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Welcome to our third edition of the ECIP newsletter.  As well as the ECIP 
systems which are taking part in the programme, we are getting growing 
interest from other systems outside of the programme. So this newsletter 
now has a slightly wider readership. 

We are now well into the programme with diagnostics completed for all 
systems and soon these will be followed up with formal ‘concordats’ which 
will capture the agreed priorities for action.  Much of that action has 
already started and we have already seen some encouraging results in a 
number of sites which our evidence shows will be contributing significantly 
to quality and safety. It is very much early days but provisional  data shows that the 28 systems 
overall are in a better place than last year and we feel that this will also be much closer to the rest 
of the NHS when the comparative data is available. 

But the real test will come in the period immediately after New Year.  That’s why we have 
launched the Safer Start campaign.  We will be supporting all 28 systems to undertake a Safer 
Start event during this period – either a Multi-Agency Discharge Event (MADE) or a Breaking the 
Cycle event.  We know that these interventions make a difference, particularly as they increase 
the focus on urgent care in systems and improve team working within and between 
organisations.  So whatever event you are involved in over this period, I would encourage you not 
only to do the things that the evidence shows make a difference but also to communicate the 
exercise fully and create a system-wide ‘buzz’ about. Successes, however small, need to be 
recognised and celebrated and through this we will create a can do attitude for the wider 
programme. 

Alongside the field work, we are organising cluster events and master classes and webinars 
targeted to those areas that systems have prioritise. Feedback from events so far has been very 
positive. 

I would like to take this opportunity to wish you all a happy and safe 2016 

Glen 

 

Updates from the four ECIP clusters 

Cluster One (Steven Christian):  
All diagnostic visits are now complete across Cluster One systems.  Each visit included:  

 an acute walkthrough of the patient pathway across each hospital site, meeting with both 
clinical and managerial staff involved in running and working across the internal pathways 

 structured interviews with providers and commissioners across the system 

 visiting a range of community services 

 a Chief Officers feedback session to present findings and initiate discussion to explore 
solutions.   

The structured and comprehensive programme provided the team full access and exposure which 
significantly helped triangulate our findings to shape the ‘right’ priority areas for each system to 



utilise the ECIP support.  We would like to thank all individuals involved in the planning for each 
system visit.  The level of organisation and access across each system was fantastic. 

We will provide a written report indicating the priority areas along with good practice principles 
and guidance, which builds upon the feedback to Chief Officers.  We have purposely kept the 
priorities to a manageable level and been specific on the areas that if delivered we believe will 
provide the marginal gains required.  We observed many aspects of good practice and 
hardworking, committed individuals, and the report is focused on further opportunities to 
complement existing efforts.  Once submitted to systems, we are requesting a concordat 
agreement between ECIP and Chief Officers to ensure the relationship is understood and we can 
drive forward with our support to assist system improvement across the UEC pathway.  

Next steps are to sign off priority areas with each system and mobilise MDT support.  We have 
also requested  case studies from all systems to promote the excellent pockets of practice we 
have observed.   

Cluster Two (Berenice Groves): It has been a busy period again in Cluster Two, with 
community diagnostics undertaken across York & Scarborough, Lincolnshire, Hull & East Riding 
and Cornwall. Each area has their own challenges due to the geographical spread of their 
communities, critical to understanding the transformation of services. We have carried out a 
number of length of stay reviews both within acute and community beds, and commonly 
appearing themes are strategy for utilisation of community beds, pathways to access social care 
therapies, and end of life pathways including lack of fast track continuing health care provision. It 
is evident that SAFER is not embedded within the systems. 

We have also observed some excellent practice, for example interim implementation of 
independent care home liaison role in Lincolnshire, with non-clinical discharge liaison supporting 
clinical teams with board rounds. North Cumbria has had a very difficult experience with severe 
flooding affecting many of their communities and infrastructure, and should be commended on 
their continued resilience. 

Cluster Three (Nye Harries): There is a lot of activity across the systems. Amongst this 
one interesting feature has been the clinical challenge events we have run in two acute trusts. 
This is a technique used by the ECIST team to engage consultant staff especially, themed 
around the link between improved flow and better outcomes for patients.  

Its run as a clinical meeting, typically held in the early evening, with one of the clinical leads from 
the ECIP team presenting a combination of research evidence and hospital data to a group of 
senior clinicians, generally from Medicine, though also Surgery and Radiology.   

The focus is on research evidence, data over a period (typically two years) presented in statistical 
process control (SPC) charts and techniques used elsewhere to tackle issues of poor flow.  

The approach has several benefits: 

 It sets out clearly the case for why poor flow is primarily a patient safety issue, with the 4 
hour standard as a barometer, not the end in itself. 

 It reviews the opportunities along the internal acute pathway, and also offers chance to 
discuss the ‘interface agenda’ with community services.  

 It offers a chance to involve a wider group of consultants than those who have a formal 
clinical leadership role, and expose them to ECIP personnel and their support offer. 

 It gives a chance to discuss some the ECIP findings about internal flow, allow any challenge 
back (hence the name) and debate possible solutions. 

We will be running more of these events across Cluster Three in 2016. 

Cluster Four (Pete Gordon): All Cluster Four systems are actively engaging with the 
programme. The issues vary between systems but on the whole the constraints to improved 
patient flow are fairly similar. Urgent and emergency care is a complex adaptive system which 
works well when rules are simple and not made unnecessarily complicated. Examples of simple 
rules include the SAFER patient flow bundle and Red and Green days.  

The Red and Green day approach really resonates with front line teams, a Red day being of no 

http://www.england.nhs.uk/wp-content/uploads/2015/03/breaking-the-cycle-safer-flow.pdf


 value to a patient and a Green day being a day of value to a patient. We are actively encouraging 
teams to think about how they can reduce the number of Red days. When multidisciplinary teams 
really focus on this we typically see the number of stranded patients (those with a length of stay 
greater than 7 days) reduce. 

We are also encouraging teams to prepare for the week immediately after Christmas (week 
commencing 4 Jan) to mitigate the inevitable challenges and risks the first week after the 
Christmas break brings. Systems are taking a number of approaches to this e.g. MADE (multi 
disciplinary discharge event) events or a Breaking the Cycle week. Either approach is ok, but 
without doubt there need to be clear plans to ensure there is enough capacity to meet demand 
during this busy period. 

We have had a number of new team members joining the Cluster Four team - Andy Aldridge, 
Annie Prime and Marie Herring. They bring with them a wealth of experience and enthusiasm 
and will be spending at least a day a week on site supporting teams to deliver known good 
practice. We will continue to enthusiastically support our systems keeping the patient firmly at the 
heart of everything we do.  

 

Case Study: Right Care, Right Place, Each Time  

Following a visit from the Emergency Care 
Intensive Support Team (ECIST) looking at 
implementation of the SAFER bundle, Brighton & 
Sussex University Hospitals NHS Trust launched 
“Right Care, Right Place, Each Time” on 9 
November. The team developed the model by 
extending the SAFER principles to ensure high quality safe care for patients from admission 
onwards, with the aims of:  

 Delivering acute care more efficiently and reducing the amount of time patients are waiting 
for things to happen 

 Increasing use of the discharge lounge enabling beds to become available earlier in the day 
thus supporting flow from ED and assessment units 

 Safer and more efficient patient discharge with a focus on “Home for Lunch” 
  

The Trust appointed the Clinical Director for Specialty Medicine to lead 
the implementation, Dr Sarah Doffman, supported by the Directorate 
Lead Nurses for Specialty Medicine and Surgery and the Lead Nurse for 
Capacity Flow and Partnerships, as well as a small project team.  

The phased approach commenced with three exemplar wards, extending 
to six more in phase two, and two elderly/general medical wards and the 
dedicated fractured NOF ward in phase 3 – in total 16 wards are now 
included across the Trust.  

There was discussion with the relevant ward managers, Directorate Lead 
Nurses, and therapy leads together with representation from social work and pharmacy to ensure 
engagement with the model from its inception. There has been commitment from all members of 
the MDT to maintain daily board rounds which have set the focus for the day, and been driven by 
the ward managers. Data has already shown that discharges are increasing which has allowed 
for better flow with most wards having empty beds on a daily basis. 

It has been recognised that some wards work differently dependent on their clinical specialty and 
therefore application of the underlying principles needs to be thought about. Other wards already 
have good processes in place and therefore the model will help to enhance this good practice.  
There is a weekly Newsflash which highlights those wards that have shown excellent 
improvements against the metrics together with posters for each ward providing a clear visual 
representation of how they have performed overall.  

All wards have shown sustained early improvements and continue to progress. This is due to the 



positive engagement and hard work of the MDT involved who have embraced this change 
programme for the benefit of patients. Key improvement highlights are shown below, and whilst 
teams acknowledge that there is more to do to improve patient flow, this is great progress in a 

relatively short period of time.   

 

On one of the phase one wards, length of stay for patients over 75 has already reduced by 8.5% 

 

Another ward has seen overall average inpatient stay reduce by 6%.  

 

There has been excellent engagement from all the wards to date and it has been important to 
visit the ward managers to maintain the momentum and provide positive feedback on their 
performance and support for the initiative. 

The Trust is still in the process of rolling out the model to the existing specialty wards and will 
also be arranging a presentation for MDT with the opportunity for Q&A, to fully embed the 
principles so that this becomes “business as usual”. In addition, there will be more focussed work 
to look at ways of improving the pathway for fractured NOF patients and improve the stranded 
patient metrics for all wards. 

 



Why the ‘stranded patient metric’? Dr Ian Sturgess, Associate Medical Director – Monitor 
 
The ‘stranded patient metric’ is defined as the number of beds 
occupied by patients who have been in hospital 7 days or more.  
A  proportion of these people will have a truly catastrophic illness 
and will need to be in hospital that long. However, a significant 
proportion will have spent 7 or more days in hospital because of 
unnecessary waits in the system. Many of these waits are internal 
including waiting for a decision, a diagnostic test, an intervention, 
a referral etc.  It is also important to be certain that whatever the 
patient is waiting for necessarily needs to be done as an in-
patient.  

 The effective use of Expected Date of Discharge (EDD) and the 
Clinical Criteria for Discharge (CCD) from the point of admission 

as part of the case management plan assists in the daily focus on what our patients are waiting 
for.  The EDD should be set assuming ideal recovery and no delays, thus its use is to help ‘flush 
out’ any constraints within a patient’s journey.  The daily Board Round and ‘one-stop ward round’ 
are the means by which these waits are identified and effectively managed by the team.  If the 
wait/constraint cannot be managed by the team then this should be escalated within the Hospital 
for resolution. Peer review of stranded patients by one clinical team to another can ask the key 
questions: 
 

 Why does this patient need to remain in hospital? 

 What is being done and by whom to get this patient home? 

 What could have been done in the first few days to prevent this patient becoming ‘stranded’. 

 

The metric can be split between those aged under 75 
and those 75 and over.   For patients aged under 75, 
this metric could be considered ‘low hanging fruit’ as 
this group of patients usually, but not always, remain 
fairly simple discharges.  For patients aged 75 and 
over, particularly those with frailty, any unnecessary 
waits are not a ‘passive’ and can generate harm 
through de-conditioning which translates what could 
have been a relatively simple discharge in to a more 
complex one.  This hospital based de-conditioning 
results in a functional decline that is now dependent on 
external agencies to support the discharge. The aim is 
to eliminate these waits to shorten hospital admissions and reduce the consequences of 
prolonged admission.  

These Patients At Risk of Increased Stay (PARIS) are mostly older people with frailty, but not 
exclusively, and need to be identified at the point of admission. They need a zero tolerance of all 
unnecessary delays to prevent de-conditioning along with very pro-active case management with 
early mobilisation and prevention of unnecessary ‘bed rest’.  Hospitalisation, independent of the 
acute condition, frequently results in marked reduction in habitual activity which itself causes 
deconditioning.  If the de-conditioning is prevented, the patient’s discharge can remain simple.   

The ‘stranded patient metric’ frequently is at its lowest level on Christmas Eve and rises after the 
Christmas and New Year period and is a major contributor to the ‘over-crowded’ status of 
hospitals in January.  It is assumed that all this increase in ‘stranded patients’ is due to the 
significant reduction in ‘care support’ in the community during and after the festive season and/or 
an increase in illness severity.  However, there is a need to also recognise that the internal 
delays, diagnostics, decisions etc., are also significantly increased in this time period.  Attention 
to these internal delays during ‘predictable event planning’ can go some way to mitigating the 
rise of the ‘stranded patient metric’, whilst the wider system focuses on the external delays.  



 A Safer Start to 2016  

Stephen Duncan, ECIP Director of Operations & Delivery 

We often keep patients in hospital for too long. We make them wait for all 

sorts of things such as, tests, reviews, medication, social care packages, 

discharge papers, and so on. This waiting is not passive, it can be harmful. 

But it doesn’t have to be like this. 

There is evidence from the first week of January last year that there were 

increased blockages in patient flow and disrupted performance across the system for a significant 

time after.  For example, in 2014/15, there was a spike in the number of patients waiting over four 

hours from decision to admit to admission (“trolley waits”) in the days immediately after the festive 

period. Further evidence shows a partial but significant cause is the in-hospital reduction in 

discharge decision-makers time over the holidays, most notably of consultant reviews. It is for this 

reason we have created the Safer Start campaign, specifically to support systems to improve 

patient flow from January onwards. 

Safer Start will deliver a unified whole system approach in two parts; firstly, systems agree 

to have appropriate levels of senior medical, nursing, diagnostic, social care and therapy cover 

from 25 December through to the second week of January; and secondly each system runs an 

accelerated discharge or breaking the cycle type event in order to safely discharge patients no 

longer requiring an acute level of care.  

The ECIP team has been in to all 28 systems to undertake a diagnostic review. We have seen 

dedicated hardworking staff often frustrated by ill-fitting processes, bureaucracy and unnecessary 

complexity. What we have also seen is that staff can be empowered, OTs and physios can be 

freed up to be more effective, and that a ‘home first’ policy should be the goal of every system. 

Senior clinicians need to feel comfortable owning the risks that allow patients to be discharged 

early. They can lead by example on ward rounds and set precedents that mean their junior 

doctors complete discharge summaries before lunch so nurses don’t have to spend valuable time 

chasing them. This comfort comes from strong, continuous and effective leadership, leaders who 

will commit to improvements and see them through, despite the bumps in the road. 

Increased patient flow saves lives and too often unnecessary complexities, unhelpful processes 

and lack of ownership of risk silts up the system. But the systems within the ECIP programme 

have shown it is possible to overcome those blockages. ECIP are preparing a number of quick 

guides and other helpful material on our website which I would encourage systems to look at. 

Upcoming Dates for your Diary:  
 
National Learning Events:  
 
The second of the national learning events will be happening in February 2016:  

 Cluster One - Wednesday 3 February - Leeds 

 Cluster Two - Thursday 4 February - Leeds 

 Cluster Three - Wednesday 16 February - Bristol 

 Cluster Four - Thursday 17 February - Bristol 

Invitations have been sent to all 28 systems. Registration forms should be sent to the ECIP events 
mailbox at ECIPEvents@nhselect.org.uk  

 

http://www.ecip.nhs.uk/Tools-and-Resources/Safer-Start-Campaign-
mailto:ECIPEvents@nhselect.org.uk


Masterclasses: 

Leadership Masterclass - Wicked Problems and Clumsy Solutions 

Join us in Leeds on 21st January or London on 26th January.   

With registration from 9.30am, the day starts at 10am and finishes by 4pm.  

 

Delivered by Keith Grint, Professor of Public Leadership at Warwick University and  

internationally-renowned for a wealth of books, papers and talks on his theory of leadership. 

Keith will be supported by Jim Timpson, a Director and Organisational Development lead for 

NHS Elect, with many years of NHS experience looking at resilience, conflict and culture.  

 

What problems do you have in your system that you’ve been unable 

to solve? We’ll start today looking the classifications of Tame, Wicked 

and Critical problems, and suggest that we tend to think about these  

different problems as the responsibility of Management, Leadership and 

Command. In this first session you will begin to work on your own system 

problems, analysing the kind of problem you are facing. 

 

The second part of the day will look at ‘Cultural Theory’ - we will argue that 

solutions tend to reflect assumptions of organisations and/or individuals – e.g. 

hierarchical organisations seek greater emphasis on rules and enforcement, 

while community-oriented organisations seek greater social cohesion. This 

generally works for Tame and Critical Problems but Wicked Problems are  

often not as easy to address. In this session, you will look at and assess your 

own cultures and beliefs and consider the significance of that within 

your normal decision-making processes. 

 

The final part of the day will look at how to deal with Wicked 

Problems, using ‘Clumsy Solutions’- how you can begin to use a 

different philosophy to leadership, rooted in collaboration, collective 

intelligence, and a focus on questions not answers. We suggest that 

ways of addressing Tame and Critical Problems are often  

counter-productive for addressing Wicked Problems - we traditionally 

associate Leadership with decisiveness and authoritative action, an 

approach to Wicked Problems that can compound the difficulties  

rather than resolve them. In this final section you will begin to  

construct alternative approaches to work problems and figure out 

what you need to do next. 

Registration is open to all 28 ECIP systems, with 4 spaces allocated per system.  

Please email ECIPEvents@nhselect.org.uk for more information and a registration form.  

 

 

Email: nhs.ecip@nhs.net    Website: www.ecip.nhs.uk   Twitter: @ECIProgramme 


