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Title: Emergency Department Performance Report 
 

Author: Richard Mitchell, Chief Operating Officer 
 

Purpose of the Report: 
To provide an overview on ED performance. 
 

The Report is provided to the Board for: 

 
 
Summary / Key Points: 
 

• Performance in October was 91.80%  

• Performance year to date is 87.90% 

• Emergency admissions continue to increase creating significant capacity problems 

• Sixteen additional admissions beds opened at the LRI on 4 November 2013 

• A resilience checklist has been implemented 

• The discharge rate has begun to improve 

• There is an increased focus on non-admitted breaches 

• Continuing the selective elective work outsourcing  

• Performance continues to come under considerable external scrutiny.  

 

Recommendations: 
The Trust Board is invited to receive and note this report. 
 

Previously considered at another UHL corporate Committee  N/A 
Strategic Risk Register 
Yes 

Performance KPIs year to date 
Please see report 

Resource Implications (eg Financial, HR) 
Yes 

Assurance Implications 
The 95% (4hr) target and ED quality indicators. 
 

Patient and Public Involvement (PPI) Implications 
Impact on patient experience where long waiting times are experienced 

Equality Impact  
N/A 

Information exempt from Disclosure 
N/A 

Requirement for further review 
Monthly 
 

To: Trust Board  
From: Richard Mitchell, Chief Operating Officer 
Date: 28 November 2013  
CQC regulation: As applicable 

Decision Discussion      

Assurance      √ Endorsement 
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REPORT TO:   Trust Board 

REPORT FROM:   Richard Mitchell, Chief Operating Officer 

REPORT SUBJECT:  Emergency Care Performance Report 

REPORT DATE:  28 November 2013 

 

Introduction 

UHL’s performance continues to vary against the four hour emergency care measure.Plans for 

performance improvementincluding the ‘Hub’ integrated plan have developed over the last eight 

weeks. This report provides an overview of performance for October and November 2013.  

 

 

Performance overview 

In October 2013,91.80% of patients were treated, admitted or discharged within four hours. Thiswas 

the strongest monthly performance since September 2012.November 2013 performance, month to 

date, (up to and including 21November 2013) has dropped to 87.9%.Year to date performance is 

87.89%. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table one 

 
Root cause of poor performance 

As detailed previously, an in-depth diagnosis of causative factors for poor performance was 

conducted in July and early August and actions were put in place to negate the factors. Some 

success occurred with the range of factors at play reducing but the primary reason for poor 

performance is access to beds. 

 

The key contextual issues at UHL remain: 

 

• UHL is the biggest single site A&E in the country. Many other single site EDs such as Heart of 

England NHS FT (85.0%) and Nottingham University Hospitals NHS Trust (86.6%) are 

experiencing problems 

• UHL has the second highest number of elective and non-elective admissions in the NHS. The 

highest, Barts Health Trust has 300 more beds than UHL 

• Admissions are increasing (table two).Two of the last five weeks have had more admissions than 

at any stage last winter. This is a national problem but is particularly pronounced in our health 

economy. Adult emergency admissions are 3.89% higher than this time last year (table three)  

• This is particularly challenging in the over 65 year old patients whose admissions rate has doubled 

since 2012. 

• Our non-elective medicine length of stay is significantly below peer average with only one Trust of 

our complexity with a lower length of stay 

• UHL treats 160,000 in a A&E built for 100,000  

80.0

82.0

84.0

86.0

88.0

90.0

92.0

94.0

96.0

07-Jul 14-Jul 21-Jul 28-Jul 04-Aug 11-Aug 18-Aug 25-Aug 01-Sep 08-Sep 15-Sep 22-Sep 29-Sep 06-Oct 13-Oct 20-Oct 27-Oct 03-Nov 10-Nov 17-Nov

P
e

rf
o

rm
an

ce
 (

%
)

Week Ending

Emergency Care (UHL+UCC)

Trajectory  vs actual performance against four hour target (all types)

Trajectory Plan Actual

Target



 2 

 

 

The consequence is flow out of A&E is often poor which means too many patients back up in the 

department and breach. Unlike many peer organisations, UHL cannot open significant numbers of 

additional beds this winter because of staffing and estates constraints. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
Table two 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Table three 

 
 
Key actions since last month 
 

• Resilience checklist implemented (attached) 

• Improved discharge process (attached) and tables four and five 

• Improved focus on non-admitted breaches 

• Sixteen additional assessment beds opened on 4 November 2013 

• Continuing  the spend of winter monies 

• Continuing the selective elective work outsourcing  

 

 

 

 

 

 

 

 

 

 

 

 

 

Table four 
 
 

Week Ending

Emergency 

Admissions

Emergency 

Admissions 

(Adults)

Discharges 

(Emerg 

Adm)

Discharges 

(Emerg 

Adm) Adult

04/11/2012 (Sun) 1,426 1,316 1,394 1,279

11/11/2012 (Sun) 1,472 1,340 1,507 1,385

18/11/2012 (Sun) 1,456 1,325 1,459 1,321

Total 4,354 3,981 4,360 3,985

03/11/2013 (Sun) 1,476 1,348 1,521 1,400

10/11/2013 (Sun) 1,501 1,365 1,503 1,358

17/11/2013 (Sun) 1,598 1,423 1,547 1,393

Total 4,575 4,136 4,571 4,151

Change 221 155 211 166

% Change 5.08% 3.89% 4.84% 4.17%
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Table five 
 
 
 

Recommendations 

 

The board are asked to: 

 

• Note the contents of the report 

• Acknowledge the continuing focus on further and continued sustained performance improvement 
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Briefing Note – Urgent Care Working Group 
 
November 2013 
 
Rachel Overfield Chief Nurse UHL 
 
The Patient Census – Pathway Monitoring and Escalation 
 
1. Introduction 
 
Part of the Emergency Care Hub action plan, the need to work to a single list 
of patient information that’s updated at least daily was identified as a key 
action. 
 
Responsibility for delivery of this action has been shared between operational 
and nursing leadership. 
 
Originally described as ‘developing a single discharge list’ this action has 
been further refined to what we believe the organisation and wider system 
actually need – a patient census (updated at least daily) that details every 
patient by where they are in their individual pathway.  There is no system 
ability to do this currently.  The census will then be monitored for delays and 
actions escalated where necessary.  This process to be done via conference 
calls. 
 
2. The Problem – what are we trying to resolve? 
 
When we first identified the need to work towards a single discharge list UHL 
(and others) were working from various paper lists of patients with varying 
degrees of information.  The information was entirely focused on ‘today’s 
discharges’ and was gathered by both bed management staff walking the 
wards and also ward staff attending 2 – 3 discharge/bed meetings daily.  In 
other words a fairly traditional bed management model. 
 
In addition specialist teams were working to other lists eg Delayed transfer of 
care.  The daily discharge lists were not rolled over from one day to the next 
and so there was no audit trail of actions undertaken or required. 
 
Problems with this model : 
 

• Huge amount of nursing time reporting into meetings 
 

• Meetings not about challenge, learning or action – just data collection 
 

• No forward planning 
 

• No audit trail or collection of information to learn from 
 

• No holding anyone to account 
 



• Entirely focused on delays in discharge today and not delays in 
pathway progress. 
 

Inevitably this model leads to very limited ability to resolve pathway delays in 
a timely way, forces discharges in a chaotic way, wastes staff time duplicating 
‘counting’ and does not support effective, well planned discharges. 
 
3. The New Model 
 
For the past 3 weeks we have been working with ward tams across the 
medical wards at the LRI to introduce a more proactive approach to pathway 
management and discharge planning. 
 
Key features of the New Model 
 
 Before 8.30am – Ward Produces Patient Census 
 
 Before 9.30am – All wards have a MD Board Round 
 
 Between 11am – 12 noon – wards phone in to call centre to update 
        patient census (5 – 10 min conversation 
        maximum)  
    
     -  Pathway position known for all patients 
        including 
 

• Delays in pathway 

• Medically fit status 

• Discharge status 

• Discharge plan status 
 

     -  Wards challenged and coached to act and 
         learn  
 
     -  Other key staff involved in call centre 
 

• Transport 

• Pharmacy 

• Therapies 
 

-   Actions for other staff clearly identified  
    and assigned. 
 

3pm    - Repeat conference call to update progress  
      and escalate actions. 
 
       Lists are rolled over to the next day and  
       kept for audit/accountability purposes. 
 
       Conference call needs to be led by a 



       senior, credible operational/nursing 
       professional (preferably both) with admin/ 
       tracker support. 
 

4. Issues so Far 
 

• Paper system 

• Ward leadership not owning the process/accountable 

• Unfamiliarity conference call process – intimidating 

• Some calls led by staff too junior and/or too entrenched in old bed 
management model 

• Opportunity to support/coach ward staff not valued/done every day 

• Shifting location and frequent changes (minor) to process – confusion 

• Weekends and scaling up – not yet resolved. 

• However every day the system is improving. 
 

5. Benefits New Model 
 

• Ability to track pathway progress of every patient 

• Clear accountability for actions 

• Ability to learn and therefore deliver sustainable approach 

• Nurses not wasting time in meetings – remain in clinical area 

• Rapidly engages/escalates to others 

• Provides rolling census and rolling actions 

• Provides audit trail of delays/themes/actions 

• Identifies areas that need particular help/support 

• Provides single list for others to work from. 
 
6. Further actions this week 
 

• Move to electronic list by next week (appendix 1) 

• Re-issue clear process, timings, location and roles 

• Identify wider team of credible senior staff to run call centre 

• Daily involvement CN/COO 

• Mandatory ‘attendance’ at calls from wider teams – phone in 

• Concluded snap shot detailed patient census – see high level early 
results (appendix 2) 

• Redefine ‘language’ eg census not discharge list 
 

7. Conclusion 
 
We believe that this change is fundamental to the effective flow of patients 
through the system and is innovative in its approach.  However it must be 
recognised that this will only embed into practice if ward staff understand and 
relate to its value ; are supported and developed to use the system with 
confidence and without fear of criticism; that it recognises the need for safe 
and caring discharge and duplication of information collection is eradicated.  
In other words this is about culture and leadership development and not just 



about system application and data collection.  It will therefore take some time 
to fully introduce and embed. 
 
We will continue to focus on medical wards at the LRI initially whilst resolving 
scaling up across the Trust ; involvement of other organisations and weekend 
processes. 
 
 
 
  
 
 
 
 



Appendix 2 
 
 
Initial results of patient snapshot census undertaken 18-20th November 

2013 across LRI Medical Wards 
 
 
 
Purpose 
 
To capture current delays in actual discharge from Acute hospital care. 
 
 
Auditors 
 
Corporate Nursing Team and Senior Operational Staff 
 
 
Findings/Delays (NB just LRI Medical Wards) 
 
Fast track/CHC terminal care     X  3 
Rapid discharge terminal care     X  1 
CHC packages of care      X  9 
Waiting Nursing Home Assessment    X10 
Waiting patient choice of destination    X  2 
Waiting mental health location     X  6 
Waiting family choosing nursing home   X  5 
Waiting brain injury/YDU/stroke rehab   X  6 
Waiting social situation issue e.g. boiler repair   X  3 
 
In addition, team picked up several internal delays in pathway 
progression 
 
- Therapy 
- Medical review 
- CNS review 
- Outlier delays 
 
Team also noted ward staff reluctance to start discharge arrangements 
until medical fit status declared. 
 
 



















Activity checklist Lead 830 1100 1400 1700 830 1100 1400 1700 830 1100 1400 1700 830 1100 1400 1700 830 1100 1400 1700 830 1100 1400 1700 830 1100 1400 1700

Site meeting started on time and all bed numbers inputted before the 

start of the meeting
DM

Representation from all specialities at site meeting
DM

Confirm current performance (%)
DM

Note any IPC issues and key actions
IPC

Review of actions from previous meeting
DM

All preventable non-admitted breaches escalated since the previous 

meeting
ED rep

Confirm patient level plans for all patients in dept over 180 minutes
ED rep

ED staffing numbers checked- plans in place to resolve any problems
ED rep

Confirm capacity and staffing at the Glenfield
DM

Confirm capacity and staffing at the General
DM

Confirm next two patients to move out of AMU and AFU

AMU 

rep

Confirm priority discharges for the day

Med 

rep

Confirm how many patients are in the discharge lounge

Med 

rep

Confirm number of empty beds on ward two
DM

Confirm there are no patients suitable for the discharge lounge not 

already in the discharge lounge

Med 

rep

Discharge list completed by all wards- clear single discharge plan in place

Med 

rep

Confirm how many discharges will take place before the next site meeting- 

medicine 

Med 

rep

Confirm how many discharges will take place before the next site meeting- 

surgery

Surg 

rep

Confirm how many, if any surgical patients will be cancelled today and 

tomorrow

Surg 

rep

Confirm how many discharges will take place before the next site meeting- 

orthopaedics

Ortho 

rep

Confirm how many, if any ortho patients will be cancelled today and 

tomorrow

Ortho 

rep

Confirm how many discharges will take place before the next site meeting- 

cancer
Ca rep

Confirm how many discharges will take place before the next site meeting- 

gynaecology

Gynae 

rep

Confirm how many discharges will take place before the next site meeting- 

paediatrics

Paeds 

rep

Confirm how many discharges will take place before the next site meeting- 

ITU
ITU rep

Confirm outcome from 1pm single discharge meeting

Med 

rep

Afternoon outliers identified and list shared
DM

Plan to move outliers before 8pm shared

Med 

rep

Confirm Acute Medical Clinic will stay open

Med 

rep

AMU staffing numbers checked-plans in place to resolve any problems

Med 

rep

Any other staffing shortages confirmed with bank team
DM

Confirm of DTOC state- all problems escalated

PW 

TBC

Confirm community bed state- all problems escalated
DM

Confirm portering situation - all problems escalated

Speci-

alities

Confirm TTO situation- all problems escalated

Speci-

alities

Two duty managers on duty, with one in ED
DM

Two bed coordinators on
DM

Confirm site state (RAG) for all sites
DM

Confirm any other issues for escalation
DM

Confirm plan for the evening for all sites, signed off by SMOC and exec 

oncall informed
SMOC

Site meeting actions for all sites confirmed and circulated immediately
DM

SundayMonday Tuesday Wednesday Thursday Friday Saturday
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