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Achieving and sustaining 4-hour emergency access performance
(January 2009 update)
1. Introduction

This paper sets-out the current position on achievement of the national 4-hour emergency access standard, and provides an update on the actions that have been taken, and continue to be taken, to help support the Trust in achieving compliance and improving the quality of service to patients. The paper concludes with recommendations on how things go forward from here.
1.1
Background
1.1.1
Performance year to date

From April through to August the 4-hour emergency access standard was achieved for at least 98.0% of patients (including Walk in Centre – WIC - attendances). In July and August the 4-hour target was also achieved internally, without the uplift of WIC attendances (see Figure 1). However, since the end of August the 98.0% standard has not been met. At the end of November year to date compliance was 98.0%
 including WIC attendances. Performance deteriorated during November and December, in part due to a drop in performance at the Bristol Children’s Hospital. 
1.1.2
National and local context

Performance nationally dropped below the 98% standard in quarter 3 (Q3) to 97.5% (all A&E types), and for the last four weeks averaged 96.3% (ending the 18th January). The average for the South West Strategic Health Authority was 98.0% in Q3 and 96.7% for the last four weeks. For the year to date the Trust is ranked 15 out of 17 (i.e. third worst) for performance year to date, and 11 out of 17 for performance on the four week rolling average.
Figure 1.  Performance against the 4-hour standard during April to December of 2008/2009.
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1.2 What level of performance is required during Q4 to achieve 98.0% for the year? 

The confirmed figures for December show that performance against the 4-hour standard has now dipped below 98.0% for the year to date. Performance will need to be at least 98.4%, before WIC attendances are added, to ensure by the end of quarter four we achieve 98.0% for the year as a whole.
2. Factors affecting 4-hour performance
Analysis of emergency and elective activity and breaches of the 4-hour standard have identified a number of key factors, which has helped to formulate the existing strategy for improving the 4-hour performance. These include the levels of emergency admissions, the pattern for emergency admissions, Emergency Department capacity and a range of other factors which impinge upon how quickly we can get a patient into a bed.
2.1
Levels of emergency admissions
Analysis of Bristol Royal Infirmary (BRI) activity data suggests that achievement of the 4-hour standard continues to be linked principally to bed availability. On weeks when we fail to achieve the 98.0% standard, around 80 % of breaches occur due to no bed being available. This includes beds within the Medical Assessment Unit (MAU), Observation Unit (ward 19) as well as inpatient wards. There are a number of factors that influence bed availability, including:

· Levels of emergency admissions, and our ability to avoid un-necessary admissions (including levels of senior decision making)
· Length of stay (elective and emergency)
· Timing of patient discharge during the day, relative to peaks in emergency admissions
· Bed closures due to norovirus and refurbishment
· Daily levels of elective admissions and discharges, and how these correspond with peaks in emergency admissions over the week 
Further evidence for the link between performance and bed availability includes performance being significantly better during months when the levels of emergency admissions were low (e.g. August 2008) and the worsening performance against the four hour target for the last four months in the context of increasing emergency admissions (see Figure 2).
Figure 2.  The number of emergency admissions per month in 2007/2008 and 2008/2009
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 2.2
Patterns of Emergency Admissions

The recent increase in emergency admissions has not been evenly spread across the week. The most significant increase has been on Mondays which is now the busiest day. Compared with 2007/2008 we are now receiving an average of 10 more emergency admissions on a Monday. 

Many of the complex elective surgical cases are currently admitted on a Monday or Tuesday, due to the clinical need for a high level of medical cover during the immediate post operative phase. It is also evident that Monday bed availability is influenced by the ability to discharge patients over the weekend, which is reduced due to the low levels of senior medical cover. 
Figure 3.  The average number of elective admissions and discharges in the BRI
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The pattern of emergency admissions is exacerbated by the pattern of elective discharges, with most being concentrated on a Friday (see Figure 3). Analysis of the day of admission and length of stay of patients discharged on a Friday is currently being undertaken. This will establish whether a theatre session can be moved to enable patients to be discharged earlier in the week. A detailed audit of blockages to discharge is also required to determine whether other factors are influencing the pattern of discharges.
2.3
Emergency Department capacity
The Children’s Hospital has up until November 2008 routinely exceeded the 98.0% standard. As a consequence the highly predictable nature of levels of emergency attendances has previously not been identified. The Children’s Hospital recently experienced a significant deterioration in performance, coinciding with the seasonal peak in attendances. This started in mid November but is now close to full recovery, in line with the forecast drop in attendances (see Figure 4). 
The high levels of emergency attendances at the Children’s Hospital made evident the shortfalls in junior doctor cover within the paediatric Emergency Department, as well as the pressures on ward staffing through high levels of sickness. The physical space within the Emergency Department had recently become a bottleneck out of hours, anecdotally due to an increase in dependency of patients being seen. Bed availability has also become a limiting factor due to ward staff sickness, and also due to the lack of senior decision making and therefore the tendency to admit more children. The predictable nature of emergency attendances provides an invaluable insight into the likely resource needs at different times of the year. This needs to be exploited to prevent future performance dips.

Figure 4.  Numbers of emergency attendances at the Bristol Children’s Hospital during 2007/2008 and 2008/2009.
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2.4
Other significant causes of breaches
Other causes of breaches of standard have been identified, especially out of hours and at the weekends. These include:

· delays in medical clerking, mainly out of hours, due to the volumes of emergency admissions

· delays in specialists seeing a patient

· availability of isolation cubicles to admit patients with diarrhoea and vomiting to
3. What has been the strategy for improving performance?
The information gained from breach analysis, and changes in performance which have coincided with changes in activity levels or patterns, has been used to inform our strategy for improving performance. This analysis has clearly shown that in order to improve performance we need to improve bed availability, especially at times of high demand (i.e. Mondays, weekends, out of hours) and reduce demand by avoiding un-necessary emergency admissions.
In appendix 1 there is a summary table of some of the key actions taken to date. Despite a significant increase in emergency admissions this year compared with last, the Trust sustained 4-hour performance during the first two quarters of the year. However, we have been unable in quarter three to sustain the further increases in demand during the winter. 
4. What should our approach be to further improving performance?
Whilst improvements have been made in the way we manage patient flow further changes can be made to support the timeliness of patient discharge. For example, the recent use of the Estimated Date of Discharge on the on-line Bed States report has enabled blockages to individual discharges to be progressed via the twice daily Patient Flow Meetings. However, in reviewing progress made so far and why performance hasn’t been sustained in quarter three, some questions have been raised which require further consideration. These relate to whether we have the operational capacity to meet the levels of demand we are currently experiencing, in terms of both beds and staffing, and whether the model we have for managing emergency medical admissions is fit for purpose.

This year we modelled the capacity required to sustain the elective workload and manage the expected numbers of emergency admissions based upon historical activity. This modelling indicated that, assuming all other things stay the same (e.g. length of stay) we needed more beds in quarter 4 than we had available. Hence, additional savings of bed-days would need to be made through Length of Stay reductions. As yet we don’t know whether the levels of emergency admissions we have observed over the last three months in particular will be sustained. But it is important that as part of the 2009/2010 capacity planning round we estimate bed requirements and have an operational plan that can support the demand for beds. This may mean more wards need to open during the winter of 2009 unless challenging lay of stay reductions are realised.
Recent discussions with physicians, Emergency Department and the Medical Assessment Unit (MAU) staff have highlighted the need for a rethink on the way we deliver acute medicine. The medical take is not currently set-up in a way which supports the efficiencies which can be made in reducing length of stay or ensuring continuity of care. An increase in the routine level of consultant cover in the BRI Emergency Department, to reduce un-necessary admissions, and physician cover, to discharge and progress the discharge of patients over the weekend, may be essential to effect improvements in patient flow at the weekend, in preparation for the Monday peaks in demand. There is a plethora of evidence to demonstrate that senior decision making is essential to effect good patient flow. 

So whilst further efficiencies can be made. It is an appropriate time to review our operational capacity to manage levels of emergency admissions and support further efficiency gains that can support the longer term business plan of the Trust.

5. Actions to be taken

It is recommended therefore that the following actions are taken during quarter 4, to support achievement of the 4-hour standard:
· Proposal for a new model for acute medicine be finalised by the Division of Medicine, which should include the planned use of ward 7, any required changes to the physician rota/acute medical take, the role of the acute physicians, and staffing plan for the BRI Emergency Department at the weekend to ensure senior decision making
· Detailed audit of discharge management within the BRI, and Bristol General Hospital be undertaken, to understand what can be done to further reduce length of stay, especially for patients awaiting equipment or some form of package of care. It is recommended this is led by a physician
· A process for managing patient flow at a Divisional level is implemented, so that we plan and manage the number of discharges required to meet the expected number of elective and emergency admissions each day
· As part of the 2009/2010 Operational Planning Process, bed requirements within the Trust are re-modelled, assuming a realistic level of growth in emergency admissions. This should include assumptions relating to likely levels of bed closure over the year due to diarrhoea and vomiting and refurbishment work, and also an agreed level of occupancy the Trust should work to
· Work on improving the MAU/Emergency Department interface continues, including changes to admissions paperwork currently being piloted, to minimise duplication of effort involved with clerking of patients

· Nurse sickness and staffing levels over the winter period continue to be reviewed, and factors that may be affecting these are identified, with the aim of addressing any outstanding issues 
· Seminar is held in early February, at which each Division will present its plans for improving patient flow and supporting achievement of the 4-hour target
       6.
Recommendation

It is recognised that although very recent improvements in performance have been made, achievement of the 4-hour access target remains a challenge. The Trust Board is asked to consider the work programme set-out in this paper and support the work in progress.
Prepared by:
Xanthe Whittaker (Head of Performance Improvement)
Presented by: 
Irene Scott (Chief Operating Officer)

January 2009

Appendix 1

Actions taken to date to improve performance against the 4-hour standard
	Strategy
	Improve bed availability, especially at times of high demand

	Ensure we know when beds are going to be available so that patient flow can be effectively managed
	· Development and implementation of an admissions / bed availability calculator, to estimate and monitor daily bed requirements at the Patient Flow Meetings

· Establishment of 3 x daily Patient Flow Meetings, to manage bed availability and ensure escalation of capacity constraints (now held twice a day to fit in with operational demands)
· Revision of the BRI escalation policy and implementation of a new system for communicating escalation status to key clinical and non-clinical staff via text messages and bleeps

· Plasma screens being introduced onto pilot wards, showing the Estimated Date of Discharge (EDD) and reports to manage patient discharge (e.g. pathology)
· EDD reports circulated twice daily and used in Patient Flow Meetings to plan and manage discharges

	Facilitate early discharge each day
	· Extension of the hours of operation the Discharge Lounge (formerly Clinical Support Unit), to increase the service in the evening and over the weekend. The Discharge Lounge also now serves breakfast for patients, to support early discharge from the wards

· Improvements in turn-around times for discharge medication, with more than double the number of requests now processed within 2 hours 

· Increased support on the wards for phlebotomy, so that bloods can be taken before 10:00 in the morning

	Facilitate discharge at the weekend
	· Physician discharge rounds at the weekend in three key medical specialties 
· Extended opening hours for Pharmacy at the weekend

	Free-up bed capacity at the start of the week 
	· Theatre sessions moved from the BRI to St Michael’s to reduce inpatient workload on a Monday/Tuesday 
· Weekend planning Patient Flow Meeting now run on Fridays, to ensure weekend bed planning is robust. This is attended by the on-call manager

	Reduce length of stay for patients with prolonged stays
	· ‘Long length of Stay’ report produced weekly and used by Divisions to reduce the number of patients having excessive lengths of stay

· A clinically-led review of delays to discharge carried-out on some wards within the BRI, to identify what patients are waiting for, and where efforts need to be focused to reduce length of stay

	Reduce length of stay for simple procedures
	· 23-hour facility, undertaking the more complex ‘routine’ surgery, (e.g. hernias and cholycystectomies) and interventional radiology cases, established in ward 1A (due to commence 5th January2009 but delayed due to norovirus outbreak)

	Strategy
	Reduce demand by avoiding un-necessary emergency admissions 

	Reduce demand by avoiding un-necessary emergency admissions 
	· Locum acute physicians appointed (1 w.t.e.), to increase senior decision making for emergency medical admissions

· GP Support Unit established by the Primary Care Trust (PCT) to field direct admission calls from GPs and offer alternative care pathways where possible

· Additional weekend consultant cover in the BRI Emergency Department established on a sessional basis



� Rounded to one decimal place.
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