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Stakeholder Project Outline 
 

1. AEC Background and Information 
AEC is a way of managing a significant proportion of emergency patients on the same day 
without admission to a hospital bed.  It is a transformational change in care delivery and has the 
potential to be as significant to emergency care as day case surgery is to elective care.  
 
An extremely effective solution to improve patient flow is AEC; it’s a fundamental principle of 
modern emergency care and known good practice to improve patient flow: 
 
 Early or daily senior review 
 Continuity of care 
 Maximisation of AEC 
 Place patients within an appropriate flow stream 

 
The problems in Sunderland are…. 
 Nationally and locally EDs are experiencing overcrowding and increasing waits 
 Hospital becoming grid locked 
 Unnecessary admissions/referrals into hospital 
 Variability in practice 
 Underutilisation of community resources 

 
Our solution to date is…. 
 Develop a whole system approach to AEC in Sunderland to initiate change 
 Improve patient flow with the use of AEC  
 Clinically change the way clinicians work and think  
 Move from a traditional approach to admitting emergency patients to hospital thus 

providing a more holistic model of care 
 
This requires…. 
 A whole system work program to test different ways of working – challenging the norms 
 Strong clinical leadership from all areas of practice to work together to initiate and drive 

change 
 
Benefits/outcomes will be…. 
 Reduction in hospital admissions and patients length of stay 
 Increased staff and patient satisfaction 
 Patients will be treated in the right place first time, reducing waste in the system 
 Delivery of a safe, cost effective AEC service which patients will love! 

 
 
The AEC work program within Sunderland consists of five key areas tackling specific patient 
pathways as well as the AEC concept itself: 
1. AEC pathways: Cellulitis and DVT 
2. AEC Decision Makers: Clinical Leadership and Challenge.  Capacity is decision 

makers and action takers not cubicles, beds or trolleys or chairs! 
3. NEAS Direct Access to AECU: Patient accessing right service first time 
4. Patient, Public and Staff Engagement: Engage key stakeholders in change  
5. IT Solutions: Map of Medicine to support pathways within General Practice 
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2. AEC Decision Maker Project 
 

2.1 Project Aims and Objectives 
The aim of project two above is to encourage: 

 
“Clinical discussion between key partners to ensure the right patients benefit from AEC, in 

the right place, time and by the right professional thus providing a simple and seamless 
pathway to patients across different sectors - AEC is not a location but a philosophy of care” 

(Figure One) 
 

Key objectives are to: 
 Test different ways of working - looking at being innovative and how things can be 

different. Figure two identifies the area of clinical discussion we are trying to create 
ensuring patients get to the right place first time e.g. direct access to AEC, RAH or 
admission etc.   

 Initiating the culture shift to adopt AEC principles and ways of working 
 
 
Figure One – Clinical Discussion 

 
 
 
Figure Two – Example of an AEC Process Model 
 

 
2.2 Project COMPACT 
The project COMPACT, figure three, identifies key areas for stakeholders to agree the 
sharing of both risks and benefits i.e.  ‘give and take.  As with any project there are possible 
contracting, financial or workforce implications/changes that may need to be addressed.  
Stakeholders across the system are signed up to the outcomes of this project – shared 
purpose that is patient centred.  
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Figure Three 

 
 
2.3 Project Preparation 
To help inform the project a review of recent audits have been analysed to support the need 
for such a project.  Key audit information considered within the development of this project 
are summarised below:  
 CHS Nurse Call Handling (May 2016) – An audit to understand existing outcomes of 

AECU call handlers (Nurse Practitioners) to compare against other professionals i.e. 
Acute Physicians.   

 Junior Doctors Strike (April 2016) – Number of admission into CHS during industrial 
action was dramatically reduced when compared to normal flow.  Although this can be a 
result of a combination of factors i.e. public perception and the increase of general 
practice capacity, having senior decision makers at the first point of contact clearly 
supported the reduction of emergency admissions by having senior clinical 
conversations earlier on in the pathway as well as clinicians changing the way they work 
within that environment.   

 Key Messages CHS Perfect Week (2016): Availability of senior decision makers and 
other stakeholder resource had a noticeable impact on patient flow both back and front 
of house 

 ED NEAS Advanced Practices Audit (February 2016): Audit assessing 
appropriateness of NEAS conveyances to CHS ED during a three day period  

 DVT and Cellulitis AEC Pathway Improvement Event (April 2016): Scoping and 
patient mapping for the event identified the necessity to try and test different ways of 
working to ensure patients get to the right place first time thus supporting the exploration 
of a senior decision making pilot/project.  

 National AEC Team System Review (July 2016): Review of whole system identifying 
areas of good practice as well as areas for improvement thus supporting the testing of 
such a project.    

 Patient Flow Process Information Map – Figure Four (May 2016): Process map 
developed to identify the current flow of patients in and out of hospital, highlighting key 
areas of waste within the current system.  

 
Figure Four 

 
3 

 



 
2.4 Project Criteria 
Key project information regarding referral guidance and challenge are identified below within 
areas 1 - 7. 
 
1. Suitability for AEC/Guidelines:  

The following four questions are useful for clinicians to review to help select patients 
suitable for AEC or an alternative health care setting: 

 
1. Is this patient clinically stable? 
2. Is the patient functionally capable of being managed in the AEC Unit? 
3. Would this patient have been admitted to hospital before AEC existed? 
4. Could the patient’s needs be better met by another service? 

 
2. Operational Hours: Initial project to target GP in hour services 08:00 – 18:00hrs with the 

potential to extend this to GP OOH and UCC services in order to mirror AECU hours of 
operation. AECU opening hours (Week days 07.30 – 22:00hrs and Weekends 07:30 – 
20:30hrs).  Initial consultant cover on ward to be provided between 09:00-19:00hrs which 
may vary during the pilot depending upon outcomes.  

3. Duration of Pilot: The outcome of this project will not be realised immediately and is not 
a ‘quick fix’.  It will initially be operational from October – March 2017 receiving a full 
evaluation, however it is envisaged that this is a long term area of work to continuously 
try, test and develop patient flow across the City over the next 3 years.  

4. Clinical Handover: All clinicians when discussing or handing over patients must feel: 
 Confident with the outcomes of the clinical conversation i.e. happy with the agreed 

treatment plan and responsibilities of each clinician to enable it to happen  
 Be absolutely clear why the patient is going to AECU or RAH – NEWS 

scoring/referral outline maybe useful to adopt 
5. Demand: Current GPAU GP calls/demand on average is 17 calls per week day reducing 

to 4 on Saturday and Sundays.  Data collection/flow to other areas will be collated during 
the project to help inform future ways of working.  

6. Project Communications; The project will be communicated widely across the whole 
system via social media tools and techniques, Locality Commissioning meetings, CCG 
TiTo events and GP forums.  Key communication milestones identified within section 2.6. 

7. Stakeholders Expectations: A brief summary of the roles and responsibilities of each 
provider within the project has been developed, table one, with the aim to help 
participants understand what will be expected of them and each other. 

8. Telephony System: Information and guidance will be communicated to clinicians and 
staff involved to help utilisation and navigation of the telephone system thus allowing that 
quick discussion direct between GPs and Consultants.  

 
Table One 
 

Stakeholder Roles and Responsibilities 
Recovery at Home 
(RAH) (South 
Tyneside Foundation 
Trust (STFT) and 
Sunderland Care and 
Support (LA)) 

 RAH and AECU continue to develop relationships to step up or step down 
patients either AECU referring to RAH or visa versa.   

 RAH service to record/audit clinical discussion outcomes to support project 
development 

 
AECU City Hospitals 
Sunderland (CHS) 

AECU to respond to GP enquiries regarding the suitability for patients to be 
treated within AECU, RAH, admission or alternatives.  The unit will be 
staffed with AECU Nurse Practitioners and Acute Physicians who will be 
able to respond to GP enquires and advise accordingly: 
 Acute Physicians available within AECU for clinical discussion  
 Acute Physicians will be rotated on a weekly basis during the project to 

ensure all physicians trial and test the concept of AEC where clinical 
variation and change can be monitored and discussed 
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 Consultants to have ownership of the CHS AECU GP stream 
 Nurse Practitioners to staff the unit at all times 
 To record/audit clinical discussion outcomes to support project 

development 
General 
Practice/Primary 
Care Participation 
‘Big Bang Approach’ 
(51 practices across 
the City) 

All GP practices from the five localities will be encouraged to take part in the 
project.  Figure five identifies the five GP localities consisting of 51 practices.  
During the project GPs will identify patients suitable for a clinical 
conversation with an acute physician to determine the best patient 
outcome/treatment plan.   
AECU are a direct access for primary care to discuss patient cases 
encouraging clinical discussion therefore it is also encouraged that primary 
care will continue to do the same with RAH and NEAS colleagues.  
GPs will be encourage to introduce the ambulatory care concept to patients 
with relevant explanations upon referring a patient to the unit.  Terminology 
and information to be launched in line with consultant connect information.  

Consultant Connect Consultant Connect is a telephony system that will allow clinical 
conversations to take place quickly, recording data, information and calls for 
future learning and data gathering purposes.  

 
Figure Five 

 
9. Areas to ‘test’ during the project 
During project development various areas have been suggested to trial and test – ideas so 
far have included the following, which may-be explored as the project develops, ensuring 
they are suitable to the concept of AEC: 
 
 Addition of other stakeholder’s e.g.  GP OOH, RAH and UCC service (Northern Doctors) 

to utilise telephony system 
 Possibility of using GPs within AECU – call screening/clinical discussion 
 Possible inclusion of RAID/Mental Health/Drug and alcohol services  

 
2.5. Project Group – Managerial and Clinical Leads 
Table two identifies key members of the project group. The project group will meet regularly 
and will also test the use of ‘whats app’ to support project communications.  
 
Table Two 
 

Org Sponsors/ 
Directors 

Managerial 
Leads 

Clinical Leads Project Support 

 
CHS 

Sean 
Fenwick 

Anthony 
Watson 

Richard Telford – Clinical Lead 
Acute Medicine 
Andrew Hawthorn – Acute 
Physician 

Project Support 
allocated – name to 
be confirmed later 
stage. 
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SCCG 

 
Debbie 
Burnicle 

 
Natalie 
McClary 

Dr T Lucas –  Executive GP 
Dr K Gellar –  Executive GP 
Hazel Taylor – Advanced 
Nurse Practitioner  
Jeannie Henderson – 
Advanced Nurse Practitioner  

Helen Warren – 
SCCG PMO 
Support  
Carolyn Robertson 
National AEC 
Associate 
Glenda Laydon – BI 
Team 

STFT Michelle 
Arrowsmith 

Paul Cutler Paul Cutler STFT Matron Not required at this 
stage. 

Consultant 
Connect 

Rodger 
Tweedale 

Rodger 
Tweedale 

N/A N/A 

 
2.6 Project Key Milestones (October – March 2017) 
 Project launch and communications 
 LCM meetings - regular agenda item throughout the project 
 GP Time in Time Out Sessions (TiTos)  - regular agenda item and launch 
 Regular project group meetings  
 Social Media, web site forums and potential use of What’s App  

 
2.7 Evaluation  
Pilot will need to undertake various elements of evaluation (appendix one): 
1. Social Media – support pilot milestones and act as a central point for sharing 

information thus providing ‘real time’ information of what’s working well and what isn’t.  
Can also be used to support changes in culture and behaviour.  ‘whats app’ will also be 
tested with the operational project team to support project communications which may 
have the potential to be opened up to the wider system.  

2. Peer Review - All clinicians being prepared to undertake peer review of their clinical 
decisions – clinical leads identified across stakeholders to undertake this role.  Project 
evaluation metrics will support this element. 

3. AEC National Team – provide independent review of pilot outcomes  
4. Project Evaluation Metrics (Whole System Flow) – collate data and information 

across the system to inform current flow thus identifying if the project is changing the 
system/flow of patients.  This information will support the development of the project in 
real time as well as providing a base line to help discussions regarding future changes 

5. Patient and Staff Engagement:  Although staff will be engaged via the social medial 
element of the project evaluation, other methods will need to be adopted to obtain a 
rounded view.  A patient and staff engagement strategy will also need to be developed 
and implemented.   

 
3. Project Sign Off and Ownership 
 

Name Designation Signature 
Michelle Arrowsmith Chief Operating Officer South Tyneside 

Foundation Trust  
Debbie Burnicle Sunderland CCG Deputy Chief Operating 

Officer 
 

Sean Fenwick Director of Operations City Hospitals 
Sunderland  

Ian Pattison Sunderland CCG GP Chair 
 

Tracey Lucas Sunderland CCG GP Executive Lead 
Urgent and Ambulatory Care 
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Natalie McClary Sunderland CCG Ambulatory Care 
Program Lead  

Roger Tweedale Consultant Connect Telephony Solutions 
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Appendix One - Table Three 
 

CHS Metrics 
Area Metric/s Rational for Metric 

ED  ED GP referrals  
 ED NEAS GP referrals/urgent transport 
 GP referral outcome 

Need to record information to truly understand the GP/primary care 
flows into the hospital – this will help inform future work and any 
amendments the project group may want to make during the pilot. 
 
Also useful to review flows back out into the community for those 
patients.  

Specialty AEC 
Urology  

 NHS Number (Enable patients to be mapped throughout pathway) 
 GP direct referral (GP Name) 
 New or Review patient 
 GP referral outcomes i.e. discharged home, discharged with ambulatory 

OPD/ward appointment 

Specialty AEC 
Gynaecology 
Specialty H&N 
Specialty Surgery 
GPAU  NHS Number (Enable patients to be mapped throughout pathway) 

 Colleague (GP name/RAH Staff Name/NEAS AP Name) 
 Time  
 Patient condition 
 Reason for admission 

AECU  NHS Number (Enable patients to be mapped throughout pathway)  
 Colleague (GP name/RAH Staff Name/NEAS AP Name) 
 Time  
 Patient condition 
 Decision made/Patient outcome (AECU admission/direct ward 

admission/telephone advice only/RAH ref following telephone advice) 
 General Comments (word limit) 
 CHS Named Consultant or NP taking call 

To record both the number of GP/RAH/AP referrals into AECU 
for treatment or telephone advice. 

AECU Dashboard Established dashboard. Understand AECU conversion rates following attendance.  
STFT Metrics 

Area Metric Rational for Metric 
RAH  NHS Number (Enable patients to be mapped throughout pathway) 

 Colleague (GP name/ /NEAS AP Name/CHS Staff Area) 
 Time  
 Patient condition 
 Decision made/Patient outcome – RAH accepted/declined 
 General Comments (word limit) 
 RAH NP taking call 

To record both the number of GP/AECU/AP/CHS referrals into 
AECU for treatment. 

Primary Care Metrics 
Area Metric Rational for Metric 
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GP Practices N/A – During evaluation mapping of patient pathways will be able to take place 
by following the patient NHS number through the whole system.  51 practices in 
Sunderland hence main data collection points for general practices will be RAH 
and CHS.  

N/A 

Patient 
Engagement 

Develop questionnaires for patients upon discharge from both general practice 
and AECU.  

Obtain public and patient understanding of AEC and what they 
think of the service they have received.  

Consultant Connect 
NHS Numbers Cross reference consultant connect NHS numbers against actual 

admissions/attendances at the Trust on the same day to clarify if 
admission/attendances were truly avoided.  

Identify accurate levels of activity that potentially can be avoided in 
future.  
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