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EXECUTIVE SUMMARY 

The Wales and West Acute Transport for Children (WATCh) Service was launched on September 1st 2015 as a 

collaborative, centralised paediatric transport service serving South Wales and the South West of England. Jointly 

commissioned by the Welsh Health Specialist Service Committee and the South West England Specialised 

Commissioning Team, WATCh serves the Paediatric Intensive Care units at Noah’s Ark Children’s Hospital for Wales 

in Cardiff (NACHfW) and the Bristol Royal Hospital for Children (BRHC).   

 

This report provides a summary of the WATCh service activity between April 2022 and March 2023 with comparison 

made with the identical reporting period between April 2021 and March 2022. Where appropriate, data from the 

2020-21 and the 2019-20 reporting years is also included.  

 

 Between April 1st 2022 and March 31st 2023, WATCh received a total of 1481 calls into the service. 

 

 39.4% (n = 583) of the calls received resulted in a completed transport episode by WATCh. 

 

 641 (43.2%) of calls were taken for advice from our regional referring centres as well as a small number of 

centres outside of the South Wales / South West regions. This is compared to 605 calls in the reporting year 

2021-22.  

 

 15.3% (n = 227) of the total calls received were recorded as declined requests. The two major categories under 

declined requests are those defined as ‘out of scope’ for WATCh’s commissioned services; this section includes 

‘time critical’ or ward level transfers (n = 180 or 12.1% of total calls) or those defined as ‘in scope’ for WATCh’s 

commissioned services but are declined for logistical reasons e.g. declined as no WATCh team or PIC bed 

available (n = 47 or 3.2% of total calls). 

 

 Of the 47 declined requests that were ‘in scope’ for WATCH, 34 (72.3%) were as a consequence of no WATCh 

team being available, while 13 (27.7%) were due to a lack of an available staffed bed. 

 

 30 calls, where the request for transport was accepted, were subsequently not completed by WATCh – these are 

attributable to a change in the condition of the patient or alternative transport provision being available before 

WATCh mobilised. This equates to 2.1% of total calls received.  

 

 The national standard* for team mobilisation from the time of patient acceptance for PIC care is 30 minutes. For 

the 2022-23 reporting period this was achieved in 42.9% of PIC level transfers. For the 2021-22 reporting period, 

WATCh achieved this in 50% of completed PIC level transfers. This standard does not currently apply to high 

dependency transfers.  

 

 The national standard* for the team’s arrival at the referring centre is defined as within 180 minutes of 

agreement that the child requires PIC admission. In 2022-23, WATCh achieved this standard in 62% (214 out of 

345) of PIC level transports completed. This is compared with 66.5% for the 2021-22 reporting year. The reasons 

for this are multifactorial including distance to referring centres^ (there has been an increase of 8 completed 

transfers from our most distant centres in addition to a number of out of region transfers) and team / PIC bed 

capacity when referrals are made.  

 

 In May 2022, WATCh hosted the first national paediatric transport conference at the Concorde Museum in 

Bristol, attracting national and international speakers covering a wide range of transport related topics.  

 
* 2013/2014 NHS Standard Contract for Paediatric Intensive Care (E07/S/a) NHS England 2013 
^ This is not achievable via road for referrals from Truro or Aberystwyth 



                                          

4 

 

 

1. TOTAL SERVICE ACTIVITY 

A total of 1481 calls were received by WATCh in the 2022-23 reporting period; this compares to 1353 calls received 

in 2021-22.  This reflects a small 8.6% increase in total call volume.  

 

1.1 Summary of Service Activity  

Calls into the service are categorised according to the outcome for the patient: those who remain in their local 

hospital are recorded as ‘advice calls’ while the remainder are either completed transports or declined requests. 

  

 583 (39.4%) resulted in a completed WATCh team transfer compared with 37.8% (n = 511) for the 2021-22 

reporting year. This represents an increase in overall transport activity between the two reporting years of 

12.4% (n = 72).   

o When the 2022-23 activity is compared to the 2019-20 reporting year, there is however a decrease 

of 4.9% in the total number of calls into the service that resulted in a completed WATCh transfer 

(2019-20 = 44.3%).  

 

 641 calls (43.2%) into the service were classed as advice calls; these are children who are managed in their 

local centres in partnership with WATCh and where needed, tertiary specialist teams based at either BRHC 

or NACHfW. When compared to 2021-22 (n = 605), while the number of calls increased by 35, this 

represents a 1.5% decrease from the 2021-22 level of 44.7% of total activity in this category.  

 

 

      Figure 1.1 Comparative Summary of Total Service Activity by year April – March (2020-21 v. 2021-22 v. 2022-23)   
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1.2 Transport Activity By Region 

The percentage of service activity attributable to our two referring regions has remained relatively constant over the 

past 7 years, with both referrals and transports from hospitals in South Wales accounting for between 31 - 36% of 

total activities and from the South West the remaining 64 - 69% (Figure 1.2).  

 

While this pattern is essentially unchanged in this reporting year (Table 1.1), the number of referrals resulting in a 

WATCh completed transport in South Wales increased when compared to the 2021-22 reporting year by 4.1% as a % 

of total transport activity (n = 43).   
 

 

 Figure 1.2 - % of Service Activities by WATCh Region 

 
 

 2020 – 2021  2021 – 2022  2022 – 2023  

R C R C R C 

SOUTH WEST 333 251 512 346 528 364 

SOUTH WALES  180 133 236 165 283 208 

OTHER      29 11 

TOTALS  513 384 748 511 840 583 

                                                                                          R = Transport Referral Calls made             C = Transports completed by WATCh 
 
Table 1.1 Total Referral Calls for Transport by Region 

 

The total service activity by individual referring hospital from each of the regions served by WATCh is shown in 

Figures 1.3a and 1.3b below. More detailed data is presented in each of the subsections of the report.  
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        Figure 1.3a Total Service Activity by Referring Hospital 2022 – 23 (South Wales) 

 

 

       Figure 1.3b Total Service Activity by Referring Hospital 2022 – 23 (Southwest) 
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1.3 Transport Activity by Month   

Taking into account the unpredictable nature of paediatric critical care workloads, the monthly levels of activity in 

the 2022-23 reporting year have shown a consistent level of activity across all months rather the historical model 

which showed lower activity across the ‘summer months’ of May – September. In 2021-22, activity in August 

through to October and then January exceeded that seen in this current reporting year however in all other months 

and overall, 2022-23 was a busier year for the team. Comparison of completed transport activity by month is shown 

in Figure 1.4 below.   

 

     Figure 1.4 Overall Numbers of Completed Transports by Month per Year (2020-21 v. 2021-22 v. 2022-23)   

 

1.4 Type of Service Transport Activity 

Transport activity is broadly categorised by the type of transfer completed – transfers into either a PIC or High 

Dependency (HD)  bed account for around 75% of yearly workload with repatriations from a tertiary centre PIC or HD 

bed accounting for between 16 – 20%. The data for 2022-23 is shown in Figure 1.5 below.    

 

                              Figure 1.5 Breakdown of service transport activity by broad category (2022 – 23) 
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 The workload associated with the ‘Other’ category has shown a little more variability in the total when 

comparing reporting years however when compared to the 2019-20 reporting year it would appear that the 

decrease in numbers reported in 2021-22 is an exception (Figure 1.6).  

 

 Included in the ‘other’ category of service activity are children transferred by WATCh into clinical areas other 

than PICU or a HD unit; these include children transferred to the tertiary centre’s Emergency Department, 

into a ward level bed or into a NICU bed.  

 

 WATCh is commissioned to undertake palliative care transfers for children approaching end of life; these 

maybe transfers to the child’s home address or to one of the specialised Children’s Hospices in the South 

West or South Wales. There are only a small number of these transfers each year and wherever possible a 

separate clinical team is organised to undertake these journeys. This ensures that acute/critical care capacity 

is maintained and that the transferring team are not time constrained once the child and their family have 

arrived at their destination. Where possible, the team will include a member of staff from the unit the child 

is being moved from, to maintain continuity of care for the child and their family. In 2022-23, there were 11 

such transfers completed by WATCh.  

 

 WATCh also transfer a small number of children each year between the Children’s Hospital in Bristol and 

Southmead for interventional radiology services. In 2022-23, 7 transfers were completed, compared with 

two in 2021-22.  

 

 

           Figure 1.6 Comparison of Type of Service Activity for Reporting Years 2020-21 v. 2021-22 v. 2022-23  

A further breakdown of service activity may be achieved by looking at the acuity or dependency level of children 

transferred by WATCh.  

 

 

194 

89 

50 

6 

45 

294 

91 91 

7 

28 

345 

86 
98 

11 

43 

PICU HDU Repatriation Palliative Care Other

2020-21 2021-22 2022-23



                                          

9 

 

 

It is acknowledged that there is a more detailed dependency scoring system in use within the Southwest Operational 

Delivery Network for Paediatric Critical Care, however for simplicity and to enable direct comparison between 

reporting years, the definition of the type of service activity completed by WATCh is made by using the clinically 

based acuity levels of 1-4 (Department of Health 1996, PICS 2015).   

 
For WATCh, the highest acuity measurable is Level 3 as the service is not commissioned for nor offers mobile Extra 

Corporeal Life Support (ECLS) transports which would generate a Level 4 dependency. These are managed at a 

supra-regional level.  

 
From April 2023, WATCh will be using the regionally defined scoring tool within its own data collection therefore 

acuity reporting will become more comprehensive going forward.  

For the purposes of this report however, the following detailed in Table 1.2 below are examples of the criteria 

applied when reporting patient acuity levels.  

 

 Examples of  Therapeutic Interventions 

Level 1 

(HD care) 

High Flow Nasal Cannula (HFNC) Oxygen therapy e.g. Vapotherm / Optiflow (Airvo) or 

CPAP via nasal interface / facemask / tracheostomy 

Non-invasive respiratory support e.g. BiPAP 

Diabetic Ketoacidosis where transfer to a tertiary HDU is required 

Level 2 

(PIC care) 

Single organ system support  

 All invasively ventilated patients via ETT or tracheostomy 

Level 3  

(PIC care) 

Two or more organ systems support  

 Invasive ventilation via ETT or tracheostomy 

 Vasoactive / cardiovascular support  

  Table 1.2 Patient Acuity Levels based on Therapeutic Interventions  

 In 2022-23, Level 2 and 3 intensive care transfers (PIC) accounted for 56.2% (n = 328) of completed transports 

compared to 43.8% (n = 224) in the reporting year 2021-22. This represents a 12.4% increase in the numbers of 

completed transports being classified as intensive care level under the criteria in Table 1.2 between the two 

reporting years.  

 

 

              Figure 1.7 Broad Classification of Service Activity by PIC Dependency Level (2020-21 v. 2021-22 v. 2022-23)   
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 The disparity between the number of transfers into a PIC bed (n = 345) shown in Figure 1.5 and those transfers 

classed as Level 2 or 3 (n = 328) is explained by a number of Level 1 patients whose clinical condition / 

requirement for therapies necessitated PIC admission but who remain under the Level 1 category in Table 1.2 

during transfer. 

 

 In this reporting year, there has been a significant increase in the number of Level 3 transports, those with the 

highest clinical acuity, compared to historical data as shown below in Table 1.3. The reasons for this increase are 

uncertain as the number of patients transferred under both the Infectious Diseases and Cardiology broad 

diagnostic categories is relatively unchanged.  

 

 2015-16 2016-17 2017-18 2018-19 2019-20 2020-21 2021-22 2022-23 

Level 3 
transfers  

69 71 47 62 55 52 49 94 

      Table 1.3 Numbers of Level 3 Transports by Reporting Year 

 

 The number of Level 2 transports has risen compared to both of the previous two reporting years. In essence, it 

can be suggested that this group of patients have returned to the numbers seen prior to the 2020 lockdowns 

and subsequent changes in the incidence of respiratory illness associated with social distancing measures. When 

compared with the reporting year of 2019-20, there is an increase of 44 children moved in 2022-23 within the 

respiratory diagnostic category (294 v. 250).  

 

 Interestingly, this increase in the number of children who required transfer within the respiratory diagnostic 

category is despite the number of children referred to WATCh with respiratory illness (n = 304) who remained in 

their local hospital (classed as advice calls) being virtually identical to the 2021-22 numbers of 305.  

 

A summary of the broad diagnostic categories of transferred children is detailed in Figure 1.8 below.  Comparison is 

provided for the last three reporting years given the variances seen in the 2020-21 data.  

 

 

Figure 1.8 Comparisons of the Broad Diagnostic Categories for Transported Children (2020-21 v. 2021-22 v. 2022-23)   
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1.5 Referral Activity by Individual Centre 

Individual centre referral and transport activity is detailed in tables 1.4 and 1.5 below. These numbers do not include 

advice calls. 

 

Table 1.4 Referral Calls by Individual Referring Centres (South Wales) 

 2020 – 2021  2021 – 2022  2022 – 2023  

R C R C R C 

Abergavenny*  4 4     

Aberystwyth 4 2 1 1 10 7 

Bridgend 13 9 14 14 19 14 

Carmarthen 13 9 16 12 21 11 

Haverfordwest 3 2 3 3 3 0 

Llantrisant  10 9 13 8 17 15 

Merthyr Tydfil 12 7 15 12 25 20 

Newport* (Royal Gwent) 24 19     

Swansea (Morriston) 20 16 26 16 32 25 

Swansea (Singleton) 3 3 4 4 2 1 

The Grange (Cwmbran)* 18 15 32 25 48 38 

TOTALS  114 95 124 96 177 131 

                                             R = Transport Referral Calls made                       C= Transports completed by WATCh 

* All acute inpatient services from Newport (Royal Gwent) and Abergavenny (Nevill Hall) were centralised in The Grange University Hospital (Cwmbran) on 

November 16th 2020; no data is present therefore for Abergavenny or Newport for the reporting year 2021-22 onwards. 

 

Table 1.5 Referral Calls by Individual Referring Centres (South West) 

 2020 – 2021  2021 – 2022 2022 – 2023 

R C R C R C 

Barnstaple 13 4 22 13 27 15 

Bath 29 25 36 24 49 39 

Bristol Southmead 5 5 9 7 8 6 

Bristol St Michaels 2 1 0 0 0 0 

Exeter  33 25 42 30 32 21 

Gloucester  35 24 53 38 62 49 

Plymouth  22 15 46 34 41 27 

Swindon 30 25 47 34 52 40 

Taunton 22 16 28 14 32 20 

Torbay  20 14 33 20 38 19 

Truro 46 30 64 35 61 37 

Weston General  0 0 10 4 12 9 

Yeovil 12 9 18 9 19 11 

Other (out of region)  2 2 13 7 29 11 

TOTALS 271  195 421 269 462 304 

                                                             R = Transport Referral Calls made                       C= Transports completed by WATCh 
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Referrals and completed transfers from BRHC and NACHfW are detailed separately in Table 1.6 below. As the tertiary 

hospitals, the type of referral and the expediency with which the request needs to be met are different to the 

requests from our referring centres where the child needs to be moved into the tertiary centre.  

 

For example, a significant proportion of referrals from the PICUs are for the repatriation of children back to their 

local hospital after stepdown of care, which is part of WATCh’s commissioned services. In addition, children already 

receiving PIC may be referred for transfer to a quaternary PICU for ongoing management however there may be a 

period of time before the bed becomes available. The reasons for non-completion of transfer requests from the 

tertiary centres also vary from those associated with our other referring hospitals.  

 

Table 1.6 Referral Calls by Tertiary Hospital 

 2020 – 2021 2021 – 2022 2022 – 2023 

R C R C R C 

BRCH PICU 35 32 62 51 80 51 

BRHC Wards 27 24 29 26 21 19 

TOTALS 62 56 91 77 101 70 

NACHfW PICU 41 26 86 54 92 63 

NACHfW Wards  15 12 26 16 25 15 

TOTALS  56 38 112 70 117 78 

 

1.6 Summary of  Deaths in Children Referred to WATCh  

Each year a small number of children die in their referring centres after the team has mobilised. In 2021-22, a total 

of 4 children referred to WATCh died before transfer was completed.  

 In two cases, the child died after referral to WATCh but prior to team mobilisation (Swindon x 1 and Swansea 

x 1).  

 For one child, the WATCh team were present and after a prolonged resuscitation and stabilisation period, 

made an attempt to complete a transfer to PICU, however the child’s condition continued to deteriorate and 

resuscitation in the ambulance was ultimately unsuccessful. The team returned to the referring centre with 

the child so their family’s bereavement care could be supported by the local team (Swansea).  

 For one other child, the WATCh team were present but the child’s clinical condition continued to deteriorate 

despite maximal intensive care support at the referring centre and resuscitation was stopped before a  

transfer to PICU could be completed  (Bath).  

 

It is usual WATCh practice for the team to continue to the referring centre if the child dies while the team are en-

route to offer support to the local team.  

In each instance, there is a rapid review, conducted within 72 hours of the care episode, by the WATCh Consultant 

on service on the day of the review. This includes scrutiny of the child’s WATCh documentation and where available, 

paperwork from the local hospital.  All deaths are also reviewed at the monthly WATCh Governance meeting. 
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2. DECLINED REQUESTS 

The disparity between the number of referral calls made by each referring centre for transport and the number of 

transfers completed by WATCh is explained by a number of referrals that are declined by the service.   

Declined requests fall into two categories – those declined for clinical reasons and those declined for logistical 

reasons.  

 

2.1 Declined Requests (Clinical) 

The main clinical reasons for declining transfer requests are classified as detailed below. For 2022-23, these two 

groups of referrals (n= 180) equate to 12.2% of total calls into the service and is virtually unchanged from the 2021-

22 total of 12%. 

 

Declined: 

Time Critical 

Children deemed as ‘time critical transfers’ requiring their local team to transfer them to a 

tertiary centre for definitive care e.g. neurosurgical or general surgical emergencies 

Declined: 

Out of Scope 

Children whose referral is deemed to be ‘out of the scope of care’ for WATCh based on 

services commissioned e.g. Non PIC/HD level transfers (ward level care transfers) NICU-NICU 

transfers or those children over the age of 16 years not already known to tertiary services 

 

 In 2022-23, 56 referrals were declined due to classification as a time critical presentation; this compares with 

72 time critical transfers recorded for the year 2021-22. Not all time critical transfers involve referral to 

WATCh – a number of children are only discussed with the Paediatric Trauma Team Leaders prior to moving 

to tertiary centres.  

 

 A total of 124 referrals were declined as out of scope in 2022-23 compared with 91 in 2021-22. Within this 

total, 95 were for paediatric transfers between referring and tertiary centres where children were at ward 

level care while the remaining 29 involved transfers between a variety of settings which are detailed in 

Figure 2.1 below. 

 

 
               Figure 2.1 Declined Out of Scope Requests by Reason (2022-23) 
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Referring Centre Time Critical Transfers Out of Scope  
(ward level) 

Aberystwyth                                   (Bronglais Hospital) 0 0 

Barnstaple                   (North Devon District Hospital) 6 4 

Bath                                        (Royal United Hospital) 2 4 

Bridgend                           (Princess of Wales Hospital) 1 3 

Carmarthen                     (Glangwili General Hospital) 3 3 

Cwmbran                  (The Grange University Hospital) 3 5 

Exeter                    (Royal Devon and Exeter Hospital) 2 7 

Gloucester                         (Gloucester Royal Hospital) 2 9 

Haverfordwest                                        (West Wales) 0 1 

Llantrisant                         (Royal Glamorgan Hospital) 0 2 

Merthyr Tydfil                        (Prince Charles Hospital) 3 1 

Plymouth                                       (Derriford Hospital) 6 5 

Southmead                                 (Southmead Hospital) 0 1 

Swansea                                        (Morriston Hospital) 3 3 

Swindon                                (Great Western Hospital) 2 8 

Taunton                                (Musgrove Park Hospital) 6 5 

Torbay                                               (Torbay Hospital) 8 9 

Truro                                     (Royal Cornwall Hospital) 6 17 

Weston                                (Weston General Hospital) 2 1 

Yeovil                                       (Yeovil District Hospital) 1 5 

Totals 54 93 

    Table 2.1 Declined Requests by Referring Hospital 2022-23 (within WATCh’s regions) 

 
THE SAFE TRANSFER OF PAEDIATRIC PATIENTS (STOPP) FORM 

The STOPP form has been designed to facilitate the safe transfer of children between hospitals and the WATCh 

version has been adapted from an existing form developed by the Thames Valley and Wessex Paediatric Critical 

Care Network and two other Paediatric Critical Care Transport Teams (NWTS and Embrace).  

   

It is a tool which either supports the local team’s decision making for an interhospital transfer of a child or allows 

the referring and WATCh teams to jointly risk assess the planned transfer and decide on the most appropriate 

type of transfer based on a clinical assessment of the child.  

 

It also includes a transfer checklist and observation chart which can be used by the transferring team and may 

then form part of the child’s notes.  When referrals are made to WATCh for the transfer of children primarily for 

ward level care, referring clinicians are encouraged to utilise the STOPP form.   

 

While the WATCh team may not be undertaking the transfer themselves, they always remain available for 

telephone support to the team from the referring centre.  

 The STOPP form is available on the WATCh website (www.watch.nhs.uk).    

http://www.watch.nhs.uk/
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2.2 Declined Requests (Logistics)    

It is a requirement of the NHS Service Specification for Paediatric Critical Care Transport, that transport services 

undertake 95% of transfers within agreed scope of care – in 2022-23, WATCh received a total of 660 calls that were 

within scope and completed 583 of these which equates to 88.3%. There are however a couple of caveats to this 

figure –  

1. Within this total, are 6 children who were not refused by WATCh but could not be transferred due to a 

national lack of PIC beds – these children completed their intensive care stay in their referring hospitals.  

2. Also included in the total of 660 are the 30 non-completed transfers that were accepted by WATCh but for 

other reasons not completed.   

If these two groups are not included in the calculation, then WATCh completed 583 out of 624 transfers which 

equates to 93.4% of transfers within agreed scope of care. 

 

The logistical reasons for transfer requests being declined by WATCh relate to team and or bed availability; in total 

there were 47 declined ‘in scope’ requests recorded for 2022-23. These can be sub-divided according to the type of 

transport requested and the reasons for refusal as detailed in Table 2.2 below.  

 

 PIC HD Repatriation Palliative 

Care 

Other Total 

No WATCh Team available  10 7 16 0 1 34 

No Staffed Bed available  13 0 0 0 0 13 

Table 2.2 Declined Requests (Logistics) 2022-23 

 

WATCh Team Availability  

There were 34 referrals declined due to lack of team availability compared with 30 in 2021-22. Figure 2.2 details a 

breakdown of the number of declined requests by referring region.  

 Of the 34, 17 (50%) required transfer into either a PIC or HD bed while 16 were repatriation requests from 

either of the PICUs. The remaining transfer was defined as ‘other’ and was declined due to WATCh only 

having one clinical team during the day of referral; this patient required transfer for chest drain placement.   

 

 Of the 10 patients requiring PIC admission, one was a planned back transfer from Royal Manchester 

Children’s Hospital to NACHfW PIC for ongoing management and was kindly transferred by the northwest 

regional team NWTS.  

 

 The remaining 9 were immediate transfers from referring hospitals within WATCh’s own regions.  

o The four patients within the Southwest were kindly moved by the neonatal transport team based at 

St Michaels Hospital in Bristol, NEST. This service is now known as the SoNAR having merged with 

the Peninsular Neonatal Transport Service (PNTS) earlier this year. 

o The referring team for one patient in South Wales completed the transfer with the remaining four 

patients kindly transferred by EMRTS.  
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          Figure 2.2 Declined Requests due to Lack of WATCh Team Availability by Referring Region 

 

 Of the 7 patients requiring HD admission, one patient remained in their referring centre as their clinical 

condition improved and it was agreed that transfer was no longer required; this episode is still counted in 

the declined requests as the patient was accepted for admission into a tertiary HDU but there was no 

WATCh team to complete the transfer. The outcomes for the declined HD transfer requests are detailed in 

Table 2.3 below. 

 
 

Referring Hospital Team Transferring Destination Unit 

Haverfordwest Local Team  Carmarthen PHDU 

Exeter  Local Team  BRHC Neuro HDU 

Swindon  SORT Oxford PHDU  

Yeovil  Local Team  BRHC ED 

Swindon  Not moved  

Plymouth PNTS BRHC Cardiac HDU 

Plymouth  PNTS BRHC Cardiac HDU  

                         Table 2.3 Outcomes of Declined HD Transfer Requests 2022-23 

 

2.3 PIC Bed Refusal Data  

Admission refusal data is collated for each of the PICUs as well as for WATCh and is discussed on a monthly basis 

during governance meetings.  

 

Benchmarked against the national standard* of 95% of children requiring PIC admission being accepted into their 

‘local’ or ‘home’ PICU,  92.75% of children moved in this reporting period within the regions served by WATCh were 

admitted into either BRHC or NACHfW PICU. This however assumes that neither unit regards admissions from the 

reciprocal unit as ‘out-of-region’. This compares with 97.3% in 2021-22.  
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In this reporting period, a total of 58 children were unable to be admitted to their home PICUs, compared to 29 

children in 2021-22.  

o Of these, 25 required transfer and admission to an out of region PICU while the remaining 33 were 

admitted to the other regional PICU served by WATCh. (Figure 2.3). 

 

 

            Figure 2.3 Destination Units of Regional PIC Bed Refusals 

 

If the total number patients admitted to the other PICU (n = 33) within WATCh’s region are deemed to be out-of-

region transfers and are then added to the number of out-of-region PICU admissions (n = 25), giving a total of 58 

patients in the full reporting period, then only 83.2% of children referred acutely to WATCh for PIC level care were 

admitted into their home PICU. This is a decrease of 6.9% compared to the 2021-22 figures of 90.1%.  

Figures 2.4a and 2.4b detail the destination units for refused PIC patients by individual PICU served by WATCh. 

 

      
Figure 2.4a WATCh NACHfW PIC Bed Refusals                              Figure 2.4b WATCh BRHC PIC Bed Refusals 

 
 
This data refers to children presenting acutely to a local hospital requiring PIC level care. It does not include any 

children who were transferred between PICUs for specialist intervention, transferred for quaternary/supra-regional 

care or those who were moved by WATCh back into their home PICU after receiving specialist intervention as they 

were already in a PIC bed at time of referral.   

26 

7 
3 

1 

13 

1 
2 3 2 

0

5

10

15

20

25

30

Destination Units of WATCh PIC Bed Refusals 

2 

7 

2 1 1 

0

2

4

6

8

Birmingham Bristol Oxford Royal
Brompton

St Mary's
London

Destination Units for NACHfW PIC Bed 
Refusals 

1 

26 

1 11 2 2 2 
0
5

10
15
20
25
30

Destination Units for BRHC PIC Bed Refusals 



                                          

18 

 

 

2.4 PIC Patients Not Transferred 

There were also a number of children who were unable to be transferred from their referring hospital due to a 

national unavailability of PIC beds – these children were managed by their local GICU/NICU and Paediatric Teams in 

partnership with WATCh and either completed their PIC care episode locally (n= 7) or who were transferred by 

WATCh when a bed became available (n=2). Once again, this data does not included patients already in a PIC bed 

who required transfer between units.  

 

October 2022 General Surgical  

Respiratory  

Stayed local (GICU 4/7)  

Stayed local (PHDU 1/7 transferred following day)  

November 2022 Respiratory  

Neurology  

Stayed local (NICU 3/7) 

Stayed local (GICU 2/7) 

December 2022 Respiratory  

Respiratory  

Respiratory  

Stayed local (NICU) 

Stayed local (GICU 10/7 and then transferred to BRHC PICU) 

Stayed local (GICU 10/7 and then transferred to Cardiff PICU) 

March 2023 Neurology 

Respiratory  

Stayed local (GICU 36 hours) 

Stayed local (GICU 39 hours)  

 
 
2.5 Non-completed Requests  

A total of 30 accepted requests for transfer were subsequently not completed by WATCh.  Reasons for non-

completion include a change in patient condition and the availability of patient transport services before WATCh was 

able to confirm that the transport could be completed. 

 
2.6 Key Performance Indicators (KPIs) for PIC Level Transfers 
 
There are two national KPIs which are recorded for all transport activity and reviewed monthly at the WATCh 

Governance meeting. As there is variance between commissioned services for the regional Paediatric Critical Care 

Transport Teams (PCCTTs), these two standards are applied to PIC level transfers only currently. There is no agreed 

threshold target for either of these at this time however data from PICANet allows for comparison with other 

PCCTTs.   

 
A. Departure from base within 30 minutes of acceptance time – this is defined as when there is agreement that 

the child requires PIC transport and or a PICU bed (irrespective of bed availability) 

B. Arrival at the referring centre within 180 minutes of acceptance time. 

 
A - 30 minute Mobilisation Time 

For 2022-23 reporting year, the 30 minute mobilisation or departure time from base was achieved in 147 out of 345 

PIC transfers which accounts for 42.9% of transfers in this category. This means that the target was missed in 57.1% 

of transfers (n= 197). Teams are asked to record why they were not able to mobilise within 30 minutes and this is 

detailed in Figure 2.5 below. 

The three main reasons are;- 

 Bed availability (n = 56 or 28.4%)  

 Teams being already tasked (n = 43 or 21.8%) 

 Awaiting the next shift (n = 36 or 18.3%) 
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                     Figure 2.5 Reasons for Missing 30 Minute Mobilisation Time 

 
When considering the reasons for not achieving this KPI, it is worth noting that on 56 occasions (28.4%), the 

influencing factor was PIC bed availability rather than factors that WATCh can seek to modify.  

In terms of WATCh, a lack of team availability at time of acceptance due to already being tasked (21.8%) or the time 

of the day / night shift the referral was accepted (18.3%) are the factors least amenable to change.  

In total, for this reporting year, these 3 reasons equate to 135 occasions (68.5%) where improvement may be 

limited.  

It may be suggested that in times of increased service activity there is an obvious potential for a reduction in the 

team’s ability to mobilise within 30 minutes of acceptance however while there is some mirroring, there is not a 

consistent pattern to this in the monthly data as detailed in Figure 2.6.  

 

 
       Figure 2.6 Mobilisation Target Achieved matched to Service Activity  
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B - Arrival at Referring Centre within 180 minutes of Acceptance 
 
For the 2022-23 reporting year, arrival at the referring centre under 180 minutes from acceptance was achieved in 

62% of PIC transfers (n = 214 out of 345). There were a total of 28 PIC transports from our most distant referring 

centres (Aberystwyth = 6, Truro = 22) where this standard is not achievable by road. While WATCh has access to 

helicopter provision for both regions, multiple factors mean that this is not a guaranteed option for these two 

centres and transfers are more likely to be completed by road.  

For 2022-23, 4/6 transports from Aberystwyth and 19/22 transports from Truro were completed by road; if these 

journeys are removed from the total number of completed transports, giving a total of 322, then this standard was 

achieved in 66.5% of PIC transports.  
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3. ADVICE CALLS 

Advice calls refer to children who do not require transfer to tertiary or quaternary services or for whom it is agreed 

by the referring clinicians and WATCh should be managed in their local centres. Advice calls usually remain open 

with the WATCh team until such time as there is clinical improvement with weaning levels of support. These calls 

may be active for a number of days, particularly in the winter months, when for example, infants are being managed 

on CPAP support or children presenting with DKA. Currently the term ‘advice call’ is applied to each individual 

patient referred for discussion who stays in their referring hospital. 

 

 2020 – 2021  2021 – 2022  2022 – 2023  

SOUTH WEST 211 450 455* 

SOUTH WALES  75 155 186 

TOTALS  286 605 641 
Table 3.1 Combined Total Calls for Advice    

*one call from an out of region centre wanting to make an ECMO referral is included in this number 

As detailed in Table 3.1 above, 2022-23 saw a small increase (n = 36) in the total number of calls received in this 

category which was mainly related to an increase in the number of calls (n = 31 or 19.4%)  coming from referring 

centres in South Wales. 

 Calls for children with respiratory disease were again the largest diagnostic category with a similar number 

of calls to the 2021-22 reporting period 309 v. 305. This equates to 48% of all advice calls received for this 

reporting year compared with 50.4% in 2021-22 (Figure 3.1). 

 
.    

 

    Figure 3.1 Year on Year Comparison of Advice Calls by Broad Diagnostic Category (2020-21 v. 2021-22 v. 2022-23)   
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 The most significant change in the number of calls within a single diagnostic category seen in this reporting 

year is those under neurology which have increased from 96 in 2021-22 to 153 in 2022-23, an increase of 

59.3%. In contrast, the number of children moved by WATCh under the Neurology category decreased from 

103 in 2021-22 to 84 in 2022-23. It may be postulated that more children presenting with uncomplicated 

seizures are being managed by local teams, including a short period of intensive care during their seizure 

recovery phase, preventing unnecessary transfers for the child and family. This is an area that has been 

previously recognised nationally as meriting further exploration; an audit study has been completed and is in 

the final stages of publication. 
 

The number of advice calls detailed above only reflects a completed patient episode, however as noted previously, 

some active advice cases may be open for a number of days and therefore the number of calls within each patient 

episode varies significantly. The data clearly demonstrates that counting complete patient episodes as a marker of 

service activity does not accurately reflect the percentage of clinical time spent managing these patients in 

partnership with teams in our referring centres and speciality teams in our tertiary centres. 

In order to understand the true number of calls into the service which deal with advice only, the team now 

documents the total number of calls between WATCh and the referring centre for each completed referral episode, 

irrespective of whether the child is moved or stays in their referring centre. The total number of recorded calls for all 

service activity in the 2022-23 reporting period was 4685.  

Of these, the 641 advice episodes generated a total of 2444 calls between WATCh, our referring centres and where 

required tertiary specialist teams. 

o The average number of calls within each advice episode was 3; the maximum number of calls for a single 

patient advice episode was 21 

o In addition, the referrals (n = 227) which are classified as declined requests generated 754 separate calls 

between WATCh, referring and receiving centres.   

This is compared with 2819 calls for the 605 episodes in 2021-22, with an average of 4 calls per episode and 25 as 

the maximum number of calls for a single patient advice episode. This demonstrates a reduction of 375 calls for 

2022-23 despite an increase of 35 in the total number of advice calls.  

Based on the data from previous years and a quality improvement project undertaken by one of the WATCh Fellows, 

the service has reviewed the number of follow-up calls being made by WATCh to our referring centres. Feedback 

was sought from all our referring hospitals and themes collated. While there will never be 100%  uniformity in 

response, it was clear from comments received that follow-up calls can be very helpful, however they can also be 

very distracting for busy teams and if a child was deteriorating, the team would be calling WATCh back.  

Primarily therefore, in a bid to minimise interruptions for clinical teams in our referring centres and to ensure that 

follow-up calls are made at appropriate times, the team have now adopted a slightly different approach.  

This change began in November 2022 and its key principles are detailed below -   

o Contact with WATCh for updates about referred patients should be initiated by the referring team as this 

allows the referring team to be in a position to have access to relevant patient information at the time of the 

call and for the referring team to decide who will be contacting WATCh. 

o The WATCh team can and should still initiate contact with the referring team if there are particular clinical 

concerns or further information is needed e.g. for workload planning, if they have not heard from the 

referring team. 

o All open cases will continue to be reviewed by the WATCh Consultant in the morning meeting and again by 

the team at evening handover.  

It is possible therefore that the reduction in the total number of calls associated with advice episodes seen in this 

reporting year is due to this change in WATCh practice however further work is required to demonstrate a positive 

effect for clinicians in referring centres.   
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4. TEAM COMPOSITION 

WATCh has the capacity to provide up to two critical care transport teams during the day and one team at night to 

maintain 24/7 service provision.  

All transports undertaken are Consultant led while a number will be both Consultant led and delivered.  

 

4.1 Consultant Delivered Transports  

Consultants will accompany the team for a number of reasons, relating to the clinical presentation of the child as 

well as in their role of supervisors for the WATCh Fellows / Advanced Transport Nurse Practitioners (ATNPs).  

 

 In the 2022-23 reporting period, a WATCh Consultant was present for 242 out of 583 (41.5%) of all 

completed transport journeys. By comparison, in 2021-22, this equated to 42.6% in 2021-22 and 46.35% in 

2020-21.  

 75 (31%) of the transports where the Consultant was present, had no WATCh Fellow or ATNP presence. This 

is compared to 23% in the 2021-22 reporting period.  

 

The reasons for this are multifactorial; with the provision of the second day time nursing team, the Consultant is 

available to lead a second critical care team, should the first team with the WATCh Fellow / ATNP already be tasked.  

There have been a number of occasions in this reporting year where there have been gaps on the WATCh Fellow / 

ATNP rota which has meant that there has been a single day team or a night team with no middle grade presence 

and therefore the WATCh Consultant has undertaken all acute transports during these times.  

 

The types of transport completed by a Consultant/Transport Nurse team are shown in Figure 4.1. The majority were 

PIC level transports (n=53) and all palliative care transfers which are deemed as transfers for end of life care are 

Consultant led. Occasionally, children are transferred to hospice settings for respite care prior to being discharged to 

home – these transfers do not require a Consultant presence.   

 

 
              Figure 4.1 Type of Transport Completed by Consultant/Transport Nurse Team 

 

Figure 4.2 details the time of day for departure from base for Consultant/Transport Nurse transports and the 

number of acute or planned transfers in each time period. 
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             Figure 4.2 Time of Mobilisation from Base for Consultant / Transport Nurse Journeys (2022-23) 

 

    

4.2 Nurse Delivered High Dependency (HD) Transports  

The WATCh nursing team are all skilled practitioners who have undertaken additional training including advanced 

clinical assessment skills. This team are able to facilitate the transfer of children with HD needs into and out of the 

tertiary centres, improving bed flow and unit capacity.  

 In 2022-23 102 transfers were completed by the WATCh nursing team without a medical presence. This 

equates to 40% of Level 1 transports (n = 255) completed. This compares with 34% of Level 1 transports 

completed in 2021-22 and supports the ongoing need for this level of service delivery.   

Included in this patient group are children receiving established long term ventilation, children receiving non-

invasive respiratory support such as high flow nasal cannula oxygen therapy who are being stepped down from PIC 

level care and are suitable for repatriation to their referring centre or those who are being transferred into tertiary 

services for planned investigations / procedures.   

Moving HD (Level 1) patients with complex medical needs can be more challenging than moving a stable ventilated 

(Level 2) patient. The WATCh nursing team have direct access to the WATCh Consultant at all times during these 

journeys and all referrals are triaged by the Consultant and the team prior to being allocated to a nurse delivered HD 

transfer.  
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5. SERVICE FEEDBACK 

Service evaluation and feedback is sought both from the families of the children and young people transferred by 

WATCh as well as from the teams in our referring centres.  

 

Family Feedback: 

After previous participation in the national DEPICT (Differences in access to Emergency Paediatric Intensive Care 

during Transport) study, we started using the validated parent feedback questions from the DEPICT study in late May 

2022.  

From 24th May 2022 to 31st March 2023, we had 45 completed questionnaires from 530 transports completed over 

this period (8.5%). In addition, a small number of parents gave direct feedback by e-mail or thanks via the hospital’s 

social media pages. Quantitative feedback for each question is shown in Table 5.1 below; each question had some 

missing data therefore the totals do not tally with the total number of received responses. 

 

 Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

Not 

applicable 

The transport team treated my family 

and me with respect  

40 3 0 0 0 0 

I was satisfied with the care my child 

received from the transport team  

41 1 0 0 0 0 

The transport team were caring and 

understanding 

40 1 0 0 0 0 

I felt reassured by the transport team  40 3 0 0 0 0 

I trusted the transport team  39 3 0 1 0 0 

When I asked questions during the 

transfer I received answers I understood 

34 3 1 0 0 5 

My child’s transfer went well  40 3 0 0 0 0 

The transport team listened to me  40 3 0 0 0 0 

I felt my child was safe during the 

transfer 

38 4 0 1 0 0 

       

Thinking about your child’s recent 

transfer: overall how was your 

experience of our service? 

Excellent Fair Neutral Poor Very Poor   

43 0 0 0 0 

Table 5.1 Quantitative feedback data received from family questionnaires (May 2022 – March 2023) 

 

In addition to the quantitative feedback, there is the opportunity for each respondent to add comments if they wish 

to do so – a very small snapshot of these are included below. 

 “A fantastic service with expert care from the team for my young daughter. It was a long journey from Devon 

to London, with sections of bad traffic too, and the team were brilliant with my daughter and me too.” 

 “The WATCh team were really understanding answering all my questions and concerns. I was initially very 

anxious about my daughter being transferred, but as soon as the team came in they were reassuring and 

confident in asking any of my questions.  They all put me at ease and I can't thank them enough.” 

 “I was reassured constantly from the moment they arrived at Bridgend to the moment they left Cardiff, I felt 

confident in the capabilities of the team, felt incredibly reassured throughout.”  
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 “The transport team were supportive, understanding and friendly and we very much appreciate the care they 

took in transporting our child.” 

 

 

Referring Centre Feedback:  

Between 1st April 2022 and 31st March 2023 17 feedback questionnaires were received about telephone 

conversations and 126 about stabilisation and transport episodes. The quantitative data from the stabilisation and 

transport episodes is shown in Table 5.2 below.  

 

 Yes No Not Sure 

Did the WATCh team introduce themselves when they arrived? 124 
(98.4%) 

0 2 
(1.6%) 

Were the WATCh team highly professional? 124 
(99.2%) 

1 
(0.8%) 

0 

Did you have confidence in the abilities of the WATCh team?  124 
(98.4%) 

2 
(1.6%) 

0 

Did the WATCh team keep parents / relatives informed? 124 
(98.4%) 

0 2 
(1.6%) 

Did the WATCh team work well as a team? 125 
(99.2%) 

1 
(0.8%) 

0 

Table 5.2 Quantitative feedback data for stabilisation and transports received from referring centres (April 2022 – March 2023)  
 

In addition to the Clinical and Nursing Leads for the service who welcome feedback directly, there are very well 

established named links (medical and nursing) between our referring centres and the WATCh team where any issues 

/ concerns and or positive feedback can be raised and are reviewed in a timely manner with the respective teams. 

Learning from incidents / feedback is also disseminated to wider team as appropriate.   

  

The team are always looking at ways in which feedback mechanisms and response rates may be improved. Recent 

changes include the introduction of QR codes, replacing old paper versions of feedback questionnaires in addition to 

some planned changes to the website which will hopefully make giving feedback easier and more convenient for 

both our families (and young people where possible) and referring centre teams.   
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A PARENT’S JOURNEY - SAMUEL’S STORY 

As written by Maria, Samuel’s mum  

We have been home for about six weeks now and have a smiley, happy three month old baby who is full of life and 

wonder at the world around him.  We have had good weather pretty much since we got home and he has been out 

in the garden, staring up at the trees, listening to the birds singing and trying to keep up with his hyperactive two 

year old brother!  He has even had a couple of trips to the beach but has not quite managed to brave the sea.  It’s 

almost as though the events of the month before were just a bad dream.   

 

To put that into context, on Thursday 13th April, I was living the worst day of my life.  Having come to A&E on 

Monday night, with suspected bronchiolitis symptoms (Samuel had been a bit unsettled and not feeding so well, 

with mild cold symptoms), little did I know that enterovirus had ravaged his heart, and it was now raggedly pumping 

at a fraction of its capacity.  I now found myself sitting in the HDU in RCH Treliske, holding Samuel whilst he weakly 

held on to life, his colour fading, his chest barely rising as he fought for breath through an oxygen mask.  I could feel 

him getting weaker in my arms and he was so unstable that I felt like I was holding a butterfly - he was so fragile that 

any wrong move could be too much and he might let go.  Every breath out was a prayer to God but all I could come 

up with was “please, please”.   

 

It was an out-of-body experience - I felt like an extra in a film, with no script and no idea what I should be doing - as 

an increasing number of doctors and nurses rushed around us, calm and collected, making plans and clearing and 

preparing the room to try and intubate Samuel.  This wasn’t the plan - he was supposed to have been air-lifted to 

Bristol by the WATCH team earlier that afternoon, but he had deteriorated and was no longer stable enough to 

transfer.  The team at Treliske were absolutely amazing and did their best to reassure us, but it was also clear that 

they were anxious for Samuel to get to Bristol as soon as possible and his ability to travel was now seriously in 

doubt.  Working with the incredible WATCH team, and anaesthetists, paediatricians and nurse specialists from 

across the hospital, they pulled out all the stops and managed to intubate and stabilise Samuel for transfer.  The 

calm kindness and compassion shown by all of those involved was humbling.  I remember looking around me and 

then at the tiny baby fighting for life in my arms, and in addition to the realisation and horror that all of this was 

happening, and how it might end, I remember feeling profoundly grateful to all those amazing people focused at 

that moment on saving him.  He was the centre of our world but for that moment it felt like he was the centre of 

theirs too.  I couldn’t believe the time, skill and resources being deployed to save our little baby.  We weren’t 

celebrities or royal, just people in need of help - and it was there for us, without question and I felt so much love for 

all of those people fighting for Samuel at that moment.   

 

We then followed the ambulance up to Bristol and arrived at the Children’s Hospital at about 3am.  We were met by 

Samuel’s allocated PICU nurse, who reassured us that he was stable, settled and remained sedated, and convinced 

us to get some rest in the parents’ accommodation at the hospital.  The days after that were a blur - waking up with  

the sinking realisation of where we were and why.  Countless conversations with nurses and specialists in intensive 

care, cardiology and infectious diseases.  Ventilators, tests, discussions about potential outcomes and worrying 

statistics.  Myocarditis and cardiomyopathy - heart failure.  Scans, experimental anti-viral drugs and constant 

monitoring - taking steps forward, the odd step back, but overall stability, then a steady climb and improvement in 

Samuel’s condition.  We started to dare to be hopeful.  

In addition to the hours spent by Samuel’s bedside, we often sat in the parents’ room in PICU.  We talked with other 

parents, recognisable by the same exhausted look in their eyes, and formed a sort of bond with some - a kind of 

solidarity out of desperation to feel that we weren’t alone.  We developed a kind of routine.  Incredibly, we were  

offered accommodation at Grand Appeal House, keys handed to us without question or any timeframe - we could 

use the room for as long as we needed.  This was such a weight lifted.   
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PICU became our world.  The teamwork between the consultants and nursing team, and their ability to pull together 

so many different specialisms for Samuel’s care, was awe-inspiring and humbling.  We will never forget the kindness 

of the nurses and their ability to put us at ease and “normalise” being in PICU - encouraging us to get involved in 

bathing, changing nappies, and holding Samuel, despite his breathing equipment, the dozens of wires and monitors 

going crazy.  Lovely Amy made a banner to brighten his bed, and played him Disney films on her phone.   

 

Things then inexplicably started to get better.  The first big step was taking Samuel off the ventilator, followed by a 

series of steps down to less invasive breathing support and oral medication.  A couple of weeks later we were being 

transferred to onto a ward (Dolphin), initially in HDU.  I couldn’t (and still can’t) quite believe the pace of 

improvement, as breathing support was scaled right back and eventually removed altogether and Samuel started to 

feed for himself again.  Fast-forward to the Coronation weekend, and we were transferred back to Truro by 

ambulance.  Back to a sign welcoming Samuel back to Polkerris ward and some of the familiar nurses who saw us 

being transferred in such different circumstances just a few weeks earlier.  Fast-forward another week and here we 

are at home, trying to catch our breaths and remember how normal life works.   

  

Samuel has regular scans and continues to improve.  He won’t remember the last couple of months and hopefully as 

he grows stronger, he won’t have to deal with any serious, ongoing effects following his illness. We will of course 

never forget this experience, though we will learn to live with it - the fear and pain we felt at first, but also the love 

and support of family and friends, and the amazing hospital staff who were part of the journey.  I will also forward a 

few photos of Samuel which show his vast improvement over the last few weeks- again feel free to share. 

 

The faces and names of so many doctors and nurses are now burned into my memory.  I may never be able to thank 

them all in person but I hope they know that their importance and the value of the incredible work they do, cannot 

be overstated.  From our own experience, they represent the best of human skill and compassion.  To each and 

every one of you: Thank you, thank you, thank you 
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6. FLIGHT  

WATCh is fortunate to have the option to request aeromedical transfer support for team / patient moves from two 

air providers, The Children’s Air Ambulance (TCAA) for patients from the South West of England and the Emergency 

Medical Retrieval and Transfer Service (EMRTS) for patients from South Wales. The use of these helicopters to 

complete the patient move can significantly reduce the journey time for child, particularly where road transfer times 

are more than 2 hours in duration.   

 

 During 2022, TCAA underwent a service reorganisation and re-tendering of aircraft provision which meant 

for a period of time there was no aircraft available for any of the Clinical Partner Teams (CPTs) to use.  When 

TCAA relaunched, flight capability remained restricted as the aircraft was a smaller version of the previous 

ones used and as such was not able to accommodate all the equipment required for critical care moves. 

CPTs were however still able to use TCAA to facilitate team moves and the transfer of ‘ward level’ children 

such as repatriations.  

 The EMRTS aircraft is also the primary helicopter for paediatric pre-hospital emergency work in South Wales, 

therefore is not always readily available for use at time of tasking.    

At the time of writing, TCAA are now supporting two aircraft with critical care transfer capacity again, so there is a 

greater possibility of tasking requests being accepted (weather permitting).  

Between April 1st 2022 and March 31st 2023, WATCh completed nine aeromedical transfers with our two air 

providers. This compares with 14 air transfers for the 2021 – 2022 reporting year. Of the nine completed patient 

transfers, four flights were completed with EMRTS while the remaining five were with TCAA. 

 Five flights involved the patient being moved to an out of region receiving centre, either due to PIC bed 

availability or because the patient required ongoing management in a supra-regional / quaternary centre.  

 Four flights were with ward level patients, one patient was transferred for high dependency care while the 

remaining four were moved for PIC care.  

A further 11 tasking requests were declined in the same reporting period; the reasons for declined requests are 

usually due to adverse weather conditions, a lack of available flying hours to complete the proposed flight or the 

clinical condition of the patient changing. 

The Flight Team are busy updating the team’s flight skills, with annual in-house training involving simulation for both 

the nursing and medical teams. There is a plan for a flight simulation day to be held at the EMRTS base in Wales to 

ensure that WATCh team members are familiar with the EMRTS aircraft.   

There are monthly governance meetings for TCAA and all their CPTs, which one of the flight team will attend. EMRTS 

are invited to attend the monthly WATCh Governance meeting and there is a plan for a separate meeting with 

EMRTS later in the year.   
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7. EDUCATION 

The WATCh Service has two Clinical Educators (Niki Bennett and Ali Turner) in post who each work as 0.5 WTE in this 

role and also contribute to the clinical rota for the remainder of their hours. During their education hours, they 

develop and deliver multi-professional education programmes for the service as well as providing education and 

support for medical and nursing staff in our referring hospitals. They work in close collaboration with the Faculty of 

Children’s Nurse Education (FCNE) based at BRHC and have also established strong links with a number of Clinical 

Educators in both WATCh regions. Their remit in this last year has, as previously, been a wide one, including but not 

limited to; 

 Contributing to the delivery of the regional Paediatric Critical and High Dependency Care Courses run by the 

FCNE at BRHC. 

 The education team have contributed to a number of regional study days as guest speakers. 

 WATCh clinical leads have contributed to regional anaesthetic study days. 

 Contributing to the delivery of bespoke educational needs for General Intensive Care nurses with the FCNE 

at BRCH. 

 Delivered multi-professional (medical, nursing and advanced practitioners) ‘preparation for transport’ virtual 

sessions to Plymouth University for two Modules, The Urgent and Emergency Care of the Child and Critical 

Care of the Child and Young Person.  

 In partnership with one of the WATCh Consultants, development of a SIM education programme for the 

WATCh team. 

 Developed regional HDU study days aimed at nurses working in ED, Paediatric HDU/ward, and GICU. These 

have been delivered face to face and virtual platforms. They have been able to reach out to 70 nurses across 

our region. The feedback has been positive with a request for more. 

 Developed a number of educational resources having successfully purchased two educational delivery 

platforms Mentimeter and Kahoot. 

 Delivered 8 WATCh trainee induction days (with one of the Clinical Leads). 

 Facilitated WATCh nursing and Consultant medical staff annual study days. 

 Developed a number of the WATCh Clinical and Equipment Guidelines. 

 

Future Plans:  

1. We are planning to develop a number of regional nursing High Dependency study days with a SIM focus to 

offer more hands-on experience for participants.  

2. Continue to support FCNE with regional courses.  

3. Build an online catalogue of ‘how to’ equipment guides for the WATCh team.  

4. Develop further external links with the University of the West of England as OSCE Examiners for the 

paediatric advanced clinical assessment module ‘Physical Assessment and Clinical Reasoning for the 

Presenting Child’.  

5. Have both Educators complete the ALSG Generic Instructors Course (GIC) and complete the required APLS 

courses to achieve full instructor status. Ali has recently completed this and Niki is close behind, planning to 

complete by the end of the year.  
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8. NATIONAL PAEDIATRIC TRANSPORT CONFERENCE MAY 2022  

WATCh proudly hosted the first National Paediatric Transport Conference in May 2022, after it was postponed 
during the COVID-19 pandemic.  The transport community came together face to face for the first time in more than 
two years and enjoyed a full day of education in an amazing location.   

 
The conference was held at The Concorde Museum in Bristol which not only was in keeping with a transport theme, 
but also added a wow factor and allowed the delegates to step foot on the prestigious aircraft. 

 

 
 
Over 100 delegates were in attendance to enjoy an exciting agenda delivered by local, national and international 
speakers.  
The day ended perfectly with the first ever 'PCCS-ATG Lifetime Contribution Award' being awarded to Dr Shelley 
Riphagen for pioneering the role of the Retrieval Nurse Practitioner /Advanced Clinical Practitioner in Paediatric 
Critical Care Transport .  
 

 
Dr Shelly Riphagen receiving her award from Dr Michael Griksaitis, chair of the PCCS-ATG 

 
Due to the overall success, the conference will be hosted by alternating transport teams every two years. We are 
looking forward to attending the next conference hosted by CoMET in 2024. 
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9. GOING FORWARD 

This report documents another busy year for WATCh as we continue to make sure critically children in our region 

and the clinicians looking after them can get the specialist support they need.  

 

Our new Quality, Performance and Strategy Group, including stakeholders from our referring and receiving hospitals, 

is helping us to drive forward improvements in the service. We have been expanding the clinical leadership at 

WATCh with new Consultant Leads for Governance and Education (Michelle Jardine and Adrian Humphry) and we 

are looking forward to appointing a new band 7 nurse to provide more operational support.   

 

We have strengthened collaborations with other organisations in our area and beyond. Following on from hosting 

the first National Paediatric Transport Conference in May 2022, our regional case-based transport teaching (Case of 

the Week) has become a weekly forum for Paediatric Critical Care Transport services from across the country to 

share experiences and learn from each other. These connections have been vital during a particularly challenging 

winter with demand outstripping supply nationally across paediatric critical care services.  

 

We are looking forward to an exciting year ahead. Together with Retrieve and SoNAR (the transport services for 

critically ill adults and neonates, respectively) we will be moving into a new joint base with improved access our 

regional hospitals via the motorway network and better facilities for our teams to work and train. Our electronic 

patient record will be online towards the end of 2023 allowing us to access and enter patient information no matter 

where we are. With new recurrent funding from NHS England, we will be making our clinical cover more robust, 

beginning to train a new tier of Advanced Transport Nurse Practitioners and increasing Consultant and senior nurse 

availability for the service, with the aims of improving our response times and ensuring that someone is always 

available to help and advise over the phone.  

 

We remain grateful to our colleagues across England and Wales in our referring hospitals, receiving units, transport 

services, networks and commissioning bodies for working with us to deliver fantastic care for the children we look 

after.  

 

 

 

 

 

 

 

 

 

 

 


