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I’m going to cover

• The evidence

• Myths

• What we’ve found – over 150 
engagements

• Why we need simple rules

• We recommend

Safer Faster Better





Pines found that in crowded 

emergency departments, 

administration of 70% of prescribed IV 

antibiotics for patients with community 

acquired pneumonia were delayed 

over 4 hours

Pines JM et al. The impact of emergency department crowding 

measures on time to antibiotics for patients with community 

acquired pneumonia. Annals of Emergency Medicine, 2005, 

50(5):510-516



• 48% of people over 85 die within one year of hospital admission
Imminence of death among hospital inpatients: Prevalent cohort study
David Clark, Matthew Armstrong, Ananda Allan, Fiona Graham, Andrew Carnon and Christopher Isles,  published online 17 March 2014 Palliat Med 

• 10 days in hospital (acute or community) leads to the equivalent of 
10 years ageing in the  muscles of people over 80

Gill et al (2004). studied the association between bed rest and functional decline over 18 months. They found a relationship between the amount of time spent 
in bed rest and the magnitude of functional decline in instrumental activities of daily living, mobility, physical activity, and social activity.

Kortebein P, Symons TB, Ferrando A, et al. Functional impact of 10 days of bed rest in healthy older adults. J Gerontol A Biol Sci Med Sci. 2008;63:1076–1081.

If you had 1000 days left to 
live how many would you 

chose to spend in hospital?



Patients outlying in the wrong ward: 
50% higher mortality; adds 2 days to length of stay 

Ave LoS Readmissions Mortality Notes

7 day 30 day 7 day 30 day

Non-
Boarded

2.3 4.6% 7.5% 1.4% 2.8%

Boarded 6.5 7.5% 11.0% 2.0% 4.2%

Wards
boarding 
pts out

4.2 4.8% 10% 2.5% 3.7% Highest 
no of 
patients

Mortality on wards that outly
patients out is 30% higher than on 
those that don’t



• Mean medical bed occupancy decreased significantly from 93.7% to 90.2% ( p=0.02)
• Mean reduction in all markers of mortality (range 4.5–4.8%). SHMI (p=0.02) and crude 

mortality (p=0.018) showed significant trend changes after intervention
• Improved 95% performance



Optimism bias – do you ever see this?

The tendency to overstate benefits and understate 
timescales, costs and risks of failure



Some comfortable myths:

• We lack acute capacity.  Capacity is beds. We need more beds

• Spiralling demand from a sicker population is the problem

• Demand management of A&E attendances is the key

• Social care delays are the main cause of delayed transfers (DTOCs)

• 7-day working will solve most of the problems

Key learning from over 150 engagements 
with local health communities



What we have found

• Most hospitals have enough beds – different parts work at different paces

• Complexity rather than acuity is an issue as the population ages and becomes 
increasingly frail

• Current demand management  schemes have weak impacts,  often exaggerated

• NHS delays are twice those of social care delays

• Most delays are down to internal hospital processes

• Poor patient flow through acute inpatient beds is the key issue

• High bed occupancy is as much an in-day problem as an absolute one – left 
shifting the discharge profile can make a huge difference



What we have found (more)

• Poor flow out of emergency departments is due to ‘outflow obstruction’

• Poor flow causes a spiral of hospital and ED crowding, outliers, stretched 
resources, harm and excess mortality – all of which push up length of stay

• Flow can be generated through effective ward and medical processes

• Closing beds for financial reasons without improving flow reduces resilience

• Out-of-hospital bed closures (community or care home beds) can destabilise 
the system if not matched by increased domiciliary capacity

• Lack of  community or social care capacity  (caused by staffing or funding 
issues), eventually destabilises even strong systems





Key message - Beds aren’t capacity
“Beds are where patients wait for the next thing to happen”



The weekend discharge rate from specialist medical wards? 
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• “Changing the timing of when patients are discharged from hospital can 
improve patient flow – not just inpatient flow but also ED performance”

TTOs – do nursing staff chase them daily?



Reduce variation in ward rounds

Dr Gordon Caldwell



Demand management – target frail olders
Most studies suggest that admissions can be avoided in 20-30% 

of >75 year old frail persons

• Needs high quality decision making 
at time of admission (GPs or hospital 
Dr)

• Needs sufficient capacity in non 
acute settings – most notably 
intermediate care
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Avoid ‘bedded’ discharge destinations where 
possible – we should ‘discharge to assess’.

FTN Benchmark March 2012





The rules that govern complex systems are 
not the same as the rules that govern 
complicated systems

http://growabrain.typepad.com/photos/uncategorized/do_it_yourself_car_assembly.jpg
http://growabrain.typepad.com/photos/uncategorized/do_it_yourself_car_assembly.jpg


Simple Rules and doing what is known to work 

each day every day



A Red day is when a patient is waiting for an action to progress 

their care and/or this action could take place out of the current 
setting.
• Could the current interventions be feasibly (not constrained by 

current service provision) delivered at home?
• If I saw this patient in out-patients, would their current 

'physiological status' require immediate emergency admission?

If the answers are 1. Yes and 2. No, then this is a 'Red bed day'.

Examples of what constitutes a Red Day:
• Medical management plans do not include the expected date of 

discharge, the clinical criteria for discharge and the ‘inputs’  
necessary to progress recovery

• A planned diagnostic/referral is not undertaken the day it is 
requested

• A planned therapy intervention does not occur
• The patient is in receipt of care that does not require a hospital 

bed.
A RED day is a day of no value for a patient

A Green day is when a patient 

receives an intervention that 
supports their pathway of care 
through to discharge

A Green day is a day when all 
that is planned or requested 
happened on the day it is 
requested, equalling a positive 
experience for the patient

A Green day is a day when the 
patient receives care that can 
only be delivered in a hospital 
bed

A GREEN day is a day of value 
for a patient



The SAFER Patient Flow Bundle 
S - Senior Review. All patients will have a senior review before midday. 

A - All patients will have an Expected Discharge Date. This is set assuming 
ideal recovery and assuming no unnecessary waiting. Do patients and / or 
their loved ones know what’s going to happen today, tomorrow and what 
they need to do to leave hospital?

F - Flow of patients will commence at the earlier opportunity from 
assessment units to inpatient wards. Wards that routinely receive patients 
from assessment units will ensure the first patient arrives on the ward by 
10am.

E – Early discharge, 33% of patients will be discharged from base inpatient 
wards before midday. 

R – Review, A systematic MDT review of patients with extended lengths of 
stay ( > 7 days – ‘stranded patients’) with a clear ‘home first’ mindset.



SAFER patient flow bundle - examples from 2 

medical wards



ASCH experiment – conforming 

to the group



What we recommend

• Target demand management on frail, older people:

• General practice response
• Intermediate care (including rapid response)
• Care homes

• Get patients into the right ‘flow stream’ from the outset and avoid 
outliers

• Focus on flow beyond the ED

• Early senior review
• Daily senior reviews / board rounds
• Focus on discharge:

• SAFER bundle – simple rules day in day out
• Red and green days
• Ward round checklists



What we recommend (more)

• Implement ambulatory emergency care (include 
surgery)

• Implement a whole system frailty model with early 
CGA, rapid turnaround, discharge to assess

• Extend services into the evening, not just the 
weekend

• Try a ‘perfect week’ to put it all together and then try 
some more..

• Reduce distractions  (where possible) that sap 
management resources



• Resources are often unevenly distributed, leading to bottlenecks.

• So we need to consider:

• Redistributing resources to match capacity to emergency 
demand:

• Invest in generalists, not more ‘ologists’
• 1:20 on calls are not acceptable
• Think ward based consultants of many days

• Create the 24/hour hospital – 7/7 working is only part of the story

• Increase standardisation  – simple rules for a complex adaptive system 
(e.g. SAFER or red and green days or both)

Summary
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Start with Safer Faster Better
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