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Recommendation 
 
The NHS Board is requested to:  
 

 Note the performance reported for key Unscheduled Care pathway indicators.  

 Note the continued good progress in taking forward improvement initiatives in reducing 
delays to discharge by providing appropriate community capacity.  

 Agree the proposed approach to future iterations of this paper to include a core set of 
indicators as well as a report at the next meeting on progress against the second of the 
unscheduled care ambitions, namely to ‘Reduce Acute Length of Stay by improving 
internal systems and processes’. 

 Acknowledge the review of wider unscheduled care data and the proposal to provide 
this initially to Corporate Management Team (CMT) and to Performance Governance 
Committee (PGC), with assurance to the Board that a scrutiny process is in place to act 
on areas of underperformance. 

 

 

Summary 
 
February 2016.  Subsequently it was agreed that a specific Unscheduled Care paper, 
detailing performance in this area, and reporting on programmes of work underway to 
achieve improvements, would be beneficial to the NHS Board.  The Board received a 
further paper on 21 March 2016 which provided additional detail at hospital level for the 
core indicator set as well as benchmarking data available within the National Services 
Scotland Discovery system. 
 
This iteration of the Unscheduled Care Performance Report includes the current core 
measures reflecting demand, capacity and performance across the unscheduled care 
pathway. The report also provides a progress report on initiatives being undertaken 
towards the unscheduled care thematic area: Reduce Delays to Discharge by providing 
appropriate community capacity.  This information is provided for all three Health and 
Social Care Partnership areas. 
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Key Messages: 
 

 The Unscheduled Care report will continue to be presented regularly to the NHS Board 
providing a consolidated report on unscheduled care in line with the unscheduled care 
thematic areas.  

 Future reports will follow the journey through the unscheduled care pathway and 
highlight key indicators of demand, capacity and performance. 

 In addition to the core set, each future report will also consider an area of focus from 
one of the three unscheduled care thematic areas. This focused analysis will consider 
supplementary measures and present information on progress being made against key 
programmes of work in this particular area. 

 

 
 

Glossary of Terms  
 

A&E 
AHP 
ED 
HSCP 
IPEP 
OBDs 
UHA 
UHC 

Accident and Emergency 
Allied Health Professions 
Emergency Department 
Health and Social Care Partnership 
Improving Patient Experience Programme 
Occupied Bed Days 
University Hospital Ayr 
University Hospital Crosshouse 
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1. Situation 
 
The Unscheduled Care report is regularly presented to the NHS Board providing a 
consolidated report on unscheduled care in line with the approach developed in the 
Improving Patient Experience Programme (IPEP).  Future reports will follow the journey 
through the unscheduled care pathway and highlight key indicators of demand, capacity 
and performance. 
 
 
2. Background 
 
Current reporting arrangements are comprehensive in relation to the Treatment Time 
Guarantee and Local Delivery Plan Standards.  A Planned Care paper, previously 
presented as the Waiting Times paper, is also presented to the NHS Board which 
complements this paper and considers the position against the waiting times guarantees.  

 
The NHS Board has now received Unscheduled Care papers which have provided a more 
comprehensive drilldown of the core data set, as well as providing some insight into the 
benchmarked position for some key unscheduled care indicators.  Further iterations of this 
Unscheduled Care report will continue to consider the core set of data as well as provide 
further contextual information on progress against the three unscheduled care thematic 
areas. 
 
Section 3.1 of this paper presents a more detailed explanation of the approach which has 
been adopted in compiling the proposed Unscheduled Care Performance Report.  This is 
followed by Section 3.2 which provides trend data for those core measures presented in 
previous iterations of this paper, updated to show end of year 2015/16 position where this 
is available.  These data are disaggregated to Hospital or Health and Social Care 
Partnership (HSCP) area where available. 
 
Section 3.3 provides a progress report on initiatives being undertaken towards the 
unscheduled care thematic area: ‘Reduce Delays to Discharge by providing appropriate 
community capacity’.  This information is provided for all three Health and Social Care 
Partnership areas. 
 
Finally section 3.4 proposes the future approach and development of this paper, 
highlighting that this paper is at a developmental stage.  It is intended that future iterations 
of this paper will include the core set of indicators, as presented here, as well as providing 
a more focused and detailed report on progress against one of the three unscheduled care 
thematic areas, namely:  

 

 Reduce Emergency Admissions by providing accessible alternatives;  

 Reduce Acute Length of Stay by improving internal systems and processes; and  

 Reduce Delays to Discharge by providing appropriate community capacity.  
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3. Assessment 
 
3.1 Approach 
 
In developing the Winter Plan, the IPEP and Unscheduled Care Interface Groups have 
focused on the three thematic areas described in section 2 above.  Taken together, these 
three elements aim to decompress the pressure placed on the acute system by reducing 
hospital occupancy which it is believed will improve the experience of our patients and our 
colleagues.  
 
The Unscheduled Care Performance Report is expected to mirror the original IPEP areas 
and support a direction of travel which intends to build functional capacity across the 
health and social care system throughout the year via the NHS Ayrshire & Arran 
Unscheduled Care Improvement Plan.  The present report includes monthly data from 
Information Services Division sources including NHS Performs, Delayed Discharge and 
Emergency Care publications as well as local management information which provides a 
more up to date indication of the current situation.  
 
In this paper, the use of double asterisks (**) denotes the inclusion of unpublished 
provisional local management information.  The report covers Emergency Department 
(ED) attendances, performance against the Four Hour Emergency Access Standard, 
attendances resulting in admission, and people awaiting discharge. In addition to the ‘all 
site’ data, additional site specific trend data are also provided.  Further work will be 
undertaken and presented in future reports which will show not only site breakdown but 
the usage of EDs by HSCP area. 
 
 
3.2 Core Measures 
 
3.2.1   Demand 
 
The following information reflects performance relating to ED attendances across all sites 
within Ayrshire and Arran.  Further detail is provided regarding attendances at the two 
major ED sites within Ayrshire and Arran, namely University Hospital Ayr (UHA) and 
University Hospital Crosshouse (UHC).  It should be noted that all March 2016 data should 
be treated as provisional at this stage. 
 



 

5 of 15 

 
   
It is worth noting that since December 2015 through to March 2016 the monthly number of 
ED attendances has been higher than for the same period in the previous financial year.  
This is demonstrated within the following table. 
 

 
Dec Jan Feb Mar 

ED Attendances - All sites - 2014/15 9,678 9,713 8,809 10,266 

ED Attendances - All sites - 2015/16 9,934 9,875 9,824 11,459** 

Difference +256 +162 +1,015 +1,193** 

   
There has been a significant increase in overall attendances within the months of January 
to March 2016 compared with January to March 2015.  The attendances at University 
Hospital Ayr and University Hospital Crosshouse are shown in the charts below. 
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As the charts above highlight, ED attendances dropped significantly during February 2015 
at both main ED sites.  Data for February 2016 suggest this pattern was not repeated 
during February 2016.  Furthermore, provisional March 2016 suggest a significant 
increase on both the previous month attendance figures and on the previous year’s 
performance in March 2015.  
 
 
3.2.2 Emergency Admissions 
 
The demand for acute unscheduled care is greater than it ever has been previously. There 
was a total of 31,158** emergency admissions received across University Hospital Ayr and 
University Hospital Crosshouse for the last three months of the financial year (1 January – 
31 March 2016).  This represents an 8.2% rise on the same period last year. 
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The percentage of emergency attendances resulting in admission for February and March 
2016 is 41.4% and 38.5%** respectively, showing an initial trend in reduction of 
admissions as a result of emergency attendances.  This brings the conversion of 
emergency attendances to admissions to a position on par with performance at the end of 
March 2015.  
 
National benchmarks for this indicator are around 24%, however much of the discrepancy 
between this figure and NHS Ayrshire & Arran’s performance can be accounted for by the 
nature of the pathway for patients referred for acute assessment by their General 
Practitioner.  These patients currently present at ED as opposed to a dedicated 
assessment unit which is the practice in most other Boards and will be the case in NHS 
Ayrshire & Arran following the opening of the Assessment Units at University Hospital 
Crosshouse and University Hospital Ayr under the Building for Better Care Programme. 
The impact of the Combined Assessment Unit at University Hospital Crosshouse will be 
presented within the August NHS Board paper. 

 
The performance for this measure at University Hospital Ayr and University Hospital 
Crosshouse are shown in the charts below. 
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3.2.3 Emergency Department Waiting Times 
 
Since 2007, the national standard for emergency department waiting times is that new and 
unplanned return attendances at the ED should be assessed and admitted, transferred or 
discharged within four hours.  The standard of performance expected on this measure is 
95% with a stretch target of 98%. 
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Dec-15 Jan-16 Feb-16 Mar-16 

ED Attendances - % seen within 4 hours 97.4 90.9 90.4 91.2** 

ED Attendances - % seen within 4 hours UHA 97.1 89.2 88.3 87.9** 

ED Attendances - % seen within 4 hours UHC 97.5 91.5 91.2 92.7** 

 
 
Performance across NHS Ayrshire & Arran was 90.4% in February 2016.  Provisional 
performance for March 2016 shows that performance overall has improved slightly to 
91.2%**.  However performance at UHA has worsened slightly from 88.3% in February 
2016 to 87.9%** in March 2016.  The improvement overall is as a result of improvements 
made at UHC from 90.4% in February 2016 to 92.7%** in March 2016.  An average 
performance of 92.5%** has been achieved between 1 December 2015 and 31 March 
2016.  This represents more than a seven percentage point improvement on the 
comparable figure for the same period last year.   
 
Whole system planning and development continues to support an improved personal 
journey with partnership working around the delivery of single point of contact in 
intermediate care and rehabilitation and joint work with Scottish Ambulance Service 
demonstrating substantial potential in the reporting period. 
 
During the same period, the opening of additional capacity, the realignment of surgical 
beds to medicine and the implementation of an enhanced patient flow team in UHC has 
helped reduce the number of patients boarded outwith their home speciality and has 
protected elective capacity to a degree not achieved last Winter.  At UHA there has been 
similar qualified success in reducing boarding and instances of elective cancellations as a 
result of developments to the patient flow team and the introduction of same day 
admissions on a number of surgical wards. 
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3.2.4 People Awaiting Discharge 
 
The target for ‘delayed discharge’ for 2015/16 is zero delays over two weeks.  This is an 
important measure of quality and person-centred care.  Given the evidence that older 
people can experience functional decline from around 72 hours after admission, there is a 
shift in the focus towards this measure from 2016. 
 

  Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 

Delayed Discharges - 2 week waits 
EAHSCP 0 0 0 0 0 0** 

Delayed Discharges - 2 week waits 
NAHSCP 0 0 0 1 1 4** 

Delayed Discharges - 2 week waits 
SAHSCP 0 2 7 15 14 13** 

 
Of the 17** people who waited more than 14 days in February 2016, four** were in North 
Ayrshire and the other 13** were in South Ayrshire. 

 
 
3.3 Unscheduled Care Programme 
 
The Unscheduled Care programme was established in June 2015 as the IPEP programme 
and set out three ambitions, namely: 
 

 Reduce Emergency Admissions by providing accessible alternatives; 

 Reduce Acute Length of Stay by improving internal systems and processes; and  

 Reduce Delays to Discharge by providing appropriate community capacity.  
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The key measure in identifying progress made against these ambitions has been 
Occupied Bed Days (OBDs) as this is seen as a driver of improving patient and staff 
experience. 
 
Several initiatives are contributing to a reduction in OBDs and these are shown below at 
Health and Social Care Partnership area.  
 
 
East Health & Social Care Partnership 
 

Red Cross Home from Hospital 

 

The Red Cross has significant experience of providing support for vulnerable people across 
a variety of settings.  East Ayrshire HSCP has led on the commissioning of the Red Cross 
to provide a ‘home from hospital’ service since late 2014.  The Red Cross service was 
initially piloted in University Hospital Crosshouse.  The initiative was well received, with 
subsequent extension to University Hospital Ayr. 

 

The service provides the following elements: 

 transport home from hospital; 

 support to return home; 

 resettlement with reassurance and support to reduce the likelihood of readmission;  

 small-scale risk assessment and signposting / onward referral, e.g., fire or falls risk;  

 low level practical support such as shopping and light meal preparation, and; 

 telephone follow-up to ensure individuals are settled or whether further assistance is 
required. 

 

During the 12 month evaluation period, the Red Cross service has supported 1,609 people 
in total with 969 discharges supported.  The Red Cross service has made an important 
contribution to facilitating timely and effective support to discharge and resettlement at 
home for a significant number of residents.  A full evaluation is available which provides 
detailed information on the impact of the Red Cross service since its commissioning. 

 
Discharge to Assess 
 
Discharge to assess has a demonstrable evidence base in facilitating timely, safe 
discharge which reduces lengths of stay in hospital for vulnerable older people.  Initially a 
test of change, the discharge to assess approach has been rolled out for people in East 
Ayrshire likely to require care home support.  The baseline period showed an average 
delay of 17 days between fit for discharge and care home placement.  Rolling out 
discharge to assess has reduced this to fewer than 10 days.  To end of March 2016, 111 
people had progressed through the discharge to assess avoiding or saving an estimated 
799 bed days over the period.  
 
Early Referral to Social Work  
 
Early referral to Social Work has the aim of ensuring that people with ongoing support 
needs are identified at as early a stage as possible in their pathway where hospital-based 
treatment is necessary.   
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Early referral contributes to reducing the average length of stay for people with complex 
needs and reducing bed days lost to delayed discharge by maximising the time available 
for assessment dialogue and support planning.  Good practice indicates that 
commencement of assessments for complex discharges should be proactive and not 
delayed until ‘medically fit’. 
 
In addition, early referral supports flow through the system in relation to packages of care, 
coordination across the system and decision-making regarding long-term care.  
Baseline performance showed that 63% of referrals were within one week of a decision 
being made on clinical fitness for discharge.  The aim is to increase referrals outwith one 
week from fit for discharge.   
 
Following system-wide engagement, an ongoing steering group was established with early 
referral being implemented from October 2015.  Over the winter period the number of 
referrals outwith seven days of fit for discharge has increased from 17 in September to 34 
in December with the number of early referrals maintained at 30 in January and February 
2016.   The estimated number of occupied bed days avoided or saved as a result of early 
referral is 420 over the winter period.  
 
Discharge Hub 
 
A Discharge Hub began operating in December 2015 in UHC.  The Discharge Hub 
provides a coordinated and multi-disciplinary approach to discharge, proactively identifying 
and planning for the ongoing care and support of people with complex care and support 
needs. 
 
 
North Health & Social Care Partnership 
 
Pavilion 3 increased admissions 
 
There are times when people may need more support to avoid having to stay in hospital or 
they may need additional support after a hospital stay, to get home more quickly and 
safely.  Intermediate Care and Reablement enables people with complex or changing 
support needs to maximise their level of independence and to stay at home, or return to 
their home and community. 
 
An additional 17 patients from University Hospital Crosshouse received support in Pavilion 
3 over the period.  From 1 October 2015 to 31 January 2016 there were 78 admissions to 
Pavilion 3 increasing to 95 patients from 1 October 2015 to 31 January 2016.  It is 
estimated that a total of 288 OBDs have been realised. 
 
Increased Home Care and Care at Home Capacity 
 
The Partnership, through additional investment has increased Care at Home staffing 
capacity.  Following extensive recruitment, by the end of December 2015 an additional 
1,720 hours has been available to deliver provision.  This increased capacity has allowed, 
from October 2015 to end January 2016, an additional 110 community based service 
users, who required Care at Home as an emergency, to receive services immediately thus 
preventing admissions to hospital.  It is estimated that 1,864 OBDs have been saved with 
this initiative. 
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Reduce Delays to Assessment 
 
Assessment outwith the Acute Hospital setting facilitates timely, safe discharge, reducing 
the length of stay in hospital for vulnerable older people.  A total of 31 additional 
assessments were undertaken during the four month period, October 2015 to January 
2016.  It is estimated that 525 OBDs were saved with this initiative. 
 
Timely Transfer to Care Home Setting 
 
This initiative aimed to reduce the average number of days to complete discharges in line 
with the National 14 day target.  The model for releasing funding to support care home 
placements has been changed and is now released on real time basis.  It is estimated that 
1,270 OBDs were saved with this initiative. 
 
 
South Health & Social Care Partnership 
 
Social Work Assessment at Biggart 
 
The intention for this project is that through the addition of specific social work input at 
Biggart Hospital and UHA the discharge process would be shortened and OBDs would be 
saved.  It is expected that 900 OBDs would be realised as a result of this introduction and 
streamlining of social work assessments.   
 
Improvements in average assessment time have been delivered with assessments 
completed by the two new post holders taking an average of five days compared with the 
norm of around 11 days.  Furthermore, proactively starting assessments in UHA have 
resulted in a more timeous assessment process.  This additional input provides 
assurances that any delays in discharge would be due to a lack of available funding or 
places rather than a lengthy assessment process. 
 
The notional OBD impact for this initiative is that 350 bed days have been saved to date.  
 
Allied Health Professions (AHP) led beds at Biggart 
 
The AHP-led beds project at Biggart expects to realise 430 OBDs as a result of the 
provision of eight AHP-led beds.  This aims to reduce median length of stay as well as 
total OBDs.  This has been done through implementing new admission criteria, ensuring 
Multi-disciplinary team goal setting and enhanced rehab for patients.   
 
A rehabilitation pathway has been piloted for 6 months within Urquhart Ward since 19 
October 2015.  This AHP/Nurse led model of care has been developed within a goal 
setting approach to rehabilitation with patients and families attending goal setting meetings 
to identify personally meaningful rehabilitation goals.  This test of change indicates a 
reduction in mean length of stay from 67 to 21 days from 30 patients who have completed 
the rehabilitation pathway.  All patients were discharged to their own homes and none 
have been readmitted within the first four weeks following discharge.  Improved patient 
outcomes have been evidenced through the use of Indicators of Relative Need illustrating 
maintenance of independence or reduced levels of dependence on discharge for all 
patients. 
 
The notional OBD impact for this initiative is that 250 bed days have been saved to date. 
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Criteria Led Discharge at Biggart 

 
The Criteria-led discharge has been set up in order to speed up discharge process and 
avoid this being held up due to ward rounds.  Through the use of criteria for discharge of 
patients a geriatrician need not be present to initiate the process. 
 
The notional OBD impact for this initiative is that 300 bed days have been saved to date.  
 
 
3.4 Future work  
 
The measures illustrated and discussed above form a core set for all future iterations of 
this paper.  This core set will however expand and develop as data are able to be 
disaggregated to partnership level, and as further measures are identified as useful within 
this Unscheduled Care report. 
 
In addition to the core set, the next report to NHS Board will provide a progress report on 
initiatives being undertaken to deliver the Unscheduled Care theme to ‘Reduce Emergency 
Admissions by providing accessible alternatives’.  This report will have a particular focus in 
this area, and highlight the impact of the Combined Assessment Unit at University Hospital 
Crosshouse on delivering this ambition. 
 
Furthermore, additional work being undertaken to identify data from across the 
unscheduled care pathway including the analysis of Primary and Secondary Care data will 
be consolidated and reported through CMT and PGC.  Assurance to NHS Board will be 
provided through updates in future iterations of this paper on progress being made to 
manage performance in these areas of focus.  This assurance will be received by NHS 
Board at its August 2016 meeting. 
 
 
4.  Recommendations 
 
The NHS Board is requested to: 

 

 Note the performance reported for key Unscheduled Care pathway indicators. 
  

 Note the continued good progress in taking forward improvement initiatives in 
reducing delays to discharge by providing appropriate community capacity.  
 

 Agree the proposed approach to future iterations of this paper to include a core set 
of indicators as well as a report at the next meeting on progress against the second 
of the unscheduled care ambitions, namely to ‘Reduce Acute Length of Stay by 
improving internal systems and processes’. 
 

 Acknowledge the review of wider unscheduled care data and the proposal to 
provide this initially to CMT and to PGC, with assurance to the Board that a scrutiny 
process is in place to act on areas of underperformance. 
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Monitoring Form 
 

Policy/Strategy Implications 
 

The proposed Unscheduled Care Performance Report 
fits with the Local Delivery Plan, the Six Essential 
Actions to Improve Unscheduled Care and the 
Strategic Plans of the Health and Social Care 
Partnerships.  
 

Workforce Implications 
 
 

There are no workforce implications arising directly 
from the Unscheduled Care Performance Report. 
Business Intelligence and analytical capacity is 
required to produce data required and interpretation of 
that data.  
 

Financial Implications 
 

There are no financial implications arising directly from 
the Unscheduled Care Performance Report. 
 

Consultation (including 
Professional Committees) 
 

Consultation has been between Directors and Senior 
Officers. Further specification and development of the 
proposed measures and report will be required.  
 

Risk Assessment 
 
 

The report relates to performance and has no direct 
risks associated with it, however, it relates to a 
significant area of business and may assist in risk 
identification, management and reduction.  
 

Best Value 
 
- Vision and leadership 
- Effective partnerships 
- Governance and 

accountability 
- Use of resources 
- Performance management 

Unscheduled Care is a major driver of demand.  The 
report contributes to whole system understanding and 
action in relation to a significant area of service.  
 
The Unscheduled Care Performance Report links 
directly to the performance management dimension.  
It also relates to whole system partnership working.  

Compliance with Corporate  
Objectives 

The Unscheduled Care Performance Report fits with 
the corporate objectives of caring, safe and respectful 
as well as quality ambitions and the effective use of 
resources.  
 

Single Outcome Agreement  The Unscheduled Care Performance Report aligns 
with Health and Wellbeing themes within Community 
Plans and Single Outcome Agreements.  
 

Impact Assessment  This is a performance report on operational delivery 
and contains no new equality implications.  
 

 
 


