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Recommendation 
 
The NHS Board is requested to:  
 

 Note the performance reported for Unscheduled Care pathway indicators 

 Consider and comment on the NHS Ayrshire & Arran Winter Plan 2016/17 as 
submitted to Scottish Government. 
 

 

Summary 
 
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. 
 
This iteration of the Unscheduled Care Performance Report provides an update on the 
core suite of measures and discusses the ongoing reporting arrangements of unscheduled 
care data during winter 2016/17. 
 
Throughout 2016 NHS Ayrshire & Arran and the three Health and Social Care 
Partnerships in Ayrshire have been working together to build on our existing arrangements 
and deliver a Health and Social Care system that provides high quality services to meet 
the needs of our communities. 
 
The planning of safe and effective services to meet unscheduled care demand over the 
winter period is an essential part of this partnership work. 
 
The Winter Plan 2016/17 attached comprises of: 

1. NHS Ayrshire & Arran the Winter Plan 2016/17 – supporting the 

Transformational Change of Unscheduled Care 

2. Integrated Winter Plan - University Hospital Crosshouse cluster 

3. Integrated Winter Plan - University Hospital Ayr cluster 
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It also takes account of: 

 Predicted demand – based on historic evidence; 

 Anticipated discharge – based on existing services and therefore resultant 

patients awaiting transfer of care and 

 Anticipated additional discharge - based on new commissioned services and 

improved performance with resultant reduction on patients awaiting a transfer 

of care. 

 
Key messages 

 

 The Winter Plan for Ayrshire and Arran as a whole system has now been submitted to 
Scottish Government.   

 Development work is underway to identify and develop a suite of whole system 
measures to highlight pressures experienced over the winter period. 

 The next Unscheduled Care paper to the NHS Board will provide and discuss whole 
system performance and highlight plans in place to manage system pressures and any 
surges in demand. 
 

 
 

Glossary of Terms  
 

BfBC Building for Better Care 
CAU Combined Assessment Unit 
ED Emergency Department 
GP General Practitioner 
UHA University Hospital Ayr 
UHC 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 across the system.  On an annual basis NHS 
Ayrshire & Arran prepares a plan to manage increased demand for unscheduled care 
services over the winter period.  This is presented to the NHS Board for consideration and 
comment. 
 
2. Background 
 
Current reporting arrangements are comprehensive in relation to the Treatment Time 
Guarantee and Local Delivery Plan Standards.  This Unscheduled Care Paper provides an 
update on key indicators relating to unscheduled care activity in relation to the following 
thematic areas:  
 

 Reduce Emergency Admissions by providing accessible community alternatives;  

 Reduce Occupancy and Length of Stay by improving systems and processes 
within the Acute Hospital; and 

 Reduce Delays in Discharge by providing appropriate community capacity. 

 

Further work is being undertaken to expand the suite of agreed indicators to include Out of 
Hours Health and Social Care Services and also wider pressures on Social Care that 
impact on both direct services to people and also have implications for restricting transfers 
of care. 

 
3. Assessment 
 
The demand for unscheduled care services across Ayrshire and Arran has continued to 
rise over the past year, and it is anticipated that, as in previous years, the winter period will 
place the whole health and social care system under significantly more pressure.  
Appendix 1 to this paper provides trend reports for the current agreed suite of unscheduled 
care indicators used to monitor performance across the system.   
 
In order to provide assurance to the NHS Board that work is underway to manage 
demand, particularly over the winter period, a detailed Winter Plan for Ayrshire and Arran, 
as a whole system, has now been submitted to Scottish Government.  This is presented as 
a package of: 
 

1. NHS Ayrshire & Arran the Winter Plan 2016/17 – supporting the Transformational 

Change of Unscheduled Care (Appendix 2) 

2. Integrated Winter Plan - University Hospital Crosshouse cluster (Appendix 3) 

3. Integrated Winter Plan - University Hospital Ayr cluster (Appendix 4) 

 

The actions within the plan include initiatives that were evaluated as successful in 2015/16 and 

have been continued.  There are also proposals to increase capacity in specific areas to 

provide high quality care by reducing pressures in the system and facilitating transfers of care. 

 
Development work is now also underway to identify and develop a suite of key measures 
beyond those supplied in Appendix 1 to this paper.   
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This suite of measures will provide the NHS Ayrshire & Arran Board with assurance that 
the pressures experienced by the whole health and social care system over the winter 
period are being managed on an integrated basis. 
 
The next Unscheduled Care paper to the NHS Board will therefore provide and discuss 
whole system performance and highlight plans in place to manage system pressures and 
any surges in demand. 
 
4. Recommendations  
 

The NHS Board is requested to:  
 

 Note the performance reported for Unscheduled Care pathway indicators. 
 
 
 



5 of 18 

Appendix 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 UHA and UHC. 
 
It is worth noting that from April to October 2016, the monthly number of ED attendances has been lower than that recorded for the same period 
in the previous two financial years. While there has been a decrease in overall attendances within the months of April to October 2016 compared 
with the previous two financial years, a different picture emerges when comparing attendances at UHA and UHC, as shown in the charts below. 
This difference in performance can be accounted for following the opening in April 2016 of the Combined Assessment Unit at UHC, under the 
Building for Better Care (BfBC) Programme 
 

No of ED Attendances All Hospitals 

Status Current Value Current Target Last Update 

 9,568   October 2016 
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UHA - No of ED Attendances 

Status Current Value Current Target Last Update 

 3,694   October 2016 

 
 
 
 
 
 
 

 
 

As the chart below highlights, compared to the same period in previous two financial years, ED attendances at UHA are higher in October 2016. 
Similar to July 2016, there was also a reported decrease in attendances in September 2016, when the number of attendances were lower than 
those previously recorded. 
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UHC shows a different picture when compared to UHA for the same period.  There has been a continuation of the trend in ED attendances for 
2016, with similar peaks and troughs to previous years, but at a lower level of activity.  This is largely in line with expectations following the 
opening of the new CAU at UHC in April 2016, which has had an impact in reducing the number of ED attendances.  In September, the number 
of attendances within the CAU (excluding referrals from ED) totalled 802, while in October, the number totalled 768. When added to the number 
of ED attendances in the same month, attendances for September (6,792) and October (6,642) 2016 would have been higher than previous 
recorded years. Combined CAU and ED attendances are shown by the dashed line below.  Therefore whilst ED attendances have reduced, the 
overall demand has increased, with attendances at CAU accounting for 12% of total unscheduled care attendances. 
 
UHC - No of ED Attendances 

Status Current Value Current Target Last Update 

 5,874   October 2016 
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Emergency Admissions  

The percentage of emergency attendances resulting in admission has remained on an increasing trend throughout 2016/17, up from 33.81% in 
June 2016 to 37.05% in October 2016.  Despite this increase, the position at October 2016 remains lower than the recorded position of the 
previous financial year (40.70% in October 2015).  National benchmarks for this indicator are around 24%; however much of the discrepancy 
between this figure and NHS Ayrshire and Arran’s performance in the past can be accounted for by the nature of the pathway for patients 
referred for acute assessment by their GP. Therefore, it can tentatively be concluded that the opening of the CAU at UHC in April 2016 has 
made some impact on the overall conversion rate for NHS Ayrshire and Arran. 
 

All - Percentage of ED Attendances resulting in admission 

Status Current Value Current Target Last Update 

 37.05% 30.00% October 2016 

 

 
 

The performance for this measure at UHA and UHC are shown in the following charts. 
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UHC - Percentage of ED Attendances resulting in admission 

Status Current Value Current Target Last Update 

 35.75% 30.00% October 2016 
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UHA - Percentage of ED Attendances resulting in admission 

Status Current Value Current Target Last Update 

 39.12% 30.00% October 2016 
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ED Waiting Times  
Since 2007, the national standard for ED 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%.  
 
Performance across NHS Ayrshire & Arran was 91.43% in October 2016, which is an improved position from the same reported period in 2015. 
 
 
All - ED waits >4 hours percentage compliance 

Status Current Value Current Target Last Update 

 91.43% 95.00% October 2016 
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Performance at UHA showed a brief spike in September 2016, rising to 94%, before returning to a level around 90% where performance had 
previously remained steady for the period between June and August.  This is a slightly worse position than previously recorded in 2015. 
 
 
 
 
UHA - ED waits <4 hours percentage compliance 

Status Current Value Current Target Last Update 

 90.06% 95.00% October 2016 
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Performance at UHC has dropped significantly in recent months, down from 96.66% in August 2016 to below the 95% target line at 92.29% in 
October 2016.  Although this shows a worsening picture, this is a marked improvement when compared to previous recorded positions over the 
last two financial years (89.37% in October 2015, 88.73% in October 2014). 
 
 
 
UHC - ED waits <4 hours percentage compliance 

Status Current Value Current Target Last Update 

 92.29% 95.00% October 2016 
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People Awaiting Discharge  
The target for ‘delayed discharge’ for 2016/17 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. 
 
 
 
Delayed Discharges 2 week waits - NHS Ayrshire and Arran 

Status Current Value Current Target Last Update 

 33 0 October 2016 
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Performance in East Ayrshire H&SCP has been exemplary, with numbers of patients exceeding the target continuing to remain at 0 for the 13 th 
consecutive month. 
 

Delayed Discharges 2 week waits - East Ayrshire H&SCP 

Status Current Value Current Target Last Update 

 0 0 October 2016 
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North Ayrshire H&SCP performance has experienced a dip over the past 4 months, however is in a gradually improving state of 3 patients 
breaching in October 2016, down from 6 in August 2016. 
 
Delayed Discharges 2 week waits – North Ayrshire H&SCP 

Status Current Value Current Target Last Update 

 3 0 October 2016 
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Performance in South Ayrshire H&SCP continues to fall well below standard, accounting for 91% of all 2-week delayed discharge breaches 
across NHS Ayrshire & Arran in October 2016.  The recorded position has worsened between September 2016 and October 2016, up from 24 to 
30 breaches, and has remained significantly worse than previous financial years. 
 
Delayed Discharges 2 week waits - South Ayrshire H&SCP 

Status Current Value Current Target Last Update 

 30 0 October 2016 
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1. Introduction 
 

Building on the integrated approach taken for 2015/16, the draft Winter Plan 2016/17 

Supporting the Transformation of Unscheduled Care (‘the Plan’) extends the 

previous winter arrangements to produce an unscheduled care improvement plan 

that is relevant across the year.  The whole system improvement and planning work 

undertaken during 2015/16 has paved the way for this plan.   

The Plan takes account of the winter planning guidance ‘Preparing for Winter 

2016/17’ (DL (2016) 18) and the supporting ‘Winter Preparedness: Self-assessment’ 

framework issued by the Scottish Government.  

The Plan has been refined on a whole system basis. Transformational arrangements 

have been established which provide the overview of the Plan. 

The aim of the Plan is to support the continued transformational change of 

unscheduled care through the provision of additional transitional capacity. The Plan 

sits within the transformational context set by the Strategic Service Change 

Programme established following a system-wide improvement gathering in January 

2016. This approach will enable early intervention and action at points of pressure 

and will minimise the potential disruption to services, people who use services and 

their carers.   

The suite of measures developed in 2015/16 will continue to inform decision-making 

in 2016/17. Arrangements for senior leadership overview will be enhanced in order to 

promote whole system dialogue and management.  
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2. Transforming Unscheduled Care 
 

2.1 Progress and Intent 

The Integrated Winter Plan produced by NHS Ayrshire & Arran (NHS A&A), East 

Ayrshire Health and Social Care Partnership (HSCP), North Ayrshire HSCP and 

South Ayrshire HSCP for last Winter represented a significant step in our integrated 

journey to the transformational improvement of unscheduled care in Ayrshire & 

Arran. The Integrated Winter Plan 2016/17 (‘the Plan’) represents another significant 

milestone along that direction of travel and is a key component of the year-round and 

system-wide Unscheduled Care Improvement Programme. 

In the 12 months since the 2015/16 Winter Plan was drafted, significant progress has 

been made in how unscheduled care services are planned and delivered on a whole 

systems basis.  This is within an environment of increasing demand and fiscal 

constraint. 

The first two phases of the Board’s Building for Better Care Programme have been 

successfully delivered with a new Emergency Department opening at University 

Hospital Ayr (UHA) in February and a new Combined Assessment Unit (CAU) 

opening at University Hospital Crosshouse (UHC) in April. Construction of a CAU for 

UHA is currently underway with the opening of this facility planned for late Spring 

2017.  

This programme has provided our patients and staff with modern facilities which are 

fit for purpose and enabling transformational unscheduled care by providing patients 

with rapid access to a senior clinical decision maker. 

Aside from this £27m capital development, the Board has demonstrated its 

commitment to transforming hospital-based unscheduled care for our patients 

through heavy and sustained revenue investment. This includes the recruitment of 

Emergency Medicine Consultants and Acute Medicine Consultants, £1m of recurring 

funding for nurse staffing in the CAUs and the interim increase of inpatient capacity 

at UHC to allow a period of double-running while the Model of Care is established. 

The creation of the Combined Assessment Units offers an excellent opportunity to 
modernise and integrate how we collectively assess the needs of local people using 
the ethos of ‘assess to admit’ rather than ‘admit to assess’.  To maximise the 
benefits from these units partnerships, based on funding, are working towards: 
 

 Developing triage and rapid Multi-Disciplinary Team (MDT) assessment of frail / 
complex patients Mon-Fri 8am-8pm; Sat/Sun am, with a view to both CAUs being 
staffed by a full MDT seven days per week.  

 Ensuring staff in-reach to the CAU from integrated community teams to help form 
the MDT support assessment and discharge planning. 
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 Fully integrating Information systems to ensure all of the relevant information is 
available to and accessed by all staff members involved in the assessment and 
care planning of individuals from their point of presentation to acute care. 

 
The success of the CAU will be dependent on senior clinical rapid and timely 
supported discharge to a home, a homely setting or an appropriate in-patient bed 
either within an acute setting or within a rehabilitation facility.  There will be a focus 
on a risk assessment for return home with all individuals with complex needs being 
case managed by the cross-sector discharge hub team and those requiring 
assessment for long-term care receiving this at home or in a downstream bed. 
 
 A Business Case is now being developed by the three partners and acute services 
to identify the detailed changes required to deliver the transformational changes 
required. 
 
On both sites, operational, clinical and improvement teams continue to work closely 

with colleagues from Scottish Government to deliver the objectives set out through 

the Six Essential Actions to Improving Unscheduled Care (6EA) Programme. Under 

the auspices of the site-specific Unscheduled Care Delivery Groups, work continues 

to develop pathways for our patients which link seamlessly between the Acute and 

Community sectors and to develop the appropriate capacity and services outwith the 

acute hospital to ensure patients are cared for in the most appropriate and 

sustainable manner. 

2.2 Planning Approach, Structure and Interdependencies 

The shared vision for the transformation of unscheduled care will be achieved by 

enacting improvements relating to the three themes outlined in Figure 1 below. An 

overarching outcome measure of reducing acute hospital occupancy has been 

agreed as it is felt that such a reduction will indicate a success in shifting care away 

from the acute hospital to the home or a more homely setting. 
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Figure 1: Improvement Themes

 

 

The transformation of Unscheduled Care is the responsibility of the Unscheduled 

Care Programme Board. This group has representation from across the HSCPs, 

Acute Services, NHS24, the Scottish Ambulance Service and the third sector. At an 

operational level, the delivery of change is the responsibility of the two Unscheduled 

Care Delivery Groups which are clustered around UHA and UHC.  

The intended benefits of the Programme are: 

 Better whole systems working 

 Improved outcomes and performance 

 Identified opportunities for cost avoidance 

 Indentified productive opportunities for disinvestment 

 Reinvestment in new models of person centred integrated care. 

 

Reduce Acute Hospital Occupancy 

Reduce 
Emergency 

Admissions by 
providing accessible 

community 
alternatives 

Reduce 
Occupancy and 

Length of Stay by 
improving systems 

and processes within 
the acute hospital 

Reduce Delays in 
Discharge by 

providing 
appropriate 

community capacity 
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Figure 2: Unscheduled Care Improvement Structure

 

 

 

A key interdependency of our transformational work to improve the delivery of 

unscheduled care services is the programme which has been established to review 

and redesign services for Older People and People with Complex Needs. 

Over 100 individuals from across the partner agencies have been closely involved in 

developing a new Model of Care for this group of patients and service users which 

will deliver the vision outlined at Figure 3. 

 

Figure 3: Vision for Older People and People with Complex Needs 

 

 

 

 

 

Both the Unscheduled Care and Older Peoples Programmes are part of the system 

wide Strategic Service Change Programme which is currently underway. Figure 4 

provides detail of the breadth of this transformational change. 

 

Older people and those with complex care needs will be supported to 

proactively access and direct the high quality care and services they 

require to live a long, safe, active and healthy life at home or in a homely 

setting, drawing on support from informal networks and services 

available in their local community. 
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Figure 4: Pan Ayrshire Strategic Change Programme 
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2.3 Reflections on Last Winter 

Across Scotland in Winter 2015/16 the health and social care system experienced 
both increased activity and increased capacity.  Nationally the system saw 
improvement in the key measures of delayed discharge and the four-hour waiting 
time standard.  Key messages from the national evaluation of winter 2015/16 are: 
 

 An increase in the workforce of 0.6%; 

 A 0.8% increase in Scottish Ambulance Service emergency demand; 

 An increase in emergency department presentation of 0.8%; 

 A 3.1% increase in emergency inpatient discharges; 

 A fall of 1.1% in NHS24 calls; 

 A reduction in admissions for respiratory illness on the previous year but still 
remaining above the average for the last decade; 

 Similar levels of influenza to those in 2014/15; 

 A reduction in delayed discharges;  

 A relatively low incidence of norovirus, and; 

 Comparable winter temperatures.  
 
A review of health and social care in Winter 2015/16 was undertaken by NHS 

Ayrshire and Arran with the following headline findings: 

 Emergency Department attendances rose by 4.2% at UHA and 6.2% at UHC 

 Emergency admissions rose by 6.3% at UHA and 6.2% at UHC 

 Across UHA and UHC there was no significant change in the proportion of ED 

attendances converted to emergency admissions with an average of 38.3% 

 Performance against the 4-hour standard improved by 2 percentage points at 

UHA (to 91%) and by 7 percentage points at UHC (to 93%). 

 The number of OBDs used by patients boarded outwith their specialty 

reduced by 1.8% at UHA and 6.9% at UHC 

 There were 57 fewer elective procedures cancelled for non-clinical reasons at 

UHA and 11 fewer at UHC 

 Across Ayrshire & Arran there was a 16.6% reduction in OBDs arising from 

Delayed Discharge. 

The 2015/16 Winter Planning process was fully integrated across Acute and 
H&SCPs and its effective implementation was supported and monitored through the 
Improving Patient Experience Programme chaired by the Chief Executive.  

 
This approach reflects the good progress made in Ayrshire & Arran in the integration 
of health and social care. 

 
The plan, based on the experience of 2015/16, is to build on that integrated 
approach for future years.  The focus is to be on moving toward a year-round 
Unscheduled Care Improvement Plan, incorporating winter planning.  
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The main themes that emerged from responses to what staff thought worked well 
over the winter 2015/16 period included: 
 

 Staffing Levels; 

 Social Care, Care at Home, Discharge Lounge; 

 Communication within teams and Huddles;  

 Red Cross; 

 Team work and team spirit; 

 Health and Social Care Partnerships, East, North and South;  

 Discharge Lounge; 

 Allied Health Professions; 

 Support from Managers;  

 Bed Manager’s role; 

 Finance with regard to staffing, additional resources and capacity, and; 

 New escalation plan. 
 

In reviewing the experience of winter 2015/16, the following priorities for 2016/17 
were identified: 

 

 Working in an integrated way across acute and H&SCP services to 
continue to develop the  Unscheduled Care Improvement Plan; 

 Redoubling efforts to ensure that at least 50% of frontline staff receive the 
flu vaccine; 

 Continuing to improve systems, processes and effective team working at 
the interface between the acute and community services on admission and 
discharge;  

 Implement the new model of care within the new Combined Assessment 
Unit at UHC to effectively assess, treat and discharge patients; 

 Develop a better understanding of the factors contributing to the rise in 
demand for hospital services and initiatives put in place to ensure that 
appropriate alternatives are available which allow patients to avoid 
unnecessary attendance at an acute hospital; 

 Review acute bed complements and specialty bed numbers in order to 
deliver the national targets, improve patient experience, minimise 
boarding, protect elective capacity and maintain safe patient flow. 

 

Discharge facilitation was seen as having been more effective in 2015/16 than in 
previous years. For 2016/17, interface between community and acute, the avoidance 
of unnecessary attendance and admission, and appropriate alternatives are key 
areas of priority for planning.  Planning across the system needs to reflect short-term 
capacity requirements, alongside medium-term interventions which build towards the 
long-term whole system vision for Ayrshire and Arran. 
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3. Imperatives for Transformational Change  
 
3.1 Policy Drivers 

 
The imperative for transformation has been recognised in a range of policies over 
recent years. 
 
The 2020 Vision for Health and Social Care forms the key overarching policy 
framework for this plan.  The vision links to the delivery of the quality ambitions of 
safe, effective and person-centred care, and states that by 2020 ‘everyone is able to 
live longer healthier lives at home, or in a homely setting’.  The vision describes a 
health and social care system which is centred on: 
 

 integrated health and social care; 

 a focus on prevention, anticipation and supported self-management; 

 day case treatment as the norm where hospital treatment is required, and cannot 
be provided in a community setting; 

 care being provided to the highest standards of quality and safety, with the 
person at the centre of all decisions; 

 ensuring that people get back into their home or community environment as soon 
as appropriate, with minimal risk of re-admission. 

 
The 2020 Vision drives the work of NHS Ayrshire and Arran and partners and is a 
key thread running throughout our Local Delivery Plan and the Strategic Plans of 
Health and Social Care Partnerships.  

Another key element in the strategic framework relates to the Six Essential Actions 

for improving unscheduled care.  The Six Essential Actions cover leadership and 

operational management across the whole system, managing capacity and demand 

to deliver the right care in the right place at the right time.  The Six Essential Actions 

link these to action aimed at delivering processes that support coordinated and 

person-centred pathways and effective and lean internal hospital processes to 

minimise delay.  This also relates to action centred on reducing variation during the 

course of the week through Seven Day Services and optimising care at home 

through preventative, self-management, rehabilitation and enablement activity within 

the community.   

In summary, the Six Essential Actions are: 

 

 Clinically focussed and empowered hospital management; 

 Hospital capacity and patient flow (emergency and elective) realignment; 

 Patient rather than bed management ; 

 Medical and surgical processes arranged to improve patient flow through the 
unscheduled care pathway; 

 Seven day services appropriately targeted to reduce variation in weekend and 
out of hours working, and; 
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 Ensuring patients are optimally cared for in their own homes or a homely 
setting. 

 
In the last year, national reports from the out of hours/ urgent care review, the Chief 
Medical Officer’s Annual Report ‘Realistic Medicine’, and the ‘National Clinical 
Strategy for Scotland’ have restated the case for transformation. 
 

‘A National Clinical Strategy for Scotland’ sets out ideas on how NHS Scotland 
needs to change to ensure that health and social care services are fit for the future. It 
sets out a framework for the development of health services across Scotland. The 
Strategy sets out the case for: planning and delivering integrated primary care 
services around the needs of local communities; restructuring how hospitals can best 
serve populations; making sure the care provided is the right care for each individual, 
is effective and sustainable; and changing the way the NHS works through new 
technology.  
 
The Annual Report of the Chief Medical Officer for Scotland for 2014/15 invites 
public debate on ‘re-calibrating’ medicine, tackling ‘over-treatment’ and adding value 
for individuals.  The report flags up positive trends in population health, e.g., mortality 
from circulatory, respiratory conditions.  It also notes challenges from physical 
activity levels and worsening rates of obesity.  ‘Realistic Medicine’ highlights a need 
for strengthening multi-disciplinary working, risk identification and enablement, and 
shared decision-making.  A more active process for translating research into 
evidence-based practice is also prioritised.   
 
The Report of the National Review of Primary Care Out of Hours Services (published 
in November 2015) by Professor Sir Lewis Ritchie OBE, recognises primary care as 
the first point of contact in health care for most people and that this should continue 
to be the case out of hours.  The model for out of hours/urgent care in the community 
which is recommended is based on multi-disciplinary team delivery with strong 
clinical leadership to ensure that people are seen by the most appropriate 
professional.   

 

3.2 Unscheduled Care Demand Drivers 

 
The demand for unscheduled care services across Ayrshire & Arran continues to 
rise. 
 
At our Emergency Departments: 
 

 In 2015/16 there were an additional 3044 attendances compared to 2013/14 – 

an increase of 2.6%. 

 In the past three years, the variation in Referral Sources of ED attendances 

has not changed significantly. 

 In general: 

   Self referrals account for roughly half of ED attendances.  

   999 calls account for around 22%. 
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   GP referrals account for around 17% 

   NHS 24 accounts for around 4% 

   The remaining A&E attendances come from a variety of referral sources. 

 Around 40% of attendances fall into Standard/Non urgent categories and 

around 60% fall into Urgent categories.  

 

Within our inpatient wards: 

 

 Since 2013/14 there has been a significant decrease in the % of Emergency 

Admissions staying 4 or more days in hospital. 

 There has been an increase in the % of patients staying less than 2 days. 

 In 2015/16, nearly a third (32%) of emergency admissions had a LoS of 

5+days. This has decreased from 39% in 2013/14. 

After discharge: 

 There has been an increase in % of patients readmitted within 7 and 28 days. 

 The number of 7 and 28 day readmissions has increased by 266 and 345 

respectively. 

 Around 45% of readmissions within 28 days are readmitted within the first 7 

days following discharge. 

The rising demand for hospital services has been compounded by the system’s 

inability to care for all our patients in the most appropriate place for their needs. 

An inpatient review on both acute hospital sites covering all Medical and Care of the 

Elderly wards was concluded in June 2016.  

A multi-disciplinary team reviewed people in hospital in conjunction with the Nurse in 

Charge, considering the reason for admission and care to date.  An audit proforma 

was completed recording ongoing care and support requirements where they were 

deemed not to be in need of acute care at that point in time. This review aimed to 

inform future models of care and other improvement planning. 

A total of 423 individuals were reviewed (241 University Hospital Crosshouse, 182 

University Hospital Ayr). 

Findings from this review were that 39 per cent of individuals reviewed in University 

Hospital Ayr did not require ongoing acute care.  Of those, the main categories were: 

 13% for Hospital at Home  

 51% for Intermediate Care Facility 

 11% for Rehab / Enablement at Home 

 18% Delayed Discharges 

 7% Other 
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For University Hospital Crosshouse, the review found that 21 per cent of those 

reviewed did not require ongoing acute care.  Principal categories were: 

 8% for Hospital at Home 

 10% for Intermediate Care Facility 

 17% for Rehab / Enablement at Home 

 51% Delayed Discharges 

 2% Hospital based complex clinical care  

 12% Other 

Improvement themes identified through the review were: 

 Alternative downstream facilities and intermediate care – step-down including 

step-down appropriate for older people’s mental health, adults with  

incapacity, rehabilitation capacity 

 Outpatient facilities and triage – to offer alternatives to emergency department 

attendance or admission through improved pathways, urgent care and step-

up arrangements. 

 Hospital at home or similar models as a further alternative to 

attendance/admission to acute care - supported by multi-disciplinary proactive 

community teams GP with Special Interest, Allied Health Professionals and 

District Nursing.   

 Discharge planning – to start at admission, with Expected Date of Discharge 

identified early and communicated through streamlined point of contact. 

 Information sharing across multiple systems to provide overview of individual 

needs. 

 Palliative Care – facilities and approach to be explored through pan-Ayrshire 

models of Care work. 

 Nursing Homes – joint working and support to maintain residents within care 

homes. 

 Internal process improvement - review, boarding and access to specialties. 

 

3.3 Making Sense of What We Know 

Based on the analysis of data and on the policy context, there is a strong imperative 

for transformational change with Ayrshire and Arran.  This is a shared agenda across 

the health and social care system. 

A combination of factors is placing pressure on the system of health and social care.  

These are linked to policy, social, economic and demographic drivers some of which 

are outlined above.  
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Rising numbers of older people, frailty and people living with one or more long-term 

conditions increase demand for urgent care and can give rise to increased 

presentation at emergency departments and also admission.  ‘Multi-morbidity’ is now 

more common in the population than living with a single condition leading to an 

identifiable need for active long term conditions management including timely access 

to specialist support. 

Presentations at emergency departments are increasing.  A perceived lack of 

alternatives can result in attendance being the default route for urgent treatment.  

Some evidence suggests that there is rising acuity in people attending emergency 

departments. For example, our data shows an increase in the proportion of people 

being conveyed to emergency departments by ambulance.  There is also evidence 

to suggest that increased unscheduled pressure can result in higher levels of 

admission. 

Managing the flow of people through hospital is critical to efficiency but also to the 

quality of care. In NHS Ayrshire and Arran the management of people admitted to 

hospital has improved with the average length of stay reducing from 4.9 to 4.3 days 

between 2010 and 2015. Drivers of demand challenge this as occupancy rates rise 

and any blockages to flow increase pressure and shortages of capacity.   

Furthermore, unscheduled presentations and admissions are rising at a time of 

financial constraints and budgetary pressures. In this context, the current position is 

unsustainable.  Excessive demand and constrained financial resources necessitate 

change. 

Managing avoidable unscheduled care is a priority, not only due to cost, but also due 

to the consequences that elevated emergency admission activity can have on 

planned, elective care and also to the effective and safe operation of the 

organisation.   Review work undertaken during 2016/17 found that almost 29 per 

cent of people in medical and care of the elderly wards did not require acute care at 

the point of audit and could be effectively managed elsewhere. 

Service responses to the emerging situation have developed incrementally over time 

which has led to a complex system that can be difficult to navigate for service user 

and service provider alike. 

Responding to this requires transformative whole system action. There is a role 

across all areas of the health and social care system in managing unscheduled and 

urgent care.  Managing unscheduled care is part of ensuring that people are cared 

for in the right place, at the right time and by the right person.   

Acceptance of this challenge underpins the Strategic Service Change Programme 

that has been put in place across Ayrshire and Arran.  The system-wide nature of 

transformation is reflected in the workstreams which sit within the Strategic Service 
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Change Programme. There are roles in reducing avoidable admission, supporting 

flow and facilitating discharge for primary, community and social care, Scottish 

Ambulance Service, the Third and Independent Sectors as well as Acute Services.   

The Unscheduled Care Programme Board has a focus on pathways for key long-

term conditions. 

Integration of health and social care is one key part of the response to drivers of 

demand outlined in the section above.  In Ayrshire and Arran the progress made in 

integration means that we are well placed to collaboratively manage unscheduled 

care, improving communication between acute, primary, community and social care 

to more effectively address avoidable attendances and admissions, and support 

people to live at or as close to home as is possible.  

 

3.4 Acute Hospital Occupancy 

This section of the Plan offers a projection of the likely occupancy levels at UHA and 

UHC this Winter. The number of Occupied Bed Day (OBDs) required on a daily basis 

has been projected using a simple linear regression across the last 3 years. This is 

denoted in Figures 5a and 6a below by the blue line. These graphs also indicate the 

capacity of the respective hospitals in terms of the inpatient beds that are currently 

open (red line). The broken purple line shown in Figure 5a indicates the capacity at 

UHA when the Endoscopy Unit is used as an inpatient area overnight.  

Figures 5b and 6b give an indication of the average occupancy rate on a monthly 

basis against funded bed and open beds.  

Figure 5a: UHA Projected OBD – Winter 16/17
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Figure 5b: UHA Projected Monthly Occupancy – Winter 16/17 

 Projected Occupancy 
cf. Funded Beds 

Projected Occupancy cf. 
All Beds 

Oct 102.0% 97.0% 

Nov 99.0% 94.1% 

Dec 94.9% 90.2% 

Jan 102.3% 97.3% 

Feb 102.8% 97.7% 

Mar 99.9% 95.0% 

Avg. for Winter 100.1% 95.2% 

 

Figure 6a: UHC Projected OBD – Winter 16/17 

 

Figure 6b: UHC Projected Monthly Occupancy – Winter 16/17 

 Projected Occupancy cf. 
Funded Beds 

Projected Occupancy cf. 
All Beds 

Oct 106.6% 92.3% 

Nov 105.1% 91.0% 

Dec 102.1% 88.4% 

Jan 114.2% 98.9% 

Feb 112.9% 97.8% 

Mar 109.9% 95.2% 

Avg. for Winter 108.5% 93.9% 
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Acute wards are staffed to provide optimum care at 85% occupancy with recent 

evidence suggesting that patient safety begins to be negatively impacted when 

occupancy reaches and exceeds 92%. 

On the basis of the projections above, and taking into account the beds currently in 

use, it appears that both acute sites will exceed this ‘safe’ occupancy level 

throughout the Winter with particular pressure being evident during January, 

February and March. 

Across the 6 months of Winter, it is projected that 92% occupancy against all 

currently open capacity at UHC will be exceeded on 51% of days. At UHA, 92% 

occupancy against all currently open capacity will be exceeded on 78% of days. 

Based on this analysis, it is estimated that an additional 35 beds are required at UHA 

and an additional 40 beds at UHC in order to safely meet anticipated demand. 
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4. Building Capacity for Transformational Change 
 

4.1 The Rationale for Additional Capacity 

As is detailed in Section 2 of this paper, the success of the integrated planning 

approach adopted in compiling last year’s Winter Plan has been built upon in order 

to take forward an agenda which we hope will deliver a transformational change in 

the unscheduled care for those who use and deliver these services. 

While we exhibit a shared sense of clarity, vision and purpose across the health and 

social care system, we also share a mutual understanding of the challenges involved 

in delivering a transformational change at scale and at pace against the backdrop of 

the current pressures on our services we face. 

In order to mitigate these challenges, the Plan explicitly addresses the issue of 

providing additional capacity within the health and social care in order to reduce the 

risk to patient and staff experience and outcomes which we might expect to occur as 

a result of the anticipated pressures of Winter. It is felt that this additionality is 

required to not just safeguard our patients and colleagues but also to protect the 

process of integrated change which is occurring across Ayrshire & Arran. 

The traditional approach to providing additional capacity over the Winter period has 

been to open a surge ward in the acute hospital. While the provision of more acute 

beds is one element of the Plan, it is felt that this approach alone no longer 

represents a sustainable option for an organisation set on delivering a 

transformational change nor does it offer the best option for the people who use our 

services. Thus, additional capacity has also been planned in those services which 

allow patients to be cared for at home or in a more homely environment. 

The nature of this non-traditional additional capacity has been carefully considered 

and is proposed on the following basis: 

i) The capacity offers best value in respect of the impact which is made on 

the occupancy of the acute hospital when considered against cost  

ii) The risk relating to the impact and implementation of this capacity has 

been assessed and agreed 

iii) The capacity is provided to facilitate integrated transformational change. 

As such it symbolically and functionally represents a stepwise intervention 

in line with a mutually agreed direction of travel 

iv) The capacity addresses some specific issues which are experienced by 

discrete groups of our patients. 

The provision of this capacity will reduce the occupancy level of the acute hospitals 

by creating accessible alternatives to acute admission and by reducing delays to 

discharge for patients who no longer require acute care.  
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4.2 Identifying and Prioritising Additional Capacity Initiatives 

An Unscheduled Care discussion session was held on 15 August 2016 with a range 

of stakeholders from across the system. This session set out to: 

 understand what our data tells us about the people who attend our 
Emergency Departments and how does that understanding shape our service 
provision; 

 review the Multidisciplinary Team review of patients in acute hospitals; using 
this, agree and define what options are needed for patients who have longer 
stays in hospital; 

 consider and define the operating  model to assess capacity requirements;  
discuss the development of key performance indicators that trigger awareness 
of pressure in the system and escalation requirements; 

 review previous work on discharge and develop a proposal to address 
required improvement in discharge arrangements; 

 discuss the outputs from the Hackathon and where these sit in the wider 
SSCP; and 

 use the outcomes from this session to give input and direction to the Winter 
Plan and Unscheduled Care Programme Board. 

 

Following on from this, a Winter Planning sub-group of the Unscheduled Care 

Programme Board was then convened with representatives from East, North and 

South Health and Social Care Partnerships and Acute Services. 

 A range of costed options was developed from this meeting and summary proposals 

for initiatives were drawn up to include community based options from HSCPs and 

hospital based measures.  

 These proposals represented additional capacity which would be added to the 

system (at an additional cost) and were over and above the ongoing improvements 

already being taken forward as part of the ongoing integrated improvement efforts. 

However they maintained strategic fit with the vision and direction set by the pan-

Ayrshire transformational change programme and were informed by the findings of 

recent data analysis and clinical inpatient reviews which identified areas of sub-

optimal performance across the system. 

A meeting convened by the Chief Executive undertook an option appraisal of the 

long-list of options developed by the Winter Planning sub-group. The long-list of 

options together with estimated impact on OBD is shown below. 
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Initiative 

Impact - 

OBD 

Winter 

2016/17 

East Care Home admission prevention support 402 

East EACH additional capacity 1944 

East Equipment and adaptations 148 

East Generic and DN Team community/in-reach 300 

East Home Care and ICES demand and Red Cross 

additional hours 2810 

East Primary Care re-admission and redirection 1040.5 

North care at home capacity 5190 

North care at home reablement 1160 

North delayed discharge 1840 

North Hospital at home 520 

North Intermediate care 598 

North rehab and home based IC 300 

North seven day working ICES 600 

North telecare response 1800 

South care at home capacity 580 

South hospital at home 520 

South Reducing delayed discharges in South 

Ayrshire 600 

    

TOTAL 20352.5 
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Options were considered in detail and appraised on the basis of the risk to delivery.  

The occupied bed day measure was converted to beds and weighted according to 

the risk rating. Weighted bed impact was then set against the equivalent marginal 

cost of additional acute capacity. This produced a short list of initiatives as follows: 

 

Initiative Impact - OBD 

Winter 

2016/17 

Bed 

Equivalent 

Winter 

2016/17 

Confidence 

weighting 

Weighted 

Bed 

Equivalent 

East Equipment and 

adaptations 

148 0.8 0.75 0.6 

South care at home capacity 580 3.2 1.00 3.2 

East Care Home admission 

prevention support 

402 2.2 0.75 1.7 

North care at home capacity 5190 28.7 0.75 21.5 

East EACH additional 

capacity 

1944 10.7 0.75 8.1 

East Home Care and ICES 

demand and Red Cross 

additional hours 

2810 15.5 0.75 11.6 

TOTAL 11074 61.2   46.7 

 

The weighted bed equivalent across the shortlisted options is 46.7 beds. The total 

cost of these additional capacity initiatives to facilitate the ongoing transformational 

change across the Winter 2016/17 period on the basis of this option appraisal is 

£1.763M. 

 

4.3 Description of Additional Community Capacity 

4.3.1 East Ayrshire Equipment and Adaptations  

The provision of community equipment is of critical importance to effective hospital 

discharge and is a key service in relation to facilitating a safe discharge home for 

people recovering from treatment, with conditions which are progressing or at end of 

life.  Managing demand at the interface between hospital and community equipment 



CLASSIFICATION: OFFICIAL 

23 
 

is central to discharge and practically requires streamlined and responsive access 

and procedures and a shared understanding of the provision of equipment.  This 

proposal will provide the necessary additional capacity to facilitate discharge, 

prevent admission and provide technology enabled care. It is made on the basis of 

the spikes in demand experienced last Winter. 

4.3.2 South Ayrshire Care at Home Capacity 

The proposal would increase care at home capacity over the winter period to support 

earlier discharge from acute hospital care.  Currently there can be some delay in 

securing a package of care in South Ayrshire due to the processes involved in 

commissioning care.   

4.3.3 East Ayrshire Care Home Admission Prevention 

This proposal would provide additional district nursing capacity with a specific remit 

to work with Care Homes throughout East Ayrshire, to develop a proactive 

anticipatory care approach and ensure early intervention/treatment. It is expected to 

reduce the number of unscheduled admissions from Care Homes.   District nurses 

would work alongside an identified Advanced Nurse Practitioner in supporting care 

homes to maintain residents in the home. 

4.3.4 North Ayrshire Care at Home Capacity 

This proposal would provide additional Care at Home capacity to meet the 

anticipated demand this Winter and to address potential blockages in the system and 

the consequences for other areas of the service. 

4.3.5 East Ayrshire Community Hospital (EACH) Capacity 

The proposal is for the creation of additional downstream capacity at EACH through 

the opening of 12 additional community hospital beds in Holmburn Ward. This 

initiative would create the appropriate capacity to assess and support people with 

complex needs in a non-acute setting. 

4.3.6 East Ayrshire Home Care and Integrated Care and Enablement Service (ICES) 

Capacity  

This proposal would provide the necessary capacity to enable a more flexible and 

targeted response to the increased levels of demand and complexity of care over the 

winter period. A targeted response would be available through the development of a 

Peripatetic Response Team which would operate on a 24/7 basis. This initiative 

would include intensive care at home input to facilitate the discharge to assess 

model to be implemented in the patient’s own home.  
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4.4 Acute Bed Capacity 

While we are confident that the additional initiatives described above will help reduce 

the occupancy level of the acute hospitals and ensure a better experience for 

patients, our analysis identifies the need for additional acute beds to be provided this 

Winter in order to ensure safe care can continue to be delivered. 

At UHC, an additional 12 beds will be provided for the first 3 months of Winter. This 

will flex to a total of 25 beds from the beginning of January. In addition to this, it 

would be proposed to keep the 68 unfunded beds currently open on the UHC site 

operational. 

At UHA, there is no physical capacity to increase the bed complement beyond 

current. It is proposed that the additional 18 unfunded beds currently open on the 

UHA site will be funded on a non-recurring basis this Winter. 

The total cost of this capacity is £1.847 million. 

4.5 Managing Risk 

The risk of optimism bias associated with our modelling is acknowledged and this 

should be a particular consideration given that the demand for hospital-based 

unscheduled care services has not experienced a seasonal reduction over the 

summer months as might have been historically expected. 

There is a shared awareness that should the additional capacity provided in the 

community fail to have the intended impact on acute hospital occupancy (either 

through failure or delay to establish the capacity or through greater than anticipated 

demand) then the consequences of this will inevitably be played out within the acute 

hospital. 

In this way, it might be considered that the provision of community capacity 

represents a higher risk option than the provision of the equivalent acute inpatient 

capacity. This risk has been balanced against considerations relating to maintaining 

momentum towards the strategic change being enacted with mitigation provided by 

the options appraisal undertaken in the planning process. 

Further mitigation will take the form of a comprehensive performance management 

framework which will be developed by October. These metrics will allow the progress 

against delivery to be monitored and escalation action to be enacted if required. 
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4.6 A Resilient Health and Social Care System for Ayrshire & Arran 

While the above interventions will ensure the requisite capacity within the system to 

safeguard our patients’ experience and outcomes and protect the momentum of the 

strategic change agenda, we have also assessed our resilience against the 

anticipated pressures of Winter against the Winter Preparedness Checklist. A 

summary of this is included at Appendix 2. 
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5. Impact of Additional Capacity for this Winter and Beyond 
 

On the strength of the analysis offered earlier in this Plan, it was established that to 

achieve a safe level of occupancy in our acute hospitals this Winter an additional 75 

acute beds, or an appropriate alternative, will need to be delivered. 

In line with the integrated whole system approach to unscheduled care which has 

become a feature of working across Ayrshire & Arran, the Plan sets out a balanced 

means of reaching this required level of capacity. This is in line with the Strategic 

Service Change Programmes and the development of future models of care. It takes 

into account the sustainable delivery of our services, the experience of our patients 

and residents and the necessity to balance risk across the entirety of the health and 

social care system. 

As detailed above, the community based alternatives which have been prioritised 

and agreed on a partnership basis offer a range of integrated responses which we 

are confident will reduce the need for unscheduled admissions to hospital and help 

ensure patients are cared for in the most appropriate place for their needs. 

Our modelling suggests that these alternatives will yield the equivalent of 46.7 

additional inpatient beds against the expected additional demand of 75 beds. The 

Plan details our proposal to provide an additional 25 acute beds at UHC to meet 

most of the shortfall of 28.3 beds. 

It is acknowledged that there is no provision of additional inpatient capacity at UHA 

and mitigation for that risk will be worked through taking into consideration the 

entirety of the acute and community hospital bed complement across Ayrshire & 

Arran.  
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Appendix 1: Costs of Additional Capacity 
 

Integrated Alternatives to Acute Capacity 

Initiative 

Cost 
Winter 
2016/17 

East Equipment and adaptations £15,000 

South care at home capacity £92,629 

East Care Home admission prevention support £50,000 

North care at home capacity £804,168 

East EACH additional capacity £313,580 

East Home Care and ICES demand and Red 
Cross additional hours £488,010 

TOTAL £1,763,387 

 

 

Acute Capacity 

Initiative Cost Winter 
2016/17 

UHC - Ward 3E (Oct-Dec: 12 beds, Jan-Mar: 25 
beds) 

£457,119 

UHC - Wards 5B and 3D £948,000* 

UHA - Station 12 (6 beds) £191,400* 

UHA - Station 16 (6 beds) £191,400* 

UHA - GP Assessment Unit (6 beds) £60,000* 

TOTAL £1,847,919 

 

* Denotes unfunded capacity currently in operation 

 

 

Total Cost of Additional Capacity and Alternatives to Additional Capacity: 

£3,611,306 

 

  



CLASSIFICATION: OFFICIAL 

28 
 

Appendix 2: Preparedness Self Assessment 
 

Resilience and Preparedness  A senior Strategic Planning and Operational Group (SPOG) is established at Director level 
(three HSCP Directors, Acute Director, Head of Planning and Performance) and meets on 
a weekly basis. 

 A Heads of Service group is established supporting the Strategic Planning and Operational 
Group.  

 Resilience and Business Continuity arrangements and management are in place. 
Resilience and Business Continuity Group meetings take place regularly with appropriate 
representation from Senior Officers.   

 Services within integrated Health and Social Care Partnerships have continuity plans in 
place, Business Continuity and Resilience leads are identified and supported by parent 
body leads and the Ayrshire Civil Contingencies Team.   

 Plans are tested in preparation for seasonal pressures.   

 Minimum staffing levels have been established and services categorised to support the 
effective operation of essential services.   

 In addition, mutual aid plans are in place at a regional West of Scotland level.   

 Supporting human resource policies are in place covering severe weather, adverse 
conditions and service disruption.   

 Communications teams disseminate information on the operation of clinics and ambulance 
pick-up services and provide signposting to sources of weather and travel advice.  

Unscheduled/ Elective Care 
Preparedness 

Clinically focused and empowered hospital management 
 

 There is clarity of site management through Assistant Directors and Associate Medical 
Directors and Ass Nurse Dir.   

 Health and Social Care Partnerships established in April 2015 with embedded integrated 
management teams. 

 Daily huddles are in place between clinical departments to identify and address system 
pressures.  Health and Social Care Partnerships participating in huddles and weekly 
demand and capacity management meetings.   

 Escalation plans are in place for acute hospital sites.  Whole-system communication and 
escalation protocols between partners established through multi-disciplinary Unscheduled 
Care Interface Delivery Groups in 2015/16 covering University Hospital Ayr and University 
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Hospital Crosshouse.   

 An Ayrshire wide Discharge Group is in place, Chaired by Senior Manager from East 
Ayrshire Health and Social Care Partnership, with representation from acute and 
partnership services to facilitate the identification of opportunities for timely discharge.  
Detailed planning, analysis and forecasting is in place. 

 System Watch predictors are utilised to anticipate the level of emergency admission. 

 Elective activity is managed across each acute site and specialty. 

 Analysis and improvement tools are well established in acute services.  

 Support to further develop these approaches in community services is an identified need 
with work ongoing to establish.  

 95 per cent performance against the 4-hour standard is a top priority for NHS Ayrshire and 
Arran linked to patient safety outcomes.  Where there are waits outwith the 4-hour 
standard these are reviewed, lessons learned and disseminated.  There is regular daily 
and weekly review of performance. 

 
Staff rotas 
 

 Staff rotas are planned in advance to manage predicted activity. 

 Health and Social Care Partnerships rotas for supporting services will be set by end of 
October.  

 Pharmacy rotas are agreed and communicated to an end of October timescale. 
 
Optimising flow and proactively managing discharge 
 

 East, North and South Health and Social Care Partnerships will ensure that discharge 
planning is coordinated across agencies. 

 Agreement of additional resources to support extended Scottish Ambulance Service 
(SAS) is planned to support people returning home over extended days and weekends. 

 The Red Cross home from hospital service has been rolled-out across NHS Ayrshire and 
Arran with additional resources planned for the winter period to allow for greater flexibility 
in response. 

 Huddles take place and focus on ‘no delays’ and discharge. 

 E-Whiteboards are in place across acute wards and in most Community Hospital settings. 
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 E-Whiteboards also record Estimated Date of Discharge which is fed back into ward 
teams to support continuous improvement and earlier in the day discharge. 

 
Senior decision-making capacity and discharge during festive holiday period 
 

 Multi-disciplinary ward rounds are standard practice in several specialties and Criteria-led 
Discharge (CLD) has been a focus for improvement activity as has partnership working to 
facilitate seven day discharge across settings and pre-planning in relation to public 
holidays. 
 

Anticipated home care and intermediate care requirement to facilitate discharge 
 

 Partnership working was enhanced in 2015/16 with the establishment of an Unscheduled 
Care Network and Unscheduled Care Interface Delivery groups focused on the two main 
hospital sites.  This has been further progressed during 2016/17 through establishment of 
an Unscheduled Care Programme Board under the pan-Ayrshire and Arran Strategic 
Service Change Programme. 

 Partners have developed plans to address expected levels of demand over the winter 
period including additional community capacity, Red Cross, community hospital etc. 
capacity with a focus on admission prevention, supporting acute flow and facilitating 
timely discharge.  

 The Intermediate Care and Enablement Service (ICES) ensure direct access to home 
care, intermediate care beds and rehabilitation to support discharge. 

 There has been a strong focus on Anticipatory Care Planning in NHS Ayrshire and Arran.  
The identification of ‘at risk’ individuals through SPARRA and other mechanisms are 
shared and proactively managed though social work-GP liaison arrangements and e-KIS.  

 Further development of ACPs has been progressed during 2016/17. 
 
Effective communication 
 

 Communication mechanisms between acute services and HSCP managers are 
established to support the early identification of system pressures.  Escalation 
procedures were established in 2015/16 and will be further tested and reviewed during 
winter 2016/17.   
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 A system of daily situation reports is in place where flu incidences increase to enable the 
monitoring of workforce availability. 

 Health Protection Scotland (HPS) population flu incidence reports are made available. 

 Lead Partnership arrangements are in place for Mental Health Services covering crisis 
team and A&E links where acute presentations require support. 

 Lead Partnership arrangements are in place for Out of Hours management across 
Ayrshire for Medical, Nursing and Social Work services. 

 Templates with key contacts and service levels are in place with finalisation and sharing 
across the health and social care system for October 2016.   

 Unscheduled Care Interface Delivery Groups have supported the development of whole 
system escalation plans. 

 The local media campaign is planned to dovetail with national ‘Resilience’, ‘Be Health-
Wise this Winter’ and ‘Be Ready...’ campaigns.  The campaign is delivered through a mix 
of traditional and social media.  Special emphasis is placed on issues of medicine stock-
up, self-care, requesting repeat prescriptions and the closure of GP practices during the 
festive period. 

 

Out of Hours Preparedness  Integration arrangements now provide single management across Out of Hours community 
Medical, Nursing and Social Work services. 

 A contingency/escalation plan is in place for Ayrshire Doctors on Call (ADOC) and this will 
be up-dated pre-winter 2015/16. 

 ADOC GP rotas will be put in place to ensure cover for the holiday period. 

 A pilot utilising ANP’s to support gaps in ADOC shifts has been effective and will continue 
over the winter period. 

 Arrangements are in place with NHS24 regarding pre-prioritised calls. 

 Winter activity will be monitored to determine any requirement for additional cover. 

 Referral pathways are in place between A&E and out of hours, Single Point of Contact and 
ADOC.  The Single Point of Access covers Out of Hours Mental Health.  The Psychiatric 
Liaison Team and Crisis Team operate seven days per week and 365 days per year. 

 Arrangements for community pharmacy services are made to ensure availability over the 
festive period and this is communicated widely. 

 Emergency Dental Services are covered through NHS 24 for the festive public holiday 
period.  Escalation protocols and on-call arrangements are in place. 

 Out of Hours social work services have in place contingency plans and emergency rotas.   
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Prepare for and Implement Norovirus 
Outbreak Control Measures 

 The Infection Prevention and Control Team (IPCT) have in place Norovirus Control 
Guidelines. 

 Guidelines cover general information, modes of transmission, symptoms, incubation and 
infection periods and action to be taken in the event of an outbreak or suspected outbreak. 

 The IPCT and the Public Health Protection Team (HPT) play a vital role in public and 
workforce education.  National publicity materials are distributed across primary and 
secondary care and these are reinforced through local media and site visits planned to 
coincide with Norovirus season.  The HPT provide expert infection control advice in the 
event of any community outbreak and the IPCT for any hospital-related outbreak. 

 

Seasonal Flu, Staff Protection and 
Outbreak Resourcing 

 Partners in NHS Ayrshire and Arran will work to deliver the seasonal flu vaccination 
programme in line with the Chief Medical Officer’s letter of 7th September 2016 
(SGHG/CMO (2016)(16)). 

 Up-take targets at a population level are 75 per cent for over 65s and under 65s in ‘at risk’ 
groups (including morbid obesity) and cover pregnant women. 

 Free seasonal influenza vaccination will be offered to those providing care within Health 
and Social Care Partnerships.  This will be offered in an accessible way to encourage up-
take. 

 The range of national and local communication resources will used to promote vaccination 
among residents and staff protection including www.immunisationscotland.org.uk  
 

Respiratory Pathway  Partners in NHS Ayrshire and Arran have developed a strong respiratory pathway over 
recent years. 

 Local guidance and information is in place to promote self-management and supported 
self-management. 

 Specialist respiratory service is in place. 

 Respiratory conditions are recognised as a significant factor in additional winter pressures. 
 

Management Information  
 

 Building on the dashboards and data sharing developed during 2015/16 for winter 2016/17 
in order to use real-time information to understand any pressures within the health and 
social care system and manage demand and capacity accordingly. 

 

 

http://www.immunisationscotland.org.uk/
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Integrated Winter Plan 

University Hospital Crosshouse Cluster  

(Acute Services, North Ayrshire HSCP, East Ayrshire 

HSCP) 

FUNDING TO BE CONFIRMED 

1. Introduction 

1.1   Approach 

This paper sets out the integrated improvement initiatives, clustered around 

University Hospital Crosshouse, that have been put in place and are planned to help 

improve the experience and outcomes of our patients and colleagues over the 

coming Winter. 

An attempt has been made to align each initiative against one of the Unscheduled 

Care Improvement Theme (i.e. Reducing Emergency Admissions, Improving Acute 

Systems and Processes and Reducing Delays to Discharge). Each new initiative has 

also been cross-referenced against one of the eight priority areas for improvement 

identified in the Medical Director’s Inpatient Review of June 2016. These priorities 

are listed below: 

 

1. Alternative downstream facilities and intermediate care – step-down including 

step-down appropriate for older people’s mental health, adults with  

incapacity, rehabilitation capacity 

2. Outpatient facilities and triage – to offer alternatives to emergency department 

attendance or admission through improved pathways, urgent care and step-

up arrangements. 

3. Hospital at home or similar models as a further alternative to 

attendance/admission to acute care - supported by multi-disciplinary proactive 

community teams GP with Special Interest, Allied Health Professionals and 

District Nursing.   

4. Discharge planning – to start at admission, with Expected Date of Discharge 

identified early and communicated through streamlined point of contact. 

5. Information sharing across multiple systems to provide overview of individual 

needs. 

6. Palliative Care – facilities and approach to be explored through pan-Ayrshire 

models of Care work. 

7. Nursing Homes – joint working and support to maintain residents within care 

homes. 
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8. Internal process improvement - review, boarding and access to specialties. 

Right patient, right place. 

Section 2 of the paper outlines the initiatives which were put in place last Winter and 

have since become successfully embedded. 

Section 3 of the paper continues to detail the initiatives which have been delivered or 

are planned for delivery since the end of last Winter. These are provided within 

current resource as part of the efforts to continuously improve the unscheduled care 

pathway. 

Section 4 of the paper details proposed initiatives which could be put in place for this 

Winter given additional resource. These are the funding priorities which were agreed 

during our options appraisal exercise in September 2016. 

Finally, Section 5 details in tabular form the anticipated OBD impact of the initiatives 

described in Sections 2, 3 and 4 and expresses this in the context of the notional 

additional acute capacity which will be provided. This section also shows the 

additional costs which would be incurred. 

1.2  Context: Sustained Investment 

While this Plan sets out proposals for some additional capacity at cost, this non-

recurring investment should be viewed in the context of sustained investment made 

by the NHS Board and the Health and Social Care Partnerships in unscheduled care 

services. For the UHC cluster this includes: 

Health and Social Care Partnership Resources 

 

For East Ayrshire HSCP the total delegated budget for 2016/17 is £216.8M across 

core, non-district general hospitals, hosted services and children’s services.  For 

North Ayrshire HSCP the total delegated budget for 2016/17 is £214.1M.  The total 

partnership resource across HSCPS includes services which are integral to 

managing unscheduled care demand, e.g., care at home, care home, community 

hospital, community nursing services, and General Medical Services.  Total 

partnership resource also includes hosted services for Primary Care, Mental Health 

and Allied Health Professional services, for East, North and South HSCPs 

respectively.   

 

Delegated resources create the opportunity to improve the flexibility of response to 

pressure within the system in a coordinated way.  HSCPs are bringing services 

together to respond rapidly to the changing needs of older people and people with 

complex needs, in or out of hours, and provide timely support from practitioners who 

understand what is ‘normal’ for individuals in their circumstances and conditions. 

This includes multi-disciplinary working in localities, in-reach into hospitals and 

‘wraparound’ community assessment and support. 
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Integrated Care Fund/ Delayed Discharge Resources 

In addition to mainstreaming effective winter surge initiatives, programmes of work 

related to multi-disciplinary working in localities make a key contribution to 

supporting people at or as close to home as is practicable.  This includes the 

Integrated Care Fund (ICF) which accounts for £2.47M in East Ayrshire HSCP and 

£2.89M in North Ayrshire HSCP. 

Activity across these programmes includes community capacity building, e.g., 

community connector/ community link practitioners, early intervention and practical 

preventative support.    

Preventative and anticipatory care activity focuses on dementia post diagnostic 

support, medicines management, mental health coordination, tiered falls prevention, 

technology enabled care, Red Cross Home from Hospital and initiatives focused on 

long-term conditions.   

ICF investment also supports the community ward service in South Ayrshire and the 

deployment of Advanced Nurse Practitioners (ANPs) in communities in East and 

North HSCPs.   This is a central component of further developing multi-disciplinary 

working around clusters of GP practices.  

 

There is significant resource invested in the Integrated Care and Enablement 

Service (ICES).   ICES links with the hospital team and discharge coordinators to 

support timely discharge.  ICES also responds to GP referrals provides enhanced 

support to prevent unnecessary admission.  ICES can access commissioned care 

home places to prevent admissions. 

 

Building for Better Care and a new Model of Care for Front Door Services 

Over the course of 2016, the first two phases of the Board’s Building for Better Care 

Programme have been successfully delivered with a new Emergency Department 

opening at UHA in February and a new Combined Assessment Unit opening at UHC 

in April. Construction of a CAU for UHA is currently underway with the opening of 

this facility planned for late Spring 2017.  

This programme has provided our patients and staff with modern facilities which are 

fit for the purpose of our drive to transform unscheduled care by providing patients 

with rapid access to a senior clinical decision maker. 

Aside from this £27m capital development, the Board has demonstrated its 

commitment to transforming unscheduled care for our patients through heavy and 

sustained revenue investment. This includes a recurring investment of £2.1m for the 

recruitment of Emergency Medicine Consultants, Acute Medicine Consultants and 
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nurse staffing for the CAUs. The Board has invested non-recurringly in the interim 

increase of inpatient capacity at UHC to allow a period of double-running while the 

Model of Care is established. 

 

2. Embedded Improvements from Winter 15/16 
 

The initiatives described at points 2.1, 2.2 and 2.3 below have been embedded 

since last Winter as part of continuous efforts to improve the experience and 

outcomes of our patients, service users and colleagues. Where available, the 

projected OBD impact of these initiatives is included in Section 5. 

 

2.1 Reducing Emergency Admissions 

North Ayrshire ICES Capacity 

The ICES Team in North Ayrshire has been funded on a non-recurring basis to 

provide intermediate care interventions to support people stay at home and to aid 

their discharge home after a hospital stay.  The North Ayrshire IJB has approved the 

mainstreaming of this service to ensure it continues to offer support in 2016/17 and 

beyond.  This will enable continued referrals from General Practice, CAU and 

Hospital Wards. 

North Ayrshire Community Alarm Pilot 

The Community Alarm pilot in the Irvine area of North Ayrshire will continue during 

winter 2016/17, responding to service users 999 calls along with the Scottish 

Ambulance Service to aid clinical decision making and offer support to safely 

maintain people at home. 

Red Cross Hospital to Home 

Led by East Ayrshire but delivered on a pan-Ayrshire basis, the Red Cross Home 

from Hospital Service supports people who would have been admitted to go home, 

prevents breaches of the 4-hour standard and facilitates timely discharge.  This 

service was piloted from December 2014 at UHC and went live across NHS Ayrshire 

and Arran following successful evaluation.  The service was fully operational during 

winter 2015/16 with extended hours being provided between October and March.       
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2.2 Improving Acute Systems and Processes 

Acute Additional Beds on Ward 5B 

During Winter 15/16, 30 additional medical beds were opened on Ward 5B. These 

served to reduce the number of boarded patients at UHC and improve performance 

against the 4-hour standard. These beds have remained open on an unfunded basis. 

Discharge Hub 

The Discharge Hub is now well established and facilitates effective multi-agency 

discharge planning. 

Communication and Escalation 

Strong Escalation and communication relationships within the acute site and 

between partners were established last Winter. 

 

2.3 Reducing Delays to Discharge 

East Ayrshire Discharge to Assess  

In East Ayrshire Discharge to Assess (D2A) has the intended impact of improving 

personal experience by ensuring that assessment for ongoing care and support 

needs is undertaken in a non-acute environment.  A test of change ran from April-

June 2015 and demonstrated a reduced average number of occupied bed days from 

delayed discharge.  D2A was implemented at scale in relation to care homes in 

winter 2015/16.  The wider potential for D2A across re-ablement and rehabilitation 

pathways is recognised. 

East Ayrshire Early Referral to Social Work 

A pan-Ayrshire Early Referral to Social Work initiative, led by East Ayrshire is in 

place.  Good practice guidance stipulates timely early referral to ensure prompt 

discharge.  Commencement of assessments for complex discharges should not be 

delayed until ‘medically fit’.  Early referral supports flow in relation to re-starts of 

packages of care, coordination across the system and decision-making regarding 

long-term care.  The intended outcome of early referral is to support proactive 

planning with individuals and families prior to becoming ‘fit for discharge’. Proactive 

discharge planning supports timely and safer transfer.   The impact is to reduce the 

length of stay for vulnerable older people with complex needs and bed days arising 

from delays.  Early referral to social work is overseen by a pan-Ayrshire discharge 

group and links closely with the Discharge Hub established during winter 2015/16. 
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North Ayrshire ICES Capacity 

See 2.1 above 

Pavilion 3/ Ward 1 

In North Ayrshire HSCP, Pavilion 3 at ACH, now Ward 1 at Woodland View, adopted 

a proactive approach to transferring those most likely to benefit from rehabilitation 

and return home with maximum independence.   

North Ayrshire Care at Home Reablement Assessment  

During winter 2015/16, the Care at Home Reablement Service in Irvine piloted a new 

model of reassessment to remove delays in reducing and / or removing care 

packages as individuals regained independence.   

North Ayrshire Care at Home Capacity  

During winter 2015/16 North Ayrshire HSCP enhanced Care at Home Capacity to 

approximately 15,000 hours per week from its in-house service and 9,000 hours per 

week from private providers.  This enhanced level of capacity has been 

mainstreamed by the IJB for 2016/17 and beyond to enable the service to continue 

to respond to referrals from CAU and the Hospital Wards. 

In addition to this new enhanced capacity North Ayrshire Health and Social Care 

Partnership piloted two new service models within Care at Home, resourced through 

Delayed Discharge funding.   

 

The first of these created additional capacity within the Community Alarm service in 

Irvine to enable care staff to respond along with Scottish Ambulance Service when a 

service user requested ambulance support through their community alarm. The 

purpose of this service was to offer support to the responding Ambulance Crews in 

assessing the needs of service users, determining the extent to which these had 

changed and to offer support to keep them safely at home where appropriate. 

Introduced in January 2016, this service initially demonstrated a 50% reduction in the 

number of service users being transferred to Crosshouse Hospital Emergency 

Department by Ambulance. This performance has been sustained throughout the 

summer months with a total reduction of almost 60% in the number of service users 

being transferred to Crosshouse Hospital Emergency Department by the end of 

September 2016. The proposed extension of this pilot into the Three Towns area of 

North Ayrshire, an area known to have particularly high demand for Emergency 

Department interventions, could be expected to deliver similar reductions thereby 

relieving pressure on the Emergency Department itself but also on the in-patient 

beds, given the high rate of admission associated with these service users.   
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The second pilot within the Care at Home service was to introduce team-based 

assessment within the Reablement Team. The Reablement Team offer targeted 

interventions to service users aimed at increasing their independence.  Traditionally, 

service users would be placed on service for up to 12 weeks with a Social Work 

assessment at the end of that period to determine what level of service an individual 

would need going forward.  This pilot transferred responsibility for those 

assessments to the Occupational Therapists within the Reablement Team, enabling 

a more targeted and timeous assessment.  This can result in individuals having the 

level of service they receive reduced or even removed at a much earlier stage in line 

with their needs.  This, in turn, allows the Care at Home Team to reallocate available 

capacity to those waiting within hospital and in community settings to ensure they 

receive the support they need to live safely at home. 

 

The Irvine Reablement Pilot demonstrated 41% of service users could have their 

service reduced or removed at an earlier point in their reablement journey benefitting 

both those individuals and others who were waiting on service.  The expansion of 

this pilot to the Three Towns area of North Ayrshire could be expected to deliver 

similar results in an area of high need. 

North Ayrshire Early Assessment Care Home 

In winter 2015/16 North Ayrshire HSCP completed long-term care assessment for 

individuals in hospital within 5 days and gave priority to the funding of care home 

placements for those in hospital.  This resulted in ‘no delay’ to funding confirmation 

from completion.  This approach will be continued for winter 2016/17 as far as 

budget permits. 
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3. Planning for this Winter 

 
3.1 Reducing Emergency Admissions 

 

East Ayrshire Community Hospital Step-Up Care (IP Review Priority 2) 
 

East Ayrshire Community Hospital (EACH) will work as a ‘step-up’ facility to prevent 

avoidable admissions.  There will be a focus on prevention of admission in relation to 

respiratory conditions during winter 2016/17.  EACH will also continue to facilitate 

flow in the acute sector by providing ‘step-down’ capacity to support assessment or 

rehabilitation in a more homely setting.  In winter 2015/16 downstream beds in 

community hospitals in East Ayrshire facilitated 349 transfers – an increase of almost 

8 per cent on the 324 transfers in the previous winter.   

 
Scottish Ambulance Service (IP Review Priority 3) 

Partnership working with Scottish Ambulance Service will focus on the 

implementation of shared care strategies and technology enabled care in supporting 

people to remain at home, in particular falls prevention and respiratory conditions. 

Ward 1 Step-Up Care (IP Review Priority 1) 

Step-up care will be introduced within Ward 1 to offer General Practitioners in North 

Ayrshire an alternative to acute hospital admission for patients who would benefit 

from rehabilitation or intermediate care. 

North Ayrshire ANP Telehealth Support (IP Review Priority 1, 3) 

Using Delayed Discharge funding ANP Capacity is being engaged on a recurring 

basis to provide support to individuals with complex care needs using telehealth 

monitoring to identify and respond to potential exacerbations at an early stage.  This 

will offer the foundations of our future Hospital at Home Service. 

North Ayrshire Mental Health Crisis Resolution Team Police Triage (IP Review 

Priority 2) 

The Crisis Resolution Team (based out of hours at Lister Centre) will provide an 

overnight mental health triage service to Police Scotland in response to adult mental 

health concerns. This will enable appropriate mental health support to be provided at 

home and/or signposting to other services as an alternative to Emergency 

Department attendance.  
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During the 24 week scoping phase in 2016, around 50% (approximately 200) of all 

police adult concern contacts would have been appropriate for a mental health 

intervention rather than police intervention and attendance at ED. A proportion of 

these happen during the out of hour period which is where this initiative will impact.  

North Ayrshire Professional SPOC (IP Review Priority 2) 

The Professional SPOC for North Ayrshire will offer General Practitioners and other 

professional staff the opportunity to engage community services more readily to 

enable individuals to be supported at home and avoid emergency admission. 

Combined Assessment Unit (IP Review Priority 2, 8) 

The Combined Assessment Unit (CAU) which opened in April, offers new treatment 

pathways via ambulatory care streams and rapid assessment processes for medical 

patients referred by their GPs. The Unit provides senior clinical decision making until 

8pm and is staffed by Acute Physicians and General Physicians. Integrated 

approaches with HSCP staff have been adopted. This includes the assessment of 

frail elderly patients by Acute Physicians supported by an AHP Practitioner to 

consider alternatives to acute admission wherever possible. 

 

3.2 Improving Acute Systems and Processes 

Discharge Planning (IP Review Priority 4, 8) 

As part of the Six Essential Actions to Improving Unscheduled Care Programme a 

focus has been made on improving the processes related to discharge planning. The 

introduction of Daily Dynamic Discharge board rounds took place last Winter and will 

be consolidated this Winter through the Exemplar Ward approach. This approach 

supports clinical staff in reliably planning the discharge process by providing a pack 

of materials such as scripts for board rounds and straightforward checklists. The aim 

of this approach is to reduce the variability in the approach to discharge which is 

often person or ward dependant. This will be rolled out across the medical wards by 

December. 

To complement this work, a Discharge Improvement Group has been established 

with representatives from across the hospital. This Group will adopt a structured 

approach to the development and sharing of best practice. A number of pilot projects 

have already been established including those looking at Criteria Led Discharges 

and links with pharmacy for discharge medications. 

These efforts will be primary drivers in the move to improve the rate of morning 

discharge towards the national target of 40%. Having capacity available earlier in the 

day will ensure patients can be admitted to the most appropriate bed for their needs 

in a timely manner.  It is, however difficult to quantify this impact in terms of OBDs.  
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Senior Decision Making (IP Review Priority 4, 8) 

As Acute Physicians are supported by the AHP Advanced Practitioner to undertake 

geriatric assessments in the CAU, Consultant Geriatrician time has been freed to 

undertaken the complex discharge planning of frail elderly patients. This work is 

multidisciplinary in nature with support from the Integrated Care Teams from North 

and East Ayrshire HSCPs. 

Expansion of ECG and Medical Imaging (IP Review Priority 8) 

The relocation of the Clinical Physiology Department will improve patient and staff 

experience and allow an increase in capacity to meet demand. Medical Imaging will 

move into the area vacated by Clinical Physiology bringing similar benefits to this 

service. 

Communication and Escalation (IP Review Priority 5, 8) 

Communication and escalation arrangements within and between partner 

organisations will be enhanced this Winter through weekly integrated performance 

review and operational planning meetings. The Unscheduled Care Delivery Group 

continues to meet monthly to take forward the programme of transformational 

change. 

 

3.3 Reducing Delays to Discharge 

North Ayrshire ICES and District Nursing In-Reach (IP Review Priority 3) 

The North Ayrshire ICES Team will undertake proactive case identification within the 

acute wards at Crosshouse Hospital to identify individuals who could be supported 

home with ICES for home-based rehabilitation or safely discharged home with Care 

at Home support. 

 

The District Nursing Team will undertake proactive case identification within the 

acute wards at Crosshouse Hospital to identify individuals from their caseload who 

could be safely supported home under their care. 

East Ayrshire Equipment and Adaptations (IP Review Priority 3) 

With the completion of a Best Value Review of Adaptations in 2015, investment for 
owner occupiers has increased by £0.65M from £0.4M to £1.05M. 
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Urgent Care Hub – Primary Care and Out of Hours Response (IP Review 
Priority 1) 

Out of hours response is being enhanced through the alignment of 12 members of 
the social care workforce through the Urgent Care Hub (£0.3M).     

Community Phlebotomy (IP Review Priority 3) 

The community phlebotomy service is expected to release capacity within primary 
and community services and to deliver whole system benefits. 
 

4. Additional resource for this Winter 
 

4.1 Reducing Emergency Admissions  

East Ayrshire Care Home Support (IP Review Priority 7) 

There are around 725 care home residents in East Ayrshire.  Care home residents 

have complex support and healthcare needs as a result of multiple long-term 

conditions, disabilities and frailty and are 40-50 per cent more likely than the 

population living in the community to experience emergency hospital admission.   

Emergency admissions to hospital from care homes relate to a range of reasons, 

with the commonest being pneumonia, dementia, sepsis, and falls related head 

injuries and hip fractures.  Admissions vary by type of care home and are higher in 

residential than nursing home registered homes.     

Good practice advises a multi-disciplinary approach to providing support to care 

homes including specialist community-based nursing and allied health professionals.  

This proposal would use evidence-based interventions, based on the Sussex model, 

where high risk groups within care homes are identified and the care homes 

supported to actively manage residents with long term conditions and maintain them 

in their home. Successful application of these models has demonstrated significant 

reduction in admissions.    

The appointment of 2 X 0.5 WTE Band 6 district nurses [working 5/7 days, Monday 

to Sunday] with a specific remit to work with Care Homes throughout East Ayrshire, 

to develop a pro-active anticipatory care approach and ensure early intervention/ 

treatment, is expected to reduce the number of unscheduled admissions from Care 

Homes.   Nurses would work alongside an identified Advanced Nurse Practitioner in 

supporting care homes to maintain residents in the home. 
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4.2 Improving Acute Systems and Processes 

Additional Acute Beds Ward 3E (IP Review Priority 8) 

The transfer of the former medical receiving unit to the new CAU has provided a 

physical space on Ward 3E which can be utilised to provide surge capacity. 

This proposal would provide up to an additional 25 medical beds. Twelve of these 

would be opened from October with the option to flex up to full capacity from January 

to the end of March. 

The risks relating to this proposal pertain to securing nurse staffing, the consultant 

capacity to lead care in this area and the financial risk of being unable to close these 

beds at the end of Winter. 

Monthly nursing costs for a 12 bedded ward will total £61,116. For a 25 bedded ward 

this figure will be £91,257. 

The total cost for this proposal is £457,119 for the Winter period. These costs are 

based on nurse staffing only at this stage. 

 

Additional Paediatric Capacity  (IP Review Priority 8) 

The Board’s inpatient and acute assessment paediatric services are hosted at UHC. 

During last Winter, this service experienced a 10.7% rise in admissions compared 

with the same period in the previous year.  

This proposal would increase capacity on Ward 1B (paediatric inpatient) at times of 

extreme demand, to better manage the anticipated acuity on the ward and to deploy 

staff in a flexible manner. 

This proposal would require and additional 1 wte at AfC Band 6 and 2.4 wte at AfC 

Band 5. These staff would be deployed across the week but particularly at weekends 

and overnight. Projected costs are £75,475 for the 6 month period.  

This proposal has benefits for the safety and quality of care provided as well as 

reducing staff sickness and stress. 

 

Patient Flow Team (IP Review Priority 8) 

The enhanced Patient Flow Team was piloted last Winter. Having this in place this 

Winter will be a vital component in managing the complexity of patient flow through 

two front doors. 
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4.3 Reducing Delays to Discharge 

Care and Accommodation for patients delayed through legislative/complex 

processes. 

Additional Capacity at East Ayrshire Community Hospital (IP Review Priority 1) 

 

The Inpatient Review at University Hospitals Ayr and Crosshouse underlined the 

theme of people being delayed in acute care dues to lack of availability of 

downstream beds.  The review also flagged legal or housing processes as 

contributing to a significant number of occupied bed days for people with ‘complex’ 

needs.  

This proposal aims to address this finding and relates to East Ayrshire Community 

Hospital (or alternative suitable care home facility) and the delivery of alternative 

discharge and admission prevention models for Winter 2016/17.   

The proposal is for the creation of additional downstream capacity through the 

opening of 12 additional community hospital beds in Holmburn Ward, at East 

Ayrshire Community Hospital (or alternative suitable care home facility) to create 

capacity to assess/support people with complex needs in a non-acute setting. 

This would support assessment and care planning for people with complex needs.  

This would include the 10 people on average (2015/16) who were delayed in hospital 

going through the statutory incapacity processes, people in distress and others with 

complex needs.  The additional capacity would create flexibility of response and 

alternative resource for discharge.     

North Ayrshire Additional Home Care Capacity (IP Review Priority 4) 

This proposal would increase the capacity for care at home services in the North in 

to meet the increasing levels of demand experienced since Winter 15/16 and 

projected to continue into the coming Winter. 

North Ayrshire Additional Care Home Capacity for Rehabilitation (IP Review 

Priority 1) 

On any given day in Crosshouse Hospital between 15 and 20 patients from North 

Ayrshire can be medically fit for discharge while awaiting completion of the 

assessment of their long-term needs. Looking at the daily list of patients produced by 

the Crosshouse Hospital team, these patients can be classified as: 

 SSA paperwork received (assessment commencing) 

 Assessment underway 

 Assessment completed 

 Funding approved 

 Awaiting review by Care Home 
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Ordinarily all assessments are completed within approximately 5 working days and 

submitted for review and, where appropriate, funding on the following Thursday.  

Unless there has been difficulty engaging with the patient's family, all assessments 

are completed and submitted for review within the target of 14 days. 

 

When funding has been agreed, an individual will then decide which Care Homes 

they would prefer to be admitted to and when capacity is confirmed, the Care Home 

of choice will visit to assess and, where appropriate, agree a timescale for 

admission. This process often leads to a patient stay within Crosshouse Hospital well 

beyond the point at which the individual no longer requires acute care. 

 

In addition to this patients within Ward 1 at Woodland View and Redburn Ward on 

the Ailsa Central site also have a number of patients who are occupying 

rehabilitation capacity while awaiting completion of assessment and admission to 

Care Homes. 

 

There is a recognition that conducting an assessment of an individual's long-term 

needs within an acute hospital ward is far from ideal. This will be an environment that 

is unfamiliar to most patients and, just at the end of an acute episode, their levels of 

frailty, vulnerability and confusion are likely to be relatively high. Linked to this, there 

is a professional Social Work view that seeking to complete an assessment within 

the target 14 day period, may result in conclusions being reached hastily and a 

decision to place in permanent care being made prematurely. 

 

There is therefore a need to change this model of care to offer a slower stream 

rehabilitation and assessment model, outwith the acute hospital and rehabilitation 

ward setting.  Discussions have taken place with Glasgow HSCP regarding their 

current model commissioned in the independent sector.  We would propose to 

benchmark with Glasgow and have estimated that around one-third of people with 

return home and two-thirds will move on to care homes. The current ALOS within the 

Glasgow model is 42 days and we have estimated turnover based on this. 

 

Funding should be made available to create 30 beds of capacity within a vacant 

Care Home unit to support this new model of care during a five month period over 

the winter 2016/17 and release capacity within Crosshouse Hospital to support those 

with acute care needs. 

 

To support the rehabilitation focus within this unit, North Ayrshire Health and Social 

Care Partnership would deploy Physiotherapy and Occupational Therapy capacity, 

secured using Delayed Discharge monies, into the unit.   
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Further, this model would require a direct pathway from Crosshouse Hospital to the 

Care Home unit under the care of a Consultant and RMO cover would need to be 

provided from that site. 

 

Finally, to ensure individuals are do not experience financial detriment during this 

element of their journey, these beds would need to be commissioned by NHS 

Ayrshire and Arran, with the individuals retaining NHS patient status throughout their 

stay. 

 
 
East Ayrshire Additional Home Care Capacity (IP Review Priority 4) 
 

Discharge planning needs to start at first contact with hospital and be standardised 

and embedded in practice, with older people and their carers fully and promptly 

involved in their own discharge plans and goals. This involves close partnership 

working to ensure that patients can leave hospital once their clinical treatment is 

complete, with good post-discharge support in the community.  

The joint Care at Home/ ICES Peripatetic Response Team would operate under one 

Home Care Manager with north locality and south locality sections given the very 

different geography within East Ayrshire. This model employing mobile staff on more 

flexible shift patterns to support the provision of increased levels of overnight home 

care and/or additional visits during periods when people become more unwell thus 

preventing avoidable hospital admissions and facilitating proactive discharge home. 

This would involve hospital in-reach to identify people able to be supported home.  

This additional capacity will facilitate hospital discharges and support early 

intervention/ treatment to prevent acute hospital admission.  Capacity would be 

targeted on timely response and multi-disciplinary working alongside the 24/7 

response team proposal. Examples could be: 

 overnight care for short period for a person with a UTI to prevent hospital 

admission  

 increased number of carers and/or visits per day for a short period to enable 

earlier discharge from hospital 

 Intensive care at home input for discharge to assess (D2A) 

 Additional hours for Red Cross during surge period 

 

East Ayrshire Equipment and Adaptations (IP Review Priority 4) 

The provision of community equipment is of critical importance to effective hospital 

discharge and is a key service in relation to facilitating a safe discharge home for 

people recovering from treatment, with conditions which are progressing or at end of 

life.  Managing demand at the interface between hospital and community equipment 
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is central to discharge and practically requires streamlined and responsive access 

and procedures and a shared understanding of the provision of equipment.     

People can be delayed in hospital awaiting the provision of community equipment 

and minor adaptations. On average last winter there was a 22% increase in requests 

for community equipment and minor adaptations, which included spikes in demand 

of 34% and 38% in December and February respectively. 

It is anticipate that during the forthcoming winter period there will be a similar 

increase in demand for these services to facilitate hospital discharge and assist in 

the prevention of admission, with particular demands arising in relation to the 

provision of enhanced telecare packages.   

To ensure on-going provision of services during the winter period we require funding 

for additional Technician time and Resource Information Assistant hours.  

The proposal also links to a targeted in reach approach to get people who have had 

to be admitted to hospital back home more quickly supported by a range of services 

and the use of technology and aids as appropriate.  

 

Scottish Ambulance Service – Patient Transport Service (IP Review Priority 8) 

An enhanced PTS has been arranged to support discharge from UHC for those 

patients requiring ambulance transport later into the evening and at the weekend. 
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5. Summary of Initiatives, Cost and Impact 

N.B. For the purposes of all calculations in this section, East Ayrshire HSCP 

Initiatives have OBD Impact and Cost split on a 60:40 basis between UHC and UHA. 

5.1 Notional Additional Acute Bed Capacity Embedded in System 

The table below outlines the number of Acute OBDs which have been avoided last 

Winter, and is expected to be repeated this Winter. This can be thought of as 

notional additional capacity which has been embedded within the whole system. The 

impact of these OBDs avoided has already been included in any demand and 

occupancy modelling for the coming Winter. 

Embedded Initiative Embedded 
OBD 
Avoidance 

North Ayrshire ICES Capacity 1541 

North Ayrshire Community Alarm Pilot 678 

Red Cross Hospital to Home 690 

Additional Acute Beds – Ward 5B 5430 

Enhanced Patient Flow Team - 

Discharge Hub - 

Communication and Escalation - 

East Ayrshire Discharge to Assess 239 

East Ayrshire Early Referral to Social Work 252 

Pavilion 3/ Ward 1 Capacity 288 

North Ayrshire Care at Home Reablement Assessment 1864 

North Ayrshire Care at Home Capacity  9864 

North Ayrshire Early Assessment for Care Home  1795 

TOTAL ACUTE OBDs AVOIDED THROUGH 
EMBEDDED INITIATIVES 

22641 

Notional additional acute capacity equivalent   125 acute beds 

 

5.2 Notional Additional Acute Bed Capacity to be Realised this Winter 

The table in this section offers a projection as to the notional additional acute 

capacity equivalent which will be provided by those initiatives described at Sections 

3 and 4 above. 

In addition the 30 bedded Ward 5B and 12 additional beds on Ward 3D at UHC have 

remained open on an unfunded basis as part of the bedding in process of CAU. This 

situation will continue through the Winter at a projected cost of £800,000 for the six 

month period. 
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 Initiative OBD 
Impact  

(if known) 

Additional 
Cost 

(£000) 

Deliverable 
by 

Deliverable 
within 
Planned 
Resource 
(Section 3: 
‘Planning for 
this Winter’) 

Ward1 Step-Up Care 160 - Dec 16 

North Ayrshire ANP 
Telehealth Support 

400 - Dec 16 

North Ayrshire Mental 
Health Crisis Resolution 
Team Police Triage 

- - In place 

North Ayrshire 
Professional SPOC 

1520 - In place 

Combined Assessment 
Unit  

- - In place  

Discharge Planning - - Nov 16 

Senior Decision Making - - In place 

Communication and 
Escalation 

- - In place 

Expansion of ECG and 
Medical Imaging 

- - Nov 16 

Increased Throughput 
Ward 2 

180 - In place 

North Ayrshire ICES and 
District Nursing In-Reach 

540 - Nov/ Dec 
16 

TOTAL OBD IMPACT  
for Planned Resource 
Initiatives  
(notional additional 
acute capacity 
equivalent) 

2800 
(15 beds) 

-  

Deliverable 
within 
Additional 
Resource  
(Section 4: 
‘Additional 
Resource for 
this Winter’) 

North Ayrshire Additional 
Care Home capacity for 
Rehabilitation (30 beds) 

2700 389 
 

Jan 17 

Additional Paediatric 
Capacity 

- 75.5 Dec 16 

Additional Capacity 
Patients delayed AWI or 
housing (12 beds) 

894 188.1 Jan 17 

East Ayrshire Care Home 
Support 

108 30 Jan 17 

Additional Acute Beds 
Ward 3E 

3440 460 Dec 16 

Enhanced Patient Flow 
Team 

- 68 Oct 16 

North Ayrshire Additional 
Home Care Capacity 

3801 804 Jan 17 

East Ayrshire Additional 
Home Care Capacity 

1222 240 Jan 17 

East Ayrshire Equipment 
and Adaptations 

126 9 Dec 16 
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Scottish Ambulance 
Service – Patient 
Transport 

- 15 Oct 16 

TOTAL OBD IMPACT 
and COST 
for Additional Resource 
Initiatives  
(notional additional 
acute capacity 
equivalent ) 

12,291 
(68 beds) 

£2,279  

TOTAL OBD IMPACT 
and COST 
for ALL Resource 
Initiatives 
(notional additional 
acute capacity 
equivalent) 

15,191 
(84 beds) 

£2,279  
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Integrated Winter Plan 

University Hospital Ayr Cluster  

(Acute Services, South Ayrshire HSCP, East Ayrshire 

HSCP) 

FUNDING TO BE CONFIRMED 

1. Introduction 

 1.1 Approach 

This paper sets out the integrated improvement initiatives, clustered around 

University Hospital Ayr, that have been put in place and are planned to help improve 

the experience and outcomes of our patients and colleagues over the coming Winter. 

An attempt has been made to align each initiative against one of the Unscheduled 

Care Improvement Theme (i.e. Reducing Emergency Admissions, Improving Acute 

Systems and Processes and Reducing Delays to Discharge). Each new initiative has 

also been cross-referenced against one of the eight priority areas for improvement 

identified in the Medical Director’s Inpatient Review of June 2016. These priorities 

are listed below: 

 

1. Alternative downstream facilities and intermediate care – step-down including 

step-down appropriate for older people’s mental health, adults with  

incapacity, rehabilitation capacity 

2. Outpatient facilities and triage – to offer alternatives to emergency department 

attendance or admission through improved pathways, urgent care and step-

up arrangements. 

3. Hospital at home or similar models as a further alternative to 

attendance/admission to acute care - supported by multi-disciplinary proactive 

community teams GP with Special Interest, Allied Health Professionals and 

District Nursing.   

4. Discharge planning – to start at admission, with Expected Date of Discharge 

identified early and communicated through streamlined point of contact. 

5. Information sharing across multiple systems to provide overview of individual 

needs. 

6. Palliative Care – facilities and approach to be explored through pan-Ayrshire 

models of Care work. 

7. Nursing Homes – joint working and support to maintain residents within care 

homes. 

8. Internal process improvement - review, boarding and access to specialties. 

Right patient, right place. 

Appendix 4 



 

2 
 

 

 

Section 2 of the paper outlines the initiatives which were put in place last Winter and 

have since become successfully embedded. 

Section 3 of the paper continues to detail the initiatives which have been delivered or 

are planned for delivery since the end of last Winter. These are provided within 

current resource as part of the efforts to continuously improve the unscheduled care 

pathway. 

Section 4 of the paper details proposed initiatives which could be put in place for this 

Winter given additional resource. These are the funding priorities which were agreed 

during our options appraisal exercise in September 2016. 

Finally, Section 5 details in tabular form the anticipated OBD impact of the initiatives 

described in Sections 2, 3 and 4 and expresses this in the context of the notional 

additional acute capacity which will be provided. This section also shows the 

additional costs which would be incurred. 

 1.2 Context: Sustained Investment 

While this Plan sets out proposals for some additional capacity at cost, this non-

recurring investment should be viewed in the context of sustained investment made 

by the NHS Board and the Health and Social Care Partnerships in unscheduled care 

services. For the UHA cluster this includes: 

Health and Social Care Partnership Resources 

 

For East Ayrshire HSCP the total delegated budget for 2016/17 is £216.8M across 

core, non-district general hospitals, hosted services and children’s services and for 

South Ayrshire HSCP the total delegated budget is £161.2M.  The total partnership 

resource across HSCPS includes services which are integral to managing 

unscheduled care demand, e.g., care at home, care home, community hospital, 

community nursing services, and General Medical Services.  Total partnership 

resource also includes hosted services for Primary Care, Mental Health and Allied 

Health Professional services, for East, North and South HSCPs respectively.   

 

Delegated resources create the opportunity to improve the flexibility of response to 

pressure within the system in a coordinated way.  HSCPs are bringing services 

together to respond rapidly to the changing needs of older people and people with 

complex needs, in or out of hours, and provide timely support from practitioners who 

understand what is ‘normal’ for individuals in their circumstances and conditions. 

This includes multi-disciplinary working in localities, in-reach into hospitals and 

‘wraparound’ community assessment and support. 
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Integrated Care Fund/ Delayed Discharge Resources 

In addition to mainstreaming effective winter surge initiatives, programmes of work 

related to multi-disciplinary working in localities make a key contribution to 

supporting people at or as close to home as is practicable. This includes the 

Integrated Care Fund (ICF) which accounts for £2.47M in East Ayrshire HSCP, and 

£2.34M in South Ayrshire HSCP.   

Activity across these programmes includes community capacity building, e.g., 

community connector/ community link practitioners, early intervention and practical 

preventative support.    

Preventative and anticipatory care activity focuses on dementia post diagnostic 

support, medicines management, mental health coordination, tiered falls prevention, 

technology enabled care, Red Cross Home from Hospital and initiatives focused on 

long-term conditions.   

ICF investment also supports the community ward service in South Ayrshire and the 

deployment of Advanced Nurse Practitioners (ANPs) in communities in East and 

North HSCPs. This is a central component of further developing multi-disciplinary 

working around clusters of GP practices.  

 

There is significant resource invested in the Integrated Care and Enablement 

Service (ICES).  ICES links with the hospital team and discharge coordinators to 

support timely discharge.  ICES also responds to GP referrals provides enhanced 

support to prevent unnecessary admission. ICES can access commissioned care 

home places to prevent admissions. 

 

Building for Better Care and a new Model of Care for Front Door Services 

Over the course of 2016, the first two phases of the Board’s Building for Better Care 

Programme have been successfully delivered with a new Emergency Department 

opening at UHA in February and a new Combined Assessment Unit opening at UHC 

in April. Construction of a CAU for UHA is currently underway with the opening of 

this facility planned for late Spring 2017.  

This programme has provided our patients and staff with modern facilities which are 

fit for the purpose of our drive to transform unscheduled care by providing patients 

with rapid access to a senior clinical decision maker. 

Aside from this £27m capital development, the Board has demonstrated its 

commitment to transforming unscheduled care for our patients through heavy and 

sustained revenue investment. This includes a recurring investment of £2.1m for the 

recruitment of Emergency Medicine Consultants, Acute Medicine Consultants and 

nurse staffing for the CAUs.  
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2. Embedded Improvements from Winter 15/16 

 
2.1 Reducing Emergency Admissions 

 

Red Cross Hospital to Home  

Led by East Ayrshire but delivered on a pan-Ayrshire basis, the Red Cross Home 

from Hospital Service supports people who would have been admitted to go home, 

prevents breaches of the 4-hour standard and facilitates timely discharge.  This 

service was piloted from December 2014 at UHC and went live across NHS Ayrshire 

and Arran following successful evaluation.  The service was fully operational during 

winter 2015/16 with extended hours being provided between October and March.       

 

2.2 Improving Acute Systems and Processes 

Same Day Surgical Admission  

During Winter 15/16, the Urology team moved to a same day admissions model for 

most elective patients. This brought significant benefits for both patients and the 

service and is now embedded practice. 

Communication and Escalation  

Strong Escalation and communication relationships within the acute site and 

between partners were established last Winter. 

 

2.3 Reducing Delays to Discharge 

 

East Ayrshire Discharge to Assess  

In East Ayrshire Discharge to Assess (D2A) has the intended impact of improving 

personal experience by ensuring that assessment for ongoing care and support 

needs is undertaken in a non-acute environment.  A test of change ran from April-

June 2015 and demonstrated a reduced average number of occupied bed days from 

delayed discharge.  D2A was implemented at scale in relation to care homes in 

winter 2015/16.  The wider potential for D2A across re-ablement and rehabilitation 

pathways is recognised. 

East Ayrshire Early Referral to Social Work  

 

A pan-Ayrshire Early Referral to Social Work initiative, led by East Ayrshire is in 

place.  Good practice guidance stipulates timely early referral to ensure prompt 
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discharge.  Commencement of assessments for complex discharges should not be 

delayed until ‘medically fit’.  Early referral supports flow in relation to re-starts of 

packages of care, coordination across the system and decision-making regarding 

long-term care.  The intended outcome of early referral is to support proactive 

planning with individuals and families prior to becoming ‘fit for discharge’. Proactive 

discharge planning supports timely and safer transfer.   The impact is to reduce the 

length of stay for vulnerable older people with complex needs and bed days arising 

from delays.  Early referral to social work is overseen by a pan-Ayrshire discharge 

group and links closely with the Discharge Hub established during winter 2015/16. 
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3. Planning for this Winter 

3.1 Reducing Emergency Admissions 

South Ayrshire Community Reablement Hub (IP Review Priority 2) 

In April, the Reablement Hub was set up with 8 carers and positioned beside the 

community alarm responder service and the telecare officers. This colocation 

promotes a continuum of care which can be offered and increases the capacity to 

respond at short notice using different supports. The Hub is the service access route 

into the Care at Home service and involves up to 6 weeks of reablement focused 

support being received by an individual prior to a longer term arrangement being 

agreed.  This approach, being delivered from the one point of contact with a 

consistent staff group supporting, is evidencing a more efficient use of resources.  

There are now 17 care staff at the Hub with the capacity to support up to 70 

individuals in any one week.    

Assess to Admit Capacity (IP Review Priority 2)  

As part of the preparations for this Winter and in laying the groundwork for the New 

Model of Care which will be put in place when the CAU opens in late Spring, there 

has been a focus on reducing emergency admissions by providing appropriate 

‘assess to admit’ capacity at the front door of the acute hospital. 

GP Assessment Unit: 

The GP Assessment Unit has been in place on Station 7 for a number of years, 

however its function is frequently curtailed when it is used as overnight inpatient 

capacity at times of severe bed pressures. To protect the intended function and build 

towards the ethos of the CAU, the Unit will be transferred to a dedicated clinical area 

behind the ED. The current GPAU area on Station 7 will be used as a medical short 

stay area. This solution will ensure patients receive early assessment by a senior 

clinical decision maker leading to a reduction in avoidable admissions to hospital 

without reducing the site’s complement of inpatient beds. 

Surgical Assessment Unit: 

While above initiative will provide asses to admit capacity for the medical patients, a 

separate facility has been established on Station 3 to provide similar for surgical 

patients. This unit comprises of one clinical space and has been used successfully 

over the recent months. However, as with the GPAU this area’s function is frequently 

limited by its use as overnight inpatient capacity.  

As a conservative estimate we would expect these developments to allow us to 

avoid 2 emergency admissions per day. Based on the ALoS for this type of patient 

we would save 4 OBDs per day or 724 OBDs for the Winter period. 
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East Ayrshire Community Hospital Step-Up Care (IP Review Priority 2) 

 

East Ayrshire Community Hospital (EACH) will work as a ‘step-up’ facility to prevent 

avoidable admissions.  There will be a focus on prevention of admission in relation to 

respiratory conditions during winter 2016/17.  EACH will also continue to facilitate 

flow in the acute sector by providing ‘step-down’ capacity to support assessment or 

rehabilitation in a more homely setting.  In winter 2015/16 downstream beds in 

community hospitals in East Ayrshire facilitated 349 transfers – an increase of almost 

8 per cent on the 324 transfers in the previous winter.   

 

Scottish Ambulance Service (IP Review Priority 8) 

Partnership working with Scottish Ambulance Service will focus on the 

implementation of shared care strategies and technology enabled care in supporting 

people to remain at home, in particular falls prevention and respiratory conditions. 

 

3.2 Improving Acute Systems and Processes 

Discharge Planning (IP Review Priority 4, 8) 

As at UHC, ongoing efforts have been made ahead of this Winter at UHA to improve 

the operation of internal systems and processes with a particular focus on reliable 

discharge planning. 

An Exemplar Ward process has been established and will be rolled out across the 

medical wards by the end of September. This approach will support standardised 

and reliable discharge planning and help remove the person and ward variability 

which sometimes exists. This will consolidate the previous positive progress that has 

been made through the Dynamic Daily Discharge board rounds. 

Senior Decision Making (IP Review Priority 8) 

While the pressure on senior medical staffing at UHA is recognised, efforts have 

been made to reconfigure this existing resource to offer extended availability of 

senior clinical decision makers. The Physician of the Day will now remain on site 

until 8pm to ensure senior of review of medical admissions until this time. In addition 

the acute consultant locum has been job planned to begin the day at 8am with a 

particular focus on the medical short stay area (previously GPAU).  

  

 

 



 

8 
 

 

3.3 Reducing Delays to Discharge 

East Ayrshire Equipment and Adaptations (IP Review Priority 4) 

With the completion of a Best Value Review of Adaptations in 2015, investment for 
owner occupiers has increased by £0.65M from £0.4M to £1.05M. 

East Ayrshire Community Phlebotomy (IP Review Priority 3) 
 
The community phlebotomy service is expected to release capacity within primary 
and community services and to deliver whole system benefits. 
 
South Ayrshire Care at Home Capacity (IP Review Priority 1) 

During this past year a comprehensive service review has taken place of the Care at 

Home service and the planning of the introduction of a new structure and care 

pathway is underway. This could be in place by end of December.  Since April 

changes have been introduced which support the direction of travel for this service.  

A permanent manager has been secured and this has supported improved oversight 

within the service and there is on-going improvement work taking place to identify 

efficiencies in relation to care capacity. 

Recruitment is currently underway within the care at home services to fill an 

additional 25 posts amounting to 525 hours per week.  So far 11 posts have been 

filled and it is estimated that the staff will be in position by the end of December 2016 

with 231 hours per week estimated to be available. 

South Ayrshire Intermediate Care Team In-reach (IP Review Priority 1) 

Since September, ICT has been providing an in-reach service to Station 14 and 16 

at UHA on a pilot basis. Early indications have shown this to be successful with a 

number of patients pro-actively supported to undergo reablement at home. 

Biggart Rehabilitation Beds (IP Review Priority 1) 
 
A multidisciplinary goal setting and discharge planning model, involving family and 

carers within 5 days of admission to 8 beds within Urquhart Ward, was tested during 

winter 2015-16.  The test led to more person centred goal setting and rehabilitation 

and resulted in reducing average length of stay from over 40days to under 30days.  

The model will be repeated this Winter. 
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4. Additional Resource for this Winter  

 
4.1 Reducing Emergency Admissions 

 

East Ayrshire Care Home Support (IP Review Priority 7) 

There are around 725 care home residents in East Ayrshire.  Care home residents 

have complex support and healthcare needs as a result of multiple long-term 

conditions, disabilities and frailty and are 40-50 per cent more likely than the 

population living in the community to experience emergency hospital admission.   

Emergency admissions to hospital from care homes relate to a range of reasons, 

with the commonest being pneumonia, dementia, sepsis, and falls related head 

injuries and hip fractures.  Admissions vary by type of care home and are higher in 

residential than nursing home registered homes.     

Good practice advises a multi-disciplinary approach to providing support to care 

homes including specialist community-based nursing and allied health professionals.  

This proposal would use evidence-based interventions, based on the Sussex model, 

where high risk groups within care homes are identified and the care homes 

supported to actively manage residents with long term conditions and maintain them 

in their home. Successful application of these models has demonstrated significant 

reduction in admissions.    

The appointment of 2 x 0.5 WTE Band 6 district nurses [working 5/7 days, Monday to 

Sunday] with a specific remit to work with Care Homes throughout East Ayrshire, to 

develop a pro-active anticipatory care approach and ensure early intervention/ 

treatment, is expected to reduce the number of unscheduled admissions from Care 

Homes.   Nurses would work alongside an identified Advanced Nurse Practitioner in 

supporting care homes to maintain residents in the home. 

 

4.2 Improving Acute Systems and Processes 

Medical Day Case Unit or Additional IP Beds on Station 12 (IP Review Priority 

8) 

It is proposed that an additional 5 beds are provided on Station 12 to meet 

anticipated and extant bed pressures. 

Station 12 currently consists of a total of 21 funded beds (15 Stroke Rehab and 6 

General Medicine). An additional 5 beds ca be opened on an unfunded basis in the 

physio gym on the ward and supplementary nurse staffing is currently used to 

ensure safe provision for these beds. 
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The proposal includes staffing for this area on a 24-hour a day, 7-day a week basis 

as well as the necessary capital works required to provide appropriate showering 

and toileting facilities for this area. 

An alternative to this option would be the provision of a Medical Day Case facility in 

the same space. This would also have nursing resource implications (though 

cheaper than the provision of inpatient capacity) and capital funding for building 

alterations. 

Additional Beds on Station 16 (IP Review Priority 8) 

Following the interim centralisation of the Hyper Acute Stroke Unit (HASU) at UHC at 

the end of 2015, funding for 6 stroke beds in Station 16 was transferred to UHC. 

However, these 6 beds have remained open on an unfunded basis in response to 

bed pressures.  

This proposal would provide funded nurse staffing for these 6 beds, bringing the 

ward’s funded bed complement to 30. 

Additional Nursing Staff for Medical Short Stay Unit (formerly GPAU) (IP 

Review Priority 8) 

The proposal will allow the provision of an additional 6 inpatient beds in the existing 

GPAU area which will be staffed on a 24-hour basis. These beds will be used to 

accommodate short-stay medical patients. Nurse staffing of 5.4 wte will be required. 

 

Additional Nursing Staff for Surge Capacity (IP Review Priority 8) 

 

As part of the site’s escalation procedures up to Full Capacity Protocol, a number of 

surge capacity areas have been identified. Additional nurse staffing will be secured 

for these areas to prevent unnecessary spend on agency staff and provide increased 

continuity of care. These staff will be deployed elsewhere in the hospital when surge 

capacity areas are no required. 

Enhanced Patient Flow Team (IP Review Priority 8) 

The Patient Flow Team plays a vital role in ensuring the safe flow of patients through 

the hospital. We will enhance this team by developing a ‘navigator’ role whose 

responsibilities will be to support nursing teams in co-ordinating discharge tasks and 

to work with the team in ED to co-ordinate tasks prior to admission. 
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4.3 Reducing Delays to Discharge 

 

Additional Capacity at East Ayrshire Community Hospital (IP Review Priority 1) 

The Inpatient Review at University Hospitals Ayr and Crosshouse underlined the 

theme of people being delayed in acute care dues to lack of availability of 

downstream beds.  The review also flagged legal processes as contributing to a 

significant number of occupied bed days for people with ‘complex’ needs.  

This proposal aims to address this finding and relates to East Ayrshire Community 

Hospital and the delivery of alternative discharge and admission prevention models 

for Winter 2016/17.   

The proposal is for the creation of additional downstream capacity through the 

opening of 12 additional community hospital beds in Holmburn Ward, at East 

Ayrshire Community Hospital to create capacity to assess/support people with 

complex needs in a non-acute setting. 

This would support assessment and care planning for people with complex needs.  

This would include the 10 people on average (2015/16) who were delayed in hospital 

going through the statutory incapacity processes, people in distress and others with 

complex needs.   The additional capacity would create flexibility of response and 

alternative resource for discharge.     

South Ayrshire Additional Home Care Capacity (IP Review Priority 4) 

The proposal would increase care at home capacity over the winter period to support 

earlier discharge from acute hospital care.  Currently there can be some delay in 

securing a package of care in South Ayrshire due to the processes involved in 

commissioning care.  It is planned to put out to tender specifying a 3 hour response 

time for hospital discharges. 

East Ayrshire Additional Home Care Capacity (IP Review Priority 4) 

Discharge planning needs to start at first contact with hospital and be standardised 

and embedded in practice, with older people and their carers fully and promptly 

involved in their own discharge plans and goals. This involves close partnership 

working to ensure that patients can leave hospital once their clinical treatment is 

complete, with good post-discharge support in the community.  

The joint Care at Home/ ICES Peripatetic Response Team would operate under one 

Home Care Manager with north locality and south locality sections given the very 

different geography within East Ayrshire. This model employing mobile staff on more 

flexible shift patterns to support the provision of increased levels of overnight home 

care and/or additional visits during periods when people become more unwell thus 

preventing avoidable hospital admissions and facilitating proactive discharge home. 
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This would involve hospital in-reach to identify people able to be supported home.  

This additional capacity will facilitate hospital discharges and support early 

intervention/ treatment to prevent acute hospital admission.  Capacity would be 

targeted on timely response and multi-disciplinary working alongside the 24/7 

response team proposal. Examples could be: 

 overnight care for short period for a person with a UTI to prevent hospital 

admission  

 increased number of carers and/or visits per day for a short period to enable 

earlier discharge from hospital 

 Intensive care at home input for discharge to assess (D2A) 

 Additional hours for Red Cross during surge period 

 

 

East Ayrshire Equipment and Adaptations (IP Review Priority 4) 

The provision of community equipment is of critical importance to effective hospital 

discharge and is a key service in relation to facilitating a safe discharge home for 

people recovering from treatment, with conditions which are progressing or at end of 

life.  Managing demand at the interface between hospital and community equipment 

is central to discharge and practically requires streamlined and responsive access 

and procedures and a shared understanding of the provision of equipment.     

People can be delayed in hospital awaiting the provision of community equipment 

and minor adaptations. On average last winter there was a 22% increase in requests 

for community equipment and minor adaptations, which included spikes in demand 

of 34% and 38% in December and February respectively. 

It is anticipate that during the forthcoming winter period there will be a similar 

increase in demand for these services to facilitate hospital discharge and assist in 

the prevention of admission, with particular demands arising in relation to the 

provision of enhanced telecare packages.   

To ensure on-going provision of services during the winter period we require funding 

for additional Technician time and Resource Information Assistant hours.  

The proposal also links to a targeted in reach approach to get people who have had 

to be admitted to hospital back home more quickly supported by a range of services 

and the use of technology and aids as appropriate.  

 

Scottish Ambulance Service – Patient Transport Service (IP Review Priority 8) 

An enhanced PTS has been arranged to support discharge from UHC for those 

patients requiring ambulance transport later into the evening and at the weekend. 
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5. Summary of Initiatives, Cost and Impact 

N.B. For the purposes of all calculations in this section, East Ayrshire HSCP 

Initiatives have OBD Impact and Cost split on a 60:40 basis between UHC and UHA. 

5.1 Notional Additional Acute Bed Capacity Embedded in System 

The table below outlines the number of Acute OBDs which have been avoided last 

Winter, and is expected to be repeated this Winter. This can be thought of as 

notional additional capacity which has been embedded within the whole system. The 

impact of these OBDs avoided has already been included in any demand and 

occupancy modelling for the coming Winter. 

Embedded Initiative Embedded 
OBD 
Avoidance 

Red Cross Hospital to Home 460 

Same Day Urology Admissions 993 

Communication and Escalation - 

East Ayrshire Discharge to Assess 160 

East Ayrshire Early Referral to Social Work 168 

TOTAL ACUTE OBDs AVOIDED THROUGH 
EMBEDDED INITIATIVES 

1781 

Notional additional capacity provided  10 acute beds 
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5.2 Notional Additional Acute Bed Capacity to be Realised this Winter 

The table in this section offers a projection as to the notional additional acute 

capacity equivalent which will be provided by those initiatives described at Sections 

3 and 4 above. 

 Initiative OBD Impact  
(if known) 

Additional 
Cost 

(£000) 

Deliverable by 

Deliverable 
within Planned 
Resource 
(Section 3: 
‘Planning for 
this Winter’) 

South Ayrshire 
Reablement Hub 

- - Operational now 
and being 
enhanced by 
additional 
recruitment 

Assess to Admit 
(GPAU) 

724 -  

Discharge 
Planning  

- -  

Senior Decision 
Making 

- -  

South Ayrshire 
Care at Home 
Capacity  

- - Operational now 
Ongoing 
recruitment to 
inhouse service 
and new 
capacity in 
private sector 
become 
available. 

South Ayrshire ICT 2080 - Operational now 
and developing 
working 
protocols with 
key wards 

Rehab Beds at 
Biggart 

320  Operational now 

TOTAL OBD 
IMPACT  
for Planned 
Resource 
Initiatives 

3,142 
(17 beds) 

-  

Deliverable 
within 
Additional 
Resource  
(Section 4: 
‘Additional 
Resource for 
this Winter’) 

East Ayrshire Care 
Home Support 

108 20 Jan 17 

Medical Day Case 
Unit or Additional 
IP Beds on Station 
12 

905 191 Oct 16 

Additional Beds on 
Station 16 

1086 191 Oct 16 
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Additional Nursing 
Staff for Medical 
Short Stay Unit 
(formerly GPAU) 

1086 191 Dec 16 

Additional Nursing 
Staff for Surge 
Capacity 

- 100 Oct 16 

Enhanced Patient 
Flow Team  

- 60 Oct 16 

Scottish 
Ambulance Service 
– Patient Transport 

- 15 Oct 16 

Additional Capacity 
at East Ayrshire 
Community 
Hospital (12 beds) 

596 125.4 Jan 17 

South Ayrshire 
Additional Home 
Care Capacity 

543 100 Jan 17 

East Ayrshire 
Additional Home 
Care Capacity 

814 160 Jan 17 

East Ayrshire 
Equipment and 
Adaptations 

54 6 Dec 16 

TOTAL OBD 
IMPACT and 
COST 
for Additional 
Resource 
Initiatives 

5,192 
(29 beds) 

1,159.4  

TOTAL OBD 
IMPACT and 
COST 
for ALL Resource 
Initiatives 

8,334 
(46 beds) 

1,159.4  

 


