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Aim:   
 
Phased increase in Critical Care capacity in response to increasing demand 
which could be short or long term depending on the reason 
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A demand on Critical Care beds can flex on a day-to-day basis, but is manageable 
within the current establishment and bed complement, which will have no effect on other 
staff/ environments within the hospital.  
It is recognised that a plan needs to be in place for the uncommon occurrence whereby 
demand outstrips capacity; this may be due to a major incident or influenza pandemic. 
Current level 3 provision within QHB amounts to 6 beds. 
 
Phases and stages referred to below are as defined in the DH “Surge” document, April 2009.  

 
OBJECTIVES:  
 
To ensure the availability and deployment of the resources necessary to achieve the 
phased increase in critical care capacity for adults.  
 
SCOPE: 
 
The plan is based on the principles of emergency planning, and the DH Guidance 
document ‘Report of the Swine Flu Critical Care Clinical Group and Key Learning Points 
for Future Surge Planning’. 
 
Level 3 patients are mechanically ventilated or having CVVH therapy, level 2 patients 
are self ventilating. 
 
This document needs to be read in conjunction with the BHFT Major Incident Policy and 
Pandemic Influenza Guidelines which assumes that in order to implement surge plans, 
non essential activity will be curtailed to release geographical areas, equipment and 
workforce. 
 
Surging capacity for level 3 adult patients is planned in this document.  This plan will be 
reviewed annually or following exercises of the plan or implementation of the plan or 
when there is updated guidance issued.  The plan will be self-assessed against the Mid 
Trent Critical Care Network checklist and will be audited by the NHS Commissioning 
Board. 
 
A multidisciplinary table-top scenario will exercise the plan annually. Lessons learnt and 
gaps identified will be addressed via an agreed action plan  
 
Command and Control 
 
The command and control to invoke this plan will be based on the Major Incident plan 
principles of gold (strategic) command at Executive level, silver (tactical) at the Hospital 
Control Team level and bronze (operational) Departmental command at clinical level. 
Trust Bronze Silver and Gold levels of command must not be confused with similar 
regional structures. The trigger for the implementation of this plan will be when all the 
adult Critical Care Networks across the East Midlands are full and a Critical Care 
Network escalates a request for surge plans to be implemented. However, lessons from 
local implementation of these plans show that it may be necessary to implement the 
plan based on local need when the patients are either too ill to transfer or other 
circumstances dictate this, e.g. to reduce the spread of illness or based on the clinical 
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diagnosis and therefore cannot be transferred.  Refer to Local guidelines for escalating 
to recovery (internal SURGE). 
 
The need to instigate the plan will be escalated by the Consultant Intensivist along with 
Nurse in Charge of Adult Critical Care Unit QHB (ACC Unit) to the Matron for the 
Intensive Care Services, Divisional Nurse Director for the Division of Surgery during 
normal working hours, and to the Clinical Site Practitioner and On Call Manager/On Call 
Executive out of hours. It will be the executive’s decision as to whether or not a 
command and control team would be required, this will be based on the Trust Major 
Incident Plan initially, with others co-opted as and when required depending on the 
incident which has triggered the need for expansion 
 
These decisions will be made by the Lead Consultant for Critical Care and the medical 
officer who is manning the hospital control room (Silver), in conjunction with the On-call 
ICM Consultant and Head of Nursing/Department Leader, if the incident room has been 
implemented. This information will be verified by checking with the Emergency Bed 
Service (EBS) on a shift by shift basis and reported as necessary and reported via the 
SITREPs as requested. This will then be checked regularly to enable the decision to be 
made on when to reduce the capacity to normal working. 

 
Transfers 
 
Intra-hospital transfers will continue to be managed according to the Critical Care 
Operational Policy and the Mid Trent Critical Care Network’s Operational Policy if there 
are Critical Care beds available in other units. These will be co-ordinated by the 
Consultant Intensivist on call. Once bed occupancy within the Network has reached full 
capacity, few intra-hospital transfers will take place and critically-ill patients will need to 
be accommodated within the hospital as described in this plan. Retrieval teams will be 
utilised when appropriate, for example for transfers to specialist units for ECMO. 

 
 
There are currently very limited rest rooms for relatives on site, though there is a Travel 
Lodge, Premier Inn, and Holiday Inn in the locality which could be accessed. 
. 

 
1. CAPACITY: 
 
All areas identified for extra capacity as part of the surge plan are maintained and 
checked regularly by MEMD and Estates and are currently used within our Trust as 
dedicated areas for ventilating patients. All areas have adequate supply of electrical 
points, vacuum, IT and telephone access points 
Diagnostic equipment required for the surge plan will be available from Theatres, which 
will see a large reduction in elective operating: 
 
 
1.1 Adult:  

 
1.1.1 Phase 1:   Current Level 3 capacity is 6 ventilated beds, based on 

nursing staff numbers. However, there is sufficient space and 
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equipment to expand to ventilate up to 10 patients using 
current ICU ventilators.   

 
1.1.2 Phase 2: Total of bed spaces with appropriate services within the 

existing Critical Care Unit is 10. The 4 Level 2 beds could be 
surged into Main Theatres Recovery area with piped oxygen.   

  
 

1.1.3 Phase 3: Main Theatres 1,2,3,4, and 5 and their anaesthetic rooms 
could provide an additional 10 bed spaces with ventilators and 
all necessary services 

 
 

2. VENTILATION: 
 
For reasons of infection control, non-invasive ventilation will not be offered in the 
expanded critical care area when the situation involves infectious agents that may 
become aerosolised, e.g. influenza pandemic.  
 
2.1 Adult: 
 

2.1.1 Phase 1: There are currently 10 intensive care-standard ventilators.   
 TOTAL: 10 ventilators and 4 surge Level 2 beds in Theatre 

recovery 
 

2.1.2 Phase 2: Anaesthetic machines from theatres 1, 2, 3, 4, 5 and 5 
anaesthetic rooms, would provide a further 10 ventilators 
capable of use on adults and older children, although they are 
far from ideal for prolonged ventilatory support. They would 
require pipeline oxygen and air and could be used in theatre 
recovery  

 TOTAL: 20 ventilators   
 

2.1.3 Phase 3: The 6 anaesthetic machines in Treatment Centre 6 theatres 
would allow the use of these areas for ventilated beds. 
Provided all elective work is cancelled. 

   TOTAL: approximately 26 ventilators. 
 
Orthopaedic Theatres, total of 3 could allow emergency services to continue, i.e 
CEEPOD, Trauma and Maternity.  There are currently 3 theatres with 3 
Anaesthetic rooms. This plan needs to be reviewed in light of the transformation 
plans of orthopaedic theatres moving to the new Treatment Centre Building.   
 

 
The Consultant Intensivist(s) on call will determine which ventilators are most suitable 
for the individual patient’s requirements, for example weaning, and this will be 
reassessed on a daily basis. It is recognised that the ventilators on the anaesthetic 
machines will not be suitable for weaning patients and may prove to be inadequate for 
prolonged support or for patients with severe lung disease. 
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3. EQUIPMENT AND SUPPLIES: 
 
3.1 Adult: 
 

3.1.1  Monitoring equipment – suitable for adult use. 
 

3.1.1.1 Phase 1: There is currently sufficient monitoring equipment within 
Critical Care Unit to support.  

 
3.1.1.2 Phase 2: Sufficient monitors are already in place in the Main Theatres 

recovery area to support an additional 4 level 2 beds. Theatre 
equipment in Main Theatres could be used for the level 3 
provision. Totalling 10 ventilated beds.  However, there may 
be insufficient cables to allow invasive arterial and central 
venous monitoring at all beds. 

 
3.1.1.3 Phase 3:  The 6 anaesthetic machines in Treatment Centre 6 theatres 

would allow the use of these areas for ventilated beds. 
Provided all elective work is cancelled. 

 
3.3 Other equipment:  
 

3.3.1 Infusion devices – suitable for adults.    Each bed space in use 
would require a minimum of 2 infusion controllers and 2 
syringe drivers. At the time of writing the numbers of these 
devices potentially available is not known. Therefore early 
indication of numbers potentially available must be sought 
from MEMD at the earliest opportunity. 

 
3.4 Supplies:  
 

3.4.1 Drugs: consists of a restricted list of drugs together with an 
indication of potential daily requirements.  

 
3.4.2  Medical gases: It would be reasonable to assume an increase 

in use of medical air and oxygen, although it is difficult to 
quantify. The FM estates will be informed by the Senior Nurse/ 
On Call Manager when the surge is implemented in order that 
the Trusts Business Continuity Management Plan may be 
implemented  

 
3.4.3  Disposables: A three-fold increase in use might be anticipated. 

Extra consumables for both adult and paediatrics have been 
ordered to buffer against a problem with the supply chain. 

 
The use of single use items more than once will only be considered if and when the 
supply chain becomes a problem. This will be led by the supplies sub-group.  Services 
need to differentiate between single patient use and single use. If considering using 
single use more that once protocols must be clear and concise with exacting criteria. 
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The Trust has a policy not to use single use items more than once. However, in the 
case were supplies run short, single use items will be re-used only after consultation 
with the Infection Control Team and/or Sterile Services Department, as to the most 
appropriate decolonisation/ cleaning method, depending on the product 
 
 
 
 
 
Environmental Issues 
 
Clinical care: should be delivered in areas fit to deliver all aspects of clinical care 
including suitable lighting, electrical supply, medical gases, and ventilation. Meet all 
privacy and dignity needs 
Staff areas: rooms should be identified and modified to accommodate staff breaks 
during a surge outbreak. 
Interview/ Counselling rooms to accommodate confidential/private interviews during a 
surge outbreak: rooms will be identified by the Matron (or DND)/ On call Manager 
throughout the day/ night depending on the need  
 
4. ACCESS, ADMISSION, AND DISCHARGE:  
 
This should only become an issue once capacity is approached in Phase 3, although this 
raises significant ethical problems. 
 
4.1 Adult:  
 

4.1.1  Phase 1 onwards: As full capacity is reached, the number of 
elective post-operative admissions which can be accepted will be 
reduced. Urgent cases will be considered based on clinical 
priority. The Medical Director will be the final arbitrator of these 
decisions if an agreement cannot be reached between Critical 
Care Consultants and the surgical teams. 

 
Phase 2 onwards: There is no Network-wide, regional or national 
triage system agreed for Critical Care in surge or pandemic 
situations. The Trust’s Critical Care Operational Policy for 
admissions will apply and as is usual practice, medical staff will 
make admission decisions based upon clinical judgement and 
patient’s medical conditions. Once the service becomes 
overwhelmed, triage based on clinical criteria may become 
necessary, although the ethics such decisions could be called into 
question. The Mid Trent Critical Care Network has stated that it 
will produce advice on triage of cases and criteria for admission in 
the event of a pandemic based upon information already available 
on survival patterns as the pandemic develops. 
Once admitted regular review would take place to establish those 
patients ready for discharge, or those failing to respond to 
treatment.  
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As a consequence of this process a number of patients will have 
critical care withdrawn because of failure to respond to treatment. 
It may be necessary to consider identifying appropriate areas to 
provide palliative care for the patients who have had intensive 
care support withdrawn due to failure to respond to treatment. 
This may be on the general wards, or it may be that the patients 
will be cohorted together within the critical care areas, depending 
on the diagnosis or the reason for the implementation of the surge 
plans. 
The decision to discharge a patient from Critical Care will be 
made by the Consultant Intensivist on call. The medical or 
surgical team responsible for the patient will be informed of their 
imminent discharge.  
From Phase 2 onwards level 2 care or ‘step down’ care will not be 
available and patients will be managed on the general wards by 
the medical and surgical teams with input from the Critical Care 
Outreach Team.  

 

 
Examples of Chronic Conditions 
  

 Diagnosis of any chronic lung disease  
 Patients who remain unconscious following cardiopulmonary 

resuscitation. 
 Significant neurological impairment 
 End stage renal failure  
 Chronic liver disease 
 Complex congenital heart disease 
 Immunocompromised patients 

 
 

5. CLINICAL MANAGEMENT AND CONSISTENCY:  
 

5.1 Adult: 
 

5.1.1  Phase 2 onwards: Once delivery of critical care has expanded 
beyond the current geographical boundaries of Critical Care 
(i.e. care being provided by non-critical care trained staff), 
certain therapeutic modalities may no longer be offered, e.g. 
renal replacement therapy. In addition, there may be 
restrictions in drug treatment offered in terms of 
sedatives/analgesics and vasoactive agents. 
In the interest of equity this policy would have to be applied to 
all patients. 

 
6. ISOLATION REQUIREMENTS AND INFECTION CONTROL IN THE SETTING OF 
AN INFECTIOUS PANDEMIC:-  
 



 

POL-CL/3554/20 11 

Expansion for this reason will require close involvement of the Infection Control Team. 
Team briefs will be held on a daily basis or on an individual basis depending on need 
and Trust Policy for Infection Prevention will be followed 
 
6.1 Adult:  
 

6.1.1  Phase 1 onwards: In view of limited suitable equipment and 
the potential for aerosol generation, in infectious pandemics 
non-invasive ventilation will not be offered. 
PPE is available for use as appropriate for aerosol-generating 
procedures. All Critical Care staff (nursing and medical) have 
been fit-tested and have their own personal masks. This will 
need to be made available to theatre and recovery staff. 
Update training will be offered as and when required 
Isolation would only be available in exceptional circumstances. 
patients will be cohort nursed as per the guidance of the 
Infection Control team. 

 
6.1.2  In the case of a surge in usage of PPE due to infected cases, 

the ICT will monitor stock levels and liaise with procurement 
requesting the reordering of stock as required 

 
6.3 Staff   In the case of infected staff, advice must be taken from the 

Infection Control Team 
 
6.4 Visitors There may be a need to restrict visitors to the unit for infection 

control reasons.  This would be at the discretion of the 
Infection Control team 

 
7. WORKFORCE: 
 
It is assumed that, in the circumstances envisaged, working out with normal 
competencies would be sanctioned by all the relevant regulatory bodies. 
7.1  Medical:  
 

7.1.1  Phase 1 onwards: Reduction in elective operating (plus 
relaxation in training requirements) should release significant 
numbers of anaesthetic medical staff to assist in critical care. 

 
7.2 Nursing: Should there be an absence rate of staff greater than 12% the 

Workforce Redeployment Plan will be enacted depending on 
the surge requirement. This will identify staff with suitable 
transferable skills and will be reviewed on a shift-by-shift basis 
by the Matron (or DND) and Consultant Intensivist depending 
on need. Staff identified to be drafted into caring for the 
increase in Critical Care patients are already competent in the 
usage of the equipment needed to care for these patients, 
therefore extra training would not be required. However task 
allocation will be reviewed by the senior nurse/ intensivist on a 
shift-by-shift basis dependent on skill set available 
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7.2.1 Phase 1: Trained staff within the Critical Care +/- agency/bank staff, 
used to maintain up to 10 level 3 beds with a 1:1 nurse:patient 
ratio. 
Critical Care Outreach Nurses will continue to support the 
wards, to help prevent avoidable admissions to the critical 
care unit and support nursing staff who provide care for 
patients who have recently been discharged. 

 
7.2.2 Phase 2: The expansion to 10 level 3 beds within Critical Care, plus up 

to 10 level 3 and 2-4 level 2 within the Main Theatre recovery 
area would need the involvement of qualified nursing staff 
from recovery and theatre working in both areas, possibly 
supported by experienced ODPs, who will be familiar with the 
theatre ventilators and monitoring equipment. Senior Critical 
Care  nursing staff would have a supervisory role, supporting 
less experienced colleagues in both areas. Precise 
nurse:patient ratios might vary depending on circumstances at 
the time, but it should be possible to maintain a 1:2 ratio.  

 
7.2.3 Phase 3: Expansion to a total of 26 level 3 beds by using theatres and 

anaesthetic rooms. Staffing needs to be reviewed on daily 
basis according to demand 
Every effort will be made to maintain the Critical Care 
Outreach Service, although decisions regarding best use of 
their expertise will be made on a shift-by-shift basis. 

 
7.2.4   It is recognised that the need to increase capacity to such a 

level whereby non Critical Care trained nurses are required to 
support, are very few and far between. Maintaining 
competencies whilst retaining staff in the posts for which they 
have applied and maintaining day-to-day business requires 
careful consideration. It is for this reason we have agreed that 
rotation will not be undertaken between Critical Care and 
Recovery, but in times of need nursing duties will go back to 
task allocation, whereby Critical Care staff member will be 
nominated as a supervisor and expert in ventilator care over-
seeing 2-3 non Critical Care trained nurses. At this time 
elective operating will be decreased, therefore anaesthetists 
will also be available to provide support 

 
8. COMMUNICATIONS: 
 
Critical Care staff will liaise closely with the corporate communication team to ensure 
clear messages are disseminated to all staff Trust wide 
 
At all phases there needs to be:- 
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Rapid and accurate dissemination of the current critical care bed status; indication of 
potential demand for critical care beds; any potential shortages of equipment, drugs, 
supplies, etc. 
 
Nursing staff need to have rapid access to support when required. 
 
A method of dealing with a high volume of incoming telephone calls enquiring about 
patients without taking nursing staff away from the bedside unnecessarily. 24 hour 
availability of suitable support staff should be considered. An extra direct dial telephone 
line will be requested for theatre recovery as necessity arises. 
 
The plan will be presented to the clinical staff during staff meetings and team briefings 
and will be revisited when the triggers for implementation are becoming evident. 

 
 

10. EMERGENCIES AND URGENT OPERATING: 
 
From Phase 2 onwards (once main theatres and main recovery are in use for critical 
care): emergency, Trauma and maternity/elective operating will be undertaken in the 
Orthopaedic Theatres and patients recovered in the Recovery area prior to moving into 
inpatient wards  
 
11. Excess Deaths 

 
As a result of a surge incident or influenza pandemic the number of deaths expected 
in the critical care is likely to be high. The Critical Care Team will need to work in close 
cooperation with the Mortuary Manger, Chaplains etc, to ensure plans can be made to 
accommodate the increased numbers of deaths. Local Authorities, in conjunction with 
Coroners, will make provision for additional storage capacity. 
  
 
12. Security 

 
Critical Care is a department, which can be fully locked down. In the event of security 
concerns the senior nurse will contact the Fire and Security Team for back up and 
escalation. 
 
Stand down/Recovery plan 
Recovery Phase 
 
As the impact of the Surge subsides, and it is considered there is no threat of further 
waves occurring, Critical Care will move into the recovery phase. The objective will be 
to return to inter surge levels of activity as soon as possible, although the pace of 
recovery will depend on the residual impact of the surge, ongoing demands, backlogs, 
staff and organisational fatigue, and any continuing supply difficulties.  
 
The Board will take the strategic lead in co-ordinating the Trust’s return to normality in 
consultation with the department. The restoration of services and the return to normality 
will be managed in a sustainable way that takes account of persistent secondary effects 
e.g. loss of skilled staff and their experience, backlog of work resulting from 
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postponement of treatment for less urgent conditions and equipment and consumable 
issues. 

 
 

Gradual relaxation of restrictions on admissions and treatment policies. 
 
Should it have been necessary to introduce a policy of restrictions to the department, 
Clinicians and Management will need to discuss, agree and decide when pre surge 
admissions can resume. This would need to be agreed with the Critical Care Surge 
Team.  
 
Reintroduction of pre-surge standards of clinical care for emergencies. 
 
If the standards of clinical care have been reduced as part of the response to the 
emergency, e.g. not offering haemofiltration, then the decision to revert back to normal 
pre surge standards will be made in conjunction with the Clinicians and the Trusts 
Hospitals Control Team (Silver).  
 
Communications strategy, including the Media response. 
 

 Inform public and staff of the Trust’s plans to get back to normal operations. 

 Inform staff what the Recovery Plan is designed to achieve, i.e. the restoration of 
normality within Critical Care.  

 Detail how the critical care unit has been affected by the surge. 

 Ensure a public “Thank You” is issued to all staff and volunteers for their work and 
cooperation during the surge. 

 Communicate with external agencies and wider health community, such as the Mid 
Trent Critical Care Network, to ensure a common message delivered. 

 
Debrief/Lessons Learnt 
 
After the Surge has been ended and Trust activity is returning to normal, the Critical 
Care Surge Team will arrange debriefs with the Critical Care staff in order to: 

 Evaluate the effectiveness of the department’s response to the surge 

 Evaluate the effectiveness of other supporting departments, e.g.: theatres 

 Undertake a series of de-brief sessions with members of staff to listen to their 
experiences and collate their suggestions and recommendations for enhancing 
the plan. 

 Ensure there is psycho-social support available to staff who require it. 

 Identify any education or training needs in preparation for the next surge 

 Review and revise the existing plan in light of any lessons learnt. 

 Write a report for the Trust Board detailing lessons learnt and actions needed for  
   future 
 
Further actions to be considered in the event of a surge. 

 
1. Early consideration should be given for the need to provide a suitable location 

and facilities for patients in whom treatment is withdrawn due to failure of 
response, particular in a protracted incident, such as a Pandemic. 
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2. There will be a need for the provision of additional suitable support staff to be 

sent to the DICM, to deal with the additional work load, such as issues like 
answering telephones and routine administration etc. 

 
SUMMARY: 
 
The major factors limiting critical care expansion are the number of suitable ventilators, 
insufficient equipment for invasive monitoring, and possibly, insufficient numbers of 
infusion controllers and syringe drivers. Achieving a 100% expansion in Phase 2 should 
be possible with existing resources. However, these deficiencies would become a 
constraint on further increases in level 3 capacity. 


