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SETTING Midlands Region wide 
FOR STAFF All ACC Units, referring clinicians, All ACCOTS staff 
PATIENTS Adult (≥16 years of age) patients with critical illness or injury 
_____________________________________________________________________________ 

Summary 
This document describes the operating principles for ACC mutual aid via the Adult Critical Care 
Co-ordination & Transfer Service (ACCOTS) in terms of organisational, patient selection and 
repatriation principles.  

The aim of the mutual aid process during periods of maximum demand is to ensure that there is: 

• Equitable access to high quality critical care for any patient in the region, irrespective of locality or
diagnosis, and maintain this quality of care throughout their critical care stay

• Ensure pressure is relieved at sites of maximum demand to prioritise and preserve staff welfare
and resilience

This is achieved by: 

• Levelling up critical care provision in a consistent way across systems in the region

• Prioritisation of urgent and elective surgical cases and cancellation of this activity in a systematic
way across the region

This is to ensure that no unit or system is placed under disproportionate pressure when these 
risks can be mitigated.  

1. Protection for Specialised Services
Specialist centres within the region must ensure critical care access is maintained for regional 
specialist emergency patients requiring emergency lifesaving treatment. Examples would be 
major trauma, neurosurgical emergencies and major burns. 
System level escalation plans should note the importance of protecting the provision of 
prioritised specialised urgent and elective surgical cases for as long as possible. All other stages 
should be exhausted across general and acute specialties prior to implementing the step down 
of agreed prioritised specialised urgent and elective surgery 
.  

Clinical Guideline 

PRINCIPLES FOR ACC MUTUAL AID VIA ACCOTS 
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The prioritisation of specialised elective services has been set nationally as: 

- Cancer surgery
- Cardiac Services
- Congenital Heart Disease
- Neurosurgery
- Paediatric Intensive Care
- Paediatric Surgery
- Thrombectomy
- Vascular Surgery

2. Trigger Points for Requesting ACC Unit Decompression
• Critical care bed occupancy is at or approaching a critical level for the provider

(identified at the network capacity calls by the ACC unit clinical leads and ACC network leads or
by the regional ACC cell.  Occupancy percentage, acuity of patients within critical care, staffing
pressures & CRITCON scores will be considered as a minimum)

• Opportunities to optimise critical care use have been explored and exhausted:
(enhanced care for suitable patients, delayed discharges and other flow issues must have been
optimised, use of redeployed nursing staff to support 1:2 nursing ratios for L3 COVID patients)

• When Critical care access within a provider unit is limited by a specific major issue
(e.g., oxygen infrastructure, equipment shortage, mass staff isolation, outbreak of MDR organism
infections)

3. Organisational Principles for Requesting Critical Care Mutual Aid
Decision making principles for transfer of critically ill patients ensuring capacity to meet demand: 

1. All patients should have equitable access to critical care if required.

2. Decompression of ACC units ensures safe provision across a system of critical care, irrespective
of whether this is for COVID-19, other emergencies or elective patients requiring critical care.

3. If sites are not decompressed, it is likely that staffing ratios would be diluted in order to continue to
deliver the different pathways on those sites OR (P1/P2) elective patients would need to be
cancelled on a specific site / trust. Workforce guidelines indicate a maximum trained intensive
care nurse: level 3 patient ratio of 1:2 at worst (with additional nurse support 1:2). Mutual aid
should be used to maintain these ratios and ensure all patients can receive high quality critical
care

4. The psychological impact on critical care staff working within an ACC unit under significant surge
pressure must not be underestimated. Staff welfare should be a key factor in considering the need
for decompression

5. Transfers are only undertaken in circumstances whereby this would permit the referring hospital to
provide care for life threatening conditions that would otherwise be cancelled or be severely
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compromised. Options for transferring urgent surgical cases prior to surgery should have already 
been considered and actioned. 

6. Elective activity priorities must be determined across a system and applied to the system as a
whole and not as single sites. The referring trust, must have undertaken all reasonable measures
to improve critical care capacity at their site within safe staffing limits.

7. If critical care capacity is limited by issues with patient flow (i.e.delayed discharges), these must
be resolved before patient transfers are considered.

8. All referrals for decompression / capacity transfer must be made via the regional ACCTS and units
should not be approached directly. Regions should determine how this process works within their
Adult Critical Care Operational Delivery Networks (ACC ODN’s).

4. Patient Selection Principles for Clinical Teams to Consider:
1. The over-riding principle is that patient transfer should be possible to deliver safely, with minimal

risk to the patient following the evolution of dedicated ACCTS.

2. Patient selection for capacity transfer should be made considering the overall clinical picture of
patients within or requiring critical care within a trust.

3. The most recent admission requiring a critical care bed is often not the most clinically suitable
patient for capacity transfer and it may be more appropriate to transfer stable patients.

4. Treatment strategies have changed for COVID-19, it is likely that many of these patients will have
a trial of CPAP prior to intubation. COVID positive patients on CPAP should not be transferred by
ACCOTS and should also not be transferred by units themselves due to risk of deterioration for
the patient and increased risk to the transfer team.

5. The decision-maker for patient selection is the responsible consultant clinician: in the case of
critical care transfers, this is the critical care consultant (with agreement of the ACCOTS duty co-
ordinating consultant).

6. Patient selection decisions should be made on a case-by-case basis taking into consideration
physiological stability, clinical trajectory and factors affecting safe transfer such as morbid obesity.

7. Capacity transfers should be planned in advance. These transfers should be undertaken in
daylight hours and not overnight apart from in exceptional circumstances as agreed by the
ACCOTS duty co-ordinating consultant.

8. Critical care transfers should be avoided in patients with complex requirements:

o Patients under a specific team for a long-term and / or complex condition
o Patients requiring specific investigations or interventions not available in the planned

receiving hospital
o Patients with unresolved family conflict in terms of visiting / treatment escalation decisions
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9. Patients on a potential trajectory of withdrawal of life sustaining treatment should not be
transferred out for capacity (e.g. an OOHCA patient with poor prognostic indicators)

10. The reason for transfer should be explained clearly and with honesty to the patient and family /
next of kin. There is a clear process in place for the circumstance in which a patient or their close
family disagrees with such a transfer and that process is made known to the patient and family

5. Principles for Repatriation of Critical Care Patients:

1. Once transferred to another trust, an individual patient must be considered equitably with patients
admitted locally to the receiving trust. They should not be moved earlier than clinically appropriate
simply because of their domiciliary status

2. Patients who have been transferred to another trust for capacity reasons should ordinarily
complete their critical care episode at that trust and be repatriated back at ward-based care level

3. If the critical care unit patients have been transferred into requires urgent decompression, then it
may be reasonable to consider repatriating these patients if they are the most stable and
suitable candidate for transfer and their originating trust is no longer under sustained
pressure. This must be discussed with the ACCOTS duty co-ordinating consultant.  The trust or
site from which the patient came from will most likely still be under significant pressure for some
time, and it is important not to compound this by attempting to repatriate critical care patients to
them unnecessarily within a short timeframe

4. It is important not to unnecessarily expose the patient to two critical care transfers without
immediate clinical benefit

9. All referrals for repatriation must be made via the regional ACCOTS and the patients originating
critical care unit should not be contacted directly. Regions should determine how this process
works within their ACC ODN’s.

It is acknowledged that deviation from the above principles may be required on a case-by-case 
basis. Where this is necessary, it is suggested that the following senior decision makers should 
be involved (regionally agreed): 

o Trust executive / divisional management team
o Critical Care unit clinical and nursing leads (or deputies)
o ACCOTS Duty Co-ordinating Consultant / ACCOTS Clinical Lead
o Adult Critical Care Operational Delivery Network
o Regional NHSEI Critical Care Cell
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