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1. Background and definitions

“...and there are no more surgeons, urologists, orthopaedists, we are only doctors
who suddenly become part of a single team to face this tsunami that has
overwhelmed us...” Dr Daniele Macchine, Bergamo, Italy, 9 March 2020

To match the increasing demands that the coronavirus pandemic will place on
critical care, new and flexible models of care are required. This document:

* states principles for deploying and redeploying staff to match the needs of a
critical care department, independent of where this care is delivered

* sets out indicative staffing ratios and competencies

* suggests professional groups that could potentially form part of this new
workforce during times of surge and super-surge.

Surge: increased activity supported by reducing other routine activity (eg elective/
non-urgent surgery and outpatient appointments).

* This will operationalise operating theatres, recovery wards and similar
areas to provide critical care for an increased number of patients.

Super-surge: increased activity that requires new critical care units to be created.
* Additional resources required include:

— equipment: eg ventilators, monitors and syringe driver
— consumables: eg oxygen and central venous line set

— extra beds: these may be created in partnership with independent sector
hospitals or by setting up of new field hospitals.

Note that all staffing plans must take consider the other factors that impact on safe,
high quality patient care, including the resources listed above, and other issues
such as geographical layout of critical care areas and oxygen demands within
individual institutions.

This is a working document created during an evolving situation. It will be updated
based on emerging experience.
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2. Principles

Safe for staff and patients

* Personal protective equipment: All staff who could potentially need to
wear PPE should be trained in how to don and doff it before taking on a
clinical role.

* Competencies: Contracted staff should work within their usual frame of
competence and experience but may have to work outside their usual
teams and hierarchies. https://www.gmc-uk.org/news/news-archive/how-

we-will-continue-to-requlate-in-light-of-novel-coronavirus

* Flexibility: The types of staff who might fit into different roles is indicated
below. Ideally all redeployed staff should self-assess their suitability to
perform the required task, under supervision, to confirm their suitability. An
example framework is given in Appendix 1.

* Returning members of staff: They should also self-assess according to
their competence, which may depend on their length of time away from
practice. They will need to be placed initially based on this assessment,
recognising that this may quickly improve after a return to practice.

* Resilience: Staff should ideally not be removed from roles that would leave
urgent or emergency non-COVID pathways understaffed or with
inexperienced staff (eg ED, emergency surgery, labour ward, etc).

* Staff ratios: Aim for 1:1 or 1:2 bedside staff to patient ratios even at time of
super-surge by augmenting the usual workforce with Category B nurses/
multiprofessionals (bedside support workers) sourced from the student
workforce and other professions. Nursing staff are supported in this:
https://www.england.nhs.uk/coronavirus/secondary-care/management-
confirmed-coronavirus-covid-19/developing-immediate-critical-care-nursing-

capacity/

The staffing ratios in this framework are a guide and will need to be tailored
depending on local circumstances and geographical layouts.

3 | 2. Principles


https://www.gmc-uk.org/news/news-archive/how-we-will-continue-to-regulate-in-light-of-novel-coronavirus
https://www.gmc-uk.org/news/news-archive/how-we-will-continue-to-regulate-in-light-of-novel-coronavirus
https://www.england.nhs.uk/coronavirus/secondary-care/management-confirmed-coronavirus-covid-19/developing-immediate-critical-care-nursing-capacity/
https://www.england.nhs.uk/coronavirus/secondary-care/management-confirmed-coronavirus-covid-19/developing-immediate-critical-care-nursing-capacity/
https://www.england.nhs.uk/coronavirus/secondary-care/management-confirmed-coronavirus-covid-19/developing-immediate-critical-care-nursing-capacity/

* Support: Both new and existing staff are at high personal physical and
mental health risk. Local teams should consider how they can support their
staff working in challenging circumstances and unfamiliar environments.

* Induction and training: These should include PPE training (face-to-
face/simulation), basic life support (online) and induction/orientation to their
working environment.

* Rota management: This must allow adequate training, support and rest.
Efficient

* Designated teams: These should deliver routine tasks for the whole ward
or hospital — see cross-cutting teams, page 7.

* Define roles: All staff should have their role clearly defined and identified
(including while wearing PPE), to facilitate communication and appropriate
distribution of tasks.

Patient-centred

* Communication: Include teams that can support communication with
patients and families and include escalation/de-escalation plans — see
cross-cutting teams, page 7.

* Responsibility: Every staff member has a responsibly to contribute to
patient care, as part of the wider critical care team, according to their
competency.
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3. Staffing structures and ratios

Nurse staffing for critical care
NURSING STAFFING

Category ‘B’
Non-critical Care

Nurses / Multi-
professionals

1:1

KEY
RESPONSIBILITIES

(but not necessarily
limited to)

Patient Hygiene
Basic Mouth and Eye
Care
Pressure Area Care
Observation recording
Escalation of concerns
Bedside scribe

KEY COMPETENCIES

BLS
Basic Nursing Care

CONSIDER
Theatre Nurses
Nursing students

ODPs
Non inpatient nurses
Medical Students
General Dental
Practitioners

Other multi-professionals

Army personnel
Independent Sector

TRAINING NEED

Emergency
Induction
Critical Care
orientation
Observation charts
Quick look
resources
PPE

SUPERVISION
TYPE: Direct
By: Category “A”
1'A‘RN'to 4 'B'

Category “A”

Registered
Nurses with
some previous
knowledge /
transferable
skills

1:4

KEY
RESPONSIBILITIES
Preparing and
Administration of drugs
(Inotropes and
vasoactive drugs under
supervision)
Central and A-line care —
dressing/sampling
Other tasks they are
competent at competent
e.g. chest drains,
tracheostomy care,
suctioning
Escalation of concerns

KEY COMPETENCIES

Band 5 or above
Critical Care Experience
Transferable Skills

CONSIDER
Staff who have recently
left
Recovery Nurse
Anaesthetic Nurse
Level 1 Nurses (PACU) /
day sugery
ODPs
Community nurses with
transferable skills

TRAINING NEED
Emergency
Induction
Critical Care
orientation
Observation charts
Quick look
resources
IV Drugs
Competence
PPE

SUPERVISION

TYPE: Direct

By: Critical Care
Nurse

1 CCN -6 'A RNs’

Critical Care
Nurse

With critical care
competencies/
experience

1:6

KEY
RESPONSIBILITIES

Administration /
changeover of Inotropes
and vasoactive drugs
Management of
Ventilation
Respond to concermns

Management of Renal
Replacement
Tubes Suctioning ETT
Tracheostomy Care

KEY COMPETENCIES

Band 5 or above
National Critical Care
Competency Framework
Step 1 and/or relevant
experience

CONSIDER

Critical Care nurses
Staff with recent
experience working at
the above level
Senior medical trainee

TRAINING NEED

National Critical
Care Competency
Framework
Step 1
PPE

SUPERVISION

TYPE: Direct

By: Senior Critical
Care Nurse
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1 SCCN - 16 CCNs

Senior Critical
Care Nurse

1:16

KEY
RESPONSIBILITIES

Supervision
Leadership

KEY COMPETENCIES

Band 6 or above
National Critical Care
Competency Framework
Step 1-3 and/or relevant
experience

CONSIDER

Senior Critical Care
Nurses

TRAINING NEED

As required
PPE

SUPERVISION

TYPE: Direct

By: Lead Nurse/
Matron
1 LN/M — 32
SCCNs

Critical Care
Lead Nurse/
Matron

1:32

KEY
RESPONSIBILITIES

Supervision

Leadership

KEY COMPETENCIES
Band 7 or above
National Critical Care
Competency Framework

Step 1-4 and/or relevant
experience

CONSIDER
Critical Care Band 7/8

TRAINING NEED

As required
PPE

SUPERVISION

TYPE: None




Medical staffing for critical care

DESK

JUNIOR
COORDINATOR

30 1:15

KEY
RESPONSIBILITIES
HOUSEKEEPING: NOTES,
RESULTS, BOOKINGS,
REFERRALS etc.

KEY
RESPONSIBILITIES

REVIEW CXRs DAILY
EXAMINATIONS AND
REVIEW
PRESCRIBING
HELP DESK COORDINATOR
WITH REFERRAL TO OTHER
TEAMS OR INVESTIGATION
REQUESTS IF REQUIRED
TROUBLESHOQTING OF
ISSUES WITHIN THEIR
COMPETENCE

KEY
COMPETENCIES

FOUNDATION LEVEL

TRAINEE

DENTAL CORE TRAINEE

PHYSICIANS ASSOCIATE
TRAINING

SURGICAL CARE
PRACTITIONER TRAINING
BLS

KEY
COMPETENCIES

MEDICALLY QUALIFIED
ICM EXPERIENCE NOT
ESSENTIAL
ACCP TRAINING

CONSIDER
FY1
DENTIST

PHYSICIAN ASSOCIATES

SUR! AL CARE

PRACTITIONER
CORE TRAINEE OF ANY

SPECIALTY

CONSIDER
CORE TRAINEES OF ANY
SPECIALTY
ACCP

SUPERVISION SUPERVISION

TYPE: DIRECT TYPE: DIRECT
JUNIOR MIDDLE GRADE OR

SENIOR MIDDLE GRADE OR
ABOVE

ABOVE

MIDDLEGRADE

MEDICAL STAFFING

SENIOR
MIDDLEGRADE

1:15

KEY
RESPONSIBILITIES

ORGANISATION OF THE
JUNIOR MEDICAL TEAM
TROUBLESHOOTING OF
ISSUES WITHIN
COMPETENCE
COMPLEX REFERRALS TO
OTHER TEAMS
DAILY REVIEWS

KEY
COMPETENCIES

SPECIALTY TRAINEE LEVEL
ICM EXPERIENCE ESSENTIAL

CONSIDER
CORE OR SPECIALTY
TRAINEE WITH AT LEAST 3
MONTHS ICM EXPERIENCE

SUPERVISION

TYPE: INDIRECT
CONSULTANT OR ABOVE

WILL BE BASED IN A SINGLE
GEOGRAPHICAL LOCATION

TRAINING NEED
INDUCTION
PPE
BLS
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SENIOR
CLINICIAN

0 1:60

KEY
RESPONSIBILITIES

LEADE P
GENERAL DECISION MAKING/
WARD ROUND:
GENERAL COMMUNICATION
WITH VISITING TEAMS etc

KEY

SENIOR CLINICAL DECISION
MAKER

KEY
COMPETENCIES

SENIOR TRAINEE OR
CONSULTANT LEVEL IN ICI
OR SIMILAR SPECIALTY
ICM EXPERIENCE ESSENTIAL

KEY
COMPETENCIES

CRITICAL CARE
CONSULTANT

CONSIDER
CRITICAL CARE
CONSULTANTS
ST7 TRAINEES IN
AANAESTHETICS, a
WITHIN 6 MONTHS OF CCT
ANAESTHETIC
CONSULTANTS
PICU CONSULTANT
MEDICAL OR SURGICAL
CONSULTANT WITH RECENT
AND SUSTAINED (WITHIN 2
YEARS) CRITICAL CARE
EXPERIENCE

CONSIDER
CRITICAL CARE
CONSULTANT

SUPERVISION SUPERVISION

TYPE: NONE TYPE: NONE

WILL BE BASED IN A SINGLE

CROSS COVER BETWEEN
GEOGRAPHICAL LOCATION

DIFFERENT CRITICAL CARE
UNITS

SUPERVISING
CONSULTANT

RESPONSIBILITIES

CO-
ORDINATING
CONSULTANT

KEY
RESPONSIBILITIES

LIASISE WITH OTER
SERVICES
OVERALL COORDINATION OF
THE SERVICE
COMMUNICATIONS HUB
GOLD COMMAND
FREE OF CLINICAL DUTIES

KEY
COMPETENCIES

EXPERIENCED CONSULTANT
WITH LEADERSHIP ROLE

CONSIDER
THIS MAY BE A ROLE NOT
SUITABLE FOR FRONTLINE
TASKS DEPENDING ON
LOCAL GEOGRAPHY

SENIOR ANAESTHETIST,
PHYSCIAN, SURGEON,
CRITICAL CARE
CONSULTANT

SUPERVISION

TYPE: NONE

BASED IN COMMAND OFFICE
RATHER THAN CLINICAL

UNIT

TRAINING NEED

PPE




Allied health professionals

ALLIED HEALTH

PROFESSIONALS

SPEECH &
LANGUAGE
THERAPIST

PHYSIOTHERAPIST

ROLE ROLE
To assess & provide To assess & provide SLT
physiotherapy intervention intervention as indicated
as indicated

DIETITIAN

ROLE
To assess & provide
Nutrition intervention as
indicated

OCCUPATIONAL
THERAPIST

ROLE
To assess & provide OT
intervention as indicated

OPERATING
DEPARTMENT
PRACTITIONER

ROLE
To assess & provide
intervention as indicated

COMPETENCIES COMPETENCIES COMPETENCIES COMPETENCIES COMPETENCIES COMPETENCIES COMPETENCIES COMPETENCIES COMPETENCIES COMPETENCIES

Category A Category B Gategory G Category B ategory A / Category A tegory B
ompetent at e e Critical care competent Dietitians with previous etitians with prex (O ety disil i ceee ODPs s
hamhtahng and SLTs d 1o 3LTs with the skills to adult critical care adult critical care a e tical .dl!-‘ and area of practice.
and mana u pal nt facing tas : com € . d ete /mnlﬂ etencies include
intubated “ to support members of u ) mmensurate with
th respiratory the MDT including can itical care 3
failure and ARDS. [«Proning and turning swallowing in Airiional sk % rifional e R all anaesthetic/ PPE running and
Competencies tracheostomy > e b ints p S buddy
include: erc patients Significant experience SIS IENERECNS Personal care for
t fe eral and g . patients
itioning t . e 0 0 parenteral fee i Shortterm z observations
promote lung function rehabilitation to d

Provisi n of nutriti
function

assess need for step
down care
espiratory muscle
strengthening

Breathing exercises

Education - ervations,
e :afv:ty

Assess ADL needs
and liaise with

Weaning
community sery

Use of non-invasive
;:f’"’_“”a‘m” a"dt C ) experience of
patients - 5pe being awake and not
«PPE running and being able
buddying swallow
sHealth care a: ant
tasks
«Counselling/debriefing unable to speak
Empawer
communication skills
using alternative or
augmentative
ds.

including non-n
ventilation)

Management of fluid
balance and IV acc

CONSIDER CONSIDER CONSIDER CONSIDER CONSIDER
Upskilling Category B staff to deliver Category A care Vhere requires nsldar deplc- ng critical care Consultative in- h of All ODPs ha n
(,umpe nt LT ll i vl stablished skill set in
caring for the ventilated /

LIpsHqu the wider physiotherapy workforce to deliver here appmprlalerand
extubated patient and

ory B care. with appropriate
supervision
f ul
iate and with app
rehabilitation.
ff to provide support recent experience in ED /
appropriate and with appropriate supervis resus to the Admit Zc




Cross-cutting teams

This section advises on proposed team structures and numbers. The number of teams within a unit (ward or hospital) will depend on the size
of the unit and should be reviewed daily, alongside projected patient figures based on local modelling data.

CARDIAC ARREST TEAM

(at least one per hospital)

STAFF Usual staffing
No other responsibilities
ROLE Cardiac arrest calls ONLY (2222)

TRANSFER TEAM

(at least one per hospital)
STAFF e Transfer competent anaesthetic trainee
e Porter
e Anaesthetic assistant (ODP, theatre nurse)

ROLE e Transfers to and from radiology, ED, between wards etc

8 | 3. Staffing structures and ratios



MOBILE EMERGENCY RAPID INTUBATION TEAM (MERIT)

(at least one per hospital)

STAFF

Senior (consultant) anaesthetist

Middle-grade anaesthetist

ODP/anaesthetic nurse

Runner — one of: healthcare assistant, medical
student, nursing student, dental nurse, FY1
(new starter)

ROLE

Induction of anaesthesia
Endotracheal intubation

Insertion of arterial, venous lines and NGT at
time of intubation

RENAL SUPPORT TEAM

(at least one per hospital)

STAFF

Renal nurses
Renal technicians

ROLE

Setting up RRT
Troubleshooting RRT issues
Central and arterial blood sampling
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LINES TEAM
(at least one per unit of 30+ critical care patients)

STAFF

Line insertion: any of the following:
Surgeons

Interventional radiologist
Interventional cardiologist

Renal physician/trainees

Vascular access nurse*

* Vascular access nurses can help with some of these tasks,
dependant on competency
Assistant:

Medical student

HCA assistance

Respiratory and cardiac physiologists

ROLE

e Replacement of lines in critical care patients
(peripheral, central, arterial)

e Blood cultures

e Setting up equipment

e Assistance with patient preparation

CRITICAL CARE OUTREACH TEAM

(at least one per hospital)

STAFF

One senior nurse
One senior doctor
One middle-grade or junior doctor

ROLE

Seeing critically ill referrals: inpatient and ED
Escalation of care decisions in consultation
with team
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PALLIATIVE CARE TEAM

(at least one per hospital)

STAFF Team leader:
e Palliative care doctor
Team members:
e Palliative care nurses
e Cancer clinical nurse specialist
e Chaplaincy

ROLE e Breaking bad news

e Advance care plan

e Management of end of life patients

e Advice or prescription of end of life
medication

e Relative support

COMFORT/HYGIENE TEAM

(at least one per unit of 30+ critical care patients)

STAFF Supervision by a critical care nurse for intubated
patients
Bedside support worker plus two of:

e HCAs

e Medical students

e Nursing students

e Dentist/hygienists/therapists/nurse

ROLE Supports the bedside support worker with turning
and washing, etc
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PRONING TEAM

(at least one per hospital)

STAFF

Team leader:

Senior anaesthetist

Team members:

Four people who have undertaken relevant
training

Surgeons who regularly position patients
Other staff with manual handling training

ROLE

Ensure safety of the airway and management
of infusions, lines etc

Co-ordination of team

Manual handing of patient under the direction
of the lead

Sourcing of pillows, slide sheets etc

RUNNERS TEAM

(at least one per unit of 30+ critical care patients)

STAFF

Porters

HCAs

Medical students

Nursing students

Dental hygienists/therapists/nurse

ROLE

Transport of bloods
Fetching equipment
Other tasks as required
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PHARMACY CARE TEAM

(at least one per unit of 30+ patients)

STAFF e Pharmacist
e Pharmacy technician
e Pharmacy assistants
ROLE Pharmacists

e Maintain patient safety
e Prescribing medicines

Pharmacy technicians
e Assistance with drug preparation
e Double checking drugs with other staff

Pharmacy assistants
e Monitoring, ordering and top-up of stock
levels

(Staff should be assigned to a role that best uses
their skills)

e Consider the role that your pharmacy’s central intra-
venous additive service or commercial companies
could play in preparing medications in advance
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EQUIPMENT AND PREPARATION TEAM

(at least one per hospital)

STAFF

Team leader:

Operating department practitioner

Team members

HCAs

Medical students

Nursing students

Dental hygienists/therapists/nurse
Clinical engineers

Medical physicist

Respiratory physiologists
Physiologists

Preparation of grab bags — non-drug items
(clean roles)

Preparation of equipment packs (clean roles):
eg intubation, lines, PPE

Stocking up the bed spaces (dirty role)
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4. Special circumstances

Pregnancy

* The guideline Coronavirus (COVID-19) infection in pregnancy provides
information for healthcare professionals. Pages 29 to 31 provide additional
advice for professionals looking after parturients with severe coronavirus
infection.

15 | 4. Special circumstances


https://www.rcog.org.uk/coronavirus-pregnancy

Appendix 1: Self-assessment competency reporting framework
example

Below is an example self-assessment that you could use to assess the competency of your staff and their suitability for
redeployment.

Personal details and competency information

Please spend a few minutes reviewing the list to decide which of the crucial tasks you might be able to assist with.

* You will not be left alone. There will always be someone to help you.

* For any task you could manage, try to assess how much supervision you would need. Could you manage to do the skill
or task without supervision, or would you need someone nearby to help if you struggled?

* There may be some tasks that would be a real struggle to start with but with some supervision and support you will be
able to take on. For these tasks indicate ‘direct’ supervision here.

YOUR DETAILS Answer Comments

Name

Current role

Location
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Registration number: eg GMC
or NMC

Date of birth

Date last worked clinically

Date of last DBS check

SKILLS YOU HAVE

Competence in the following

Yes / No / with additional
training

Supervision required:
Direct (D) Indirect (I)
None (N)

Patient care

PPE donning and doffing

PPE assess and teach donning and
doffing

Washing and personal hygiene

Lifting and handling patients

IV drug administration training

National Early Warning Scoring

Resuscitation

Basic/intermediate life support
training

Advanced life support training

Completing respect forms/DNAR

Airway management

Basic mask ventilation skills

Advanced airway management
skills

COVID-19 Intubation trained

Respiration

Ventilator management
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Proning trained

Circulation Insertion of peripheral lines

Insertion of central lines

Cardiac output monitoring
interpretation

Arrhythmia management

Renal Renal replacement therapy
Admission and daily Medical patients
assessment :

ED patients

Critical care patients

Technical skills Ultrasound of chest

Echo — screening (FICE)

Echo full study

Central line insertion

Arterial line insertion

Tracheostomy — percutaneous

Tracheostomy — surgical

Blood gas sampling

Arterial line insertion

Easi-10 insertion

Psychological care Debriefing/TRiM training

Family interaction skills — support
after breaking bad news
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Support tasks Prepare equipment according to
instruction

Previously worked in

Yes/No

Comments

ICU

Anaesthetics

ED

Operating theatres
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Appendix 2: Bedside support worker

Examples of potential bedside support workers and basic requirements

Basic requirements for bedside support workers are some understanding of
healthcare and a commitment to work in a healthcare environment, compassion/
kindness, personal resilience and a willingness to learn. These might include but
are not limited to:

* medical students (Years 1 to 3 who wish to volunteer, final year students (5
or 6) may have accelerated entry to the provisional register; penultimate
year students (4 or 5) may be kept within their usual clinical placements

* dental team members unlikely to have another major role during COVID-19
surge

® nursing students

* allied health professionals unlikely to have another major role during
COVID-19 surge: eg podiatrists

* healthcare support workers.
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Appendix 3: Other healthcare workers

Below is a list of other healthcare works who can make a valuable contribution to
the critical care workforce. Where required, we are seeking permissions
nationally for these professional groups to work outside their normal scope of
practice:

* clinical engineers from medical physics departments could help with the
expansion of critical care departments into new environments

* clinical engineers and medical physicists could also help with equipment
and preparation teams

* critical care scientists in cardiac theatres, whose work may be scaled down
significantly, could be released for additional duties in critical care

* neurophysiologists could be upskilled to work in a critical care setting; their
skills may be used to aid prognostication testing

* perfusionists with theatre and critical care experience could support critical
care teams and assist in supporting roles

* respiratory physiologists, with some training, can perform arterial blood
gases

* psychologists can contribute to sustaining the wellbeing of staff who are
working as part of the critical care team.
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