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Summary of Main Findings

The Medical Care Research Unit is carrying out a programme of work for DH on the
Emergency and Urgent Care System. The programme includes work on measuring
patient perspectives, population-level performance measures, and the role of
emergency and urgent care networks. This report presents findings from the first
stage of work on Emergency and Urgent Care Networks (EUCNSs). We have
conducted preliminary case studies with 6 networks including interviews and
assessment of network documents. These studies identified a number of common

issues, summarised here.

Achievement of policy initiatives around emergency and urgent care requires
a system approach. One way of delivering a system is by using networks to

organise, co-ordinate and manage the necessary processes

Size of network is important. Consideration of regional system requirements
has to be balanced with the need to deliver services that are relevant and
appropriate to local health economies. No single network model can achieve
this. The best option appears to be a two tiered model with a regional network
board to manage strategic direction, planning and system wide services and
issues supported by local PCT based EUCNSs serving populations of around
half a million people which can implement and deliver agreed network plans

and objectives

Membership of local network Boards will reflect the strategic aims and
objectives of the network but should at least include PCTs, Acute Trusts,
Ambulance Trusts, NHS Direct, Mental Health Trusts, Patient Groups and
Social Care. Regional boards may include more diverse members and

representatives of the local networks to facilitate the co-ordination role.

Networks have the potential to reduce inefficiencies, deliver innovative
services, improve quality of care and give value for money. This can be

achieved in a number of ways such as:

Defining, planning, implementing and evaluating cost-effective clinical

pathways for patient care. This can include major service re-design
Modelling demand and patient flows across the system
Performance monitoring and audit

Information sharing



Providing information and communications to support patients and the

public who access the EUCS

There is some evidence of success in these active networks in delivering this
potential already, and some examples of potential cost savings in systems

managed by networks, but it is not clear cut.

Networks identified that success in achieving objectives and functions is

dependant on a number of factors:

Senior level (Chief Executive) participation and commitment. This is
critical to network success as this provides the authority to move a
network forward from a group that discusses plans to an effective

organisation that produces real change

A framework of work streams and specialist groups to allow projects

and initiatives to be taken forward

Engagement of a range of enthusiastic and committed emergency and
urgent care providers and commissioners who are open to change

and willing to work co-operatively

Dedicated network support — a minimum of a network manager and
some administrative resource to support and manage network

functions

Funding to support network management, project development and
system wide information systems. This needs to be long term to allow
stability, time to properly complete and evaluate new initiatives and
provide networks with an opportunity to mature and realise their full

potential

The networks taking part in the study identified a number of issues that still

need to be resolved before networks can further develop:

Some clarification about the role and scope of networks is needed.
Are they clinical networks or management networks? Are they
responsible for emergency care, urgent care, unscheduled care or all

three?

There is uncertainty about the role of networks in performance

monitoring and management of the emergency care system. Clearer



boundaries need to be set about who is responsible and accountable
for what within the system. There is also a need to develop methods
for measuring the performance of the network as well as the system it

delivers.

Numerous other work programmes and policy initiatives within the
NHS directly or indirectly involve emergency and urgent care delivery.
As a result there is often overlap and potential for duplication of effort.
Networks need to find ways of linking and co-ordinating with other

programmes in a way that enhances network function

Payment by Results (PbR) can potentially have a big impact on the
development of emergency and urgent care systems but at the
moment it is unclear how this will support the development of systems
and empower networks with the means to implement significant

service redesign.

There are conflicting views about the future role of networks in the
commissioning of emergency and urgent care and whether or not they
should provide a service that supports commissioning by service
development and information sharing or one which is directly involved

in commissioning services at a network level.



1. Introduction

In 2000 The NHS Plan® set out a vision for the future of the Health Service and a
strategy for modernisation. Within the Plan were targets for the provision of
emergency and urgent care. Since that time a number of reviews and policy
initiatives have been developed to guide implementation of urgent care targets in the
NHS Plan including an Out of Hours review,? Reforming Emergency Care®and
Taking Health Care to the Patient* cumulating in the current development of the

Direction of Travel strategy for urgent care.®

All of these initiatives have a common theme, which is that to be achievable some
means has to be found to co-ordinate and organise a diverse group of primary,
secondary, out of hospital (ambulance) and social care services into an Emergency
and Urgent Care System (EUCS) that can implement and deliver a service that is
efficient, effective and acceptable to patients. One means of achieving this is the

development of Emergency and Urgent Care Networks. °(EUCNS)

Our research programme on EUCS is considering the patient experience and view of
the system, the Emergency Care Networks established to manage the system, and
indicators of system performance at a population level. This report considers the
early work we have completed on the theory and evidence of systems and networks,

and the findings of initial empirical work conducted with 6 EUCNS.

2. Systems and networks: theory and evidence

We have examined a wide ranging literature on the theory and evidence behind
systems and networks, with a particular focus on the health care system literature.
We found no systems theory directly relevant to the EUCS, although we draw below
on some of the key concepts within the systems literature. ‘System dynamics’ is an
operational research technique which has been used to devise a diagram of the
EUCS in order to simulate various changes within the system.” This uses network
theory to visualise what is essentially a virtual system as a series of services (nodes)
and the patient flows between those services (links). It is likely that our future work
will build on this visualisation of the EUCS, as well as draw on other ‘soft systems’

approaches.®

The Emergency Care Networks are the means by which the virtual EUCS can be

developed and managed. There is considerable organisational, management, and



health service literature on networks and a number of taxonomies of networks
describing them, for example, as enclaves, hierarchies, and individualistic networks,’
and clinical, managed clinical, and organisational networks.'® However, we have
found these taxonomies unhelpful because unlike clinical networks for specific
patient groups (cancer, heart disease) that formalise and manage partnerships
between similar providers and that have worked successfully in the NHS,* services
in EUCNSs are extremely differentiated (police, pharmacy, A&E, mental health crisis
team, Social Services, NHS Direct for example) and have a completely
heterogeneous patient population. We found a ‘dimensions’ approach to thinking
about networks more useful, in particular thinking about differentiation of types of
service and roles, co-ordination and degree of integration, and decision making
(processes, authority, etc).

Integration or coordination of a group of potentially fragmented services is the
desired outcome for the EUCS **** and is an aim shared by those shaping the
emergency care system in the United States.™ Organisational co-ordination is the
aim of networks and there are several possible dimensions of this including shared
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decision-making,'® shared objectives of the component organisations,®'° and shared

information, training, performance measures, communication systems,*’ IT
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systems, clinical guidelines,® and access. All of these factors make the

development of EUCS a complex problem.

Aims

To date there is limited evidence about the characteristics of a successful EUCN and
the impact such a network can have. In 2004 the National Audit Office (NAO)
produced some empirical evidence on Emergency Care Networks.*® The work we are

conducting aims to describe progress made since the NAO report.

3. Methods

As a first step we have conducted preliminary case studies with 6 EUCN to describe
the critical issues related to the effective function of networks and provide examples
of initiatives and developments that illustrate the ability of networks to produce
change and influence emergency and urgent care delivery. We have also explored
with the networks the factors which prevent or delay progress and provide barriers to
future developments. These networks have variously named and renamed

themselves as emergency, urgent, and unscheduled care networks in response to



different policy initiatives but we will refer to them as emergency and urgent care

networks.

The case studies have comprised contact with network mangers, analysis of
supporting documents provided by each network and interviews with key staff.
Semi-structured interviews were conducted with questions around the following

themes;

Network organisation — Who leads the network; which organisations are
included in the network; how is it managed and governed; how is it funded?
Network function — What makes it a network; what tasks does it perform; how
does it stick together; to what extent has integration between services been
achieved?

Should network performance be measured and how can it be measured?
What service initiatives and developments have occurred as a result of the
network?

What factors limit network function; what are the barriers to further
development; what impact has the recent NHS re-organisation had?

What would you do differently if you could; what factors are essential for

networks to reach their full potential in the future?

The six networks interviewed were:

Norfolk, Suffolk and Cambridge (NSC) Emergency Care Network
Greater Manchester Unscheduled Care Network

Lincolnshire Emergency Care Network

Nottingham City Emergency Care Network

Southern Derbyshire Emergency Care Network

Coventry & Warwickshire Emergency care Network

In all networks the main interviewee was the Emergency Care Network Director or
Manager. At NSC the Director of Operations for East Anglian Ambulance Service and

the local network manager for Suffolk ECN also contributed to discussions.



4. Results

4.1 Network Organisation

Network Development - EUCN development has principally emerged from initiatives

to implement the Reforming Emergency Care agenda. In particular the Emergency
Care Collaboratives project aimed to move forward network development. Acute
Trusts and PCTs were allocated modest funds of £20,700 each to support
Emergency Care leads and networks, and in response many areas did form networks
although at the time of the NAO report most had not reached maturity. Nevertheless
the NAO report was itself seen as a stimulus to network development. The Greater
Manchester Network claimed to have moved forward and become much more
focussed and active in direct response to the NAO report. The networks we have
studied had all developed in response to Reforming Emergency Care. Most of these
networks felt that the early focus was on acute services and the 4 hour waiting target
for A&E departments. However, this has now moved on and the focus is much more

toward integrated working across different organisations.

Network size — The networks studied varied in both their geographical size and the
populations covered. Practically, networks can emerge from existing organisational
or geographical boundaries where there are some common features such as
services or commissioning responsibility. However, the re-organisation of Ambulance
Services, Strategic Health Authorities (SHA) and Primary Care Trusts (PCT) in 2006
means that changes in network boundaries are likely in the future. The different
population sizes and geographical areas covered by these organisations means
there is no single organisational model that allows mapping of an EUCN to include
each of these administrative areas on a one to one basis.

The NSC and Greater Manchester networks represent regional models mapped to
their respective pre-2006 SHA boundaries which also approximated to the
operational areas of East Anglian and Greater Manchester ambulance services. In
NSC this therefore covers a large geographical area of three counties much of which
is rural and sparsely populated. As a consequence this area also has 9 local ECNs.
In Greater Manchester the network comprises a much smaller geographical area with
a high population density. The NSC network covers a population of 2.3 million and
Greater Manchester 2.5milion. The regional Greater Manchester network is

supported by 4 local Urgent Care Boards.



The Coventry and Warwickshire network was also co-terminus with Coventry and
Warwickshire Ambulance Service although this covers a smaller population of about
800,000.

The other three networks have formed around PCT boundaries. Lincolnshire has a
single network which pre-2006 covered 3 PCTs which have now merged into a single
Trust. This covers a population of 715,000. Nottinghamshire has two EUCNs . The
city network which was included in our study covers a single PCT providing services
for a population of 305,000. The remainder of the county was covered by a second
network comprising 6 PCTs that have now merged into a single trust. Derbyshire also
has two networks. The network we included was Southern Derbyshire EUCN which
is now a single PCT merged from 6 PCTs covering a population of 712,00. There is
also a network for the single PCT Derby City which previously covered Northern
Derbyshire. Both Nottinghamshire and Derbyshire are considering establishing a
single EUCN for each county combining the resources of the two PCTs and covering

a population of just under 1 million.

There are advantages and disadvantages to both the regional and local network

models.

Regional Networks

NSC network has identified the key advantages of a Regional network (Box 1).
These can be summarised as:
Allows work across health and social care services and systems at a
regional level to define and join up pathways
Provides strategic direction to prioritise work and implement service change
in line with DH policy and regional (SHA) objectives whilst remaining a
separate organisation from the SHA
Allows regional overview and a systems approach to urgent care redesign
Facilitates implementation of region wide projects — for example both of the
regional networks interviewed have introduced capacity management
systems that provide information on bed states, waiting times etc across all

acute Trusts within the regional system.

Other advantages identified include:



Reduces duplication of effort and streamlines processes, for example in the
development of local care pathways. This in turn allows consistency of
approach as new projects come on stream

Supports regional services (for example Ambulance services and NHS
Direct) to implement service wide initiatives rather than separately negotiating

with a number of different networks

There were few disadvantages to regional networks identified. The most
important was the need to recognise that different health economies within a
regional area will have different needs and solutions to management of
emergency and urgent care. The NSC network covered an area of diverse
urban, rural and coastal communities hence the model of 9 local networks. This
allows common purpose for local implementation of region wide initiatives
whilst at the same time retaining the ability to determine what services are
required to meet the emergency and urgent care needs of specific communities
and to incorporate this into wider strategic objectives through the network
forum.

The re-organisation of SHAs, Ambulance Services and PCTs in 2006 has
implications for future network structure. There was general agreement that the
regional network structure based around the pre-2006 SHA or ambulance
service boundaries (as described for three of the networks studied) was not
feasible with the post 2006 SHA and Ambulance Services as these now cover
areas that are geographically much larger and with population sizes of around
S5million. NSC was considering developing 2 regional networks within the new
ambulance service/SHA boundary. Greater Manchester is now the North West
Ambulance service and SHA and now covers much more diverse communities
than previously. This network is considering dividing the area into 3 business
units each with a network board replicating the current model to take forward
project and operational initiatives but retaining a regional board with a strategic

objective function.

Local PCT based networks

The advantages and disadvantages of smaller, PCT based networks are the

reverse of those for regional networks.
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Advantages

Planning of services to meet the needs of local populations

Allows close working and development of common goals and local
pathways by a smaller number of organisations within a tightly defined
geographical area

Implementation of service changes can be easier to achieve at a local
rather than regional level

The potential disadvantages are;

Duplication of effort where there are a larger number of networks all
trying to achieve similar things

There will still be a requirement to fit with regional and national
objectives

Not all services (e.g. some regional specialist services) will
necessarily be available within the network area and so collaboration
with either Trusts or other services outside the network or other
networks is required where these specialist services are part of an
emergency and urgent care pathway. This will be an increasing
problem as acute services are reviewed

If networks are PCT based there are considerable implications for
large regional services, particularly the new ambulance services. Firstly
they will need to provide representation and work with a large number
of networks within their operating region. Secondly there is potential for
conflict when reconciling the needs of local populations and their
appropriate services with ambulance service wide initiatives that are
designed to use resources more effectively. An example is
development of referral protocols for ambulance crews that allow
patients to be left at home. Each network could develop its own
protocols relevant to services available locally and these then have to

be implemented in different ambulance service operational areas.

Optimum configuration

As described earlier, the re-organisation of PCTs has already resulted in some
of the networks interviewed considering joining neighbouring networks that
cover larger areas and combining resources and effort. These suggest an

optimum local network model would cover a population size of around three

11



guarters of a million. The regional network models cover populations of around
2 million and none of those interviewed considered a network larger than this to
be a viable option. Emergency and Urgent care is provided by a wide range of
services which differ in the size of the populations they serve as well as their
functions. This tiering of services™ means that if co-ordinated emergency and
urgent care is to be achieved the mechanisms for planning and delivering care
need to be able to both co-ordinate services within a tier and organise a system
to meet the demands for different tiers of care within a single episode. The dual
model of a regional network providing a strategic and regional project function
supported by a number of local networks to implement regional initiatives and
retain the function of local service development would seem to be the approach

that encompasses the best functions of both.

This model envisages a local EUCN, PCT based, responsible for organising,
co-ordinating, and possibly commissioning the local services that need to work
together on a day-to-day basis to deliver effective care for the large majority of
patients with emergency and urgent problems. These local networks might
include General Practice and OOH services, urgent care and walk-in centres,
mental health and social services, as well as the local A&E department(s). At
the same time there would be a regional network, SHA based and roughly co-
terminus with ambulance services, responsible for strategic and regional
projects, and providing the framework within which the local EUCNs would
operate. The regional network would also ensure co-ordination between acute
Trusts providing emergency care within their region, the ambulance service,
regional access services such as NHS Direct, and regional specialist services
for major trauma, burns, and so forth. It might have the additional responsibility

for performance monitoring of the local networks.

4.2 Network Structure and funding

Structure - A common feature of all the networks studied was an organisational
structure that used a network board to manage and direct network function. All

networks had the following as a core board structure:

Acute Trusts, PCTs, Ambulance Service, NHS Direct, Mental Health, and

Social Care. In addition patient representation was present either directly as

12



a board member or indirectly by reciprocal reporting and consulting

arrangements with Patient and Public Involvement initiatives.

The Greater Manchester network had the widest representation and also included:
Police, Passenger Transport Executive, Local Authority, Public Health, Health
Promotion and Pharmacy (box 2). The structure of a network board reflects network
function and focus and requires each network to specify to what extent its work
extends beyond the boundaries of health care and into health promotion and
preventative strategies. For example, the inclusion of the police in the Greater
Manchester network has led to joint initiatives between the police and the ambulance
service around managing mental health emergencies. Also protocols have been
developed that now allow the police to take patients to Walk in Centres and MIU
rather than Emergency Departments. Membership of a network board therefore
depends on how a network defines its function and its aims and objectives (box 3)

and is also likely to help determine the scope of its imagination.

The single most important factor identified for network success was that
representation on the board (particularly from NHS Trusts) needed to be at a very
senior level (Chief Executive or Director) as it is in this way plans are taken forward
and implemented. Agreed network objectives can then be incorporated into the
relevant organisational plans and objectives. Authority is given to implement changes
and where progress is not made high level intervention can be made to move actions
forward. Governance of the network itself is also achieved in part by reporting back
through Chief Executive groups. The manager of the Lincolnshire network
considered low level representation to be a major cause of failure to take forward
projects carried out by the network because more senior managers within individual
organisations would make their own decisions about whether or not to comply with
network decisions or implement network changes. The importance of the network
having “teeth” and the power and authority to make decisions was emphasised by

Network leads.

All of the networks interviewed had subgroups with defined tasks to carry out agreed
objectives and work plans. The structure of subgroups varied between networks
(box.2 & 4). In some cases these were based around specific work streams, for
example out-of-hours services, workforce development, clinical pathways etc. Others
divided network functions into groups responsible for strategic development,

operations, clinical issues and performance management. There was no single
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model common to all networks. The main principle agreed by all networks is that
some form of organisation which allocates different network functions to groups with
appropriate skills, expertise and authority to plan, execute and oversee changes is
the means by which successful networks have moved forward from “talking shops” to
a vehicle for agreeing and implementing real service changes and improvements in

urgent care delivery.

Management and Funding — With the exception of one of the networks interviewed

(Lincolnshire), all of the EUCNSs had a full time dedicated network director or
manager. The NSC also had two project staff for specific project work and an
administrator. Two networks had some administrative resource available to them and
two had no other dedicated staff. The Lincolnshire network manager is a PCT
commissioning manager funded for 1 day a week to carry out his network
responsibilities. All of the network managers were clear about their own value and
offered the view that having a network manager was the key to success in moving
forward network objectives. The Lincolnshire manager felt that the failure to make the
same progress as more successful networks was a result of the lack of dedicated
resources to develop and manage network function. Without this, plans can be
agreed but implementation is not then the responsibility of any single individual but a
number of individuals within a range of organisations, each with their own job to do,
and as a consequence progress is either slow or stops. Networks with full time

managers identified a number of advantages that result from this model:

Support for the network board and the processes that ensure this remains
active, for example by scheduling meetings, preparing reports etc

Assessment and review of current services and patient flows and
identification of problem areas and issues that may be suitable for EUCN
intervention

Planning, implementing and evaluating specific EUCN projects

Supporting service staff with new initiatives

Liaison with other related groups (e.g. patient groups, other clinical

networks, other service planning groups) to develop network objectives

Network managers and support staff were funded by cost sharing between the PCTs
within the network. Three networks (GM, NSC, C&W) were hosted by Ambulance
Services and the remainder by PCTs. In all cases this funding was not secure and

only agreed on an annual basis. The funding for NSC was withdrawn from 1% April
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2007 and this regional network has now been disbanded. The need for dedicated
and secure funding to support EUCNs was an issue highlighted by all of the networks
and seen as critical if networks were to survive and move forward. Three separate

issues were identified as requiring dedicated funding:

Network manager and administrative support

Information systems — two areas were identified. Firstly, investment in
developing system wide information systems was unanimously agreed to be
critical to future network function. The current situation of different and
incompatible information systems across the network was seen as a major
factor in impeding development of network plans. This affects ability to
monitor system performance, analyse options for service redesign, apply
costings and assess value for money. Secondly, funding for staff who can
use these systems to provide an information/analysis function to support
network function, performance management and project work.

Support for specific projects — Pump priming funds to support large scale
projects as they are developed and implemented. This would not require a
specified amount for each network but a “pot” of money that networks can
access on an individual project basis. The funding could be for additional
network staff for the duration of a project and to free up individuals within

services so that service changes can be properly implemented.

Three of the network managers felt that if good funding support was provided now to
allow networks to develop and mature then in the longer term networks would
become entirely self funding as service re-designs and other network initiatives will
result in substantial cost savings (Example 1). Others agreed that cost savings can
be made that can contribute to funding the network itself but considered that some
dedicated and agreed long term funding to support new network projects was still
desirable. They felt that network function should also be about processes that
support the urgent care system such as demand analysis, capacity management,
mapping patient flows and measuring performance against targets (Example 2). It
can also be about improving quality and efficiency and making better use of what
already exists, for example in developing workforce objectives, which may be less

easily quantifiable in terms of direct cost savings (Example 3).
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4.3 Summary of network functions

All of the networks interviewed had initiated development plans and specific work
projects in a wide range of urgent care areas. Examples of these are given in more
detail in section 5. However, some summary observations can be made on the
positive progress made by more mature networks, the views of network managers on
how this was achieved, what factors have created challenges and barriers as they

have developed and how they view their future role.

Network Roles

One of the biggest challenges for EUCN is the fragmented nature of service

provision. One manager has summarised it as

“ Complex patient pathways with too many opportunities for duplication of provision,
wasted resources and unnecessary handoffs between providers. Too many different
teams and bodies are trying to control individual elements of the total resource

available for unscheduled care”

The successes of networks so far has been in harnessing these different elements
and achieving agreed plans. It is this co-ordinating role that is seen as a key function
of networks and all the network managers interviewed were of the view that the
projects they had completed successfully would not have been achieved without the
network to support and manage the processes required, either because there would
not have been high level commitment to service change, insufficient resources to
implement plans or because the network has taken on system wide issues that no
individual organisation would previously have tackled (examples 1-6). They were also
clear that the success of the networks and the projects they had initiated was
dependant on the commitment and enthusiasm of network members who worked co-
operatively and then went back to their organisations to push initiatives forward. For
example, all of the networks interviewed have re-designed services for managing
out-of-hours call handling (example 1).

The ability of the network to address system wide issues is also seen as one of the
major advantages. One manager believed that within the health service no-one
currently conducts demand analysis, flow and service mapping as well as ambulance
services and that networks can and should take advantage of this and replicate these

techniques in other parts of the system. A lean systems approach by networks to
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service mapping and smoothing flows could potentially result in la large release of
funds. All of the networks interviewed saw this type of modelling activity as being part
of network function and as critical to the development of patient pathways. Ultimately
it is through this process and subsequent service re-design that urgent care can be
improved and cost savings made. However, this can only happen when commitments
are made to implement changes and agreements made to shift resources around the

system to support this process.

EUCN function can overlap with other health service initiatives. This might be other
clinical networks; work programmes, for example Clinical Academies, Integrated
Service Improvement Programmes (ISIP), Local Delivery Plans (LDP), Older People
and Long Term Care planning or commissioning arrangements, for example
commissioning leads for different parts of the system, Practiced Based
Commissioning (PBC) and local business planning arrangements. This does create
potential for duplication of work and conflicting objectives. However, networks have
also found ways of working with these different groups to enhance network function.
All of the networks have to some extent included the ISIP work for emergency care
into network programmes. Some have adopted the ISIP model itself as a process for
delivering network plans. EUCN have also successfully worked with other clinical
networks. For example the NSC network collaborated with the equivalent critical care
network when developing a head injury pathway (example..). Greater Manchester
EUCN has worked with the local cardiac network to develop a pathway for
percutaneous cardiac intervention (PCI) that has now been implemented across the

whole network.

Performance measurement

Judgements about the relative success (or failure) of a system requires some means
of measuring performance. Numerous performance measures and targets already
exist for components of the EUCS. However, in 2004 the Emergency Care Networks
reported that existing performance indicators for individual services within the system
took precedence over whole-system planning.'® This remained an issue in our
interviews with network managers. Current measures and targets were reported as
giving rise to direct conflicts between network components, with the priority for each
component being to maximise its own performance even if this was to the detriment
of another. An example given was ambulances held outside A&E departments for
long periods to allow achievement of the A&E 4 hour wait target with a consequent

drop in ambulance service 8 minute response time performance. Conflicting
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objectives is a challenge for systems and networks in general.*®,'® To overcome this
a fundamental shift is required that moves away from viewing achievement of a
target as being the responsibility of the organisation it applies to, towards one where
all targets are the collective responsibility of the Network so that failure in one part of
the system is viewed as a problem that requires system intervention to rectify. Whole
system performance measures, or organisation/ service level performance measures
(such as the 4 hour target) ‘owned’ by the whole network are necessary for an

integrated system.

Performance measurement is not sufficient unless there is a body - a network, a
network board or perhaps some other body - to take responsibility for the
performance. Accountability has been highlighted as a challenge for health networks
and systems.® It has also been identified as a failure of the US emergency care
system because responsibility is dispersed across different components of the
system, leading to a recommendation that a lead agency be created for the

emergency care system.™

All of the networks interviewed saw performance measurement as being a function
of EUCN and in particular as a means of mapping and identifying problems within the
system. However, they saw their performance management function as one which
recognises that what happens in one part of the system has impacts elsewhere.
Networks can look for breaches and good performance periods, understand why
these occur and hence find possible solutions to poor performance within the system
rather than targeting individual parts of it. A humber of network projects have also
moved performance measurement forward by specifying relevant targets as part of

new service initiatives (examples 1,2).
All of the networks were of the view that the performance management role and
responsibilities of networks in relation to both individual organisations in the network

and PCTs and SHAs needs to be clarified.

4.4 Challenges to progress

For the last 2 years networks have been functioning during a time of great
uncertainty. In, particular the re-organisation of SHAs, PCTs and Ambulance
Services all at the same time during 2006 (described by one manager as “madness”)

has proved problematic for a number of reasons;
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Restructuring has resulted in interim management arrangements across
key network organisations

Managers at all levels, including Chief executives, have been uncertain
about who would do what job in the new organisations

This has resulted in “planning blight” — no-one has had authority to make
decisions and implement change as they have been unsure where they will
be in a few months time

In this environment it is impossible to gain agreement for collective action
which is essential to network function

There is uncertainty about EUCN structure and function within the new,
merged organisations

There is also uncertainty about future funding arrangements for EUCN

Two other issues were also identified as barriers to continued development

Current management arrangements in the NHS require services to work
to annual plans and the frequency of re-organisations and rapid
introduction of new initiatives often thwarts network projects. To make real
changes takes much longer as time is needed to plan, implement and
then evaluate. Networks need to be able to make long term plans that can
be seen through to completion without new initiatives that change the
focus of care delivery before network initiatives have had the opportunity
to have an effect

The ability of networks to make changes to service delivery is
constrained by other parts of the health care system which function
entirely differently and to much longer time scales. No matter how efficient
an urgent care pathway is it can always fall down at the point where it
meets planned or long term care. For example, appropriate referral
pathways can be developed for directing urgent problems to hospital
based care but if pharmacy or diagnostic facilities close at 5pm patients
are then admitted simply to wait for these services to re-open the next
day. Some of the networks were developing plans for local urgent care
services that can provide 24 hour face to face assessment with
diagnostics or direct appointments for next day investigations to try and

overcome these problems (example 4)
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4.5 The future of Emergency and Urgent Care Networks

Structure and function — The 2006 re-organisations have resulted in all of the

networks interviewed having to review the structure and function of their EUCN.
This was not always viewed as a bad thing but as an opportunity to consolidate
experiences gained so far and to put these to good use in reformed networks.
The crucial issue is size of networks and the balance between system wide
objectives and the need to continue to develop services that meet the needs of
local populations. Re-thinking network structure and function also provides an
opportunity to clarify objectives, such as their role in performance management,
and to put in place robust governance procedures. Network governance was
identified by some interviewees as an area that had not previously been made
explicit. Some of the networks were already developing governance
arrangements with clinical standards groups, the Association of PCT Chief

Executive groups, and with SHAs.

Commissioning — Future commissioning arrangements were identified by all of

the interviewees as an important component of network function. The introduction
of PBC was seen by the majority as a real opportunity to influence urgent care
delivery in the future. One manager felt that PBC can support the movement of
patients away from acute hospitals to providing more care at home and in local
communities but this means that services must be in place in these settings and
this requires significant service re-design and shifting of resources around the
system. There is potential to release large amounts of money for community
based services by avoiding acute hospital admissions, or avoiding arrival at ED

though this may then cause tensions with the acute trusts within the network.

All of the networks viewed the development and funding of urgent care pathways
rather than service level activity as a critical function for both PBC and PBR. The
co-ordinated and collaborative approach that networks bring to pathway
specification and service re-design was seen as advantages. One manager
described the network as the “honest broker” for this process.

There were differences of opinion between the managers interviewed about the
role of networks in the actual commissioning process. Some thought that the role
of the network was to influence commissioning by providing information through
pathways and specifications and supporting processes by planning, implementing

and evaluation service initiatives. One manager thought the process should be
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one whereby the network provides commissioners with a “basket of goods” that
have been tested and costed. This allows practice based commissioners to pick
what is appropriate to local communities but the choices are based on structured,
consistent and good quality services that providers have “signed up to” by being
part of the network itself.

Others saw the network as having a more direct role in commissioning,
particularly for system wide initiatives. These can only be achieved with
significant redistribution of resources and it was the view of some managers that
some control over urgent care funds, for example in the form of programme
budgets, would be the way to move this forward.

Whilst it is agreed that networks will be important to commissioning of emergency
and urgent care in the future there is currently no consensus about the extent to
which this will be a direct commissioning role or one which provides a supportive
function to commissioning processes. Uncertainty about the relative roles of
commissioners, providers and networks and their relationships to each other
following re-organisation makes progress difficult until boundaries are agreed and
these issues are clarified. New guidance on the development of currencies for
emergency and urgent care through PBR provides an opportunity to develop
more accurate pricing for emergency and urgent care pathways based on clinical
care.?! The emphasis is on payment for services delivered rather than the
organisations that provide services and encourages co-operative rather than
competitive service delivery with an opportunity for service re-design and
redistribution of resources. For this to succeed there will need to be incentives
for providers to changes services and networks may be well positioned to
manage these processes. This guidance was not available at the time our
interviews were conducted and so we do not know networks views of these new

arrangements. This will be a major theme for the next stage of our work.

Communications — Communication with the public about the EUCS has been

identified as an important priority for urgent care in the Direction of Travel. Two
of the networks interviewed thought that the networks could have a much bigger
and more influential role in working with communications officers both locally and
at national level. This allows priorities to be set about which messages need to be
sent out to the public and subsequently to ensure that this is communicated
consistently through leaflets, posters and annual reports. One manager thought

this could extend further and networks and DH should work together and share
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resources to send out clear messages to the public about what do when
emergency or urgent care is needed. He felt that there were insufficient
resources to do this effectively at a local level but far greater impact could be

achieved by a national strategy like for example, the stop smoking campaign.

4.6 Discussion and conclusions

National policy directions for the delivery of emergency and urgent care
encompass an implicit assumption that improving care is dependant on a
systems approach. Delivery of the system can be achieved in a number ways;
Emergency Care Trusts could be established to provide a formal mechanism for
emergency and urgent care delivery. Alternatively an arrangement of incentives
and rewards without management could encourage organisations in a system to
develop co-operative and co-ordinated services. A middle ground is the use of a
managed network to provide a structured and focussed approach to developing

and co-ordinating emergency and urgent care across a system.

We have discussed with 6 network managers details of the structure and function
of their own emergency and urgent care networks. They have also provided us
with examples of work programmes and projects that have resulted in changes to
the delivery of emergency and urgent care within their networks. The key

characteristics of a successful network would appear to be:

A board structure with high level representation that provides the power

and authority to implement change
A clear focus and explicit aims and objectives
Dedicated resources to manage and support network function

Engagement of a range of enthusiastic and committed emergency and
urgent care providers and commissioners who are open to change and

willing to work co-operatively

Structured and focussed work programmes and projects that can plan,

implement and evaluate agreed initiatives

Despite the successes described here the networks have identified a number of
issues around re-organisation, future network roles and commissioning that need

to be resolved.
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It is the nature of this type of research that, inevitably, the successful
organisations are also the ones that are functioning and progressing and the
views expressed here are from networks that have overcome obstacles and
found a way forward. We cannot say much about less successful networks either
because they have not survived or because they have not progressed beyond a
group that talks but has achieved little and are therefore difficult to find. The
lessons learnt from the networks studied in this work are valuable as an
illustration of what can be achieved and how to achieve it. However lessons
about what causes networks to fail are equally important. These issues will be
addressed in the next phase of work when a better understanding of how many
networks exist and their level of functioning will allow us to identify and study in

more detail less active networks.

4.7 Next steps

This work is the first stage of a comprehensive review of emergency and urgent
care networks to assess their potential role in the Delivery of the Direction of
Travel Strategy. The next stage will be to identify EUCNSs in England and conduct
a survey to establish their current status in relation to key themes identified from
this work including network structures, size, organisation and management,
funding arrangements, main activities and performance. The final stage will be to
conduct more detailed case studies that assess the similarities and differences of
different network types and the developments that have occurred since the 2006
re-organisations, and examine the relationships between network structures and
their relative success. This work will link with the complementary work on patient

perspectives and the development of population level measures for EUCS
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Box 1 — Norfolk, Suffolk and Cambridgeshire Emergency Care Network

THE BENEFITS OF A STRATEGIC SHA WIDE URGENT CARE NETWORK

TO PATIENTS/WIDER POPULATION

o
o

Supports consistency of practice
Supports high quality, integrated
emergency and urgent care where
the patient may seek care
Integrated working acrossl health
systems

Governance in ensuring that local
urgent care services are safe,
effective, accessible, reliable,
efficient & patient centered

Less fragmented services — provisi
of high quality networks of care
Supports local choice within an
agreed strategic framework

TO STAFF (inc research & education)

]

er

on

o
o

Supports integrated working, cross
organisational and professional
boundaries

Ability to share best practice,
innovation and learning across all heg
systems.

New ways of working — across
boundaries & systems

Less isolation — new developments
supported and realised across all
systems.

Regional contact with national (DH)
Urgent Care team

Supports cooperative working — bring

together all local urgent care networks

Supports interpretation and
implementation of national
policy/guidance

Expert resource and point of contact
Mutual support and collaboration

QUALITY OF SERVICE/OUTCOMES
(inc clinical governance & safety)

o

o

Agreed clinical pathways, guideline
& protocols across all systems
Agreed minimum clinical & quality
standards across all systems
Supports high quality local care (as
part of a system)

Supports ‘true’ integration of
services that is clinically led and
innovative and not bound by
organisational structures

Closer coordination of all services |
urgent care pathway

Supports local high quality network
of care

Clinical engagement system wide
(via Clinical Reference Group)

VALUE FOR MONEY/FINANCIAL
BALANCE

S O

o

n

Economies of scale realised more
effectively

Overview of urgent care redesign —
ensure complimentary and coherent
across all systems

Supports integration of services — acr
health systems

Ensure all opportunities for joint
working are realised

Projects shared and realised across a
systems — less duplication of time ang
effort

Lead major service redesign that
Impacts across boundaries and systel
Supporting maintenance of targets
(A&E 98%/reduction in emergency be
days).

Ith

\"2J

DSS

ns
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Box 2 — Greater Manchester Unscheduled Care Network

NETWORK BOARD STRUCTURE
PCT’s, Acute Trusts, SSD, Police, GMPTE, PPI, HR, Public Health
NHSD, Pharmacy

Workstreams / Sub-GtiS
| | | | | |

Out of Hours Clinical Advisory ICT Public Health Workforce Category C *Multi-Network

\> 4

i i i i DLell)rmt i DLell)rmt
Models of Service Falls* A & E Dataset Disaster & Assistant / GMEC Primary PCI
Emergency Advanced (Cardiac network)
Planning Practitioner
Service Triage A & E Clinical Skills Map Active Case
Delivery System Management
l l l (Older people)
Winter Plans Mental Health ECP’s
Awareness

|

Urgent Care/Walk
in Centres Leads
Forum

|

Leadership
Development
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Box 3 — Examples of aims of EUCN

Greater Manchester Unscheduled Care Network Strategic Vision

The Greater Manchester Unscheduled Care Network will influence both the
provision and commissioning of unscheduled care services, ensuring equity of
access, efficiency and cost-effectiveness, by developing a model of unscheduled
care with a single point of access. It will ensure that people have the right access, at
the right time and in the most appropriate location with the appropriately skilled

professional to meet their health and social care needs.

Nottingham Emergency Care Network proposed mission/vision statement

To ensure that emergency health and social care services are appropriately
accessed and used by patients, clients and local people and, for those needing
emergency services and support, to ensure a consistent and quality standard of care

and outcome.
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Box 4- NOTTINGHAM EMERGENCY CARE NETWORK — PROPOSED STRUCTURES

TRENT SHA NOTTINGHAM HEALTH COMMUNITY
ECN chair reports to TSHA Chief Executive on performance ECN reports into the Health Partnership Board via ECN chair
Regular Trent ECN chairs/managers meetings Future links to the Nottingham Commissioning Network Board /
Transformational Board to be agreed.

Tt 1l

Nottingham ECN Performance Executive
Responsible for performance management of the Network. Specifically
concentrating on informing LDPs, joint working to deliver health community
wide targets and reviewing performance against high level indicators

EMERGENCY CARE NETWORK:

Clinical strategy group

Strategic planning and clinical leadership of ECN work} —
programme

Specifically responsible for ensuring that the network has
a local focus, agreed and prioritised strategy and
workplan, and local clinical ownership for delivery. TT

Quarterly meetings / seminars ECN OPERATIONAL DELIVERY GROUP (NOTTCAPT)

Membership: Various clinical leaders and champions | | Operational emergency care issues including escalation planning, business
from across the health community continuity planning, on call rota management, communications, delivery issues a:
determined by the ECN performance executive and Network clinicagyrat

group
CARE PATHWAYS REGULAR PERFORMANCE AND ORGANISATIOSNERVICE LEVEL ISSUES
e.g. e.g.
Acute Care Pathways Service and activity monitoring of all pravider
Older People Pathways
LTC development Strategy development — eg workforce, trainingpfiignunications, public
Primary Care Out of Hours engagement, analysis of information andaresdysis
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. Examples of projects and service changes develop  ed by EUCNs

Example 1 — Re-designing out-of-hours call handling services

Southern Derbyshire Emergency & Urgent Care Network have re-designed out-of
hours call handling to provide a single service across the whole network. Before re-
design the service was provided by a number of different agencies. Consultation with
patient groups revealed variable quality in service and frustrations with long call-back
times. There was also a high disposition rate to ED. The network, with patient group
involvement, developed a pathway for out of hours call handling, wrote a
specification for the service and managed the tender process. There is now a single
call handling system for the network. Targets for call back times are specified, calls
are streamed and where possible appointments made for primary care or other
urgent care decreasing both number of contacts and contact time as the system is
flexible. Less than 5% of dispositions are expected to be for ED and if the proportion
of dispositions rises above this an audit is triggered to assess why this is happening
and make necessary changes. The re-designed service has produced cost-savings
of £250,000 per year.
The success of this project has led to the planned development of a number of other
pathways with the aim of improving care to patients and reducing the number of days
in hospital. These include:
A stroke pathway which is expected to reduce length of stay in hospital by
2-3 days
A patient discharge pathway has been agreed for acute and community
hospitals. This has included standardising documentation and streamlining
information to GPs. Discharge planning now starts earlier reducing
unnecessary bed days as patients wait for community services to be put in
place.
A cellulitis pathway is being developed that will move management of care
away from hospital to the community. This is expected to produce cost

savings of £300,000 a year
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Example 2 — Regional serious traumatic brain injury guidelines

The Norfolk, Suffolk and Cambridge Emergency Care Network has a major trauma
clinical review group that addresses major trauma provision issues across the
network region. An audit of patients transferred with traumatic brain injury led to the
development of an agreed pathway and standards for these patients. Using
nationally accepted standards a pathway was agreed with time targets for each step
namely pre-hospital/on scene, primary A&E assessment, CT scan and image
transmission, image receipt and neurosurgical unit acceptance, A&E preparation for
transfer, ambulance arrival for transfer, transfer to the neurosurgical unit and time to
craniotomy. The pathway was agreed by all services involved and implemented in

Spring 2006. The pathway was then audited for the first 25 patients.
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Example 3 — Workforce issues

Norfolk, Suffolk and Cambridge EUCN identified the need to address workforce
issues across the network. A key issue was the change in care delivery from medical
to staff to nursing and allied health professional staff. The network reviewed potential
service changes across the network, assessed the workforce requirements for these
changes and identified the availability of suitable, accessible training and educational
programmes as a key priority. Different practitioners (Nurse practitioners, Emergency
Care Practitioners) were being developed to work in different services (Primary care,
ambulance service, A&E department) but each were undertaking different training in
different parts of the system and these varied between geographical areas. As a
consequence the ability of staff to move around the system was hampered by the
lack of a common, agreed set of skills. A network project identified a set of core
competencies for practitioner staff and through a consultation process with relevant
stakeholders including higher education institutes. This was agreed by a network
educational subgroup. A core competencies training course has been developed with
the Suffolk College and now all practitioner based training across the network is
provided by this route. Eighty percent of the training package is common to all
practitioner roles and 20% provides specific, specialist skills for different clinical
areas. As a consequence there will be a much more flexible workforce with agreed
competencies and standards who can move around different parts of the system.
Following the success of this project a similar exercise is being undertaken to

develop a single training package for call handling staff across the system.
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Example 4 — Reducing A&E attendances

Nottingham City EUCN has been working with the local out-of hours provider
Nottingham Emergency Medical Service (NEMS) to improve urgent care services for
the local population. NEMS provides out of hours call handling and assessment. It
also manages bed capacity across the system. An Out-of-hours urgent care centre
sees patients and provides face to face assessment by a doctor or nurse with some
diagnostics. It has also introduced

the NEMS Clinical Navigator service for GPs and other primary care health
professionals seeking urgent hospital based assessment or admission for adult
patients with general medical and general surgical conditions.

The navigator service also offers a range of alternatives to same-day hospital
assessment or admission including:

1.Telephone advice from a medical or surgical hospital consultant

2.Access to same day or next day urgent assessment appointments
3. Access to selected same day or next day urgent diagnostics appointments

This reduces referrals to A&E departments. The service is looking to expand to
include other specialities, provide more diagnostic testing on site and increasing
alternatives to hospital based care by developing pathways with intermediate and

social care services.




Example 5 — Alternative pathways for ambulance crews

Networks have developed a number of alternative pathways for ambulance crews to manage to less

urgent 999 calls.

The Norfolk Suffolk and Cambridge network has developed protocols with the ambulance service and

primary care providers so that ambulance crews in Suffolk can now assess and refer or transport

suitable patients to a range of alternative services including an Intermediate Care Assessment team,

a rapid response nursing team and GP out-of hours bases.

The Greater Manchester network is developing a pathway for management of patients who fall at

home. Ambulance crews attending patients who fall can carry out a 5 point assessment. Patients

who are assessed as not requiring transport to hospital can be left at home. The ambulance service

can fax details of the assessment to the local falls service and a falls co-ordinator response is made

within 30 minutes. Further assessment and, where necessary, intermediate or long term support can

be organised.
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