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Christchurch Hospital ED

• 72,000 
presentations/year

• 48% admission rate 

• 23 ED cubicles

• 550 hospital beds
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What this talk is about

• A case study
– Improving the Patient Journey Project at 

Christchurch Hospital

• Real solutions
– Principles and application based change



Causes of and solutions 
to ED overcrowding

• Cardiac failure analogy

• The patient journey paradigm

• Models of Care template



The Cardiac Failure Analogy
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Principles

1. The causes, and 
solutions are multi-
factorial and should be 
considered in concert

2. Two of the three areas 
of contribution are 
outside the authority of 
the ED, so it needs to be 
driven at Executive level



Patient Journey Paradigm

• Take the whole patient journey perspective
– referral to discharge
– there may be a number of patient journeys

• Examine it (diagnostics)
– what things are unnecessary
– where are the tightest bottle necks

• Fix it
– Unnecessary steps in the patient journey should be 

identified and eliminated 
– devote resources to the narrowest bottlenecks first



Principles

3. Unnecessary steps in the patient 
journey should be identified and 
eliminated

4. The narrowest bottlenecks in the 
patient journey should be fixed first



Models of Care

• The models of care describe the itinerary 
on the patients journey
– where they go, what happens there and who does it.

• The important ‘transformational’ or ‘value 
added’ tasks need to be focused on 
– resuscitation or stabilisation, diagnostic work up, 

observation, definitive care etc.



Principles

5. Important tasks in the patient journey (value 
added, or transformational tasks) need an 
appropriately staffed and resourced place 
dedicated to undertaking that task efficiently 
and effectively.

6. When the patient has completed that task, he 
or she moves to the next place, for the next 
task.



Drivers for change

• Patients and staff

• Porkupines Report (early 2004)

• Brennan & Kennedy Report (late 2004)

• Improving the Patient Journey Project



Improving the Patient 
Journey (IPJ)

• Umbrella of project management 

• Whole systems redesign

• Based on data and analysis

• Series of interlinked programmes e.g.

Capacity Planning After Hours
Emergency Department General Surgery
Theatre access Radiology
General Medicine etc



Dealing with the 11am bus……



Improving the Patient 
Journey: 

The Christchurch Story

• ED length of stay as a key performance 
indicator (KPI)  (4, 6 and 12 hour) 

• Traffic light Q-screen changes. Also rolled 
out to wards to give ward staff a heads up of 
potential patients for their areas

• Soon to go one step further with AMAU 
(MAPU) Q-screen available on GM wards



Improving the Patient Journey 
the Christchurch Story 

Q Screen Changes



Improving the Patient Journey 
the Christchurch Story 

Q Screen Changes



Applying principles into 
practice in ED

• ED Review Team, led by two SMOs, meets 
twice weekly to review data of all patients 
>10hrs LOS + targeting triage 
performance 

• Fast-track pathways for some surgical 
patients and for medical patients  

• 7-day front door physio in ED - see 95% 
pts within 30 mins referral and discharge 
60% GM, 85% musculoskeletal patients



See and Start 

• If dealt with early these low workload cases can 
be discharged very rapidly

• This has the effect of improving flows of other 
patients in the department

• Championed by Nurse Manager and Prof of 
Emergency Medicine with backing of Health 
Board

• N.B. Not about volume but about fostering 
culture of competency driven practice



Improving the Patient 
Journey - Ward 
developments

• Acute Medical Assessment Unit – 87% Gen Med 
patients go through this unit with ALOS 20hrs. 

• Expected Date of Discharge for all patients 
admitted from AMAU

• Nurse or criteria led discharge by protocol -
Reduced LOS (0.3 days) and weekend discharges 
(up 40.6%) in trial wards



Improving the Patient 
Journey - Ward 
developments

• Improved acute theatre access to reduce surgical 
length of stay and free up beds

• Working on the development of a Surgical 
Assessment & Review Area (SARA) plus Medical 
and Surgical Progressive Care Units (HDUs) to 
create ‘hot’ medical and surgical floors (to open 
within next six months)

• Transit lounge identified and to be up and running 
in <3 months



Improving the Patient Journey:
The Christchurch Story 

• Each of these initiatives frees up bed 
capacity  improving ED access to wards

• All clinician driven with support of 
Improving the Patient Journey team





Percentage of Patients leaving ED in 
Four Hours or less

Percentage of Patients leaving the Emergency Department 
in 4 Hours or Less, Feb 06 - Feb 07
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% 4 hrs & less Pre Q Screen Mean Lower limit Upper limit

% 4 hrs & less Post Q Screen Mean Lower limit Upper limit

% 4 hrs & less Post AMAU Mean Lower limit Upper limit

% 4 hrs & less Post Review Team Mean Lower limit Upper limit

% 4 hrs & less Review Team Break Mean Lower limit Upper limit

%4 hrs Post 3 Hour Focus Mean



Hold on a minute..

Aren’t you turning the ED 
into a glorified triage post?

What about training? 
The registrars won’t 
get any experience.



What do we want to achieve 
in a specialist emergency 

department?

• Expert and timely care of the 
unwell patient

• Prompt, accurate diagnosis and 
expert early management of 
patients with significant illness 
and injury



What do we want to achieve in a 
specialist emergency 

department?

• A well developed capacity to rule out 
significant illness and injury so that 
patients can be reassured and safely sent 
home

• Expert management of patients with a 
wide variety of non life-threatening 
conditions, including the performance of 
procedures so that patients’ appropriate 
treatment is not delayed, discomfort is 
promptly relieved and discharge is 
expedited



The Future Emergency 
Department

• Resuscitation of the unwell patient

• Management of the Undifferentiated 
Patient
– Particularly efficient ‘rule out’ pathways, for example 

Clinical Decision Units - Leeds et al.

• Definitive management of the Ambulant 
Patient
– Particularly more procedures, and more procedural 

sedation/anaesthesia.



What don’t we want to achieve in a 
specialist emergency department?

• Baby-sitting patients who are under the care of 
other teams

• Accommodating teams of in-patient doctors, 
particularly the arrogant and the pedestrian

• Having our own patient care desires thwarted 
by a department full of patients who would be 
better served by being somewhere else, 
managed by someone else



What do patients want from a 
specialist emergency department?



To leave!



A final thought….

It’s the patients’ time that matters…

If we value this, everything else will follow


