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Covid-19 Pandemic Mobilisation Plan 

Version : 4,  19 March 2020 

1.0 Management Arrangements 
 The COVID-19 situation is being managed within Ayrshire and Arran on an integrated basis working 

across NHS Ayrshire and Arran and the East, North and South Ayrshire  Integrated Joint Boards.  
 The NHS Emergency Management Team structure is set out in Appendix 1.  

Groups are meeting daily to coordinate the response.  
 

2.0  Planning Assumptions 
 

2.1 As at 13 March 2020, two planning assumptions have been modelled : 
 
Reasonable Worst Case Scenario (RWCS) : mathematical modelling based on recent pandemic 
influenza data 

• 50% of population become symptomatic  over  a 15 week period 
• 4% require hospitalisation 
• 25% of those hospitalised require critical care 
• 1% of those with symptoms may die 

 
Worst Case Scenario (WCS) : the most extreme modelling assumptions 

• 80% of the population become infected 
• 50% of those infected experience symptoms 
• 8% of symptomatic population require hospitalisation. Average Length of stay 14-21 days 
• 19% of hospitalised patients require ventilation 
• 1% of all infected individuals die 

 
The Reasonable Worst Case Scenario is being used for planning purposes. 
 

2.2 Impact 
 In Ayrshire & 

Arran 
Number 
Symptomatic 

Require 
hospitalisation 

Require 
Critical 
Care 

Overall 
Population 
Fatalities 

Reasonable 
Worst Case 

184,835 7,394 1,848 1,848 

Worst Case 147,868 11,829 2,248 2,957 
 

  



Version 4 19.03.20 
 

 The speed of progression of infection is key to determining the impact on health services.  
A planning assumption of a Doubling Time of 4 days has been used, based on Public Health England 
information stating that outside of China a Doubling Time of 5-7 days has been seen. It is noted that 
there have been 2 notable exceptions in Italy and South Korea which have experienced doubling times 
of 1.8-2.5 days respectively.  
 

2.3  
Predicted Impact in Ayrshire & Arran based on a 4-day Doubling Time 

 
2.4 Predicted Service Impact on Ayrshire & Arran 

 
  

  weeks week 1 week 2 week 3 week 4 week 5 week 6 week 7 week 8 week 9 week 10 week 11 week 12 

  days 7 14 21 28 35 42 49 56 63 70 77 84 

    

Projected number of positive cases of Covid-19: 
from base of 4 positive cases, reported at 14:00 12th March 2020  

Base 
no. of 
cases 

Days to 
double 

19-Mar 26-Mar 02-Apr 09-Apr 16-Apr 23-Apr 30-Apr 07-May 14-May 21-May 28-May 04-Jun 

4 4 
             

13  
             

45            152  
               

512  
           

1,722  
           

5,793  
         

19,484  
         

65,536  
saturation 
(184,835) 

      

 

weeks week 1 week 2 week 3 week 4 week 5 week 6 week 7 week 8 week 9 week 10 week 11 week 12 

days 7 14 21 28 35 42 49 56 63 70 77 84 

  

Breakdown of projected symptomatic positive cases of Covid-19: 
from base of 4 positive cases, reported at 14:00 12th March 2020 

Days 
to 

double 
  19-Mar 26-Mar 02-Apr 09-Apr 16-Apr 23-Apr 30-Apr 07-May 14-May 21-May 28-May 04-Jun 

4 

 Symptomatic cases              13              45            152           512        1,722        5,793      19,484      65,536    184,835     

 Require hospitalisation                1                2                6              20              69            232            779        2,621  7,393     

 Need level 3 critical care                0                0                2                5              17              58            195            655        1,848     

 Overall fatalities                0                0                2                5              17              58            195            655        1,848     
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3.0 ITU Scale Up 
3.1 NHS Ayrshire and Arran has a current total of 10 ITU beds.  

• 6 of these are located at University Hospital Crosshouse (UHC) 
• 4 of these are located at University Hospital Ayr (UHA) 

 
Both hospitals have the existing physical capacity to increase by 1 ITU bed.  
 

3.2 Planning assumptions indicate that at the Infection Peak, NHS Ayrshire and Arran will require a total 
of 1848 ITU beds to manage critically ill COVID-19 cases over the period of the outbreak.  
 
This level of critical care resource will not be possible to provide, however it will be possible to 
increase ITU beds up to a maximum of 34 with existing equipment and staffing.  
 
There would be space to increase this up to 48, however this would require yet further ventilators 
and staffing which we do not have at present,  and we are not confident that this could be put in 
place. 
 
An attempt is being made locally to purchase 12 additional ventilators, although it is currently 
unclear whether suppliers will be able to deliver these.  
 

3.3 The mobilisation Plan proposes to establish  the additional ITU beds in the following ways :  

 
3.4 The anticipated timescale for introduction of this additional ITU capacity matched against the 

Doubling Time planning assumption is as follows : 
Phase 1 : 2 April 2020 
Phase 2 : 9 April 2020  
Phase 3 : 16 April 2020  
 

3.5 At every stage there will require to be a staffing risk assessment, in order to review and decide on 
how the available clinical staffing numbers can provide the best care possible. The staffing levels and 
skill mix at some stages may differ from the normal staffing levels.  
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4.0 Bed Capacity Scale Up 
4.1 NHS Ayrshire and Arran is already experiencing significant unscheduled care pressures with an 

increasing number of admitted patients requiring isolation.   
 
Based on the Planning model, there will be a notable increase in the demand for hospital beds for 
COVID-19 related illness from around mid April.  
 

 COVID-19 
Related Illness 

19 
Mar 

26 
Mar 

2 
Apr 

9 
Apr 

16 
Apr 

23 
Apr 

30 
Apr 

07 
May 

14 
May 

Requires 
Hospitalisation 

1 2 6 20 69 232 779 2621 7393 
 

 
 

 
Numbers are based on public health modelling of the total number of COVID-19 presentations 
requiring hospitalisation, but as yet there is no modelling to identify the actual number of beds 
required at any given point in time, to take into account the expected length of stay of 
hospitalisation, patients recovered and deaths.  
 

4.2 Additional emergency bed capacity is being created through a combination of measures :  
• Creation of new bed areas within the acute hospitals 
• Cancellation of non-urgent activity to free bed capacity (see section 5) 
• Creation of additional bed capacity in community to reduce delayed discharge patients in 

acute hospital beds 
• Creation of 22 care home/community beds in the ex-independent sector hospital, Carrick 

Glen 
 

4.3 At every stage there will require to be a staffing risk assessment, in order to review and decide on 
how the available clinical staffing numbers can provide the best care possible. The staffing levels and 
skill mix at some stages may differ from the normal staffing levels. 
  

4.4 The bed capacity planning indicates that  158 additional hospital beds can be opened, and in addition 
a further 185 beds will be made available in community hospital and care home settings.  
  
This provides an overall total of 343 additional bed capacity in Ayrshire and Arran to manage COVID-
19 related demands.   

4.5 The current  bed scale-up is planned as follows.  
Further detail is included in Appendix 3.   
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4.6 Paediatric Beds 
 Current evidence suggests that the impact of COVID-19 on children is less significant that for adults.  

As such it is not anticipated that there will require to be any significant change to the bed capacity 
for paediatrics.  

 Nonetheless some contingency plans have been put in place : 
• Children presenting with COVID-19 symptoms will be managed in isolation rooms, and once 

those are filled, by cohort nursing. The aim will be to maintain one ward for children with 
confirmed or suspected COVID-19 and a separate non-COVID-19 ward.  

• There are currently 23 paediatric beds. Should this capacity be exceeded, there is potential 
to increase this to a total of 29 beds, through conversion of adjacent paediatric clinic rooms 
into a further 6 individual rooms.   

 
5.0 Non-Urgent Activity Scale Down 
 Plans are in place to reduce non-urgent activity in order to create clinical staff capacity, bed capacity, 

ITU capacity starting 19 March 2020.  
 

5.1 Elective Inpatients & Daycase Surgery 
 Non-urgent elective inpatient and daycase surgery will be cancelled. This is required to : 

• Allow conversion of Theatre Recovery and Day Surgery Recovery into temporary Critical Care 
facilities (ITU) 

• Create additional bed capacity for emergency admissions 
• Release medical, nursing and other clinical staff to assist with emergency activity 

5.2  
It is planned that in the first instance non-urgent elective inpatient activity and some daycase activity 
will be cancelled in order to support the initial bed capacity scale up and ITU capacity scale up.  
 
Thereafter remaining daycase activity will be cancelled approximately 2 weeks after in order to 
support yet further bed capacity scale, and also to allow release of medical, nursing and other clinical 
staff to support emerging demands.  
 

5.3 We will continue to treat urgent and urgent cancer suspected patients throughout the outbreak, for 
as long as this remains practical and safe.  
The exception to this is patients diagnosed with Breast Cancer. It is anticipated that Breast Cancer 
surgery will be scaled back, with 80% of cases managed initially with endocrine pharmaceutical 
treatment which allows surgery to be postponed by up to 3 months at no detriment to the clinical 
outcome.  
 

5.4 There has been some discussion at the possibility of some of the urgent surgery being undertaken at 
Golden Jubilee National Hospital (GJNH) . In particular we will explore any options for sending 
patients, and if required surgeons, to undertake colorectal and upper GI surgery. Further discussions 
are also required to consider whether some orthopaedic trauma surgery could be managed at GJNH.  
Further discussions are required to explore this.  
 

5.5 It is estimated that around 2200 non-urgent elective cases will be cancelled between 19 March and 
mid May.  
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5.6 The planned scale down of non-urgent activity will be as follows : 

 
 

 It can be noted that cancellation of non-urgent surgery is commencing  in advance of the step change 
in demand. This is to allow time for some estates work to be completed to make the areas suitable 
for use as ITU, and for theatre staff to receive training. 
 

5.7 Outpatients 
 Outpatient activity will be scales down in two phases :  

Phase 1 : commencing 23 March 
Release of key medical staff to assist with emerging pressures, and allow adaptation of some 
Outpatient areas for other uses 

- Cancellation of non-urgent new appointments in most specialties 
- Cancellation of selected review appointments in most specialties 

 
Phase 2 : commencing 30 March 
Release of remaining medical and nursing staff to assist with emerging pressures 
Reduction in public footfall in hospital 

- Cancellation of all non-urgent new appointments 
- Cancellation of selected review appointments in all specialties 

 A breakdown of the estimated impact on outpatient services is shown in Appendix 2. 

 It is estimated that cancellation of non-urgent outpatient appointments between 23 March and 29 
May will impact on approximately 7000 new outpatient appointments :  

• 5000 consultant-led appointments 
• 1700 advanced practice AHP appointments 
• 400 nurse specialist appointments 

 
• Plus 26,000 return appointments.  

 It is anticipated that between 10 – 20% of these appointments will be delivered in a different way, 
such as by telephone. Taking this into account the overall loss of outpatient appointments is 
estimated to be :  

• 6000 new outpatient appointments 
• 22,000 return outpatient appointments 

  
Non-urgent imaging investigations will also be scaled back from 23 March, and ceased from 30 
March 2020.  
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6.0 Delayed Discharges 
6.1 As at 13 March 2020 there are 133 delayed discharges within NHS Ayrshire and Arran.  

North, East and South Integrated Joint Boards are developing plans to create additional community 
beds and adaptation of other services in order to move patients whose discharge from hospital is 
currently delayed, and thereby free up this bed capacity within the acute hospitals to manage the 
COVID-19 response.  
 

6.2 Actions being taken include the following  
 

Health & Social Care 
Partnership 

Actions 

North Ayrshire HSCP • NAHSCP is diverting its resources to ensure there are no 
financial barriers to care home placements from acute 
settings.   

• redeploy staff to enhance the hospital assessment team 
to ensure timescales for assessment do not create any 
delays 

• Cease respite within its Dementia Respite Service and 
will utilise the 14 beds within this service to provide 
additional bed capacity from Monday 23 March 

• ongoing dialogue with one care home provider in North 
Ayrshire regarding additional bed capacity 

• Cease planned and emergency respite to divert care 
home provision to reduce delayed discharge. 

 
East Ayrshire HSCP • Registration of additional social care facilities to 

support discharge of patients from hospital whilst 
awaiting care packages starting. Total 52 extra beds 

• Create capacity for use of Intermediate Care and 
Rehabilitation Teams to more vigorously prevent 
admission as Hospital at Home model. 

• Additional social care capacity for care at home through 
recruitment of 40 personal carers 
 

South Ayrshire HSCP • Fill all empty beds by temporary relaxing of criteria 
• Urgent repair/refurbishment of facilities to temporarily 

bring back into use 
• Lifting moratoria placed on some providers where safe 

to do so in order to bring these back into use. 
• Use rapid commissioning to increase capacity in care at 

home 
 

6.3  
Estimated impact on Delayed Discharges 

 
 

  



Version 4 19.03.20 
 

7.0  Community Services 
 

7.1 Community Hub 
 Ayrshire and Arran are developing a local community clinical hub (Appendix 4)  to provide a whole 

system approach to a local dedicated and consistent medical advice, triage and treatment for 
patients and staff with coronavirus symptoms.  This will include clinical pathways for patients, a staff 
pathway and a pathway for professional to professional support and guidance. This will be co-located 
and aligned to the management of the current Ayrshire Urgent Care Centre at University Hospital 
Crosshouse and will work as an extension to the currently functioning model we have for the out of 
hours period.  This ensures we have the most appropriate operational systems and infrastructure in 
place which we can build on and resource appropriately to ensure the safe transfer of patient 
records to and from NHS 24 and GP Practices as well as refer to the Emergency Departments. 
 
The hub will include the following staff groups: 

·         Senior GP 
·         Occupational Health Staff 
·         HR Staff 
·         Public Health  
·         Registered Nurses 
·         Healthcare Support Workers 
·         Community Nursing  
·         Access to Specialist Secondary Care Clinicians  
·         Paediatric Nurse 
·         Dedicated midwifery support  
·         Pharmacist and Pharmacy Technician support 

 
It is also Co-located with the following services: 

·         Out of hours Social Work Services 
·         Crisis Mental Health Team 

 
Following the go live date for NHS 24 111 (proposed 23 March) to receive all COVID19 
related calls during the in and out of hours period  the Community Clinical Hub will provide 
additional support to GP Practices and the current Out of Hours teams by intercepting all 
calls and providing a further more detailed clinical assessment as a collective team within 
the hub.  The hub will also have a drive through assessment area for patient’s observations 
to be checked to assist with clinical decision making as well as the facility to provide a 
further medical assessment for patients who can make their way to the centre if this is 
deemed appropriate.  This will help support GP Practices who will then only require to see 
patients who require home visits or can’t make their way to the hub. 
 
Recognising the knock on impact to our local community pharmacies the hub will be a ‘one 
stop shop’ where any required medication will be issued on site.  Every contact with staff 
and patients will also be used as an opportunity to ensure they all their regular medication 
should they happen to be self-isolating.  Any requests or additional supply required can then 
be processed via the hub to community pharmacy.   
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7.2 NHS Near Me (Attend Anywhere) 
 We are on track to have 42 GP practices using NHS Near Me (Attend Anywhere) to offer video 

consultations by 27 March.  
As at 17 March, 22 GP practices have been equipped, set up and training provided. 14 GP practices 
have training dates arranged, and the final5 practices are awaiting set up. 
  

 Further work is being taken forward to identify other services where NHS Near Me could be 
implemented rapidly and easily. Although the local expert resource is being used to support 
implementation for GP practices, there are a small number of other “super-users” who have 
extensive experience of the system and may be called upon to support roll out to other services.  
 

8.0 Maternity Services 
 NHS Ayrshire and Arran are actively engaged in the national discussions regarding specific actions 

required to manage the COVID-19 outbreak within the maternity services.  
There are a number of ongoing clinical discussions regarding care of the pregnant COVID-19 patient, 
and we will endeavour to implement the final recommendation.  
 
Meantime a number of initial plans have been put in place :  

• Some low risk services have been cancelled (predominantly classes) 
• All maternity assessment calls are being triaged for COVID-19 symptoms. Symptomatic 

ladies requiring assessment will be brought to a separate isolated area.  
• For ladies who present in labour,  symptomatic ladies will be managed in the labour  suite, 

and non-symptomatic ladies will be managed in the midwifery suite. 
• Within the maternity wards, a plan of escalation has been finalised setting out the 

management of symptomatic ladies initially in isolation rooms, and as numbers increased, 
symptomatic ladies will be cohorted in a single ward.  

 
8.0 Workforce 
 A number of key issues are being taken forward in relation to the workforce :  

• Workforce planning to support increase in bed and ITU capacity 
• Workforce planning to recognise expected impact of staff absences 
 

8.1 A number of initial actions have been coordinated by the Human Resources Department :  
• A manager’s general guidance note is being developed and will be shared with line managers 

from 23 March 
• HR are coordinating through line managers, the identification of staff with any current long 

term illness who may be vulnerable 
• HR are coordinating through line managers, identification of part time staff in specific roles 

with an offer of increased hours 
• Staff on the nursing bank have been contacted and offered Fixed Term 12 week contracts 
• Individuals who have retired from specific roles within the last 12 months are being 

contacted with the offer of Fixed Term or “Retire and Return” contracts 
 

 Staff side colleagues are fully engaged in the COVID-19 planning.  
 

  



Version 4 19.03.20 
 

8.2 Workforce Planning 
 Immediate priority areas for more detailed workforce planning  are medical and nurse staffing, and 

these are being progressed by the Associate Nurse Director and Associate Medical Director with the 
appropriate clinical management teams.  
 

 At every stage there will require to be a staffing risk assessment, in order to review and decide on 
how the available clinical staffing numbers can provide the best care possible. The staffing levels and 
skill mix at some stages may differ from the normal staffing levels. 
 

8.3 One of the key considerations in order to support maintenance of as many staff at work as possible, 
is the testing of frontline clinical staff for COVID-19. This is particularly key for staff who report 
potential symptoms, but for whom a negative result could facilitate their early return to work.  
 

8.4 Further planning is also underway to support as much remote working as possible. There are specific 
discussions about how this could be used for senior medical staff in particular who may be able to 
continue to contribute and support colleagues even during period of self-isolation.  

8.5 Nursing  
 
Work is ongoing to develop a plan to staff the additional ICU and bed scale up.  
 
ICU 
A plan has been developed to staff the increase in ICU beds through re-deployment of operating 
theatre nurses. Additional training of staff is underway.  
The plan has also recognised that as ICU bed numbers increase, it is likely that at some point it will 
not be possible to staff these with the normal recommended ratio of staff to patients, and a revised 
staffing ratio has been planned.  
 
General Ward Nursing 
The staffing scale up requirement has been identified, and further work is underway to consider how 
skill mix and staffing ratios may be adjusted over time to support increasing pressures and 
anticipated increasing absence of staff. Consideration is also being given to how cohort nursing of 
patients, rather than 1:1 nursing could enable care to be provided to increased numbers of patients 
with fewer staff.  
 
There is a plan to re-deploy nursing staff from areas where non-urgent activities are being  cancelled, 
including outpatients and endoscopy.  
 
Work is also underway to look at Clinical Nurse Specialists who in some cases could be re-deployed 
to support other frontline work.  

 
8.6 

 
Medical Workforce  
ICU 
A plan has been developed to deploy anaesthetists to support the additional specialist work 
including the provision of overnight resident consultant cover. Non-intensivist anaesthetists are 
being released through the cancellation of non-urgent elective surgery and some additional training 
is being provided to best equip these individuals to support the ICU scale up.  
  
Emergency/Acute Medicine 
The front door access for patients has been redesigned with a SPOC and streaming to 
assessment/treatment areas. To support this ED and AM staff have been redeployed to support this 
model. 
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Cardiology 
We already have increased acute care presence through ‘consultant of week’. The Cardiologist input 
for the assessment of acute cardiac cases is being increased through redeployment from cancellation 
of non-urgent elective work.  
 
Medicine 
Consultant and middle grade medical staff are being released from the downscaling of planned 
outpatient care. This focuses on front line activity to support the safe assessment and management 
of patients referred for admission and includes resident overnight senior decision maker. 
The clinical teaching fellows and clinical development fellows have been redeployed from teaching 
and development activities to support direct clinical care. Back-up medical training grade rotas have 
been established to support emergency vacancy fill in front line posts. 
 
Surgeons 
Staff will be redeployed from elective work to support acute assessment/urgent care at the front 
door. Trauma assessment/operating and emergency surgery will continue. 
 
Paediatric 
Redeployment of staff from elective work to support assessment and urgent care at the front door. 
This includes an increased presence in the peak periods. 
 
Maternity/Gynaecology 
No significant change in workforce needed to meet demand but the teams have described rotas to 
cover gaps in case of exclusions and sick leave. 
 

9.0 Whole System Response 
 The Integrated Joint Board structure continues to coordinate the whole system response and is 

functioning well.  
 As the situation continues to evolve a number of further whole system considerations are being 

rapidly considered including : 
• Reviewing choices guidance to enable speedier assessment and discharge of patients from 

acute hospitals 
• Reviewing the very minimum level of care required to manage someone at home safely once 

discharged from hospital 
• Reviewing whether guardianship rules can be relaxed short term to enable speedier 

discharge processes 
• Redeploying workforce from low priority services to critical services 
• Engaging additional capacity for existing Red Cross – Home from Hospital to respond to need 

in community  
• Free capacity across workforce by cessation of Day services for older people, Routine mental 

health appointments, Routine day hospital clinics 
• Provide support to HMP Kilmarnock in response to reduced workforce  
• Reviewing needs for provision of essential mental health support, Public protection, and 

Maintaining child immunisations  
• ICT teams to be redeployed to critical areas to ensure minimum admission to hospital and to 

maximise flow outwith acute settings. 
• Linking with local community resilience groups to obtain capacity from the communities to 

maintain individuals within their own homes. 
• In one area Care at Home staff will commence a new shift pattern of 6 on 2 off working 

instead of the current 4 on 4 off arrangement 
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10.
0 

Financial Impact 

 It is anticipated that significant additional costs in the region of £18 Million will be incurred in 
implementing this mobilisation plan (See Appendix 5). 
 
In summary these costs are :  

Category Revenue Capital 
Community Pathway £2,405,000 - 
Creating additional ITU capacity £1,080,000 £   336,000 
Creating additional hospital bed 
capacity 

£4,885,000  

Creating additional community bed 
capacity 

£8,565,000  

Other £    725,000 £     16,000 
 
 
These costs are based on the assumption that additional bed capacity is required for 5 months.  
 
The costs do not include any later activities required to re-dress the impact of cancelled non-urgent 
activities.  
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APPENDIX 1 – EMERGENCY RESPONSE MANAGEMENT STRUCTURE 
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APPENDIX 2 – OUTPATIENT CANCELLATIONS – Consultant Led Clinics
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APPENDIX 2 (continued) – OUTPATIENT CANCELLATIONS – Advanced Practice AHP & Nurse- Led Clinics  
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APPENDIX 2 (continued) – OUTPATIENT CANCELLATIONS – Total 
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APPENDIX 3 – DETAILED BED CAPACITY SCALE UP 
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APPENDIX 4 – COMMUNITY COVID-19 HUB 

 

 

COVID-19 Patient Pathway for Clinical Hub 
 
 
 
 
 

 

 
 

 

 

 

 

 

 

  

Patient calls 111 for 
advice 

Symptoms of 
Coronavirus 

Passed to Clinical Hub 
for assessment 

Patient triaged by  
telephone - Adastra 
(refer to algorithm) 

Mild/Moderate  
Symptoms 

Attend Anywhere 
(NHS Near me) 

Drive Through 

• Pulse Oximetery 
• Temperature (refer to algorithm) 

Assessment satisfactory 
 

• Advice card given 
 

Patient unwell 

Needs Ambulance 
and direct 

admission to ED 
(Dove tail into 
acute Patient 

Pathways) 
 

Staffing Required: 
• Senior GP 
• Public Health Staff 
• Occupational Health 
• Respiratory Physiotherapist? just 

access 
• Registered Nurses 
• Healthcare Support Workers 
• Access to Medical Consultant advice 
• Access to Paediatric advice 
• Domestic Services 

 
The service will be run by the above staff and 
covered 24/7.  Shifts will be 8am-4pm, 10am-
6pm, 5pm-1am and Midnight till 8am.  The staff 
group will participate in huddles 3 x per day. 

If Patient unable to 
attend Centre ‘in 

hours’ refer back to 
GP for Home Visit 

 

Nurse carries out first 
assessment medical 
review. 

? Respiratory Physio 

Self-care  
and advice  

Patient Well 

Patient Requires 
Review  

Direct Access for 
specialist advice for GP’s 

Monitor via 
Integrated Care 
Team in community 

Patient well Patient unwell 
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APPENDIX 5 – FINANCIAL IMPACT 

 


