Shorter stays in Emergency Departments (ED)

Indicator: 95 percent of patients will be admitted, discharged, or transferred from an Emergency Department (ED) within six hours.  

Target Champion – Mike Ardagh, Professor of Emergency Medicine

Rationale

Emergency Department (ED) length of stay is an important measure of service quality in DHBs, because:

· EDs are designed to provide urgent (acute) health care; the timeliness of treatment delivery (and any time spent waiting) is by definition important for patients

· long stays in emergency departments are linked to overcrowding of the ED

· the medical and nursing literature has linked both long stays and overcrowding in EDs to negative clinical outcomes for patients such as increased mortality and longer inpatient lengths of stay

· overcrowding can also lead to compromised standards of privacy and dignity for patients, for instance, through the use of corridor trolleys to house patients.

Definition 

Each DHB will be required to submit their numerator data (number of patient presentations to the ED with an ED length of stay less than six hours) and their denominator data (number of patient presentations to the ED) to the Ministry separately for each relevant ED facility.  In addition, those DHBs that do not met the target percentage for any of their ED facilities for the quarter must provide narrative comment on the quality of their data, steps taken to meet the target and improve the quality of emergency department care, and any difficulties encountered with implementation of the target.

Numerator:
The number of patient presentations to the ED with an ED length of stay less than six hours.

Denominator:
The number of patient presentations to the ED.

Explanation of terms:

1. ED length of stay for a patient equals the time period from time of presentation, to time of admission, discharge or transfer.

2. Time of presentation; the time of first contact between the patient and the triage nurse or clerical staff, whichever comes first.

3. Time of admission; the time at which the patient is physically moved from ED to an inpatient ward, or the time at which a patient begins a period of formal observation, whether in ED observation beds, an observation unit, or similar.  The physical move will follow, or be concurrent with, a formal admission protocol, but it is the patient movement that stops the clock, not associated administrative decisions or tasks.

4. Inpatient wards include short stay units (or units with a similar function).  Under certain circumstances, a ‘decant’ ward designed to deal with surge capacity will qualify as an inpatient ward.  Key criteria are that patients should be in beds rather than on trolleys, and be under the care of appropriate clinical staff.

5. Time of discharge; the time at which a patient being discharged from the ED to the community physically leaves the ED.  For the avoidance of confusion; if a patient’s treatment is finished, and they are waiting in the ED facilities only as a consequence of their personal transport arrangements for pickup, they can be treated as discharged for the purposes of this measure.

6. Time of transfer; the time at which a patient being transferred to another facility physically leaves the ED.

Inclusions and exclusions:

1. Data provided to the Ministry of Health will be provided at facility level, for all EDs of level 3 and above, within a DHB, according to the role delineation model, as elaborated in the ED service specification.  Where a DHB has more than one facility, the overall percentage calculated for the DHB will be a weighted result, not a simple average of the results of individual facilities.

2. All presentations between 00:00 hours on the first day of the quarter, and 00:00 hours on the first day of the next quarter, are included – excepting;
· Patients who do not wait for treatment will be removed from both the denominator and the numerator;

· GP referrals that are assessed at the ED triage desk (using the Australasian Triage Scale), but are then directed to an Admission and Planning Unit or similar unit without further ED intervention, (here the term ‘ED intervention’ can encompass minor procedures such as analgesia or administration of intravenous fluids, for instance);
· Patients that present to the ED for pre-arranged outpatient-style treatment;
· No exceptions from measurement are made for particular clinical conditions.  
In certain situations it may be that good clinical practice or a particular service model will compromise the ability to meet Health Target expectations.  Where this situation arises, the Ministry will discuss this with the DHB affected and the definition can be re-interpreted on a case-by-case basis where relevant.
Interpretation

A high percentage is better than a low percentage.

Relationship with triage times

· Previous analysis by the Ministry of Health suggests there is a weak correlation between triage and length of stay.

· Triage data will continue to be collected from DHBs by the Ministry of Health as part of hospital benchmark data reporting.

2009/10 Deliverables 
Key Information:

Each DHB will be required to submit their data (numerator, denominator) to the Ministry separately for each relevant facility. A reporting template will be supplied by the Ministry. 
In addition, those DHBs that do not met the target percentage for the quarter must provide narrative comment on the quality of their data, steps taken to meet the target and improve the quality of emergency department care, and any difficulties encountered with implementation of the target.

Information for analysis at local level:

DHBs are expected to internally collect and monitor patient-level data against a number of key quality indicators.  The mandatory measures are:

· Time of presentation; the time of first contact between the patient and the triage nurse or clerical staff, whichever comes first.
· Time of admission, transfer or discharge; the time at which the patient physically leaves the ED.  The ED Services Advisory Group recommends that admissions/transfers and discharge be separately monitored within the DHB before being reported as a single measure.
· Admission vs Discharge; the proportion of people admitted and the proportion discharged.
· Triage category. 

Further recommended measures across the whole system may include:  

· Self Discharge/Did Not Waits

· Ten Day Mortality After ED

· Time to Analgesics

· Time To Thrombolysis

· Patient Presentations to ED/1000 Population
· Average midnight bed occupancy over all hospital beds
DHBs will not be required to regularly report this data to the Ministry.  However, it may be requested as required to inform analysis and discussion about DHB performance in respect to the target.  The Ministry has begun to consider the future collection of this patient-level data through national data collections by 2010/2011.

Reporting period 

All quantitative data is to be supplied quarterly.  This information will need to be available by the 20th day following the end of the relevant quarter.

A qualitative narrative is to be supplied by those DHBs that do not meet the target percentage for the quarter.
Expectations

All DHBs (and all individual ED facilities) are expected to achieve the target percentage for this Health Target agreed through the DHBs 2009/10 District Annual Plan.  

The following achievement scale will be applied:

· achieved = the DHB has met the target percentage for the quarter, and all facilities have also met the target

· partially achieved = the DHB has met the target percentage for the quarter, though some facilities have not reached the target

· not achieved = performance by the DHB has fallen below the target for the quarter.

