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Maintaining Safer Staffing to priority services:
Revised Deployment Approach 


This paper aims to set out the agreed approach to deployment & redeployment of staff in order to maintain minimum safe staffing levels within the agreed priority services of the Trust, as a result of significant and sustained reduced staff availability as a result of the on-going Covid pandemic or other pressures.  

In the initial stages of the Covid pandemic, an approved process for proactive Redeployment of staff was developed and implemented (Clinical & Operational Staffing Redeployment, April 2020 – attached as Appendix 1). 

Both during and following implementation, the redeployment process has been reviewed through a number of processes (such as ongoing redeployment forums, some facilitated discussions with ward / team managers, and through the wider Trust evaluation and staff feedback processes). The feedback and learning has been considered and incorporated into this revision, which has also been developed through discussions with operational, clinical and professional leads.            

This revision also sets out a revised approach to the prioritisation of services, based on significant discussion across Care Services and beyond, including through the Operational Delivery Group.  

For a small number of ad-hoc / single instance requirements for additional staff in order to maintain safe staffing levels, the standard approaches of seeking additional staff, negotiating changes with local staff (such as cancelling training or ad-hoc leave) and moving staff on a shift by shift basis based upon need will be applied (as set out in the Staffing Escalation Protocol, which can be found at Appendix 3 of the Clinical & Operational Staffing Redeployment process).    

However, when the need for additional staff to maintain minimum staffing is more sustained (or when actual or predicted levels of absence exist across a large number of services), an alternative approach is required.

Deployment & Redeployment is overseen by a dedicated group, which includes operational, clinical / professional and work force representatives. The Terms of Reference are attached as Appendix 2.      

1. Identification of need 

In order to identify a sustained need, a number of potential factors will be considered: 

· Use of a workforce information dashboard
· Daily staffing reporting from all priority services through the operational route
· Escalation from Heads of Operations   

a) Workforce information dashboard 

Utilising existing workforce information systems and data capture processes, a collection of KPI’s will be compiled into a dashboard with an embedded RAG rating system to identify potential sustained staffing shortages. The dashboard will act as an early warning system enabling us to make informed, evidence based decisions about potential / actual need for additional staff to maintain safe staffing.  

The dashboard will be produced and distributed at 2 separate intervals (weekly and 4 weekly forecasting) to effectively capture and manage both short-term spikes and trend trajectories at ward level across the organisation. 

The planned schedule is as follows: 

Weekly Report: Capturing a 7 day forecast for the coming week which will aggregate data to capture areas consistently struggling and trends in staffing availability.

4 Week Reporting: Aligned to the Ward rosters, this report is an extension of the 7 day forecast report but allows for a greater projection to determine whether planned absence/leavers/starters will contribute to the ability to staff the ward safely.

The Scorecard will include 

· Covid Related Absence - All Covid related absence is recorded under the “Other Absence” code in the Healthroster system in real time by ward managers and has been utilised throughout the Covid period to provide the National SitRep data to NHS Digital

· Total Unavailability- a combination of all types of unavailability affecting the units’ ability to Safely Staff this includes Sickness, Annual Leave, Maternity, Study & Other absence ( Jury Duty, Compassionate leave etc). Wards are profiled to accommodate an unavailability of 24%. 

· Unfilled Roster - The number of hours that remain unfilled after all shifts have been rostered, sent to Bank/Agency for cover this would incorporate vacancies and shifts not covered due to the above unavailability reasons.

· Redeployed People Hours - where action has already been taken to support the unit and  staff from outside the service have been utilised 

· Vacancy rate – indicator of the level of vacancy in the service, which will impact on consistency of staffing and capacity of the ward to manage an increased unavailability 




Example Dashboard:

	Redeployment Dashboard Test



	Unit
	Covid Absence %
	Total Unavailability %
	Unfilled Roster %
	Redeployed People Hrs
	Current Vacancies  

	Newsam Ward 5
	10.1 %
	25.4 %
	3.8 %
	201.00
	6%

	Becklin Ward 1
	6.9 %
	12.4 %
	8.8 %
	0.00
	4%

	Becklin Ward 3 
	14.8 %
	38.9 %
	12.1 %
	0.00
	11%



In addition to the above, real time information can be drawn from the system as required on a daily basis to better understand and predict safer staffing issues as they arise and are escalated from the daily reports and through clinical / operational routes below. 
b) Daily staffing reports 
As a result of increased absence, all priority services report their staffing position each morning for the next 24 hours (and on Friday for the weekend period). This supports the local operational & clinical managers, on-call managers and duty Head of Operations to predict and address staffing shortages, and to prioritise staff deployment as required. 
Clearly this is a snapshot in time; experience has shown that the reported position at 9am is frequently very different to the position at midday (often due to shifts being filled during the course of the morning). 
When the daily report indicators that there are significant forthcoming shortages across a number of the services, the duty Head of Operations will consider convening further reviews of the changing staffing position as required throughout the day, and will seek to ensure that mitigating actions are taken to maintain (minimum) safe staffing numbers across all priority services. As indicated above, information can be drawn from the HR / workforce information systems to support this if required.    
c) Escalation from Head of Operations 
There are some additional clinical & operational factors that will have an impact on both staffing requirements and safety within services – these include, for example, high levels of acuity, enhanced observations, incidents of significance and bed occupancy. Where these factors exist and this results in a requirement to increase staffing for a sustained period, this will be escalated by the Head of Operations (or in their absence via the ward matron or designated deputy).  

The staffing position for each service is also routinely reviewed at the Clinical & Operational meeting, which currently meets 3x per week, but can increase to a daily meeting if required.
2. Revised prioritisation of services     
In line with the previous process, we have maintained an approach of prioritising services using the following criteria:     

	Priority 1 services
	These key services are essential priority and are required to be maintained at full capacity. Normal staffing numbers and skill mix will be maintained. This includes 24/7 inpatient services, supported living houses and urgent access / crisis services.

	Priority 2 services
	There services need to be maintained, but may safely be delivered at a reduced capacity or alternate skill mix. . This will be informed by an assessment of service user need, risk and vulnerability using our agreed clinical RAG rating process. Services may therefore be reduced or consolidated, and some staff redeployed into priority 1 services

	Priority 3 services
	These services could be reduced to a minimum level of delivery or could be stepped down entirely. The majority of staff are therefore likely to be redeployed into priority 1 services (or into priority 2 services as part of a revised skill mix to release other staff to priority 1 services)



The key change is that, whereas a number of service were previously stepped back to minimum staffing providing only emergency or signposting cover, the vast majority of services have moved into the ‘priority 2’ grouping. This reflect a specific wish to maintain a level of direct service provision across all services, reflecting both national & local drivers to carry on providing as many services as possible, and recognising the impact of some services (in terms of escalation of clinical presentation and significant  increased waiting lists) of the previous redeployment approach. The revised service priority groups are therefore shown at Appendix 3. 

This has been debated at some length, with a number of different views considered. 
The impact of this approach is that, rather than identify services to step down immediately, services within the priority 2 group will have identified a number of staff that are available to be redeployed, and this will be agreed with the staff in advance. The service will be able to proactively plan – and clearly articulate – the potential impacts of those staff being redeployed, and will be able to plan to mitigate & manage these accordingly. This approach was strongly advocated and favoured by both the clinical and operational leaders. 

It is however essential to recognise that, as part of this approach, if safer staffing cannot be maintained through the redeployment of the identified staff, then it will be necessary to consider releasing additional staff from these services (and therefore further reducing their capacity & operational delivery) or stepping down some services entirely in order to release additional capacity. This approach is described below.  

3. Identifying staff for redeployment 

In the first instance, for low level and short term additional staffing requirements to maintain agreed minimum staffing levels, the usual local actions will be taken to seek to meet these (as set out in the Staffing Escalation policy) . These include (but are not limited to) 
· Review of current staffing requirements on the ward (including enhanced observations and any escorted patient leave) 
· Seeking additional bank staff or overtime 
· Cancelling training & rostered management days  
· Cancelling ‘ad hoc’ annual leave in negotiation with the member of staff 
· Moving of staff from other clinical areas whilst maintaining agreed minimum safe staffing numbers  

However, once a priority 1 service has been identified as having a sustained requirement for additional staffing, the ‘redeployment group’ will utilise available information to determine the number of staff required and an appropriate skill mix, supported by additional members from the clinical & operational leadership teams as required. 

Appropriate staff will then be identified using a hierarchy as below, working from the top until the identified need is met 

1. Volunteers  - cohort of staff who have self identified as willing to be redeployed and have completed the redeployment proforma identifying skills & areas of preference. This includes volunteers from non-clinical / corporate services (based on positive experience previously) 
 
2. Cohort of ‘early redeployees’ -  identified specific groups of staff who would be redeployed in initial wave (generally clinical staff not undertaking direct clinical roles; this may include partial redeployment, as previously)  

3. Identified proposed redeployees from Amber priority services (services that will be reducing staff & operating differently but maintained)

4. Additional redeployment from Amber priority services (with assessment of associated risks / impacts and how these could be managed; this may result in a service being stepped down to minimum cover)

5. Stepping down of non- priority 1 services - services that will be stepped down or reduced to minimum cover to release further staff. This would require IRT approval. 

A pre-determined duration for all redeployments will be agreed to ensure we can meet the needs of the sustained requirement for additional resource as well as manage the expectations of the ‘home’ service, redeployed service and individual staff members. 

4. Deployment of staff to identified cohorting areas
 
Recognising the particular challenges of staffing identified cohorting / Covid-positive areas (based upon the earlier experiences), the following approach will be taken in addition in these areas: 

· Acute adult and Older Peoples services will have identified a cohort of staff who express a willingness to work in these areas, and this will also be asked of Bank staff. This will be known to the redeployment group and these staff will be prioritised for deployment into these areas. 

· For all staff, their well being assessment and individual circumstances will influence the decision in relation to working within the cohorting area.
· Once deployed into the Cohorting area, staff will remain there for the period that the unit remains open. Other than in emergency circumstances staff will only work each day in the cohorting area, and will not move between wards.  


5. Learning from previous redeployment feedback 

Significant efforts have been made to ascertain and then collate feedback regarding the initial redeployment process, with responses obtained from:

· Manager forums
· Your Voice Counts
· Redeployment staff forums
· Evaluation by the Clinical Effectiveness team. 

As a result, a number of process changes have been developed in order to: 

· Improve communication between the redeployment team, managers, clinical and professional leads
· Raise awareness, via multiple methods, for all staff regarding rationale for redeployment and the process for implementation 
· Improve consistency of implementation of the deployment and redeployment processes across teams and service areas  
· Provide clearer information for redeployed staff regarding their new teams / roles and for managers regarding their skills, competencies and potential concerns 
· Plan for redeployment actions in advance wherever possible with individual services to mitigate impact and provide opportunities for staff engagement 
· Improve effectiveness of redeployment by seeking to redeploy staff who volunteer and/or have developed relevant skills, training and experience having been redeployed previously to the priority 1 service areas 
· Improved focus on supporting staff well being through incorporating staff wellbeing assessments into the redeployment process and being clear as to the expected duration of their redeployment commitment
· Wherever possible, provide clear anticipated time scales for the duration of the redeployment period on an individual basis. 

These priority changes have been incorporated into this revised process, and will continue to be reviewed and evaluated both through the Redeployment Group and through other Trust structures.   













































Appendix 1 – Original Clinical & Operational Staffing Redeployment process. 




Appendix 2 – Redeployment Group Terms of Reference 
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	PRIORITY SERVICES

	CRISS
Older Peoples IHTT
LD Intensive Support Team
MH Primary Care
ALPS & LTHT Liaison Inreach
Section 136 suite                                                               Veterans High Intensity Service 
	All crisis / urgent access services

	Acute Wards & PICU
CAU
Mount wards
Asket Wards
Mill Lodge
Mother & Baby Unit
YCED (Ward 6)
Complex Rehab (Ward 5)
Forensic Wards
Parkside Lodge / 3 Woodlands Square
Supported Living
	Inpatient services and Supported Living Houses – maintain 24/7
Some reduction in full MDT availability in some teams, which will be managed by cross cover or redeployment (depending on requirements)
Minimum staffing requirements being reviewed & confirmed in partnership with nursing directorate

	NICPM
	Maintain as a priority ward unless LTHT require ward space. 



	Maintain but can reduce / redeploy some staff

	CMHTs
CLDTs
Assertive Outreach
Community R&R
CONNECT community team
Community Forensic Team
Community Perinatal
Deaf CAMHS
Physical Health Team
Care Homes Team
Recovery College (telephone & online support)
Forward Leeds (Addictions)
PD Network                                                                  LADS & ADHD                                                                  Gender service                                                                               Gambling service                                                    Chronic Fatigue & Liaison Outpatients                                        Psychosexual medicine                                                     Offender PD services                                                                           Veterans service
	These services can all operate currently on a reduced number of staff, but have a requirement to maintain some access and an active caseload, including direct contact (inc some face to face contact) with some service users.
All service users have been RAG rated and this informs the required capacity and skill mix for the team
Some staff are therefore available for redeployment from these teams.

	                                      Could step down 

	    LD Involvement Team                                                                         PD Pathway Development Service                                                                                            2 Woodland Square 

	These services can be closed to new referrals and stepped down, with only emergency contact cover in place
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COVID-19

Clinical & Operational Staffing Redeployment

As a result of the coronavirus pandemic, we are required to ensure that our clinical and operational staff are deployed in the most effective way in order to ensure that we continue to ensure patient and staff safety, meet clinical need, and manage clinical risk.

It is recognised that this will potentially require staff to work for a period of time in different services and different roles, which will be managed through a formal redeployment process. Central to this process are the principals that we deploy our staffing resource to areas of identified priority where this is most required, and that staff are prepared and supported to work safely and effectively in any redeployed role. It is recognised that staff will of course bring transferable skills into different clinical areas, but will may require some additional training and support. Some staff may be required to work into roles of a different band (both higher and lower) than their substantive post in order to meet the identified priority needs and maintain service delivery. Staff may also be required to work in a different location during this time.

Our clinical and operational staffing redeployment approach has been developed in line with the national NHSE/I guidance (NHS COVID-19: Deploying our people safely) and with the national guidance on Managing capacity and demand for inpatient and community mental health, learning disabilities and autism services (NHS E/I. March 2020), which recognises the potential significant impact on both the demand for and capacity to deliver our services for people and the need for flexible approaches to workforce deployment as a result.

The development and implementation of our redeployment approach has been led, coordinated and overseen by a small team of staff from within the Care Services, Workforce and Nursing teams. Our approach has been adapted over the initial period of the pandemic in response to national guidance, learning from other areas and our experience to date.

Redeployment Approach

Central to our approach to redeployment has been prioritisation of our services into 3 key groups. This prioritisation was initially collectively undertaken by Clinical Leads, Heads of Operations, Clinical Directors, Professional Lead for Psychiatry (AMD), and the Deputy COO. The prioritisation has subsequently been reviewed and revised on one occasion. This prioritisation underpins the identification of staffing requirements and the redeployment of staff to meet this. Services are therefore categorised into the following categories (shown in detail at Appendix 1)

		Priority 1 services

		These key services are essential priority and are required to be maintained at full capacity. Normal staffing numbers and skill mix will be maintained, and will likely require increase (to ensure sustainability during a period of increased sickness absence). This includes 24/7 inpatient services, supported living houses and urgent access / crisis services.



		Priority 2 services

		There services need to be maintained, but may safely be delivered at a reduced capacity or alternate skill mix. . This will be informed by an assessment of service user need, risk and vulnerability using our agreed clinical RAG rating process. Service may therefore be consolidated and some staff redeployed into priority 1 services



		Priority 3 services

		These services could be reduced to a minimum level of delivery or could be stepped down entirely. The majority of staff are therefore likely to be redeployed into priority 1 services (or into priority 2 services as part of a revised skill mix to release other staff to priority 1 services)
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The service prioritisation has been reviewed at least weekly to date, and from 14th April will be a standing live agenda item for the Operational and Clinical Group on a daily basis. Any changes will be agreed through the JDMT process and the IRT will be notified of the change.

In addition to the redeployment of our own staff, our planning for the future allocation of staff and maintenance of safe staffing levels / service delivery will also incorporate the redeployment of clinical staff from other NHS bodies (including local CCGs, NHS E/I and potential secondments from other Trusts) and the potential use of non-clinical (corporate) staff and volunteers to bolster and enhance the delivery of services at this time.

Key principles

A number of key principles underpin the approach and process that are we are using to determine and implement the redeployment of clinical and operational staff during this period. These are:

· People will be redeployed as required to ensure the maintenance of our priority services and to ensure capacity to respond to identified clinical need, patient safety and risk.

· People may be required to work in different teams, different services and different locations as a result of identified priorities and an increase / decrease in clinical demand. We will endeavour to match wherever possible the core skills and preferences of the staff member with their temporary role. Some skills may need to be prioritised into key areas (for example, those with a physical health nursing qualification)

· Minimum safer staffing requirements will be agreed for each of the priority 1 service areas, and these will be monitored and maintained

· Redeployment decisions will be undertaken using a standardised process, and wherever possible will be based on skills, previous experience and preferences.

· People will at no point be asked or expected to undertake any task that they are not competent to undertake, even if working in different roles. Where appropriate training will be provided to support people to develop new skills required or refresh previous learning.

· Consideration will wherever possible be given to an individual’s personal circumstances and current working arrangements, recognising that many staff will experience a change to their circumstances and caring responsibilities during this time. It is possible that people may be required to adjust their working patterns to maintain the delivery of core services ; however for some people, a change in working pattern is likely to be mutually beneficial at this time and will be supported wherever possible

· Some staff will be asked to work into roles of a lower band than their substantive post, in order to maintain care delivery. There will be no financial loss in these circumstances. Some staff may be asked to work into a role of a higher band, and this will be remunerated.

· The redeployment process will pay due attention to equality of opportunity and will not unfairly discriminate directly or indirectly on the grounds of gender

· The redeployment process will be underpinned by an HR process which includes ensuring all staff receive a letter setting out their temporary redeployment arrangements.

Redeployment Process

The redeployment process is set out as a flow chart at Appendix 2.

Each Priority 1 service area will identify their current and anticipated future staffing numbers (incorporating an expected increase in sickness absence / reduced staffing availability) and their minimum staffing numbers (in collaboration with the Nursing Directorate for inpatient services). Where possible / available, HR modelling and forecasting work will be undertaken to support this, modelling a number of scenarios of increased absence.
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Once decisions have been agreed to scale back / consolidate or step down services (through the Clinical & Operational delivery group and where required supported by the IRT), these services will identify the number and skill mix of staff required to deliver the agreed level of service. The required capacity and skill mix will be informed by the clinical assessment of need / risk / vulnerability and indicated levels of required contact that is being undertaken for all service users, using our agreed clinical RAG rating process.

This will then indicate how many staff (and the skill mix of these) are available for potential redeployment. The needs of the priority 1 services may also significantly influence the prioritisation of staff to be redeployed (and in particular, the need to redeploy Registered Nurses in order to maintain a minimum safe RN cover across the inpatient services).

This process is being undertaken in 3 waves

· Initial wave of services stepped down quickly

· Second wave of staff from the Priority 3 services

· Third wave of staff from the Priority 2 services

Some staff from Priority 3 services may be redeployed into Priority 2 services in order to release capacity of other key staff from those services into the Priority 1 services (for example, the redeployment of psychological therapists from priority 3 services into CMHTs, in order to release nursing capacity from CMHTs into the wards).

Staff identified for potential redeployment will be asked to complete a proforma which sets out their skills, qualification, previous experience, core training needs and preferences for redeployment. These are then collated centrally, and individuals are matched against the identified requirements and a redeployment post identified. This is then discussed with the individual and confirmed, taking into account their personal circumstances.

Each of the priority areas has an agreed set of ‘core training’ that is required for all staff that are redeployed in this area. In addition to this, the new manager will ensure that any additional training or support needs are identified and met as part of the redeployment induction. Whilst this occurs, an individual may still work in their new redeployed role, but this may need to be in a supernumerary status (ie not counted against the minimum number of staff required) or undertaking restricted duties whilst training is delivered. At no point will staff be asked or expected to undertake tasks that they are not competent to undertake.

Whilst temporarily redeployed, staff will be managed by a manager from within the new service, and will continue to receive clinical and professional supervision as required by the Trust supervision procedures. Local discussion will determine whether a change of clinical supervisor is required.

The number of staff available in each service against the agreed number required is monitored on a daily basis for the next 24 hours, through the now-well established daily clinical & operational SitRep process. Whilst it is anticipated that the redeployment process will support us to ensure that there are the required number and skill mix of staff available within the Priority 1 services at all times, it is inevitable that (due to sickness or other unplanned absence) there will still be occasions where on a shift by shift basis this is not achieved. This will therefore be supported by our revised Urgent Deployment process, which supports the on-site CTM and on site / on call managers to safely deploy staff across services in response to immediate need. This is attached at Appendix 3.
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Appendix 1 : Clinical & Operational Redeployment – Service Categorisation

		PRIORITY SERVICES



		CRISS

Older Peoples IHTT

LD Intensive Support Team

MH Primary Care

ALPS & LTHT Liaison Inreach

Section 136 suite

		All crisis / urgent access services



		Acute Wards & PICU

CAU

Mount wards

Asket Wards

Mill Lodge

Mother & Baby Unit

YCED (Ward 6)

Complex Rehab (Ward 5)

Forensic Wards

Parkside Lodge / 3 Woodlands Square

Supported Living

		Inpatient services and Supported Living Houses – maintain 24/7

Some reduction in full MDT availability in some teams, which will be managed by cross cover or redeployment (depending on requirements)

Minimum staffing requirements being reviewed & confirmed in partnership with nursing directorate



		NICPM

		Maintain as a priority ward unless LTHT require ward space. Discharge / transition plans developed for all service users.



		Maintain but can reduce / redeploy some staff



		CMHTs

CLDTs

Assertive Outreach

Community R&R

CONNECT community team

Community Forensic Team

Community Perinatal

Deaf CAMHS

Physical Health Team

Care Homes Team

Recovery College (telephone & online support)

Forward Leeds (Addictions)

PD Network

		These services can all operate currently on a reduced number of staff, but have a requirement to maintain some access and an active caseload, including direct contact (inc some face to face contact) with some service users.

All service users have been RAG rated and this informs the required capacity and skill mix for the team

Some staff are therefore available for redeployment from these teams.



		Could step down (with minimum / emergency cover)



		Gender

Chronic Fatigue 
Liaison Outpatients 
Psychosexual Medicine 
Gambling Service 
Offender PD

Veterans

LADS and ADHD

		These services can be closed to new referrals and stepped down, with only emergency contact cover in place. As tertiary services, any immediate mental health need can be referred elsewhere and workers can pro-actively plan this with service users

A minimum clinical cover will be maintained in these services to respond to any emerging concerns



		Stepped down



		2 Woodlands Square

PD Pathway Development Team

Service User Involvement Team

		These services have already been stepped down
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Appendix 2



Clinical & Operational Redeployment Process



		Identification of Priority

Services (red), Additional Staffing Requirements & core skills required in these areas 








Identification of Services to able to be

reduced / stepped down

2 groups / waves

· maintain but scale back (amber)

· step down (green) (see attached list)


Identification of staff with clinical skills in non direct clinical roles
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Future staffing

requirements 
influenced by HR 
modelling when

available
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Amber services clinical & 
operational leads identify 
staffing required to maintain 
agreed level of service (includes 
service user RAG ratings to 
identify capacity & skill mix 
needed)
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Staff complete skills / 
experience and preferencing 
form (includes health 
restrictions)



 (
Staff member matched to priority roles identified based on skills, 
experience and 
preferencing
 wherever possible.
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Staff notified of redeployment allocation in discussion with current 
line manager & allocation confirmed
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Redeployment team notify priority service of confirmed allocation. 
New manager discusses with member of staff, agrees working

pattern and start date agreed
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Clinical Ops redeployment leads 
confirm redeployment plan and 
start date to HR lead

[image: ]

[image: ] (
Ad-hoc requests 
for redeployment
or
 redeployed
external
 staff
)HR Lead completes HR process

· Redeployment letter issued

· SW form completed

· ESR updated


Core training needs 
identified for role and 
training organised 
(between redeployment 
team & service)
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New manager organises 
local induction, 
supervision 
arrangements and any 
local training required 
(including initial period 
of supernumerary / 
restricted role status if 
required)



 (
Appendix 3
)[image: ]Staffing Escalation & Deployment Protocol 

This protocol is for all inpatient units whilst we are managing the COVID-19 pandemic.

Matrons / Operational Managers and Ward Managers are required to ensure they are reviewing their staffing levels up to the end of the roster period and escalating any concerns to the Heads of Operations for discussion in the daily clinical & operational call.

In relation to the movement of staff to a clinical area where known positive patients are being cared for, the CTM / CSM should seek to identify and move staff (substantive or bank) who have previously expressed a willingness to so this. In the circumstances this is a reasonable management instruction and should a member of staff object, an individual conversation should also take place with the CTM or CSM to explore the concerns, remind the member of staff this is a reasonable request / expectation, confirm that there are no legitimate reasons why the member of staff cannot be deployed to the ward (such as ill health or specific personal circumstances), and that they have the necessary skills / training to undertake the role. Information & reassurance should be provided in relation to infection control procedures and availability of PPE. Any refusal to be moved that is considered unreasonable should be recorded & reported to the relevant Head of Operations.

Each shift coordinator to check staffing is as per planned minimum level for following 48 hours. 
24 hour return to be completed each morning showing staffing for next 24 hours. 
Any variation for shifts within 24 hours to be discussed at handover with agreed plan. 
Shift co-ordinator / Ward Manager to follow this protocol should the 3 factors cited below occur.





Actual staffing level falls below 
planned staffing levels due to 
sickness /absence


Activity levels are increased due to 
observation levels or other 
unexpected interventions


Individual patient’s treatment plan 
requires additional staffing resource 
above current planned level.
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Shift coordinator to review staff roster to see if there is any flexibility to manage shortfall internally within the ward by staff changing their shifts.
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		Shift coordinator to:

· Liaise with colleagues on other wards locally to consider transfer of any staff within the service

· Review whether regular staff members local / on other wards can do additional hours /bank shifts.

· Request cover via the Trust’s bank staffing department through Healthroster.

· If temporary staffing are unable to fill the duty, shift coordinator to offer substantive staff overtime payment to cover minimal amount of hours required.

· Request agency cover where all of the above exhausted via Healthroster (duty note function).
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If unable to fill the duty by any of the above means shift coordinator to escalate to Ward Manager and Matron or On 
Site CTM (AVAILABLE VIA SWITHBOARD 24 HRS 7 DAYS PER WEEK) to discuss sourcing cover from other services 
informing them of what services you would ordinarily source from.

[image: ]

Ward Manager / Matron or Out of Hours On site CTM to identify appropriate cover and deploy staff to area of need 
This will be escalated to the responsible or duty Head of Operations

[image: ] (
6
)If a breach takes place (no registered nurse on duty) the nursing directorate must be informed via datix.
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Redeployment Group



Terms of Reference







1	NAME OF GROUP / COMMITTEE 



Redeployment Group



2	COMPOSITION OF THE GROUP / COMMITTEE    



		

Title 

		

Role in the group / committee



		Deputy Chief Operating Officer



		Chair and link to Head of Operations 



		Strategic HR Resourcing Manager

		Deputy Chair and Strategic Workforce Planning lead



		Resourcing and Recruitment Manager

		Link to recruitment activity



		Learning & Organisational Development Lead  - Vocational and Compulsory Training

		Link to compulsory training



		Workforce Information Manager



		Link to Workforce information and data



		Head of Nursing

		Professional nursing advice & Link to safer staffing



		Strategic HR Change Manager

		Link to HR processes and implementation



		Strategic AHP Lead

		Professional AHP advice and Link to student deployment



		Operations Manager



		Link to Operations



		Finance Manager



		Link to establishment and vacancies







In attendance: in an advisory capacity

		Title

		Role in the group / committee



		Other professional or operational leads as required 

		To support situation / service specific decision making when necessary 







In addition to anyone listed above the Redeployment Group may also request individuals to attend on an ad-hoc basis to provide advice and support for specific items from its work plan when these are discussed in the meetings, at the discretion of the Chair.











3	QUORACY



Number: The minimum number of members for a meeting to be quorate is 3, including the Chair or their designated deputy. Attendees do not count towards quoracy.  



Deputies: 

Where appropriate members may nominate deputies to represent them at a meeting.  Deputies do not count towards the calculation of whether the meeting is quorate except if the deputy is representing the member under formal “acting up” arrangements.  In this case the deputy will be deemed a full member of the group / committee.

 

It may also be appropriate for attendees to nominate a deputy to attend in their absence. 



Non-quorate meeting: Non-quorate meetings may go ahead unless the chair decides not to proceed.   Any decisions made by the non-quorate meeting must be reviewed at the next quorate meeting.



Alternate chair: If the chair is unable to attend the meeting, and if otherwise quorate, the meeting will be chaired by another designated Chair.   





4	MEETINGS OF THE COMMITTEE / GROUP



Frequency:  The Redeployment Group meet between twice and three times per week, depending on volume of work and staffing circumstances. 



Urgent meeting: The Redeployment Group can be stood up for additional urgent / as required meetings, and any member of the Redeployment Group may request an urgent meeting. 

.



5	AUTHORITY



Establishment: The Redeployment Group has been established as a working group during the Covid-19 pandemic to both redeploy staff and deploy them back safely in order to ensure the safe and effective delivery of care, and to proactively maintain safe staffing within our priority services. 



Powers: The Redeployment Group has authority to progress and deliver the redeployment activity to maintain our priority services. 



Cessation: The Redeployment Group will only be disbanded as directed by Executive Directors, as part of the Trust IRT structure.









6 ROLE OF THE COMMITTEE / GROUP



6.1	Purpose of the Group



The purpose of the Redeployment Group is to deploy / redeploy staff as required across services in order to maintain safe staffing (especially within our designated priority services), meet clinical needs and agreed staffing levels across our services, and therefore manage clinical risk. The Group will proactively monitor staffing levels across key service areas and plan to ensure these are maintained, and will respond to unplanned staffing challenges as they arise.   



In particular, the Redeployment Group will:

 

		Objective

		How the group / committee will meet this objective



		Develop and Implement the Trusts deployment and redeployment  procedures



		Design an agreed Trust redeployment process which is 

signed off via Gold command

Review and reflect on effectiveness / experiences and 

feedback to amend and develop procedures

Coordinate redeployment forums for staff 





		Support and oversee the redeployment procedure and maintain safe staffing across services 

		Regular review of current staffing position across Care Services and identification of both actual and potential h ‘hot spots’ , and coordinating action to address these

By maintaining an oversight and mobilising the implementation of redeployment decisions across our Trust 

Supporting / leading the planning and implementation

of new workforce initiatives to support safer staffing, linking to the Recruitment & Retention and Workforce groups   





		Support and oversee the effective and safe return of staff to their substantive roles and service

		By maintaining an oversight and mobilising the implementation of redeployment decisions across our Trust









6.2	Guiding principles for members (and attendees) when carrying out the duties of the group / committee



In carrying out their duties members of the group / committee and any attendees of the group / committee must ensure that they act in accordance with the values of the Trust, which are:

· We have integrity

· We are caring

· We keep it simple.









The redeployment group will also ensure consistent and systematic application of processes, in order to ensure equality and consistency of decision making  





6.3	Duties of the group / committee



The duties and responsibilities of the Redeployment Group are set out in Section 6.1 above and will be reviewed monthly.  





7	DUTIES OF THE CHAIRPERSON



The chair of the group / committee shall be responsible for:



· Agreeing the agenda

· Directing the meeting ensuring it operates in accordance with the Trust’s values

· Ensuring everyone at the meeting has a reasonable chance to contribute to the discussion

· Ensuring discussions are productive, and when they are not productive they are efficiently brought to a conclusion

· Deciding when it is beneficial to vote on a motion or decision

· Creating, updating and checking the action log

· Ensuring sufficient information and updates are presented to relevant supporting groups and committees







9	REVIEW OF THE TERMS OF REFERENCE AND EFFECTIVENESS



The terms of reference and effectiveness of the Group will be reviewed at regular intervals through discussion with members, review of approach / procedures used, review of maintained staffing levels (outcomes) and review of feedback from redeployed staff, affected managers and other key stakeholders (experience). 

. 
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