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Clinical Systems Improvement  

- Principles

• Match workforce to workload – Use data 
– Extended day working – 7 days

• Focus on competencies and skill mix needed – not professionals or 
speciality  

• Minimise queues – Today’s work today.

• Minimise wastage – Right Specialist, first time. Right sizing 
specialities

• Minimise variation – Standardise  pathways and SOPs – job 
planning

• Focus on the system gains – Not on individual areas



High impact interventions 

- to facilitate Flow

• Senior decision maker at the front door

• Timely pathology and diagnostics

• Timely access to speciality referral

• Robust inpatient management, with daily board and ward rounds

• Effective discharge process



Build systems to allow for 

reduced flow OOH

45% conversion rate

25% conversion rate
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Tackling frailty  -

staff  engagement to 

facilitate sustainable 

change



In this talk…

S Take you through a small project we did

S Demonstrate the magic that can be created by motivated 

teams in a short time 

S Identify what led to staff  engagement 



Over 75’s Frailty Flow project

9

Launch of   Flow 
programme PDSAs/Pilots

started Standardized 
sustainable PDSAs 
and Implemented



How did we work?

S We believe that any sustainable improvement is best delivered by 
people in the frontline.

S We brought all stakeholders into one room – The Big room –
shared common purpose

S The frontline team came up with ideas on how to improve

S Used patient stories, data, implemented small changes with 
evaluation

S Senior management supported by breaking traditional barriers and 
myths between teams, departments, divisions and organisations



Role of  Senior management

S Listening and Enabling

S Breaking Barriers - inter- departmental, divisional, or 

organisational (budget, workforce, line management)

S Creating a safe and permissive atmosphere to try anything 

new

S Busting myths on ‘not done’ ‘not allowed’ ‘that’s what we 

were told’



Global Aim –

decided by the team

To minimise decompensation associated with prolonged

hospital stay by

S Early recognition of the frail elderly,

S Retaining ownership and management by the frailty team,

S Enabling early discharge with appropriate support

S Leading to decreased LOS 



Size of  the problem

Over 75s are nearly half  of  

the medical admissions

Ove

r 75
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Who refers them to us?

Nearly 90% were brought in by WMAS



What special skill do the 

frailty team have?

S Extra time for assessment (CGA) to identify what is 

‘normal’ for them and tease out the current problem 

and the appropriate needs. 

S Why can this not be done in by ED or AMU teams?

S expertise, 

S motivation

S time



The ideas room - Obeya



Using patient stories, process 

mapping and value stream mapping
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Previous Frailty Pathway

Previous frailty pathway
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5 days a week 0800 to 2000hrs

Paramedics given access to frailty and consultant phone  

PDSA 1
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Collaboration with 

WMAS



PDSA 2 – Current 
5 days a week 0800 to 1700hrs

Frailty team access from ED triage  

FT
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PDSA 3

Collaboration between acute and community teams 

Avoided duplication and saved time from community teams, 

Saved bed days  

OT OT OT

Hospital OTs doing assessments at home



Key Ingredients

S 1.  Prioritisation of  adults with frailty accessing acute care

S 2.  Rapid identification, assessment and intervention at point 

access.

S 3.  Promotion of  independence and mobility from 1st contact

S 2.  Discharge or transfer to the best place of  care

S 3.  Retention of  clinical care ownership in those admitted 

providing clear continuity.
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Results of  Flow Project



Time to see 

ANP/Geriatrician – in hours 



Over 75s LOS – Step change

- decrease

Released 14 beds in the organisation



Total bed days – step change 

– decrease  



Total admissions of  over 75s –

Increase  



S Open invitation to ALL involved 

in the pathway

S No hierarchy, respect everybody

S Patient focus – not ‘me’ or ‘you’

S Visual presentation of  the 

problem- every understands

S Everybody gets minutes every 

week, whether they attend or not 

S Honesty and transparency

S Keeping pace and momentum 

S Show results quickly- reinforces 

belief

S Recognition of  the work –

present at various platforms

S Dedication and commitment 

from leadership

Why did it work?



S AHPs volunteered to work long hours and 7 days

S Consultants simply changed their way of  working – in 2 

weeks

S Asked for more beds under their care – increased by 12

S Collaborating & coming up with more innovations

When staff  engage….
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Questions….?


