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Purpose and Action 

Assurance ☒ Decision ☐ 
 
 

Action ☒ 
(review/consider/comment) 
 

Information ☐ 

Previous considerations: 
At its meeting on 21 September 2022 the Board received a paper which set out the key 
elements of the approach that the Integrated Care Board is taking, together with partner 
organisations in West Yorkshire Health and Care Partnership, to planning for the coming winter. 

The Board agreed to delegate to the Chair and Chief Executive responsibility to sign off the 
Urgent and Emergency Care action plan and trajectories for improvement on the six key winter 
metrics, on behalf of the Board, for submission to NHS England on 23 September. These were 
subsequently approve and submitted. 
 
Executive summary and points for discussion: 
This paper provides an update to the Board on the development of the West Yorkshire Health 
and Care Partnership Winter Plan. It builds on the paper received by the Board in September. 
 
The paper will be accompanied by a brief presentation to the Board highlighting progress with 
the key elements of the Urgent and Emergency Care Board Assurance Framework. 
 
Which purpose(s) of an Integrated Care System does this report align with? 
☒   Improve healthcare outcomes for residents in their system  
☐   Tackle inequalities in access, experience and outcomes  
☐   Enhance productivity and value for money 
☐   Support broader social and economic development 
Recommendation(s) 
The Board is requested to note the progress with the development and implementation of the 
system plan to build capacity and resilience for the coming winter. 

Does the report provide assurance or mitigate any of the strategic threats or significant 
risks on the Corporate Risk Register or Board Assurance Framework? If yes, please 
detail which: 
The paper does not relate to any of the specific risks on the corporate risk register. 
The Board Assurance Framework (BAF) is in development. (The paper refers to an Urgent and 
Emergency Care BAF which is separate from the corporate BAF. 
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Appendices  
1. Urgent and Emergency Care Assurance Framework 

 
Acronyms and Abbreviations explained  
All acronyms and abbreviations are explained in full in the paper. 
 

 

What are the implications for? 

Residents and Communities The winter plan will support health and care services 
to build capacity and operational resilience for winter 
for the benefit of patients and service users. 

Quality and Safety The winter plan will include trajectories for 
improvement against a set of six core metrics which 
focus on the quality and safety of patient services 

Equality, Diversity and Inclusion No direct implications 
Finances and Use of Resources The paper sets out details of schemes to enhance 

bed capacity and the capacity of virtual wards in the 
community. Confirmation if additional funding to be 
allocated to these schemes is awaited. 

Regulation and Legal Requirements No direct implications 
Conflicts of Interest No direct implications 
Data Protection No direct implications 
Transformation and Innovation No direct implications 
Environmental and Climate Change No direct implications 

Future Decisions and Policy Making No direct implications 
Citizen and Stakeholder Engagement No direct implications 

 



 
 
1. Introduction   

1.1 This paper provides an update on the key elements of the approach that 
the Integrated Care Board (ICB) is taking, together with partner 
organisations in West Yorkshire Health and Care Partnership (HCP), to 
planning for the coming winter. It builds on the Winter Planning paper 
received by the Board in September. 
 

1.2 The paper will be accompanied by a brief presentation to the Board 
highlighting progress with the key elements of the Urgent and Emergency 
Care (UEC) Board Assurance Framework (BAF). 

 
2. Context 

2.1 Each year health and care services develop and implement plans to 
enhance capacity and resilience to respond to the additional demands and 
increased pressures that are experienced over the winter months. 
 

2.2 Throughout 2022 our services have experienced consistently high levels of 
demand, leading to operational pressures which are more typical of a 
challenging winter period. There have been four substantial waves of 
COVID-19 infection since January and staff in Accident and Emergency 
(A&E) and ambulance services have faced one of their busiest summers 
ever. Social care has had significant workforce challenges as competition 
from other sectors of the economy has increased. This has contributed to 
increasing delays in discharging people from hospital in a timely way and 
very high levels of hospital bed occupancy. 

 
2.3 Against this background it is likely that pressures on health and care 

services will be substantial over the winter period. 
 
3. Approach to Winter Planning 

3.1 In August NHS England issued guidance on the steps that ICBs and NHS 
providers should take in increasing capacity and operational resilience in 
urgent and emergency care ahead of winter. This identified nine core 
objectives and actions: 
• Prepare for variants of COVID-19 and respiratory challenges, including 

an integrated COVID-19 and flu vaccination programme. 
• Increase capacity outside acute trusts, including the scaling up of 

additional roles in primary care and releasing annual funding to support 
mental health through the winter. 

• Increase resilience in NHS 111 and 999 services, through increasing 
the number of call handlers to 4.8k in 111 and 2.5k in 999. 

• Target Category 2 response times and ambulance handover delays, 
including improved utilisation of urgent community response and rapid 
response services, the new digital intelligent routing platform, and 
direct support to the most challenged trusts. 

• Reduce crowding in A&E departments and target the longest waits in 
ED, through improving use of the NHS directory of services, and 
increasing provision of same day emergency care and acute frailty 
services. 

• Reduce hospital occupancy, through increasing capacity by the 
equivalent of at least 7,000 general and acute beds, through a mix of 

https://www.wypartnership.co.uk/application/files/8016/6299/8486/12._Winter_Planning.pdf
https://www.england.nhs.uk/next-steps-in-increasing-capacity-and-operational-resilience-in-urgent-and-emergency-care-ahead-of-winter/
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new physical beds, virtual wards, and improvements elsewhere in the 
pathway. 

• Ensure timely discharge, across acute, mental health, and community 
settings, by working with social care partners and implementing the 10 
best practice interventions through the ‘100-day challenge’. 

• Provide better support for people at home, including the scaling up of 
virtual wards and additional support for High Intensity Users with 
complex needs. 

 
4. System Actions and Mitigations 

COVID-19 and respiratory challenges,  
4.1 West Yorkshire has a fully integrated COVID-19 and flu vaccination 

programme, based on robust arrangements in each place, which is 
working to maximise take-up amongst health and care staff and the wider 
public. 
 

4.2 Existing UK Health Security Agency (UKHSA) guidance on the 
management of COVID-19 patients remains in place, along with the 
appropriate infection prevention and control (IPC) measures detailed in the 
IPC Manual. Ahead of winter, providers are self-assessing their 
compliance with this guidance using the IPC board assurance framework.  

 
4.3 This guidance will continue to be reviewed based on advice from UKHSA, 

in line with the latest scientific evidence including the impact of COVID-19 
and other respiratory diseases in the coming months. Local healthcare 
organisations, with clinically appropriate advice, may also continue to 
exercise local discretion to test specific individuals or cohorts in line with 
broader IPC measures.  

 
Increase capacity outside acute trusts, including in primary care and mental 
health 
4.4 Work is ongoing to identify and implement best practice on mutual aid and 

Primary Care Network support arrangements for surge and escalation.  
 

4.5 There is a continued focus on the implementation of WY GP Community 
Pharmacy Consultation Service (CPCS), including a walk-in CPCS to run 
over winter.  

 
4.6 WY access group is identifying opportunities to secure service 

development funding and available capital noted in the NHSE winter 
guidance. This includes working with Regional Digital colleagues to 
understand how the current Digital First PC schemes are supporting 
Primary Care (with a focus on winter).   

 
4.7 A Primary Care surge and escalation process is being developed to 

capture key risks and issues for WY, including actions and mechanisms 
for support.  

 
4.8 The WY Mental Health, Learning Disabilities and Autism Collaborative has 

implemented mechanisms to talk through joint pressures. These will 
continue throughout winter including weekly mutual aid discussions 
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between chief operating officers and weekly operational ‘cohorting’ calls 
between the Trusts. They also include a WY Secondary Care Pathways 
workstream, exploring new ways of working and standard operating 
procedures where relevant, supported by a collaborative Inpatient 
Oversight Lead, sharing ‘what works’ regarding staff retention and 
wellbeing initiatives. 

 
4.9 Modelling has been undertaken within Trusts to identify workforce pinch 

points and the potential concurrent impact of severe weather, industrial 
action and power cuts. This includes building on incident management 
arrangements used in the last junior doctors strike, improved fuel stocks 
and back-up equipment. 

 
4.10 £492,000 of additional mental health winter pressures money has been 

allocated to places. This funding is being used to support: 
• Mobilising safer spaces and crisis beds; 
• Flexible increases to workforce; 
• Bolstered voluntary, community and social enterprise sector 

(VCSE) capacity; 
• Maintaining evening and weekend Community Mental Health 

Activity; and 
• Increased flow management capacity. 

 
Increase resilience in NHS 111 and 999 services 
4.11 We are working with the NHSE Regional team to implement a Single 

Virtual Contact Centre (SVCC) across North East and Yorkshire. This will 
be used to help balance service use between Yorkshire Ambulance 
Service (YAS) and North East Ambulance Service and increase service 
performance by increasing call response rates and reducing call 
abandonment 

 
4.12 YAS is extending the use of rapid response vehicles for specialist 

paramedics to attend low acuity calls (with high probability of hear, see & 
treat)  

 
4.13 A pilot scheme for a mental health response vehicle is being extended 

across winter and a bid has been submitted to increase the number of 
vehicles (new vehicles won’t be in place during 2022/23 but will benefit in 
the future) 

 
4.14 YAS is focusing on increasing recruitment and retention to increase call 

handling capacity and clinical workforce in NHS111 and Emergency 
Operating Centre staff. 

 
Category 2 response times and ambulance handover delays 
4.15 Action plans are in place to reduce hospital handover delays at system 

level and within acute Trusts. Hospital handovers are a key focus of  the 
Tactical Executive Leadership Group which meets weekly (chaired by Rob 
Webster) and has executive level representation from YAS and each of 
the ICBs across Yorkshire and the Humber (Y&H) – this is to ensure 
system responses can be agreed to address hospital handover delays and 
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provide an opportunity to gain consensus on approaches & share best 
practice 
 

4.16 In West Yorkshire, actions are focused on the following areas: 
• Cohorting of patients - a single ‘rapid response’ cohorting team is now 

in place across WY and is responding in a dynamic way to the Trusts 
where this is required. Cohoring policies are in place across most acute 
Trusts;  

• A fit-to-sit policy in place across all Trusts for appropriate patients;  
• Shared clinical risk - ethical principles have been agreed to support the 

management of risk associated with hospital handovers. A Y&H system 
approach is being developed for consistent communications, with a 
clear narrative for the case for change and to support shared decision 
making and culture change within systems; 

• Quality Improvement - implementation and continuous review of the 
Rapid Process Improvement Workshop (RPIW) carried out by MYHT 
and to share learning across other Trusts. The RPIW approach will be 
considered for any other Trusts if deteriorations in hospital handover 
delays are identified; 
 

4.17 Alternative Pathways are being developed to reduce ambulance 
conveyance. A review is also taking place of the availability and usage of 
alternative pathways such as Urgent Community Response (UCR) and 
Same Day Emergency Care (SDEC) to identify priorities for further 
development where there are gaps and/or where pathways are not utilised 
effectively. Action is being targetedn those areas which have the 
opportunity for the biggest impact this winter e.g falls and frailty.    
 

Reduce crowding in A&E departments and target the longest waits in ED 
4.18 Work to develop alternative pathways to conveying patients to hospital 

also includes continuous improvement of WY Clinical Assessment Service 
(CAS); GP 1 & 2 Hour ‘Speak to’, NHS111 Online ED Validation, and 2-
Hour UCR.  
 

4.19 Improvements to the Directory of Service will provide greater consistency 
across West Yorkshire. Particular focus on first choice selections of Urgent 
Treatment Centres and Pharmacy Enhanced services. 

 
4.20 An action plan is being developed to improve access to Same Day 

Emergency Care, particularly for paramedics. It has been developed with 
acute trust operational and clinical colleagues and is supported by WYAAT 
Chief Operating Officers.   

 
4.21 Our system-wide ‘Together We Can’ campaign; is a long-term education 

and awareness campaign to alter public behaviour 
 

Reduce hospital occupancy, through increasing capacity and improvements 
elsewhere in the pathway. 
4.22 The partnership has been given approval for a number of schemes that 

will increase hospital bed capacity by around 260 across West Yorkshire in 
time for winter.  
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4.23 UCR services across West Yorkshire’s community providers are operating 
8am to 8pm, seven days a week, in line with the national specification. 
Local operational interfaces between UCR services and YAS are in place, 
including increasing implementation of triage approaches to take Cat 3 
and 4 calls from the stack, and development of joined-up approaches 
between local YAS crews and UCR clinical teams. Further work is taking 
place to enhance further links with the ambulance service. All places can 
take referrals into UCR from local authority technology-enabled care 
services. 
 

4.24 Integrated falls pathways are already part of local models within Bradford 
and Craven, Leeds and Wakefield – with developments being finalised in 
Kirklees and Calderdale. 

 
Ensure timely discharge, across acute, mental health, and community settings,  
4.25 Improvements in discharge and system flow have been made in all trusts, 

but pressures remain, particularly in Leeds (but also in MYHT and CHFT). 
However, in Leeds the number of patients not meeting the criteria to reside 
in hospital has reduced to below 300 from a peak in August of 340.  
Internal delays are under 20 on most days, and the majority are linked to 
assessment and care home capacity.    
 

4.26 To support discharge in Leeds, the System Flow programme continues 
with productivity improvement gains across five domains: operational 
transfer of care hub, early identification of Neighbourhood Team referrals, 
bed brokerage, closer working between reablement and neighbourhood 
teams and hospital social work capacity.  

 
4.27 Proposals are currently underway to supplement social work capacity to 

try to reduce waits for assessment that have built up over the summer, and 
training is being completed for staff in the transfer of care hub to carry out 
LA delegated duties.   

 
4.28 A summit meeting was called by partners in Leeds in October with the 

NHSE regional team and partners from across the ICS to discuss what 
further support could be provided. This resulted in a number of actions 
designed to achieve a more robust approach to managing clinical risk 
across the whole system. 

 
Provide better support for people at home, including the scaling up of virtual 
wards and additional support for High Intensity Users with complex needs. 
4.29 Virtual wards (VW) are being implemented on three planning footprints – 

Bradford and Craven, Leeds and a joint programme across Calderdale, 
Kirklees and Wakefield given their closely interconnected provider 
landscape. The plan is to increase the total VW beds within West 
Yorkshire from a baseline of 134 in June 2022 to 424 by April 2024. 
 

4.30 Bradford and Craven, and Leeds, have existing VW pathways for frailty, 
with work to establish these pathways underway in CKW. All places are 
also developing their new pathways for acute respiratory infection. 
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5. Governance and co-ordination arrangements 

5.1 The NHSE winter guidance set out a new approach to system working, 
confirming that ICBs will be accountable for ensuring that their providers 
and other partners work together effectively to deliver their role in the 
winter resilience plan. 
 

5.2 In WY robust place-based governance arrangements are in place through 
local A&E Delivery Boards or equivalent forums. 

 
6. Monitoring progress 

6.1 ICBs and systems will be judged on progress with a range of actions which 
we will be expected to complete and on six key metrics, identified as key 
to the provision of safe and effective urgent and emergency care:  
• 111 call abandonment  
• Average (mean) 999 call answering times  
• Category 2 ambulance response times  
• Average hours lost to ambulance handover delays per day  
• Adult general and acute type 1 bed occupancy  
• Percentage of beds occupied by patients who no longer meet the 

criteria to reside.  
 

6.2 Trajectories for improvement against these metrics have been agreed by 
NHS England, the ICB and providers. These metrics and progress with the 
system actions which comprise a UEC Action Plan will be monitored 
through a ‘UEC board assurance framework’ (BAF) by the Board of the 
ICB. The UEC Action Plan accompanies this paper as Appendix 1. 

 
7. Governance Arrangements for Winter Plan 

7.1 Each of the five Places in West Yorkshire has developed a local winter 
plan, agreed through Local A&E Delivery Boards (or equivalent forums). 
These local plans contribute to an overall system plan for West Yorkshire. 
The following forums will play a key role in the approval and delivery of this 
plan at West Yorkshire level: 
• ICB Board – approve the plan and receive updates on progress with 

the BAF at each meeting through the winter; 
• ICS System Leadership Team – review progress with the plan in 

monthly meetings and agree collective actions;  
• ICS Tactical System Leadership Team – highlight operational 

pressures and issues in weekly meetings and agree collective actions; 
• ICS UEC Programme Board – co-ordination of system-wide actions 

and support to places; 
• Yorkshire and Humber Tactical Executive Leadership Group for 

Yorkshire Ambulance Service (YAS) – weekly meetings of YAS and the 
three ICBs will review progress with YAS actions and agree where 
further support is required. 
 

7.2 A bilateral meeting was held between the NHSE regional team and the 
ICS on 31 October to review our winter plans and operating model.  
 

8. Going Further on our Winter Resilience Plans 
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8.1 On 18 October NHS England issued further guidance for the enhancement 
and expansion of winter plans, aiming to ensure that the NHS can: 
• Better support people in the community – reducing pressures on 

general practice and social care, and reducing admissions to hospital; 
• Deliver on our ambitions to maximise bed capacity and support 

ambulance services; 
• Ensure timely discharge and support people to leave hospital when 

clinically appropriate; 
• Identify and spread good practice through a new national Winter 

Improvement Collaborative; 
• Continue to support elective activity; 
• Implement appropriate infection prevention and control (IPC) measures 

and testing; 
• Encourage staff vaccination; 
• Establish 24/7 System Control Centres (SCCs) with an aim of ensuring 

that clinical risk is appropriately dispersed across the whole ICS during 
periods of surge. 

 
8.2 Work is now taking place across the Partnership to assess compliance 

with the key elements of this additional guidance, to identify gaps and 
agree mitigating actions. 

 
9. Next Steps 

9.1 Work will continue to implement the mitigating actions outlined in this 
paper. Plans will be further developed to address gaps in compliance with 
the additional guidance issued on 18 October. 
 

9.2 A model will be agreed for a 24/7 system control centre, building on what 
is already working well in Trusts, places and provider collaboratives. This 
will avoid duplication wherever possible, and identify opportunities for 
working in partnership with neighbouring ICBs and the NHSE regional 
team. 

 
10. Recommendation 

10.1 The Board is requested to note the progress with the development and 
implementation of the system plan to build capacity and resilience for the 
coming winter. 

https://www.england.nhs.uk/publication/going-further-on-our-winter-resilience-plans/




Qualitative Collection

ICB Name Related Trust Strategic Objectives (that scheme relates to) Scheme 
number

Scheme details Go Live Date Scheme End Date Action (that scheme relates to) Status RAG Risks Controls In Place Escalation To
 (NHSE regional or national team)

Countable in a beds 
currency? (Y/N)

If yes, what is the Currency 
(G&A beds/Virtual wards/other 

countable beds)

Scheme Cost 
£'s

If no, give details of why Sept Oct Nov Dec Jan Feb Mar Sept Oct Nov Dec Jan Feb Mar Sept Oct Nov Dec Jan Feb Mar Sept Oct Nov Dec Jan Feb Mar

West Yorkshire ANHSFT Reduce hospital occupancy Scheme 1 ANHSFT: Bed surge capacity 01/10/2022 31/03/2022 Additional Acute Capacity Planned G October start date Planning how capacity will be staffed and trigger points for opening WY ICB, NHSE Locality and Regional Team Y G&A beds £500,000

30 30 30 30 30 30 88 000 00£     88 000 00£     88 000 00£     88 000 00£     88 000 00£     88 000 00£     

- 30

88 000 00£        

West Yorkshire ANHSFT Reduce hospital occupancy Scheme 2 ANHSFT: Increase Airedale UCR 
capacity

01/10/2022 31/03/2022 Admission Avoidance Planned G October start date Achieving >75% of 2 hour response
Growth in UCR capacity

WY ICB, NHSE Locality and Regional Team N Other £150,000
Admission avoidance scheme, potential to use admission/bed 
occupancy data to monitor but is also monitored by UCR activty 

delivered
- 2 2 2 2 2 2 33,000.00£     33,000.00£     33,000.00£     33,000.00£     33,000.00£     33,000.00£     

- 2

33,000.00£        

West Yorkshire ANHSFT Reduce crowding in A&E departments and target the 
longest waits in ED

Scheme 3 ANHSFT: ED - ACP / Primary 
Care streaming/triage

01/09/2022 31/03/2022 Admission Avoidance Live G Started 19/09/22 Now in place - supporting flow within the department and hospital WY ICB, NHSE Locality and Regional Team N Other £200,000
Admission avoidance scheme, potential to use admission/bed 

occupancy data to monitor but is also monitored via capacity 
delivered by streaming service

3 3 3 3 3 3 3 28,000.00£     28,000.00£     28,000.00£     28,000.00£     28,000.00£     28,000.00£     28,000.00£     

3 3

28,000.00£           28,000.00£        

West Yorkshire BTHFT Reduce hospital occupancy Scheme 4 BTHFT: Bed surge capacity G&A 01/12/2022 31/03/2022 Additional Acute Capacity Planned G Failure to get predicted number of new nursing recruits/overseas 
nurses

Weekly winter preparedness meeting (chaired by DD of OPs) which feeds 
into weekly senior operational Gold (chaired by COO) and then to Exec 

management Team chaired by CEO.
WY ICB, NHSE Locality and Regional Team Y G&A beds £500,000

- - - 30 30 30 30 125,000.00£   125,000.00£   125,000.00£   125,000.00£   

- - - -

West Yorkshire BTHFT Reduce crowding in A&E departments and target the 
longest waits in ED

Scheme 5
BTHFT: ED - ACP / Primary Care 

streaming/triage/speciality in-
reach

01/12/2022 31/03/2022 Admission Avoidance Planned G - As above plus the Trust counts admissions avoided as actual vs potential 
as part of CEM books 

WY ICB, NHSE Locality and Regional Team N Other £350,000
Admission avoidance scheme, potential to use admission/bed 
occupancy data to monitor and count of admissions avoided vs 

potential as part of CEM books
- - - 3 3 3 3 87,500.00£     87,500.00£     87,500.00£     87,500.00£     

- - - -

West Yorkshire CHFT Reduce Hospital Occupancy Scheme 6 CHFT: Increase in 'Surge' beds 01/09/2022 31/03/2022 Additional Acute Capacity Live G

Staffing availability - nursing, medical cover and AHP cover
Risk of closure of wards due to infection.  

Financial risk due to cost of enhanced pay rates linked to rate cards.
Financial risk due to increased levels of sickness 

Financial risk due to potential strike action

Enhanced pay scheme in place along with use of agency to cover gaps. 
HPV / increased infection control measures of the ward/  cleaning of wards

WY ICB, NHSE Locality and Regional Team Y G&A beds £2,281,661

59 59 59 49 49 49 49 360,906.16£   360,906.16£   360,906.16£   299,735.63£   299,735.63£   299,735.63£   299,735.63£   

59 59

360,906.16£        360,906.16£      

West Yorkshire LTHT Reduce Hospital Occupancy Scheme 7 LTHT: surge/elective beds (6 
months)

01/11/2022 31/03/2022 Additional Acute Capacity Planned G staffing staffing plan in progess WY ICB, NHSE Locality and Regional Team Y G&A beds £2,477,339

50 50 50 50 50 495 467 00£   495 467 00£   495 467 00£   495 467 00£   495 467 00£   

- - - -

West Yorkshire LTHT Reduce Hospital Occupancy Scheme 8 LTHT: Winter capacity (costed at 
agency rates) 

01/12/2022 31/03/2022 Additional Acute Capacity Planned G staffing staffing plan in progress WY ICB, NHSE Locality and Regional Team Y G&A beds £2,700,000

- - - 24 24 24 24 675 000 00£   675 000 00£   675 000 00£   675 000 00£   

- - - -

- 40 40 40 40 40 40
    £  461,861.00  £  461,861.00  £  461,861.00  £  461,861.00  £  461,861.00  £  461,861.67 - 40 - -

0 0 25 25 25 25 25
 £     95,766.67  £     95,766.67  £     95,766.67  £     95,766.67  £     95,766.67 0 0 - -

31/03/2022 Additional Acute Capacity & Community Bedded Capacity Partially Live G None There is a clear management plan in place to moniter progress, and 
escalate risks and issues via the winter governance structures in place. 

Trajectory (av. beds per day over month)
additional beds over plan Trajectory (cost) Actuals(av. beds per day over month)

additional beds over plan Actuals(cost)

WY ICB, NHSE Locality and Regional Team Y 40 G&A beds / 25 other - community 
beds

£3,250,000
40 G&A Beds - 30/9/22 & 

Community Beds - 
1/11/22

West Yorkshire MYHT Reduce hospital occupancy & Ensure timely 
discharge

Scheme 9a/9b MYHT: 65 beds & site services 
support. 40 MY & 25 community 



RP# Strategic Objective Action Deadline Implementation 
Status Risks Gaps Controls In Place Deadline

Escalation To
(NHSE regional or national 

team)
1.1 Aligning Demand & Capacity 1.1 Ensure sufficient capacity to meet expected demand for this winter

1.1.1 Aligning Demand & Capacity

Open additional beds across England, to match the additional capacity identified by ICSs to 
be able to deliver against expected winter demand. This should create the equivalent of 
7000 additional general and acute beds, through a mix of new physical beds, scaling up 
virtual wards, and improvements in discharge and flow. 

Jul-22 Partially implemented (What is the 
status, actions, timeframe, risks?)

Ability to substantively staff additional wards sitting within the Acute 
Trust
Some additional estates adaptation as required to support additional 
Winter capacity.  
No reason to reside number of inpatients outstripping the additional 
capacity.
Ensure there are no restrictions which will compromise effectiveness 
of the availability of beds 

Reduce the number of people without a Criteria to Reside (CTR) 
within Acute Trust along with Length of Stay (LOS)

Daily bed meeting feeding into escalation process
Regular reporting through established governance processes
Regular reporting and management of the recruitment process
Regular reporting and monitoring through the winter board to ensure that schemes are operational 
and delivering the agreed benefits.  

Jul-22

1.4 Aligning Demand & Capacity 1.4 Managing demand and aligning capacity

1.4.1 Aligning Demand & Capacity UTC provision operating at top of specification with capacity matched to local demand. Oct-22 Partially implemented (What is the 
status, actions, timeframe, risks?)

Where UTC are not in situ there is a risk of increased A&E 
attendances 

BHFT & AFT plans being developed 
CHFT Full UTC offer will not be available until 2023/4 

Formal risk raised and managed
UCC services in place within ED's but do not meet UTC specification 

Ongoing 

1.4.2 Aligning Demand & Capacity Ensure all Emergency Departments have appropriate streaming services in place to redirect 
all appropriate patients to Type 3 services. 

Sep-22 Fully implemented (What evidence 
supports this?)

Use of these pathways relies on the willingness of A&E staff to 
redirect and of patients to accept this redirection Pathways are in place to allow for redirection  These pathways have been in place for sometime 

but are not well used.  
Sep-22

1.4.3 Aligning Demand & Capacity Increase the provision of High Intensity Use services (HIU) of approx. 50% of A&E 
departments having access to services TBC Partially implemented (What is the 

status, actions, timeframe, risks?) Established cohort not wanting/able to be supported/redirected ICB system approach to the management of the vulnerable cohort of 
people 

Pathways are in place from a YAS perspective. 
Place based development groups in place Ongoing

1.5 Aligning Demand & Capacity 1.5 Community health care at home services

1.5.1 Aligning Demand & Capacity
Urgent Community Response – increase 2-hour UCR provision by maximising referrals from 
the ambulance service and other appropriate providers, with the ambition of at least 70% of 
2-hour UCR demand to be seen within two hours in each ICB. 

Dec-22 Partially implemented (What is the 
status, actions, timeframe, risks?)

Increasing the provision of UCR services is reliant on the recruitment 
of additional posts which constitutes a risk if recruitment is not 
successful .  
To maximise uptake by the ambulance service, additional focus is 
needed to implement  a robust, clinically-staffed single point of 
access or CAS - especially for referrals from our remote triage points 
in 111 and 999

None at present UCR services are in place and delivering against the 
70% performance target.  
Further work is taking place to maximise links with the ambulance 
service, with proposals to expand the Calderdale and Kirklees 
models of delivery; utilising LCD as a conduit between YAS and the 
UCR service.

UCR teams are seen as a crucial part of the system delivery development is though A&E Delivery 
Boards and ICB Aging Well Programme 
ICBs need to ensure that the 2-UCR services are in place across its footprint for the minimum 
12h/7-day cover and responding to all 9 key conditions as a minimum. 

Ongoing

1.5.2 Aligning Demand & Capacity Rapidly scale virtual wards to support patients who would otherwise be in a hospital bed to 
receive acute care at home –with a focus on ARI and frailty. Dec-22 Partially implemented (What is the 

status, actions, timeframe, risks?)

Workforce/recruitment challenges
IT/IG challenges 
Timescales to define the pathways 

MYHT service is not fully operational but is now live and accepting 
patients.  

VW trajectories are in place
Detailed plans and funding through the ICB programme are in place and monitored 
Ongoing reviewing skill mix, capacity & demand evaluation

Ongoing

1.6 Aligning Demand & Capacity 1.6 Primary Care

1.6.1 Aligning Demand & Capacity ICB to actively engage and support General Practices and Community Pharmacies with 
seasonal preparedness and operational delivery. Dec-22 Fully implemented (What evidence 

supports this?) None identified at present None ICB & Place based PC team will support general practice as usual 
Focus on Winter resilience and surge and escalation planning and partnership working Dec-22

1.6.2 Aligning Demand & Capacity
ICBs to complete system framework for supporting General Practice to rapidly prioritise 
practical interventions to improve patient experience of access and staff workload locally 
and engage in national process to secure potential funding for technology/estates solutions 

Dec-22 Partially implemented (What is the 
status, actions, timeframe, risks?) None identified at present ICB & Place based PC team will support general practice as usual 

Focus on Winter resilience and surge and escalation planning and partnership working Dec-22

1.6.3 Aligning Demand & Capacity
Consider and support PCNs working with each other and other providers to develop 
collaborative models to manage specific winter pressures (for example oximetry monitoring 
for COVID; winter hubs; community and VCS led support for vulnerable) 

Dec-22 Partially implemented (What is the 
status, actions, timeframe, risks?) None identified at present Further work on a consistent overview of current pressures 

Regular clinical director meetings for PCNs to develop plans and provide assurance 
Practices and PCNs have established support processes which have been relied upon and 
developed further during the pandemic (vaccination, mutual aid, etc).
Pressure within Primary Care monitored weekly in the majority of places informing daily/weekly 
OPEL status to manage pressures  t

Dec-22

1.6.5 Aligning Demand & Capacity

ICBs to offer intensive hands-on quality improvement support to practices working in the 
most challenging circumstances (such as areas of high deprivation, areas with highest need 
or workforce challenges) via the national ‘Accelerate’ support programme available to 400 
practices for 22/23 alongside addressing barriers outside the scope of the support  

Oct-22 Partially implemented (What is the 
status, actions, timeframe, risks?) None identified at present All practices have been contacted with the offer with targeted approach to individual practices who 

might benefit most Oct-22

1.6.6 Aligning Demand & Capacity

Technology and Telephony to digitally enable Primary Care -  

Cloud Based Telephony in General Practice: Expand number of practices on cloud-
based telephony, supporting transition from analogue to cloud-based through expanded 
scope and pace of current pilots in advance of the national cloud based telephony 
framework going live in April 2023.

Business Intelligence tools roll out to General Practice: Expand availability of Business 
Intelligence tools (to understand demand and capacity). Provide support to build capability to 
use them for improvement 

Use of a unified directory of services across ICS to direct patients to the right services 
and communicate clearly on primary care pathways and processes 

Oct-22 Partially implemented (What is the 
status, actions, timeframe, risks?) none identified 

Limited use of tools to support demand and capacity
Kirklees and Wakefield - The DOS has been reviewed as part of a 
recent alternatives to ED audit with 6 key pathways identified as 
needing urgent work before Christmas.  

Need for ICB review of the DOS and formal processes agreed 

A good proportion of practices are on the unified communication systems support to practices to 
review their systems continues
Discussions being had at West Yorkshire level, with local intervention for information and 
implementation timelines being agreed
Stocktake of DOS underway including primary care following a review at our 24/7 group

Oct-22

1.6.7 Aligning Demand & Capacity

Promote use of the following community pharmacy services  

the expansion of CPCS to divert demand away from general practice into community 
pharmacies aligned to metrics outlined in the Primary Care Investment and Impact Fund 

the Discharge Medicines Service to community pharmacies to help prevent readmissions to 
hospital 

Oct-22 Partially implemented (What is the 
status, actions, timeframe, risks?)

Engagement in the scheme has been slow but expansion of the 
scheme continue

Scheme in place and being used with further work taking place to 
look at where this can be expanded.  Continue to Review of data as part of our governance systems Ongoing 

1.8 Aligning Demand & Capacity 1.8 Elective Recovery

1.8.1 Aligning Demand & Capacity
Maintaining and increasing elective capacity to eliminate waits of over 18 months by April 
2023, except for patients who choose to wait longer or require alternative plans due to 
clinical complexity. 

Apr-23 Partially implemented (What is the 
status, actions, timeframe, risks?)

Impact  of forthcoming winter upon elective plans unknown
Ongoing workforce pressures
Growth in referral numbers following recovery of primary care 
capacity post COVID
Challenges in terms of access to IS capacity, and reluctance of 
patients to transfer to other providers
Challenges to elective capacity concerning continued high levels of 
urgent admissions, and patients with no reason to reside.
Patients who have been waiting longer tending to present with greater 
complexity, requiring lengthier treatment and rehab, absorbing more 
capacity per patient
Potential risk of further waves of Covid with impacts on staffing and 
requirement to convert elective capacity into red and amber wards

None at present identified 

Routine monitoring at ICB? Place Finance & Performance Committees
Full governance and performance framework to manage and monitor. 
Successful TIF funding 
Maximise use of 'cold' site to avoid impact of acute pressure 
Full engagement in region working together 

New elective theatre capacity is being established at Wharfedale and Chapel Allerton hospitals. 

Apr-23

1.8.3 Aligning Demand & Capacity Reduce the number of people waiting more than 62 days from an urgent cancer referral 
back to pre pandemic levels by March 2023. Mar-23 Partially implemented (What is the 

status, actions, timeframe, risks?)

Referral numbers continue to increase in pressured specialties (e.g. 
lower GI and skin)
Difficulty in accessing additional capacity in pressured specialties 
(including internal and independent sector capacity)
Further waves of Covid/ increased acute pressures will impact on 
elective capacity

None at present identified 

LTHT Cancer Centre
1) New breast pain clinic/ pathway developed and taking referrals as of the end of July 2022
2) Lung working with theatres to review capacity and identifying options for mutual aid across the 
Alliance
3) Work is ongoing between the CSUs and Radiology to address capacity issues, including 
capacity and demand modelling work.
4)In Urology additional clinics have allowed the service to address the backlog. Robotic capacity 

                

Mar-23

1.8.5 Aligning Demand & Capacity Ensure fair recovery of elective services through use of data on health inequalities, children 
and young people and other population factors Jul-22 Partially implemented (What is the 

status, actions, timeframe, risks?)

National progress in understanding on the impact of health 
inequalities on elective recovery is improving at pace and our local 
systems and Trust is adapting its strategy accordingly.

Trusts continues to produce and review data to drive its Health Inequalities approach with reports 
available that breakdown median waiting times to treatment by age, ethnicity and IMD index. 
Population comparisons are available to review against protected characteristics.
The HI lens is applied in the planned, unplanned and community transformation programme that 
work across the Trust's footprint.
The primary approach to recovery remains treating patients in urgency then chronological order
There is a Health Literacy and Accessible Information Standards project as part of a review of how 
the Trust communicates with patients to ensure they are fully prepared and informed for treatment.
Our overall health inequalities strategy is underpinned by the Trusts being provider of care, a 
partner to other organisations and an anchor organisation. 

Ongoing 

1.10 Aligning Demand & Capacity 1 10 Diagnostics 

1.10.1 Aligning Demand & Capacity Maximise activity being delivered by Community Diagnostic Centres as set out in their plans, 
and increase provision of direct access to testing in primary care. Mar-23

Planned implementation 
(What are the actions, timeframe, 
risks?)

Risk around delays to confirmation of funding for 22/23 which will 
impact on set-up and implementation timescales
Workforce risks - ability to recruit to the CDC mode

The CDC will not be live until the end of March 23 and therefore will 
not be adding additional capacity during the coming winter.  

Business case for 22/23 submitted at the end of July 2022 - awaiting confirmation of funding 
Development of ICB Acute Trust ove4rall plan developed Mar-23

2.1 Discharge 2.1 Building on best practice

2.1.1 Discharge Implement the 10 best practice interventions identified in the first phase of the Health and 
Social Care Discharge Taskforce via the ‘100-day challenge’ to reduce variation Winter 2022 Partially implemented (What is the 

status, actions, timeframe, risks?)
High levels of demand that have not reduced throughout the summer. 
Maintaining elective recovery and supporting our workforce

We have done a place level self assessment to see how mature the 5 systems in west Yorkshire 
are against the HII and I identified areas of good practice and shared approached though the  
established Discharge Group 
We have not marked ourselves as fully compliant as the HII have a number of elements where we 
are partially compliant and we are working with systems to strengthen these ahead of Winter 

2.1.3 Discharge Continue and expand use of small, one-off Personal Health Budgets (PHBs) to facilitate 
early discharges Ongoing Fully implemented (What evidence 

supports this?) Not particularly well utilised to date none identified Monitored through the Transfer of Care Hubs 
This is an established way of working across the Councils and a recognised discharge pathway Ongoing

2.2 Discharge 2.2 Increase capacity on discharge pathways

2.2.1 Discharge Increase capacity of pathway one discharge teams to match demand and supply for this 
winter Sep-22 Partially implemented (What is the 

status, actions, timeframe, risks?)

Workforce recruitment and retention (therapy particularly) fuel costs, 
cost of living etc
Covid absences
7 day services and restarts of packages 

Assessing level of gap through modelling of intermediate care 
support needed to discharge people home safely and take a full 
reablement approach

Monitored through ICB/Place Discharge groups, BCF plans and UEC Boards 
Leeds have independent consultancy in to assess community capacity and modelling 
Bradford Enablement Support Team (BEST)  Home Support Reviewing Team in place to review 
POC on P1  to identify those that can be reduced and supporting flow through the system.

Mar-23

2.2.2 Discharge
Reduce length of stay in community rehab wards/units and bed days lost for each delayed 
discharge in every community rehabilitation ward/unit and shift from bedded to home models 
of rehab for lower acuity people.

Oct-22 Partially implemented (What is the 
status, actions, timeframe, risks?)

Reliance on a bedded discharge pathway over and above Home First
Lack of therapists to support people at home and short term beds are 
also a factor in terms of a home first approach. 

need to impellent the use of CTR in community beds 
Increase in capacity of community Reablement teams (Workforce)
Availability of the workforce

Ongoing MADE event across all places with actions identified, trusted assessor model in place in 
IC Beds 
Working as a system to mitigate which includes ongoing monitoring of LOS and  bed occupancy 
levels  

Dec-22

2.2.3 Discharge Monitor P0 discharges at weekend to maintain flow 7 days a week. Ongoing Partially implemented (What is the 
status, actions, timeframe, risks?) Staffing to cover 7 day working 

Improving discharge activity on pathway 0 and need to improve 7 day 
flow
consistent 7 day reporting 

Work is taking place internally within each trust to improve P0 discharges
LTHT -action plan underway to set baselines and trajectories for improvement by ward/CSU to 
reflect the different case mix of different specialties

Ongoing

3.4 Improvements in Ambulance service 
performance 3.4 Ambulance Fleet

3.4.1 (a) Improvements in Ambulance service performance Increase the utilisation of rapid response vehicles Aug-22 Fully implemented (What evidence 
supports this?)

From 5th September YAS will be fully utilising the majority of its 'Rapid Response' Vehicles for 
Specialist Paramedics to attend low acuity calls with high probability of See, Treat and Refer. 10 
RRVs are being used to provide Critical Care response across Yorkshire.

3.4.1(b) Improvements in Ambulance service performance Model optimal fleet requirements and implement in line with identified need Nov-22 Fully implemented (What evidence 
supports this?) none identified There is a long term capital requirement to ensure YAS vehicle relief 

capacity increases to meet the UK average. 

YAS has one of the lowest 'vehicle relief' rates in the UK which means high utilisation of vehicles.   
The service is maximising the available fleet resource, including retaining 17 vehicles to increase 
availability over winter.  Longer term steps (through the capital planning process) will be required to 
increase the vehicle relief rate and create additional resilience within the YAS Fleet for future years.   

The YAS Fleet is currently profiled against staffing rotas (which are set in response to forecast 
demand) and managed dynamically to meet increased staffing requirements. Coordination 
Centres, working with YAS fleet department, ensure that vehicles are moved to meet crew 
requirements. 

Fleet availability is monitored daily and shared across Trust. Utilisation is monitored and reported 
weekly within YAS as part of the Trust Executive Group Dashboard. 

Nov-22

3.6 Improvements in Ambulance service 
performance 3.6 Improve the ambulance response to mental health

3.6.1 Improvements in Ambulance service performance 

All ICBs to use Long Term Plan ambulance and mental health funding in full to:
•	Deploy mental health professionals in 999 emergency operation centres (EOCs) and 
clinical assessment services (CAS)
•	Enable a joint on-scene response to mental health patients
•	Provide mental health education and training to the ambulance workforce

Mar-24 Partially implemented (What is the 
status, actions, timeframe, risks?)

Recruitment of MH professionals is an ongoing risk to the timely 
delivery of the ambulance mental health programme, particularly in 
recruiting into EOC and on scene roles. This is long term system 
issue, in the short term the following actions are being taken : 

● Agency resource is being maximised within the YAS emergency 
Operations Centre (EOC) (this has challenges given the additional 
training required for Agency staff to operate within the EOC 
environment) 
● Piloting collaborative models of MH Trust staff working alongside 
paramedics on Mental Health response vehicles - pilot due to 
commence over winter in Hull. 
● YAS are exploring an innovative idea to develop a 'Specialist 
Paramedic - Mental Health' role to fill the workforce gap in EOC and 
MHRV's and rotate into Crisis Teams. (from commencement, full 
qualification of the first cohort will take ca. 2 years.) 

Ongoing pressures and escalation (REAP 4) within the Ambulance 
Service have meant that staff training has been suspended to focus 
operational capacity at the frontline. Commencement of  MH Training 
has been delayed   until Q4; with a risk that further escalations may 
delay commencement further.   

Despite 24/7 crisis lines being in effect across the region little change 
to urgent and emergency care MH demand seen in ambulance 
service, further work to be done to understand this and to inform the 
UEC MH operating model, particularly for mental health response 
vehicles (MHRVs).

MH pathways and DOS profiles are currently being reviewed as work 
progressed on 111 first for MH national initiative - led by ICB leads 
and supported by YAS to ensure that there is parity of access to MH 
services at whichever point the patient enters the urgent and 
emergency care system.

Regional Yorkshire and Humber Mental Health Steering Group established to guide and monitor the 
delivery of the LTP Ambulance Mental Health ambitions.  This group meets monthly and includes senior 
stakeholders from the 3 Y&H ICBs,  NHSE, and YAS.   
• At Y&H regional level, Strategic direction and formal commissioning oversight of the MH programme 
is provided by the regional Integrated Commissioning Forum (ICF).  With programme assurance 
provided through the ICF's System Transformation Group.  
• At ICB Level, strategic direction and commissioning oversight of sub-regional areas of MH programme 
are provided by ICB Mental Health Programme Boards- which link into the ICF via the MH Steering 
group. 
Within Yorkshire Ambulance Service,  the MH Steering Group reports into the Trust's PMO structures,  
with monthly highlight reporting and executive oversight at Trust Executive Group Programme Board. 

Recruitment:  Specific oversight of resource/recruitment is overseen by the Capacity Planning Group
Training: A bespoke MH training programme has been developed and piloted in preparation for roll-out 

Mar-24

3.6.1(a) Improvements in Ambulance service performance Increase the use of specialist vehicles to support mental health Nov-22 Fully implemented (What evidence 
supports this?)

Currently there are 3 Mental Health Response Vehicles (MHRVs) 
operating as limited  pilots across Yorkshire & Humber, one in each 
ICB.    Initial evaluation of these vehicles has been positive and all 3 
pilots will continue over the winter period.  The pilot vehicles are 
staffed based on secondments and backfill of shifts from the core 
A&E service,  therefore there is an ongoing risk of MHRV service 
disruption at times of increased pressure when staff may need to be 
redeployed to maintain safety in the core A&E  service. 

As part of the national ambulance MH programme,  YAS and its ICB 
partners have submitted a capital bid to increase the number of 
Mental Health Response Vehicles from 3 to 9 (+ 2 relief vehicles).  
The final bid requires confirmation from ICBs of recurrent revenue 
support for the additional vehicles.  The MH steering group and ICF 
are progressing system discussions regarding the revenue funding 
for this model.    

The current MHRV pilot is not comprehensive across the region, over 
the winter each ICB will have 1 MH Response vehicle operating in its 
area.  Proposals are being developed, based on patterns of demand, 
to expand the scale of the MHRV service to 9 vehicles over the next 2 
years, giving greater coverage to areas with the highest need. This is 
reliant on national capital support and agreement of ICB commitment 
to revenue funding. 

As part of the MHRV pilots,  work is ongoing with the YAS Emergency 
Operations Centre (EOC) to tailor the service model (code sets and 
operating hours) to increase the utilisation of the vehicles within each 
pilot area.  Utilisation data is shared with nominated commissioning 
MH lead in each pilot area

Commissioner and provider oversight of the Mental Health Response vehicle programme is via the 
governance and assurance structures described in 3.6.1

MH teams in each ICB area have a nominated link person for their MHRV Pilot, this is the key link 
for sharing pilot data, supporting interfaces with local services and escalating operational issues.  

Nov-22

4.5 Improving NHS 111 performance 4.5 Improve the ambulance response to mental health 

4.5.1 Improving NHS 111 performance All ICBs to profile and update details of 24/7 urgent mental health helplines on the local 
Directory of Services (DOS) Nov-22 Partially implemented (What is the 

status, actions, timeframe, risks?) Further work required Mar-23

4.5.2 Improving NHS 111 performance ICBs to update details of the 24/7 urgent mental health helplines for patients experiencing a 
mental health crisis and ensure these services are promoted Nov-22 Fully implemented (What evidence 

supports this?) Nov-22

5.1 Avoiding admission and alternative ‘in 
hospital’ pathways to Improve Flow 5.1 Increase the number and breadth of services profiled on the DoS

5.1.3 Avoiding admission and alternative ‘in hospital’ 
pathways to Improve Flow

Increase number and breadth of services profiled on the Directory of Services to ensure only 
patients with an emergency need are directed to A&E Oct-22 Partially implemented (What is the 

status, actions, timeframe, risks?) Out of Hours limitation of alternate pathways

Limited alternatives to ED we specially within the  CHFT footprint not 
having any WIC or UTC (currently)
Ongoing DOS review to improve signposting 

Monitored through YAS reporting and WYUC Contract monitoring of closed ED dispositions and 1 
& 2 hour dispositions 
UEC Programme Board

Ongoing 

5.2 Avoiding admission and alternative ‘in 
hospital’ pathways to Improve Flow

5.2 Standardise appropriate alternatives to inpatient care to avoid admissions 
and reduce pressure on beds

5.2.2 Avoiding admission and alternative ‘in hospital’ 
pathways to Improve Flow

Improve the provision of the Acute Frailty service, including the delivery of thorough 
assessments from multidisciplinary teams Nov-22 Partially implemented (What is the 

status, actions, timeframe, risks?)

Medical workforce to enable increase capacity of VWF and manage 
higher caseload; specialist community nursing investment to widen to 
cardiac and other specialties

Variation across the places but all areas working to improve frailty 
services through the UCR and VW programme of work 

ICB Aging well programme 
BCF plans 
UEC Boards at ICB and Local A&E Delivery Boards 
YAS Transformation Board

Nov-22

5.2.3 Avoiding admission and alternative ‘in hospital’ 
pathways to Improve Flow

Review non-emergency patient transport services so that patients not requiring an overnight 
hospital stay can be taken home when ready. Oct-22 Fully implemented (What evidence 

supports this?)

Place-level arrangements for discharge transport vary,  services are 
commissioned from YAS and also from the independent sector.   
Where YAS is commissioned, a responsive service is provided,  latest 
figures show that  >80% of discharges are transported within 2 hours of 
being marked ready.  This exceeds pre-covid performance levels.  There 
are risks to sustaining this performance:

● Increased acuity in discharge patients,  majority require stretcher 
vehicles, capacity is limited,  cost is higher

● System shift away from pre-planned discharges,  nearly all discharge 
bookings are now 'on-day';  this creates a greater dependence on 
additional short notice  independent sector capacity to deliver 
performance standards. 

● Limited Capacity available within the independent sector,  risk that 
sufficient additional capacity will not be available to provide surge 
capacity or in the event of a further Covid outbreak

Provision of transport services for discharges is varied across the 
region.  There is a mixed model in place including YAS provided PTS,  
along with place-level (or acute commissioned) dedicated discharge 
services   across the region.  Hours of service, eligibility processes, 
and service capabilities vary from place to place.   There is no central 
coordination of this function, the national NEPTS review has 
highlighted potential benefits of adopting a more coordinated 
approach.  Due to the mixed nature of the service, it is unclear if 
there unmet demand for discharge support.  

Recurrent funding gap if current levels of YAS PTS support are 
required into 23/24

Variable arrangements for PTS engagement in Acute Discharge 
groups across the region; further system emphasis required to 
ensure this becomes routine over winter. 

PTS monitor and report on Discharge activity and performance daily.  This report provides a 
regional overview as well as individual activity/performance for each acute site served by YAS. 
YAS PTS is represented at the NEY Regional discharge and community services network - hosted 
by NHSE 
YAS PTS represented at place level discharge meetings with Acutes, however this is not 
comprehensive;  further requests to be made through PTS commissioning meetings for ICB 
support where there are gaps in representation. 

YAS PTS are currently in the final stages of a procurement to secure a new, expanded framework 
of  Independent and 3rd sector transport providers which will  offer additional  capacity alongside 
YAS PTS crews.  The new framework is expected to be place in October. 

Oct-22 NHSE Regional

5.3 Avoiding admission and alternative ‘in 
hospital’ pathways to Improve Flow

5.3 Standardise specialist input and subsequent management at the earliest 
appropriate point in the patient's journey

5.3.1 Avoiding admission and alternative ‘in hospital’ 
pathways to Improve Flow

Speciality in reach within 60 minutes of referral from an emergency portal for the main 
admitting medical specialities (Cardiology, Respiratory and Care of the Elderly)
Delivery of care within speciality where appropriate through provision of direct speciality 
admission

Nov-22 Partially implemented (What is the 
status, actions, timeframe, risks?) Workforce challenges often means 60 minutes is not achievable.

 At Airedale this is planned for implementation from Nov 22
In reach and specialty arrangements in place but no guarantee of a 1 
hour response due to workforce and other organisational constraints 

Enhanced medical cover for the winter period from winter funding at a number of sites 
Monitored through Acute Trust Nov-22

5.3.2 Avoiding admission and alternative ‘in hospital’ 
pathways to Improve Flow 7-day provision of services which support acute care Jan-23 Partially implemented (What is the 

status, actions, timeframe, risks?)
Workforce challenges There remains inconsistent availability of services between 

weekdays and weekend
Fully implemented at BHFT 

Monitored through the UEC Boards ICB/Place Ongoing

5.4 Avoiding admission and alternative ‘in 
hospital’ pathways to Improve Flow

5.4 Out of hospital services

5.4.1 Avoiding admission and alternative ‘in hospital’ 
pathways to Improve Flow

Implement out of hospital home based pathways, including virtual wards, to improve flow by 
reducing hospital attendances. Reduce unnecessary attendances for patients with mild 
illness through revised NHS@home pathways that incorporate broader acute respiratory 
infections. 

Nov-22 Partially implemented (What is the 
status, actions, timeframe, risks?)

Staffing
Long term Investment 
Clinical IT system and inter-operability across services. 

Well established VW in Bradford and Leeds with a integrated model 
across Wakefield, Calderdale and Kirklees in development 

VW trajectories are in place monitored by the aging well programme 
Better Care Fund Demand and Capacity monitoring Ongoing 

6.2 Preparing for new COVID-19 
variants/respiratory challenges

6.2 Infection Prevention and Control

6.2.1 Preparing for new COVID-19 variants/respiratory 
challenges

Implement UKHSA's IPC advice in a proportionate way and develop strategies to minimise 
the impact of 'void' beds. Dec-22 Fully implemented (What evidence 

supports this?)

Changed guidance that reintroduces changed bed distancing could 
impact. 
timeliness of national guidance changes and speed at which we can 
respond

None identified

Performance monitored as daily reporting and escalation arrangements
Decision Management Tool developed for the acute hospital to maximise available beds for use. 7 
day Infection Prevention Nurse presence to support in flow decisions.  Strong relationships with 
community IPC in place to maximise flow between community beds hospital and Care homes 

f l  d ff ti l

Dec-22

UEC ACTION PLAN

https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf


7.2 Workforce 7.2 Recruitment and retention

7.2.1 Workforce

Implement recruitment and retention plans which include:
•	Staff sharing arrangements and maximising collaboratives banks
•	Embed reservist model in each ICS to increase capacity and capability to respond to surge 
and major incidents
•	Develop and launch managing attendance challenge toolkit
•	Utilise international support for UEC recovery, identifying shortages of key roles and skills 
and targeting recruitment as such. 
•	Ensure plans to maximise the use of the national protocol and reduce the pull-on registered 
healthcare professionals to deliver this autumn’s COVID-19 and flu vaccination programme.

Dec-22 Partially implemented (What is the 
status, actions, timeframe, risks?)

Overall lack of workforce capacity risks 
  
Inability to recruit sufficient numbers in time to support winter capacity 
increases

People Plan in place across the ICB Workforce Programme Director 
Various HR Directors networks established in place to address local priorities Ongoing

7.3 Workforce 7.3 Utilisation of VCS and Volunteers

7.3.1 Workforce Develop roles for volunteers that reduce pressure on services and improve patient 
experience, such as community first responders and support in discharge. Oct-22 Partially implemented (What is the 

status, actions, timeframe, risks?)
Non recurrent funding can prevent unsustainable and consistent 
services 

Further scoping required where most impact would be effective is 
required at place and across ICB
Recurrent Investment 

Monitored and continual improvement process through local Boards and forums Ongoing

8.2 Improved data and performance 
management 8.2 Ensure real-time system monitoring

8.2.1 Improved data and performance management
Work with cross-system partners to put provisions in place to monitor data and pressures 
across the system and patient pathway, including primary care, acute and mental health 
services, and workforce pressures

- Fully implemented (What evidence 
supports this?)

Real time demand and capacity data sharing across the system is 
not within current systems capability. 

Potential gaps are relating to creating a whole system picture due to 
different systems

Daily overview of system pressures - in development

Daily OPEL reporting processes in place across the ICB .
Social care OPEL continues to develop 
Daily Operational Pressures dashboard in development 
Urgent System Call process in place to support escalation response coordinated by the ICB in 
Leeds.
Out of hours contact arrangements for place partners in place 24/7

Ongoing

9.2 Communications 9.2 Campaigns 

9.2.1 Communications

Deliver the ‘Help Us, Help You’ NHS 111 and GP Access campaigns; to increase the 
number of people using NHS 111 when they have an urgent, but non-life-threatening 
medical need and of people using online access routes to contact their practice. ICBs to 
deliver local campaigns including messaging on triage, prioritisation and MDTs/ARRS staff

Feb-23 Fully implemented (What evidence 
supports this?)

Late notification of national and West York's messaging impacting 
upon effective delivery
Multitude of messaging confusing public and diluting the impact

Be proactive in media to demonstrate what we’re doing locally to 
respond to winter pressures, 
A system-wide cost of living campaign which will contribute to wider 
efforts to keep well over winter and beyond, therefore a direct and 
indirect winter campaign, Promoting the Covid and flu vaccines
Raise awareness of local services, including urgent care services 
and help make people aware of alternatives to the Emergency 
D t t  Al  i   f di it l d   l  

A&E Delivery Boards 
Command and Control structures 
ICS Programme Boards and Communication Groups 

Nov-22



20/09/2022

# Good Practice Basics Y N Partial # Good Practice Basics Y N Partial # Good Practice Basics Y N Partial

Out of Hospital Emergency Department Inpatient Management

1 Directory of services reviewed monthly by ICB 
executives and with clinical service leads x 16 Streaming of all patients who could be apprpriately 

managed by a co-located urgent/primary care 
service in place at times matching the demand.

x 30 Minimum of twice Daily Consultant Led MDT 
Board Rounds in every ward x

2 Co-located urgent treatment centre operating 
as the front door to the hospital (or streaming) 
(or equivalent primary and urgent care service)

x 17 Minimum Consultant management > 16 hours a 
day (or as required by other specialist centres) x 31 Acute Medical Unit should be in place for 

maximum 72 hours length of stay. All other 
specialty patients should be bedded in 
alternative appropriate areas.

x

3 111 clinical contact > 50% x 18 Speciality and acute call down within 1 hour of 
referral. For tertiary units, acute physician 
presence in ED > 16 hours a day

x 32 Daily senior medical review (by a person able 
to make management and discharge 
decisions) seven days a week

x

4 Abandoned 111 call rate x 19 ED are granted one way referral rights with no 
patient being given back to ED at any time x 33 Red to Green Process or equivalent in place 

and audited weekly x

5 Ambulance conveyance to ED <49% x 20 Mental health 24/7 liaison service x 34 All patients reviewed by a senior decision 
maker 7 days a week x

6 Virtual wards in place that support admission 
avoidance and length of stay reduction x 21 SDEC > 12 hours a day/ 7 days a week at least 

but ideally open at times of demand. Open access 
criteria to be in place for all system partners. 
These units should never be bedded. Capacity cap 
shouldn't be in place.

x 35 Trust IPS clearly communicated, adhered to, 
escalated and audited. x

7 Ensuring primary care have extended hours for 
evenings and weekends x 22 Acute frailty service > 70 hours over 7 days 

At least but ideally open at time of demand x 36 IPC protocol in place that adheres to the latest 
national guidance and balances IPC risk with 
flow and delays related harm risks

x

8 Urgent community response within 2 hours x 23 Dedicated, separate to adults, Paediatric ED / 
secure area in place x

Discharge

Site/Operational Discipline
24 All Minor illness streamed to GPs x 37 Expected Date of Discharge set  within first 24 

hours of admission. Patients should clearly 
have an acute reason to reside within the acute 
provider.

x

9 Focused site/bed management 24/7 with 
minimum 3 times per day site meeting 
following a structured FOCUS model (or 
equivalent) with appropriate accountable 

x 25 All Minor injuries streamed to an emergency nurse 
practitioner (ENP) x 38 Discharge is profiled against admission 

demand with a focus on early in the day 
discharge and weekend discharges.

x

10 Site management support & presence within 
ED to deliver timely flow and support to ED 
team

x
Emergency Department Environment

39 Identify patients in ED or at admission who are 
likely to need complex discharge support and 
highlight for early intervention

x

11 Daily Executive Director oversight responsible 
for all escalation and delivery of mitigations x 26 Required capacity (numbers of cubicles and Fit to 

sit) in place to meet demand x 40 Where in place, protect discharge lounge 
capacity from being bedded x

12 Bed/site management function should ideally 
be clinical or as a minimum has access to 
clinical colleagues 24x7. Site function should 
have annualised competency/training.

x 27 CDU adjacent or equivalent short stay Emergency 
patient area x 41 7-day Transfer of Care Hub in place x

13 Senior Clinical and Management Directorate 
staff 24/7 rota to support min twice daily 
meetings

x 28 GIRFT data should be used to effectively plan 
against demand and capacity x

System and Trust Oversight

14 Full capacity protocol in place – infection, 
prevention and control (IPC) compliant Along 
with BCPs for every acute service so that no 
service functions stops or defaults to ED

x
Emergency Department IT

42 Trust and ICB executive review weekly as a 
minimum (taking into account variance by 
provider in an ICB)

x

15 Exec signed off internal professional standards 
in place appropriately managed with escalation 
for non-compliance

x 29 ED system in place to enable patient flow against 
national standards x 43 ED Performance: Over 4 hours in department + 

12 hour DTAs + Over 12 hours in department x

44 Ambulance Performance: Response times + 
Hospital Handover delays + Longest handover
+ Any identified patient harm including SUI

x

45 Potential patient harm:
Overview of all patient related incidents and 
serious incidents with regards to ambulance 
delays

x

46 Overview of all incidents and serious incidents 
for patients in ED over extended periods x

47 Right to reside/delayed discharges x

48 In and out of hours clear bronze, silver and 
gold escalation with recorded actions and 
outcomes with appropriate training & support 
programme. Reflective practice should be used 

     

x

49 Monthly review of agreed data sets and this 
checklist at trust and ICB boards x

WY ICS If it is N or Partial - ICB 
may want to formulate 

an action plan. 
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UEC Improvement Framework 
111 Service (IUC)
Ambition - Patients are signposted to the most appropiate service for their needs everytime, all the time.

Ambulance (AMB)
Ambition - Patients receive timely emergency and urgent ambulance care and conveyance, with minimal delays.

Alternative Acute and Community Pathways/Services (AAP) - Alternative to ED attendance and hospital admission including direct access from Community and ED
Ambition - Patients are treated in the right care setting, at the right time, by the right person. This includes access to alternative acute pathways and the appropiate voidance of 
attendance to the Emergency Department.

High Intenity Users (HIU)
Ambition - Patients recieve consistent care at all times, minimising the need to access acute and emergency services unless clinically needed.

Staffing (STF)
Ambition - Staff will be in the right place, at the right time with the appropriate skills to care for patients and keep them safe

Treatment in  the Emergency Department (TiED)
Ambition - Clinical care and treatment will be delivered on time - aligned with best practice. Safety is never compromised.

Emergency Department (ED)
Ambition - Patients with an emergency need will be managed in a timely manner within the Emergency Department.

Urgent Treatment Centres (UTC)
Ambition: Patients with urgent and minor ailments/illnesses will be managed in Urgent Care settings everytime, at all times.

Intergrated Care Boards (ICB)
Ambition - Integrated Care Boards take responsibility for oversight of UEC recovery, improvement and transformation through the implementation of robust governance arrangements 
across the ICS and place-based systems 

Operational Management & Escalation (OME)
Ambition - Patients on an urgent and emergency pathway are managed in the right care setting at the right time to maximise their health outcomes with operational processes in 
place to deliver this.

Flow 
Ambition - No patient will reside in an acute hospital bed once their clinical care has been completed. Everyday (7-days a week) spent in the acute trust should be free from delay with 
clinical led by a senior clinical decision maker

https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf


Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

IUC - 1.  Are services within the Directory of Service 
correctly profiled and what is your assurance process to 
ensure the right patients are being directed to the right 
service?
DoS returns the most appropriate, lowest acuity services, 
based on time of day, service capacity, and the patient’s 
location.  If alternative services to ED are available these 
should be given higher order and ED should be profiled last. 

DoS Profiling Principles

IUC - 2. Are 111 services undertaking revalidation of 
primary care, urgent care, emergency department and 
ambulance dispositions? 

Urgent Care Service Specification

Integrated Urgent Care Service Specification addendum: NHS 111 First

IUC 3 - Does 111 service redirect patients to CPCS for 
community pharmacy needs via online and telephony and 
what are the total numbers redirected per month?

https://www.england.nhs.uk/primary-care/pharmacy/pharmacy-integration-fund/community-pharmacist-consultation-
service/

IUC 4 - Can patients make a direct referral to 24/7 MH crisis 
via NHS 111 (national IVR option) and how many per 
month?

NB - Link to MH futures page

UEC Improvement Framework 

111 Service (IUC)
Ambition - Patients are signposted to the most appropiate service for their needs everytime, all the time.

X5A0T

https://www.networks.nhs.uk/nhs-networks/integrated-urgent-care-delivery/documents/directory-of-services-dos-profiling-principles
https://www.england.nhs.uk/wp-content/uploads/2014/06/Integrated-Urgent-Care-Service-Specification.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/08/B0078-Integrated-Urgent-Care-Service-Specification-Addendum-NHS-111-V5.pdf


Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

AMB - 5.     999 call handling capacity with trajectory in 
place to achieve consistently a mean call response of 
less than 10 seconds. 

https://www.england.nhs.uk/wp-content/uploads/2018/10/ambulance-response-programme-review.pdf

AMB - 6.     Accessible system-wide capacity with 
activity to each per month, to reduce unnecessary 
ambulance conveyance to ED, including an updated 
Directory of Services for ambulance service referral to 
e.g. UCR; frailty services; mental health; SDEC and 
UTCs

planning-to-safetly-reduce-avoidable-conveyance-v4.0.pdf (england.nhs.uk)

Reducing avoidable ambulance conveyance in England: Interventions and associated evidence

Safely Reducing Avoidable Conveyance Programmes - aace.org.uk- 

AMB - 7.     Escalation processes to reduce excessive 
handover delays (>60) , including the use of Hospital 
Ambulance Liaison Officers (HALOs)  and how are you 
assured that minimum care standards are provided to 
any patient delayed in an ambulance?'

Reducing_ambulance_handover_delays_-_key_lines_of_enquiry_v1.1.pdf (england.nhs.uk)

AMB - 8.     Is current demand / opportunity for clinical 
capacity being met in EOCs to optimise Hear and 
Treat rates.

National framework for healthcare professional ambulance responses
AMB - 9.  Outline activity per month to enhance current 
paramedic access to clinical advice to improve See 
and Treat and time on scene e.g. through Clinical 
Assessment Service; ‘call before convey’ and ED 
virtual consultation models.

Direct ambulance access to acute speciality criteria Final 25th January 2021 Version 1.0 - ECIST Network - FutureNHS 
Collaboration Platform

AMB - 10. 	Improve the integration of NEPTS as part 
of discharge planning to reduce the time spent ‘waiting 
for transport’.

NEPTS Review

AMB - 11. Increase awareness of the Healthcare 
Travel Cost Scheme to support patient discharge. NEPTS Review

AMB - 12. How does the NEPTS service in the local 
systems meet the requirements of the NEPTS 
Review?

NEPTS Review

UEC Improvement Framework 

 Ambulance (AMB)
Ambition - Patients receive timely emergency and urgent ambulance care and conveyance, with minimal delays.

X6A0T

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=0CAMQw7AJahcKEwjont735-T4AhUAAAAAHQAAAAAQAg&url=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2018%2F10%2Fambulance-response-programme-review.pdf&psig=AOvVaw1ELr8zhPdiIgiUnrpE2ZVc&ust=1657215654919267
https://www.england.nhs.uk/wp-content/uploads/2020/08/Reducing_ambulance_handover_delays_-_key_lines_of_enquiry_v1.1.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf
https://future.nhs.uk/ECISTnetwork/view?objectId=91494149
https://future.nhs.uk/ECISTnetwork/view?objectId=91494149
https://www.england.nhs.uk/urgent-emergency-care/improving-ambulance-services/nepts-review/#:%7E:text=In%20August%202021%2C%20NHS%20England,safely%20attend%20their%20treatment%20independently.
https://www.england.nhs.uk/urgent-emergency-care/improving-ambulance-services/nepts-review/#:%7E:text=In%20August%202021%2C%20NHS%20England,safely%20attend%20their%20treatment%20independently.
https://www.england.nhs.uk/urgent-emergency-care/improving-ambulance-services/nepts-review/#:%7E:text=In%20August%202021%2C%20NHS%20England,safely%20attend%20their%20treatment%20independently.
https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf


Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

HIU - 13.    Does the Emergency department have access to 
a High Intensity Use scheme, supporting frequent users of 
A&E through a non-clinical approach to coach through 
issues, sign-post, etc and is this scheme ICS 
owned/engaged with? 

https://www.england.nhs.uk/publication/high-intensity-user-service-resource-pack-supporting-documents/

HIU - 14.    For commissioned HIU services, who provides 
this (organisation & Contact details) and to what date is it 
commissioned? https://www.england.nhs.uk/publication/high-intensity-user-service-resource-pack-supporting-documents/

HIU - 15.    Are evaluation results re cost of delivery for HIU 
and impact of the service available? 

https://www.england.nhs.uk/publication/high-intensity-user-service-resource-pack-supporting-documents/

UEC Improvement Framework 

High Intensity Users (HIU)
Ambition - Patients recieve consistent care at all times, minimising the need to access acute and emergency services unless clinically needed.
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https://www.england.nhs.uk/publication/high-intensity-user-service-resource-pack-supporting-documents/
https://www.england.nhs.uk/publication/high-intensity-user-service-resource-pack-supporting-documents/
https://www.england.nhs.uk/publication/high-intensity-user-service-resource-pack-supporting-documents/


Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

AAP - 16. Complete a system exercise to ascertain 
available alternatives to ED attendance and admission eg 
Alternative to ED and hospital admission tool (AtED and 
AtA) and Missed Opportunities tool

Improving referral pathways between Urgent & Emergency Services

AAP - 17. Agreed pathways available to support a safe 
reduction in ambulance conveyance to ED -  improving 
access to the wider health & socail care service, including 
access to clinical advice. what are the pathways and what 
is the activity currently versus ambition activity.

planning-to-safetly-reduce-avoidable-conveyance-v4.0.pdf (england.nhs.uk)

Reducing avoidable ambulance conveyance in England: Interventions and associated evidence

Safely Reducing Avoidable Conveyance Programmes - aace.org.uk- 

AAP - 18. 	All acute alternative pathways accept direct 
referrals from system wide healthcare professionals. What 
is the activity per month per service? And is the access 
criteria open and in line with the CQC Patient First ideology 
: the patient goes to the right care setting for their need and 
that ED should not be a default for assessment.

Improving referral pathways between Urgent & Emergency Services

 AAP - 19. ED streamers and triage nurses empowered to 
stream to all hospital services (eg all SDECS, AMU, SAU, 
GAU, Ortho, ENT, Paeds etc) and with  streaming activity to 
each of these areas a month outlined.

Improving referral pathways between Urgent & Emergency Services

AAP - 20. Regularly reviewed Directory of Service in place 
to support accurate service profiling and re-direction.

Directory of Services Profiling Principles

Quick guide -Improving access to UTC using the directory of services

AAP - 21. SDEC Services with rapid diagnostic access are 
operational to meet patient demand profile.

SDEC -NHSE/I

AAP - 22. Acute Frailty Services are operational to meet 
patient demand profile.

Acute Frailty - NHSE/I

Same Day Acute Frailty Services

AAP - 23. Hot clinic capacity is aligned to patient demand. Principle and approach to deliver a personalised out-patient model

AAP - 24.	Virtual wards are operational to support 
admission avoidance and LOS reduction and are led by a 
relevant specialist and delivered by the Community. 

Virtual Wards - NHSE/I

A guide to setting up technology-enabled virtual wards

UEC Improvement Framework 

Alternative Acute and Community Pathways/Services (AAP) - Alternative to ED attendance and hospital admission including direct 
access from Community and ED
Ambition - Patients are treated in the right care setting, at the right time, by the right person. This includes access to alternative acute 
pathways and the appropiate voidance of attendance to the Emergency Department.

X8A0T

https://www.england.nhs.uk/urgent-emergency-care/same-day-emergency-care/
https://www.england.nhs.uk/urgent-emergency-care/same-day-emergency-care/acute-frailty/
https://www.england.nhs.uk/virtual-wards/
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwjCoKOHrq_4AhWIUsAKHZu1C8AQFnoECAwQAQ&url=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2022%2F05%2FB1388_i_principles-and-approach-to-deliver-a-personalised-outpatient-model_300322.pdf&usg=AOvVaw2qcNtym3tj02o8L5vJ1ttz
https://www.nhsx.nhs.uk/key-tools-and-info/a-guide-to-setting-up-technology-enabled-virtual-wards/
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwjCtryAuK_4AhUFS0EAHcX4A0sQFnoECBAQAw&url=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2021%2F02%2FSDEC_guide_frailty_May_2019_update.pdf&usg=AOvVaw0LCQif0xrStsYo2jf9Us_s
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwjLgvvvuq_4AhVJh1wKHY-_CcQQFnoECAMQAQ&url=https%3A%2F%2Fwww.networks.nhs.uk%2Fnhs-networks%2Fintegrated-urgent-care-delivery%2Fdocuments%2Fdirectory-of-services-dos-profiling-principles&usg=AOvVaw1UGxsnL4khJgsKZtF86skj
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwjLgvvvuq_4AhVJh1wKHY-_CcQQFnoECCAQAQ&url=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2019%2F08%2Fquick-guide-improving-access-to-utc-using-dos.pdf&usg=AOvVaw0clFjQaQO8UGRIJm60hc9l
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwjDtpTyx6_4AhU-QkEAHUiJCEcQFnoECAQQAQ&url=https%3A%2F%2Fwww.nhs.uk%2Fnhsengland%2Fkeogh-review%2Fdocuments%2Fimproving-referral-pathways-v1-final.pdf&usg=AOvVaw2c2noO7KnOh6trR6g1OfC9
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwjDtpTyx6_4AhU-QkEAHUiJCEcQFnoECAQQAQ&url=https%3A%2F%2Fwww.nhs.uk%2Fnhsengland%2Fkeogh-review%2Fdocuments%2Fimproving-referral-pathways-v1-final.pdf&usg=AOvVaw2c2noO7KnOh6trR6g1OfC9
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwjDtpTyx6_4AhU-QkEAHUiJCEcQFnoECAQQAQ&url=https%3A%2F%2Fwww.nhs.uk%2Fnhsengland%2Fkeogh-review%2Fdocuments%2Fimproving-referral-pathways-v1-final.pdf&usg=AOvVaw2c2noO7KnOh6trR6g1OfC9


Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

ED - 25. All Emergency Departments have a 
comprehensive streaming model so all non-emergency 
patients are directed from the ED with a structured 
competency programme, and outline % of patients are 
streamed per month OUT of the ED.

Principles for clinical streaming A&E department

RCEM - Initial Assesment of ED Patients

Improving Emergency Patient flow - Streaming in the emergency department

ED - 26. The ED shop floor is well-led:
- real time ‘command and control’ achieved through a senior 
medical, nursing, and administrative team.
- regular board rounds, walk-throughs and active progress 
chasing in line with the 4-hour performance standard.
- senior support (silver or above) should be provided for ED 
decompression during times of excessive (over 1hour) 
ambulance handover delays and patients in the department 
exceeding 12 hours as well as a defined & tested escalation 
process should be in place.

https://future.nhs.uk/ECISTnetwork/view?objectID=123216133

ED - 27. Patient assessed by the emergency department 
team as needing specialty assessment are accepted directly 
by that team and reviewed within 1 hour. There will be no 
ED hand backs (unless clinically required)
The specialty teams should have time scheduled to make 
sure this is feasible. An agreement drawn up and signed by 
all clinical leads and the medical director. Specialty 
clinicians do not physically review patients in the emergency 
department - helping to improve flow, social distancing and 
infection control. 

Internal professional standards examples

Patient First 2021

ED - 28. Direct admission to hospital assessment area (eg 
AMU, SAU, GAU) or other specialty area from GPs etc. 
available 24/7 

https://www.england.nhs.uk/wp-content/uploads/2021/05/aec-same-day-emergency-care-clinical-definition-patient-
selection-metrics.pdf

https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf 
ED - 29. Direct access to “hot” clinics eg ENT, Max-fax, 
orthopaedics, Obs & gynae, ophthalmology (from GP, NHS-
111 or ED) 24/7 availability and bookable access without 
discussion and activity per month for each one.  

https://www.england.nhs.uk/wp-content/uploads/2021/05/aec-same-day-emergency-care-clinical-definition-patient-
selection-metrics.pdf

https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf 
ED - 30. 	Direct referral to frailty, falls service from NHS-
111, ambulance service or ED, available: 10 hours a day, 7 
days a week with activity per month outlined.

https://www.england.nhs.uk/wp-content/uploads/2021/05/aec-same-day-emergency-care-clinical-definition-patient-
selection-metrics.pdf

https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf 
ED - 31. Direct to specialty referral 24/7 (from NHS-111, 
ambulance service or ED) (streamer, traiger, navigator or 
clinician) if the patient is under active specialty care or has a 
problem relating to that care eg post-op complications, or a 
complaint that is best managed by that specialism. 

https://www.england.nhs.uk/wp-content/uploads/2021/05/aec-same-day-emergency-care-clinical-definition-patient-
selection-metrics.pdf

https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf

ED - 32. Specialty advice / guidance available 24/7 by 
telephone with consultants for GPs, paramedics etc. (A-tED 
2021) 
A single point of access which external healthcare 
professionals can contact directly 24/7
GPs to ‘call before they send’ patients to ensure the patient 
is seeing the right specialty first time. (Patient FIRST 2021)

Patient First 2021

https://www.england.nhs.uk/wp-content/uploads/2021/05/aec-same-day-emergency-care-clinical-definition-patient-
selection-metrics.pdf

https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf 

ED - 33. 	Using Non-clinical navigators / coordinators 
within emergency departments and GPs to make sure 
patients have a GP, support them through the GP 
registration process and chase/check diagnostic results 
when flagged ready to view. (Patient FIRST 2021)

Patient First 2021

ED - 34. 	Pathways in place for specific groups of patients 
whose needs may best be met elsewhere eg percutaneous 
endoscopic gastrostomy (PEG) tube problems; catheter 
problems; peripherally inserted central catheter (PICC) line 
problems. (Patient FIRST 2021)
List all pathways available and the activity per month each 
pathway sees. 

Patient First 2021

ED - 35. Emergency departments has 24/7 liaison mental 
health services to ensure that people of all ages presenting 
with acute mental health needs receive timely assessment 
by a skilled mental health professional, including direct 
referral to adult mental health and CAHMS service eg on 
site MH ambulatory unit (from NHS-111, ambulance service 
or ED). 24/7 availability . Escalation process in place to 
ensure mental health admissions are completed in a timely 
manner, within 1 hour of streaming or referral and do not 
utilise an acute bed unless clinically required .
Access to in-house psychiatric liaison team (Mental health 
practitioner review within 1 hour) that is safe, responsive, 
transparent with clear escalation processes. (Patient FIRST 
2021)

https://www.england.nhs.uk/wp-content/uploads/2021/05/aec-same-day-emergency-care-clinical-definition-patient-
selection-metrics.pdf

https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf 

https://rcem.ac.uk/wp-content/uploads/2021/10/Mental_Health_Toolkit_June21.pdf

Patient First 2021

ED - 36. 	Urgent treatment centre (UTC) with GP presence 
co-located with ED, with bookable access from ED, GP or 
NHS-111 and available 12 hours a day, 7 days a week (A-
tED 2021) and  available at times of urgent care demand (ie 
no primary care or urgent care issue is seen in ED). 

https://www.england.nhs.uk/wp-content/uploads/2021/05/aec-same-day-emergency-care-clinical-definition-patient-
selection-metrics.pdf

https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf 

ED - 37. External – urgent treatment appointments via GP, 
dental, pharmacy, optometry available 8am to 6pm,5 days a 
week and activity per month to each outlined. Patient First 2021

ED - 38. External - General practice appointments available 
24/7 from NHS111, with these practices listed by how many 
appts per month? 

Patient First 2021

https://www.england.nhs.uk/wp-content/uploads/2021/05/aec-same-day-emergency-care-clinical-definition-patient-
selection-metrics.pdf

https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf 
ED - 39.	  All staff to actively encourage patients to call 
GPs or NHS 111 first and to only ‘go to A&E’ in an 
emergency, with assurance and monitoring process outlined 
(Patient FIRST 2021). 

Patient First 2021

ED - 40. 	Regular review of the staffing of the emergency 
department so that capacity meets variation in demand, 
rather than average demand.

https://rcem.ac.uk/wp-content/uploads/2021/11/RCEM_Medical_and_Practitioner_Staffing_in_EDs.pdf

UEC Improvement Framework 

Emergency Department (ED)
Ambition - Patients with an emergency need will be managed in a timely manner within the Emergency Department.

X9A0T
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Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

TiED - 41. All emergency department staff telephonic or 
messaging platform for teaching, training, regular 
communication and escalation of pressure. All staff have 
access to the group to receive information, though only a 
few staff can post information - limiting less important 
information. Requires systems to manage risk of non-
receipt and changes to on-call rotas etc.  (Patient FIRST 
2021)

Patient First 2021

TiED - 42. A full, locally led and delivered MDT quality 
governance which will regularly review: performance, 
quality, risks, incidents, mortality, safety alerts, complaints 
and audit. (Patient FIRST 2021).
Process measures (Patient FIRST 2021) include:  time to 
diagnostics, time to antibiotics for sepsis (Sepsis 6 - 
delivered in first hour), time to ECG  electrocardiogram) 
and sign off for chest pain,  frailty/ dependency score in ED, 
reporting medication errors and near misses, left without 
being seen (LWBS), time to definitive treatment length of 
wait for specialty review , NEWS2, hip X-ray for patients 
with fracture neck of femur (NOF) - performed in first hour, 
CT for possible stroke - performed within an hour, Time to 
pathology, senior sign off for RCEM recommended clinical 
presentations.

Patient First 2021

RCEM - Initial Assesment of ED Patients

TiED - 43. Effective delivery of time critical medication - 
including new prescriptions (antibiotics) and medication 
that the patient is already taking - for example medication 
for Parkinson’s disease, epilepsy, diabetes, with assurance 
and monitoring process outlined.

Patient First 2021

TiED - 44. Urgent care standard operating procedures in 
place and regularly reviewed. (Patient FIRST 2021) along 
with Business continuity plans for all services that deliver 
flow out of ED so that no service 'defaults' to ED when 
capacity or business continuity issues occur.

Patient First 2021

TiED - 45. Active use of National Safety Standards for 
Invasive Procedures in place, with assurance process 
outlined. (NatSSIPs). (Patient FIRST 2021)

Patient First 2021

https://www.england.nhs.uk/wp-content/uploads/2015/09/natssips-safety-standards.pdf

TiED - 46. Use of an adult mental health triage tool that 
includes recording of 15-minute observations. (Patient 
FIRST 2021)

Patient First 2021

TiED - 47. ECG for patients presenting with chest pain - 
performed and reviewed by ST3 or above clinician within 30 
minutes of arrival (Patient FIRST 2021)

Patient First 2021

TiED - 48. Immediate review and sign off of point of care 
blood results so that timely management can begin. 
(Patient FIRST 2021)

Patient First 2021

TiED - 49. Senior clinician review of patients with high (eg 
NEWS >3) or increasing NEWS (Patient FIRST 2021) Patient First 2021

TiED - 50. Early senior review (as soon as the red flag 
identified and no later than one hour from arrival) of infants, 
children and young people presenting with red flags for 
sepsis, with complex needs or safeguarding concerns. 
(Patient FIRST 2021)

Patient First 2021

TiED - 51. Regular review of diagnostic standards eg time 
to CT and time to Pathology. (Patient FIRST 2021) Patient First 2021

TiED - 53. Adherence to nationally agreed clinical 
standards with regular compliance auditing eg standards 
from NICE, the British Thoracic Society (BTS) and the 
Royal College of Emergency Medicine (RCEM). (Patient 
FIRST 2021)

Patient First 2021

NICE Standards 

RCEM - Initial Assesment of ED Patients

TiED - 54. Timely diagnosis and treatment of patients with 
acute pain to include regular audit of: assessment, 
treatment and continuing reassessment to be carried out 
monthly. (Patient FIRST 2021)

Patient First 2021

UEC Improvement Framework 

Treatment in  the Emergency Department (TiED)
Ambition - Clinical care and treatment will be delivered on time - aligned with best practice. Safety is never compromised.

X10A0T
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Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

STF - 54. Staffing models for at least the next 12 months in 
place to enhance the urgent care pathway with increased 
staffing where appropriate, and new roles such as: 
redirection, streaming, early senior decision makers, 
specialty support. (Patient FIRST 2021)
Recognised standards and regional benchmarking in place, 
such as the baseline emergency staffing tool (BEST-RCN) 
for staffing and assessing the skills mix throughout the 
department. (Patient FIRST 2021)

Patient First 2021

STF - 55. For new joiners (including locums) a clear 
induction programme in place that includes infection 
prevention and control as well as wellbeing support, regular 
teaching and communication.  

STF - 56. All EDs where children attend have in place:  a 
paediatric emergency medicine (PEM) consultant, at least 
two children’s nurses per shift, and a play specialist in a 
dedicated secure area separate to adult patients. (Patient 
FIRST 2021)

Patient First 2021

STF - 57. Consider new or extended practitioner roles in 
emergency departments such as: AHPs, paramedics, 
physician's assistants etc. (Patient FIRST 2021) Patient First 2021

STF - 58. Review existing models and job plans for non-ED 
consultants and workforce.  For example, to place 
appropriate value on generalists and medical on call and 
support specialists to provide 'in-reach' and senior specialty 
review to ED. (Patient FIRST 2021)

Patient First 2021

STF - 59. Support staff by providing robust, clearly 
signposted ways to report and manage moral injury and 
support wellbeing. (Patient FIRST 2021)

Patient First 2021

STF - 60. Support staff by providing robust ways to manage 
their wellbeing at work.  Including: ways to regularly give 
and collect feedback to all staff; 100% of leavers should be 
offered an exit interview. Results should be formally 
monitored, actioned upon where appropriate and shared; 
undertake regular reviews of the establishment for all staff 
groups; provide mandatory training for all staff and this 
should be formally monitored and actioned. (Patient FIRST 
2021) 

Patient First 2021

STF - 61. Undertake regular reviews of establishment 
requirements for all staff groups at least yearly pre winter. 
(Patient FIRST 2021)

Patient First 2021

UEC Improvement Framework 

Staffing (STF)
Ambition - Staff will be in the right place, at the right time with the appropriate skills to care for patients and keep them safe.

X11A0T
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Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

UTC - 62.  Do all your UTCs meet or, have plans in 
place to meet, the UTC standards? This as a 
minimum should include:

-	In line with local demand, open for at least 12 hours 
a day, 7 days a week for both walk-in and booked 
appointments. Booked appointments for UTCs should 
be available from ED, GP or NHS111.

-	Provide minor illness and injury treatments to 
patients of all ages.

-	Access to bedside diagnostics and plain x-ray 
facilities. Where facilities are not available on site, 
clear access protocols should be in place. 

-	Receive ambulance conveyed patients (including 
stretcher) where clinically appropriate.

- the ICS needs to ensure that there is an urgent care 
service available as alternative to EDs available 24/7

UTC Principles Standards

*** This document is currently under review and updated version will be sent for publishing approval by 
08/07/2022 *** All designated UTCs to meet the revised standards by October 2022.

UTC - 63. Are plans in place to designate any 
remaining type 3 or 4 services as a UTC, or as an 
alternative service where more appropriate?

https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-
guidance-v3.2.pdf

UTC - 64. Has a co-located UTC at the front door of 
the ED been considered to support streaming and 
diversion?
If no, outline reason, alternatives and review processes 
in place.

UTC - 65. Where a UTC at the front door is not 
possible / appropriate, enhanced streaming should be 
in place for example use of GP streaming or a digital 
streaming and redirection tool, with % of patients are 
streamed away from ED outlined.

*Pending approval of UTC standards approval*- All 
Type 1 EDs should have in place, or robust plans in 
place to enact, a UTC at the front door by March 2024 
where it is clinically appropriate for the local health 
economy. Where this is not cost-effective or 
appropriate, this should be discussed with regional 
teams and ICBs are asked to explore forms of 
enhanced streaming that could maximise 
opportunities to divert low acuity patients away from 
ED
UTC - 66. Each ED should review what % of attendees 
are primary or urgent care patients who are then seen 
by an ED clinician rather than an UTC. The system 
should monitor and create plans to reduce this % as 
part of their UEC strategy.

UEC Improvement Framework 

Urgent Treatment Centres (UTC)
Ambition: Patients with urgent and minor ailments/illnesses will be managed in Urgent Care settings everytime, at all times.

https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-
guidance-v3.2.pdf

February 2021 UTC Principles and Standards - East of England Region - UEC Improvement Network - FutureNHS Collaboration 
Platform

https://www.england.nhs.uk/wp-content/uploads/2017/07/urgent-treatment-centres-faqs-v2.0.pdf

UTC Principles for DoS profiling v0.9 - DoS Collaborative online Workspace (CoW) - FutureNHS Collaboration Platform
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https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-guidance-v3.2.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-guidance-v3.2.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/07/urgent-treatment-centres%E2%80%93principles-standards.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-guidance-v3.2.pdf
https://future.nhs.uk/EoEUEC/view?objectID=121069861
https://www.england.nhs.uk/wp-content/uploads/2017/07/urgent-treatment-centres-faqs-v2.0.pdf
https://future.nhs.uk/UECDOS/view?objectId=95981317


Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

Flow - 67. Minimise handover delays between ambulance 
and hospital in line with 22/23 operational planning 
guidance e.g. eliminating handover dalys >60mins  - 
contribute towards achieving the ambulance response 
standards.No patient should wait in an ambulance outside 
of ED when they could be streamed to another service for 
their needs.

2022/23 priorities and operational planning guidance

Reducing_ambulance_handover_delays_-_key_lines_of_enquiry_v1.1.pdf (england.nhs.uk)

Flow - 68. 	Acute takes are owned by the relevant 
specialities with a Senior Decision Maker in place 7 days a 
week. 

NHS Services 7 days a week forum

ECIST Safer Patient Flow Bundle - S.Senior Review

Flow - 69. Red 2 Green (or alike) is embedded with an 
escalation process to overcome delays. Rapid Improvement Guide to Red & Green Bed Days

Red2Green Q&A with Dr Ian Sturgess & Pete Gordon ECIST

Flow - 70. 7-day a week ward / board rounds operational in 
line with RCP guidelines.  With all patients receiving a 
senior review (ST4 or above) every day.

Guidance on Safe Medical Staffing - RCP London

Modern Ward Rounds: Good practice for multidisciplinary inpatient review

Seven Day Working - NHS England

Flow - 71. 	Internal professional standards are adhered to 
in a clear and unambigous manner with description of 
values and behaviours expected in the organisation (Patient 
FIRST)  for diagnostics and speciality review. (within 
24hours of referral as a maximum - 7 days a week)

Acute Care Tool Kit - Delievering a 12hr 7 day consultant presence on the acute medical unit

Patient First 2021

Flow - 72. Weekend discharges maintain patient flow over 7 
days including usage of Criteria Led Discharge.

Improving Hospital discharge (Policy & Action cards)

Improving Hospital Discharge ( Good Practice & Guidance)

Criteria Led Discharge - Policy Guidance

UEC Improvement Framework 

Flow 
Ambition - No patient will reside in an acute hospital bed once their clinical care has been completed. Everyday (7-days a week) spent in the acute trust 
should be free from delay with clinical led by a senior clinical decision maker

X13A0T

https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-guidance-v3.2.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-guidance-v3.2.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-guidance-v3.2.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-guidance-v3.2.pdf
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwjQ6YfV9a74AhXcQ0EAHTrEDJUQFnoECBAQAQ&url=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2013%2F12%2Fevidence-base.pdf&usg=AOvVaw3L1jUdJlYDoxa3tFhHiHBc
https://www.youtube.com/watch?v=mFcSakhNBrg
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2016/12/rig-red-green-bed-days.pdf
https://www.youtube.com/watch?v=Oo7su7YQMJo
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwjH16rug6_4AhUXhFwKHfUvBrgQFnoECAsQAQ&url=https%3A%2F%2Fwww.rcplondon.ac.uk%2Ffile%2F10367%2Fdownload&usg=AOvVaw1Jt-hwi3JY5uPgU_WqXgPP
https://www.rcplondon.ac.uk/projects/outputs/modern-ward-rounds
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwiw97rXhq_4AhW9Q0EAHcg9DYAQFnoECA0QAQ&url=https%3A%2F%2Fwww.england.nhs.uk%2Fimprovement-hub%2Fwp-content%2Fuploads%2Fsites%2F44%2F2017%2F11%2FEquality-for-all-Delivering-safe-care-seven-days-a-week.pdf&usg=AOvVaw2QquJ8Lar2s9O8qoViyy1C
https://www.rcplondon.ac.uk/guidelines-policy/acute-care-toolkit-4-delivering-12-hour-7-day-consultant-presence-acute-medical-unit
https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/
https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/resources/
https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/criteria-led-discharge/
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwjQ6YfV9a74AhXcQ0EAHTrEDJUQFnoECBAQAQ&url=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2013%2F12%2Fevidence-base.pdf&usg=AOvVaw3L1jUdJlYDoxa3tFhHiHBc
https://www.youtube.com/watch?v=mFcSakhNBrg
https://www.cqc.org.uk/sites/default/files/20211119-patient-first-revised.pdf


Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

MH - 73. (MH Trust specific) Systems should ensure anyone 
admitted to an adult mental health acute ward has a clearly 
documented purpose for admission and an estimated 
discharge date.

acute mental health guidance in development

MH - 74. (MH Trust specifc) The average length of stay for 
mental health hospital spells is no more  than the current 
national average of 40 days.

LTP update in development

MH - 75. (MH Trust specific) Systems should drive local 
reductions in long length of stay in mental health adult acute 
wards - this should include a focus on reducing the number 
of working age adults in acute care with a length of stay 
(LoS) over 60 days and older adults with a length of stay over 
90 days, and below the current set threshold of 8 people per 
100k population.

https://future.nhs.uk/MHLTPat/view?objectId=122600101

MH - 76. (MH Trust specific) Systems must use baseline 
funding increases for therapeutic and purposeful mental 
health inpatient admissions e.g. through expanding the staff 
skill mix (focusing on psychologists, occupational therapists, 
peer support workers and other Allied health Professionals), 
the type of interventions and activities offered to patients, and 
ensuring the inpatient environment is therapeutic.

https://future.nhs.uk/MHLTPat/view?objectId=122600101

MH - 77. (MH Trust specific) Systems should continue to 
focus on delivering timely and effective discharge following 
the additional funding made available for enhanced post-
discharge mental health support during 2021/22. Where new 
schemes proved successful in reducing length of stay, waits 
in A&E, inappropriate OAPs, and preventing further 
admissions, they should be continued in 2022/23. [using 
baseline funding increases where required]  

https://future.nhs.uk/MHLTPat/view?objectId=122600101

MH - 78. (MH Trust specific) Systems should continue to 
deliver and maintain the ambition to eliminate all 
inappropriate mental health adult acute out of area 
placements (OAPs) and continue delivering the 72-hour post 
discharge follow-up standard.

https://future.nhs.uk/MHLTPat/view?objectId=122600101

MH - 79. AAP Local Winter plans include demand and 
capacity analysis for mental health, inclusive of the following 
service areas for all ages:

i. Community mental health team referrals and capacity
ii. Capacity in primary care to support mental health needs, 
via Mental Health Practitioner ARRS roles 
iii. Open access crisis care, i.e. crisis lines and SPA’s as well 
as CRHTT 
iv. VCSE sector capacity inclusive of alternatives in 
community, i.e. sanctuaries, crisis houses, etc. (e.g. patients 
seen vs anticipated need) 
v. Acute MH inpatient capacity (e.g. number of bed days 
available and anticipated bed days required) 
vi. Emergency Department (e.g. number of MH attendances 
at ED and % of MH patients waiting over 12 hours) 

Demand and Capacity Network

MH – 80. Consider the workforce required to deliver and 
maintain commissioned service capacity across all age 
mental health pathways this winter, drawing on guidance 
availble regarding new ways of working and the use of new 
roles in mental health.

http://www.hee.nhs.uk/our-work/mental-health/new-roles-mental-health
https://haso.skillsforhealth.org.uk/news/peer-worker-apprenticeship-progress-update/
https://www.hee.nhs.uk/our-work/workforce-transformation/hee-roles-explorer

MH - 81. All ICBs to sustain, develop and promote staff 
Mental Health hubs in line with guidance. https://future.nhs.uk/SMHS/view?objectId=131092165

UEC Improvement Framework 

Mental Health (MH)
Ambition - Patients receive timely services and treatment as needed, with a greater focus on early intervention services that can prevent mental health crises.

https://future.nhs.uk/Demand_Capacity/grouphome
https://www.england.nhs.uk/publication/lord-carters-review-into-unwarranted-variation-in-nhs-ambulance-trusts/
https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/10/ambulance-response-programme-review.pdf
https://www.cqc.org.uk/sites/default/files/20211119-patient-first-revised.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-guidance-v3.2.pdf
https://www.cqc.org.uk/sites/default/files/20211119-patient-first-revised.pdf
https://www.england.nhs.uk/urgent-emergency-care/same-day-emergency-care/
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf
https://www.england.nhs.uk/integratedcare/consultations/
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0660-ics-implementation-guidance-on-thriving-places.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0905-vcse-and-ics-partnerships.pdf
https://feedback.model.nhs.uk/knowledgebase/articles/1123735-introduction-to-the-model-health-system
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf
https://nhsengland.sharepoint.com/sites/thehub/SitePages/Integrated-Care.aspx
https://www.england.nhs.uk/integratedcare/consultations/


Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

OME - 82. Handover framework/ actions in place (i.e rapid 
handover protocol) to be enacted when ambulance 
pressures, (i.e hospital handover delays, Cat 2 calls, lost 
hours) exceed a pre-agreed( ICS and ambulance service 
jointly) tolerance.

Delayed hospital handovers: Impact assessment of patient harm 

OME - 83. 	Minimum twice daily site meetings, with senior 
leadership (executive level Opel 3&4).  These are action 
focussed and conducted in line with a recognised 
framework – working example ECIST FOCUS model.

FOCUSED site management model

OME - 84. 	Fit for purpose and regularly reviewed full 
hospital protocol is in place that is compliant with the latest 
IPC guidance and enables capacity to be created to meet 
surge needs

https://rcem.ac.uk/wp-content/uploads/2021/10/ED_Crowding_Overview_and_Toolkit_Dec2015.pdf

OME - 85. 	In and out of hours clear bronze-silver-gold line 
of escalation with recorded actions and outcomes. 

Site management and escalation video

OME - 86. 	Weekly board level review and identified 
improvement actions of:
-	Ambulance waits and root cause.
-	Patient harm because of excessive waits at any point 
across the UEC pathway.
-	Over 12hrs in ED and 12hour DTA patients
-	4hr performance and breach rational.

FOCUSED self-assessment tool

UEC Improvement Framework 

Operational Management & Escalation (OME)
Ambition - Patients on an urgent and emergency pathway are managed in the right care setting at the right time to maximise their health outcomes with 
operational processes in place to deliver this.

X15A0T

https://future.nhs.uk/ECISTnetwork/view?objectId=32411088
https://rcem.ac.uk/wp-content/uploads/2021/10/ED_Crowding_Overview_and_Toolkit_Dec2015.pdf
https://www.youtube.com/watch?v=wqoGmkx7KiU&list=PL6rrXMWFEqXLpuR0-FhIjMMD-dZLplUAj&index=27
https://future.nhs.uk/ECISTnetwork/view?objectID=123216133


Key lines of enquiry 
(KLOEs)

Implementation 
Questions

Implementation Answers National guidance/ Best Practices (Links)

ICB - 87. ICB responsibilities - ICBs should ensure they 
have aligned with national guidance (as provided in the 
links)

 https://nhsengland.sharepoint.com/sites/thehub/SitePages/Integrated-Care.aspx 

 https://www.england.nhs.uk/integratedcare/consultations/

ICB - 88. ICB to establish an UEC improvement steering 
group/board or equivalent with senior membership from all 
partners across system and place. *Recommendation for 
ICB executive to chair this board with support from ICS UEC 
clinical and operational leads
Responsibilities include : 
- To review membership to include health, social care and 
system partners representative of system and place
- To ensure system and place based improvement groups 
report to the board to enable oversight of all UEC 
improvement efforts, challenges and constraints to enable 
system wide solutions and sharing of good practice.
- To receive and review national and local data to inform 
priority deliverables and opportunities for improvement 
across UEC.
- To complete a review of current progress and 
opportunities for improvement using data and local 
intelligence to prioritise areas of focus as outlined within 
this improvement framework

https://www.england.nhs.uk/integratedcare/consultations/

https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf

https://www.england.nhs.uk/wp-content/uploads/2021/06/B0660-ics-implementation-guidance-on-thriving-places.pdf

https://www.england.nhs.uk/wp-content/uploads/2021/06/B0905-vcse-and-ics-partnerships.pdf

Model Health System

GIRFT SEDIT

ICB - 89. 	Process measures (Patient FIRST 2021) 
include: Admission conversion rates, Re-attendance rates 
to ED, Proportion of patients clinically assessed and 
directed to SDEC, Proportion of patients clinically assessed 
and directed to another service off-site (for example urgent 
primary care/urgent treatment centres) or on-site (co-
located urgent treatment centre, specialty assessment 
units, clinics) , Proportion of patients sent to the emergency 
department by GP or other community provider without prior 
communication; To be monitored, discussed and acted 
upon at each ICS UEC Board.

Patient First 2021

SDEC -NHSE/I

https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf

ICB - 90. Agreed assurance process in place across 
all ICSs to support a rapid return to sustainable 
ambulance performance, focused on C1 and C2. What 
is the agreed assurance process and trajectory across 
all ICSs to achieve and maintain C1 and C2  
performance?

NHS England - Lord Carter's review into unwarranted variation in NHS ambulance trusts

National framework for healthcare professional ambulance responses

ambulances-response-programme-review

ICB - 91. Agreed assurance process in place with the role 
of the  ICBs outlined in challenging whether a co-located 
UTC at the front door would be beneficial.

https://www.england.nhs.uk/wp-content/uploads/2022/02/20211223-B1160-2022-23-priorities-and-operational-planning-
guidance-v3.2.pdf

*Pending approval of UTC standards approval*- All Type 1 EDs should have in place, or robust plans in place to enact, a UTC at 
the front door by March 2024 where it is clinically appropriate for the local health economy. Where this is not cost-effective or 
appropriate, this should be discussed with regional teams and ICBs are asked to explore forms of enhanced streaming that 
could maximise opportunities to divert low acuity patients away from ED.

ICB - 92. Each ICB has appointed a lead SRO for NEPTS 
across the system. 
This requirement is a recommendation from the  review, 
with  guidance  awaiting approval which includes what is 
expected from the Lead SRO, such as:

- Oversight of all NEPTS for patients for whom the relevant 
commissioner has responsibility
- Oversight and co-ordination of all commissioning of 
NEPTS with the region / ICB / place, where applicable
- Promoting the benefits of integrated working across the 
ICS that encompasses the key role of NEPTS in wider 
provision.

NEPTS Review

ICB - 93. 	External: Use of regional level system risk 
assessment tools or apps that work in real time. An agreed 
set of associated actions and responsibilities can be 
triggered from this data (Please outline triggers and 
actions). These actions could then be filtered to the 
appropriate services. (Patient FIRST 2021)

Patient First 2021

UEC Improvement Framework 

Intergrated Care Boards (ICB)
Ambition - Integrated Care Boards take responsibility for oversight of UEC recovery, improvement and transformation through the implementation of robust 
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https://www.england.nhs.uk/urgent-emergency-care/improving-ambulance-services/nepts-review/#:%7E:text=In%20August%202021%2C%20NHS%20England,safely%20attend%20their%20treatment%20independently.
https://www.england.nhs.uk/publication/lord-carters-review-into-unwarranted-variation-in-nhs-ambulance-trusts/
https://www.england.nhs.uk/wp-content/uploads/2019/07/C1172-aace-national-framework-for-hcp-ambulance-responses.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/10/ambulance-response-programme-review.pdf
https://www.cqc.org.uk/sites/default/files/20211119-patient-first-revised.pdf
https://www.cqc.org.uk/sites/default/files/20211119-patient-first-revised.pdf
https://www.england.nhs.uk/urgent-emergency-care/same-day-emergency-care/
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2021/11/EM-overview.pdf
https://www.england.nhs.uk/integratedcare/consultations/
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0660-ics-implementation-guidance-on-thriving-places.pdf
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