provided over and above those
legally required of your post;

to play your part in sustainably
improving services by working in
partnership with patients, the
public and communities;

to raise any genuine concern you
may have about a risk, malpractice
or wrongdoing at work (such as a
risk to patient safety, fraud or
breaches of patient
confidentiality), which may affect
patients, the public, other staff? or
the organisation itself, at the
earliest reasonable opportunity;

to involve patients, their families,
carers or representatives fully in
decisions about prevention,
diagnosis, and their individual care
and treatment;

to be open with patients, their
families, carers or representatives,
including if anything goes wrong;
welcoming and listening to
feedback and addressing concerns
promptly and in a spirit of
co-operation;

to contribute to a climate where
the truth can be heard, the

Staff — your responsibilities

reporting of, and learning from,
errors is encouraged and
colleagues are supported where
errors are made;

to view the services you provide
from the standpoint of a patient,
and involve patients, their families
and carers in the services you
provide, working with them,

their communities and other
organisations, and making it clear
who is responsible for their care;

to take every appropriate
opportunity to encourage and
support patients and colleagues
to improve their health and
wellbeing;

to contribute towards providing
fair and equitable services for all
and play your part, wherever
possible, in helping to reduce
inequalities in experience, access
or outcomes between differing
groups or sections of society
requiring health care;

to inform patients about the use
of their confidential information
and to record their objections,
consent or dissent; and

to provide access to a patient’s
information to other relevant
professionals, always doing so
securely, and only where there is
a legal and appropriate basis to
do so.

The term ‘staff’ is used to include employees, workers, and, for the purposes of the Employment
Rights Act 1996 (the ERA) (as amended by the Public Interest Disclosure Act), agency workers,
general practitioners (e.g. those performing general medical services under General Medical
Services Contracts), student nurses and student midwives, who meet the wider ERA definition of
being a ‘worker’. Whilst volunteers are not covered by the provisions of the ERA, guidance to
employers makes clear that it is good practice to include volunteers within the scope of

organisations’ local whistleblowing policies.
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Introduction



The North and North East Lincolnshire health and care communities have historically operated independently of each other with Northern Lincolnshire and Goole Foundation trust being the only organisation that operates across the two areas.  Through the A&E delivery Board the 2 communities have for the first time agreed to come together and co-produce a single overarching “Northern Lincolnshire” Winter Plan through which they will collectively manage the pressures that arise across the system over the winter. 



This Northern Lincolnshire Winter Plan is built on the following key elements;



1. Relationship with the broader transformation and Urgent & Emergency Care Improvement Plans. 



In the context of the on-going implementation of the Urgent and Emergency Care Improvement Plan, developed collaboratively and including in year ECIP engagement, priorities for accelerated implementation have been identified along with a sustained focus on those elements of services which have remained problematic year round. These priorities, both out of and in the hospital, have been agreed as a being a pre-requisite to winter as effective system wide measures that will make a difference. 



2. A determination of high risks across the system. 



Lessons learnt from previous winters have informed priorities for preparedness in capacity and demand in key services and the development of mitigating responses. 



3. System wide capacity flexibility



There is recognition that there can be improvements in the coordination and planning of resources across the system that will improve the overall ability to flex resources under surge and escalation conditions.



4. Integrated System Leadership

Further work has been agreed to improve the oversight and command and control of winter through Senior Responsible Officers reporting to the A&E Delivery Board and to do this on a Northern Lincolnshire system-wide basis. As an executive sub-group of the A&E Delivery Board with a single executive lead, an integrated approach will constantly provide the monitoring, assurance and reporting of winter pressures, manage escalation across the system and lead on the delivery of all of the measures described in this plan.

The involved organisations are:

· North East Lincolnshire CCG

· North Lincolnshire CCG

· Northern Lincolnshire and Goole NHS FT ( including North Lincolnshire Community services)

· East Midlands Ambulance Service

· Core Care Lincs

· Care Plus Group

· North Lincolnshire Council

· FOCUS

· Navigo

· Rotherham, Doncaster and South Humber NHS trust

· Yorkshire Ambulance Service

· Thames



5. System escalation coordination and response

Further definition of the triggers and responses under escalation and reference to the OPEL framework is required. This builds on work of previous years that established monitoring, assurance and reporting processes in each of the NL and NEL CCGs to integrate further into a Northern Lincolnshire process.

1. The System wide Urgent and Emergency Care Improvement Plan





The A&E Delivery Board has developed a system wide Urgent and Emergency Care Plan for Northern Lincolnshire. In the context of this Winter Plan, the system wide and on-going improvement plan provides the framework for assessing which services include risk in terms of matching capacity and demand for expected high activity periods,  flexing capacity for surges in demand under escalation conditions and which initiatives need rapid implementation to ensure their impact is available in time for winter.  



The plan is arranged to show specific initiatives, aims and impacts and is structured in three work streams as follows:-



1) Pre – Hospital; Integrated Urgent Care



This work stream includes all of the Primary Care and Community service elements that combine in an integrated urgent care system. Its constituent elements that provide for demand management in terms of providing the right care in an appropriate setting and directly impacting on A&E attendees. 



2) In Hospital



This work stream includes all of the front door streaming initiatives aimed at reducing crowding in A&E and avoiding admissions and on direct access for GP referrals and A&E to specialities handover. It also includes initiatives to improve flow and bed capacity management in the hospital for those who are admitted.



3) Discharge and onward care



This work stream includes all of the measures that reduce DToCs, improving flow and bed capacity management. It incorporates the measures in the national 8 High Impact Change model for reducing DToCs. Whilst DToCs remain a statutory measure, this work stream includes the key principle of a system wide focus on discharging quickly those who are medically optimised and a shift of their remaining care and assessment needs out of hospital.







	

1.1 Improving winter Capacity 



From the A&E Delivery Board Urgent and Emergency Care work plan, a number of priorities for rapid development/completion have been identified to ensure the system is prepared for winter. These are regarded as not optional and must be demonstrating impact in November 2017. Implementation of these initiatives will have a direct impact on reducing A&E attendees, non-elective admissions, patient flow, outliers and LoS. 

The aim of the plan is that the impact of delivering these priorities is that the system will achieve the required 90% emergency care standard performance in Q3 and Q4 2017/18 (Quarterly aggregates).Total additional costs identified are £968k ( excluding escalation costs).





Pre – Hospital; Integrated Urgent Care



· Conveyance Avoidance Pathways



Under the Y&H U&EC Diversionary Pathway Initiative, there shall be in place by November, a diversionary pathway for EMAS ambulance crews attending respiratory exacerbations in a patient’s home or a care bed. The pathway will provide for Clinical Advice through SPA arrangements for EMAS and then a community service response that will be robust and responsive sufficient to reduce unnecessary ambulance conveyance for respiratory exacerbations. Note that this U&EC initiative aims to follow on with a falls diversionary pathway. This will be delivered using the same contact and response infrastructure across Northern Lincolnshire.



Impact 12 beds

Cost £ 0





· Primary Care Streaming



At both SGH and DPoW sites, a Primary Care Stream must be established that attends to between 15% and 20% of A&E walk-in attendees. This service shall, as a minimum, dovetail with co-located GPOOH services such that an on-site Primary Care response is available for A&E, 8 am – 12 pm midnight. These service shall be established by October and meeting the required activity by end of November.	   



Impact 0 beds 

Cost £168K CYE



· Communications Plan – proactive and reactive public messages



A Northern Lincolnshire communications plan is in place that uses using a broad range of media and message opportunities, including social media, to support key winter messages on;

· Phone first if it’s not an emergency (SPA or NHS 111)

· Use A&E only when needed (Is A&E for Me?)

· Have your flu vaccination if you are at risk

· Stay Well this Winter



It also contains a plan on the use of coordinated public messages to be used under escalation conditions in order to re-enforce public awareness of pressures and what options are available across the system.

The communications plan outlines the actions that will be undertaken to support services across Northern Lincolnshire to manage the pressures of winter and to empower local people with the information needed to make appropriate choices regarding their own and their family’s health during the winter months and  outlines how the Communications Lead will support the system to respond in a unified, consistent way to severe pressures and manage media interest appropriately and proportionately. 

The plan will be further reviewed and enhanced to ensure system wide consistency, to ensure all opportunities have been considered and in particular, to produce a programme of clinician and public led video segments for use in Primary Care TV and on local media. 





In Hospital



· Ambulatory Care Units



At both SGH and DPoW sites, medical and surgical Ambulatory Care units will be established and operational by the end of October and a frailty unit at DPoW by the end of November. There is already a frailty unit on the Scunthorpe site. These services will demonstrate effectiveness when 20%-30% of admissions are within ambulatory settings.   



Impact 18 beds

Cost £ 415 k





· RED2GREEN/SAFER



At both SGH and DPoW sites, R2G will be extended to the all wards by the end of November. This will deliver an improvement in timely reviews, pro-active patient management and stranded patients. 



Impact 12 beds

Cost £ 90k







Discharge and onward Care



· Trusted Assessor & Discharge to Assess 



At both SGH and DPoW sites, Discharge to Assess pathways will be implemented by November.

The step-down pathways for moving rehab/LTC assessments from acute beds to step down facilities must be active and resilient and provided for the majority of patients unless there are complex medical needs present where this informs the development of services to meet this service gap. For the home-first pathway, Primary Care and Community and acute clinicians will have agreed on the priority home/community services that need to be implemented by end of December in order to begin to measure the rate of discharges within 24hrs of a patient being medically optimised. This will have a direct impact on DToCS for Intermediate Care pathways, and the ultimate aim for the system is to achieve zero DToCs and target 90% of medically optimised patients being discharged within 24 hours.



Impact   45 beds 

Cost £290k (15 beds) and community staffing 







· Out of Area Patient Delays



At both SGH and DPoW sites there are delays in securing out of area team assessments and repatriations for Lincolnshire patients. These delays are not reflected in DToC performance for the Northern Lincolnshire system but have a notable impact on NLaG bed capacity, especially at the DPoW site which receives some 20%+ of it’s unplanned admissions from Lincolnshire.



Impact   7 beds 

Cost £0





In order to secure assurance that the impact of Out of Area patient delays is minimised before winter we will;



· Secure engagement between Y&H NHSE and East Midlands NHSE

· Secure engagement between NL/NEL CCGs and Lincolnshire CCG counterparts

· Facilitate discussions between NLaG and LCHS re patient transfers to Louth Hospital

· Develop escalation communications for all of the above

· Consider options for charging and penalties especially in the context of mitigating through local step-down







System Governance and control



To ensure robust management of winter it has been agreed that the A&E delivery Board increase the frequency it meets to fortnightly.  The Chair of the A&E Delivery Board will transfer to the NLG Chief Executive to reflect a more operational role for the A&E delivery Board over the winter and to enable to CCG Chief Clinical Officer to be more involved direct clinical management of patients across the system, but with a specific focus on non-elective admitted patients to improve earlier discharge.

In addition an executive sub-group of the A&E Delivery Board will be established to operationally lead & manage the system over the winter, membership of the sub group will comprise of Senior Executives from the two CCGs and a senior executive from the acute trust working with senior Clinical leads from across the 3 organisations, and supported by operational staff from across the system.  The NELCCG Executive lead will act as the key co-ordination point and key point of contact for the system regulators. The sub group will meet regularly to ensure delivery of the winter plan, and robust management of winter. This will provide an integrated approach and rapid escalation and action as required.



The modelling from NLAG indicated that 813 beds are required over the winter period.. The system has also articulated the number of beds that each of the priority initiatives will provide and develop contingency plans to support management of pressures in the system over and above this level.  The impact and cost of each of these initiatives has been identified throughout this document and summarised in the table below.







Bed Modelling – January 2018

		

		Bed Numbers

		Cost (£000s)



		Number of General and acute Baseline beds

		744

		



		Number of beds required

		813

		



		Shortfall:

		69

		



		Bed reduction Impact 

		

		



		Conveyance avoidance pathways

		12

		£5K



		Primary Care Streaming

		0

		£168k



		Ambulatory Care Units

		18

		£415k



		Red2Green/SAFER

		12

		£90k



		Discharge and onward care

		45

		£290k



		Out of area patient delays

		7

		£0



		Sub Total:

		94

		



		Total bed base surplus:

		25

		£968k







Escalation and Surge 

		Spot purchasing CCG inc. medical cover

		40

		£480k



		Escalation beds

		28

		£966k



		Elective Pacing

		20

		£1400k









In order to manage demand as we enter the winter period, the system will ensure:



· Initiatives to reduce demand on secondary care will be implemented. 



· Commissioned workforce is mobilised to meet system pressures, this will include reviewing workloads and ceasing non-mandatory commitments. 



· All capacity in commissioned services matches the anticipate level of demand for winter. 



· NEL GPOOH capacity is enhanced over expected high activity periods over Christmas and New Year. To replicate in NL additional commissioned services would require additional investment of £5K.



As pressures in the system escalate, the actions detailed in the system wide surge and escalation plan can be summarised as follows:



· Escalation beds will be opened across the system. 



· There is the potential to open 28 escalation beds across the trust. If in use for the full winter period this would equate to a cost of £966k to the trust.  There is an arrangement in place in North and North East Lincolnshire to spot purchase beds for those patients requiring step down support during periods of pressure, the cost of this needs to be quantified. 



· Elective activity will be reviewed and appropriately planned dependent upon pressures, with pre-planning in place for known pressure points (e.g. post Christmas and New Year). 



· Elective Pacing



In recognition of heightened periods of pressure locally and nationally NLAG is planning to reduce routine elective activity and routine outpatients for the first two weeks of January.  The detail will be worked through with the clinical leads by specialty, cognisant of the fact that no delays should occur to create any potential for clinical harm. 



Impact 20 beds

Cost £ 1.4m lost income/purchase elsewhere





· During periods of peak demand providers will work to the newly formed escalation and surge policy through the lead Executive core group to manage demand across the system (as demonstrated during the junior doctor’s handover 2017). 










2	 Winter review, lessons and actions taken forward



A system-wide review of lessons from winter was undertaken through operational groups including all system partners. The key issues raised and mitigations are summarised in the following attachment and key priorities identified have been incorporated in this plan.



Attachment: Winter Review 2016/17









3 	Surge & Escalation 

There will be a single approach to surge and escalation across Northern Lincolnshire, and a system escalation policy is in development for the A&E Delivery board. This is aligned with the national Operational Pressures Escalation Level (OPEL) framework, and details local triggers and actions for partner organisations, as well as routine monitoring. 

Within the system each organisation operates an internal on-call system to provide a rapid, flexible response. Training will be provided to all on-call personnel around system leadership under times of pressure, and ensuring the national OPEL framework is understood. The system escalation plan will ensure that when escalation triggers are reached the appropriate actions are implemented to support de-escalation. 

In addition to this an executive sub-group of the A&E Delivery Board with a single executive lead will be established to ensure delivery of the above plan, and robust management of winter. This will provide an integrated approach and rapid escalation and action as required. 

Twice weekly system wide conference calls and daily CCG and trust calls will be put in place throughout winter to monitor pressures and escalation. The collated information will be routinely shared with the executive sub-group and the executive lead will convene executive level calls/meetings and communication as required to provide system leadership, manage pressures, and support de-escalation. 

North and North East Lincolnshire CCGs will work collaboratively to ensure a co-ordinated approach to delivering leadership and support to the system at all times.

Attachment: Draft escalation and surge framework 







4	Flu Planning

Immunisation Plans

In line with annual assurance of flu immunisation, measures have been taken to maximise the uptake of all provider staff and vulnerable patient groups

· A reminder will be issued to all providers to encourage patients in at risk groups to take up the flu vaccination offer. The CCGs are working with Primary Care and Public Health locally to ensure all possible steps are being taken to maximise take up among target groups. Data flows on uptake are available. 

· The CCGs have issued a request to all providers to confirm actions being taken to maximise take up among their own workforce. This is supported by the NHS contract CQUIN. The CCGs will organise work place based flu clinics for their own staff as has been the case in previous years.

· Care homes are all expected to have their own contingency plans which include flu. NL CCG have highlighted the risk that some care home staff who are not eligible for free flu vaccination might not be vaccinated. NELCCG are meeting internally to consider options to address this risk.

· The CCGs have developed a flu plan to outline the local response to an outbreak. This will be shared with partners and a desktop exercise for pandemic flu is planned for October to include all local health and social care providers.

· Provider organisations are expected to achieve 75% of staff immunised. 



5	Testing Plans

A number of elements of the overall winter plan will be selected and tested. From a resilience perspective it is proposed that there should be a focus on a specific scenario that applies to both acute trust sites simultaneously and further a focus on the escalation procedures and how this aligns to the OPEL triggers and response framework under the revised system-wide monitoring and reporting arrangements.



6 	High Level Risks

	

		Key risks

		Mitigation



		System wide workforce. On-going concerns about staffing risks and ability to mobilise additional staffing may compromise provider’s ability to consistently provide services in a timely manner.

		System looking at how it can divert capacity from other areas to cover critical gaps (eg GP extended access into Urgent care).

Additional community capacity has been put in place to support on short term basis, including putting additional staff into A&E at DPOW.

Flexible rotas of staff across SGH and DPOW to cover critical gaps.

On-going assurance of progress with plans to assure rotas, including assessment of annual leave and overtime capacity.

NLaG Winter Plan inc, use of locums/agency staff..



		System: Capacity to implement system wide priorities rapidly

		Progress and assurance through AEDB and SRO arrangements. ECIP support. Prioritisation of CCG workloads and use of wider PMO resources



		System : Finance – costs associated with locum, agency nursing, doctors and additional community response is not affordable within the controlled budget associated with capped expenditure and aligned incentive

		Looking at prioritisation of resources from other areas.  

Development of alternative capacity within the system to mitigate against the premium rates being paid. 

Escalation of potential costs via this plan



		Elective Pacing – risk of elective pacing impacting on elective waiting time performance and potential clinical harm

		Deployment of Escalation beds and use of spot purchasing



		Severe weather e.g. Snow, Freezing temperatures, Floods, Gales etc. will impact on the service periodically over the period 



		Adverse weather guidance.

Local planning groups planning for the need for winter vehicles in community.

LRF plans and coordination with CCG



		Flu – below required staff immunisation take-up. Risk that care home staff that are not routinely eligible for free vaccinations might not be vaccinated due to cost implications. Take up of flu vaccinations by vulnerable groups.

		Assurance on CQUIN performance.

Looking at options for increasing vaccination rates in care home staff groups. Engagement with Primary Care on identification of vulnerable groups for flu immunisation.

Communication Pan to include public advice on uptake messages.
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Winter Review 2016/17 – Key issues and lessons








			Issue/Risk


			Learning and mitigation





						NLaG:


Medical staffing gaps increased during 15/16


and that has continued throughout 16/17 with


a particular pressure on training grade 


vacancies.





			





			











			The Trust is engaged with Holt to secure locums for gaps on rotas. Vacant shifts are put out over 6 weeks in advance. Where gaps in Emergency Dept. cannot be covered by locums a range of alternative measures are taken. These include:


- Using other health practitioners to support the   


  rotas for example


- ENPs and specialist nurses


- Consultants step down to provide cover


- Other specialities supporting e.g. anaesthetic Drs 


   support resus


- surgical and medical on call doctors based in 


   Emergency Dept


- Acute Care Physician based in Emergency Dept


- Partner agency support e.g. social worker based  


  in ED





			Nursing shortfalls needed daily intervention in order to ensure the appropriate skill mix was in place in the ward environments.


Short notice escalation for staffing, as opposed to block booking agency meant the response was reactive as oppose to being in


a planned way.


			Nursing staff risks, particularly staffing of any necessary escalation capacity would be mitigated by bank, redeployment and agency with support from corporate nursing as necessary.


Staffing needs to be planned in advance to ensure appropriate plans can be put into place in a timely manner. In order to do this, the bank office needed to be integral to the operations centre.





			Reduction of beds on Ward 22 and Ward 25 and the closure of Ward 2 due to staffing, and reduction of beds on Ward B3 and B2 and AMU impacted significantly on the ability to deal with the demand.


			Opening and closing of beds for whatever reason needs to be managed through the operations centre who have the overview of the impact for the sites.





			Although our DTOC’s are lower than the national average at 2% versus 5.2%, we still experience patients waiting for intermediate care beds and some social care packages


			A DToC plan has been drafted with the support and input of system partners. This plan covers both physical and mental health delays and has been developed based on learning from the improvements already made in recent years. The development and implementation of a Discharge to Assess/Home First model will support earlier discharge of those patients that are medically optimised, rather than waiting until they are declared medically fit.


Discharging out of area patients are a particular issue and increased communication with senior management in the out of area localities needs to be daily during winter.


Escalation protocols will be developed with neighbouring CCGs to improve the timeliness of out of area patient discharges.





			In 2016 the patient transport contract was given to a new provider, Thames. There have been problems with Thames being able to recruit into key positions to enable the capacity within the contract to be delivered. This has meant the reliance on the trusts own patient transport (Amvale) which was established for intra-hospital transport.


			The co-ordination of patients awaiting transport in priority order is key under times of pressures and Thames should be integral to the operations centre.


The PTS contract includes provision of an additional Winter Vehicle which can either be a four wheel drive vehicle for periods of adverse weather, or simply an additional vehicle to support increased discharges.





			Response to escalation alerts was inconsistent, it is essential that daily pressure is maintained on all elements of the system throughout the response to purple (OPEL 3) alerts.


			To update surge and escalation policy to reflect Opel, train and implement by 1st November - link into a system escalation.


The response to alerts will be documented, and escalated within relevant areas for non-attendance, and a reminder of what is required in that response and by whom will be undertaken.





			A focus on stranded patients was applied to ensure that any blockages to their management plan proceeding were removed.


			This will be addressed through the roll out of Red2Green, however a daily review will continue to be co-ordinated through the operations centre undertaken by the operational matrons.





			Elective activity was planned to be reduced during peak winter periods such as first the first two weeks of January and this allowed capacity to be identified for some of the surge in demand in a planned way, although this was not sufficient.


			This must be undertaken again in 2017/18.





			Bed stock fluctuations were not modelled in a detailed way last year which in turn didn’t allow the full dialogue with our groups for activity and staffing or our stakeholders for community solutions.


			This needs to be modelled.





			SPA based nurse triage must be resilient to variations in activity and be able to meet demand and call handling requirements under its own resources. There is a recognition that activity has increased and may well increase further through design as a key part of the NEL Urgent Care response. 


			Work required to support resilient staffing model including specific escalation methods.


Consideration to be given in terms of wider resources available such as Primary Care triage nurses and on the impact of increasing the resources in the GP led CAS function to include evenings as well as weekends





			Dom Care capacity is a recurring problem under high activity conditions. 


			There remains an arrangement for additional commissioned capacity which should be continued. Discharge to Assess is predicted to increase demand on Dom Care capacity and additional capacity for this and for the pressure on multi-carer multi visit packages to be considered before winter as a whole.





			Whilst intermediate Care demand did not meet expected levels through the winter there is a recognition that this was exceptional compared to previous years and that there is a broader potential through Discharge to Assess to increase demand. 


			Intermediate Care capacity should be modelled for next winter to factor these in to ensure there are no DToCs due to capacity and that D2A can be implemented.





			There were high levels of sickness in community services and vacancies with recruitment difficulties


			Focus on recruitment in year. Looking at wider opportunities to flex workforce across roles and improved contingencies for absence through sickness 
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North and North East Lincolnshire A&E Delivery Board Surge and Escalation plan 2017/2018


1
 Introduction



This plan has been developed by the North and North East Lincolnshire A&E delivery board to ensure a consistent approach and better management of system wide escalation, improved planning and preparation for winter 17/18 and clarity of expectations from all partners within the wider system.


2
A&E Delivery Board



The A&E Delivery Board (A&EDB) provides the strategic leadership and operational links across the health and social care system in Northern Lincolnshire.  All partner organisations within the system share co-ordination of planning, integration and delivery of care in order to support the delivery of safe, responsive, effective, high quality accessible services which are good value for money. 



The A&EDB is supported by workstream groups, each with a nominated Senior Responsible Officer.  



Aims of the plan


The key aims of the plan are:- 



· To provide a consistent set of escalation levels, triggers and protocols.



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


· To provide a whole system proactive response to surge pressures across health and social care which may impact on service provision and adversely affect patient experience, safety and outcomes.



· To outline risks and associated mitigation to secure capacity and maintain quality of care during periods of increased activity/peaks in demand.



· To ensure the plan is relevant to all patients irrespective of age, disability, gender, faith and belief, race and sexual orientation. Participating organisations will ensure that diverse needs of the community are appropriately assessed in response to surge and escalation situations.



· To ensure, through co-ordinated communication and marketing, that our public are informed to make the right choice when accessing health and social care services and where necessary ensuring timely messages to warn partners and our public of any issues that impact on health and social care services.


3
A&E Delivery Board Escalation Process


The CCGs, in partnership with organisations across the North & North East Lincolnshire A&EDB footprint, have developed an Escalation Framework, in line with the national framework which details the agreed triggers and reporting of different levels for surge and escalation across the system. 


Each organisation has identified triggers for determining their own OPEL level, and actions to complete when either their organisation or the system is has declared a specific OPEL level. These are detailed below. Organisations must assess the pressures on their serives and determine their organisational OPEL level, and declare that during the resilience calls. If an organisation escalates to an increased OPEL Level and no call is planned for that day, they should escalate directly to their Commissioner. 


4
North and North East Lincolnshire A&E Board Escalation and De-escalation Plan 2017/2018


			
A&E Delivery Board system










			Escalation Level


			OPEL 1


			OPEL 2


			OPEL 3


			OPEL 4





			Range


			All partner organisations reporting Level 1 



No more than 1 organisation at Level 2





			2 organisations at  Level 2 



No more than 1 organisation at Level 3


			2 organisations at Level 3



No more than 1 organisation at Level 4


			2 organisations or more declaring Level 4





			Definition 


			Low pressure across A&E Delivery Board area, relevant actions taken in response if deemed necessary, no support required.


			Moderate pressure across A&E Delivery Board area, performance deterioration, escalation actions taken in response, support required.


			Severe pressure across A&E Delivery Board area, significant deterioration in performance and quality, majority of escalation actions available are taken in response, increased support required.





			Extreme pressure across A&E Delivery Board area, risk of service failure, all available escalation actions taken and potentially exhausted, extensive support and intervention required.





			Organisation 


			Acute Hospital Services





			


			Triggers


			Triggers


			Triggers


			Triggers





			NLaG






			1. Current ECS at or > 95%.



2. Bed occupancy < 87%



3. <35 pts in A&E



4. No patients breaching 12 hour trolley wait; first breach is within 6 hours.



5. 2 resuscitation bays available at each site.



6. ED cubicle occupancy at 80% or less.



7. Ambulance Handover is <15 mins.



8. No ambulance queue 



9. Bed occupancy on AMU/CDU is 90% or less.



10. Admission capacity greater than demand 



11. Elective work proceeding as planned.



12. All outliers are between 5% and 10% of total inpatient population



13. No closures due to infection control measures


14. Critical care beds occupancy at 80% or less



15. Potential for small deficit in male or female bed capacity.



16. DToC level <5% of inpatients



17. Patient transfer standard to ward within 30 minutes.



18. Medical staff in ED – no concerns any gaps covered.



19. Nurse staffing – no concerns, and any gaps covered



20. Community capacity available.


			1. Current ECS at 90% - 95%.



2. Bed occupancy 87%-93%



3. 35-40 No pts in A&E



4. No patient breaching 12 hour trolley wait; but first breach is within 2 hours.



5. Only 1 resuscitation bay available on either site.



6. ED cubicle occupancy at 90% or less.



7. Ambulance handover is >15 mins but <30 mins.



8. Ambulance inbound and queue is up to 3 in total.



9. Bed occupancy on AMU/CDU is at 95% or less



10. Admission capacity equivalent to demand based 



11. At least 1 routine non urgent elective surgery patient cancelled due to lack of bed capacity.



12. Medical outliers are >10% of total patient population.



13. Reduction in bed capacity (1-2 bays) due to infection control measures.



14. Critical care beds occupancy at 80-90%



15. Male & Female capacity is unavailable currently but plan to resolve in next 30 - 60 minutes.



16. DToC level is between 5-10% of inpatients.



17. Patient transfer standard exceeds 45 minutes.



18. Medical Staff in ED – gaps identified with plan to mitigate.



19. Nurse staffing shift gaps identified with plan to mitigate.



20. Community capacity available but delays to transfers of patient.





			1. Current ECS at 80% - 90%.



2. Bed occupancy 93%-98%



3. 40-50 pts in A&E



4. One patient breaching 12 hours 



5. Resuscitation bays full on either or both  sites but plan formulated to move patients out.



6. ED cubicle capacity is at >90% with ambulances queuing. 



7. Ambulance handover is >30 mins but <60 mins.



8. Ambulances inbound and queue up to 6 in total.



9. Bed occupancy on AMU/CDU is at 100%; risk of queue and delay to transfer from ED with no foreseeable improvement in the next 4 hours.



10. Predicted admissions significantly exceeds capacity, escalation areas in use.



11. More than 10% of routine non-urgent elective surgery cancelled 



12. Medical outliers are over 20% of total inpatient population



13. Reduction in bed capacity (3-4 bays) due to infection control measures.



14. Critical care beds 90%+



15. Male or Female bed capacity is unavailable with no plan to resolve within next 30 to 60 minutes.



16. DToC level is between 10-20% of inpatients.



17. Patient transfer standard exceeds 60 minutes.  



18. Medical Staff in ED –Gaps causing delays in assessment/treatment.



19. Nurse Staffing - Shift gaps identified, no mitigation plan.



20. Community capacity under pressure across system – delays transferring patients to Community.


			1. Current ECS at 80% or less.



2. Bed occupancy 98%-100%



3. 50+ pts in A&E



4. Multiple patients breaching 12 hours. 



5. Resuscitation bays full and no plan to move patients out.



6. ED cubicles all fully occupied and significant ambulance queue building.



7. Ambulance handover is >60 mins.



8. Ambulance inbound and queue is up to 9 in total.



9. Bed occupancy on AMU/CDU is at 100%; significant backlog of patients waiting beds.



10. Predicted admission demand significantly exceeds capacity & all escalation capacity used.



11. All routine elective surgery cancelled for the next 24 hours.



12. Medical outliers are over 30% of total inpatient population



13. One ward closed due to infection control measures.



14. Critical care beds & escalation areas full, network transfers required.



15. Male and female bed capacity unavailable.



16. The delay of Medically Fit for Discharge patients is 20% or more of inpatients.



17. Patient transfer standard exceeding 90 minutes.



18. Medical staff in ED – significant gaps causing delays in assessment & treatment and possible impact on patient safety.



19. Nurse Staffing – Significant shift gaps no obvious plan to cover shortfall leading to severe risks of safety and dignity.



20. All escalation Community capacity open and full.








			


			Actions


			Actions


			Actions


			Actions





			


			· Ensure early senior review of patients (SAFER).



· Plan to reduce Medically Fit For Discharge with a delay.



· Daily discussions with social work teams regarding discharges



· Ensure Discharge Lounge is being fully used.



· Identify patients to be out lied to maintain 90% occupancy on admission units (AMU and CDU).



· Directorates to confirm all EDDs are accurate. 



· Directorates to confirm all DNs for patients being discharged within 24 hours are completed; escalate to senior medical teams where necessary.



· Confirm Pharmacy is prioritising all TTOs planned for next 24 hours.



· Ensure Infection Prevention Team update Bed Managers regards any bed closures.



· Workforce – cover gaps any identified gaps.



· Patient Flow Manager/ operations manager to dial into the ‘System Call’ – Mon & Fri at 1030.


· Ensure Matron for staffing escalates any gaps to ADN for immediate action.






			Ensure all level 1  actions are taking place, in addition:



Ensure every consultant team is contacted to ensure every patient who is fit for discharge or who has reached their EDD or could be managed outside of acute bed is reviewed. 



· Ensure all community capacity is filled.



· Ensure care packages and care home placements re-ablement/intermediate care is being expedited through liaison with social services.



· Ensure all stranded patients are reviewed



· Ensure Matron for staffing escalates any gaps to ADN for immediate action.



Plan to reduce DToC to below 10% articulated at bed meeting - Discharge Liaison team to liaise with external agencies to expedite plans for DToC



During hours: The Bed Manager shift co-ordinator ensures that all actions are taking place and that the patient flow manager is kept informed. Senior operational team members are also informed.



Out of hours: •
The 1st On Call out of hours will contact the hospital Bed / Duty Managers at 16:30 to receive an overview of the hospital. Bed managers to contact the 1st on-call at 21:30 if they need to raise any issues or escalate concerns (or earlier if needs arise)



.






			Corporate operational team member present at all meetings.



Out of Hours, assessment by 1st On Call in discussion with Bed Managers as to whether presence and management support to Bed Managers is required on site.



Bed Managers are to ensure all level 1 & 2 actions are taking place, in addition:



· Seek assurance that Board Rounds are taking  place in all specialties and sub-specialties AM and PM (called immediately where required) to confirm and challenge discharge status of all patients led by Clinical Director /Clinical lead or on-call Consultant.



· Ensure Specialty medical teams attend ED (Acute Physicians, Orthopaedics etc.) to assess all patients under their care and discharge/clerk/post take.



· Ensure all staff in each Directorate are made aware OPEL score and actions.



· Review non-urgent elective admissions and consider cancelling any that have to come into main bed base for the next 24 hours.



· Ensure Deputy Chief Operating Officer (Or Nominated Lead) commences urgent discussions with CCG and Partner organisation to support stepping DToC into appropriate out of hospital facilities.



· Ensure ED consultants identify and document patients in ED who are safe to admit directly to non-acute admitting wards (e.g. ESA).



· Ensure Directorates identify all delays in clinical diagnostics and resolve issues.



· Ensure speciality teams are present at operational meetings.



· Consider cross-site liaison (via conference call) to discuss mutual aid where appropriate.



· Liaise with Communications team to instigate appropriate communications to support public awareness of capacity challenges.



· Ensure Community Services and discharge Liaison team forecast transfer capacity for next 24 hours.



· Engage with IPC team to re-evaluate current advice and identify possible variations to improve patient flow.


· Ensure Matron for staffing escalates any gaps to ADN for immediate action.



· In-hours Bronze and/or Silver Command to inform ROC of severe pressure – out-of-hours 1st On Call. Request EMAS Clinical Supervisor presence at ED 


· Consider options for Ambulance divert.


			Bed Managers are to ensure all level 1, 2 & 3 actions are taking place, in addition:



· Ensure additional senior reviews take place, where feasible cancel all non-DCC activities for consultant level staffing and convert to inpatient DCC PAs.



· Consider cancelation non-essential clinical activity (e.g. SPA, non-urgent OPD clinics).



· Consider cancellation of all non-urgent elective admissions for the next 48 hours.



· Executive level escalation (COO or nominated Exec) to CCG and Partner organisations to support immediate purchase of out of hospital capacity and step down DToC patients.



· Liaise with clinical diagnostics and support services to shift all routine activity and transfer capacity to support inpatient and emergency activity.



· Ensure there is continued communications to support public awareness of capacity challenges in collaboration with partner organisations.



· Ensure Community Services create additional unfunded bed capacity in community bed stock for short term escalation.



· Ensure IPC evaluate all emerging plans to ensure continued satisfactory IPC standards and risk assess and agree plans to significantly vary current control measures to create immediate inpatient capacity.



· Out-of-hours Director on call to consider divert (if not already) of all ambulance arrivals and GP admissions, with EMAS ROC.



· Invoke Pharmacy Contingency Plan and release pharmacy staff from non-essential pharmacy duties.



· All patients with EDD of today (and no clinical change) transferred to Discharge Lounge (Clinical exceptions to be authorised only by clinical director and / or Assistant Director of Nursing).



· All medical patient admissions via GPs to be transferred to ambulatory care for assessment prior to admission. 



· Invoke Full Capacity Protocol.









			Community Services





			


			Triggers


			Triggers


			Triggers


			Triggers





			NLaG 



Care Plus Group






			· Capacity available to meet demand in community teams & District nursing services.



· No expected events or circumstances likely to impact on services.



· No business continuity measures in place.



Good patient flow through community services.


· Routine escalation/partners calls attended twice weekly






			· Some limitations within community across the community teams and district nursing services.



· Single department business continuity plan invoked.



· Infection surveillance suggests impact on health services.



· Loss of a single service.



· Anticipated event or circumstances likely to impact on services.



· Capacity has  been increased to meet some additional demands Access waiting times not always met (therapies)





			· Multiple services/sites implementing business continuity plans.



· Staff shortages across one or more key services.



· Key service (s) – reporting an actual or forecast loss of one or more service for 24hours.



· Cold weather or heat wave plans implemented.



· Infection surveillance suggests impact on health services.



· Anticipated event or circumstances likely to impact on services.



· Capacity in community services reduced – struggling to meet demand.



· Access waiting times increasingly not met (therapies).



· Limitations within community capacity across the whole system.






			· Cold weather/heat wave plans implemented.



· Multiple services implementing business continuity plans for a sustained period i.e.  > 72 hours.



· Key services – actual forecast loss of more than one service for 24 hours.



· Infection surveillance suggests impact on health services.



· Capacity reduced and unable to meet demand.



· Abnormal demand for over 48hrs with no immediate plans to manage/increase capacity.



· Access waiting times increasingly not met (therapies) Internal resources exhausted.



· No capacity available.



· All organisational/system solutions explored









			


			Actions


			Actions


			Actions


			Actions





			


			· Standard Operations Maintained



· Routine escalation/partners calls attended twice weekly






			· Urgent & Routine visits are being triaged.



· Standard operational procedures apply.



· Internal comms to advise of position and actions required






			Community Actions – level 2 plus: 


· Urgent and routine visits are being prioritised. Some visits are being cancelled and rebooked.



· Review and delay (where safe to do so) all routine community nursing visits/activities – to create short term additional capacity.



· Implement flexible working strategies where feasible. 






			Community Actions – Level 2 & 3 plus:



· Community presence at NLaG Ops centres to support the Acute Trust if OPEL 4.



· Urgent Visits only being undertaken by community teams.



· Review and delay (where safe to do so) all routine community nursing visits/activities – to create short term additional capacity.



· Implement flexible working strategies where feasible across wider group of agencies to increase capacity.



· Consider mutual aid and providing support to acute trust to deliver inpatiant care. 





			Emergency Ambulance Service





			


			Triggers


			Triggers


			Triggers


			Triggers





			EMAS





			· Red 1 or Red 2 8 minute over 75%, Red 19 minute over 95%



· Hospital Ambulance Handovers average less than 15 minutes


			· CMP 1 or CMP 2



· Upto 20 red and G1 calls or up to 55 calls of any trigger category being held



· Hospital Ambulance Handovers  average 15-30  minutes 


			· CMP 3



· Prolonged period of demand (not spike) or more than 70 calls being held


· Hospital Ambulance Handovers  average 30-60  minutes 


· Public Events are having an impact


			· CMP 4



· Major incident declared and all other actions failed to mitigate the circumstances.



· Hospital Ambulance Handovers  average over 60  minutes



· Public Events causing major disruption





			


			Actions


			Actions


			Actions


			Actions





			


			· Standard Operations Maintained



· Routine escalation/partners calls attended twice weekly






			· Clinical Supervisor/HALO to liaise with ROC and ED Nurse in Charge.



· CS/HALO to support the management of any actions agreed following discussions between EMAS and ED.



· CS/HALO and ROC to keep a log of all discussions and actions taken.






			· Ensure agreed  Level 1 & 2’ actions have been implemented


· Consider divert/deflect requests with NLaG


· Deploy HALO/ Clinical supervisor to ED



· Escalation by the ROC to EMAS Silver On-Call



· ROC/ Silver On-Call to escalate to Hospital On-Call Manager and CCG On-Call Director



· HALO and ROC to keep a log of all discussions and actions taken



· HALO to provide welfare support to EMAS staff.


			· Ensure any agreed actions from Level 3 have been implemented.



· Escalation by EMAS Silver On-Call to EMAS Gold On-Call.



· EMAS Gold On-Call to liaise with the Hospital and CCG On-Call Directors to keep them appraised of the on-going situation and the consideration of a divert.



· EMAS Gold On-Call to notify NHSE.



· HALO and ROC to keep a log of all discussions and actions taken.


· Implement required Diverts/Deflects








			NHS 111





			


			Triggers


			Triggers


			Triggers


			Triggers





			Yorkshire Ambulance Service (YAS) 





			· Call volumes within expected levels and standards consistently being met



· Call abandon rate <5% (average call answer of up to 3 minutes)



· Call answering between 100% and >75%



· <15 calls in queue per clinical advisor (average 0-4 hours) 


			· Call abandon rate >5% - 12%  (average call answer of between 3 and 6 minutes)



· Call answering between <75% - >55%



· 15-20 calls in queue per clinical advisor (average of 4-8 hours)






			· Call abandon rate >12% -20% (average call answer of between 7 and 10 minutes)


· Call answering <55% - 35%



· 25-35 calls in queue per clinical advisor  (average call back 8-12 hours) 


			· Call abandon rate >20% 


· Call answering <35%



· > 35 calls in queue per clinical advisor (average call back over 12 hours)





			


			Actions


			Actions


			Actions


			Actions





			


			· Standard Operations Maintained






			· Salutation message 3 activated (consider use of message 4 and message 6



· Request staff due on shift attend early, consider overtime, use clinicians to front end, consider stopping annual leave. 



· Consider use of YAS reserve staff fir a number of days if sustained pressure and likely to escalate to Level 3



· Use senior clinical floor walkers and pharmacists



· Consider asking OOHs providers to accept under 1’s and over 75s from queue



· Staff comms



· Broadcast email to OOHs providers  and instigate conference calls



· If pressure expected to continue for more than 3 hours and escalation to level 3 likely, inform commissioners


			· Automatically activate salutation message 4



· If service at risk of failure consider requesting national support through mutual aid from other 111 providers 



· Request approval from lead commissioner to activate direct transfer of all under 5s and over 75s



· Discuss with lead commissioner invoking wider BC including direct transfer of all calls on clinical queue to GP OOHs providers



· Request assistance from YAS clinical/ support reserve pool via ROC



· Comms to staff



· Advise YAS gold command and request attendance on site. 



· Broadcast email to OOHs providers  and conference calls



· Consider with YAS Gold command major incident standby or declare


			· Consider transferring a percentage of calls through mutual aid to other 111 providers



· Consider use of reduced pathways assessment



· Comms to staff



· Broadcast email to GP OOHs and conference calls



· Advise lead commissioner on call



· Update YAS Gold command – Major Incident declaration





			GP OOHs





			


			Trigger


			Trigger


			Trigger


			Trigger





			Core Care Lincs


NLaG





			Service delivery fully supported and offering conditions which don’t result in service delivery interruption or failure






			· GP OOHs demand increased up to 25%, considerable breaches in triage, increased number of home visits.



· Minor operational service delivery incidents or environmental conditions  which offer operational inconvenience but are not expected to create significant effect on service delivery level and can be presently managed by local management and staff but need to be continually reviewed for potential escalation.






			· GP OOHs demand increased by 40%, frequent breaches in triage, increased number of home visits.



· Any operational/environmental condition or clinical event which has reduced the capacity to provide expected service delivery and may have the capacity to escalate to level 4



· Any short term or intermittent failure of service delivery from telephony or Information technologies, both hardware and software, which s considered to have the potential of escalating to level 4.






			· GP OOHs demand increased and depleted workforce.



· Serious incident/environmental condition causing significant failure of any operational service delivery activity at any Vocare site.



· Long term failure of service delivery Telephony or Information Technologies, both hardware and software.



· Severe loss of key service personnel or logistical support through loss of support vehicles, fuel deprivation or extreme weather.



· Severe failure of service delivery due to overwhelming clinical events.





			


			Actions


			Actions


			Actions


			Actions





			


			· Standard Operations Maintained



· Routine escalation/partners calls attended twice weekly






			· On-call manager contacted to liaise with acute site managers and ECC Team Leaders.



· On-call manager assess capacity in other services to determine if remote support can be provided.



· A&E Divert process to be used appropriately (where available) to manage patient numbers. 



· Regular correspondence with SPAs



· Discussions with ECC Team Lead and Site Manager to ascertain whether temporary closure to walk in patients could be supported by the ECC



· Explore potential for relocation of GP capacity from other service areas


			· All actions from level 2



· Clinical Directors informed and regularly updated



· Business continuity plans initiated as appropriate



· On-call manager to seek assurance that contact has been made with NHS111 and contingency plans are in place.



· Regular contacts maintained with Trust Leads to review to situation and required actions.



· Additional capacity identified if approved by commissioners.


· Notification and on-going communication with SPAs 


			· All actions from level 2 & 3



· On-call manager presence on-site



· Clinical Director presence on-site



· Daily/Hourly escalation calls with commissioners



· Engagement with Primary Care colleagues and Community Services


· Engagement with EMAS to establish any joint working to reduce patient flow to the affected services.





			Patient Transport Services





			Thames 


			Trigger


			Trigger


			Trigger


			Trigger





			


			Capacity available to meet demand


No issues with staff levels or vehicle availability 


			· Workforce - gaps identified with plan to mitigate.


· Vehicle issues with plans in place to mitigate



· More than 1 hour delay in planned discharge transport or in planned outpatient collections from acute services


			· Workforce - gaps identified with no plans in place to mitigate



· Vehicle issues with no plans in place to mitigate



· Significant delays in planned discharge transport or in planned outpatient collections from acute services


			· Demand is greater than capacity



· Adverse weather resulting in capacity problems





			


			Actions


			Actions


			Actions


			Actions





			


			· Standard Operations Maintained



· Routine escalation/partners calls attended twice weekly






			· Utilise staff across all areas of service to maintain discharges. 


			· Where elective activity is cancelled by the trust, utilise the planned transport capacity to support discharges 


			· Where elective activity is cancelled by the trust, utilise the planned transport capacity to support discharges



· Support the trust to move patients between sites. 





			Mental Health Services





			


			Trigger


			Trigger


			Trigger


			Trigger





			Rotherham, Doncaster and South Humber NHS Trust


NAVIGO


			Services operating as normal no disruption






			· Lack of bed capacity resulting in out of area placements



· Workforce – gaps identified with plan to mitigate but not all gaps covered.






			· Lack of bed capacity resulting in > 3 patients being placed out of area with no discharges expected within the next 24 hours



· Workforce  – significant gaps causing delays in assessment/treatment. Shift gaps identified, no mitigation plan.






			· Lack of bed capacity resulting in >5 patients being placed out of area with no discharges expected within the next 24 hours



· Workforce  – significant gaps causing delays in assessment/treatment. Shift gaps identified, no mitigation plan








			


			Actions


			Actions


			Actions


			Actions





			


			· Standard Operations Maintained



· Routine escalation/partners calls attended twice weekly






			· Community MH Service teams to support acute inpatient units through supported discharge and avoided admission. 






			· Community MH teams to support people at home to avoid admission and support early discharges



· DToC conference call to discuss delayed discharges to facilitate discharge planning, and bring forward all appropriate discharges. 






			· Community MH teams to support people at home to avoid admission and support early discharges



· DToC conference call to discuss delayed discharges to facilitate discharge planning, and bring forward all appropriate discharges. 









			Social Services





			


			Trigger


			Trigger


			Trigger


			Trigger





			North Lincolnshire Council


FOCUS






			Adult social care services are operating at a ‘Normal state’. 



This is measured by:



· Enquiries to the Access team/ SPA are being managed effectively 



· Response to initial contacts is timely within the Access team


· Social care referrals are allocated to CST/ HIT or Home teams and locality teams and are actioned in a timely manner (low level of unallocated requests for assessments in the system).



· Social care assessments and are started in a timely manner.  (48 hrs.)



· Social care reviews are undertaken within timescales dictated by statutory guidance (proportion of overdue reviews is to a minimum).



· Hospital Assessment Notifications are responded to within a working day.



· Mental Health Act Assessments are undertaken within timescales dictated by legislation.



· Safeguarding alerts are responded to and investigations completed in line with Adult Safeguarding Procedures.



· Assessments for adaptations and equipment are responded to and completed in a timely manner.



· Demand is broadly at expected levels and being managed effectively. 



Demand is measured by;



· Number of contacts with the Access team/ SPA


· New contacts for social care assessments and intervention.



· Hospital Assessment notifications and Hospital Discharge notifications.



· Request for Mental Health Act assessments.



· Requests for DoLS.



· Safeguarding contacts.



· Requests for adaptations and equipment assessments.



· Staffing levels are satisfactory and workload is considered acceptable. 



· There is resource availability within CST/ HIT or HOME seams, domiciliary care, residential and nursing care across Northern Lincolnshire (in house and independent sector).



· There are no significant demands on the service, due to weather, planned/unplanned events, and technology, resource or infrastructure issues. 



· Adult Social Care is performing well against Adult Social Care Outcome Framework Measures (ASCOF).



· There are no relevant Business Continuity Issues



There are no Serious Incidents that need escalating to Director Level.


			Adult social care is experiencing moderate pressure in two or more of the following areas or significant pressure in one of the following areas



· Demand - there is an increase in demand in respect of  one or more of the below:



· Contacts to the Access team


· Referrals to CST/ HIT or HOME teams and locality teams  



· Increase in number of Hospital Assessment notifications and Hospital Discharge notifications impacting on DToC levels


· Request for Mental Health Act assessments



· Requests for DoLS



· Safeguarding alerts



· Requests for adaptations/equipment assessments



· Workforce



· Staffing levels affected by a mixture of short and long term absences. Skill mix imbalanced. Workload is increasing.



· Delay in assessment of more pressing community cases.



· Resources - becoming stretched with reduced capacity:



· Reducing vacancies in residential homes (occupancy levels at 95%). 


· Reducing vacancies in nursing homes (occupancy levels at 95%). 



This could be in part as a result of suspensions due to contract compliance/CQC issues, staffing levels. (Beds can still be found within Northern Lincolnshire, however may not be in the clients locality.)  



· A shortfall in domiciliary care either in two or more geographical areas within Northern Lincolnshire 


· Increased numbers of hours/packages unavailable in a smaller number of areas.



· Increased numbers of hours / packages of care for generic home care being picked up by CST/ HIT or HOME team due to lack of availability


· Reablement bed occupancy up to 95% in dedicated beds, 



· Some residential homes affected by D&V winter flu affecting new admissions and discharges from hospital. 



· Major Incidents - there are some demands on the Service in pockets of Northern Lincolnshire due to issues relating to weather, public health, planned/unplanned events, technology or infrastructure. 


· There are no relevant Business Continuity Issues



· There are no Serious Incidents that need escalating to Director Level   






			Adult social care experiencing severe pressure on services as a result of an increase in multiple factors below.



· Demand – there is sustained pressure in a number of the below areas.



· New contacts for social care assessments and intervention.



· Unable to respond to Hospital Assessment notifications - teams working from Hospital Discharge notifications.



· Request for Mental Health Act assessments



· Safeguarding alerts.



· Requests for DoLS exceed normal working capacity.  



· Requests for adaptations/equipment assessments 



· Requests for moving and handling assessments and for people at the end of their life prioritised,



· Delays in assessment of all community cases- unable to respond to legislative and statutory requests.



· Delays in hospital discharges impacting on DToC levels.



· Workforce - Staffing levels affected by a mixture of short and long term absences in a number of teams. Skill mix imbalanced. Workload at capacity. 



•   Resources - Resources are reaching total capacity. 



· Further reduction in vacancies in residential homes (occupancy levels at 98%).



· Further reduction in vacancies in nursing homes (occupancy levels at 98%).



· Further increased shortfall in domiciliary care in most geographical areas within Northern Lincolnshire. 



· Further increased shortfall in CST/ HOME or HIT team availability in most geographical areas within Northern Lincolnshire. 



· Reablement beds up to 100% capacity with people placed in additional residential beds to provide extra capacity. 


· Increasing number of residential homes affected by D&V/ winter flu reducing new admissions and discharges from hospital. 



•   Major Incident (in one geographic area) - impact on service delivery and workload as a result of an unplanned events- e.g. weather/ public health/ care home closure. 



• Partner agencies also operating at critical levels.






			· Adult social care is unable to safely fulfil its statutory duties in respect of assessment and provision of services as a result of a significant increase in the below factors.



· Demand – Demand is exceptionally high in a number of the below areas.



· New contacts for social care assessments and intervention.



· Unable to respond to Hospital Assessment notifications - teams working from Hospital Discharge notifications



· Request for Mental Health Act assessments.



· Safeguarding alerts.



· Requests for DoLS exceed normal working capacity 



· Delays in assessment of all community cases - unable to respond to legislative and statutory requests.



· Significant delays in hospital discharges attributable to adult social care impacting on DToCs


· Workforce - Staffing levels severely reduced in the majority of teams. Skill mix imbalanced. Workload exceeding capacity for a foreseeable period. 



· Resources –



· Resources are reaching total capacity. 



· Very limited vacancies in all care homes (occupancy levels at 99% or above). It is unlikely that care can be purchased that meets people’s needs from the point of view of choice, location and cost 



· Shortfall in domiciliary care in all or majority of geographical areas within Northern Lincolnshire. 



· No CST/ HIT or HOME team availability in all or majority of geographical areas within Northern Lincolnshire. 



· Reablement beds up to 100% capacity with large number of people placed in additional residential beds to provide extra capacity. 


· Substantial number of residential homes (over 33%) affected by D&V/ winter flu stopping new admissions and discharges from hospital. 



· One or more Major Incident (or one incident covering more than one district area) - Impact on service delivery and workload significant as a result of unplanned events- e.g.: weather/ public health/ care home closure. 



· Partner agencies also operating at critical levels.



· Adult social care has received notification that its current status is negatively impacting on other external organisations’ ability to deliver their services. 





			


			Actions


			Actions


			Actions


			Actions





			


			· Business as usual.


· Staffing levels including skill mix within teams monitored by team managers.


· Requests for assessment and intervention monitored and managed within teams by team managers.


· Domiciliary care availability monitored by team managers.


· Residential and nursing beds monitored by team managers.


· Availability of reablement beds monitored by team managers 


· Capacity within CST/ HIT or HOME teams monitored by team managers.





			Dependant on the nature, time frame and extent of the increased pressure some or all of these actions may be implemented. 



· Increased monitoring of vacancies in residential nursing and homecare. 



· Review incoming demand to support individuals at high risk in the community and for hospital discharges.


· Prioritise requests for assessments by stacking non urgent community assessments.


· Prioritise CST/ HIT or HOME team throughput  


· Consider increasing reablement bed capacity where possible. ( Subject to staffing levels)


· Alert status of acute trusts shared with teams- to focus on supporting ALL discharges.



· Inform CCG of pressure levels


· During twice weekly telecalls, identify the specific support required from other agencies, if any.



· If pressure sustained, telephone call to CCG emergency care leads, in affected areas to discuss support from partner agencies.



· Independent Care Homes /Domiciliary services notified of status to facilitate more timely assessments.



· Hospital and Care Management Teams prioritise Discharge Notices and any discharges identified as delayed and attributable to social care.



· Senior managers notified to consider alternative staffing options including agency workers, additional hours and redeployment of staff across the service and county.


· Implement relevant actions to respond to issues and incidents, including those relating to weather, public health, planned/unplanned events, technology or infrastructure.






			· Implementation of Business Continuity Plans in one geographic area or service.



· Focus on delivery of critical functions as identified in Business Continuity Plans and statutory work.



· Possible redeployment of staff to teams from around Norther Lincolnshire to meet demand/ deliver service in other areas


· Decision to be made regarding streamlining processes at discharge and assessment. 


· Increase domicillary support where available to prevent admissions


· Review intermediate care patients to bring forward discharges to create capacity for hospital transfers if required


· Partner agencies and authorities asked to commission step down beds for Northern Lincolnshire residents med-fit but awaiting care package


· Consideration given to cancelling staff training/leave in affected areas.


· Consider use of voluntary sector to support people at home





			Severe pressure  actions (above), and in addition dependant on the nature, time frame and extent of the extreme  pressure some or all of these actions may be implemented :


· All Training cancelled and annual leave cancelled where possible.


· Staff re-deployed to support all discharges and to safely support people in their own homes



· Use of Voluntary sector support








			Clinical Commissioning Groups (CCGS) Including General Practice





			


			Trigger


			Trigger


			Trigger


			Trigger





			NL CCG 


NEL CCG


			· No Business Continuity Plans invoked 



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



· No expected events or circumstances likely to impact on services



· Cold weather/Heatwave Level 0-1  - Normal Conditions






			· More than 1 provider organisation Business Continuity Plans invoked



· GP demand unable to be met by ordinary increase in appointment availability for 48 hours



· Actual or forecast loss of more than 1 service for 24 hours – primary, acute, community or mental health services



· Anticipated events or circumstances likely to impact on services



· Cold weather/Heatwave Level 2  - Severe weather or Heatwave is forecast






			· More than 1 provider organisation Business Continuity Plans invoked



· GP demand unable to be met by ordinary increase in appointment availability for 96 hours



· Actual or forecast loss of more than 1 service for 24 hours – primary, acute, community or mental health services



· Anticipated events or circumstances likely to impact on services



· Cold weather/Heatwave Level 3   - Severe weather or Heatwave action required.






			· Several organisations Business Continuity Plans invoked



· GP demand unable to be met by ordinary increase in appointment availability for > 7 days



· Actual or forecast loss of more than 1 service for 7 days – primary, acute, community or mental health services



· Significant loss in staff numbers where this will result in inability to meet forecasted demand



· Actual event or circumstances likely to impact on services.  



· NHSE/external support for mutual aid requested



· Cold weather/Heatwave Level 4 – Major Incident – emergency response





			


			Actions


			Actions


			Actions


			Actions





			


			· Dial into twice Weekly NHSE teleconference call 12 noon on Mondays and Fridays (See operational arrangements in section …)



· CCG Winter Lead to chair twice weekly call with partners:-



· Data is used to populate the Dashboard which is circulated to Winter Group contacts and A&E Delivery Board.



· CCGs Monitor daily SitRep data from acute Trust


			· Co-ordinate communication and escalation across the local health economy.



· CCGs instigate joint twice weekly call with Health & Social Care partners in order to:-



· Assess current risks and pressures



· Identify scope for mutual support



· Agree actions required 



· Assess risks of further escalation



· CCGs to brief wider partners including Primary Care, NHSE as required.


At OPEL 2, CCGs will continue with twice weekly (Mon & Fri) system calls but may escalate to more frequent if needs arise in order to:  



· Assess current risks and pressures.



· Identify scope for mutual support.



· Agree actions required.



· Assess risks of further escalation.






			· CCGs to instigate joint daily call with Health & Social Care partners in order to:-



· Proactively lead the A&E Delivery Board response to pressure surges on a day to day basis 24/7



· Assess current risks and pressures



· Identify scope for mutual support



· Agree actions required 



· Assess risks of further escalation



· Actively plan further contingency arrangements



· Ensure NHS11 DOS is kept up to date in respect of any changes to capacity



· CCGs to inform wider partners, including GPs, NHSE and the public of the current system-wide status and recommend alternative care pathways 


· Expedite additional available capacity in primary care, out of hours, independent sector and community capacity.


At OPEL 3, CCGs will instigate system wide daily call at 1030 with Health & Social Care partners in order to:



· Proactively lead the A&E Delivery Board response



· Assess current risks and pressures



· Identify scope for mutual support.



· Agree actions required 



· Assess risks of further escalation



· Actively plan further contingency arrangements



· Ensure NHS11 DOS is kept up to date in respect of any changes to community capacity



CCGs will inform wider partners, NHSE and the public as necessary.





			· CCGs to notify NHSE of the system-wide alert status and involve them in decisions around support from beyond local boundaries.



· CCG to  instigate joint  twice daily calls with Health & Social Care partners in order to:-



· Proactively lead the A&E Delivery Board response to pressure surges on a day to day basis 24/7



· Assess current risks and pressures



· Identify scope for mutual support



· Agree actions required 



· Assess risks of further escalation



· Actively plan further contingency arrangements



· Ensure NHS11 DOS is kept up to date in respect of any changes to capacity



· CCGs to inform wider partners, GPs, NHSE and the public as necessary


At OPEL 4 CCGs will maintain daily call (but may increase to twice daily) with Health & Social Care partners in order to:



· Proactively lead the A&E Delivery Board response to pressure surges on a day to day basis 24/7



· Assess current risks and pressures



· Identify scope for mutual support



· Agree actions required 



· Assess risks of further escalation



· Actively plan further contingency arrangements



· Ensure NHS11 DOS is kept up to date in respect of any changes to community capacity



CCGs to inform wider partners, NHSE and the public as necessary.



NHSE may consider activation of Incident Response Plan and mobilisation of Incident Co-ordination Centre to bring together Commissioners in order to:



· Agree joint plans 



· Co-ordinate communications across the NHS, partners and public



· Monitor situation wider than single health economy





			A&E Delivery Board


			Coordination of Calls/Actions  and updates to NHSE





			Coordination of Calls/Actions  and updates to NHSE


			Coordination of Calls/Actions  and updates to NHSE


			Coordination of Calls/Actions  and updates to NHSE








5
Partner’s roles and responsibilities 



Detailed below are the roles and responsibilities for:-



CCGs



· Coordinate the planning for surge and escalation through agreed arrangements with A&EDB.



· Update the A&EDB Senior Responsible Officer for System Resilience on the current System OPEL level. The CCG leads will work with the SRO to manage system escalation and resilience. 



· Proactively lead the local response to pressure surges, on a day to day basis (both in and out of hours) with the aim of facilitating mutual support and achieving system de-escalation. This includes liaison with inter-dependant and contracted partners. 



· Establish robust processes to gather and share relevant information to inform the system awareness and response. 



· During periods of NHS England coordination, ensure that the actions requested or endorsed are carried out on the ground, and to escalate to NHS England any problems or barriers to completion



· Ensure that significant events e.g. 12 hour trolley breaches, ambulance diverts, etc are reported quickly and investigated.



· Ensure that learning throughout winter and other periods of high demand is captured and available for evaluation to inform ongoing winter planning and preparedness.



NHS England 



· Share timely and relevant information regarding pressure building elsewhere outside the A&EDB area that may impact on local services 



· Establish a process cascading Weather Alerts (levels 2–4) to all relevant organisations 7/7



· Provide advice to the CCGs on the handling of escalating situations, if requested



· Brief non-NHS partners on issues likely to attract media attention through pressure surge conditions



· Implement coordination arrangements as outlined herein, ensuring that actions across Yorkshire and the Humber are taken in a co-ordinated and timely manner



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



· To inform CCGs of any reported pressures in primary care (excluding CCGs with full delegation of primary care responsibilities)



Primary Care



· Provide information around early warning of flu pandemic, respiratory illness and other states diagnostic of building pressure in the system


· Maintain access to primary care services throughout busy periods or highlight issues to other system partners for information.


Partners 



· Share timely and relevant information regarding pressure building in the local system



· Provide system support/response during periods of escalation 


Executive Sub-group (resilience)



· Provide monitoring and assurance to the A&E Delivery Board and regulators



· Provide leadership of integrated response to pressure in the system. 



· Manage escalation 



· Ensure delivery of all agreed measures detailed in the plan. 



6
System Operational Arrangements 



Each organisation is responsible for declaring their Escalation Level as part of the communication and reporting process. It will be the responsibility of the A&EDB (or representatives of the A&EDB) to define and declare the system Escalation status. Where it has been agreed that the A&EDB is at level 3 or above the CCGs will facilitate daily teleconference calls to agree what mutual aid is available and the actions to be taken in order to achieve de-escalation and increased resilience as quickly and effectively as possible. Where the A&EDB is deemed to be at a high level 2 with increased risk of escalation to level 3, the CCGs will also consider moving to daily calls. 


During the winter period November 2017 to March 2018 the following system operational arrangements are in place. These arrangements may be brought forward or extended dependent upon system pressure at the start and end of winter. 


			Day 


			Delivery Board System Calls/Updates 






			Delivery Board (CCGs) to Join Teleconference with NHS England


			Delivery Board Exception Reporting





			Monday 


			10.30am all partners call to be chaired by CCG


Freephone: 0800 032 8069


Chair: 17402625## 



Participant: 24173325#









			12.00 noon to be Chaired by NHSE Freephone:    0800 917 1950     



Participant:    71642787# 


			No sit rep required as information provided on call 





			Tuesday 


			10.30am (Hospital sites and CCG only unless daily calls in place)



Call to be chaired by CCG



Freephone: 0800 032 8069



Chair: 17402625## 



Participant: 24173325#


			


			By 12:00noon Each Delivery Board to provide daily update via the england.yorkshire-oncall@nhs.net detailing risks and issues along with mitigating
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			Wednesday 


			10.30am (Hospital sites and CCG only unless daily calls in place)



Call to be chaired by CCG



Freephone: 0800 032 8069



Chair: 17402625## 



Participant: 24173325#


			


			By 12:00noon Each Delivery Board to provide daily update via the england.yorkshire-oncall@nhs.net detailing risks and issues along with mitigating





			Thursday 


			10.30am (Hospital sites and CCG only unless daily calls in place)



Call to be chaired by CCG



Freephone: 0800 032 8069



Chair: 17402625## 



Participant: 24173325#


			


			By 12:00noon Each Delivery Board to provide daily update via the england.yorkshire-oncall@nhs.net detailing risks and issues along with mitigating









			Friday


			10.30am all partners call to be chaired by CCG



Freephone: 0800 032 8069



Chair: 17402625## 



Participant: 24173325#




			12.00 noon to be Chaired by NHSE Freephone:    0800 917 1950     



Participant:    71642787#


			No SITREP as information given on call 





			Saturday 






			10.30am (Hospital sites and CCG only unless daily calls in place)



Call to be chaired by CCG on-call



Freephone: 0800 032 8069



Chair: 17402625## 



Participant: 24173325#


			


			By 12:00noon Each Delivery Board to provide daily update via the england.yorkshire-oncall@nhs.net detailing risks and issues along with mitigating





			Sunday 


			10.30am (Hospital sites and CCG only unless daily calls in place)



Call to be chaired by CCG on-call



Freephone: 0800 032 8069



Chair: 17402625## 



Participant: 24173325#






			


			By 12:00noon Each Delivery Board to provide daily update via the england.yorkshire-oncall@nhs.net detailing risks and issues along with mitigating












*Additional calls may be in place as per escalation policy (OPEL 3 and above) 


In between calls it will be assumed that partner organisations continue to operate at their most recently reported OPEL level. If an organisation’s level of escalation changes in between call it is the responsibility of that organisation to make their commissioner aware. This escalation or de-escalation may change the frequency of the system calls. 



7
Daily reporting 



A daily reporting process will be developed and implemented prior to winter which will be used to issue a ‘Daily Sitrep’ report to all stakeholders. When available the ‘ECIP’ weekly report will also be shared.


8 
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			OPEL Framework
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				North and North East Lincolnshire A&E DELIVERY BOARD – DAILY SITREP















Date: 







Key lines of enquiry  



Current status/OPEL level; Current Issues; Are appropriate actions being taken in line with escalation framework, has appropriate communication been agreed, is support required?



				Date 







				Organisation 



				OPEL Level/Triggers



				Response/Actions 







				



Northern Lincolnshire & Goole Hospitals NHS Trust 







				



OPEL Level 



Triggers: 















				



· 







				EMAS







				CMP - 



				







				GP OOHs (CCL)



				



				







				North Lincolnshire Council







				OPEL Level 







				



























				



FOCUS











				OPEL Level







				







				



NLaG Community Services







				OPEL Level 







				







				Care Plus community services







				OPEL











				















				



Primary Care 



				OPEL 



				











				RDaSH Mental Health







				OPEL 







				







				NAVIGO Mental Health



				



				







				Thames Patient Transport



				



				







				Primary Care 



				



				















				A/E DELIVERY BOARD OPEL LEVEL: 















				AE DELIVERY BOARD ACTIONS:







				· 















				Call details:   next call 10:30am
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Emergency Preparedness, Resilience and Response
Resource Escalation Action Plan, used by ambulance services
Arms-Length Bodies (NHS England, NHS Improvement etc)
Paediatric Intensive Care Unit Beds

Neo-natal Intensive Care Unit Beds

Beds specifically for Extracorporeal Membrane Oxygenation -
equipment similar to that used in heart-lung bypass operations —
used in treatment of acute respiratory failure

The teams that work for NHS England Directors of Commissioning
Operations, which operate on a sub-regional footprint

Emergency Department
Decision to admit

Out of Hours services
Directory of Services
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1 Introduction

1.1.1 Context

Operational escalation systems and protocols vary considerably from one local
health economy to another. Whilst flexibility at local level is necessary, the absence
of an overarching framework means variation between different systems creates
inefficiencies and is unhelpful in several ways including:
I.  Preventing effective cross-system working if terminology and protocols aren’t
aligned
ii.  Making regional and national monitoring of operational pressures and winter
surge difficult
iii.  Creating confusion with the EPRR escalation framework,
iv.  Slower wider system response leading to spikes in waiting times.

A single national system will bring consistency to local approaches, improve
management of system-wide escalation, encourage wider cooperation, and make
regional and national oversight more effective and less burdensome.

1.1.2 Scope of this policy

The Operational Pressures Escalation Framework shares common actions with the
NHS England Emergency Preparedness, Resilience and Response (EPRR)
framework®, however they are not interchangeable. EPRR escalation should
therefore be considered separate to this framework.

This framework has been developed for operational pressures and is
applicable all year round, not just in response to winter pressures.

1.1.3 Aims and Objectives

The aims of this policy framework are to provide a consistent approach in times of
pressure, specifically by:

i. Enabling local systems to maintain quality and patient safety

ii. Providing a nationally consistent set of escalation levels, triggers and
protocols for local A&E Delivery Boards to align their existing escalation
processes with

iii. Setting clear expectations around roles and responsibilities for all those
involved in escalation in response to surge pressures at local level (providers,
commissioners and local authorities), by Directors of Commissioning
Operations (DCO) and NHS Improvement sub-regional team level, regional
level and national level

iv. Setting consistent terminology

! https://www.england.nhs.uk/ourwork/eprr/gf/
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2 Benefits of a national framework

2.1 Benefits at local level

This framework does not seek to remove or override local management of
operational pressures and escalation. Escalation planning at the local level should
not take place in isolation, and a national framework will support and improve local
and regional level planning by:
e Drawing on (and sharing) best practice in use across the country
e Providing a series of standardised triggers, actions and language which could
enable a better understanding of:
o Roles and responsibilities within an A&E Delivery Board footprint
o Pressures being encountered in neighbouring A&E Delivery Board
footprints
¢ Reducing the frequency and burden of reporting detailed information during
periods of heightened pressure

Another benefit of a national framework to local systems is that it promotes
transparent and fair responses from local providers, and a mechanism for local A&E
Delivery Board leadership to challenge. For example, if provider A decides
unilaterally to ‘divert’ and provider B (who is also encountering similar pressures) is
cancelling elective activity to respond internally to manage their pressures, then this
is unfair and the local A&E Delivery Board needs to use the escalation policy to
moderate and ensure that all local system partners are operating consistently.

2.2 Benefits at regional and national level

Regional teams across NHS England and NHS Improvement have a crucial role to
play in monitoring and managing escalation in response to surge pressures,
particularly during winter.

Standardising the approach to escalation planning will enable regions to:
e Compare levels of pressure in different A&E Delivery Board footprints against
the same criteria
o Facilitate better dialogue between different A&E Delivery Boards, especially in
relation to any potential mutual aid and cross-regional boundary working
e Present a more coherent picture of operational pressures when aggregating
up to a national level

2.3 Improved communications planning and handling

There are instances when operational pressures need to be communicated to the
public to help reassure and manage demand. It is crucial that nationally consistent
protocols and terminology be followed to ensure messages to the public are
consistent and widely understood, with all local partners involved in the decision
making process.

More detail on this is given in section 6.
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3 Principles

3.1 Overview of the national framework

To enable local A&E Delivery Boards to align their escalation protocols to a
standardised process, the national framework has been built on work already done
across the four regions.

The levels mirror the systems already in use around the country, and align with the
national Resource Escalation Action Plan? (REAP) used by Ambulance trusts.

Operational Pressures Escalation Levels

OPEL
one

The local health and social care system capacity is such that organisations are able to maintain
patient flow and are able to meet anticipated demand within available resources. The Local
A&E Delivery Board area will take any relevant actions and ensure appropriate levels of
commissioned services are provided. Additional support is not anticipated.

OPEL
two

The local health and social care system is starting to show signs of pressure. The Local A&E
Delivery Board will be required to take focused actions in organisations showing pressure to
mitigate the need for further escalation. Enhanced co-ordination and communication will alert
the whole system to take appropriate and timely actions to reduce the level of pressure as
quickly as possible. Local systems will keep NHS E and NHS | colleagues at sub-regional level
informed of any pressures, with detail and frequency to be agreed locally. Any additional
support requirements should also be agreed locally if needed.

OPEL
three

The local health and social care system is experiencing major pressures compromising patient
flow and continues to increase. Actions taken in OPEL 2 have not succeeded in returning the
system to OPEL 1. Further urgent actions are now required across the system by all A&E
Delivery Board partners, and increased external support may be required. Regional teams in
NHS E and NHS | will be aware of rising system pressure, providing additional support as
deemed appropriate and agreed locally. National team will also be informed by DCO/Sub-
regional teams through internal reporting mechanisms

OPEL
four

Pressure in the local health and social care system continues to escalate leaving organisations
unable to deliver comprehensive care. There is increased potential for patient care and safety
to be compromised. Decisive action must be taken by the Local A&E Delivery Board to recover
capacity and ensure patient safety. All available local escalation actions taken, external
extensive support and intervention required. Regional teams in NHS E and NHS | will be aware
of rising system pressure, providing additional support as deemed appropriate and agreed
locally, and will be actively involved in conversations with the system. Where multiple systems
in different parts of the country are declaring OPEL 4 for sustained periods of time and there is
an impact across local and regional boundaries, national action may be considered.

Local A&E Delivery Board areas will operate Operational Pressures Escalation Level
(OPEL) one when operating within normal parameters. At OPEL 1 and 2, we would
anticipate operations and escalation to be delegated to the relevant named
individuals in each organisation across the A&E Delivery Board. At OPEL 3 and 4
however, it would be expected that there would be more executive level involvement
across the A&E Delivery Board, as agreed locally.

2 http://naru.org.uk/documents/resource-escalation-action-plan-reap/
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4 The national escalation framework

Good surge management happens when health and social care partners come
together to resolve pressure system-wide. Health and social care organisations have
been working more closely in recent years to solve short term surge in parts of their
system for the best of their whole population. This system partnership should
continue.

The performance in A&E is one measure of a whole health and social care system
experiencing pressure, but it is not the only one. An A&E department could be
experiencing isolated difficulties but the rest of the system is coping well; there are
sufficient beds available and there is good flow through the system. Alternatively, an
A&E could be managing well whilst the rest of the hospital, and the wider system;
community beds, community services and social care are experiencing high
pressures due to a lack of capacity.

4.1 Escalation triggers at each level

e Local A&E Delivery Boards should align their existing systems to the escalation
triggers and terminology used below, and add to the triggers listed as appropriate.
The escalation criteria below are not an exhaustive list of triggers, nor do they
constitute a rigid system where criteria must be met sequentially for escalation to
take place. Not all parts of the system need to meet all triggers in order to
escalate — escalation can be service specific if agreed locally.

e Local A&E Delivery Boards should be able to demonstrate that appropriate
triggers have been met to warrant escalation. NHS England and NHS
Improvement sub-regional and regional teams will also use the framework to
moderate and challenge in discussions with local systems.

¢ National terminology (OPEL) should be adopted by all systems.

e Local specific triggers and actions should then be shared and agreed with
DCO/sub-regional teams during assurance in the autumn.

10
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Escalation Acute Community Social Primary Other
level Trust (s) Care care care issues
. Demand for services within normal parameters . . . .
. There is capacity available for the expected emergency and elective demand. No : Cqmmunlty capacity | Sp_(:lal services ableto | - Ou_t of Hours (OC.)H.)
N - o available across facilitate placements, service demand within
staffing issues identified
OPEL o No technological difficulties impacting on patient care system. Patterns of care packages and expected levels *NHS 111 call
o U f ialist units/beds/wards h it service and discharges from acute * GP attendances within volume within
ne ¢ Se of specialist units/beds/wards have capacity L acceptable levels of care and other hospital expected levels with expected levels
. ﬁood patient flow through ED and other access points. Pressure on maintaining ED 4 capacity are for local and community based appointment availability
our t_arget . ) o determination settings sufficient to meet demand
. Infection control issues monitored and deemed within normal parameters
* Patients in « Patients in communit
community and / or d/ te setii Y . GP attend high
e Anticipated pressure in facilitating ambulance handovers within 60 minutes acute settings waiting | 2"C orfacu e _S‘Pi Ings A atien ar;cles Ilg er « Rising NHS 111 call
. Insufficient discharges to create capacity for the expected elective and emergency for community care waiting for socia than expectg evels volume above normal
activity capacity services capacity * OOH service demand is levels
. Opening of escalation beds likely (in addition to those already in use) « Lack of medical ;e%%rg: dusrlz;(f?r?cted ?g%‘ﬁ;ﬁg:itegc:z\éerl: duced | ° Surveillance
OPEL e Infection control issues emerging cover for community numbers (due t% eq staffing numk?ers (due to information suggests
Two . Lower levels of staff available, but are sufficient to maintain services beds . e . an increase in
. sickness, weather e.g. sickness, weather
o Lack of beds across the Trust « Infection control i - demand
i i i issues emergin conditions) conditions) » Weather warnings
*  ED patients with DTAs and no action plan ) ] o | Ig gf # | * Lower levels of staff « Lower levels of staff ionifi 9
»  Capacity pressures on PICU, NICU, and other intensive care and specialist beds ;\I/_e(\)i\girleezitsaor:ta available, but are available, but are sufficient isnuc%gzzzei‘nsggrlrgﬁgt
(possibly including ECMO) sufficient’to maintain sufficient to maintain to maintain services
: services
services
. Actions at OPEL 2 failed to deliver capacity
. Significant deterioration in performance against the ED 4 hour target (e.g. a drop of 10% ) . « Social services unable
or more in the space of 24 hours) f Cli‘ommunlty capacity | | "t liitate care b OOH/GP
. Patients awaiting handover from ambulance service within 60 minutes significantly e packages, discharges ressure on VO
compromised « Significant otc services resulting in
. Patient flow significantly compromised une).(pemed reduced « Significant unexpected pressure on acute sector
. - . staffing numbers (due ) « Significant, unexpected
OPEL e Unable to meet transfer from Acute Hospitals within 48 hour timeframe : ick reduced staffing duced staff b . Surveillance
Three e Awaiting equipment causing delays for a number of other patients 0€.0. SICKNESS, | mbers to under 509 | FEouced stalling numboers - .
e YS I ] weather conditions) in | icki (due to e.g. sickness, information suggests
. Slgnlflpant qnexpected reduc_ed stafflng numbers (due to e.g. swkpess, weather areas where this ( Uertlo e.g. Sél_({ ness, weather conditions) in areas | an s|gn|f|(?ant
COhFiItIOHS) in areas where this causes increased pressure on patient flow . . causes increased \;vs::s ‘\alvrhceorg tlr?icsmS) n where this causes increased | increase in demand
e Serious capacity pressures escalation beds and on PICU, NICU, and other intensive pressure on patient 4 pressure on patient flow * NHS111 call
care and specialist beds (possibly including ECMO) flow causes increased volume significantly
e  Problems reported with Support Services (IT, Transport, Facilities Pathology etc) that pressure on patient flow raised with normal or
can’t be rectified within 2 hours increased acuity of
e Actions at OPEL 3 failed to deliver capacity * No capacity in | referrals
e No capacity across the Trust community services « Social services unable égcut;e trulst unable to admit | . weather conditions
e  Severe ambulance handover delays « Unexpected to facilitate care . Inall'gilietrr?ossee Al OOHIGP resulting in significant
e«  Emergency care pathway significantly compromised reduced staffing packages, discharges uraent );tients pressure on services
e Unable to offload ambulances within 120 minutes numbers (duetoe.g. | etc : gnexgected educed * Infection clo_ntrql
e Unexpected reduced staffing numbers (due to e.g. sickness, weather conditions) in sickness, weather * Significant unexpected | Jcee ke (due to Issues resulting in
OPEL , . > ) ditions) i duced staff g ( significant pressure
areas where this causes increased pressure on patient flow is at a level that conditions) in areas reduced staffing ?
C ¢ 1C1 - . o e.g. sickness, weather on services
Four compromises service provision / patient safety where this causes numbers to under 50%

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

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

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

increased pressure
on patient flow is at a
level that
compromises service
provision / patient
safety

(due to e.g. sickness,
weather conditions) in
areas where this
causes increased
pressure on patient flow

conditions) in areas where
this causes increased
pressure on patient flow is
at a level that compromises
service provision / patient
safety
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The following list of actions for each level of escalation are not exhaustive, and should be added to at the local level as needed.
When the decision is being taken to move to a higher level of escalation, the following actions (and any additional locally
determined actions), should be implemented or considered.

Escalation level

Whole system

Acute
trust

Commissioner

Community
Care

Social
care

Primary
care

Mental Health

OPEL One

. Named individuals across Local A&E Delivery Board to maintain whole system coordination with actions determined locally in response to operational pressures, which should be in line

with business as usual expectations at this level

. Maintain whole system staffing capacity assessment

Maintain routine demand and capacity planning processes, including review of non-urgent elective inpatient cases

e Active monitoring of infection control issues

. Maintain timely updating of local information systems

. Ensure all pressures are communicated regularly to all local partner organisations, and communicate all escalation actions taken

. Proactive public communication strategy eg. Stay Well messages, Cold Weather alerts

. Maintain routine active monitoring of external risk factors including Flu, Weather.

*Undertake additional ward rounds
to maximise rapid discharge of . .
h . - « Escalation information to be . .
. patients » Expedite additional . * Expedite care packages « Community
All actions N, - . : L cascaded to all community A
« Clinicians to prioritise discharges available capacity in f . . . and nursing / Elderly matrons to support
above done or . - providers with the intention of / o . .

. and accept outliers from any ward primary care, out of hours, - Mentally Infirm (EMI) / care | district « Expedite rapid
considered ! ind d d avoiding pressure wherever h | Jhospital f
Undertake as appropriate o _ independent sector an possible ome placements nurses/hospital at assessment for
h ) *Implement measures in line with community capacity e * Ensure all patients home in supporting patients waiting
information . 5 » Maximise use of re- - - . ] .

- trust Ambulance Service Handover * Co-ordinate the - ) waiting within another higher acuity within another
gathering and Pl directi f pati ablement/intermediate care - ided with ! inth ;
whole system an _ o _ redirection of patients beds service are provided wit patients in the service _
.  Ensure patient navigation in ED is towards alternative care . . appropriate service community * Where possible,
OPEL Two monitoring as : ] : *Task community hospitals to o . .
underway if not already in place pathways as appropriate : . * Where possible, increase | ¢ In reach activity to increase support
necessary to . ’ : bring forward discharges to
enable timel * Notify CCG on-call Director to *Co-ordinate allow transfers in as support and/or ED departments to and/or
ey ensure that appropriate operational communication of ’ communication to patients be maximised communication to
de-escalation or . . appropriate. )
actions are taken to escalation across the local - . at home to prevent * Alert GPs to patients at home
further = . A » Community hospitals to s i :
. » Maximise use of nurse led wards health economy (including L ) B admission. Maximise use escalation and to prevent
escalation as ) . ; liaise with Social and p . S
: and nurse led discharges independent sector, social ] of re- consider alternatives | admission
appropriate ] ) . . Healthcare providers to - .
» Consideration given to elective care and mental health PO ablement/intermediate care | to ED referral be
} . L . expedite discharge from .
programme including clinical providers) . b beds made where feasible
SO : community hospitals.
prioritisation and cancellation of
non-urgent elective inpatient cases
+All actions + ED senior clinical decision maker * Local regional office » Community providers to + Social Services on-call * OOH services to * To review all
above done or to be present in ED department notified of alert status and continue to undertake managers to expedite care | recommend discharges
considered 24/7, where possible involved in discussions additional ward rounds and packages alternative care currently referred
«Utilise all + Contact on-take and ED on-call + CCG to co-ordinate review admission and * Increase domiciliary pathways and assist within
actions from * Senior clinical decision makers to communication and co- treatment thresholds to support to service users at » Engage GP whole systems
OPEL Three local escalation offer support to staff and to ensure ordinate escalation create capacity where home in order to prevent services and inform agreed actions to

plans

* CEOs / Lead
Directors have
been involved in
discussion and

emergency patients are assessed
rapidly

* Enact process of cancelling day
cases and staffing day beds
overnight if appropriate.

response across the whole
system including chairing
the daily teleconferences

* Notify CCG on-call
Director who ensures

possible

» Community providers to
expand capacity wherever
possible through additional
staffing and services,

admission.

*Ensure close
communication with Acute
Trust, including on site
presence where possible

them of rising
operational
pressures and to
plan for
recommending

accelerate
discharges from
acute and non-
acute facilities
wherever possible
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OPEL Four

agree with » Open additional beds on specific appropriate operational including primary care alternative care * Increase support
escalation to wards, where staffing allows. actions are taken to relieve pathways where to service users at
OPEL 4 if * ED to open an overflow area for the pressure feasible home in order to
needed emergency referrals, where staffing * Notify local DoS Lead * Review staffing prevent admission
allows. and ensure NHS111 level of GP OOH
* Notify CCG on-call Director so that | Provider is informed. service
appropriate operational actions can » Cascade current system-
be taken to relieve the pressure. wide status to GPs and
* Alert Social Services on-call OOH providers and advise
managers to expedite care to recommend alternative
packages care pathways.
Active management of elective
programme including clinical
prioritisation and cancellation of
non-urgent elective inpatient cases
* All actions
above done or
considered
«Contribute to
system-wide » Senior Management team
communications | ¢ All actions from previous levels and cabinet member
to update stood up involved in decision
regularly on * ED senior clinical decision maker making regarding use of
status of to be present in ED department additional resources from E
. . ) * Ensure all
organisations 24/7, where possible L . ) out of county if necessary .
* Local regional office : ’ actions from
(as per local » Contact on-take and ED on-call " * Hospital service A
g . . o notified of alert status and o . previous stages
communications | Senior clinical decision makers to involved in decisions manager, linking closely * Ensure all actions enacted and all
plans) offer support to staff and to ensure * Ensure all actions from with Deputy Director Adult from previous

* Provide mutual
aid of staff and
services across
the local health
economy

« Stand-down of
level 4 once
review suggests
pressure is
alleviating

* Post
escalation:
Contribute to
the Root Cause
Analysis and
lessons learnt
process through
the SI
investigation

emergency patients are assessed
rapidly

« Surgical senior clinical decision
makers to be present on wards in
theatre and in ED department 24/7,
where possible

» Executive director to provide
support to site 24/7, where possible
* An Acute Trust wishing to divert
patients from ED must have
exhausted all internal support
options before contacting the
CCG and neighbouring trusts to
agree a divert.

around support from
beyond local boundaries

* The CCGs will act as the
hub of communication for
all parties involved

* Post escalation:
Complete Root Cause
Analysis and lessons learnt
process in accordance with
Sl process

previous stages enacted and

all other options explored and

utilised

» Ensure all possible
capacity has been freed and
redeployed to ease systems
pressures

Social Care, & teams will
prioritise quick wins to
achieve maximum flow,
including supporting ED re
prevention of admission &
turn around. Identification
via board rounds and links
with discharge team &
therapists.

* Hospital Service
Manager/Deputy Director
to monitor escalation
status, taking part in
teleconferences as
required.

stages enacted and
all other options
explored and utilised
* Ensure all possible
actions are being
taken on-going to
alleviate system
pressures

other options
explored and
utilised

* Continue to
expedite
discharges,
increase capacity
and lower access
thresholds to
prevent admission
where possible

13
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4.3 Reporting arrangements

Year round, reporting should be on an exception basis only, with reporting processes
agreed between local systems and the relevant NHS England DCO team and NHS
Improvement sub-regional team. For the winter period (commencing 01 December
and ending, at the earliest, on 28 February), there will be daily escalation status
reporting processes in place (by exception).

A&E Delivery Boards should notify NHS England DCO/NHS Improvement sub-
regional teams if escalation status is raised to OPEL 2 (if agreed locally), and should
provide a full report if escalation is raised to OPEL 3 (details of specific reporting
requirements to be agreed locally), with daily updates on the situation until escalation
has been stood down.

If an A&E Delivery Board escalates to OPEL 4, updates to DCO/NHS Improvement
sub-regional teams should be agreed as frequently as necessary between the board
and the DCO/sub-regional teams, this is to ensure all support and interventions are
available to facilitate standing down escalation as soon as is it is appropriate to do
SO.

Escalation status should be discussed in conjunction with relevant information from
the NHS Improvement dashboard which will contain daily activity data. For OPEL 3
and OPEL 4, there will be a yes/no reporting field in the daily sitrep collection, for
trusts to signal if their system has been in that level of escalation in the past 24
hours.

14









OFFICIAL

4.4 Roles and responsibilities

4.4.1 Local, regional and national level

Organisation

Role/ Responsibility

Local A&E Delivery
Board

All providers should:

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

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

Acute providers should:

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

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

CCGs should:

o Keep in touch with the day to day situation across the patch and be aware of any developing issues.
This includes information on community services, mental health etc.

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

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

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

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

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

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

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

15
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Joint NHS England/NHS
Improvement teams
(DCO and sub-regional
footprint)

Maintain arrangements to review daily pressure across the NHS.

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

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

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

Agree reporting requirements at a local level.

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

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

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

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

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

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

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

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

Support local NHS England teams as required (resource).

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

Coordinate routine reporting arrangements e.g. winter sit rep

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

Support cross-regional boundary working where required

Identify and implement National actions if required.

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

In areas where DCO and regional teams are co-located, roles and responsibilities can be interchangeable with actions taken jointly

in support of a response.

16










OFFICIAL

4.4.2 Expectations of Local A&E Delivery Boards

Individual A&E Delivery Boards are expected to identify named senior individuals to
lead on and manage the escalation and de-escalation processes at local level (this
framework does not seek to prescribe the detail of escalation processes and
management).

Regular whole system teleconferences are a useful way to co-ordinate a response to
an escalating or de-escalating situation and can be managed at the discretion of
individual organisations. The scheduling of system wide meetings can be part of local
‘business as usual’ systems resilience processes or arranged when deemed
necessary. The following points should be addressed as part of system resilience
and escalation framework planning processes and are seen as a good practice
checklist:

1. Each A&E Delivery Board partner organisation must have a robust, up-to-date
local escalation plan signed off at Board level which dovetails into up-to-date
overarching Delivery Board wide plans and focuses on early warning triggers;

2. Each acute trust is required to have, and comply with, an ambulance services
handover plan;

3. Escalation planning must form an integral part of system resilience and winter
planning of all partner organisations in the local A&E Delivery Board,
throughout all community and hospital care settings, with due regard for
emergency, elective and on-going patient / service user care;

4. Itis expected that all local escalation plans will have clearly defined escalation
triggers including (but not limited to) the triggers included in section 4.1 of this
framework;

5. Special action will be required where an Emergency Department (ED) has to
close (as opposed to not being able to receive new attenders) as it will not be
able to offer resuscitation facilities. This must go through NHS England
DCO teams in conjunction with the relevant CCGs;

6. There must be clear identification of the system leaders (including
identification of organisation, role/s and responsibilities) who will oversee all
levels of escalation, especially those where whole A&E Delivery Board action
is needed to avoid or mitigate pressure, and where external support might be
required;

7. Where an organisation and / or an A&E Delivery Board have undergone
escalation of status it is expected that the executive directors of the lead
commissioners shall lead the de-escalation process once review shows
suitably reduced pressure.

Additional points for consideration:
e Timely and fit for purpose information is crucial to the management of the
escalation and de-escalation process;

e Consideration must be given to the onward care of patients transferred or
initially taken to a receiving organisation

e Executive level director in each partner organisation should hold the
responsibility for ensuring that escalation plans are actioned and reviewed;

17
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e All escalation plans relating to a given A&E Delivery Board should be readily
available to all relevant managers and clinicians. All should have a clear,
current understanding of the processes;

e The impact on ED facilities due to the knock on effect of a local system must
be considered;

e A stringent response to all ambulance handover delays is appropriate.

5 Communications

The variation of terminology, triggers and actions across the country has been known
to lead to local confusion and can hinder effective responses to escalation.

There have been instances of escalation alerts being declared by Trusts before local,
regional and national partners have been notified and given the opportunity to input
and offer support. This should be avoided wherever possible.

5.1 Communications with local partners

It is expected that all local A&E Delivery Boards will follow agreed steps in terms of
communications with partner organisations regarding escalation.

The list of required steps is not exhaustive and should be added to at the discretion
of local leaders, but the decision to escalate should always involve:
¢ Discussion with all local partners involved in urgent and emergency care
(providers and commissioners), to ensure there is agreement the escalation is
necessary and appropriate
e Alerting local authorities to ensure social services are aware and prepared
e Ensuring the formal decision to escalate comes from named individuals in the
local A&E Delivery Board footprint with the appropriate seniority
e Discussion with NHS England and NHS Improvement sub-regional teams to
ensure neighbouring systems can be notified and proper support can be
considered (as appropriate dependent on the level of escalation)

5.2 Protocols for reporting to NHS England and NHS Improvement

A key step in standardising processes across the country is for local A&E Delivery
Boards to report pressures and escalation steps in a manner consistent with the
national framework.

Therefore, all local A&E Delivery Boards must do the following when reporting their
escalation status to the ALBs:
1. Communicate their official escalation status using the terminology in the
national framework. In practice this means using OPEL 1 to 4.
2. When communicating their formal escalation status to ALBs, be prepared to
demonstrate that they:
a. Have met the relevant criteria to warrant escalation to the reported
level, as set out in the national framework
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b. Have taken, or at least considered and can provide a rationale for not
taking, all appropriate action associated with each level of escalation as
set out in the national framework

c. Have discussed escalation with all relevant local partner organisations,
to ensure everyone is primed for upcoming actions

3. When all relevant steps have been followed and the collective decision to
escalate has been made, this must be communicated to local NHS England
and NHS Improvement colleagues before any wider communication (with the
press and public).

5.3 Communications with the public

In a similar way to communications with ALBs, it is important that communication with
the public is done in a way that is consistent with the national framework.

By conducting external and public facing communications in a clear and consistent
manner, local A&E Delivery Boards can:
1. Communicate operational pressures and actions taken in response, more
coherently and efficiently to reassure patients and the public
2. Portray an accurate picture of operational pressures to the staff and the public,
which will potentially reduce the amount of queries received, freeing up
system leaders to focus on management of pressures
3. Accurately inform the public of the pressures on services in their local area,
and advise on any actions or response required of them.

5.4 Using public communication of escalation and operational
pressures to manage demand

It is recognised that at times of severe operational pressure, it may be necessary to
communicate these pressures to the public to help manage demand and bring
stability to the situation.

Service disruptions are more likely to occur during winter, and when this happens
there is a recognised need for local health and care leaders to communicate this via
the press, to ensure local populations are well informed of pressures in their area and
how they can access the care they need even during times of pressure.

Local A&E Delivery Boards (and constituent member organisations) are therefore
strongly encouraged to engage with local media ahead of winter to set out and
explain the issues and processes to support effective communication with the public.

When doing so, all organisations in the Local A&E Delivery Board area should take
the following steps:

1. Ensure all partner organisations are made aware of any public facing
communications being issued in relation to operational pressures and
escalation, and should be sighted on these communications ahead of time if
possible
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2. Ensure terminology consistent with the national framework is used when
describing the operational pressures and escalation status within the local
area

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

4. If the decision is taken by organisations within an A&E Delivery Board area to
communicate to the public that A&E pressures are severe, and advise them to
consider alternative places to seek treatment, then detailed information on all
appropriate alternatives must be provided

6 Next steps

6.1 Actions required

Escalation systems used at a local level will vary considerably from one health
economy to another, to reflect circumstances unique to each local area.

Local A&E Delivery Boards do not necessarily need to discard any existing protocols,
triggers and agreed actions that are in place across local partners and may well be
embedded into local planning arrangements. However, all local arrangements must
be aligned to the national framework, and there are a number of changes that need
to be adopted, and actions taken by all local A&E Delivery Boards which are set out
in the following sections.

6.1.1 Aligning local escalation systems to the national framework

There are a number of actions that all local A&E Delivery Boards must take in
response to this policy:

1. Ensure that all escalation levels used locally are aligned to the levels
described in the national framework.

2. Whilst the list of triggers, actions and protocols included in the national
framework is not exhaustive and does not exclude local systems adding to
these in their own escalation protocols, all triggers, actions and protocols
included in the national framework should be considered at local level

3. As escalation levels rise, there are defined actions required in the national
framework regarding how escalation is communicated to local partners
and upwards to ALBs. The expectation is that all health economies will build
this into their own escalation systems used locally

6.1.2 Involvement of DCO and regional teams

NHS England DCO and NHS Improvement sub-regional teams will work with local
A&E Delivery Boards to migrate to revised escalation systems, in line with the
national framework.

6.1.3 On-going review
This policy will be reviewed and refreshed as needed on an annual basis.
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6.2 Annex — The escalation process

6.2.1 Local escalation processes

T13d0

¢13d0

€13d0

¥ 13d0

Escalation triggers across
the acute, community,
primary care and social
care meet criteria for level
1 escalation.

Escalation triggers across
the acute, community,
primary care and social
care meet criteria for level
2 escalation.

Escalation triggers across
the acute, community,
primary care and social
care meet criteria for level
3 escalation.

Escalation triggers across
the acute, community,
primary care and social
care meet criteria for level
4 escalation.

Appropriate actions
taken by
commissioners and
across the acute,
community care,
primary care and
social care sectors.

Situation reviewed
in light of actions
taken and current
performance and
activity

e Situation reviewed in

light of actions taken
and current
performance and
activity

o Further possible
escalation discussed
with local partners.

e Appropriate actions
taken by
commissioners and
across the acute,
community care,
primary care and
social care sectors.

o Full escalation
report shared with
ALBs

e All available
actions taken by
commissioners and
across the acute,
community care,
primary care and
social care sectors.
® Regular liaison
with ALBs

Appropriate
actions taken by
commissioners
and across the
acute, community
care, primary care
and social care

o Situation reviewed in
light of actions taken
and current
performance and
activity

e Further possible
escalation discussed
with local partners and
ALBs

e Situation reviewed in
light of actions taken and
current performance and
activity

¢ Further possible actions
discussed with local
partners and ALBs, who
wold potentially join
escalation calls

Escalation status stood
down

Pressures remain, next
level of escalation
considered as actions not
leading to reduced
pressures

Escalation status stood
down

Pressures remain, next
level of escalation
considered as actions not
leading to reduced
pressures

Escalation status
stood down

Pressures remain, next
level of escalation
considered as actions
not leading to reduced
pressures

Escalation status stood
down

Pressures remain,
further actions and
interventions
considered as actions
not leading to reduced
pressures

o Criteria for
escalating to level
2 reviewed

e Local partners
notified by
relevant leads in
the delivery board

e Criteria for
escalating to level 3
reviewed

e Local partners
notified and consulted
on further escalation
by relevant delivery
board leads

o Criteria for escalating to level
4 reviewed

e Local partners notified and
consulted on further escalation
e Discussion with ALBs on
further actions and escalation
® Support from neighbouring
systems explored

¢ Diverts and other measures
explored

e Local partners notified and
consulted on further actions

¢ Discussion with ALBs on further
actions interventions

* Support from neighbouring systems

explored

* Support across regional boundaries

explored

Escalation status to
stay the same pending
further review

Escalation rises to
next level

Escalation status to
stay the same pending
further review and
regular monitoring

Escalation rises to
next level

Escalation status to stay
the same pending
further review and
regular monitoring

Escalation rises to
next level

Escalation status to stay
the same pending
further review and
regular monitoring

Business continuity
arrangements
explored
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6.2.2 Escalation and protocols with local partners, NHS England and NHS Improvement

Escalation level raised to level 3 Escalation level raised to level 4 Escalation level not
*  NHS England and NHS Improvement, sub-regional and stood down

. NHS England DCO team and NHS ) - . . .
. regional teams notified, and u daily on situation. . . .
Improvement sub-regional teams *  Situation reviewed

o . National team receiving daily updates
notified g oally up regularly between local

o SitUationiresulatly reviewed with . Sltua-tlon regularly reviewed with partner 9rgan|sat|9ns system and DCO/NHS
. . Public comms protocols followed — proactive managing
partner organisations Improvement sub-

. of s public messaging to help manage pressures
*  Public comms protocols followed — P ging P gep regional teams

. . . *  Regional A&E Delivery Board involved to facilitate cross . .
proactive managing of public messages . Regional and National

*  Regional A&E Delivery Board involved border support (where needed) teams support to de-

- . National teams involved to consider system wide
A to facilitate cross border support . escalate as soon as
Escalation response, as well as operational and comms support .
(where needed) possible

level raised (where needed)

Level 4
Level 3
Le.vel 1 Level 2 . Operational
Operational Operational *  Operational pressures pressures identified

pressures identified
Actions taken (or
considered) in
response

Decision to escalate
to level 2 discussed
with local partners

Escalation level not raised

*  Watching brief of
operational
pressures
maintained

. Situation regularly
reviewed with
partner
organisations

pressures identified
Actions taken (or
considered) in
response

Decision to escalate
to level 3 discussed
with local partners

identified

Actions taken (or
considered) in
response

Decision to escalate
to level 4 discussed
with local partners

Actions taken (or
considered) in
response

Business continuity
arrangements
considered with local
partners and ALBs

Escalation level stood down

Escalation level not raised

Watching brief of operational
pressures maintained
Situation regularly reviewed
with partner organisations
NHS England DCO and NHS
Improvement sub-regional
teams notified of any decision
to de-escalate

Escalation level not raised

. Watching brief of operational pressures
maintained

e Situation regularly reviewed with partner
organisations

. NHS England DCO and NHS Improvement
sub-regional teams notified of (and
potentially consulted on) any decision to
de-escalate

Watching brief of operational
pressures maintained

Situation regularly reviewed with
partner organisations

NHS England DCO team notified of
any decision to de-escalate
Regional and National A&E Delivery
Boards closely monitoring situation
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North and North East Lincolnshire A&E Delivery Board Surge and Escalation plan 2017/2018

1
 Introduction


The A&E Delivery Board (A&EDB) provides the strategic leadership and operational links across the health and social care system in Northern Lincolnshire.  All partner organisations within the system share co-ordination of planning, integration and delivery of care in order to support the delivery of safe, responsive, effective, high quality accessible services which are good value for money. The A&EDB is supported by work stream groups, each with a nominated Senior Responsible Officer.  

This framework has been developed by the North and North East Lincolnshire A&E delivery board to ensure a consistent approach and better management of system wide escalation, improved planning and preparation for winter 17/18 and clarity of expectations from all partners within the wider system. The content is based on the national Operational Pressures Escalation Level (OPEL) Framework (appendix 1). 

2
Aims of the framework

The key aims of this framework are:- 


· To provide a set of escalation triggers for services and mitigating actions each service should take when the system declares a specific OPEL level.


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

· To facilitate a whole system proactive response to surge pressures across health and social care which may impact on service provision and adversely affect patient experience, safety and outcomes.

3
A&E Delivery Board Escalation Process

The CCGs, in partnership with organisations across the North & North East Lincolnshire A&E DB footprint, have developed this Escalation Framework, which details the agreed triggers and reporting of different levels for surge and escalation across the system. 

Each organisation has identified triggers for determining their own OPEL level (appendix 2), and actions to complete when the system has declared a specific OPEL level (appendix 3). These triggers and actions are based on the national framework, with local additions. 


3.1 Daily system management and winter reporting arrangements


In order to clearly understand  the current system level and manage appropriate responses, and to support required regional and national reporting of winter pressures, a daily winter management plan has been developed which incorporates national and regional reporting requirements for the CCGs and the Acute trust, and the following conference calls:


System Call:


Held daily (Mon-Fri) at 10am whenever the system has previously declared an OPEL level or 2 or more. All system partners are required to dial into the call and each organisation will be represented by a senior member of staff able to make decisions and ensure delivery of the agreed actions for their organisation. Each partner organisation will declare their OPEL level which will be used to determine the overall system OPEL level. Outlook invites will be shared with nominated representatives. Those dialling into the calls must have up to date information on current pressures within their organisation, declare a service OPEL level, and raise any risks or issues. The system call will agree the actions to be taken and ensure delivery within the agreed timescales and assure a positive system impact is seen that ensures the system rapidly returns to the de-escalated position.  

This call will be repeated at 2pm as required, this will be agreed during the 10am call. 


Trust SITREP:

Submitted daily by Northern Lincolnshire and Goole NHS FT, to NHS England.

Trust and NHS I Call:


Daily call between the trust and NHS Improvement


A&E Delivery board SRO call:


Held daily (Mon-Fri) at 11am and 3pm on any day where the system has declared an OPEL level 2 or more. If the pressures in the system are reducing the 3pm call can be stepped down.  Information from and actions agreed at the 10am System call will be discussed, implemented and challenged. Further mitigating actions with implementation timescales will be agreed.

When the System declares OPEL level 3, all system partner SROs will be required to join this SRO call at 11am which will fulfil the local ‘Winter Room’ function. A notification will be sent to partner SROs following the 10am system call. 

The 3pm SRO call will again become a ‘Winter Room’ call when the system is still operating at OPEL 3 following actions agreed at 10am and 11am. A further notification will be sent to partners. 

NHS England regional winter call:


Held every Monday and Thursday at 12pm. CCGs to provide update on performance, system pressures, mitigating actions and plans to support any de-escalation required. 


Exception Reporting:


When the System OPEL level is 2 or above, the CCGs will be required to submit an exception report to NHS England regional team (appendix 4) detailing the system pressures, mitigating actions and plans in place to de-escalate. 


System OPEL determination:


The System OPEL level will be determined by taking each service area OPEL level and using an algorithm to reach a System level OPEL. This algorithm is attached as appendix 5 for use. 


The daily winter management timetable is as follows but is subject to change when weekend reporting arrangements are finalised by NHS England:
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