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Patient Safety and Patient Experience – The Impact of Operational Response Delays
1.0 Introduction
This report is designed to show the impact of operational response delays on patient safety and patient
experience. It has been produced further to similar reports which were submitted by the Director of
Nursing to the Trust Board in April 2011 and to the Quality Governance Committee in October 2011 and
February 2012.
Reasons for delayed operational response are thought to be varied and multi-factorial. They may
however include sickness absence, meal break provision, inefficiencies in the ambulance service model
from call handling to resource deployment, hospital turnaround and levels of financial investment. Whilst
the focus of this report is hospital turnaround, other issues will be brought to the Trust Board in due
course via Executive Director reports and the Integrated Board Report. Effectively managing hospital
turnaround is a ‘whole system’ responsibility as indicated below:
•
•
•
•
•

Commissioners should ensure that plans for managing turnaround are comprehensive and
integrated across organizational boundaries.
Acute Trusts should agree comprehensive plans to reduce pre-handover delays with their lead
commissioners and have their implementation monitored by PCT Clusters
Community Trusts should play a significant role in admission avoidance and facilitating timely
discharge
The Ambulance Service should manage ‘post handover’ effectively to ensure the 10 minute
target is consistently met
Patients and the public should continue to be provided with sufficient information regarding the
role of the ambulance service to ensure resources can be utilised appropriately

2.0 Operational Performance
The following table shows the operational performance against target. It shows a general decline in all
categories of performance over the last 3 quarters, although seasonality does play a part in this.
2011

Target

Q1

Q2

Q3

A8 Performance

75% responses
achieved within 8
minutes
95% responses
achieved within
19 minutes
90% responses
within 20mins
90% responses
within 30mins
100% responses
within the time
requested by GP

75.90%

74.92%

74.46%

93.73%

92.23%

91.39%

87.09%

78.22%

79.15%

89.90%

81.63%

78.50%

79.53%

73.43%

71.14%

A19 Performance

G1
G2
GP Urgent (2 or 4 hour)
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3.0 Turnaround times
The EMAS position in relation to other ambulance services for hospital turnaround is unvalidated at this
stage. Services are reporting different data sets and information is not reported against activity levels.
The Care Quality Commission and the Department of Health are aware of the national position
regarding turnaround.
The table below shows the average pre- and post-handover times for Q1-3 in 2011. A pre- clinical
handover is classified as the time from ambulance arrival at the hospital emergency department to the
point at which the ambulance staff handover the clinical responsibility for the patient to the hospital.
Post-handover is the time taken for the ambulance staff to call free from when they formally signed the
patient over to the hospital. Figures demonstrate improvements are required for both phases. The data
shows that pre-hospital handover time continues to deteriorate, whilst post handover time has improved
in Q3 as compared with Q2.

Pre-handover

Target
(Minutes)
15

Q1
(Mins/Secs)
18m 27s

Q2
(Mins/Secs)
18m 35s

Q3
(Mins/Secs)
19m 14s

Post-handover

10

13m 33s

14m 2s

13s 58s

turnaround 25

32m 30s

33m 6s

33m 24s

Total
time

3.1 Pre-handover
The following table shows the Acute Trusts with the most prolonged pre-handover times since 1st April
2011. It should be noted that the percentage pre-handovers over 15 minutes represents the percentage
against total handovers rather than the percentage against those recorded by EMAS crews.
YTD( 1st Apr – 31st Dec 2011)
Hospital Attended
Queens
Medical
Centre
Campus Hospital
Royal Derby Hospital
Grimsby Diana Princess Of
Wales
Boston Pilgrim Hospital
Burton Queens Hospital
Grantham
and
District
Hospital
Nottingham City Hospital
Campus
Leicester Royal Infirmary
Northampton
General
Hospital
George Eliot Hospital

Total Number Number
of
Pre
Average Pre
of
Pre Handovers over 15
Handover
Handovers
mins
00:23:36

36972

19866 (54%)

00:22:05

26043

14638 (56%)

00:22:02

13188

1354 (10%)

00:21:03
00:19:36

14598
4181

2768 (19%)
1572 (38%)

00:19:17

4871

1554 (32%)

00:18:31

849

269 (32%)

00:18:17

39797

16270 (41%)

00:18:03

16726

4106 (25%)

00:17:27

1837

581 (32%)
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The following percentile chart has been included to add detail to the average handover times. For
example, when there are high numbers of pre-handover times near the 15 minute target, the overall
handover time is likely to be low. However this does not reflect significant A/E pressure points when prehandover times may be very prolonged. From the chart above, for example, Boston Pilgrim shows the
50th percentile being satisfactory at 13 minutes but the 90th and 99th percentiles being very protracted.

3.2 Post-handover
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The following charts show the average post-handover times each Quarter by Division. Whilst the figures
show there has been some improvement in Q3 as compared with Q2, further improvement is required to
meet the 10 minute target.

Division
Derby
Leics
Lincs
Northants
Notts
EMAS

Target
00:10:00
00:10:00
00:10:00
00:10:00
00:10:00
00:10:00

Q1
00:14:33
00:12:28
00:14:24
00:12:17
00:13:49
00:13:32

Q2
00:14:10
00:12:51
00:14:52
00:15:04
00:13:51
00:14:02

Q3
00:13:39
00:13:23
00:14:56
00:15:28
00:13:22
00:13:57

The tables show that EMAS is not meeting the target for post-handover. It has not been possible to
conclude why there is some degree of Divisional variance. A number of actions have been taken to
improve post-handover times as detailed below. Some improvement is evident in Q3 as compared with
Q2.
•

•
•

•

Commenced urgent study by EMAS Operational Lead for Turnaround to identify and correct the
causes of post handover turnaround delays (within EMAS control). The study includes detail
regarding the reasons for poor data capture
Undertaking robust performance management of Divisions by the Executive Team via the Trust
Performance Management Framework
Undertaking robust performance management of frontline staff to ensure handover times are
consistently and accurately recorded. This will include ensuring individuals are managing posthandover in an efficient and timely way
The HALO role is also used to expedite the ‘post-handover’ element of turnaround. EMAS is
currently conducting a formal trial in 3 Acute Trusts to ascertain the effectiveness of the HALO
role. The trials commenced in December/January and will be complete by the end of April.
EMAS will then carry an evaluation in May, the findings of which will be reported to the
Operations Programme Board.

EMAS is also currently working to develop a new operational model to optimise resource utilization.
The table below shows ‘lost hours’ and gives an indication of loss of capacity (responses). Time is
recorded as ‘lost’ where the total turnaround time exceeds the 25 minute target. The ‘lost capacity’
equates to an estimated reduction against national response targets of 1-2% as calculated by EMAS
Business Intelligence Unit. The financial consequence is also provided below.
2011

Q1

Operational lost hours pre- 4718
handover
Operational lost hours post- 4848
handover
Total lost hours
10266
Lost capacity(responses)
7700
Total number of responses
131886
Financial cost
£1.6m

Q2

Q3

YTD Total

5011

6176

15905

5681

5777

16306

11380
8535
129588
£1.7m

10827
8120
137178
£2.2m

32473
24355
398652
£4.5m

5

The EMAS Executive Team is concerned that turnaround delays could compromise patient experience
and patient safety. Our operational staff and management at all levels have informally reported that
patients are regularly being cared for in hospital corridors due to excessive pre-handover delays.
Concern has been expressed by Executive and Non Executive Directors who have undertaken
observations of handover and hospital turnaround during visits, that caring for patients in hospital
corridors is adversely affecting patient dignity and confidentiality.
Patient safety concerns in relation to turnaround have also been expressed by crews and operational
managers. Where turnaround is high, EMAS is not always able to provide timely responses to new
emergency calls in the community. This has been risk assessed at determined as a high risk at ‘25’.
Despite a number of actions EMAS has taken to improve hospital turnaround, progress has not been
significant:
•

•
•
•
•

•

In September 2011, the EMAS Chairman wrote to all Acute Trusts experiencing significant
turnaround delays. These Trusts were asked to support EMAS in undertaking operational process
mapping events to address turnaround delays.
Turnaround information is shared with Acute Trusts and Commissioners on a daily basis
EMAS Director of Nursing has met with Executives from Trusts with highest pre-handover delays
EMAS Director of Operations has ongoing dialogue with Commissioners and Midlands and East
SHA.
EMAS submitted a successful business case to the SHA to secure funding for a ‘common data
solution’. The Trust was given 95k from the SHA Midlands and East Regional Innovation and
Improvement Fund (RIF) which is being used to pilot an Electronic Sensors project at Kingsmill
hospital. The expected outcome is generation and roll-out of a consistent data set for ambulance
arrival, handover and departure. The information will be used to isolate cause(s) of turnaround
delays to allow targeted interventions to be implemented.
EMAS appointed a Senior Operations Manager early in 2011 to address turnaround delays. He
initiated and led operational process mapping exercises across the region with Acute Trusts with the
most significant turnaround delays. As a result, sustained improvements in pre-handover turnaround
times have been achieved in some hospitals since 1st April e.g. Chesterfield Royal (19 to 16
minutes) and Boston (24 to 17 minutes). Improvements have been attributed to interventions such
as:








Increase in ED staffing levels and skill mix (medical and nursing)
Increased number of A/E cubicles and patient trolleys
Revision of rota patterns to align with activity flows
Early internal escalation to senior managers
Closer communication between EMAS and Acute Trusts at the appropriate level of seniority
Re-routing of patient pathway to reduce time to handover point
Increase administrators in ED so that patient details can be taken in cubicles rather than crews
having to book patient in at reception desks
 Increase in bed manager visibility and more regular situational reviews
 Use of HALO role to improve patient flow in ED

Pre-handover delays have also reduced at Kettering General (12 to 11 minutes), Grimsby (22 to 20
minutes) and Leicester General (15 to 13 minutes).
4.0 Patient Experience
The following graph shows the combined formal complaints/PALS in relation to response delay for A/E
across the Trust (not exclusively related to hospital turnaround). The graph shows a gradual increase in
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formal complaints/PALS from April to October 2011. From October to the end of December this number
has declined. Analysis of this trend has not revealed rationale for this pattern.

Number of complaints and PALS(combined) for the Trust for A/E by month
from 1st Apr 2011
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The following gives an indication of complaints raised by members of the public when they perceive the
ambulances response was inadequate. Whilst it is difficult to attribute any adverse outcome to the
delayed response there is clearly an impact on patient comfort, public confidence in the ambulance
service and on the reputation of the Trust:
“My wife fractured her skull falling from a horse at around 17.30pm. An ambulance was called but failed
to arrive until around 19.15pm. Please advise why there was such a delay, and what we should do in the
future if we cannot rely on EMAS?”
“Due to the poor response time of the ambulance service, my 7 year old daughter had to sit on the
stairs that she had fallen down, with a severe break to her arm, for over 2 hours with no pain relief. I
expect an explanation”
“The ambulance finally arrived 45 minutes after the initial call was made. We feel this was a totally
unacceptable response, especially when all our first aid training emphasises how essential it is for the
appropriate care to be administered in the early stages of a stroke”
5.0 Patient Safety
The following chart shows the total number of delay-related patient safety incidents (PSI) for the Trust. It
should be noted that these may include but are not exclusively related to turnaround.

2011

Q1

Q2

Q3

PSI

7

7

3

YTD Total
(Q1-Q3)
17
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This table shows a decline in delay-related patient safety incidents reported. This may however be due
in part to the reduction in patient safety incidents as a whole reported across the Trust as can be seen
below:

The importance of adverse incident reporting continues to be reiterated to operational staff via
communications briefings, EMAS meeting structures and through line management.
The following are examples of patient safety incident reports the Trust has received since April 2011.
Hospital turnaround has been identified as a contributory factor in some cases.
•

Delayed response to a road traffic accident (64 minutes) due to lack of available vehicle. Police,
GP and District Nurse in attendance.

•

Terminal patient with pancreatic cancer fell outside. Ambulance took 4 hours 40 minutes to
arrive.

•

Received urgent request for an emergency transfer from one Acute Trust to another. Delay in
excess of an hour for an ambulance to arrive to transfer the patient.

6.0 Conclusion
EMAS is very concerned about the impact of delays in responses and whilst there are a number of
contributing factors, hospital turnaround delays play a significant role. Furthermore, patient dignity
cannot be assured during the period that patients are supervised by ambulance crews in hospital
corridors.
EMAS has action plans relating to the improvement of sickness levels, reducing vehicle time off road
and ensuring a smoother flow of meal-break absence. EMAS is also supporting hospital flow redesign
and has appointed a project manager to assist Acute Trusts in this respect.
Investment by PCTs in January and February has enabled measures to be introduced such as the
Hospital Ambulance Liaison Officer (‘HALO’) role and use of additional crews. Whilst these interventions
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have proved to be beneficial in improving response times and reducing hospital delays, these funds are
non-recurrent.
Following a number of discussions, members of the Trust Board have concluded that the various health
organisations should now give a real commitment to resolving these issues. Strong partnership working
between Commissioners, Acute Trusts and the Ambulance Service will deliver improvements in the
patient experience
7.0 Recommendations
The EMAS Board is asked to adopt the following recommendations:
•

•
•
•
•
•

•

Clear leadership must be provided by Commissioners to ensure that plans for managing
turnaround are comprehensive and integrated across organizational boundaries. It is suggested
that these plans are coordinated by Commissioners and shared with all organisations
The EMAS Board and Commissioners are asked to confirm their commitment to implementing
the outcome of the jointly commissioned independent review
Acute Trusts should agree comprehensive plans to reduce pre-handover delays with their lead
commissioners and have their implementation monitored by PCT Clusters
Community Trusts must play a significant role in admission avoidance and facilitating timely
discharge
The Ambulance Service should manage ‘post handover’ effectively to ensure the 10 minute
target is consistently met
The Ambulance Service should support Acute Trusts by effectively managing ‘in-bound’ patient
flow. This could potentially be achieved via a commissioned region-wide capacity management
system.
Patients and the public should continue to be provided with sufficient information regarding the
role of the ambulance service to ensure resources can be utilised appropriately

Furthermore, the EMAS Trust Board is asked to:
•

Note the current position in relation to the impact of turnaround delays on operational
performance, patient experience and patient safety

•

Formally raise this report and its recommendations with all East Midlands PCT Cluster Leads
and NHS Midlands and East to ask that action is taken to address pre-handover delays and to
express the concern EMAS has regarding the associated adverse impact on patient experience
and patient safety. The PCT clusters and NHS Midlands and East should be asked to provide a
response for the Board to consider at its meeting in May.
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