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Purpose of this refresh

This version incorporates the agreed suggested updates: GPICS V3 alignment, updated RCN redeployment advice,
strengthened risk assessment, clearer escalation and decision logging, bank/agency wording, wellbeing follow-up, and
appendix clean-up.

1. Introduction and development

Critical care is a multi-professional, multidisciplinary service which must deliver an integrated care pathway
focused on patient need, quality, governance and optimal outcomes. It provides specialist expertise and facilities
to manage and monitor patients with potentially life-threatening conditions whose needs cannot be met in the
ward environment. Safe and effective care requires medical, nursing and wider multidisciplinary staff with
specialist skills and experience.

To minimise risk to patient care, organisations may be required to optimise resources and staff allocation to
support areas experiencing unplanned staffing shortages or high demand. This may include a request for critical
care nurses to work in unfamiliar clinical settings, including ward areas, emergency departments or another
critical care unit. Any movement must balance the relative risk to patient safety across the organisation while
maintaining the minimum safe staffing standards required for adult critical care.

In principle, moving critical care nursing staff to a different clinical area should be exceptional, short term and for
immediate operational risk only. It should not be used as a routine response to predictable staffing gaps or to
normalise unsafe staffing levels elsewhere. Any movement should usually be for a period of 12 hours or less, with
the member of staff able to return to critical care at less than one hour’s notice if required by the critical care shift
leader.

Critical care activity and nursing workload are dynamic. Emergency admissions, patient deterioration, infection
prevention requirements, complex treatments, delayed discharges and family needs may change significantly

during a shift. The number, skill mix and competence of staff on duty must allow flexibility to respond safely to

changes in patient need and service demand.
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Scope: This guidance is not intended to restrict the established movement of staff between critical care units
where appropriate governance arrangements, standard operating procedures, standardised equipment and
suitable induction processes are already in place.

2. National standards and alignment
This guidance should be read alongside current national and local standards, including:

e Guidelines for the Provision of Intensive Care Services, GPICS V3, Faculty of Intensive Care Medicine and
Intensive Care Society.

e ICS Levels of Adult Critical Care, Second Edition.

e UK Critical Care Nursing Alliance workforce optimisation and critical care nursing staffing standards, where
adopted locally.

e NMC Code: professional standards of practice and behaviour for nurses, midwives and nursing associates.

¢ RCN Redeployment and unsustainable pressures guidance.

e Local Trust redeployment, escalation, incident reporting, occupational health and safe staffing policies.

Key principle

Redeployment of specialist critical care staff should not compromise compliance with GPICS V3 standards,
which set out the minimum requirements for safe critical care staffing and the delivery of care by appropriately
skilled and competent staff. Critical Care redeployment should only be considered as an exceptional, short-term
response to immediate operational risk, and should not become a recurrent workforce strategy. Where requests
for Critical Care staff are frequent, predictable, or linked to known staffing deficits elsewhere in the organisation,
this should be escalated through Trust workforce, quality, safe staffing and governance structures. The
underlying staffing mismatch should be addressed through robust workforce planning rather than repeated
redeployment of specialist critical care staff.

Document alignment: This principle aligns with GPICS V3 expectations for safe critical care staffing and
specialist competence, RCN redeployment guidance on unsustainable pressures, the NMC Code in relation to
professional accountability and working within competence, the UK Critical Care Nursing Alliance workforce
optimisation and staffing standards, and the Amos investigation learning on responding to staff concerns,
recognising recurrent organisational risk and addressing systemic workforce pressures.

3. Minimum standards for safe staffing

These best practice principles provide a framework to support senior nursing managers, adult critical care unit
managers and critical care shift co-ordinators when considering whether staff can safely be moved from critical
care.

o Level 3 patients: minimum registered nurse to patient ratio of 1:1 to deliver direct care.

e Level 2 patients: minimum registered nurse to patient ratio of 1:2 to deliver direct care, with professional
judgement applied where individual patient dependency requires greater support.

e Supernumerary leadership: a supernumerary clinical shift leader or co-ordinator should be available 24/7
and should not be rostered to deliver direct care to a specific patient.

o Additional registered nursing support: units with more than 10 beds, multiple single rooms, complex
geography, infection prevention demands, high numbers of delayed discharges or surge activity should
consider additional supernumerary registered nursing support over and above the clinical shift leader.
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Skill mix and competence: staffing must take account of post-registration critical care education, novice
staff, internationally educated nurses requiring transition support, agency/bank proportion, local induction and
current competence.

Temporary staffing: bank or agency staff should be competent, oriented and supported to work in critical
care. A high proportion of temporary staff should trigger additional review of risk, skill mix and supervisory
requirements.

PNA and educator provision: critical care establishments should support education, supervision,
Professional Nurse Advocate provision and wellbeing support as part of safe workforce planning.

4. Risks to consider before moving staff

Different electronic patient record systems, medicines systems, incident reporting processes, security
arrangements, pass access and local documentation standards.

Limited recent ward or specialty experience, including uncertainty about ward routines, patient flow processes
or escalation routes.

Risk that staff may be asked to work outside their area of competence, particularly in relation to medicines
administration, unfamiliar equipment, specialist pathways or taking charge of an unfamiliar area.

Reduced ability of the critical care unit to respond to emergency admissions, within-shift deterioration,
transfers, discharges, organ support escalation or infection control constraints.

Reduced supervision and development opportunities for novice critical care nurses completing national critical
care competencies.

Impact on staff wellbeing, fatigue, moral distress, burnout, retention and psychological safety, particularly
where redeployment is repeated or perceived as unsafe.

Individual staff risk factors, including pregnancy, disability, underlying health conditions, reasonable
adjustments, occupational health recommendations, PPE or fit-testing requirements and personal
circumstances that may affect safe deployment.

Nurses undertaking critical care competency programmes, preceptorship, international adaptation programmes or
supernumerary development shifts should not normally be redeployed except in exceptional circumstances, as
this may undermine safe supervision, workforce development and retention.

5. Best practice recommendations

Decision maker / area Principles to apply

Organisation / person responsible for decision to
move staff

Fair and consistent process: Redeployment
processes should be fair, transparent and consistently
applied across the organisation and they should
recognising the cumulative impact that repeated
movement between clinical areas may have on staff
experience, availability, confidence, wellbeing and
engagement.

Complete and document the critical care risk
assessment; confirm that minimum critical care staffing
standards remain met; ensure the staff member can
return within less than one hour; ensure induction,
supervision, IT/security access, PPE and local policies
are available; ensure the staff member is not expected
to take charge unless a documented risk assessment
shows this is the lesser risk; maintain a decision log if
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the risk assessment is overridden; ensure in-shift and
post-shift wellbeing check-in.

Once the receiving area has been agreed, the staff
member should not normally be redeployed to another
clinical area during the same shift. Any exceptional
further move should be supported by a new
documented risk assessment, appropriate induction
and clear communication with the staff member and
relevant clinical leads

Critical care shift leader / co-ordinator

Review patient dependency, anticipated admissions,
delayed discharges, staff skill mix and temporary
staffing levels; consider whether competent, oriented
and willing bank or agency staff can be used before
substantive critical care staff; monitor and record each
redeployment episode; escalate if recurrent requests
suggest a systemic risk; ensure consultant and senior
nurse awareness where required.

Provide local induction and clear role expectations;
confirm who supervises the redeployed staff member;
ensure access to documentation, medicines

Receiving area processes, equipment, emergency procedures and

escalation routes; do not allocate tasks outside the
individual's competence; provide breaks and support
equivalent to substantive staff.

Work within competence and professional
accountability; raise concerns if the move may
undermine safe practice or compliance with the NMC

Individual staff member Code; ask for induction, supervision or clarification

when needed; document concerns and seek PNA,
peer support, clinical supervision or occupational
health support where appropriate.

6. Process to determine whether staff may be redeployed

1.
2.

Request is made for a member of critical care staff to move to another clinical area.

Critical care shift leader completes the Critical Care Staffing Status and Risk Assessment form before any
staff movement.

Decision must consider current patient dependency, actual and anticipated workload, nurse staffing ratios,
staff competence, agency/bank proportion, unit layout and ability to recall the member of staff within less than
one hour.

Risk assessment is discussed with the person requesting the move, the critical care nurse in charge or co-
ordinator, and the consultant in charge or on-call consultant where required.

If safe, the staff member may be moved with documented induction, supervision, limitations of practice and
recall arrangements.

If unsafe, the request should be revoked and alternative staffing options explored by the receiving area and
senior manager.
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7. If there is disagreement or the risk assessment is not followed, the escalation process in section 8 must be

followed and a decision log completed.

7. Critical Care Staffing Status and Risk Assessment
To be completed by the critical care coordinator or senior nurse for every request to move critical care

staff to a ward or different clinical area. This template may be adapted where a local Trust form already exists.
The assessment should be completed before any staff movement and reviewed if patient dependency, staffing or

operational risks change during the shift.

Date and time of request

Receiving ward / area

Name and designation of
person requesting staff

Reason for request

Person completing
assessment

Critical care consultant
informed?

Yes / No/ N/A

Number of critical care
beds open

Current occupancy

Anticipated admissions /
transfers in next 6 hours

Delayed discharges

Can staff return to critical|Yes / No
care within <1 hour?

Receiving area induction
confirmed?

Yes / No

Individual staff risk or OH|Yes / No / N/A
considerations
reviewed?

PPE / fit testing / access
requirements met?

Yes / No/ N/A

Cumulative impact check: Record previous redeployment episodes involving Critical Care staff within the
. Has redeployment become recurrent? Yes / No. If
Yes, escalate to the senior nurse or matron before agreeing any further movement.

preceding 7 days and 30 days. Number of episodes:

7.1 Dependency and staffing calculation

Staff on duty

No.

Detail / notes

Registered nurses on duty

supervision.

Include only staff available for direct care or

Non-registered staff on duty

Record support workers or other staff
contributing to care delivery.

Registered nurses with post-registration critical
care qualification

Note whether sufficient qualified staff are
available across the whole shift.

Novice critical care nurses or staff requiring
supervision

Record supervision requirement and whether
this limits available staffing.

Non-substantive bank or agency registered
nurses

concerns.

Record proportion of total RN workforce and
any induction, supervision or competence

Patient / staffing factor | Number

Calculation / standard

RN
requirement

Notes / mitigation
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Level 3 patients

Number x 1 RN

Minimum 1:1 registered
nurse ratio.

Level 2 patients

Number + 2, rounded up

Increase requirement if
dependency indicates
1:1 care.

Level 1/ enhanced care
patients in critical care
footprint

Local professional
judgement

Record rationale if
additional RN support is
required.

Delayed discharges

Local professional

Do not assume zero

shift leader / co-
ordinator

requiring ward-level judgement workload; consider

care observations, medicines,
personal care and
discharge activity.

Supernumerary clinical Add 1 RN Should not be allocated

direct patient care.

Additional RN support
for unit complexity

Add 1 RN where
indicated

Consider >10 beds,
single rooms, multiple
pods, IPC, high acuity,
surge or geography plus
any additional clinical or
environmental factors
e.g. patients requiring
enhanced observation,
cohort nursing or
additional supervision by
RN staff (see table 7.3)

A. Minimum RN
requirement

Total RN requirement
above

This is the minimum
position before
considering
redeployment.

B. Registered nurses
on duty

Exclude staff not
available for direct care
or supervision

Note temporary staff,
novice staff and staff
requiring supervision.

Decision rule: calculate variance as B minus A. If the variance is below 0, critical care is below
minimum safe staffing and staff must not be moved. If the variance is 0, critical care is at minimum
staffing only and there is no capacity to support another area. If the variance is above 0, a move may
only be considered if the wider risk assessment confirms it is safe.

7.2 Decision-making table based on staffing variance

Below minimum staffing
B less than A
Variance <0

Minimum staffing only
B equal to A
Variance = 0

Above minimum staffing
B greater than A
Variance >0
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Do not release. Contact the duty matron Insufficient capacity to support another Support only if the wider assessment is
and directorate manager and request area. Do not release staff. safe and return within one hour is possible.
support for critical care.

Interpretation: Below 0 means the nurse must not be moved. Zero means critical care is at minimum staffing
only and has no capacity to support elsewhere. Above 0 means a move may be considered only if the wider
assessment confirms it is safe, including additional risks, skill mix, staff safeguards, supervision, induction and
ability to return within one hour. Record and mitigate any staffing risks in the final decision.

7.3 Other clinical and environmental factors

CRRT, ECMO, ventilation, high vasoactive support,
complex neuro/burns/cardiac pathway. Patients
requiring enhanced observation or supervision,
including those requiring 1:1 or greater staffing support
due to delirium, agitation, behavioural disturbance,
mental health needs, safeguarding concerns or
cohorting requirements. Where this supervision is
being provided by a registered nurse, the impact on
available critical care staffing should be considered as
part of the overall workforce assessment.

Complex organ support

Barrier nursing, side rooms, outbreak, isolation
Infection prevention and unit layout requirements, multiple pods, long geography or high
number of single rooms.

End of life care, safeguarding, high communication

ACULMUELCRE TN ZULEE burden, complex family support.

Skill mix, supervision requirements, critical care course
Workforce competence completion, novice staff, agency/bank capability,
educator or PNA availability.

Internal escalation, attempt to source staff elsewhere,
Actions already taken bank/agency options, review of receiving area
workload, patient flow actions.

Safe to move / not safe to move; named staff member;
Decision and mitigation limitations of practice; supervision; recall plan; review
time; wellbeing check arranged.

8. Process when the risk assessment is not adhered to

1. The critical care co-ordinator or nurse in charge should invite the person requesting redeployment to review the
critical care workload and patient dependency directly with them.

2. If disagreement remains and redeployment is considered unsafe, contact the senior manager responsible for
critical care or the on-call manager and explain the patient safety risk.

3. If the situation remains unresolved, contact the consultant on-call for critical care if not already involved. The
co-ordinator, senior manager and consultant should jointly explore alternatives to maintain patient safety.
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4. If the situation still cannot be resolved, contact and brief the executive on call, including the completed risk
assessment, stated risks and mitigation attempted.

5. If staff are moved despite the assessment indicating unsafe staffing, complete a Datix or local incident report
and complete a written decision log. The letter template in Appendix 3 may be used or adapted according to local

policy.

6. Staff members who believe redeployment presents a significant safety risk should be supported to raise
concerns without fear of disadvantage. Concerns should be considered through Freedom to Speak Up,
professional leadership and local governance processes where appropriate.

7. Where Critical Care staff are redeployed more than an agreed local threshold, for example three occasions
within one month, the frequency should be reported through the Trust Safe Staffing Committee, Quality
Committee and Executive Nursing governance routes so that recurrent redeployment is recognised and managed
as an organisational risk.

Decision log minimum dataset

e Date and time of decision.

o Name and role of person requesting move.

¢ Name and role of person completing risk assessment.

o Critical care staffing position and patient dependency at time of request.

¢ Risks identified and mitigations agreed.

o Names and roles of senior manager, consultant and executive informed.

o Final decision, rationale, review time and Datix or incident reference if completed.

9. Staff mental health and wellbeing

Being asked to work in an unfamiliar area can contribute to stress, moral distress and reduced sense of
professional safety. Organisations should recognise the impact of repeated or poorly supported redeployment on
staff wellbeing and retention.

All redeployed staff should receive an in-shift check-in and a post-shift wellbeing check from an appropriate
person, for example a Professional Nurse Advocate, peer supporter, clinical educator, unit manager or senior
nurse. Where the redeployment was distressing, clinically challenging or repeated, restorative clinical supervision,
PNA support, peer support or formal debrief should be offered and documented.

Organisations should recognise that repeated redeployment from specialist areas may negatively affect
recruitment, retention, job satisfaction and workforce sustainability. Monitoring of redeployment frequency should
therefore form part of workforce retention reviews and local safe staffing governance.

Receiving areas should ensure fair access to breaks, hydration, rest facilities, local support and escalation routes.
Critical care teams should monitor repeated redeployment episodes and escalate recurrent patterns through local
governance, workforce and safe staffing routes.

Appendix 1: Quick decision summary

Assessment outcome Meaning Action
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Critical Care Hotwarks: Natianal Hurse Loads

Below required standard

Critical care does not have enough
resource to maintain safe staffing if a
nurse is moved.

Do not move staff. Escalate to duty
matron, senior manager and receiving
area to seek alternatives.

Equal to required standard

Critical care is at minimum safe staffing
and has no capacity to support other
areas.

Do not move staff. If challenged, follow
escalation process and decision log.

Above required standard

Critical care may be able to assist if all
additional risk factors are acceptable.

Staff may be moved with induction,
supervision, limits of practice and ability to
return within less than one hour.

Appendix 2: Receiving area induction checklist

Check

Completed

Notes

Named supervisor and senior contact
confirmed.

Role and limits of practice agreed and
documented.

Patient allocation appropriate to
competence.

Electronic patient record, medicines
system and documentation access
available.

Security, pass access, alarm systems,
telephone numbers and emergency
procedures explained.

Medicines administration expectations
and exclusions explained.

Equipment, moving and handling
arrangements, infection prevention
requirements and PPE confirmed.

Break arrangements, rest facilities and
wellbeing support identified.

Review time and recall arrangement
documented.

Appendix 3: Letter template where redeployment proceeds despite

assessed risk
Trust logo

Date: / /

Dear Sir / Madam,

| was the senior nurse in charge of the Critical Care department at

Early / Late / Night shift on /

Time:

on the

/
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A request was made for critical care staff to be redeployed to another clinical area. A risk assessment was
completed and, in my clinical judgement, redeployment would compromise the safety of patients in the Critical
Care department. | could not therefore guarantee the safety of patients under these circumstances.

Despite escalation and discussion, staff were redeployed. | am raising this as a formal concern and request that
the incident is investigated through the Trust clinical governance process.

Yours sincerely,

Name: Designation:

Copies to: person requesting redeployment; senior manager involved; lead nurse for critical care; directorate
manager; director of nursing; consultant in charge; executive on call as applicable.

Appendix 4: Decision log

Purpose: This log should be completed where there is a request to move critical care nursing staff, where the risk
assessment is overridden, or where escalation is required because critical care staffing is below or at minimum
safe staffing.

Decision log field Record of decision / action taken

Date and time of request

Receiving area and reason for
request

Person requesting staff movement | Name / role / contact details:

Person completing risk Name / role:

assessment

Critical care staffing position A. Minimum RN requirement: B. Registered nurses on duty: Variance:
Decision outcome Below minimum / minimum staffing only / above minimum staffing / other:

Risks identified Patient dependency, anticipated admissions, delayed discharges, skill mix, supervision,

temporary staffing, IPC, geography, staff wellbeing or other risks:

Patient safety consequences Delayed admission risk; escalation bed availability; ability to manage deteriorating patients;
considered impact on family support; impact on specialist treatments:

Mitigations agreed Actions taken to reduce risk, including alternative staffing options explored:

Escalation undertaken Duty matron / directorate manager / senior nurse / consultant / executive on call informed:
Final decision and rationale Staff moved / staff not moved / decision overridden. Include rationale and name of final

decision maker:

Review and recall arrangements Review time, named contact, recall route and confirmation that return within one hour is
possible:
Incident reporting and follow-up Datix / incident reference, governance route, wellbeing check and post-shift follow-up:
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Appendix 5: Version control and change log

Version Date Change Lead / owner
V3 August 2024 Previous published version. CC3N
V4 September 2026 | Aligned to GPICS V3; updated RCN redeployment guidance; CC3N

added strengthened risk assessment, decision log, wellbeing
checks, bank/agency wording and appendix clean-up. Added
Amos-aligned organisational workforce principle, cumulative
impact assessment, staff voice escalation, Board-level visibility
of recurrent redeployment, strengthened protection for staff in
training, patient safety consequence prompts and additional
source references.
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