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26 July 2016 

 

To:  CCG Accountable Officers 

  Acute Trust Chief Executive Officers 

  Ambulance Trust Chief Executive Officers 

 Community Trust Chief Executive Officers 

 Mental Health Trust Chief Executive Officers 

  Local Authority Chief Executive Officers 

 

2016/17 A&E Improvement Plan 

Dear Colleagues, 
 
You will have seen the recent communication on strengthening financial 
performance and accountability in 2016/17. This communication refers to the plan for 
improving A&E waiting time performance. 
 
The purpose of this letter is to expand upon this and outline our plans for the 
recovery of England's performance to 95% by the end of 2016/17. We plan to work 
with you to focus on improvement over the remaining summer months, so that we 
can enter winter in a much healthier position, and be back on track by March 2017. 
 
As we reflect on what was another tough winter, we recognise that clinical and 
managerial leaders and front line colleagues have worked hard to maintain service 
flows. Despite challenging performance there were fewer incidents of severe 
operational pressures and fewer 12 hour trolley breaches than the previous winter, 
and we believe this was due to better preparations. Your staff deserve immense 
credit for this. 
 
However, performance overall has been very disappointing and far too many 
patients are waiting too long for the treatment that they need. Performance across 
our region for the past 6 months demonstrates this: 
 
 December 15 January 16 February 16 March 16 April16 May 16 

North 
Region 

90.7% 88.2% 88.0% 87.5% 91.3% 91.0% 

 
 
We have looked carefully at performance over the last year to learn lessons. One of 
the differences from previous years is that there has been less opportunity to expand 
the bed base to cope with demand and we have found that systems which had 
already reformed their processes and pathways have fared much better. It is clear 
that we need a much greater focus on improvement and for some this will require a 
fundamental re-think about how things are done. We also need refreshed local 
leadership arrangements to encourage whole system focus and accountability, as  
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well as new regional oversight arrangements. Finally, we need improvement actions 
that are consistent with the wider strategy set out in the Urgent and Emergency Care 
Review. 
 
 
NHS England and NHS Improvement have been engaging with local government in 
recognition of the important role that social care plays in supporting the overall 
performance of local health and care systems, and we welcome the support of local 
government colleagues in this work. 
 
 
Action plan 
 
Our new joint NHS England and NHS Improvement regional team has identified 
those systems requiring the most support based on their current and historic 
performance. These systems will be the subject of the most intensive support and 
attention, provided by an expanded ECIP (Emergency Care Improvement 
Programme). 
 
At the other end of the spectrum the strongly performing systems will experience 
very little intervention and will be encouraged to share their success and approach  
with other neighbouring communities. The attachment to this letter shows the 
allocation of systems to one of the four segments. 
 
 
Leadership and Governance 
 
Following careful consideration at national and regional level we have come to the 
conclusion that System Resilience Groups (SRGs) should be transformed into Local 
A&E Delivery Boards. These will focus solely on Urgent and Emergency Care, and 
to be attended at the executive level by member organisations. Testing this out with 
local leaders suggests that this would generally be welcomed. More detail is 
available in Annex A. 
 
The new joint regional team, together with sub regional local government 
representatives, will work with localities to ensure these Boards are in place from 1st 
September.  
 
Local authority executives must be invited to be full members of the board and all 
accountable officers involved must make sure they are fully and regularly engaged 
with their Local Authority counterparts. 
 
 
Five Interventions 
 
The reset document refers to five mandated improvement initiatives. These have 
been developed by experts in the field of emergency care (such as Cliff Mann – 
President of the RCEM, and Vince Connolly – Consultant Physician & Medical 
Director, Emergency Care Improvement Programme). The initiatives that relate to 
streaming, flow and discharge represent actions that have already been adopted by  
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the most successful systems. This is about implementing these actions everywhere 
and also about a focus on outcomes and processes: 
 

1. Streaming at the front door – to ambulatory and primary care.  
This will reduce waits and improve flow through emergency departments by 
allowing staff in the main department to focus on patients with more 
complex conditions.  

2. NHS 111 – Increasing the number of calls transferred for clinical advice. 

This will decrease call transfers to ambulance services and reduce A&E 
attendances. 

3. Ambulances – DoD and code review pilots; HEE increasing workforce.  

This will help the system move towards the best model to enhance patient 
outcomes by ensuring all those who contact the ambulance service receive 
an appropriate and timely clinician and transport response. The aim is for a 
decrease in conveyance and an increase in ‘hear and treat’ and ‘see and 
treat’ to divert patients away from the ED. 

4. Improved flow – ‘must do’s that each Trust should implement to enhance 
patient flow.  
This will reduce inpatient bed occupancy, reduce length of stay, and 
implementation of the ‘SAFER’ bundle will facilitate clinicians working 
collaboratively in the best interests of patients. 

5. Discharge – mandating ‘Discharge to Assess’ and ‘trusted assessor’ type 
models. 
 All systems moving to a ‘Discharge to Assess’ model will greatly reduce delays 
in discharging and points to home as the first port of call if clinically 
appropriate. This will require close working with local authorities on social 
care to ensure successful implementation for the whole health and care 
system. 

 
Further detailed guidance will follow. Local A&E Delivery Boards will coordinate and 
oversee these initiatives. 
 
 
Working with Local Government  

To support wider system improvement, it will be critical for local government to be 
fully engaged with local plans and we want to encourage strong partnership working 
between local authorities and NHS bodies. ADASS and LGA have supported the 
sharing of best practice through the sector-led improvement programme and will 
continue through 16/17 to offer support local authorities in taking forward plans on 
discharge. On social care specifically, given the pressure on community and social 
care provision, we would expect local board to focus on strengthening local care 
markets and taking collective ownership for future capacity planning. 
 
 
Timetable 
 
Work has already started with the completion of local operational plans and the 
agreement of performance trajectories backed up by S&T funding. 
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Our new joint regional team will commence formally from August and our first task is 
to ensure that new local A&E Delivery Boards (see Annex A) are set up in every 
locality. These new arrangements should be fully up and running from 1st 
September. 
 
The joint regional team will lead a dialogue with every local A&E Delivery Board and 
agree an action plan appropriate to the segment each system is in. This will include 
local milestones and a demonstration of how the 5 national initiatives will be 
deployed locally along with any other local opportunities that require focus. 
 
At national level, preparations for winter 2016/17 have already commenced; two 
areas of particular focus will be: the development of a common, single escalation 
system and the development of greater seven day resilience to smooth the flow of 
patients over the working week. Further details will follow.  
 
 
Conclusion 
 
It is important that all of our front line staff work in a well ordered and managed 
system that is tailored to workflow demands. We look forward to working with you to 
deliver the improvements set out in this letter that can lead to a recovery of A&E 
performance, and in so doing improve both the safety and experience of patients 
which after all is why this matters.  
 
 
 

  

 

Richard Barker  Lyn Simpson Dwayne Johnson 

NHS England NHS Improvement ADASS 
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Annex A - Leadership and governance  

A review of current arrangements for System Resilience Groups (SRGs) has 
identified the need for local leadership structures to focus specifically on Urgent and 
Emergency Care and to be attended at the executive level by member organisations. 
Therefore, SRGs should be transformed into Local A&E Delivery Boards. 

 
Below is a summary of what we are asking local systems to do. 
 
Scope 
 
The focus of Local A&E Delivery Boards is to be entirely on A+E. Initially this will all 
be about recovery of the 4 hour target but A&E Delivery Boards should also be 
working with STP groupings on the longer term delivery of the Urgent and 
Emergency Care Review.  
 
Geography 
 
Localities will be asked to review their geographies. Ideally they should be based 
around local emergency care systems but with an eye to the future. So if two 
neighbouring A&E departments already have a lot of inter-dependency and may in 
future be working even more closely together in some form, then the geography may 
best extend to both. Groups should nest within existing STP boundaries and could 
be co-terminous with smaller STP geographies. Many will find that the existing SRG 
boundaries remain appropriate and we would not want to see unnecessary 
disruption or change for changes sake. Local Delivery Boards may span one or more 
local authority and should be determined by what makes most sense within the local 
area. 
 
Leadership and accountability 
 
It is important that every statutory body (including local authorities) has a seat 
on the A&E Delivery Board and is represented at executive level with the 
authority to commit to decisions on behalf of their organisation. We would like 
each group to work with our joint NHSI/E regional team to appoint a named leader to 
chair the group. The local governance arrangements need to empower the lead to 
represent the board externally and to ensure that decisions can be made that bind 
each of the organisations represented by the group.  
 
There needs to be a mutual holding to account for systems to work effectively. This 
arrangement will not be dissimilar to the arrangements that STP groupings have 
successfully put in place. However, it is crucial that there is support and confidence 
in whichever person is chosen as chair. 
 
Joint NHSI/E regional teams will form a regional delivery board and will appoint a 
Trust CE, a CCG AO and a Local Authority executive to the regional Board along 
with clinical advisors. There will be a smaller national Board supported by an expert 
reference group.  
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Annex B – A&E Delivery Board Core responsibilities 

• Leading A&E recovery  

• Developing plans for winter resilience and ensuring  effective system wide  
surge and escalation processes exist 

• Supporting whole-system planning (including with local authorities) and 
ownership of the discharge process 

• Participating in the planning and operations for local ambulance services 

• Participating in the planning and operations of NHS 111 services including 
oversight of local DOS development 

• Agreeing deployment of any winter  monies 

• Agreeing how money used via sanctions and incentives is deployed for 
maximum benefit of the system  

• Working with in the STP footprints (& UEC Networks) deliver the UEC 
Strategy locally with specific focus to  be given to 

1. expanded access to primary care 

2. Creating an out of hospital hub combining  NHS 111 and OOH services 

3. Delivering on the 4 key UEC hospital standards 

• Supporting Vanguard and New Care Models (where applicable) to ensure 
good outcomes and supporting spread. 

• Leadership of the BCF will continue to be at local CCG / LA level but the A&E 
Delivery Boards will have an important role in helping to implement action 
plans, particularly in the case of BCF DTOC plans where they could help align 
the discharge elements of A&E plans and DTOC plans 

 

 

 

 

 

 

 

 

 

 



 
Group 1 (3) 

 

Airedale NHS Foundation Trust 

Harrogate District NHS Foundation Trust  

Sheffield Children’s NHS Foundation Trust 

 
Group 2 (16) 

 

Barnsley Hospital NHS Foundation Trust 

Bradford Teaching Hospitals NHS Foundation Trust 

Calderdale and Huddersfield NHS Foundation Trust 

Doncaster and Bassetlaw NHS Foundation Trust 

Gateshead Health NHS Foundation Trust 

Lancashire Teaching Hospitals NHS Foundation Trust 

Mid Cheshire Hospitals NHS Foundation Trust 

North Tees and Hartlepool NHS Foundation Trust 

Northern Lincolnshire and Goole NHS Foundation Trust 

Northumbria Healthcare NHS Foundation Trust 

Salford Royal NHS Foundation Trust 

Sheffield Teaching Hospitals NHS Foundation Trust 

South Tees Hospitals NHS Foundation Trust 

South Tyneside NHS Foundation Trust 

The Newcastle upon Tyne Hospitals NHS Foundation Trust 

Wrightington, Wigan and Leigh NHS Foundation Trust 

 
Group 3 (11) 

 

Alder Hey Children’s NHS Foundation Trust 

Bolton NHS Foundation Trust 

Central Manchester University Hospitals NHS Foundation Trust 

City Hospitals Sunderland NHS Foundation Trust 

Countess of Chester Hospitals NHS Foundation Trust 

East Cheshire NHS Trust 

East Lancashire Hospitals NHS Trust 

Leeds Teaching Hospitals NHS Trust 

North Cumbria University Hospitals NHS Trust 

The Rotherham NHS Foundation Trust 

University Hospitals of Morecambe Bay NHS Foundation Trust 

 
Group 4 (15) 

 

Aintree University Hospital NHS Foundation Trust 

Blackpool Teaching Hospitals NHS Foundation Trust 

County Durham and Darlington NHS Foundation Trust 

Hull and East Yorkshire Hospitals NHS Trust 

Mid Yorkshire Hospitals NHS Trust 

Pennine Acute Hospitals NHS Trust 

Royal Liverpool and Broadgreen University Hospitals NHS Trust 

Southport and Ormskirk Hospitals NHS Trust 

St Helens and Knowsley Teaching Hospitals NHS Trust 

Stockport NHS Foundation Trust 

Tameside Hospital NHS Foundation Trust 

University Hospital of South Manchester NHS Foundation Trust 

Warrington and Halton Hospitals NHS Foundation Trust 

Wirral University Teaching Hospital NHS Foundation Trust 

York Teaching Hospital NHS Foundation Trust 
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