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Introduction
This 2019-20 winter plan is based on the 2018-19 plan and includes systems and structures 
already in place as well as additional actions being taken to manage this winter’s pressures.  

Performance over recent months against the A&E 4 hour standard has been challenged, as in the 
rest of England.  Performance has deteriorated month on month from 87.4% in July 2019 to 
79.9% in October 2019.  Activity has been broadly similar to the same period in 2018 in both 
attendances and admissions but there are fewer beds available and the acuity of the patients has 
increased.  North Cumbria therefore enters winter in a pressured environment and is 
implementing a range of improvements to manage these pressures.

This plan aligns to the wider NCIC Acute Care Improvement Programme established in November 
2019.

Overview of the North Cumbria System 
North Cumbria A&E Delivery Board is coterminous with the current North Cumbria Integrated 
Care Partnership.  North Cumbria A&E Delivery Board is identified within the Partnership as the 
group responsible for:

• oversight and delivery of effective urgent and emergency care services
• Delivering on the key urgent care standards and DTOC targets
• Delivery of STP plans related to urgent and emergency care services
• Developing plans for winter resilience and ensuring effective system wide surge and 

escalation processes exist
• Supporting whole-system planning  and ownership of the discharge process
• Helping to implement action plans, particularly in the case of BCF Delayed Transfers of 

Care (DToC) plans where they could help align the discharge elements of A&E plans and 
DToC plans

• Agreeing deployment of any winter monies that become available.
The Group comprises senior representatives from:

• North Cumbria Integrated Care NHS Foundation Trust
• NHS North Cumbria Clinical Commissioning Group
• Cumbria County Council Adult Social Care
• Cumbria Health On Call – OOH service
• North West Ambulance NHS Trust – PES, PTS and NHS 111 provider
• GP representatives for primary care
• Representation from the Integrated Care Communities
• NHSE/I representatives
• CNE UCN representative



North Cumbria is a primarily rural geographic area with a comparatively poor road infrastructure, 
particularly west to east. The population is 350,000 with above average health and social needs.

The local health system comprises:

• 2 DGHs – Cumberland Infirmary in Carlisle and West Cumberland Hospital in Whitehaven.  
• a number of community hospitals that provide inpatient beds for step-up and step-down 

patients
• Urgent Treatment Centres in Penrith and Keswick
• A Primary Care Access Centre in Workington
• Cumbria Health On Call provides out of hours services from several sites – CIC, WCH, 

Community Hospitals
• 39 GP Practices
• 8 Integrated Care Communities

The Integrated Care Communities (ICC) incorporate GP Practices, Community and Social Care 
services in a specific geographic area.  Each ICC has a hub which is the point of contact to access 
ICC services.  These were newly in development last year and continue to develop but have 
become key components of the health and care system, providing admission avoidance and 
supporting discharge of complex patients back into their community.  

North Cumbria is part of the “North Cumbria and North East Urgent Care Network”.  However, 
there are key differences for our area to the rest of the NE in that our provider for PES, NHS 111 
and PTS is North West Ambulance rather than North East Ambulance.  This creates some 
differences in provision and requires North Cumbria to work across two area systems which 
increases complexity.

NWAS winter plans are developed NW wide in collaboration with Blackpool CCG as the lead 
commissioner.  These are then circulated to, and shared with, Local A&E Delivery Boards.  

System-wide preparation
Plans for the winter of 2019/20 will build on the work done during 2018/19 and evaluation of the 
impact of initiatives put in place during that time.  
Key actions that will be in place are as follows: 

• Clearly defined roles and responsibilities throughout times of pressure and including 
Executive presence at all times

• On call plans have been enhanced to ensure there is always Executive support, 7 days per 
week

• Continued close collaboration of all stakeholders in the system
• Agreed OPEL Escalation Plans within organisations as well as a single plan operating 

across the whole health and social care system
• Additional escalation capacity is identified on both sites 



• NCIC will implement new operational site management, including CLIC RPIW 
recommendations and escalation processes (including on call)

• Daily command and control to manage winter surge periods including a senior system-
wide call at 8.30am each morning (7 days per week) to agree any actions needed during 
periods of pressure. Representation from acute hospital sites, CCG, NWAS, ICCs and 
Community hospitals daily on this (no CCG representation at weekends from December 
2019 as NCCCG is joining the NE CCG on call system.) This call is chaired by the Chief 
Operating Officer or a Director.

• Ensuring that good practice in patient flow is embedded across all parts of the emergency 
pathway, not just in isolated departments or wards to meet the requirements of the 
Keogh Review Transforming urgent and emergency care services: Safer, Faster, Better 
document (2015) ,the Good Practice Guide; Focus on Patient Flow (2017) and the NHSI 
Guide to Reducing Long Hospital Stays – June 2018.  The focus for 2019/20 is to continue 
to embed SAFER and Red to Green across both the acute and community wards,  aligning 
the system initiatives to the No Place Like Home Agenda

• NCIC is to review Hospital at Night and develop an improvement plan with measures.
• The system is working closely with both ambulance services and primary care in 2019/20 

to monitor illness patterns in the local community and weather changes that may affect 
specific patient cohorts. 

NHS England Winter letter 001239

NHSE circulated a letter regarding winter planning on 5th November 2019 is attached as 
Appendix 1.

Within it there are a six key requirements.  They are listed below with our preparation for those 
areas:

1.This winter the goal should, wherever possible locally, be more General and Acute (G&A) 
hospital beds open, to reflect increased levels of patient need and admissions.  NCIC have 
opened a Hospital to Home ward to support patients who are medically fit but not MDT fit to 
prepare for discharge.  There are escalation bed areas identified at both CIC and WCH to provide 
additional capacity during times of pressure and these will be proactively staffed rather than 
reactively as has been the case previously.   Additional escalation capacity will aim to protect 
elective beds to reduce surgical cancellations due to winter pressures.

2. Work with Local Authorities to ensure the same or more care packages and nursing/residential 
home beds are available over the winter period than last year, with the same level of visibility 
and dual sign-off on these plans. Additional care home capacity is provided by Cumbria Care (the 
in-house provider) in both Carlisle and the west of the county.  Cumbria Care will have in place 15 
dedicated homecare teams across North Cumbria providing up 850 domiciliary hours per week. In 
additional Cumbria County Council has adopted a new homecare arrangements for the 
independent sector which has significantly increased the number of providers on the framework. 

http://www.nhs.uk/NHSEngland/keogh-review/Documents/safer-faster-better-v28.pdf
http://www.nhs.uk/NHSEngland/keogh-review/Documents/safer-faster-better-v28.pdf
https://improvement.nhs.uk/uploads/documents/Patient_Flow_Guidance_2017___13_July_2017.pdf


The homecare framework has also adopted improved rates for most providers to stimulate the 
building of extra capacity within the market. Care home capacity will be supported by the in-
house provider Cumbria Care across the North.  In addition the independent residential market 
has been incentivised to develop additional services for those with complex need through the 
improved Better Care Fund. The Trust has also expanded it’s home care practitioner capacity by 
employing additional bank staff.   An ASC Occupational Therapist is deployed to CIC providing a 
link to support and advise the Acute Occupational Therapy team with minimal handling 
requirements and number of calls provided for Packages of Care. This will ensure that referrals 
are accurate and therefore achieved at the earliest opportunity. All packages of care will be 
reviewed by a multiagency OT team in November 2019 to assure the therapy leads that 
prescriptions are accurate and not in excess of patient requirements.  Cumbria Care will have in 
place 15 dedicated homecare teams across North Cumbria providing up 850 domiciliary hours per 
week. In additional Cumbria County Council has adopted a new homecare arrangements for the 
independent sector which has significantly increased the number of providers on the framework. 
The homecare framework has also adopted improved rates for most providers to stimulate the 
building of extra capacity within the market. Care home capacity will be supported by the in-
house provider Cumbria Care across the North.  In addition the independent residential market 
has been incentivised to develop additional services for those with complex need through the 
improved Better Care Fund. The Trust has also expanded it’s home care practitioner capacity by 
employing additional bank staff.  

3. GP Out of Hours services should be expected to deliver services from 8pm to 8am 7 days per 
week and, critically, over bank holidays.   Cumbria Health On Call provide a comprehensive out of 
hours service as well as additional services such as early transfer for appropriate cases from NHS 
111 and some Cat 3 & 4 ambulance cases.  They are also commencing a pilot to support weekend 
discharges where some clinical primary care support is indicated to enable the patient to be 
discharged during the weekend period.

4. Ensure mental health services can respond quickly and comprehensively, particularly in 
relation to ED presentations. Community mental health crisis assessment function staffed to 
meet demand, 24 hours a day across the whole Christmas and New Year period, the Home 
Treatment Team is not 24/7 but the liaison will be continue to be enhanced to 24/7 along with 
the crisis/emergency single point of access.

5. Community health services able to operate to the same ‘clock speed’ of responsiveness as 
acute emergency services, e.g. 2 hour home response where that would avoid hospital 
admissions or speed discharges.   ICC hubs and teams provide rapid response to enable admission 
avoidance.



6. Improving uptake of the flu vaccine:

 A further increase in staff vaccinated to 80% or above, including through the ‘buddy’ 
arrangements in place to support trusts that struggled with this last year.  NCIC on track 
to achieve and exceed the 80% vaccination target.  For the week ending 17th Nov 2019 
68.6% of staff had received their vaccination.

 Achieving maximum levels of vaccination for eligible patients in community, general 
practice and pharmacy settings. Full data not yet available on this but plans in place to 
ensure good uptake and performance will be monitored closely when it becomes available 
from NHSE.  Data available from a number of the Practices is positive. A full report should 
be available in mid-December 2019.

The letter also noted:
NHS Employers have published guidance on the options available to trusts to support staff and service 
delivery in dealing with the pension tax.  In response to this the Trust has agreed a scheme via JNLC that 
was targeted at senior medical staff. If they wanted to take up the scheme they were asked to complete 
the form attached as Appendix 2.

In addition NHSE expect each local area to have a “Winter Delivery Agreement”.  Appendix 1 of 
the letter suggests the likely inclusions in the Agreement.   This Plan constitutes the Winter 
Delivery Agreement and includes all elements proposed in App 1 of the NHSE letter. 

Workforce 

• NCIC is currently reviewing nurse, AHP and medical staffing for UEC pathway at both sites 
and make recommendations for change during winter 2019/20.  

• NCIC will also be fully Implementing recommendations from an external staffing review
• Pharmacy cover will also be reviewed
• Job Planning is in process with 100% to be achieved by end of February 2020 with clarity 

on DCC to support service delivery.
• E-Rostering – fully rolled out across nursing and AHP teams by 31 March 2020.  Effective 

use of rostering system and full compliance with rostering policy.  Improved compliance 
with rostering KPIs across all wards and departments.

• Skill mix – NCIC will aim to ensure appropriate skill mix in all areas to release medical and 
senior nurse capacity for decision making.  Non-nursing roles will be utilised to support 
any nursing deficit. This work has developed with ACPs and AHPs, as well as by revising 
roles for HCPs.   

• HCA role – All healthcare assistant staff  in the Emergency Departments and ambulatory 
care areas are trained in and utilising cannulation and venesection skills to support 
medical and nursing staff. 

• The integrated discharge team is being enhanced to support complex discharges and 
reduce delays  



• Clinical support front and back of house – additional senior decision makers are available 
at key and vulnerable times to ensure the team is well supported to deliver effective and 
efficient care.  

• Therapists – the Home First ED and EAU service are now embedded at both CIC and WCH, 
7 days per week.  CIC has developed a Hospital to Home Ward, which will focus on the 
medically fit cohort of patients who are not MDT fit. Similarly, for WCH, a Hospital to 
Home ward has been developed within one of the community hospitals near to WCH to 
avoid DToCs remaining in an acute bed

• ICC workforce changes are covered in the section below. 

Plans for improving A&E
• Review and relaunch of the North Cumbria Nine via clinical leaders – the way we 

work in North Cumbria to ensure that patients allocated to specialities have their 
care progressed in an appropriate setting, by the right people and are not lodged in 
ED.  

• Continuation of Rapid Assessment and Treatment (RAT) to provide early senior 
assessment of undifferentiated ‘majors’ patients.  This supports early diagnostic 
requests and guides juniors to decisions early.  It also allows for the rapid discharge 
/ onward referral of patients who do not need to be in the Emergency Department.  
The aim is to develop this at WCH.

• Reduction in minors beaches – reducing to a level where performance for ‘minors’ 
care is >98%.  This is achieved with a dedicated stream and ensuring appropriate 
work is streamed out of the department.  

• Zero tolerance to corridor care in A&E – aim to avoid managing patients in corridors 
as far as possible by implementing the system-wide escalation plan, including a full 
capacity protocol, supported by RAT and use of the additional space in ED for 
ambulance turnaround.

• Primary care streaming at the front door – during evenings and weekends this is in 
place with CHOC, the out of hours service.  We have 2 UTCs and a Primary Care 
Access Centre across the area which people local to those services and holiday 
visitors utilise. A business case has been developed to enhance in-hours GP 
streaming for all patients attending the Emergency Departments.    

• Reduction in handover delays – continuous improvement in place for taking 
handover and to reduce time taken to within the 15 minutes.  A SOP has been 
developed and focus continues on preventing unnecessary conveyance to support.  
Handover times at both sites are reported daily into the senior system wide 8.30am 
call so are monitored closely.  Any delays >1hr are reported to the Silver on-call 
manager. 

• Effective ambulatory care pathways – there are ambulatory pathways in place on 
both CIC and WCH sites with regular monitoring of volumes and activity to ensure 
referral is maximised. Extension to ambulatory care to 7 days planned for December 
2019 but this is dependent on nurse staffing.  There is also a Home First service in 



place at CIC and WCH.  Therapy staff assess and support patients to return home 
rather than admitting to hospital for non-medical reasons.  

• Plans are being developed to deliver Same Day Emergency Care  
• Actions are in place to deliver a Medical Receiving Unit by the end of December at 

CIC. This is dependent on there being nurse staffing to support. The initiative allows 
all GP referrals to go directly to MRU as opposed to going via A&E

• Frailty – routine screening of all patients over 75 with a view to providing specialist 
frailty care and routinely screening within two hours of presentation all older 
people (>75) for their prior degree of frailty using a validated tool. This is a priority 
piece of work being led by the Medical Director and a working group is being pulled 
together to look at improving frailty assessments at the front door.  This will be 
starting in the next couple of weeks to gather relevant staff to establish this.

• DECAF initiative in place to support the “turn around” of patients with respiratory 
conditions from A&E back into the community

• Physicians working in ED – Acute medicine step forward into ED to assess any 
medical or potential medical patients to identify potential alternative care 
environments. 

• Medical and surgical specialties will be supported to understand how best to 
implement senior decision maker assessment models at the ‘front door’.

• Point of care testing for flu is in place in both A&E departments at weekends, with a 
plan to move to seven days per week once PHE have issued advice.

• The Trust is improving flow by extending flow coordination role to cover twelve 
hours during the busiest periods to promote a focus on ensuring plans are in place 
as well as chasing outstanding issues.  This role will be in both Emergency 
Admissions Unit and A&E.

• Redesign of rosters to reflect increasing demand.  This includes continued developed 
of the ACP workforce to compliment medical colleagues and cross site working for 
Consultants.    

• A hyper-acute stroke unit (HASU) is now in place and will aim to “pull” all patients 
with suspected stroke out of A&E within 30 minutes of arrival.

• There is a commitment in the Trust to reduce any diverts to and from the two 
hospital sites with each site consuming its own demand and the aim of reducing 
extended ambulance journey times.

Plans for improving hospital flow/reduction in bed occupancy 
The aim will be to reduce bed occupancy <90% particularly during the period of Christmas and 
New Year.  Actions to improve flow and thereby reduce occupancy are as follows:

• Reducing length of stay (LOS) with a focus on stranded and super stranded patients 
and achievement of expected reductions as per target to reduce to 40 patients from 
baseline by end of November 18.  Target required by NHSE/I is 40 <21 days from 
baseline of 92 (with an additional internal target of 40).  At week ending 13/11/19 
performance was at 46.  



• Embedding of SAFER initiatives across all wards such as Green Star patients on all 
wards implemented by end of March 2020.  Aim for 33% of daily discharges to be 
before 12 noon.  Red to Green to be implemented across all wards as part of the No 
Place Like Home agenda.

• Back of House Support Team set up but to be fully embedded by Dec 19- The BoHST 
is a multi-professional and system response to intervene on issues affecting flow in 
the back of house wards; the team will utilise a specific rapid improvement model 
where critical pinch points (namely process, people, pathway and technology 
domains) and ‘swarm’ senior staff around these issues to effect rapid change.  The 
team meet each morning, at 8am/ 8.30 and review the impact of the previous day’s 
actions (using the day sensitive metric and intelligence gathered from working with 
the teams) to re-enforce where change has been effective and to re-diagnose and 
re-intervene where actions have been less effective. The team will provide a weekly 
impact report that will be provided to the System COO, following daily IDT meetings 
with ASC at 1pm.

• Reconfiguration of Medical Receiving Units to facilitate rapid assessment and use of 
ambulatory services.  

• A Hospital to Home ward has been developed and will cohort all DToCs and aim to 
reduce the number of medical outliers.  This role combines the competencies of 
health care assistants and therapy assistants and is used to support the therapeutic 
approach. Rehabilitation assistants are trained by the therapists to support patients 
with all activities of daily living using the principles of rehabilitation. 
No medical investigations or medical interventions are provided on the ward but 
patients remain the responsibility of the referring consultant.  Patients on the ward 
who deteriorate and require medical investigation or interventions are transferred 
back to an acute base ward on the same day. The Multidisciplinary team includes a 
pharmacist who is able to prescribe any medications required to support patients’ 
rehabilitation, to rationalise medications in order to simplify care needs in the 
community and to ensure timely access to all medications required for discharge. A 
dedicated social worker for the unit supports communication and ensures timely 
flow.  Patients are identified by the therapy teams from across the acute core wards 
and referred to the unit if they are medically well but are unable to be discharged 
home due to a functional or social reason.  Patients from speciality areas such as 
Stroke are not included due to the specialist skills required by the whole MDT and 
to ensure that national guidelines and audits are adhered to. Identified patients are 
prioritised by a senior therapist in collaboration with the patient flow team. This 
ensures the resources deliver maximum effect as patients are prioritised based on 
the likelihood that rehabilitation will reduce their overall length of stay in hospital.   
In addition this releases capacity from the base ward areas to assist with bed 
pressures.



Therapy ward metrics are:

oLength of stay for cohort compared to core ward 
oOccupied bed days for ward
oSize of Package of care on discharge 
oEDD performance
o30 day readmission rate
o% patients that return to core wards
oDToC numbers
oStranded patient data

• Additional mobile CT scanner during winter period - (7 days a week) at CIC  until July 
2020

• DTOC – improvements between health and social care which ensure effective flow 
out of hospital over 7 days.  Re-embedding the Newton Consultancy supported 
processes to improve performance.  DTOC levels had been reducing significantly but 
in recent months have been increasing again. The merger of NCUH & CPFT had an 
impact on recording of DTOCs as patients waiting for a community hospital bed 
were not included in the data prior to the merger but now fall within the definition 
of DTOC so have increased the reported numbers.  This is only one reason for the 
increase however, which would have been seen even without this change to 
counting.

• The Local Authority’s Reablement team are undertaking improvements to  improve 
the flow through the service which will help maximise capacity within Reablement

• The Local Authority’s presence in CIC enables early pick-up of new admissions 
requiring social care support for discharge.  Referrals to ASC via STRATA enable 
monitoring of progress with discharge planning.

• Discharge to assess – the Home First teams and Home from Hospital team work on a 
D2A basis.  

• Processes are in place to enable DST assessments for CHC to be done in the 
community rather than hospital.  CHC interim funded placements enable discharge 
to a suitable nursing home placement while the DST is completed by the CCG CHC 
team.  CHC performance has consistently achieved 0% of patients receiving their 
DST in acute hospitals for a prolonged period.  In Q2 91% of CHC referrals were 
completed within the 28 day period required and fast-track cases have been 
assessed within required timescales.

• 12 reablement residential beds have been commissioned as step-down beds to 
enable discharge to these while complex discharge arrangements to the final place 
of care take place. 

• Step down – there are a range of both health and social care beds for step-down as 
noted above, as well as the step down services such as Home from Hospital team, 
reablement and Community Rehab service (CRS).  The 8 integrated Care 



Communities (ICCs) will increasingly manage patients from their area out to the 
most appropriate service once the patient is MDT fit.

• The pathway for transfer from acute to community hospital beds uses a central 
coordination to minimise delays/duplication

• The Trust is undertaking a piece of work to reduce length of stay in community 
hospital beds.  Performance on LOS in North Cumbria community hospitals is 
already good but there is still potential for improvement.

• We aim to reduce bed occupancy across the Acute Trust in the run up to the Xmas 
and New Year period so that there is available capacity and aim for 85% occupancy 
at a maximum

• Forecasting is undertaken throughout the winter period and additional staff and 
services opened to facilitate flow during the busiest periods.  NWAS have provided 
critical data sheets for demand to assist with planning, three documents covering 
acute site attendances, calls to NWAS and responses.  This covers the period 1 
December 2019 to 7 January 2020.

• Recovery plans are integral to all Christmas and New Year planning 

Discharge
• There will be weekly MADE events taking place to reduce long lengths of stay, and 

improve discharge flow
• There is a focus to re-embed the Newton DTOC work to reduce DTOCs throughout 

winter, as they have increased in recent months. 
• In addition a discharge quality improvement process/group is being established to ensure 

ongoing improvement to discharge pathways and processes.
• A complex discharge pathway will be developed and implemented by 31 Dec 2019.
• Additional discharge support from an independent company has been commissioned by 

NCIC, reviewing brokerages for support packages etc.  The company has made a 
commitment to discharge 50 patients per month

• Both acute hospital sites have Integrated Discharge Teams to manage the discharge of 
patients smoothly.  However, a number of staff have left these teams and the teams 
therefore need to be re-established.  Daily meetings are in place in which all patients 
identified as close to discharge are discussed, any actions needed to progress discharge 
are identified and allocated to the most appropriate member of the team.  

• A Working group has been set up to discuss access to equipment at weekends and reduce 
delays to discharge

• Transfer teams to be appointed to support transfer of patients from 2-10pm and reduce 
the number of moves after 10pm

• The opening times of the discharge lounges at CIC and WCH are being reviewed with an 
aim to extend opening to the weekend

• Criteria led discharge will be developed and established during the winter to improve 
level of weekend discharges.  This will be fully in place by 31 March 2020.

• From mid-November, a joint initiative with CHoC will be in place with CHoC reviewing 
patients at weekends with an aim to discharge early with primary care support



• Other initiatives will continue such as short-term social care beds in Cumbria Care 
residences for patients awaiting a social care placement.   The community health beds in 
care homes have been added to with 8 extra beds - 6 at Burnrigg in Carlisle and 2 in 
Inglewood.  These beds take patients awaiting home of choice or other social care 
arrangements and are overseen and managed by social care for access with the multi-
disciplinary discharge teams reviewing patients for suitability to transfer into these beds.  
The community health beds are particularly aimed at patients suitable to be transferred 
from the community hospitals prior to their final discharge package/placement 

• Development of ICC hubs and pathways over the last year will enable a “pull” process to 
be in place for patients able to go directly home with support. Homecare practitioner 
support has been enhanced to bridge the gap with reablement.  Additional HCP bank 
staff are being recruited in November to increase homecare capacity by 30%

• Implementation of Realtime/STRATA link to enable efficient and timely social care 
referrals and tracking of progress

• The Supporting People to Make Choices to Avoid Long Hospital Stays policy is being 
reviewed and a working group set up to organise training and ensure consistent 
implementation. No Place Like Home 

Mental Health and Learning Disability Winter planning – CNTW

• Community mental health crisis assessment function staffed to meet demand, 24 hours a 
day across the whole Christmas and New Year period, the Home Treatment Team is not 
24/7 but the liaison will continue to be enhanced to 24/7 along with the crisis/emergency 
single point of access. 

• Community crisis service is commissioned to accept self-referrals, as well as from any 
system partners as long as self-referral has had contact with a MH service within the last 3 
years

• Telephone number / access to community mental health crisis has been made clear to all 
local services

• Robustness of planned availability and opening hours of alternatives to A&E in local 
community crisis pathways, that may better meet people’s needs, such as Lighthouse 
crisis café & Lowther Street sanctuaries

• Reach out service will continue to work to reduce LOS related to delirium 
• Winter bid being placed to supply additional capacity for response that is able to see CYP 

who present with urgent and emergency mental health needs in A&E providing 
competent, trained staff who are able to deliver the appropriate UEC pathway for CYP 
under 18, including understanding developmental and behavioural issues, admission 
protocols and safeguarding.

• Prioritise Mental Health assessments (AMPH & Section 12 availability)
• Planned WTE capacity in liaison psychiatry services to meet demand for mental health 

attendances 24 hours a day is due to be implemented, the winter bid will support 
functioning of the liaison service. 

• Daily bed calls over period will be in place through call system



• Key Performance Metrics and Targets
o DTOC levels
o Reach out performance
o Liaison response time

• Mental Health and Learning Disability internal response plans include:
o Demand and Capacity Management
o Initial Response Team/SPA and Crisis Resolution and Home Treatment Teams
o Monitor staffing levels systems
o Winter weather identification potential vulnerable service users and / or carers 

and ensure that there is a robust care plan and care pathway in place. 
o Where temperatures are forecast to drop significantly, Community Teams are to 

ensure they cascade that information to the vulnerable service users within their 
care.

o Community response alarms
o Carlton Clinic Estate Snow Clearing and Gritting arrangements are confirmed
o On call arrangements
o Emergency Heaters
o Back up Fuel Supplies
o Catering
o Linen
o Transport
o Infection Prevention and Control
o Norovirus / Diarrhoea and Vomiting
o Seasonal Influenza Vaccination Programme
o Pharmacy

Plans for improving flu vaccinations

A comprehensive local flu strategy with a mechanism to monitor and performance manage 
provider and community uptake of vaccination. 

The North Cumbria ICS will follow the guidance from the NHSE Flu Vaccination Programme 
Delivery Guidance 2019/20 regarding the national flu immunisation programme for 2019/20 
which advises completing vaccination of at risk/eligible groups by November 2019 as far as 
possible.  In addition:

North Cumbria
• The national target to achieve is 80% of staff.  Staff uptake across all healthcare 

organisations in North Cumbria in 2018/19 was excellent. The successful model utilised 
will again be instituted this Winter. This is being led by the Chief Nurse.

• The North Cumbria Influenza Escalation Plan agreed last winter will continue to be 
utilised in 2019/20.



• Local Comms will include vaccination awareness for both staff and the general population
• Cumbria County Council PH team provide support to Care Homes during outbreaks of flu
• The CCG leads on distribution of anti-virals where Care Homes have outbreaks of flu. 
• Current performance is as shown in the first report attached as Appendix 3.
• Appendix 4 is the Flu briefing prepared in August to ensure that plans were in place 

across all sectors for this winter.

Regional 

• Regional winter comms will include Flu vaccination awareness
• A comprehensive local flu strategy and plan has been developed with a mechanism to 

monitor and performance manage provider and community uptake of vaccination 
• Uptake of flu vaccination is monitored and shared at each LADB with regular messages 

and information shared with CCGs and Primary Care to increase uptake.

Plans for Improving integration, community services and primary care

• The Enhanced Health in Care Homes programme is being implemented in North Cumbria, 
led by the Quality & Nursing Team in North Cumbria CCG:

o The Red bag scheme has been rolled out to all care homes in North Cumbria
o All nursing homes and home care providers that support CHC patients have 

completed entry level DSPT toolkit 
o Most care homes are using the Care Home Capacity Tracker and the NECS team 

have recently contacted those not using it regularly.  Cumbria Care homes 
continue to use their own system.

o There is a very active Medicines Optimisation in Care Homes scheme in progress 
as part of the national scheme and locality pharmacists are supporting this

o The CCG has held two Clinical Skills conferences with attendance of about 100 
staff from care homes and very positive evaluations

o The flu campaign for care homes was launched in early November to encourage 
care home staff to have their vaccination

o React to Red – a pressure ulcer prevention campaign has also been rolled out to 
all Nursing and Residential care homes

• Admission avoidance schemes, including care homes – there are a range of schemes in 
place and planned.  In Carlisle there is a Care Home team which supports a number of 
Care Homes with their patients and is available for advice and support when needed.  
Similar services are available in West Cumbria.  As part of the development of Primary 
Care Networks the rollout of GP Practices being linked to specific Care Homes continues.  

• The Integrated Care Communities manage patients actively to remain in a community 
setting wherever possible, with a specific focus on admission avoidance.  



o There are 8 hubs with professional of the day in place.  Each hub completes a daily 
review of the list of their inpatients sent to them by NCIC

o There is now 7 day working across the ICC hubs
o There is also a link role in the acute embedding communication with the 8 hubs 

and supporting the flow of information
o Senior support from the ICCs on site at each site daily supporting the work on 

stranded and super-stranded patients
o MDTs in ICCs  review all patients in the Trust with a LOS >21 days and medically fit
o Frailty coordination services are in place in all 8 ICCs to support the cohort of mild 

and moderately frail patients in their area.  
o There is rapid response support available via the hubs, enabling patients to be 

supported in the home where appropriate, in order to avoid admission to 
hospital.

o NWAS are linked into this work so that the Pathfinder schemes are able to 
integrate into this and refer into the ICC hubs to avoid conveyance to hospital 
where possible.    

o Work is also underway to enable GP referrals to be directed to ICC hubs to avoid 
admission to hospital where alternative arrangements would be clinically 
appropriate

o Detailed data analysis is in place to assess the impact of this work

• Individual schemes that are in place for this Winter, by ICCs are:

o Management of home visits and assessment of frail elderly patients 
o Management of frequent attenders at GP practices specifically those with long 

term conditions and low level psycho-social needs.
o Management of home visit requests to practices and teams and need for better 

triaging of these

• Development of integrated services between health and social care in the out of hospital 
setting are based on the ICCs  supporting patients in the community as far as possible.  
Reablement and CRS work closely to ensure efficient use of both teams, and now share a 
common system

• Improved integrated working will aim to release some community nursing capacity to 
support admission avoidance and discharges

• Currently there is some variation in how ICCs function but this variability is being 
addressed to achieve a consistent offer and service across all 8 sites

• Extended days service to go live in Wigton Hospital in mid-November 2019 with 4 bed 
spaces and ambulatory capacity to support admission avoidance

• Extended primary care access services continue from their commencement in October 
2018 with an additional 164 hrs of appointment time available in evenings/weekends.   
Uptake of these appointments is generally good with Sunday slots being the main ones 
under-utilised.  This has been commissioned across the WNE Cumbria area by the CCG 



with CHOC (OOH service), GP Practices and Workington Health providing the services 
across North Cumbria.   NHS 111 direct booking is starting to be used in these slots to a 
limited extent but for several of the clinics the EMIS version is not compatible.

• Community Pharmacy Consultation Service is in place in 95% of pharmacies in the NW 
Region, including North Cumbria.  This is a service that enables NHS 111 to refer a patient 
to the pharmacy for a face to face appointment with pharmacies paid per contact.

• GP Practices and pharmacies should have Business Continuity Plans in place to ensure 
sustainable services during adverse weather – All GP Practices have BCPs in line with CQC 
requirements.  National Pharmacy chains have centrally developed BCP plans adapted to 
local requirement in place.  Local pharmacies have their own plans in place.  The regular 
adverse weather that is experienced in Cumbria tends to mean that these plans have 
been well tested and updated from experience such as the floods in recent past winters.

Further details of collaborative operational planning with social services and mental health 
services.

• The North Cumbria health and care system has a good history of collaborative 
operational planning

• high level engagement between NCIC and adult social care is in process to develop a 
single joint process for ASC input into acute setting and there will be an aim to co-locate 
team in the acute hospital sites

• An Integrated Discharge Team is in place on both acute sites with AHPs and social care 
involved

• A delirium service was commenced 2 years ago which is now embedded as part of the 
system.

• Mental Health Pathway for Carlisle and Eden Valley - Carleton Single Point of Access for 
mental health referrals.  Can be utilised by NWAS as a pathfinder pathway. 

• Consultant Connect is in place and also includes NWAS.  Work on this to improve usage 
and uptake is in progress.

Include plans for flexing capacity that can be increased in the event of winter surge, across the 
acute, community, residential / home care sectors and packages of care. This should include 
the agreed multi-agency triggers for extending and withdrawing this extra capacity.

• during peaks in demand Command and Control is instituted across the system.  Senior 
level teleconferences are arranged as needed.  All possible capacity is identified and 
actions to enable utilisation agreed.  Actions will be agreed during the daily 8.30am call

• Exceeding capacity protocol is in place but has been revised and allows risk from A&E 
Department to be shared across the organisation including into ICCs, in a safe manner to 
reduce overcrowding in A&E.  Review of the escalation process for this protocol is in 
progress



• Routine elective in-patient surgery will continue throughout Winter. At times of 
considerable pressure, this will be reviewed but all cancer, urgent will be prioritised. 
There are daily calls, with a focus on elective plans that take place each day at 8.45am

o Aim to keep ring fence up throughout Winter, at both sites
o Develop a surgical ring fence at CIC with additional beds to allow surgery to 

continue
o During extreme pressure, the Trust will only operate on clinically urgent, patients 

on a cancer pathway at CIC and WCH 
o The Trust aims to increase elective capacity at WCH and reduce it at CIC to  

maximise  use of theatre capacity at WCH, and ensure capacity for urgent and 
emergency cases at CIC

• When needed escalation beds will be opened as safe staffing allows and patients will be 
admitted to wards as outliers where capacity is available.  Escalation capacity has been 
identified at both sites. WCH has a 30 bedded area but this is very dependent on nurse 
staffing

• The Community hospitals are identifying whether they are able to expand capacity at 
times of pressure

• There is also a review of Social Care short-term bed numbers to establish any capacity to 
expand

• The Trust is working with care homes, daily, to explore ‘spot purchasing’
• All community teams are being reviewed for capacity especially hospital to home and 

reablement to see if any additional capacity could be created
• There is also a review of CRS, reablement and domiciliary care joint working arrangement 

to ensure effective deployment of resources
• ICC teams are maximising their capacity to manage early discharge of patients in their 

area where medically and MDT fit.  During times of pressure acute and community 
hospitals will work even more closely with them to review patients and expedite 
discharge where appropriate.

Robust plans for ambulance services and NHS 111 providers to deal with known activity peaks 
in demand across the winter period.



NWAS Paramedic Emergency Service (PES)

The NWAS winter plan is attached as Appendix 5.
 
Key points are:

• The NWAS Clinical hub provides;
o Clinical advice
o Support for solo responders to enable them to leave scene whilst awaiting 

transport; including booking taxis where appropriate
o Access to senior clinical support for the Advanced Paramedics
o Direct telephone consultations with patients after initial categorisation
o Healthcare Professional Bureau to ensure HCP/IFT bookings receive the right type 

of transport, in the correct timescales for the patient’s needs
• Additional front line staff together with operational management support will be 

deployed on the key dates identified in the Operational Delivery Plan
• Annual leave and other staff abstractions for all Service Delivery staff will be monitored 

and strictly controlled for the period encompassing the Christmas and New Year Public 
Holidays and beyond.

• The NWAS Fleet care department is available to meet operational requirements 
throughout the critical period. They will also provide a 24/7 on call facility as dictated by 
demand and capacity.

• The standing NWAS ‘On- call’ arrangements (Commanders and support staff) continue as 
usual but may be enhanced/augmented for times of experienced or predicted pressure. 
These arrangements include senior clinicians on call.

• The NWAS Pandemic Influenza Plan contains contingencies for support staff 
redeployment during the flu risk period should a pandemic situation arise.

• Additional front line staff, together with operational management support, will be 
deployed on the key dates identified in the Operational Level Plans.

• Staffing levels are profiled according to demand patterns.  EOCs will be fully staffed and 
shifts will match demand on key dates.

• A robust winter comms plan.

The full plan also identifies ongoing improvements to the service.  Performance to date in 
2019/20 for NWAS in North Cumbria shows an increase in calls on 2018/19 but a reduction in 
conveyances to A&E as a result of increases in “hear & treat” and “see & treat. 

NWAS have provided information on activity for the critical period of 1 Dec 2019 to 7 January 
2020 to support local planning.



NWAS NHS 111 

The NHS 111 plan is not quite finalised so is not included with this plan.  However:
• NHS 111 activity in the North West was 10% higher in September 2019 compared to 

September 2018.  October was 9.5% higher.  
• NWAS have just appointed an additional 20 service advisors to handle the calls.  In 

addition apprentice schemes are being developed for NHS 111 to improve recruitment
• NW 111 will forecast demand based on current and historical activity in order to deliver 

improved roster efficiency and accuracy.  This will assist in delivering a more consistent 
and improved performance compared to previous winters. To ensure the best roster 
cover NW111 reduce levels of managed shrinkage, such as annual leave and planned 
offline activities, for these key weeks. 

• The improved accuracy of forecasts allow for more accurate recruitment planning for 
both Health Advisors and Clinicians. 

• NW 111 already operates a diverse approach to delivery, with the aim of improving 
patient experience. NW 111 will utilise the delivery methods of the previous winters. This 
includes;

• Cold and Flu Pathways – this is delivered through IVR and represents more than 5% of 
NW 111 demand. Patients are presented with a range of self-care options as well as 
assessment, dependent on the needs of the patient. 

• Streaming at front end of patients aged 5 and under and currently unwell – this is 
delivered through IVR and seeks to ensure patients five and under are managed, in the 
first instance by a clinician. 

• To ensure the maximisation of all the potential workforce over the peak days and winter 
overall, NW 111 will utilise non front-line staff, such as;
o Pathways trained administrative staff will perform front line call taking role. 
o Audit and Governance Team deployed into front line roles. 
o Front line managers working in front line and operational roles. 
o Increased senior management support.

• Homeworking for clinical staff – to increase clinical numbers, especially on peak days, NW 
111 operate homeworking. Clinicians can log on for key peak shifts at home.  

• APAS service in place utilising CHOC to take early transfer of calls that would otherwise 
be referred to ED

• Booking into pharmacies included in the nationally newly launched Community Pharmacy 
Consultation Service.

• Direct booking of >50% 
• Clinical input in >50% of calls.



Locally in North Cumbria direct booking is in place for both Urgent Treatment Centres and for 
CHoC OOH.  In addition some GP Practices are now live – Carlisle Healthcare and Brampton for 
direct booking into core appointments or extended access.  Delays in roll out to all extended 
access clinics are due to EMIS Remote Consultation and Adastra not being compatible.  GP 
Connect will resolve this when NHS Digital finalise arrangements on funding of this.

NWAS PTS:
The NWAS PTS plan is attached as Appendix 6.
 
In summary the busiest days have been tracked from 2018/19 and resources have been planned 
to match the capacity required for the winter, especially for transfer and discharge activity.  In 
addition PTS will provide PES support where needed.

Plans for managing peaks in demand over weekends and bank holidays 
• Horizon scanning is in place through NEAS and NWAS demand predictors, Met Office 

weather alerts and the bed predictors to forecast peaks in demand
• Bespoke and detailed system wide plans are developed for Bank Holiday periods and 

periods of anticipated peak demand. This ensures additional capacity is made available 
across the system to deal with increased activity

• Additional command and control support put in place and available over bank holiday 
periods

• Reviewing evening and weekend private transport arrangements to assess what 
improvements can be made

Cumbria Health On Call (CHoC)
The CHoC winter plan is attached as Appendix 7. 

Key points beyond the normal OOH planning and delivery are:
• CHoC always plan pro-actively for winter based on activity experienced in previous 

winters and staff according to predicted needs
• Acute Patient Assessment Service – early transfer of potential ED cases from 111 and 

transfer of suitable 999 cases
• Direct calls from HPF’s, Care Homes, Patients on Care Plans, Mental Health wards, 

Community Hospitals, Prison
• Paramedic Pathfinder Scheme (AVS)
• Direct referrals from A & E and PCAS departments when capacity allows
• Video consultations to reduce need for patient to travel
• Triage of patients includes not just GP and nurse but also pharmacist availability 
• CHOC and NCIC have developed an integrated CAS model to support discharges at the 

two sites. This is starting Mid November and will support early discharges 



System wide escalation plans in line with the national framework with agreed local multi-
agency triggers. These triggers should include both escalation and de-escalation.
Local

• The North Cumbria Health System has a system wide OPEL Escalation Framework to 
ensure effective patient flow and escalation across and through the health system. In 
addition to this a number of incident specific escalation frameworks have been 
developed to deal with specific risks to patient flow and patient safety. The system wide 
Norovirus Escalation Plan has been successful over the last 3 winters in minimising the 
impacts of norovirus and ensuring a system wide response is in place to reduce and 
control its occurrence. 

• Within NCIC, standardised OPEL Triggers are embedded to align levels with the standard 
across the North East and Cumbria – these triggers will be embedded in a revised, more 
robust Patient Flow, Escalation and Full Capacity Policy. 

• Daily, senior level 8.30am calls Monday to Friday enable early warning and escalation as 
needed. Actions and owners are identified and a further call or calls later in the day are 
agreed as needed.  During weekends and Bank Holidays this call takes place at 10am

CCG, Provider and Local Authority on-call arrangements to include an executive level.
• NCIC has considerable additional operational support and clinical support, as well as a 

Site Coordinator 24/7 on site to deal with issues as they arise. 
• The Executive Team support a single Gold On-Call rota across both organisations. The 

CCG has a Director on call rota but will be joining the wider North East on call rota in 
2020.

• Cumbria County Council has an on call rota
• NWAS have a similar gold/silver/bronze on call system across their whole NW area
• CHOC have an on call Director rota
• At weekends and BH’s there is a daily 10am call for the on call team to identify and 

address any challenges in the system.

An adverse weather plan which includes the clinical impact of cold weather and snow and also 
the impact on business continuity
Local

• All organisations have their own Adverse Weather Plans and there are system-wide plans 
in place through the LRF. 

• Cumbria is experienced in dealing with adverse weather and a range of learning is has 
been embedded following the “Beast from the East” period of disruptive weather across 
the North East and Cumbria – this includes improving processes for identifying vulnerable 
individuals at the earliest opportunity so that care can be prioritised.

• A staff handbook is in place offering travel advice and winter preparedness advice for 
staff in the acute and community Trust

• A number of MOU’s are in place with between 4x4 providers and health organisations. 
This ensures that key members of staff can be transported into work and that community 
staff can reach patients most in need.



A multi-agency proactive and reactive communications plan to promote appropriate use of 
local services.
Local

• The local system links closely with local system partners, the regional and national 
comms campaigns.

• The communications teams across the system work together to produce a single 
communications plan which details proactive activity to run from 30 September 2019 
throughout the winter months  

• Proactive activity this year includes identified weekly themes which will be shared via 
media releases, social media, staff communications and a weekly newspaper column in 
the News & Star newspaper (every Friday)

• The plan also includes a communications handling plan if there is an emergency situation 
such as a flu outbreak, norovirus outbreak, extreme weather etc

• National resources will be utilised to support the local campaign 
• In September 2019, Healthwatch Cumbria carried out a survey with people accessing the 

A&E departments at the Cumberland Infirmary and West Cumberland Hospital, 
commissioned by North Cumbria CCG. There were 243 respondents and a report has 
been produced ‘why do people attend A&E?’. The report has made a series of 
recommendations which NCIC is now undertaking, including producing clearer 
information displays within both departments which is being led by the communications 
team for installation at the beginning of December 2019. The information will include: an 
easy to read infographic on the wall which describes the process while waiting in the A&E 
department and the installation of clear frames which will display five key messages at 
any time to be managed by the communications team. The initial messages displayed will 
be: 

1.   A reminder of what A&E specifically is for – are you in the right place?
2.    Choose wisely – other services in Cumbria which could help in future such as pharmacies, 
urgent treatment centres etc.
3.    Have you had your flu jab in line with key national winter messaging 
4.    No Place Like Home – links to system campaign to ensure patients understand the benefits 
of leaving hospital as soon as medically fit and why hospital is not always the best place to be for 
your needs
5.    Zero tolerance to abuse in our department – to link in with Christmas season working with 
our partners in Cumbria Constabulary  

National  
The local system is continuing to link local plans with  national campaigns which includes the 
national campaign ‘help us help you stay well this winter’ https://www.nhs.uk/staywell/ and the 
national flu vaccination campaign. In addition, work is being undertaken by the North East & 
north Cumbria communications leads around the potential for some regional approaches to key 
messages during the winter period. 

https://www.nhs.uk/staywell/


Managed outbreak plans to avoid (and contain) any D&V / norovirus impact.
• Diseases, such as Influenza and Norovirus are more predominantly wintertime illness, 

with Norovirus increasing late autumn or early winter. Public Health England (PHE) will 
continue to publish Norovirus outbreak reports and these will be actively monitored 
throughout the period

• Cumbria has an agreed escalation policy for outbreaks of Norovirus which is utilised in a 
similar manner to OPEL levels – ie. Triggers with agreed actions.

• Each organisation also has their own outbreak plans which have been approved at Board 
level

• The CCC PH team support Care Homes during outbreaks of norovirus or flu

Is there any intention to review the current position in advance of winter pressures? 
• The monthly A&E Delivery Board will review progress and assurance with winter plans
• The 8.30 daily calls review current performance and during December to March 20 

should performance not be improving as expected then necessary actions will be agreed 
to improve the position

Provide details of any risks and mitigating actions identified for winter 2019/20.
The major risks to managing winter effectively remain the same as for 2018/19:

• Insufficient staff due to vacancy factor and inability to recruit; or due to staff absence 
(sickness, bad weather etc).  Currently 20% vacancy factor in primary care in North 
Cumbria

• Insufficient capacity during unexpected peaks in demand
• Significant infectious disease outbreaks
• Significant and prolonged periods of adverse weather

Redeployment of Doctors in training

NCIC will follow the attached HEE guidance regarding support during winter pressures from 
doctors in training (Appendix 8).

HEE recommendations
• Consultants must understand the arrangements in place to manage winter pressures within 
their own hospitals. 
• Those working in specialties receiving assistance from trainees in other specialties must 
provide close tailored clinical supervision, support and training to those trainees. 
• Those whose trainees are providing assistance to other specialties must understand the need 
to ensure patient safety for all patients and facilitate their trainees to provide such assistance, 
according to agreed timetables.



Assigned Education Supervisors responsible for trainees providing assistance to other specialties 
must balance the training needs of their trainee within their own specialty with the patient 
safety needs of patients under the care of specialties under pressure. They must draw a 
timetable in agreement with their trainee that ensures balance between these requirements

Foundation and Core Trainees  
Foundation and Core Trainees working in specialties with a significant elective workload (e.g. 
surgical specialties) might be asked to provide care for patients under the care of other acute 
specialties (e.g. acute medicine) experiencing an increased workload. This should take place 
under the following conditions: a) The patients under the care of the other acute specialty are on 
the trainees’ base wards. b) Appropriate Clinical supervision in the workplace is provided by the 
other acute specialty recognising that trainees will not be able to provide care at an equivalent 
level to trainees of similar seniority in the other acute specialty.  c) The trainees receive clinical 
training from the clinical supervisor in the other acute specialty. (e.g. frailty assessment) d) The 
training needs of the trainee are addressed by the trainee’s Assigned Educational Supervisor 
determining the correct balance between attending training opportunities in her/his own 
specialty and providing care for patients in the other acute specialty. The trainee must not be 
expected to provide care for patients in the other acute specialty at the same time as attending 
training opportunities in her/his own specialty. e) The timetable which balances training needs 
with the provision of care to patients in the other acute specialty is made well known to ward 
staff, the clinical workplace supervisor in the other acute specialty and the trainee’s own Clinical 
Supervisor

Specialty Trainees  
Specialty Trainees whose roles involve a significant elective workload (e.g. surgical specialties) 
might be asked to provide care for patients presenting as emergencies with conditions cared for 
within the trainee’s own specialty at times or in locations in which s/he would not normally be 
called upon to attend. This should take place under the following conditions: 
 
a) This remains within the trainee’s normal working hours 
b) This does not prevent attendance at scheduled training opportunities 
c) Clinical workplace supervision is maintained under the normal arrangements for the trainee 

Principles applicable to all circumstances 
 a) Clinical supervision in the workplace must be clear and agreed to by all parties and must 
recognise the lower levels of experience and expertise that trainees will have when working 
outside their normal specialty. 
b) Senior clinical management within the service provider (Medical Director, Clinical Director) 
must agree to the arrangements. 
c) Trainees participating in such care must receive due recognition for their work in a form that 
can be included in their portfolios. 
d) Senior hospital management should explain the need for these arrangements to the trainee. 
e) Arrangements must be agreed with the Local Postgraduate Dean


