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1. Foreword

At the end of July, we asked local NHS systems to prepare for Phase 3 by:

® planning to restore all urgent and routine services
® delivering extensive flu (and in due course COVID-19) vaccination programmes

®* managing the expected second surge in COVID-19 infections, now here and recognised in
the decision to return the NHS to the highest level of emergency preparedness (level 4)
from 5 November.

This document was developed by NHS England and NHS Improvement with Health Education
England to provide an advisory framework to help support trusts to organise their workforce in a
way best suited to deliver their Phase 3 plans and can be flexed to local circumstances, resources
and demand. It is, of course, still for individual employing organisations and trusts to make
appropriate decisions about staff models and care.

With the need to maintain acute, elective and screening services as far as possible, as well as the
future pipeline of staff, the significant workforce boost to critical and acute care from redeploying
staff from elective and outpatient services as well as trainees and students is not available this
time, unless COVID-19 demand is extremely high.

Local systems are moving to expand critical care and enhanced care capacity so they can
continue to deliver non-COVID-19 acute services and major surgery, as well as having enough
capacity to meet their projected COVID-19 demand.

This advisory framework includes updated guidance on acute sector staffing for both COVID-19
and non-COVID-19 areas, taking into account learning from the first surge.
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We are very grateful for the contribution all NHS staff are making during this difficult time. We want
to help local systems support staff through this winter, both for their own health and wellbeing and
that of their patients.

Professor Stephen Powis
National Medical Director
NHS England and NHS Improvement

/
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Ruth May,
Chief Nursing Officer for England

o

Professor Mark Radford,
Chief Nurse, Health Education England
and Deputy Chief Nursing Officer for England

Professor Wendy Reid
Executive Director of Education

and Quality and Medical Director
Health Education England
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2. Maintaining acute services

Key actions for acute providers

e Assess the clinical workforce required for services needed over winter, both in acute
hospitals and expansion facilities, taking account of advisory guidance (included here) on
critical care. Funding has been allocated to regions to support time for training additional
staff for new roles in critical or enhanced care.

e Deliver additional workforce supply from the sources identified (including Bringing Back
Staff regional hubs and NHS Professionals).

e Embed ongoing risk assessments as part of workforce planning and ongoing discussions
with staff.

¢ Maintain the health and wellbeing of the whole workforce, working with staff-side bodies at
all levels of the system to secure a consistent provision of practices and services that
support this: https://www.nhsemployers.org/covid19. Local case volumes and mix, skill mix,

establishment levels and absences due to sickness and self-isolation are likely to fluctuate
rapidly during the acute phase of the second COVID-19 surge.

This section sets out learning from Wave 1 alongside the expectations and challenges around
maintaining and restoring non-COVID-19 services for the teams which are most involved in
supporting COVID-19 services.

Emergency department (ED) team

ED teams are adapting to deal separately with patients who have suspected or confirmed COVID-
19 infection and patients with other emergency conditions. All major specialties should identify a
consultant, as first on call, to offer rapid senior specialist advice to the ED team and to help
minimise avoidable emergency admissions.

The Care Quality Commission (CQC) has published Patient FIRST, an online resource to help ED
teams, trusts and the wider system to build on the positive changes from the first peak of the
pandemic. For example, EDs may find it useful to route minor injuries elsewhere, eg to the fracture
clinic, with appropriate staff support.

Adult ward teams

Medical staffing on non-COVID-19 wards should be kept at a level that maintains patient safety
and optimises patient flow with regular input from senior decision-makers and support from a
coherent wider professional team. Infection prevention and control (IPC) precautions (including
twice-weekly asymptomatic staff testing and patient PCR tests on admission, at day 3, and day 5
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and prior to care home discharge) are key to reducing the risk of transmission of COVID-19
infection from asymptomatic carriers to patients and staff and may be more challenging to

maintain in the general wards and during activities such as shift handovers. Multidisciplinary teams
(MDTs) should continue to meet, potentially remotely, to maintain high quality care and enhance
patient flow through the system.

Respiratory team

The respiratory needs of COVID-19 and non-COVID-19 patients are different, and the nursing,
medical and allied health professions (AHPs) support required will depend on patient acuity, the
level of monitoring required and likelihood of deterioration (which may be higher for COVID-19
patients on respiratory support than COPD patients established on enhanced pharmacological and
ventilatory support such as steroids and NIV).

All such patients should be assessed on admission and on a regular basis by a competent
respiratory or acute medical practitioner, and cared for in the ward environment providing

the safest available care (eg acute medical unit, acute respiratory unit, enhanced care unit, or high
dependency or intensive care unit). Critical care outreach services (or similar) should be available
to support rapid escalation of care if required.

Respiratory teams will also need to focus on respiratory outpatients and diagnostics to prevent
avoidable acute respiratory presentations. To allow respiratory teams to focus on both areas, it
may where feasible be appropriate to consider removing respiratory teams from the acute general
internal medicine rota and backfilling from colleagues in other specialties.

Theatre teams

In some cases, elective surgery can be delivered at hub sites away from COVID-19 ‘hot’ areas.
Full use should also be made of the contracted independent sector. High volume, low-risk planned
surgery is an area where professional staff returning to practice through the Bringing Back Staff
hubs are likely to be able to contribute and free up current surgical staff for acute work. Consultant
surgeon triage of patients presenting to ED with possible emergency surgical conditions has been
shown to enable a significant proportion of these to be managed without need for admission.

Theatre teams should be set up with consistent staffing where possible since this enhances
productivity, patient safety and staff wellbeing. Anaesthetists are a key staff group for elective and
emergency surgery and intensive care; therefore, their careful deployment is crucial. Supporting
and enabling other professionals such as operating department practitioners (ODPs) and
anaesthetic associates to work to the top of their licences will be important.
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Imaging team

Imaging management teams will advise individual hospital trusts and regional teams on the
current status of staffing levels, waiting times and acute and non-acute services. Working in close
partnership with other regional sites potentially offers access to dedicated COVID-19 and non-
COVID-19 (‘clean’) imaging sites in the event of a surge in COVID-19 cases. Many trusts have
supported increased use of remote image reporting by radiologists unable to work on acute sites
where there is a risk of COVID-19 infection.

Palliative and end of life care teams

This team will need to cover the whole hospital — wherever possible, segregated into sub-teams
covering COVID-19 areas and non-COVID-19 services. It should be led by consultants in palliative
medicine, supported by specialist nurses, chaplains and AHPs. These teams may require
additional capacity drawn from other relevant areas, including elderly care and oncology.

Renal team

All renal providers should seek to identify a designated team for their COVID-19 response,
including as a minimum a nurse lead, a medical lead and managerial support. They should be
responsible for managing the day-to-day response, including collating data on staffing and
availability of dialysis sessions. A separate clinical leadership team may be identified to liaise with
critical care facilities across their catchment population.

Renal networks should provide a workforce plan for the network and to the COVID-19 regional
management team. This should include measuring staffing absence and resilience, planning
mutual aid within region between providers, and consider staff passporting to allow transfer of
individuals between facilities (independent sector and NHS). The plan should have a clear
escalation and de-escalation structure. A distinct element of workforce planning should cover
support to critical care.

Providers should identify available nursing and other healthcare professionals capable of
supporting dialysis sessions. Dialysis-competent staff should wherever possible not be redeployed
from providing dialysis. Providers should review their overall workforce and wherever possible
where appropriate reduce non-clinical activity to release staff time into dialysis facilities. Home
dialysis programmes should be maintained and ongoing staff training accelerated. Lead providers
should discuss staff deployment across their facilities to allow redeployment of staff and maintain
activity.
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