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1. Purpose 

1.1. We are in unprecedented times and normal safe staffing guidance therefore will not 
be relevant during medium and high levels of the pandemic. The purpose is to 
provide guidance on the principles of staffing wards and departments during the 
COVID-19 pandemic. 

1.2. We need objective data to support decision making /risk assessments, the source of 
this will be SafeCare for adult services and Caroline Thorpe and business as normal 
acuity/dependency data for Midwifery and SCBU.  

1.3. Staff will need clear nursing leadership to change their ‘mind set’ and risk tolerance 
of what is ‘safe’ under business as usual and what is ‘safest’ in an exceptional critical 
incident.  

1.4. Use of professional judgement will be required in ascertaining the staffing ratios to 
be worked. Staff making these judgements will be “covered” by the Trust when 
moving outside of pre-existing national and local staffing guidance. Red flags ( see 
appendix 1 for red flags guide) will also be utilised to highlight and escalate risk. 

 

2. Scope 

2.1. This Standard Operating Procedure (SOP) relates to the following staff groups who 
may be involved in the assessment and delivery of care on wards and departments 
and should be applied for the period of the current and future COVID-19 pandemic 
critical incidents: 

 Deputy Chief Nurse 
 Associate Directors of Nursing 
 Clinical matrons 
 Staffing matron 
 Ward Sisters, Charge nurses/unit managers 
 Service/general managers 
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3. Principles of staffing decisions-staffing levels 

Figure 1: Business as Usual Model for setting staffing skill mix and establishment 

 

  
 
 
 

Figure 2: COVID 19 staffing model for assessing safety of establishments 
 

Local Context Includes: 

 integrated workforce 

planning 

 skills base 

 specialty mix 

 model of care 
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4. Overarching principles 

4.1. Staffing ratios will be assessed against acuity and dependency of patients for 
individual clinical areas in adults and paediatrics. Where high acuity is recognised, 
the matron for that area validates the census submission and confirms the 
requirement for additional staffing. 

4.2. There will need to be a risk stratified phased approach to our internal staffing plans 
for delivering care. 

4.3. Safe Care will remain the method of objectively assessing staffing levels against the 
acuity and dependency for individual clinical areas in NDHT. 

4.4. A further daily measurement of RN to patient ratios will take place and recorded on 
a central database. This measurement will be RAG rated and the staffing matron will 
record associated actions undertaken. 

4.5. The maternity unit will continue to ascertain safety based on professional 
judgement, until the introduction of birth rate plus in early 2021. 

4.6. For all areas: if outside of the census periods, additional  staffing needs should be 
escalated to the staffing matron (in hours), senior nurse/clinical site manager (out of 
hours). 

5. Deployment Process 

5.1. During the Covid-19 Pandemic it is accepted that the normal rules governing safe 
staffing will need to be different. 

5.2. It is likely that the staffing demand will at times be greater than the available supply 
of staff.  

5.3. The Senior Nursing and midwifery team recognises that during the time of pandemic 
agreed staff to patient ratios will need to be increased.  

5.4. This approach will facilitate the deployment of available nursing staff to the areas of 
most need across adult and children’s services.  

5.5. Registered children’s nurses will not be deployed to work as a registered nurse in 
adult services. If Caroline Thorpe has capacity to support other areas, registered 
nurses can be deployed to work in a non-registered role.  

5.6. Maximising the safest possible staffing across wards and departments remains the 
overarching principle. 
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5.7. The twice daily staffing meetings will be led by an Associate Director of Nursing 
during the week and senior nurse on call on the weekends and bank holidays. All 
clinical matrons are required to attend the staffing meetings and deputised in their 
absence. 

5.8. Review of the acuity and dependency data e.g. SafeCare to identify key areas of 
under or over resource. 

5.9. Review of RN to patient ratio. 

5.10. Principle aims will be to optimise the available nursing resource in light of the acuity 
and dependency of each of the clinical areas. This may include using non-nursing 
staff into support roles. 

5.11. The Nursing and Midwifery overall staffing risk will be (appendix 3) identified by 
10am each day and associated mitigation put immediately into place. Each action 
will be logged on the nursing and midwifery staffing dashboard held in the shared 
drive G-drive  ‘corporate nurses – safe staffing huddle’ 

5.12. Deployment of staff within the organisation should follow guidance set out in 
appendix 2.  
 

6. Staffing levels 

6.1. Ward Sisters and department managers are responsible to ensure that workforce 
rosters are updated and steps are taken to resolve any known staffing deficits in 
advance of the shift being worked. 

6.2. Ward sister management time should be protected where reasonable practicable 
and safe to do so. It is recognised that should management time be compromised, 
additional responsibilities will be compromised e.g. Appraisal rates, timely 
investigations.  

6.3. In addition to the collation of twice a daily sitrep of workforce data will be populated 
into a staffing database. This will form the nursing dashboard to provide assurance 
and document any actions taken to mitigate areas identified as ‘at risk’. When 
managing an increase in the nurse to patient ratios consideration will be given in line 
with both professional judgement and the layout / bed numbers of each ward.  

6.4. A quality dashboard will help to brief senior nursing and midwifery leads on the 
impact of the staffing levels and will be reviewed on a monthly basis. A dynamic lens 
on safety will be taken every Monday afternoon at safety huddle, where any 
concerns for escalation will be documented and actioned. 
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APPENDIX 1  
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APPENDIX 2 

Deployment of nursing staff COVID 

1. Purpose 

1.1. In order to maintain safe staffing and principles of infection prevention and control 
the following guidance has been put together to outline best practice when needing 
to deploy staff across the organisation. The principles of the guidance are to 
minimise the movement of nursing staff across the hospital.  

1.2. Please refer to the Safe Staffing Escalation SOP for daily mitigation processes 

2. Guidance  

2.1. Staff working on cohort wards should wherever possible be assigned to their 
designated ward and avoid deployment to other areas in the hospital. Departments 
should be encouraged to work flexibly with their rosters to cover gaps especially 
where bed occupancy is reduced and the same level of staff are not required.  

2.2. Where all other mitigating considerations have been explored and a need to deploy 
staff on to or from cohort wards the following needs to be considered: 

 Level of risk of staff being asked to move (high risk staff should not be 
deployed to support COVID or suspected COVID activity)  

 Level of support needed and length of anticipated shortfall (consistency in 
staff being deployed would be recommended to minimise risk). Can longer 
term deployment options be considered.  

2.3. Where acuity and/or dependency changes during shifts, staff can be deployed for 
part shifts to maintain safe staffing level. The above principles should be considered.  

2.4. NHSP/agency staff should be encouraged to book into the same departments 
wherever possible. Wards are encouraged to undertake a wellness/symptom check 
of agency/NHSP alongside permanent staff and ensure they are up to date with 
current PPE guidance.  

2.5. Staff working within green pathways can be deployed to amber and red pathways 
where all other mitigating considerations have been explored.  

3. Process for managing closed wards with reduced 
patients. 

3.1. If possible staff from closed wards should not be moved. 

3.2. If staff are moved, aim to move those that have been on days off, rather than staff 
that have worked the previous shift on the ward, according to skill mix. 

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2020/04/Safe-Staffing-Escalation-SOP.pdf
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3.3. Staff should be moved before coming on duty.  Where possible identify staff to be 
moved the day before and ask them to report to clinical site management.   

3.4. NHSP staff,  that are being moved, should also be asked to report to site 
management.  If they have recently worked on the closed ward they must also be 
given the break information below. 

3.5. On reporting to work  site management should confirm  that the staff are symptom 
free. They must be told not to go to break with any other member of staff and that 
they should at no point be in the company of other members of staff without a mask 
on.  The 2m distance rule should be maintained wherever possible 

3.6. For regular staff they should maintain their normal testing regime. 

3.7. Since the situation can change rapidly, please maintain regular contact with infection 
control to ensure that they are happy with this approach continuing. 

4. References  

Infection Prevention & Control management of COVID-19 patients Guideline 

Gastro-Intestinal Infection Policy 

 

 

 

 

 

 

 

 

 

 

 

 

file:///C:/Users/bateslu/Downloads/2.8.%09https:/www.northdevonhealth.nhs.uk/wp-content/uploads/2020/10/Current-Management-of-COVID-19-patients-Oct-20-v3.1-draft-for-CRG-updated-20.10.20.pdf
https://ndheol.allocate-cloud.com/HealthRoster/NDHLIVE/Client/HealthRosterClient.html?version=10.9.1916.2108
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APPENDIX 3 
Escalation stage Staffing level COVID Mitigation Resources  

Up to 10% 
(staffing 
sickness/self-
isolation) 

Wards/departments 
staffed to establishment 
with pockets of absence  
90% fill rate + 
Nurse: patient =  or < 1:8 
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Risks mitigated through daily staffing meeting 
and within departments 
 
Consideration of non-essential activity to be 
stopped, review rosters to stop non-essential 
study and management time 

Mitigate within existing 
workforce /management days  

RED FLAGS ACTION IMPACT 
Heightened risk  
10-20% 
(staffing 
sickness/self-
isolation) 

Wards/departments have 
increased number of 
absences unable to 
mitigate within department   
 
80% fill rate + 
 
Nurse: patient = 1:9 – 1:12 
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non-essential activity to be stopped, review 
rosters to stop non-essential study and 
management time staff to be pulled in clinically 
 
Supernumery staff – TNAs, OS nurses consider 
how we can incorporate into workforce 
 
NO short notice leave or time owing without 
approval from Matron/Divisional Nurse  
 
consider support from areas with reduced activity 
(nurse specialist, outpatient areas, theatres) 

Consider support from 
 

 Deployment of 
existing workforce 
between wards 

 Pre-Assessment 

 Outpatients  
 
Escalate to director of Nursing 

Delay in vital signs 4 hourly 
Missed opportunities for intervention 

Delay in intentional rounding 4 hourly 
Potential risk of deterioration of skin integrity 

Delay/admission patient medication Medication round taking 30 minutes longer 
Patients could be in pain and effects of delayed medication 

>30 mins administration of pain relief Medication round taking 30 minutes longer or delayed 
response to request for PRN pain relief 

Patients could be in pain and effects of delayed medication 

Increase in patient falls Links to Intentional Rounding Unobserved wandering patients at high risk of falls & potential harm 

Increased pressure ulcers Links to Intentional Rounding Potential risk of deterioration of skin integrity 

Unable to facilitate staff breaks Delayed and shortened staff breaks Staff fatigue 

<2 Registered Nurses per shift Decreasing staff levels will have a cumulative effect on patient experience & safety; care & treatment will be severely compromised and patients 
will be suffer  - this will result in significant harm and organisational neglect 

Unable to deliver basic nursing care Help with personal care needs  Patients may receive personal care late in the day and may not have support with 
meals/drinks 

Significant  Risk  
20-30% 
(staffing 
sickness/self-
isolation) 

Wards/departments have 
increasing number of 
absences unable to 
mitigate within 
Division/ward – ward 
deployment 
 
Wards working at 
minimum staffing plan  
 
< 80% fill rate  
 
Nurse : patient = 1:13 – 
1:15 
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As above  
 
Stop non-essential activity  
 
deploy workforce to support wards/departments 

 Nurse specialist (clinical and non-
clinical teams) 

 Education teams  

 Matrons/divisional nurses 
 
Departments to identify skills/activity that need 
supporting rather than full shift cover  

 
follow reduced staffing plan  
 

Additional support to above 
escalation 
 

 Clinical Training 
team 

 Day Surgery unit  

 Endoscopy 

 Radiology Nurses  

 Some identified CNS 
roles 

 Volunteer workforce  

 Additonal service 
support (material s 
management 
support stores, 
Sodexo support, 
non-clinical staff) 

Escalate to director of Nursing 

Delay in vital signs 6 hourly 
Potential for patient deterioration 

Delay in intentional rounding 6 hourly 
Potential risk of pressure ulcer grade 2 and above 

Delay/admission patient medication Delayed start to medication rounds 
Patients in pain and harm from delayed or missed medications 

>30 mins administration of pain relief Delayed start to medication rounds and significant 
delayed response to request for PRN pain relief 

Patients in pain and potential harm from delayed or missed pain relief 

Increase in patient falls Links to intentional rounding Wandering patients, high risk of falls with harm e.g. fractured NoF requiring surgery 

Increased pressure ulcers Links to intentional rounding 
Potential risk of pressure ulcer grade 2 and above 

Unable to facilitate staff breaks Occasional missed breaks 

Emotional and physical impact on staff wellbeing and risk of mistakes 

<2 Registered Nurses per shift Decreasing staff levels will have a cumulative effect on patient experience & safety; care & treatment will be severely compromised and patients 
will be suffer  - this will result in significant harm and organisational neglect 

Unable to deliver basic nursing care Delays with delivering basic nursing care 
 

Patients may not have hygiene needs met, e.g. incontinence, left in soiled beds, 
missed meals 

High Risk  
>30% - 40% 
(staffing 
sickness/self-
isolation) 

Wards/departments have 
increasing number of 
absences unable to 
mitigate within 
Organisation – unable to 
support minimum staffing 
requirements  
 
< 75% fill rate  
 
Nurse : patient = 1:16 – 
1:19 
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Consider internal incident  
 
As above  
 
Task focused workforce  
 
Focus workforce to support frontline services 
 
Consider stopping apprenticeship courses to 
release back into workforce  

Additional support to above 
escalation  
 

 Additional CNS roles 
identified  

 Clinical 
Matrons/divisional 
nurses working 
clinical rostered 
shifts  

 AHPs incorporated 
into workforce 

 Non clinical roles to 
support  

 
Escalate to director of Nursing 

Delay in vital signs 8 hourly 
Potential for harm 

Delay in intentional rounding 8 hourly 
Potential for risk of grade 4 pressure ulcer 

Delay/admission patient medication Significant delayed start to medication round 

Patients in pain & significant harm event e.g. diabetic coma 

>30 mins administration of pain relief Reduced ability to provide PRN pain relief and 
administer regular pain relief on time Patients in significant pain and at a high risk of harm 

Increase in patient falls Links to intentional rounding Missing patients 
Use of restraint without legal framework to maintain patient safety 
High probability of severe harm and injury 

Increased pressure ulcers Links to intentional rounding 
Potential for risk of grade 4 pressure ulcer 

Unable to facilitate staff breaks Frequently missed breaks High levels of stress and staff absence and increased risk of mistakes resulting in 
potential patient harm 

<2 Registered Nurses per shift Decreasing staff levels will have a cumulative effect on patient experience & safety; care & treatment will be severely compromised and patients 
will be suffer  - this will result in significant harm and organisational neglect 

Unable to deliver basic nursing care Significant delays or omissions in delivering basic 
nursing care 
 

Patients wont have all their hygiene needs met, e.g. frequent incontinence, long 
periods left in soiled beds, missed meals resulting in significant patient harm 

Highest risk  
 
>40% 
(staffing 
sickness/self-
isolation) 

Wards/departments have 
the highest level of 
staffing risk  
 
<70% fill rate 
Nurse : patient = > 1:20 
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Internal incident  
 
  As above  
 
Task focused workforce  
 
Focus workforce to support frontline services 
 
Consider stopping apprenticeship courses to 
release back into workforce 

Additional support to above 
escalation 
 
Mobilise non clinical staff to 
clinical areas  
 
Escalate to director of Nursing 

Delay in vital signs 12 hourly or less Potential for serious harm and death 

Delay in intentional rounding 12 hourly or less 
Potential risk of developing sepsis & death 

Delay/admission patient medication Medication round missed 

Significant patient harm or death e.g insulin, cardiac medications 

>30 mins administration of pain relief No pain relief provided Patient in extreme pain and serious risk of harm even death 

Increase in patient falls Links to intentional rounding Missing patients & Risk of severe patient harm or death 

Increased pressure ulcers Links to intentional rounding Potential risk of developing sepsis & death 

Unable to facilitate staff breaks No breaks away from the clinical area. Refreshments 
taken in clinical area. Missed meals and hydration 

Significant physical & emotional impact; Increased staff absence, mistakes resulting in 
patient harm, severe levels of stress in staff 

<2 Registered Nurses per shift Decreasing staff levels will have a cumulative effect on patient experience & safety; care & treatment will be severely compromised and patients 
will be suffer  - this will result in significant harm and organisational neglect 

Unable to deliver basic nursing care Minimal or no delivery of basic nursing care Patients wont have all their hygiene needs met, e.g. frequent incontinence, long 
periods left in soiled beds, missed meals resulting in severe harm even death 

 

NURSING STAFFING ESCALATION PLAN  

Excluding Critical Care  

 


