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England 2000

Ambulance offload 

delay

Trolleys in corridors

No beds available

Ambulance diverts

Violence against staff

Staff recruitment 

problems

Patient complaints

Litigation

Poor clinical 

performance

Adverse events rising

Specialist withdrawal



My department

120,000 new pts/yr

40 adult beds

10 paeds beds

8 bed CDU

17% admission rate

98% leave in 4 hours

Expanding role

Increasing budget



Why did we get a four hour standard?

How did we achieve it?

What made it work?

Was it real?

What is happening now?

Does this apply to Australian EDs?



Why it happened?



98% of patients will be seen and 

discharged/admitted within 4 hours of 

arrival in the emergency department



Reforming Emergency Care 

2001
1. Patients have to wait too long for care and treatment

2. Staff capacity in A&E departments is too stretched

3. Capacity in Hospitals is not sufficient

4. Delays in Discharge patients from hospital

5. Patients with emergency needs compete with those who have 
elective needs

6. Diagnostic and other services are not available at evenings and 
weekends

7. Patients are expected to wait in a single queue in many A&E 
departments

8. Demarcation of Working Practices

9. Patients end up going to the wrong service

10. The whole system is fragmented

11. Standards of care vary in different parts of the system



Analysis

Manufacturing Industry Techniques

– Reducing variation

– Process not diagnostic groups

Healthcare Commission benchmark data

National Survey

Dept of Health Toolkit



DATA

Data is great, live data is even better

Understanding

arrival patterns

when long waits occur

why they occur
Hourly arrivals by day for: Birmingham Heartlands & Solihull NHS 

Trust (Teaching)
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Before the ED

Improved access to primary care

Prevention e.g. assaults, alcohol

Chronic Disease management

Alternative sources of care

Ambulance service

– 999 call handling

– Alternative destinations

– Ability to treat and discharge



In the ED 

Senior involvement early

See and Treat

Diagnostics and access to results

Social care and frequent attenders

Staffing levels, surge capacity

Live data and progress chasing

Primary care in the ED



In the ED -See and Treat 

Senior Staff 

Separate Staff

Separate Area

Separate Flow

No triage

Nurse Practitioners

National Programme

?? TWO hour target



The triage controversy

Abandon triage

Now or later

Only when wait is excessive but…..



In the ED –

Rapid Assessment Team

Senior team receive patient

Rapid assessment

Early decision

– Admit

– Discharge

– Think



In the ED – after referral

ED staff send them to the ward

Use of Assessment Units

Waits for specialist initiative

Mental Health issues



Beyond the ED

Bed availability

– Bed occupancy

– Predictive analysis

– Reducing length of stay

– Planning electives



Outflow

Discharge planning

– Simple discharges

– Complex discharges

Discharges before midday

Discharge Lounges

Weekend Discharges
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BMA 2005

According to the BMA[2] the main reasons for not reaching 

this target are:

Not enough inpatient beds

Delayed discharges

Delay in accessing specialist opinion

Not enough nurses

Not enough middle grade doctors

Department too small

Delay in accessing [diagnostic services]

http://en.wikipedia.org/wiki/Inpatient


Make the diagnosis before you decide the 

treatment.

www.warwick.ac.uk/go/edwaits

http://www.warwick.ac.uk/go/edwaits


General issues

Predictable Events

Executive and senior clinician involvement

Whole system working

Tackling issues directly

Capacity management



How did we do it?

High Profile Target

Clinicians and evidence

Royal College Involvement

Checklists and Toolkits

Incentives

Emergency Services Collaborative





Financial Incentives

Incentive Scheme
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…..and perverse incentives



New roles

– Emergency Nurse Practitioners

– Nurse Consultants

– Emergency Care Practitioners

– Emergency Department Practitioners

– Consultant Physiotherapists

– ED Technicians

– 48% of patients treated in my ED didn’t see a 

doctor



The continuing saga of 

“inappropriate attenders”

Right Place First Time

Or

Make the ED the Right Place

– 999 advice (hear & treat)

– Ambulance discharge (see and treat)

– Correct destination ( see and refer)

– Other open access services





Is it really 98%

Gaming

Rules

• Type 3 EDs

• Excluded patients

• Clinical Decision Units

• Assessment Units



Adverse effects

? Increased attendances

? Staff stress

? Time before quality

? Excessive Focus on the target 



Does it 

discourage 

modern 

emergency 

medicine?



PMDU

“The A&E story represented powerful 

evidence of how thoughtful reform 

combined with effective management of 

performance could radically improve results 

quite rapidly”

“Many staff celebrated their success...but a few cynics in the 

NHS who hated government targets did their best to shoot 

the service they purported to defend in the foot”

Sir Michael Barber

Instruction to Change, 2007



Harvard Review

“ No evidence for any of the dysfunctional 

effects that have been hypothesized in 

connection with this target”

The target “produced efficient enhancing 

improvements in treatment ethnologies”

Stephen Kelman

Kennedy School of Government 2006



Changing culture

Silos, Tribes & Specialists

Worker inspired, worker led

Measured in ED – Cause and Effect

My CEOs approach...

But we can all do something



The continuing problems 2009

Availability of beds

Surge capacity

Time to stop and think

Time at expense of……..





And then....





4 hour standard reduced to 95% 

immediately

Replaced from April 2011

New quality indicators, publically available

More freedom for local NHS

Outcomes based assessment by 

government



Replacing with clinical 

indicators

Outcomes

Experience

Safety

Timeliness



Do you need to have a 4 hour target and 

address quality and safety?



Thank you

m.w.cooke@warwick.ac.uk


