
Page 1 of 8 
 

 

SUMMARY REPORT  1.14.065 (App 3) 

Trust Board 31st July 2014

Subject Emergency Department – Trust Board, Part One Briefing 

Prepared by Tim Mumford, Deputy Divisional Manager, Medicine & ED 
Jo Gibbs, Chief Operating Officer 
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Purpose 

The objective of this report is to provide the Board with information relating to the 
context, current challenges and developments within the Emergency Department. 

 

Receive ● 

Approve  

Trust Objectives 

Quality People Partnership Resources 

● ●  ● 

Executive Summary  

The report identifies the main developments and proposals which are designed to support the 
quality of care delivered in the Emergency Department and to address the increase in activity. 
 

Key Recommendations 

The Board is asked to note the report for assurance . 

 

Assurance Framework 

The report provides information on the key risks and current level of assurance in meeting the 
Trust’s objectives. 

 

Next Steps 

 
 

Corporate Impact Assessment 

CQC Regulations Covers all CQC outcomes. 

Financial Implications None. 

Legal Implications None. 

Equality & Diversity None. 

Workforce and Staffing  

Performance Management  None.  

Communication  None. 
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Emergency Department – Trust Board Briefing   

 
 
1.0 Introduction  

 
The aim of this paper is to brief the Trust Board on the context, current challenges and 
developments within the Emergency Department.  

 
Nationally, Emergency Departments are experiencing greater pressure due to increased 
attendances and acuity of the patients attending. This national experience is reflected at 
Royal Cornwall Hospital. At RCHT, the ED 4 hour standard was failed in Q1 with a 
performance of 91.9% in June and 86.5% for the quarter. The start of July has also seen 
performance well below target, with the impact that Q2 is at high risk of failure. 
 
NHS Kernow has been notified by the NHS Tripartite Panel that the Cornwall Health System 
has been designated as “high risk” because of the local healthcare system’s performance 
struggle against the 95% Emergency Care Access Standard in England in 2013/14, matched 
with poor performance in Quarter 1 in 2014/15.  Plymouth has also been identified as a high 
risk system. 
 
Various factors are believed to have contributed at different points to the performance 
position. These are shown in the chart overleaf (Diagram 1) which summarises what has 
been happening at various points and the actions which have been taken by RCHT and 
partners since the start of 2012/13.  
 
Of the breaches that are currently occurring, approximately one third are attributable to 
waiting times to be seen and treated within the Emergency Department and two thirds are 
attributable to waiting for a hospital bed. 
 
Over the past three years the attendances to the ED have remained relatively stable. 
However over the last three months (April to June 2014) this has changed and overall 
activity has been both above predicted number and compared to commissioned plan.  
 
The table below details the attendances at RCHT and WCH compared to plan over the last 
three years.  
 

Year Actual Attendances Variance against plan 
2011 - 2012 64,968 -3% 
2012 - 2013 65,486 2% 
2013 - 2014 65,959 0% 
2014 - 2015 72776 (estimated) 9% 

Note – Full year estimated on actual Quarter 1 attendances, actual attendances for 
April to June 2014 – 18,194 

 
For the first time in several years significant ED growth (9% in Q1) and non-elective growth 
(6% in Q1) is being experienced when comparing Q1 data year on year. 
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Non elective activity is significantly over performing against plan (by c£1m at month 3.) 
However, most of this income is only paid for under the tariff rules at the marginal rate of 
30%. This has cost the Trust £823k to date. 
 
The new Emergency Department which opened Christmas 2013 has provided significant 
improvements in privacy and dignity for patients, a much better-designed working 
environment for staff and sufficient space to cope with the growth in demand. However, the 
original business case made no provision for additional staffing (as no short term growth was 
predicted or commissioned by the CCG.) 
 
In addition to the overall increase in patient numbers there is a detectable change in 
presentation with more patients attending later in the evening and at weekends. Diagram 2 
(overleaf) illustrates the time of day patients arrive at our Emergency Department. 
 
Following the themes of the overall national context, we are experiencing the impact of: 
 

 Local community system delays 
 Growth in demand 
 A changing pattern of presentation  
 Constraints in local Primary Care capacity and the Out Of Hours Service 
 The impact of NHS 111 rollout 

 
A number of developments are being implemented and proposed for the Emergency 
Department. It should be noted that these are in addition to the “Patient Flow” strategies 
already discussed at Trust Board over the last few months. 
 
The investment options and risks to support increasing demand within a severely challenged 
and constrained financial resource will be considered as part of the Q1 review of the 
financial and operational position. In the meantime the investment proposals have been 
submitted to NHS Kernow as part of the Winter Resilience bids. 
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2.0 Key Developments and Proposals 
 
2.1 Quick Wins 
 
2.1.1 Shift Controller 
 
The benefits of a Consultant as the Shift Controller have been cited as a key contributor for 
improved performance at a number of other Trusts. The role of the Shift Controller is to 
provide a safe environment for the assessment and treatment of patients. Its main functions 
are: 
 

 Chief Chaser – Ensure plans are made for each patient, ideally within 2 hours 
 Order Diagnostics – order diagnostics to support early decision making and support 

discharge 
 Inpatient Chaser – liaise and chase speedy response with specialities. 

 
This role removes a Consultant from undertaking 1:1 care of patients but in other Trusts 
evidence is now showing significant benefits to the overall departmental function. 
 
The RCHT pilot began on the 14 July 2014. 
 
2.2.2 RCHT Job Planning to reflect demand 
 
Current ED Consultant job plans allow for 2 Consultants to work clinically each morning with 
one Consultant on the “Shop Floor” and one Consultant splitting their time between clinics 
and “Shop Floor” work. Job plans will be changed from 1 August 2014 to move one 
Consultant to the afternoon, resulting in extra senior medical opinion being available in the 
late afternoon, matching the higher demand.  
 
2.1.3 Acute GP Pilot Acute  
 
The pilot will attempt to identify patients at triage who are likely to benefit from Acute GP 
input in managing their care and trying to prevent unnecessary overnight stays as well as 
patients who are likely to have ambulatory care sensitive conditions. 
 
The pilot commenced on 14 July 2014, for three months.  
 
 
2.1.4   Nursing Cover  
 
The nursing shift profile has been reviewed to map capacity against demand. The nursing 
team have been consulted to explore their views on proposed changes. This would allow ED 
to respond more flexibly to the differing types attendances throughout the department. This 
has been positively received with some suggestions that have now been incorporated into 
the final proposal. The change in the rota would increase the nursing team from 12 to 15 
registered nurses from 1100 hours to 2300 hours each day.  
 
This would increase the number of nurses available in ED during the busiest times while 
reducing the workforce during the quieter periods. The cost is limited to enhanced out of 
hours payments and was approved by the Trust Management Committee with an expected 
implementation during August 2014.  
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2.1.5 Daily Performance Reviews 
 
Daily performance reviews have been implemented with the ED Management Team 
including the matron and consultant to review the previous day’s performance and identify 
learning.  
 
Individual performance information is now published daily to all staff in the staff room and is 
used to identify outliers to better understand specific issues and help support staff were 
required.  
 
 
2.2 Investment Cases 
 
A number of investment cases have been approved in principle and submitted as part of the 
Winter Resilience Bid. The total costs of the submitted bids below equate to £1.1m full year 
effect.  
 
2.2.1 ED Clinics (Costs included in Ambulatory Care Proposal) 
 
 
The ED clinics provide follow up for patients from ED where it is not possible to make a final 
decision and require a review to determine onward care or discharge. In reviewing the 
clinical reason for the referring patients to the ED clinics, over two thirds are related to 
sprains, suspected fractures or soft tissue injuries.  
 
A business case has been approved in principle by the Trust Management Committee that 
proposes that the clinic continue to be consultant led with the addition of an experienced ED 
physiotherapist who would be able to review and discharge patients following attendance. 
They would also provide a valuable resource to ED to facilitate treatment and discharge from 
ED and will release the Consultant capacity to the “Shop Floor,” providing increased senior 
review.  
 
 
2.2.2  Consultant Business Case (£222k FYE) 
 
The business case to increase the number of ED consultants from 8 to 10 has been 
approved in principle. This would enable the department to meet the College of Emergency 
Medicine recommendation to deliver a sustainable 16 hour a day consultant presence on the 
“Shop Floor.”  
 
This would deliver Consultant cover from 08.00 to midnight every day as well as providing a 
second “Shop Floor” consultant during week days and provide doubled up cover every 
weekend and bank holidays. This proposal would also mitigate some of the impact of 
reduced number of middle grade doctors and improve the recruitment and retention of both 
staff groups.  
 
2.2.3 Nurse Investment (£268k FYE) 
 
This builds on the plan to improve the overall nurse cover in ED by providing enhanced 
cover for minors by providing a dedicated treatment nurse to support “See and Treat” nurse 
led care and flexibility to increase capacity in the resuscitation area, currently staffed by one 
nurse at night.  
 
This would also deliver the nursing requirements identified in the Safer Nursing/Acuity work.  
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2.2.4  Ambulatory Care Business Plan (£654k FYE) 
 
An external review of our patients within the Medical Admissions Unit (MAU) has provided 
evidence that a number of patients who are currently admitted could be treated on an 
ambulatory care basis. The business case for ambulatory care has been further developed 
to include the implications of operating seven days a week and includes increased acute 
physician cover. This will provide improved opportunities to assess and treat patients without 
the need for admission to an acute medical ward.  
 
This has formed part of the joint bid for winter pressure monies to support the development 
of the “Emergency Floor” with SWASFT and PCH which includes a primary care service out 
of hours based with the ED team. The bid includes joining the national Ambulatory Care 
Network to further develop the programme over the next 12 months.  
  
 
2.3 On-going Scrutiny, Best Practice and Learning 
 
The ED clinical and management team are visiting a number of other departments to identify 
strategic and operational developments they have implemented to improve performance, 
quality and patients experience that can be brought back to RCHT over the next few months.  
 
A visit has been arranged from Musgrove Park Hospital (Taunton) to provide a critical review 
of the department to further improve the service delivery and identify systemic issues for 
development. The visit is planned for 28 to 29 July 2014. The Review Team will include 
senior consultants including the President of the Royal College of Emergency Medicine, a 
senior nurse and a Service Improvement Lead.  
 
Discussions are underway with the NHS England Area Team regarding the possibility of a 
formal system-wide review by the Emergency Care Intensive Support Team.  This is in line 
with the Operational Resilience & Capacity Planning Guidance. 
 
 
3.0 Conclusion 
 
The actions and proposals described have been designed to minimise the waiting time for 
patients within the Emergency Department and develop capacity at key times to cope better 
with the growth in demand and to further reduce the number of patients admitted into 
medical and surgical beds. 
 
However, without further investment and significant change in the rest of the Health & Social 
Care system to reduce attendance / referral to hospital and to speed discharge of medically 
fit patients, the overall performance against the four hour target cannot and will not be 
sustainably achieved. 
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Diagram 1: Factors contributing to the performance position against the 4 hour target 

 

 
 
 
 
 
 
 
 
 
  

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Performance 92% 96% 95% 90% 90% 94% 91% 90%

Main issues in 

the relevant 

period

Higher non‐elective 
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in LOS and reduced 

CDU capacity

Non elective 

growth 
continued (up 

5% for Q3/Q4), 

LOS/ DTOCS 

largely static

Actions taken 
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88%
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numbers and 6% 
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2

2012‐13
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Timescale

2014‐152013‐14
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Implementation of NHS 
Pathways led to short term ED and 

non elective attendance spike

Spike resolved. Non 
electives  and delayed 

transfers of care remained 
above plan, but at 
manageable levels

Medical flow issues: 
increased LOS, age and acuity 

of patients and delayed 
transfers of care

Norovirus 
outbreak: worst  for 
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Diagram 2: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


