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Introduction 
The Trust Escalation status is an indicator of the operational pressure that the Trust is under 
and will rise and fall in a controlled manner based on prevailing and anticipated pressures.  It 
is RAG rated for ease of interpretation and response. To ensure standardisation of 
terminology used, the current Rag rating (Green, Amber, Red & Black) levels have now been 
aligned to the national framework for operational/escalation levels. The new escalation levels 
are known as Operational Pressures Escalation Levels (OPEL 1 - 4).  

Scope  
This plan has been developed for operational pressures response and is applicable all 
year round, not just in response to winter pressures.  
 
Aims and Objectives  
The aims of this plan are to provide a consistent approach in times of pressure, 
specifically by:  

• Enabling the Trust to maintain quality and patient safety  
• Providing a nationally consistent set of escalation levels, triggers and protocols 

for local A&E Delivery Boards to align their existing escalation processes with  
• Setting clear expectations around roles and responsibilities for all those involved 

in escalation in response to surge pressures at local level  
• Setting consistent recognised internal, local and nationally recognised 

terminology  
 

1. Overview of the National Framework - Operational Pr essures Escalation 
Levels  

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.  
 

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 I 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 I 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  
 
Black  

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 I 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.  
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2. Escalation Status Determination 
The four escalation levels are determined by triggers; used to assess the pressure rating of 
the Trust.  The internal escalation status is a component part of the North West Surrey 
escalation status, and allows the Trust and wider health economy to take supportive actions 
to ensure a swift return to normal working.  

The internal escalation/de-escalation status is reviewed and updated three times daily during 
the Capacity Action Team (CAT) meetings held.  The escalation status is discussed and 
agreed at the CAT meeting using the agreed trigger points (attached).   

Declaration of Black (OPEL 4  escalation status will be agreed and declared in conjunction 
with the Chief Operating Officer (in hours) or Director on Call (out of hours). 

3. Escalation Requirements:  
In the event of significant surges in demand (or any concern associated to patients 
safety; all depts. including ED/wards will follow escalation processes in order to 
ensure any delays in patient’s assessment/discharge are expedited.  
 
In & OOHs hrs   

• ED/all divisions to follow their internal escalation 
• CSNP Team to notify Director on call if there is evidence of rising demand & 

agree strategy to enable de-escalation including ensuring CSNP team have 
liaised with all on-call teams to notify them of rise in pressure.  

• The CSNP should notify the SSM in the event of sustained increased in 
demand (60 patients for 2 hrs) or any concerning level of demand (ie where 
there is high acuity of patients 

• ED/CSNP team to ensure al patients have been reviewed by a senior clinician 
• CSNP to ensure there has been full internal escalat ion within ED (& to 

relevant on-call teams) to ensure that every patien t has been seen 
according to clinical priority and that active trea tment/observations are 
taking place according to plan. 

 
 
NB: Depts (inc ED) will be expected to follow local escalation plans within their 
respective division, including escalation to the CSNP team and Control room as 
appropriate 
 

4. Escalation Level Definitions: (for calculations see appendices 1-3) 

 
GREEN 
(OPEL One) 
 

 
When Trust is on GREEN escalation status, normal operational business will take 
place and it is anticipated that the Trust has sufficient capacity to deal with its 
emergency and elective workload in all specialties in the forthcoming 24hr period. 
The Trust will be experiencing good flow within ED and through the wards.  
Delays in care, treatment and discharge will be minimal. 
See trigger points and actions required for  GREEN Section A  

 
AMBER 
OPEL Two 

 

At AMBER  status the Trust will be starting to show some signs of pressure.  The 
Trust will be experiencing some difficulties with flow which will require immediate 
action to prevent the status worsening and support the return to green status as 
quickly as possible. See trigger points and actions required for AMBER 
Section B  
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RED 
OPEL 
Three 
 

At RED escalation status the Trust will be experiencing actual and anticipated 
pressures placing significant operational challenges on the Trust that are likely to 
affect consistent delivery of services against agreed targets. The Trust will be 
experiencing major pressures compromising patient flow therefore urgent action 
is required across the health system by all partners. See trigger points and 
actions required for RED Section C  

 
BLACK 
OPEL Four 
 

 

At BLACK  escalation status the Trust will be experiencing severe operational 
challenges despite implementation of agreed actions with little or no likelihood of 
improvement within the next 4 hours.  There is potential for patient care and 
safety to be compromised.  Decisive action must be taken across the health 
system by all partners to recover capacity and ensure patient safety. 

See trigger points and actions required for BLACK –  Section C 

 
OPEL Escalation Calculation : 

13-20 GREEN OPEL ONE 

21-40 AMBER OPEL TWO 

40-64 RED OPEL THREE 

65+ BLACK  OPEL FOUR 
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Section A 
 

Operational Pressures Escalation Level (OPEL) - One 
  

Operational Pressures Definition - Business as usua l 
• Capacity available for the expected emergency and elective demand 
• Good patient flow through ED/AMU/SAU  
• Maintaining ED 4-hr target 

 

ACTIONS AT GREEN STATUS TO INCLUDE: 
 

• Attendance at three times daily Capacity Action Team meetings. 
• Together with partner agencies maximise discharges during daily Divisional meetings, reinforcing 

actions required to maintain optimal operational performance. 
• Partner colleagues to ‘pull’ patients from these Divisional meetings and expedite on the day 

transfer/discharge with relevant support i.e. Rapid Response, Healthcare @ Home, stepdown. 
• All teams/Divisions to have a full overview of predicted emergency and elective demand and 

anticipated capacity across the Trust. Divisions to inform their wards/departments of Trust 
escalation status and actions required to optimise flow, minimise LOS and enhance patient 
experience. 

• Continue with the implementation of best practice flow standards on every ward. To include early 
ward rounds, early patient reviews, morning board round, achieve target number of discharges,  
enable morning discharges, ensure timely action to prevent any delay such as TTO’s; equipment; 
referrals; assessment paperwork; package of care; transport. 

• Head of Site Operations/CSNP team to liaise with Service Managers and ADNs to implement 
required action within Divisions. 

• CSNP and Discharge team to work together to focus on ensuring patient flow is maintained within 
the emergency care pathway, supporting ED, the acute hub and the wards. 

• Teams to escalate any potential delays to care, treatment and or discharge early as per Divisional 
delays escalation protocols. 

• ED to ensure treatment begins well within 60 mins of arrival to the department and that patients do 
not incur excessive waits. To avoid all procedural breaches. 

• CSNPs to plan in advance at all times, making sure beds are made available in the required areas 
ahead of the time they may be required. 

• Further potential discharges to be explored and expedited throughout the day through close 
liaison with the relevant teams. 

• Wards/Divisions to plan their capacity for the day, evening, night and the next day. 
• To liaise with the North West Surrey Sector as required during the daily Alamac call. 
• Individuals/Teams to follow daily Flow Action Cards. 
• All policies and protocols related to patient flow and bed management to be adhered to. 

 
Out Of Hours and Weekends: 

• The CSNP will assume responsibility for site co-ordination resolving operational issues within their 
scope, including active ED breach prevention management and monitoring of criteria led 
discharge. 

• Operational surveillance will be maintained by the teams including Patient Flow Team, ED and 
Divisions. 

• Reporting to the SSM will occur at regular intervals and pre 22.00 call unless status changes. 
• Escalation to the SSM will occur if change to operational situation which exceeds the scope of the 

CSNP role. 
• Ward Nurse-In-Charge to manage the discharge of patients using criteria led discharge and 

supporting evening/weekend patient discharge lists.  Escalation of any delays to discharge to 
CSNP/Discharge Team promptly for immediate action. 

• Adopt the use of weekend plans as provided by Divisions. 
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Section B 
Operational Pressures Escalation Level (OPEL) - Two 

 Operational Pressures Definition:  
• Anticipate pressures in facilitating ambulance hand-overs within 60mins 
• Insufficient discharge to create capacity for expected emergency and elective demand 
• Opening of escalation likely (in addition to those already in use) 
• Infection control issues emerging & Staffing issues experienced 
• Lack of beds across the Trust & patients within ED with DTA 
• Capacity pressures within specialist units inc PICU/NICU/ITU 

ACTIONS AT AMBER STATUS TO INCLUDE (Green +) : 
� Ensure there has been full internal escalation with in ED (& to relevant on-call teams) to 

ensure that every patient has been seen according t o clinical priority and that active 
treatment/observations are taking place according t o plan. 

• Together with partner agencies maximise discharges during daily Divisional meetings, reinforcing 
actions required to maintain optimal operational performance. 

• Partner colleagues to ‘pull’ patients from these Divisional meetings and expedite on the day 
transfer/discharge with relevant support i.e. Rapid Response, Healthcare @ Home, step-down. 

• All teams/Divisions to have a full overview of predicted emergency and elective demand and 
anticipated capacity across the Trust.  

• Divisions to inform their wards/departments of Trust Escalation Status and actions required to 
optimise flow, minimise LOS and enhance patient experience.  

• Continue with the implementation of best practice flow standards on every ward to include early 
ward rounds, early patient reviews, morning board round, achieve target number of discharges,  
enable morning discharges, ensure timely action to prevent any delay such as TTO’s; equipment; 
referrals; assessment paperwork; package of care; transport. 

• Head of Site Operations/CSNP team to liaise with Service Managers and ADNs to implement 
required action within Divisions.  

• CSNP and Discharge team to work together to focus on ensuring patient flow is maintained within 
the emergency care pathway, supporting ED, the acute hub and the wards. 

• Teams to escalate any potential delays to care, treatment and or discharge early as per Divisional 
delays escalation protocols. 

• ED to ensure treatment begins well within 60 mins of arrival to the department and that patients do 
not incur excessive waits. To avoid all procedural breaches. 

• CSNPs to plan in advance at all times, making sure beds are made available in the required areas 
ahead of the time they may be required. 

• Pharmacy and Diagnostic teams to prioritise discharge prescriptions/tests. 
• Fully utilise Discharge Lounge capacity. 
• Further potential discharges to be explored and expedited throughout the day  
• Liaise with the North West Surrey Sector as required during the daily Alamac call, requesting 

specific action from partner colleagues to expedite discharge. 
• Individuals/Teams to follow daily Flow Action Cards. 
• All policies and protocols related to patient flow and bed management to be adhered to. 
• De-escalation to occur according to assessment using Escalation Status Triggers. 

Out Of Hours and Weekends: 
• The CSNP will assume responsibility for site co-ordination resolving operational issues within their 

scope, including active ED breach prevention management and monitoring of criteria led 
discharge. 

• Operational surveillance will be maintained by the teams CSNP, ED and Divisions. If ED 
experience significant demand periodically specialty teams to attend to pull patients from the 
department to make earlier decisions on pending referrals and support improved flow. 

• Reporting to the SSM will occur at regular intervals and pre 22.00 call unless status changes & if 
change to operational situation which exceeds the scope of the CSNP role. 

• Ward Nurse-In-Charge to manage the discharge of patients using criteria led discharge and 
supporting evening/weekend patient discharge lists.  Escalation of any delays to discharge to 
CSNP/Discharge Team promptly for immediate action. 

• Refer to weekend plans De-escalation according to assessment using Escalation Status Triggers. 
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Section C 
 

Operational Pressures Escalation Level (OPEL) Three 
 Operational Pressures Definition:  

• Actions at OPEL 2 failed to deliver capacity  
• Significant deterioration in performance against the ED 4 hour target (e.g. a drop of 10% or more in 

the space of 24 hours)  
• Patients awaiting handover from ambulance service within 60 minutes significantly compromised  
• Patient flow significantly compromised  
• Unable to meet transfer from Acute Hospitals within 48 hour timeframe  
• Awaiting equipment causing delays for a number of other patients  
• Significant unexpected reduced staffing numbers (due to e.g. sickness, weather conditions) in areas 

where this causes increased pressure on patient flow  
• Serious capacity pressures escalation beds including ICU capacity 

 
ACTIONS AT RED STATUS TO INCLUDE (inc Green + Amber): 

� Ensure there has been full internal escalation with in ED (& to relevant on-call teams) to 
ensure that every patient has been seen according t o clinical priority and that active 
treatment/observations are taking place according t o plan. 

• Senior Divisional attendance at three times daily Capacity Action Team meetings. 
• Head of Site Operations/CSNP team member to send PageOne Cascade notifying all staff of Red 

Escalation Status and contact for control room (if set-up) 
• Together with partner agencies maximise discharges during daily Divisional meetings, reinforcing 

actions required to maintain optimal operational performance.  Partner colleagues to ‘pull’ patients 
from these Divisional meetings and expedite on the day  transfer/discharge with relevant support 
i.e. Rapid Response, Healthcare @ Home, step-down. 

• CNLs to compile a list of at least two patients per ward suitable to step down or ‘outlie’ to an 
appropriate ward. This list to be handed over to the Clinical Site Nurse Practitioners following the 
Divisional meeting. 

• CNLs/Divisional representative to inform their wards/departments of Trust Escalation Status and 
actions required to optimise flow, minimise LOS and enhance patient experience. 

• ADO’s and ADN’s to ensure early ward rounds, early patient reviews, morning board round, achieve 
target number of discharges,  enable morning discharges, ensure timely action to prevent any delay 
such as TTO’s; equipment; referrals; assessment paperwork; package of care; transport. 

• With the support from Divisional Directors ADO’s  to inform On-Call Consultant teams of situation 
and liaise with ward consultants/team to maximise discharge numbers and ensure prompt action to 
enable early discharge. 

• CSNP’s and Discharge team to work together to focus on ensuring patient flow is maintained within 
the emergency care pathway, supporting ED, the acute hub and the wards. 

• Teams to escalate any potential delays in care, treatment, discharge to Divisional ADO/ADN or 
Head of Site Operations. 

• ED to ensure treatment begins well within 60 mins of arrival to the department and that patients do 
not incur excessive waits. To avoid all procedural breaches. 

• ED Consultant/Senior Decision Maker to be present in ED department 24/7. 
• Clinical Site Nurse Practitioners with the support of the Divisional teams to plan in advance at all 

times, making sure beds are made available in the required areas ahead of the time they may be 
required. 

• Non-urgent elective activity to be reviewed. 
• Pharmacy and Diagnostic teams to prioritise discharge prescriptions/tests. 
• Further potential discharges to be explored and expedited throughout the day through close liaison 

with the relevant medical teams. 
• Head of Site Operations to liaise with the North West Surrey Sector as required during the day and 

via the daily Alamac call, requesting specific action from partner colleagues to expedite discharge. 
• Head of Site Operations to discuss status with Director of Ops, exploring options for the opening up 

of temporary escalation areas (as per the OPEL bed escalation options (see appendix 5 ) 
• Head of Site Operations to organise additional meetings as required planning and reiterating 

necessary action. 
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• All non-urgent staff meetings to be postponed. 
• Director of Ops to liaise with internal and external teams should the status not be resolving. 
• De-escalation to occur according to assessment using Escalation Status Triggers. 

 
Out Of Hours and Weekends: 

• CSNP will assume responsibility for site co-ordination resolving operational issues within their 
scope, including active ED breach prevention management and monitoring of criteria led discharge. 

• OOHs, SSM and Director on call to support, liaising as required with the North West Surrey Sector 
on call teams. 

• CSNP to cascade PageOne alert to all staff informing them of Red escalation status 
• ED/CSNP team to ensure all patients waiting in ED have been reviewed by a senior clinician and 

that any concerns regarding clinical safety have been escalated to on-call ED Consultants 
• CSNPs to ensure speciality on-call Consultants have been contacted and immediate inreach to ED 

initiated to support delays in assessment/expediting admission/discharge as appropriate 
• Attend appropriate CAT meeting. (Consider convening additional meetings as required) 
• Request attendance of RR (ICB) , SS, Therapies at 11am & 1pm  CAT meeting to ensure 

coordinated approach to discharge ensuring: 
• All community beds (including AH) to be filled 
• All patients in ED waiting RR/SS support are discharged 
• Agree in reach from MDT to AMU to expedite (with on-call AMU Consultant) 
• Liaise with on-call pharmacist to ensure TTOs are expedited and they are informed of likely 

extension to leaving times 
• Ensure all on-call teams have been informed of rising pressure and need to concentrate on 

admission avoidance 
• Ensure discharge lounge are pulling from AMU/ED wards to facilitate early bed release 
• Ensure discharge lounge are re-assessing patients need for PTS and where possible either change 

booking or ask relatives to collect 
• Ensure SS are working with RR to maximise on capacity; enlisting support of carers to cover 

weekend care (where appropriate) 
• Liaise with nursing homes if there are delays in assessment/accepting patients 
• Liaise with SCAS to ensure they are aware of priority patients for discharge (specifically stretcher 

patients) 
• In discussion with on call Director  consider  opening of escalation capacity (staffing dependent) to 

enable flow from ED (defined in OPEL Plan) 
• In discussion with Director on-call review triggers/actions within the OPEL plan to enable de-

escalation 
• Ensure liaison with SECamb control to ensure they are aware of internal pressures. Ask whether 

SECamb are able to delay inbound ambulances or facilitate soft divert where possible 
• Ensure ED have allocated additional staff to support delays in ambulance hand-overs 
• If ED experience significant demand periodically specialty teams to attend to pull patients from the 

department to make earlier decisions on pending referrals and support improved flow. 
• Reporting to the SSM will occur at regular intervals and pre 22.00 call unless status changes. 
• Escalation to the SSM will occur if change to operational situation which exceeds the scope of the 

CSNP role. 
• Ward Nurse-In-Charge to manage the discharge of patients using criteria led discharge and 

supporting evening/weekend patient discharge lists.  Escalation of any delays to discharge to 
CSNP/Discharge Team promptly for immediate action. 

• Adopt the use of weekend plans as provided by Divisions. 
• De-escalation to occur according to assessment using Escalation Status Triggers. 
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Section D 
 

Escalation Status Black cannot be declared without exec/Cabinet agreement 
 

 

Operational Pressures Escalation (OPEL) Level Four 
  

ACTIONS AT BLACK STATUS TO INCLUDE: 
 
Operational Pressure Definition: 

• Actions at OPEL 3 failed to deliver capacity  
• No capacity across the Trust  
• Severe ambulance handover delays  
• Emergency care pathway significantly compromised  
• Unable to offload ambulances within 120 minutes  
• Unexpected reduced staffing numbers (due to e.g. sickness, weather conditions) in areas where 

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

• Severe capacity pressures through-out the Trusts, including Critical Care capacity 
• Infectious illness, Norovirus, Severe weather, and other pressures in Acute Trusts (including A&E 

handover breaches)  
 
All RED escalation actions to be put in place PLUS: 
 

• Deputy Chief Executive/Director of Ops (in hours) or Director on Call (out of hours) in discussion 
with the Chief Executive (in hours) /Executive Director - CCG/Cabinet (out of hours)  to be involved 
in discussion and agree with escalation status prior to declaration.  
 

Once declaration agreed the following action to tak e place: 
• Deputy Chief Executive or Chief Operating Officer (in hours) or Director on Call (out of hours) in 

discussion with Chief Executive (in hours)/Executive Director (out of hours) to declare –  
Business Continuity Incident. 

• Command and Control set up to be put in place for support, escalation and senior decision making. 
• Head of Site Operations to cascade BT PageOne alert to senior Doctor/ nursing group (Operations 

Surveillance), to request assistance in managing the provision of escalation capacity. 
• Head of Site Operations to liaise with SECamb control to ensure full surveillance re: in bound 

patients and patients waiting to be handed-over 
• Ensure there has been full internal escalation with in ED (& to relevant on-call teams) to 

ensure that every patient has been seen according t o clinical priority and that active 
treatment/observations are taking place according t o plan. 

• Director of Ops/CE to liaise with CCG who will instigate a conference call with partner agencies 
(Rapid Response, Social Care, CHC, Healthcare @ Home, ambulance service) to determine if the 
system can create additional capacity (including opening of additional community beds, with a view 
to expediting discharge to community rehab/step-down nursing homes etc).   

• Notification to Social Services CHC/RR/H@H on-call managers to expedite care packages, 
placements/step-down etc. 

• Request local homes to accept new or return of patients, without requiring re-assessment prior to 
discharge 

• Contact and seek agreement from NW Surrey CCG to request an ambulance divert  (see appendix 
as required and to cascade to all GPs that attendance and admissions to the hospitals should be 
minimised, diverted or postponed where possible. 

• Additional Consultants/GP/Rapid Response (to ED) to support triage, assessment and discharge if 
feasible. 

• Assign appropriate qualified clinicians (RN) to manage care of patients waiting handover from 
ambulance crews. 

• Specialty consultants (or nominated deputy) to provide support to the wards/ED to assist with 
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admission avoidance and discharge. 
• Use of additional beds including R/mede, InHealth etc (as per the OPEL – Bed Escalation 

Options ). 
• Request additional Drs to support increased ward rounds, with a view to expedite and maximise 

discharge. 
• Routine & Urgent elective admissions to be cancelled.  
• Release staff by cancellation of training days/meetings 
• All Divisions to review non-essential activity, with a view to prioritising resources to supporting 

critical core business only 
• Multi-agency teleconference to be convened (led by CCG) at agreed times throughout day. 
• Convene urgent capacity review meetings (in control room) to agree immediate recovery plan/ 

business continuity arrangements for next 24/48hrs. Attendance to include: In hrs : Director of Ops, 
Deputy/Chief Executive, Deputy/Chief Nurse, Associate Directors of Operations, Chief Divisional 
Nurses and all Divisional/Support Services representation. OOHs – DoC, SSM, CSNP, On-call 
Consultants, SS, RR,  

• Provide Director level leadership and support across the Trust. 
• De-escalation to occur according to assessment using Escalation Status Triggers 
• Ensure effective communications; internally with all staff and externally via press release/local radio 

etc. 
 
Out Of Hours and Weekends: 

• SSM and Director on Call to be present on site. 
• Continue with all escalation actions identified in Black status as above. 
• Continue with multi-agency teleconference calls throughout the day. 
• Command and Control set up to be put in place for support, escalation and senior decision making. 
• The CSNP will assume responsibility for site co-ordination resolving operational issues within their 

scope, including active A&E breach prevention management and monitoring of criteria led 
discharge. 

• SSM and Director to liaise as required with the North West Surrey Sector on call teams (CCG, RR, 
SECamb, CSH, SCAS (PTS). 

• Operational surveillance will be maintained by the teams including, ED and Divisions. 
• Escalation to the SSM will occur if change to operational situation which exceeds the scope of the 

CSNP role. 
• CAT meetings to be held throughout the day as they are during the week. 
• Ward Nurse-In-Charge to manage the discharge of patients using criteria led discharge and 

supporting evening/weekend patient discharge lists.  Escalation of any delays to discharge to 
CSNP/Discharge Team promptly for immediate action. 

• Adopt the use of weekend plans as provided by Divisions. 
• De-escalation to occur according to assessment using Escalation Status Triggers. 
• Full communications involvement to ensure local residents are notified to stay away from hospital, 

internal comms etc 
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 Section E:  

 

PROTRACTED 

BLACK -  

OPEL Four + 
 

DEFINITION: 

Sustained Black Escalation status over a period of 72 hours  with no 
evidence of de-escalation.  At PROTRACTED BLACK the severe 
pressure is continuous/or still escalating leaving the Trust unable to 
deliver comprehensive emergency care.  There is on-going potential for 
patient care and safety to be compromised.  Decisive action must be 
taken across the health system by all partners to recover capacity and 
ensure patient safety. 

 

TRIGGERS 
 

• Sustained OPEL 4+ > 72 hrs with no evidence of de-escalation 
(see BLACK triggers) 

• Actions at RED and BLACK have failed to deliver capacity 
• No capacity/predicted capacity across the Trust/ System 
• Emergency Care Pathway significantly compromised 
• Significant delays or inability to offload ambulances 
• Safety of patients within ED/other escalation areas potentially 

compromised 
• Staff sickness, adverse weather, infectious outbreak/other 

significantly compromising service provision and patient safety 
 

ACTIONS AT PROTRACTED BLACK STATUS TO INCLUDE: 
 

• Trust remains on Business Continuity Internal Incid ent.    
• CE to liaise with CCG/NHSE. Cabinet meeting to be c onvened  

 
Once declaration agreed the following action to tak e place: 

• Command and Control set up to be put in place for support, escalation and senior decision making. 
• Head of Site Operations to re-issue cascade BT PageOne alert to senior nursing group, to providing 

assistance in managing the provision of escalation capacity. 
• COO to liaise with CCG who will instigate a conference call with partner agencies (RR, Social Care, 

CHC, H@H etc) to determine if the system can create additional capacity (including opening of 
additional community beds, with a view to expediting discharge to community rehab/step-down 
nursing homes etc).   

• Notification to Social Services CHC/RR/H@H on-call managers to expedite care packages, 
placements/step-down etc. 

• Request local homes to accept new or return of patients, without requiring re-assessment prior to 
discharge 

• Contact and seek agreement from NW Surrey CCG to request an ambulance divert as required and 
to cascade to all GPs that attendance and admissions to the hospitals should be minimised, 
diverted or postponed where possible. 

• Additional ED Consultant to support triage, assessment and discharge. 
• Consider additional primary care staffing to ED e.g. GP, Rapid Response. 
• Assign appropriate qualified clinicians (RN) to manage care of patients waiting handover from 

ambulance crews. 
• Specialty consultants (or nominated deputy) to provide support to the wards/A&E to assist with 

admission avoidance and discharge. 
• Notify Comms for staff/external agency briefings, with instruction to seek alternatives to A&E and to 

advise the cancellation of OPD/planned surgery. 
• Provision of additional SSM cover to site 24/7, supported by Director on Call (see Command & 

Control rota) 
• Consider cancellation of OPD activity to release staff to care for patients in ED/escalation areas 
• Open additional beds on specific wards/areas, where staffing permits eg, possible use of Heron 

Annexe, Chaucer Annexe, Urology Day Unit, Runnymede Hospital. 
• Additional Drs to support increased ward rounds, with a view to expedite and maximise discharge. 
• Routine & Urgent elective admissions to be cancelled.  
• Release staff by cancellation of training days/meetings 
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• All Divisions to review non-essential activity, with a view to prioritising resources to supporting 
critical core business only 

• Multi-agency teleconference to be convened at agreed times throughout day. 
• Chief Operating Officer to convene urgent capacity review meeting to agree immediate recovery 

plan. Attendance to include Deputy Chief Executive, Executive Director of Nursing, Associate 
Directors of Operations, Chief Divisional Nurses and all Divisional/Support Services representation. 

• Provide Director level leadership and support across the Trust. 
• Plan additional Capacity Action Team meetings into the evening as required. 
• Plan business continuity arrangement for next 24/48hrs. 
• Plan for the presence of additional staff including medical staff if status continues into the evening, 

night and weekend. 
• De-escalation to occur according to assessment using Escalation Status Triggers. 
• All escalation capacity in use + Inhealth 

 
Out Of Hours and Weekends: 

• SSM and Director on Call to be present on site. 
• Continue with all escalation actions identified in Protracted Black status as above. 
• Continue with multi-agency teleconference calls throughout the day. 
• Command and Control set up to be put in place for support, escalation and senior decision making. 
• The CSNP will assume responsibility for site co-ordination resolving operational issues within their 

scope, including active ED breach prevention management and monitoring of criteria led discharge. 
• SSM and Director to liaise as required with the North West Surrey Sector on call teams. 
• Operational surveillance will be maintained by the teams including Patient Flow Team, ED and 

Divisions. 
• Escalation to the SSM will occur if change to operational situation which exceeds the scope of the 

CSNP role. 
• CAT meetings to be held throughout the day as they are during the week. 
• Ward Nurse-In-Charge to manage the discharge of patients using criteria led discharge and 

supporting evening/weekend patient discharge lists.  Escalation of any delays to discharge to 
CSNP/Discharge Team promptly for immediate action. 

• Adopt the use of weekend plans as provided by Divisions. 
• De-escalation to occur according to assessment using Escalation Status Triggers. 

 

 

 

 
Significant concern regarding patient safety 
 
In the event of an inability to de-escalate ED or business continuity incident has not been 
resolved and patient safety is considered a significant risk: 
 

 
 
 
 
 
 
 
 
 
 
 

CEO – ASPH, NHSE, CCG to facilitate conference call to co nsider part or full clo sure of ED  
 
Note: All other actions must have taken place inclu ding successful divert before this decision is made  
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Appendix 1 
 

ESCALATION STATUS Calculations  @ 09.00hrs 

DATE: 

AGREED STATUS:  (GREEN – OPEL One)    (AMBER – OPEL two)      

(RED – OPEL Three)     (BLACK – Opel Four) 

 GREEN  
(each trigger 1 point) 

AMBER 
(each trigger 2 points) 

RED 
(each trigger 4 points) 

BLACK  
(each trigger 8 points) 

ED 4 Hr 
Standard 

Up to 1 breach of 
the 4 hr standard 
for non-clinical 
reasons since 
midnight 
 

 
(1) 

Between 2 and 8 
breaches of the 4 hr 
standard for non-
clinical reasons 
since midnight  
 

 
(2) 

Between 9 and 20 
breaches of the 4 hr 
standard for non-
clinical reasons since 
midnight  
 

 
(4) 

More than 20 
breaches of the 4 hr 
standard for non-
clinical reasons 
since midnight and 
further breaches 
likely 

(8) 
ED Queue No ambulances and 

or patients waiting 
in the queue 
 
 

 
(1) 

1 ambulance and or 
patient waiting in 
the queue 
 
 

 
(2) 

Between 2 and  10 
ambulances and or 
patients waiting in the 
queue with movement 
expected in the next 
2hrs 

(4) 

More than 10 
ambulances and or 
patients waiting in 
the queue with no 
movement expected 
in the next 2hrs 

(8) 
ED 
Assessment 

Time to be seen by 
A&E Dr less than 
an hour 

(1) 

Time to be seen by 
A&E Dr between 1 
and 2 hours 

(2) 

Time to be seen by 
A&E Dr between 2 and 
5 hours 

(4) 

Time to be seen by 
A&E Dr exceeds 5 
hours 

(8) 
ED Capacity  10 or more 

receiving spaces in 
ED (not including 
CDU) 

(1) 

Between 6 and  9 
receiving spaces in 
ED (not including 
CDU) 

(2) 

6 or less receiving 
spaces in ED (not 
including CDU) but 
ability to create 

(4) 

No receiving spaces 
in ED (not including 
CDU) and no ability 
to create 

(8) 
DTAs No DTAs in ED (not 

including CDU) 
 
 
 

 
(1) 

Up to 4 DTAs in ED 
(not including CDU)  
who have been in 
over 4 hours with 
no bed allocated 

 
(2) 

Between 5 and 15 
DTAs in ED (not 
including CDU)  who 
have been in over 4 
hours with no bed 
allocated 

(4) 

16 or more DTAs in 
ED (not including 
CDU)  who have 
been in over 4 
hours with no bed 
allocated 

(8) 
Assessment 
Unit 
Capacity  
AMU 

More than 2 
assessment spaces 
 
 

 
(1) 

2 assessment 
spaces or less with 
ability to create 
further space within 
2 hours 

(2) 

No assessment space 
available but ability to 
create space within 4 
hours 
 

(4) 

No assessment 
space available or 
ability to create 
within 4-6 hours 

 
(8) 
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Assessment 
Unit 
Capacity 
SAU 

More than 2 
assessment spaces 
 
 

 
(1) 

2 assessment 
spaces or less with 
ability to create 
further space within 
2 hours 

(2) 

No assessment space 
available but ability to 
create space within 4 
hours 
 

(4) 

No assessment 
space available or 
ability to create 
within 4-6 hours 

 
(8) 

Critical Care 
(ITU/HDU) 

One or more critical 
care bed available 
 

 
(1) 

No critical care 
beds and no 
patients requiring 
admission 

(2) 

No critical care beds,  
patients requiring 
admission, ability to 
create within 3 hrs 

(4) 

No critical care 
beds,  patients 
requiring admission, 
no ability to create 

(8) 
Ring Fenced 
beds 
 

All ring fenced beds 
available 
 
 

(1) 

Not all ring fenced 
beds available, no 
patients requiring 
admission 

(2) 

No ring fenced beds,  
patients requiring 
admission, ability to 
create within 3 hrs 

(4) 

No ring fenced 
beds,  patients 
requiring admission, 
no ability to create 

(8) 
Escalation  
 

No escalation areas 
open 
 

 
(1) 

Beds available in 
planned escalation 
areas at St Peters 
site 

(2) 

All planned escalation 
open on both sites, 
some capacity 
remaining 

 
 

(4) 

Escalation areas full 
on both sites 
 

 
 (8) 

Elective 
Activity 

Sufficient number of 
empty/definite beds 
to accommodate 
elective activity 
 
 

 
(1) 

Insufficient empty/ 
definite beds to 
accommodate 
elective activity but 
no cancellations  
 

 
(2) 

Insufficient capacity/ 
Inability to create 
capacity for elective 
activity resulting in 
cancellations  of non-
urgent activity 

 
(4) 

Insufficient capacity/ 
Inability to create 
capacity for elective 
activity resulting  
cancellations  
including urgent 
activity 

(8) 
Infection 
Control 

No outbreak 
 
 

(1) 

Contained outbreak 
 
 

(2) 

Outbreak resulting in 
closed beds but no 
potential of spread 

(4) 

Outbreak resulting 
in closed beds with 
likelihood of spread 

(8) 
Staffing  
(Trustwide) 

Staffing levels 
within satisfactory 
levels 
 

 
(1) 

Staffing levels lower 
than planned but 
not affecting flow  
 

 
(2) 

Staffing levels 
adversely affecting 
flow  
 

 
(4) 

Staffing levels 
seriously affecting 
flow causing 
significant delays in 
flow process 

(8) 
 
 
OPEL Escalation Calculation : 

13-20 GREEN OPEL ONE 

21-40 AMBER OPEL TWO 

40-64 RED OPEL THREE 

65+ BLACK  OPEL FOUR 

 
 
 



 

Volume 8 
Patient Care  Next Review  

June 2021 Issue 1 Page 17 of 28 

 

 
Appendix 2 
 

ESCALATION STATUS Calculations @ 13.00hrs 

DATE: 

AGREED STATUS:  (GREEN – OPEL One)    (AMBER – OPEL Two)      

            (RED – OPEL Three)     (BLACK – OPEL Four) 

 GREEN  
(each trigger 1 point) 

AMBER 
(each trigger 2 points) 

RED 
(each trigger 4 points) 

BLACK  
(each trigger 8 points) 

ED 4 Hr 
Standard 

Up to 3 breaches of 
the 4 hr standard 
for non-clinical 
reasons since 
midnight 
 

 
(1) 

Between 4 and 20 
breaches of the 4 hr 
standard for non-
clinical reasons 
since midnight  
 

 
(2) 

Between 21 and 30 
breaches of the 4 hr 
standard for non-
clinical reasons since 
midnight  
 

 
(4) 

More than 30 
breaches of the 4 hr 
standard for non-
clinical reasons 
since midnight and 
further breaches 
likely 

(8) 
ED Queue No ambulances and 

or patients waiting 
in the queue 
 
 

 
(1) 

1 ambulance and or 
patient waiting in 
the queue 
 
 

 
(2) 

Between 2 and  10 
ambulances and or 
patients waiting in the 
queue with movement 
expected in the next 
2hrs 

(4) 

More than 10 
ambulances and or 
patients waiting in 
the queue with no 
movement expected 
in the next 2hrs 

(8) 
ED 
Assessment 

Time to be seen by 
A&E Dr less than 
an hour 

(1) 

Time to be seen by 
A&E Dr between 1 
and 2 hours 

(2) 

Time to be seen by 
A&E Dr between 2 and 
5 hours 

(4) 

Time to be seen by 
A&E Dr exceeds 5 
hours 

(8) 
ED Capacity  5 or more receiving 

spaces in ED (not 
including CDU) 

 
 

(1) 

Between 3 and  5 
receiving spaces in 
ED (not including 
CDU) 

 
(2) 

2 or less receiving 
spaces in ED (not 
including CDU) but 
ability to create space 
including in resus 

(4) 

No receiving spaces 
in ED (not including 
CDU) and no ability 
to create 

 
(8) 

DTAs No DTAs in ED (not 
including CDU) 
 
 
 

 
(1) 

Up to 4 DTAs in ED 
(not including CDU)  
who have been in 
over 4 hours with 
no bed allocated 

 
(2) 

Between 5 and 10 
DTAs in ED (not 
including CDU)  who 
have been in over 4 
hours with no bed 
allocated 

(4) 

11 or more DTAs in 
ED (not including 
CDU)  who have 
been in over 4 
hours with no bed 
allocated 

(8) 
Asses sment 
Unit Capacity  
AMU 

More than 4 
assessment spaces 
 
 

 
(1) 

4 assessment 
spaces or less with 
ability to create 
further space within 
2 hours 

(2) 

No assessment space 
available but ability to 
create space within 4 
hours 
 

(4) 

No assessment 
space available or 
ability to create 
within 4-6 hours 
 

(8) 
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Assessment 
Unit Capacity 
SAU 

More than 2 
assessment spaces 
 
 

 
(1) 

2 assessment 
spaces or less with 
ability to create 
further space within 
2 hours 

(2) 

No assessment space 
available but ability to 
create space within 4 
hours 

 
(4) 

No assessment 
space available or 
ability to create 
within 4-6 hours 

 
(8) 

Critical Care 
(ITU/HDU) 

One or more critical 
care bed available 
 

 
(1) 

No critical care 
beds and no 
patients requiring 
admission 

(2) 

No critical care beds,  
patients requiring 
admission, ability to 
create within 3 hrs 

(4) 

No critical care 
beds,  patients 
requiring admission, 
no ability to create 

(8) 
Ring Fenced 
beds 
 

All ring fenced beds 
available 
 
 

(1) 

Not all ring fenced 
beds available, no 
patients requiring 
admission 

(2) 

No ring fenced beds,  
patients requiring 
admission, ability to 
create within 3 hrs 

(4) 

No ring fenced 
beds,  patients 
requiring admission, 
no ability to create 

(8) 
Escalation  
 

No escalation areas 
open 
 

 
(1) 

Beds available in 
planned escalation 
areas at St Peters 
site 

(2) 

All planned escalation 
open on all sites, some 
capacity remaining 
 

(4) 

Escalation areas full 
on both sites 
 

 
 (8) 

Elective 
Activity 

Sufficient number of 
empty/definite beds 
to accommodate 
elective activity 
 
 

 
(1) 

Insufficient empty/ 
definite beds to 
accommodate 
elective activity but 
no cancellations  
 

 
(2) 

Insufficient capacity/ 
Inability to create 
capacity for elective 
activity resulting in 
cancellations  of non-
urgent activity 

 
(4) 

Insufficient capacity/ 
Inability to create 
capacity for elective 
activity resulting  
cancellations  
including urgent 
activity 

(8) 
Infection 
Control 

No outbreak 
 
 

(1) 

Contained outbreak 
 
 

(2) 

Outbreak resulting in 
closed beds but no 
potential of spread 

(4) 

Outbreak resulting 
in closed beds with 
likelihood of spread 

(8) 
Staffing  
(Trustwide) 

Staffing levels 
within satisfactory 
levels 
 

 
(1) 

Staffing levels lower 
than planned but 
not affecting flow  
 

 
(2) 

Staffing levels 
adversely affecting 
flow  

 
 

(4) 

Staffing levels 
seriously affecting 
flow causing 
significant delays in 
flow process 

(8) 
 
 
 
OPEL Escalation Calculation : 

13-20 GREEN OPEL ONE 

21-40 AMBER OPEL TWO 

40-64 RED OPEL THREE 

65+ BLACK  OPEL FOUR 

 
 
 
 
 



 

Volume 8 
Patient Care  Next Review  

June 2021 Issue 1 Page 19 of 28 

 

Appendix 3 
ESCALATION STATUS @ 16.00hrs 

AGREED STATUS:  (GREEN – OPEL One)    (AMBER – OPEL two)      

(RED – OPEL Three)     (BLACK – OPEL Four) 

 GREEN  
(each trigger 1 point) 

AMBER 
(each trigger 2 points) 

RED 
(each trigger 4 points) 

BLACK  
(each trigger 8 points) 

ED 4 Hr 
Standard 

Up to 5 breaches of 
the 4 hr standard for 
non-clinical reasons 
since midnight 
 

 
(1) 

Between 6 and 25 
breaches of the 4 hr 
standard for non-
clinical reasons 
since midnight  
 

 
(2) 

Between 26 and 40 
breaches of the 4 hr 
standard for non-clinical 
reasons since midnight  
 

 
(4) 

More than 40 
breaches of the 4 hr 
standard for non-
clinical reasons 
since midnight and 
further breaches 
likely 

(8) 
ED Queue No ambulances and 

or patients waiting in 
the queue 
 
 

 
(1) 

1 ambulance and or 
patient waiting in the 
queue 
 
 

 
(2) 

Between 2 and  10 
ambulances and or 
patients waiting in the 
queue with movement 
expected in the next 
2hrs 

(4) 

More than 10 
ambulances and or 
patients waiting in 
the queue with no 
movement expected 
in the next 2hrs 

(8) 
ED 
Assessment 

Time to be seen by 
A&E Dr less than an 
hour 

(1) 

Time to be seen by 
A&E Dr between 1 
and 2 hours 

(2) 

Time to be seen by A&E 
Dr between 2 and 5 
hours 

(4) 

Time to be seen by 
A&E Dr exceeds 5 
hours 

(8) 
ED Capacity  5 or more receiving 

spaces in ED (not 
including CDU) 

 
 

(1) 

Between 3 and  5 
receiving spaces in 
ED (not including 
CDU) 

 
(2) 

2 or less receiving 
spaces in ED (not 
including CDU) but 
ability to create space 
including in resus 

(4) 

No receiving spaces 
in ED (not including 
CDU) and no ability 
to create 

 
(8) 

DTAs No DTAs in ED (not 
including CDU) 
 
 
 

 
(1) 

Up to 4 DTAs in ED 
(not including CDU)  
who have been in 
over 4 hours with no 
bed allocated 

 
(2) 

Between 5 and 10 
DTAs in ED (not 
including CDU)  who 
have been in over 4 
hours with no bed 
allocated 

(4) 

11 or more DTAs in 
ED (not including 
CDU)  who have 
been in over 4 hours 
with no bed allocated 

(8) 

Assessment 
Unit Capacity  
AMU 

More than 4 
assessment spaces 
 
 

 
(1) 

4 assessment 
spaces or less with 
ability to create 
further space within 
2 hours 

(2) 

No assessment space 
available but ability to 
create space within 4 
hours 
 

(4) 

No assessment 
space available or 
ability to create 
within 4-6 hours 
 

(8) 
Assessment 
Unit Capacity 
SAU 

More than 2 
assessment spaces 
 
 

 
(1) 

2 assessment 
spaces or less with 
ability to create 
further space within 
2 hours 

(2) 

No assessment space 
available but ability to 
create space within 4 
hours 

 
(4) 

No assessment 
space available or 
ability to create 
within 4-6 hours 

 
(8) 
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Critical Care 
(ITU/HDU) 

One or more critical 
care bed available 
 

 
(1) 

No critical care beds 
and no patients 
requiring admission 

(2) 

No critical care beds,  
patients requiring 
admission, ability to 
create within 3 hrs 

(4) 

No critical care beds,  
patients requiring 
admission, no ability 
to create 

(8) 
Ring Fenced 
beds 
 

All ring fenced beds 
available 
 
 

(1) 

Not all ring fenced 
beds available, no 
patients requiring 
admission 

(2) 

No ring fenced beds,  
patients requiring 
admission, ability to 
create within 3 hrs 

(4) 

No ring fenced beds,  
patients requiring 
admission, no ability 
to create 

(8) 
Escalation  
 

No escalation areas 
open 
 

 
(1) 

Beds available in 
planned escalation 
areas at St Peters 
site 

(2) 

All planned escalation 
open on both sites, 
some capacity 
remaining 

 
 

(4) 

Escalation areas full 
on both sites 
 

 
 (8) 

Elective 
Activity 

Sufficient number of 
empty/definite beds 
to accommodate 
elective activity 
 
 

 
(1) 

Insufficient empty/ 
definite beds to 
accommodate 
elective activity but 
no cancellations  
 

 
(2) 

Insufficient capacity/ 
Inability to create 
capacity for elective 
activity resulting in 
cancellations  of non-
urgent activity 

 
(4) 

Insufficient capacity/ 
Inability to create 
capacity for elective 
activity resulting  
cancellations  
including urgent 
activity 

(8) 
Infection 
Control 

No outbreak 
 
 

(1) 

Contained outbreak 
 
 

(2) 

Outbreak resulting in 
closed beds but no 
potential of spread 

(4) 

Outbreak resulting in 
closed beds with 
likelihood of spread 

(8) 
Staffing  
(Trustwide) 

Staffing levels within 
satisfactory levels 

 
(1) 

Staffing levels lower 
than planned but not 
affecting flow  
 

(2) 

Staffing levels adversely 
affecting flow  

 
(4) 

Staffing levels 
seriously affecting 
flow causing 
significant delays in 
flow process 

(8) 
Predicted  Bed 
Availability 

More than 35 beds 
in total going into the 
evening and night 
 

(1) 

Between 27 and 34 
beds in total going 
into the evening and 
night 
 

(2) 

Between 12 and 26 
Beds in total going into 
the evening and night 
 
 

(4) 

Less than 12 beds 
going into the 
evening and night 
and no further ability 
to create 

(8) 
 

OPEL Escalation Calculation : 

13-20 GREEN OPEL ONE 

21-40 AMBER OPEL TWO 

40-64 RED OPEL THREE 

65+ BLACK  OPEL FOUR 
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Appendix 4 

ESCALATION STATUS @ 22.00hrs 

AGREED STATUS:  (GREEN – OPEL One)    (AMBER – OPEL two)      

(RED – OPEL Three)     (BLACK – OPEL Four) 

 GREEN  
(each trigger 1 point) 

AMBER 
(each trigger 2 points) 

RED 
(each trigger 4 points) 

BLACK  
(each trigger 8 points) 

ED 4 Hr 
Standard 

Between 6 and 25 
breaches of the 4 hr 
standard for non-
clinical reasons 
since midnight  
 

 
(1) 

Between 26 and 40 
breaches of the 4 hr 
standard for non-
clinical reasons 
since midnight  
 

 
(2) 

Between 40 - 60 
breaches of the 4 hr 
standard for non-clinical 
reasons since midnight 
and further breaches 
likely 
 
 

(8) 

More than 60+ 
breaches of the 4 hr 
standard for non-
clinical reasons 
since midnight and 
further breaches 
likely 

 

ED Queue No ambulances and 
or patients waiting in 
the queue 
 
 

 
(1) 

1 ambulance and or 
patient waiting in the 
queue 
 
 

 
(2) 

Between 2 and  10 
ambulances and or 
patients waiting in the 
queue with movement 
expected in the next 
2hrs 

(4) 

More than 10 
ambulances and or 
patients waiting in 
the queue with no 
movement expected 
in the next 2hrs 

(8) 
ED 
Assessment 

Time to be seen by 
A&E Dr less than an 
hour 

(1) 

Time to be seen by 
A&E Dr between 1 
and 2 hours 

(2) 

Time to be seen by A&E 
Dr between 2 and 5 
hours 

(4) 

Time to be seen by 
A&E Dr exceeds 5 
hours 

(8) 
ED Capacity  5 or more receiving 

spaces in ED (not 
including CDU) 

 
 

(1) 

Between 3 and  5 
receiving spaces in 
ED (not including 
CDU) 

 
(2) 

2 or less receiving 
spaces in ED (not 
including CDU) but 
ability to create space 
including in resus 

(4) 

No receiving spaces 
in ED (not including 
CDU) and no ability 
to create 

 
(8) 

DTAs No DTAs in ED (not 
including CDU) 
 
 
 

 
(1) 

Up to 2 DTAs in ED 
(not including CDU)  
who have been in 
over 4 hours with no 
bed allocated 

 
(2) 

Between 3 and 5 DTAs 
in ED (not including 
CDU)  who have been 
in over 4 hours with no 
bed allocated 

(4) 

6 or more DTAs in 
ED (not including 
CDU)  who have 
been in over 4 hours 
with no bed allocated 

(8) 

Assessment 
Unit Capacity  
AMU 

More than 4 
assessment spaces 
 
 

 
(1) 

4 assessment 
spaces or less with 
ability to create 
further space within 
2 hours 

(2) 

No assessment space 
available but ability to 
create space within 4 
hours 
 

(4) 

No assessment 
space available or 
ability to create 
within 4-6 hours 
 

(8) 
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Assessment 
Unit Capacity 
SAU 

More than 2 
assessment spaces 
 
 

 
(1) 

2 assessment 
spaces or less with 
ability to create 
further space within 
2 hours 

(2) 

No assessment space 
available but ability to 
create space within 4 
hours 

 
(4) 

No assessment 
space available or 
ability to create 
within 4-6 hours 

 
(8) 

Critical Care 
(ITU/HDU) 

One or more critical 
care bed available 
 

 
(1) 

No critical care beds 
and no patients 
requiring admission 

(2) 

No critical care beds,  
patients requiring 
admission, ability to 
create within 3 hrs 

(4) 

No critical care beds,  
patients requiring 
admission, no ability 
to create 

(8) 
Ring Fenced 
beds 
 

All ring fenced beds 
available 
 
 

(1) 

Not all ring fenced 
beds available, no 
patients requiring 
admission 

(2) 

No ring fenced beds,  
patients requiring 
admission, ability to 
create within 3 hrs 

(4) 

No ring fenced beds,  
patients requiring 
admission, no ability 
to create 

(8) 
Escalation  
 

No escalation areas 
open 
 

 
(1) 

Beds available in 
planned escalation 
areas at St Peters 
site 

(2) 

All planned escalation 
open on both sites, 
some capacity 
remaining 

 
 

(4) 

Escalation areas full 
on both sites 
 

 
 (8) 

Elective 
Activity 

No Electives 
cancelled 
 
 

 
(1) 

Delays in bed 
allocation or step-
down from recovery 
but no cancellations  
 

(2) 

Non-urgent activity 
 
 
 

 
(4) 

Urgent activity 
 
 
 
 

(8) 
Infection 
Control 

No outbreak 
 
 

(1) 

Contained outbreak 
 
 

(2) 

Outbreak resulting in 
closed beds but no 
potential of spread 

(4) 

Outbreak resulting in 
closed beds with 
likelihood of spread 

(8) 
Staffing  
(Trustwide) 

Staffing levels within 
satisfactory levels 

 
(1) 

Staffing levels lower 
than planned but not 
affecting flow  
 

(2) 

Staffing levels adversely 
affecting flow  

 
(4) 

Staffing levels 
seriously affecting 
flow causing 
significant delays in 
flow process 

(8) 
Predicted  Bed 
Availability 

More than 21+ beds 
in total going into the 
evening and night 
 
 

(1) 

Between 11 and 20 
beds in total going 
into the evening and 
night 
 

(2) 

Between 3 and 10 
Beds in total going into 
the evening and night 
 
 

(4) 

Less than 2 beds 
going into the 
evening and night 
and no further ability 
to create 

(8) 
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Appendix 5                       Secamb Escalation/ Divert 

 

Secamb will expect immediate hand over to be affected from: 

 

Amber & above 

To liaise with ‘On-Call Director’ at the relevant hospital with delayed resource availability 
to notify of escalation and assurance of ‘Conveyance Handover and Transfer of Care 
Procedure’  
 

Black 

Strategic on call to chair conference call, invitation to include call details/agenda, with all 
on call executives for the acute trusts, within the affected area informing them immediate 
handover is being implemented  
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Appendix 6 
 

ASPH NHS FT  BED ESCALATION: PHASED OPTIONS VS OPEL  ESCALATION 
 
The below escalation options are to be used in order shown as a guide to support 
additional capacity. These options may change dependent on the dynamics of the 
situation/safe staffing options.    Any deviation must be agreed at executive level.  
 

GREEN - OPEL 1 • No escalation 

AMBER - OPEL 2 • Heron Annex (5) 
• Wren (1) 
• Outlie (up to 3) 
• CDU 2 (5) 

RED – OPEL 3 • WW ward (7 escalation beds) 
• AECU (5) 
• Outlie (up to 12) 
• Use of Ring fenced beds 

(Aspen/Cedar) 

BLACK - OPEL 4 • Chaucer ward (up to 14) 
• Dickens  
• Urology Day Unit (up to 7) 
• Eliot Ward (up to 18) 
• Additional Community rehab/step-

down capacity 

PROTRACTED BLACK - 
OPEL 4 

• Urology Day Unit (up to 10) 
• InHealth (up to 10) 
• Joan Booker Ward 
• Endoscopy 
• Runnymede 
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Appendix 7 

 
 

12 Hour Trolley Wait Breaches 
 
Determining a Reportable 12 hour Trolley Wait Breac h  
 

i. The waiting time for an emergency admission via ED ( Emergency Department), is 
measured from the time when the Decision is made To Admit  (DTA), or when 
essential treatment in ED is completed (whichever is later) to the time when the 
patient is admitted (leaves ED). 

ii. The DTA is made by a bed-holding specialty that has been asked to assess/take the 
patient.  The decision should be made by a senior clinical decision-making doctor 
(a consultant or an ST3 level registrar, or equivalent). 

iii. Time : A DTA is defined as the time when a senior clinician decides and records  the 
DTA or the time when treatment that must be carried out in ED (before admission 
is complete) – whichever is the later.   

- This time starts the trolley-wait clock .   
- The clock stops when the patient leaves the ED on the way to a ward. 

 
Examples to Support Validation 
Guidance in current form permits a great deal of interpretation which is dependent on the 
Provider’s clinical model. The below are some examples to consider when validating a 
potential reportable 12 hour breach.  
 

• Clock start – when a senior clinician (defined as ST3 level registrar or consultant 
level); with admitting rights, decides a patient requires admission (this decision must 
be recorded) or  when treatment that must be completed in ED has stopped – 
whichever is later. E.g. massive bleed DTA by the medics early but requiring fluid 
resuscitation in resus prior to transfer.  The DTA clock will start once the ED 
treatment has concluded. 

 
NB: The senior clinician could be an ED clinician (if they have defined admitting rights). 

 
• Clock stop – time patient leaves ED – importantly to bed in a ward based 

environment (including having sinks, beds, toilets etc. and being a single sex 
location) – e.g. a CDU within ED is fine but not a psych interview room within ED. 
The clock can also stop is the patients is being transferred to an intermediate 
environment prior to end destination, e.g. to x-ray before ward or to theatre before 
ward.  
 

Reporting a 12 Hour Trolley Wait Breach (see flow c hart attached) 
The flow chart below highlights the steps to be followed. This is in addition to the reporting of 
a breach on the daily and monthly SITREP.  
 
No 12 hour breach should be declared on a SITREP re turn , until the breach has been 
validated and confirmed. The SITREP must be signed off by the CEO or delegate.  
 
NB: If following validation, a breach is not reportable, given the excessive time in the ED 
department, the provider must complete an RCA for the patient as part of learning to reduce 
the risk of repeated incidents. (See appendix 6c ) 
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Appendix 7a 

 
 

Mental Health Patients waiting admission to a MH be d 
 

During working hours the NIC of ED should report delays in accessing a MH bed (following a 

DTA) to the Head of site services/associate director of emergency care.  

If a bed is not identified (within four hours of the DTA) this should then be escalated to the 

ADO for emergency and acute medicine (MES). This in turn will activate a call between the 

ADO – MES and their counterpart at SABP 

 

Out of hours:  this should be escalated to the clinical site practitioner who in turn will 

escalate to the senior manager on call who will contact the senior manager on-call at SABP.  

If there is still no bed identified and the patient is likely to reach a twelve hour breach this 

should be recorded by the CSNP and confirmation that the escalation process has been 

followed.  

Where appropriate the patient (with appropriate escort) should be placed in an appropriate 

inpatient bed base (accompanied by a RMN or a member of the psyche liaison team)  

This matter will be brought to the attention of Director on Call (DoC). 

 

SABP should identify an investigating officer to identify the difficulties in securing a bed and 

actions taken to facilitate the patients transfer to a mental health bed.  

NB: CDUs must not be used for patients waiting for admission as part of ‘escalation’ when 

the hospital is under pressure (NHSI Good practice guide: Focus on improving patient flow 

July 2017). 

 

See Psyche Liaison Escalation flow chart – Appendix 6b 
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Section 7b 
 
PSYCHE LIAISON  

 
 Liaison Psychiatry Contacts & Escalation 

 
  
         

  

 

 

 

Delays in finding a bed:  

 

 

 

 

 

In hrs ext 2450/2293 - Contact Psychiatric Liaison Manager who will liaise with 

the Home Treatment Team (WAA bed) or Patient Flow Manager (OAA) 

 

Continued delay (post DTA) 

In hrs: ED NIC to Escalate to ED CNL/Consultant on-call to liaise with Psyche 
Liaison Service Manager (07384248021) 
OOHs: CSNP to make contact with SABP manager on call - 03005555222 

 

Unresolved delays: 

In hrs: CNL/ED Consultant on-call to escalate to Head of site services/associate 

director of emergency care 

OOHs: ED NIC to escalate to CSNP. CSNP to contact SSM to liaise with SABP on-

call Manager – 03005555222 

At hr 10 if delay in finding bed has not been resolved SSM to liaise with SABP 

Director on-call – 03005555222 

 

NB: At all stages escalation must be recorded. If there is likely to be a 12 hr 

breach the CCG will be informed of the breach and an RCA investigation will be 

undertaken and report the matter to STEISS for appropriate recording. 
 

Mental Health Liaison  
<65yrs – 8161(24/7) 
65yrs - 8186 (9-5) 

 

CAMHS 
Under 18 years 

03002225755 (8-8pm) 
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Appendix 7c 
 
 

 
South Region 12-hour Breach Reporting protocol  
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Up to 12 hours  
If 12 hour breaches are foreseeable, providers to raise at system escalation calls or via direct 
conversation with the lead CCG. If out of hours and it is felt that the commissioner on-call could support 
with delivery of actions to prevent a breach, then the commissioner should be contacted  

The final report should be discussed at SRG (or sub - group wit h 
delegated responsibility) 

At 12 hours  
Provider to inform the lead commissioner, NHSE and NHSI on the day or the following working day if the 

breach occurs out of hours  

Within 24 hours of breach  
Submit initial report to the lead commissioner within 24hrs or next working day who without any delay 

submits to NHSE Local/Region and NHSI [insert email addresses as appropriate] 
 

Within 72 hours of breach  
Submit interim report to the lead commissioner who without any delay submits NHSE Local/ Region 

and NHSI [insert email addresses as appropriate] 

Incident reporting 
form - 12 hr trolley wait breach.docx

Do the initial reports indicate any harm to the pat ient? 

YES NO 

With in 60 days  
Undertake a Root Cause Analysis and 

submit final report and action plan to your 
CCG who without any delay submits NHS 

E Local/Region and NHSI [insert email 
addresses as appropriate] 

Within 60 days  
Continue STEIS investigation and submit 

final report and action plan to your CCG who 
without any delay submits NHS E 

Local/Region and NHSI [insert email 
addresses as appropriate] 


