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Purpose of the report:  

 This report  

- will confirm the overarching approach to the delivery of the improvement 
programme which will enable a stable platform to ensure safe and 
sustainable urgent care provision 

- identifies some principles of how risks could be shared 
- explores how the risk sharing principles could be implemented to ensure 

more proactive management across the whole hospital whilst the 
improvement plan progresses. 

 
The report is provided to the Board for: 
 

 
 
 

 
Summary/key points: 

This report is composed of three sections – 

 Outline the approach to the urgent and emergency care improvement 
programme   

 Update on actions relating to feedback from the CQC  

 Explore how risk could be shared more proactively  
Recommendations:  

- Note the contents of the paper and progress being made 
- Agree the principles outlined of how the risk could be shared more 

proactively across the whole hospital 
- Agree to a final proposal being developed for Board at the next meeting. 

 

Strategic risk register Performance KPIs year to date 

Resource implications (eg Financial, HR) 

Assurance implications 

Patient and Public Involvement (PPI) implications 

Equality impact 

Decision   X
    
  

Discussion   X 

Assurance   X Information  
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Information exempt from disclosure 

Requirement for further review? 

 
Section 1 
 

Urgent and Emergency Care Improvement Programme 
Progress Report January 2019 

 
 
This section of the report will confirm the overarching approach to the delivery of the 
improvement programme which will enable a stable platform to ensure safe and 
sustainable urgent care provision. Appendix A provides a detailed account of all 
required activities, time scales and key measures of success. 
 

 
1.0 Overview 
The Urgent and Emergency Care Improvement Programme has been established in 
response to our concerns related to deteriorating ED 4-hour performance and the 
outcomes following a number of CQC inspections. The programme consists of five 
work streams to address the areas of concern as follows: 
 

 ED, with three individual but convergent plans including Pilgrim Boston 
Hospital, Lincoln County Hospital, Grantham District Hospital 

 Assessment Function 

 Site Management 

 Inpatient/Ward Process 

 Discharge and Partnerships 
 
The documentation suite that supports the Programme infrastructure is attached to 
this progress report.  
 
It is envisaged that this improvement programme will need to run for at least 12 
months and probably up to 18 months. 
 
 
2.0 Improvement Methodology 
The Urgent and Emergency Care Improvement Programme is a continuous 
improvement programme and will be aligned with the Trust’s improvement 
methodology and the NHSI Quality Service Improvement and Redesign (QSIR) 
Methodology.   
 
 
3.0 Metrics and Dashboard 
In collaboration with NHS Improvement, we are proposing to implement a national 
performance dashboard tool that collects, collates and provides statistical process 
control (SPC) charts for a set of 16 measurements.  The measurements to be 
collected are currently under discussion, and the Head of Information is supporting 
with this piece of work.   
 
A Quality Improvement dashboard is also being considered, with proposed metrics 
drawn from recent workshops with staff.  It is expected that training around 
Measurement for Change will be required to embed the use of SPC and how they 
support continuous improvement and change.   
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4.0 Suggested Programme Resource  

Post / Role Key areas of responsibility 

Programme sponsor  Senior executive level individual who oversees and supports the delivery of the 
programme.  
Provides executive, board and regulatory briefings. 
Presents papers to the Trust Board. 

Programme Director  Directs the programme as a whole. 
Ensures the programme delivers improvement to mitigate risk, improve patient 
outcomes and experience, and  CQC rating  

Programme Manager  Responsible for the programme plan and associated project plans. 
Work with SRO’s, task and finish groups and key stakeholders to meet agreed 
milestones. 
Ensures good programme governance underpinned by evidence based 
improvement methodology for sustainable change.   
Contribute to the development of the organisational culture and skill set for 
continuous improvement 

Quality Improvement Lead 
Nurse  

Focus on quality improvement of clinical practice for nursing and the 
professions. 
Carry out assurance audits and spot checks including a feedback loop to share 
learning and embed changes in practice. 
Inform quality impact assessments for any significant change.  
Support the development of a safety culture through good clinical governance.  

Quality Improvement Lead 
Medic 

Focus on quality improvement for medical profession 

Urgent and Emergency Care 
Improvement Facilitator – 
site focus Lincoln County  

Leads the delivery of the programme work streams for that site, but working 
collaboratively to ensure alignment across the organisation.  
Act as a change agent that will demonstrate appropriate skill set and behaviours. 

Urgent and Emergency Care 
Improvement Facilitator – 
site focus Pilgrim Boston  

Leads the delivery of the programme work streams for that site, but working 
collaboratively to ensure alignment across the organisation.  
Act as a change agent that will demonstrate appropriate skill set and behaviours. 

Improvement lead for the 
development and 
implementation of the Trust 
frailty service 

Working collaboratively with LCHS and system partners to develop an integrated 
frailty service across the organisation.  
Lead the process of service modelling to meet the needs of patients on each site 
to support the whole system same day urgent care service, including associated 
business and commissioning plans  

Communication and 
engagement facilitator  

Develop a communication strategy underpinned by stakeholder engagement. 
Engaging staff and patients in delivering continuous sustainable quality 
improvement. 
Contributes to staff retention and wellbeing. 

Business intelligence  Work collaboratively with ECIST, NHSI and the Trust information team to 
produce visual measurement for change. 
Analysis and synthesis of improvement data. 
Support diagnostics and service redesign modelling 
Work to embed SPC as approach to using data for improvement 
 

Programme administrator  Organise meetings, papers and reports. 
Take meeting action notes. 

External specialist advice The ability to call in specialist advice for specific pieces of work with an agreed 
partner 
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5.0 Governance  
The Urgent and Emergency Care Improvement Programme is overseen by the 
Programme Director. The programme is monitored by the Urgent and Emergency 
care Recovery Steering Group which reports to QSIG. This programme of work also 
includes any immediate actions required following any external inspection. 
 
6.0 Communications and Engagement 
A communication workshop was held on 14th January 2019 with the Programme 
team and the Trust communications team to facilitate initial scoping around the 
development of a communication strategy and how the communication strategy will 
engage with staff and patients.  It was agreed that the leadership model approach of 
‘why, how, what’ would ensure buy-in from staff, and as a values based approach, 
would drive and embed the delivery of the improvement plan.   
 
 
7.0 Recommendation 
The Board is asked to note the content of the paper and agree the frequency and 
nature of the required updates. 
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Section 2 
 

Update on actions relating to feedback from the Care Quality 
Commission - Progress Report January 2019 

 
This section of the report will confirm the actions in place to mitigate and resolve the 
concerns raised following a Care Quality Commission (CQC) visit to the Pilgrim site 
in December 2018. 
 
The following table demonstrates the actions taken to address the risks highlighted 
within the CQC report, specifically the Emergency Department. Good progress has 
been made and the outstanding actions have been included within the Emergency 
Care Improvement Plan. 
 

Section Actions  Progress 
The registered 
provider must ensure 
that there is an 
effective system to 
undertaken triage of 
patients within 15 
minutes of arrival. 
Triage must be a face 
to face encounter and 
must be undertaken 
by a registered 
healthcare 
professional in 
emergency/urgent 
care and has received 
specific triage training  

• Senior nurses to continue to complete 
golden hours in the department for 
assurance around safety 

• Nursing leadership model, urgent and 
emergency nurse lead appointed, 
matron and lead sister as per plan 

• Senior nurse/manager based in ED 
8am-8pm, CD and executive support 
in ED 

• 2 hourly safety huddles in the 
department 

• Daily triage audit of 20 patients  
• PHP SOP updated and PHP’s had 1-

1 around triage documentation 
• Handover from triage Nurse to RSCN 

on duty for paediatric patients 
strengthened 

November 56% 
December 66% 
January 73% 
 

 

The registered 
provider will ensure 
that there is an 
effective escalation 
process in place for 
staff in the streaming 
area at the front of the 
emergency 
department, and in the 
ambulance waiting 
areas of Pilgrim 
Hospital, to fast track 
patients who clinically 
present as unwell, are 
unstable, deteriorating 
or have a recognised 
early warning triggers 
score through to the 
main department to 
receive clinical 
intervention within an 
appropriate timeframe 

• Senior nurses to  continue to 
complete golden hours in the 
department for assurance around 
safety 

• Nursing leadership model, urgent and 
emergency nurse lead appointed, 
matron and lead sister as per plan 

• Senior nurse/manager based in ED 
8am-8pm, CD and executive support 
in ED 

• 2 hourly safety huddles in the 
department 

• Ambulance handover SOP updated to 
be ratified at the ED steering group 

• PHP SOP updated to reflect changes 
in process and offer clarity and 
guidance  

 
 

 

Completed 
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The registered 
provider must ensure 
that there is an 
effective system in 
place to assess and 
monitor the ongoing 
care and treatment to 
patients whilst in the 
emergency 
department. This 
includes, but is not 
exclusive to, the 
monitoring of pain, 
administration of 
medicines, tissue 
viability assessments, 
nutrition and hydration 
and early warning 
scores with regular 
ongoing monitoring. 
This applies to the 
Emergency 
department at Pilgrim 
Hospital  

• Senior nurses to continue to complete 
golden hours in the department for 
assurance around safety 

• Nursing leadership model, urgent and 
emergency nurse lead appointed, 
matron and lead sister as per plan 

• Senior nurse/manager based in ED 
8am-8pm, CD and executive support 
in ED 

• 2 hourly safety huddles in the 
department 

• Daily ward assurance completed by 
ED NIC 

• Twice daily CQC assurance 
completed by NIC on days and SDM 
on duty overnight-report sent to 
HON/Deputy Chief Nurses 

• Above includes snapshot audits of 
intentional rounding and compliance 
with Anderson scoring 

• Trial of ED Pharmacist commenced 
3/12/18-31/03/19, to support medicine 
reconciliation/security of 
medicines/anti-microbial prescribing, 
education and support 

• Weekly report to ET 
• Monthly report to risk summit 

 
 

 

 

 

 
The registered 
provider will ensure 
that there are a 
sufficient number 
(based on demand) of 
suitably qualified, 
skilled and 
experienced nurses 
and healthcare 
assistants (HCAs) 
deployed throughout 
the emergency 
department to support 
the care and treatment 
of patients. The 
staffing levels and 
deployment of staff 
must be reviewed and 
adapted at regular 
intervals throughout 
the day. This applies 
to the emergency 
department at Pilgrim 
hospital  

• Review of registered and non-
registered staffing templates, uplift 
approved. Substantial increase in 
non-registered staff to assist with the 
below: 

– Transfer team  commenced 
– Environment HCA role, to 

maintain cleanliness and 
safety  

– Team and zone working 
implemented within the 
department 

– Clinical overview of the 
waiting room and the fit to sit 
area 

• Agency requested to provide triage 
trained nurses so 2 nurses 10am-
10pm per shift with a 3rd at times of 
pressure to identify sick patients and 
deteriorating patients 

• Agency requests for a paediatric 
nurse in the department to manage 
sick children 10 am-10 pm 

• Senior management team daily safety 
huddles 11 am 

• Dedicated paediatric phone/paediatric 
cubicle 

• 2 hourly safety huddles in the 
department 

• 2 days a week clinical support from 
ECIST consultant 

 
In January 2019 
 
-98.8% compliance with 
increased registered template 
 
-94.6% compliance with 
uplifted support worker 
template  
 
-90.3% compliance with 10-10 
Registered Sick Childrens 
Nurse. When RSCN is not 
available (3 occassions, this 
has been filled by a nurse with 
Level 4 paediatric 
competencies/dual registered 
nurse  
 
-100% compliance 22.00-10 
filled by a nurse with Level 4 
paediatric competencies/dual 
registered nurse  
 

-96.8%compliance for 
running the second triage 
stream 
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Section 3 
 

United Lincolnshire Hospitals NHS Trust  
How to approach sharing the risk proactively across the whole hospital 
whilst the Urgent and Emergency Care Improvement Plan progresses 

 
 

Executive Summary 
This paper has been compiled by Dr Dan Boden, Consultant in Emergency Medicine. 
 
The purpose of this paper is to provide a proposed framework to be explored further 
by the clinical body in order to proactively share risk appropriately across each 
hospital site.  
 
Key Points 

 Crowding in Emergency Departments (ED) can be unsafe with associated 
increased morbidity and mortality and unsustainable for staff 

 ULHT is under significant external scrutiny with regard to urgent care 

 Recent improvements in 95% four hour performance are to be welcomed 

 Concerning metrics (ambulance handover, Aggregated Patient Delay, bed 
occupancy) need to be addressed. There was a system plan to mitigate the 138 
ULHT bed deficit but metrics remain outside of the expected levels  

 Work underway to reduce crowding (Same Day Emergency Care, Frailty, Fit to 
Sit, GP streaming) 

 However whilst improvements are being made it is suggested a number of 
additional actions are needed to proactively manage any additional risk due to 
crowding; 

 Community capacity should be prioritised – risk currently sits within the Trust 

 Extension of  the Full Capacity Protocol 
 

 
1. Introduction 
The Emergency Department is the front door of the hospital – the first experience of 
a patient seeking care in an acute Trust. It is the place where the most unwell, frail 
and vulnerable patients present. Every one of these patients has a right to expect 
timely, safe and effective urgent and emergency care. There are multiple factors 
involved in giving this desired level of care – including staffing, evidence-based 
processes, early access to specialist services/expertise, timely investigations and 
senior decision makers at key stages of the patient journey.  

 
Whilst the Urgent and Emergency Care Improvement Plan and the immediate 
improvement actions are being delivered we need to proactively manage the risk 
across the hospital/s.   

 
With the above in mind the aim of this paper is the following: 

 To accurately convey the current ED position 

 To outline a set of principles to use to design the approach to manging the risk 
across the hospital/s 

 To explore the framework that could deliver the principles suggested 
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2. Current Situation and Issues 
 

There is currently significant external scrutiny from the CQC, NHS Improvement and 
other regulators/bodies as a direct result of poor performance against the 95% four 
hour access standard. The demand across our hospital sites particularly for bed 
based care results at times crowding within the ED. This inhibits the ED team’s ability 
to provide timely care to all. The degree of crowding can be measured using three 
indicators; 
1. Ambulance offload times. Expectation is within 15 minutes of arrival. 
2. Occupancy of trolley patients (number of patients requiring trolleys / number of 

trolley spaces) A department is crowded if the number of patients on trolleys 
exceeds the number of designated assessment spaces.    

3. Aggregated Patient Delay – the total “delay” in hours per 100 admitted breaches, 
where delay is the amount of time spent in A+E beyond four hours 

Recent weeks have shown some early signs of improvement as highlighted below: 
 

Figure 1: ULHT in the Top Ten most improved acute providers for 95% performance  
 

 
  
 

Figure 2: Comparative performance in Pilgrim Hospital 2017-18 (grey) vs 2018-19 (blue) 
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Whilst acknowledging the long-standing, poor baseline from which this data is taken 
these are undoubtedly some positive steps in the right direction and indicates that the 
hard work and focus on urgent care may be starting to make an impact.  
 
However ambulance handover delays and the Aggregated Patient Delay remain 
concerning. Poor performance against these metrics are reflective of exit block.   
 
Figure 3: National and Regional Comparative Data on Key Metrics 
 

 
 

Whilst the Aggregated Patient Delay and admitted breach rates remain as high as those 
highlighted then unacceptable levels of crowding will remain in the Emergency Departments.  

 
 

 

3. Suggested principles and possible framework to reduce Emergency 
Department crowding: 

 
3.1    Principle 1 Defining when each ED is unable to meet patients’ needs due  

to exit block 
Work is going on and clinical teams at both the Pilgrim and Lincoln County 
Emergency Departments are currently defining their own internal black 
escalation triggers. These are at an advanced stage and are pragmatic and 
sensible when benchmarked against similar definitions nationally. When 
specifically considering the Emergency Department at Pilgrim Hospital, we 
are all in agreement (the clinical teams, CQC, NHSI and the Executive Team) 
that one trigger for black escalation is when there are patients in corridors (ie 
not in a designated cubicle). This work should be finalised and formalised 
through a SOP. 
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3.2   Principle 2 Prevention of exit block 
Further development of the improvement work already being carried out could 
help contribute to the prevention of black escalation. This includes: 
- Effective green/amber/red escalation processes (outside the remit of this 

paper) 
- Increasing streaming to co-located GP 
- Attendance avoidance - EMAS 
- Utilisation of Same Day Emergency Care/ambulatory care 
- Red to Green 
- Frailty 
- Fit to Sit in ED 
- Better utilisation of specialty ‘hot’ clinics (more work required in this area) 
 
There is significant work associated with the above areas within the Urgent 
and Emergency Care Improvement Plan and an update on the impact of 
these actions will be brought back. Support is also being provided by system 
partners and ECIST (Emergency Care Improvement Support Team).  

 
 
3.3   Principle 3 Better utilisation of community capacity – community pull 

In the third week in January 2019 the following was true: 

 23% of patients in hospital beds currently are medically fit 

 47 patients with LOS over 21 days  

 44.4% of patients had a LOS of > 7 days 
 
Bed occupancy levels are frequently >/= 99% whilst community capacity is 
currently 91%. There is also significant potential capacity available across all 
community providers which includes the care home sector. It has been 
suggested to be in the region of 200-300 beds. Therefore we will work more 
cohesively as a system to reduce bed occupancy within the acute sector and 
an update on how this will be achieved will be brought back.  
 

 
3.4   Principle 4 Automatic Patient Transfers at agreed time 

Until a consistent 'pull' occurs in the community and across the hospital sites, 
matched by a system that can meet the level of patient demand, a way to 
prevent ED crowding would be to initiate an initiative such as 10@10. For 
example ten patients leave admission areas at 10am to appropriate base 
wards. Irrespective of whether a bed is available or not. 

 
The benefits of this are the following: 
• Occurs in the morning when senior staff are present on the wards 
• Appropriate patients go to appropriate wards  
• Early capacity on admission areas occurs on a daily basis 
• This engenders a 'pull' 

  
The wards would be responsible in ensuring that a bed is available to receive 
their patient by 10am through identifying the most appropriate patient to be 
discharged that day by 10am. 
 
This type of proposal needs careful consideration including a risk assessment 
and QIA and should be worked through and  a proposal developed. 
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3.5   Principle 5 Early Internal De-escalation when an ED reaches ‘black’  

 escalation: 
When black escalation does occur then, by definition, earlier escalation 
interventions have been unsuccessful. The EPIC and the ED senior nurse 
should review all patients in the department to ensure they are safe - starting 
with those in a corridor. Actions to follow may then include:  

 

 Transfer patients whose beds have been declared  within 30 minutes (ward, 
 outpatient, theatre and portering teams would support the moves) 

 Maximise Fit-to-Sit 

 Utilise co-located GP more proactively based on available clinical 
 competency 

 
If this is unsuccessful, and the department remains in black escalation, then 
the Trust should have one hour to de-escalate prior to initiation of an 
extended Full Capacity Protocol (FCP). Ideally this subsequent hour will result 
in patients being moved from the ED to admission unit areas for their ongoing 
care. 

 
During this one hour the assessment units would identify four patients who 
are to move to agreed base wards if FCP is to be initiated. Patients are 
consented and information sheets given. It would then be the wards 
responsibility to identify the most appropriate patient to discharge. 
 
The process out of hours should reflect the in hours process. If FCP is 
initiated out of hours, the expectation of the on-site senior clinical decision 
makers, supported by the Site Duty Management team and oncall teams if 
necessary is to review all discharges planned for the following day and secure 
a safe discharge pathway, whether that be to a ‘usual place of residence’ or 
other community setting. 
 
This type of proposal needs careful consideration including a risk assessment 
and QIA and should be worked through and  a proposal developed. 
 

 
4. Suggestions next steps and timeline 

 
 Trust Board to discuss and agree the five principles outlined above with 

requirement to work up the details and bring back an update report on 5 
March 2019 

 Further discussion, design and agreement of the principles including 
arrangements for a revised FCP at Clinical Management Board on 7 

February 2019 
 Finalised approach and completion of Risk Assessment, including QIA to 

be reviewed by Executive Team 13 February 2019 
 Hold engagement events for all staff 14 – 22 February 2019 
 Trial adoption of agreed revised protocols on Monday 25 February 2019 
 Update Trust Board 5 March 2019 and seek approval for full adoption of 

suggested approach supported by an appropriate risk assessment and 
QIA 

 Implement revised approach from Monday 11 March 2019. 
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5  Recommendation 
 

The Board is asked to support the above actions and suggested timeline.  
 


