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Unscheduled Care Recovery 
 
  
1. Where are we now? 

 
1.1. A key priority for West Hertfordshire Hospitals NHS Trust (WHHT) is driving forward 

improvements to unscheduled care. Attendance rates have increased, and 
admission rates and lengths of stay are all high compared to peers. In this context, it 
is increasingly difficult to provide high quality, responsive care for local residents and 
performance against key emergency care standards has dropped over the winter. 
Emergency pressures are also having an adverse impact on the Trust’s ability to 
provide planned care and on our overall financial position.  
 

1.2. A significant development and redesign of emergency care services has taken place 
over the past year, including a complete redesign of the acute assessment and care 
of the elderly model. Whilst significant progress has been made towards the 
implementation of recognised best practice (including emergency care intensive 
support team [ECIST] recommendations), further work is required to ensure that all 
elements of the pathway are operating effectively and to address the long length of 
stay we currently experience. 

 
 

2. Key Priorities for 2015 - 2016 
 

2.1. Sustainable A&E performance, and high quality emergency care is one of the Trust’s 
priority goals for 15/16. We are working closely with Herts Valleys CCG and partners 
through the whole system resilience group to ensure a co-ordinated, whole system 
approach to address the pressures.  

 
2.2. Priorities for 2015/16 include:  

 

 Continuous Improvement of patient flow and ‘simple’ discharges (including 
morning and weekend discharges); 

 Working with partners to speed up complex discharges into social and 
community care, and reducing very long lengths of stay; 

 Consolidation and expansion of an effective surgical assessment model; 
 Improved data and performance management framework to drive continuous 

improvement across the whole hospital pathway. 
 Review of A&E workforce models including the potential to introduce a GP-led 

‘urgent care front end’ at Watford Hospital; and 
 Reviewing paediatric models of care to ensure all children are getting high 

quality, consistent care in the most appropriate setting. 
 
 
3. Workstreams and Key Milestones 

 
3.1. The programme of work within unscheduled care is formed of two core projects: 
 

 Continuous Ward Improvement 
  A&E Transformation 

 
Each of these strands of work encompasses multiple smaller projects and work streams 
each with clear goals. These include: 
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Continuous Ward Improvement: 

 Patient flow management 
 Ward and Board Rounds 
 Ambulatory Care 
 LOS peer reviews 
 Criteria Led Discharge 
 Live Bed State 

 
A&E Transformation: 

 Ambulance Handover 
 UCC development 
 A&E reconfiguration 

 
 
3.2. The key actions to support delivery of the unscheduled care programme are: 

 

Action / Delivery Milestone 
 

Date 
 

Lead Executive 
 

Operational team established weekly to deliver 
continuous improvement in patient flow 

March 2015 

Director of 
Operations for 
Unscheduled 
Care 

Weekly emergency care, ward and specialty level 
dashboards in place with core internal KPI 
monitoring to drive continuous improvement culture 

April 2015 
Chief 
Information 
Officer 

Unscheduled Care – A&E transformation 
programme established with a clear accountability 
structure and programme plan in place  

April 2015 

Director of 
Operations for 
Unscheduled 
Care 

Initial review & options developed for A&E workforce 
models and GP-led services  

July 2015 

Director of 
Operations for 
Unscheduled 
Care 

Agreed models of care implemented March 2016 

Director of 
Operations for 
Unscheduled 
Care 

 
 
 

4. Recovery Goals & Improvement Trajectory 
 

4.1. The desired outcomes of the 20015-16 Unscheduled Care Programme are: 
  

 Improved flow within the hospital to improve patient experience and outcomes; 
 Reduced lengths of stay which are currently significantly in excess of national 

benchmark comparators; 
 Reduced A&E attendances and admissions through the development of 

alternative care pathways; and 
 All patients are supported to access timely, appropriate care following an acute 

admission. 
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4.2. The plan has been established to support improvement against the following targets; 

Key Performance Indicator Target 

A&E <4 Hour Access 95% 

% Ambulance off load >30 mins 15% 

% Ambulance off load >60 mins 0% 

NEL average LOS Reduce by 7884 bed days 

Average Adult daily discharges (M-F) 100 

Average Adult  daily discharges (W/E) 70 

% Discharges 8am to Noon 50% 

Cancelled Operations (lack of beds) TBC 

 

4.3. The planned trajectory for improvement is as follows: 

Key Performance Indicator 
MARCH 

2015 
Q1 Q2 Q3 Q4 

Non Elective Medicine ALOS* 4.2 4.1 4.0 3.8 3.8 

A&E 4 hour access 77% 95% 95% 95% 95% 

% Ambulance off load >30 mins 27% 20% 18% 15% 15% 

Total NEL discharges per week 462 500 550 600 600 

Average Adult daily discharges (M-
F) 

72.2 80 90 100 100 

Average Adult  daily discharges 
(W/E) 

50.5 60 70 70 70 

% Discharges 8am to Noon 20.8% 30% 40% 50% 50% 

 Cancelled Operations (lack of 
beds) 

TBC TBC TBC TBC TBC 

 

*ALOS is a very high level and imprecise measure of improvement, as numerous variables will impact this. Local measures 
looking at use of bed days and activity will be put in place to monitor more precise use of inpatient beds and track improvement 
in this way, as well as looking at ALOS. 
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Elective Care (Referral to Treatment Time) Recovery 
  

1. Where are we now? 
 
1.1. Meeting national standards for referral to treatment time has been a particular 

challenge during 2014 – 2015 and WHHT is not currently compliant with the 

national referral to treatment time standards for elective care. A contributory factor 

is that there have been unprecedented levels of demand across emergency care 

and significant organisational change, in an environment of financial constraint.  

 

1.2. Efforts during 2014/15 have focussed on providing sufficient additional outpatient 

clinics and theatre sessions to reduce the overall number of patients awaiting 

care. WHHT has worked with other hospitals to provide care so that our patients 

receive their treatment more quickly. The Trust also continued to improve 

underlying systems, including the information that is available to service teams, 

continuous data validation and refinements to booking processes, to ensure that 

patients are seen in a clinically appropriate and equitable order.  

 

1.3. The current improvement programme has focused particularly on reducing the 

number of long-waiting patients, with the aim of reducing the number of patients 

that have waited over 18-weeks from 4,581 (as of 28 Jan 15) to 2,299 (28 Feb 15 

target submitted position).  During 2015 – 2016, this focus will need to be 

maintained in order to further reduce the number of patients waiting over 18 

weeks for care and achieve sustainable compliance with the national standards. 

 

 

2. Key Priorities for 2015 – 2016 

 

2.1. A key priority for WHHT during 2015 - 2016 is to make further improvements to 

elective care so that patients start their treatment within 18-weeks, across all 

clinical services. An improvement team is in place with regular reporting from ward 

to board. WHHT is also working closely with Herts Valleys CCG to consider how 

we can streamline planned care services in the future. 

 

2.2. Priorities for 2015/16 include:  
 

 Clinical services – achieve national waiting time standards for patients requiring 

elective care across all individual clinical services and further reduce the number 

of patients waiting > 18 weeks; 

 Transforming outpatients – improve patient experience and administrative 

processes within the outpatients department, including the adherence to the Trust’s 

Access policy and embedding this as best practice in day to day, business as usual; 

 Information – develop a robust governance structure for managing waiting lists, 

with reliable underlying information; 

 Capacity planning - ensure adequate capacity is in place, in partnership with 

alternative providers, where clinically appropriate; 

 Diagnostics – achieve national waiting time standards for patients awaiting a 

diagnostic procedure.  
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3. Workstreams and Key Milestones 
 

3.1. The programme of work within elective care is formed of 5 overall workstreams, 
aligned with the priorities for 2015 – 2016 outlined above. 

 

Action / Delivery Milestone Date Lead Executive 

Clinical services 

Ring-fence elective beds at Watford hospital for 

cardiology, surgery and gynaecology patients, to 

reduce the risk of patients have their planned care 

cancelled as a result of emergency care 

pressures. 

March 2015 to 

March 2016  

Deputy Chief 

Executive 

Continue specialty by specialty review to ensure 

that clinical capacity is sufficient to meet ongoing 

demand and reduce number of patients waiting > 

18 weeks. 

April - September 

2015 

Director of 

Operations for 

Elective Care 

Confirm plans for ensuring that maximum use is 

made of St Albans for planned care patients and 

undertake changes. 

June 2015 Deputy Chief 

Executive 

Work with primary care to streamline care 

pathways and introduce ‘one-stop’ services where 

appropriate. 

September 2015 Director of 

Operations for 

Elective Care 

Outpatient transformation 

Improve and streamline underpinning 

administration and information systems. 

 

June 2015 Director of 
Operations for 
Elective Care 

Ongoing training for staff to ensure that patients 
receive their care in the correct order, according 
to their clinical needs and access policy is 
adhered to. 

September 2015 Director of 
Operations for 
Elective Care 

Information systems 

Complete national audit of waiting lists. 

 

April 2015 Deputy Chief 

Executive 

Improve overall reporting arrangements, with 

system of alerts in place to ensure compliance 

with referral to treatment standards across all 

individual specialties. 

June 2015 Chief Information 

Officer 

Capacity planning 

Establish a capacity and demand model that 

informs planning within all clinical specialties and 

support creation of robust plans in future. 

February 2016 Chief Information 

Officer 

Diagnostics 

Continue service by service review, so that there 

are sufficient diagnostics staff & equipment 

available to meet demand. 

March 2016 Director of 

Operations for 

Elective Care 
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4. Recovery Goals & Improvement Trajectory 
 

4.1. WHHT will use the following standards to track progress in delivering timely 
elective care and detailed weekly reports are currently being developed for all 
individual clinical specialties to assess ongoing performance and confirm whether 
action is necessary to deliver continuous compliance with the national standards. 
 

Key Performance Indicator Target 

Non-Admitted Care: 

% Seen in 18 weeks >=95% 

Number of Specialties Not Compliant 0 

Admitted Care: 

% Seen in 18 Weeks >=90% 

Number of Specialties Not Compliant 0 

Diagnostics: 

% Seen in 6 weeks >=99% 

Patient Experience: 

Long-waits Reduced to Sustainable Level 
% Incomplete pathways  within 18 

weeks >= 92% 

Cancelled Operations (lack of beds) TBC 

 
 

4.2. The planned compliance trajectory for 2015 - 2016 is shown below. More detailed 
modelling to confirm compliance timescales both overall and for individual 
specialties will complete once the current focussed work on reducing the number 
of patients that have been waiting over 18-weeks has concluded in March 2015. 

 

Key Performance Indicator Target 

Compliance 

Q1 Q2 Q3 Q4 

% of Non-Admitted Patients Seen in 18 Weeks 
>=95% 

    

Number of Specialties Not Compliant for 
 Non-Admitted Care 

0 
    

% of Admitted Patients Seen in 18 Weeks 
>=90% 

End    

Number of Specialties Not Compliant for 
 Admitted Care 

0 
    

% Diagnostic Patients Seen in 6 Weeks >=99%     

% Incomplete pathways within 18 weeks >=92% End    

 Cancelled Operations  TBC TBC TBC TBC TBC 
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