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5. Change Idea(s) 

2. Theme 

1. Assessment 

4. Specific Aim(s) 

3. Global Aim 

6. Measures 

Global Aim 
We aim to improve the admission & assessment process for 
patients entering the Acute Medical Unit (AMU). 
 
The process begins with the patient arriving on AMU, and 
ends with the patient having had a medical assessment, and 
decision about ongoing nature & location of care (phase 1).  
 
By working on this process, we expect to improve the time 
to NEWS, time to nurse assessment, time to consultant 
review, sepsis CQUIN targets and patient satisfaction.  We 
also expect to increase the proportion of patients 
transferred out within 8 hours and the direct discharge rate 
from AMU. 
 
It is important to work on this now because we want a safer 
and more efficient admission and assessment process for 
medical patients; and want to model the new ward to help 
achieve this. 

7. PDSA 

8. SDSA 
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Question Answered 

Operation ACT Pilot:  
Patient Satisfaction Survey 

Very Unhappy Unhappy Neutral Happy Very Happy
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Question Answered 

BASELINE:  
Patient Satisfaction Survey 

Very Unhappy Unhappy Neutral Happy Very Happy
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Compliance with 
Sepsis Screening 

It took a while to pin down 
the end of the process, and 
this has remained a slightly 

woolly point to date 

So many specific aims to begin 
with – this was the trimmed-

down list! Several specific aims 
feed into the same change 

idea, and likewise some change 
ideas are linked to several 

specific aims 

AMU staff were told the ward was being moved in a “couple of 
months.” The group wanted to use this as an opportunity to 

improve how they did things. They had a fairly clear idea at the 
start of this process that  they wanted to work on admission & 

assessment – we did explore other possibilities, but the 
enthusiasm for beginning with this theme was so strong it made 

sense to go with it 

It was difficult to start  small with this group – they 
had big ideas! Especially the Assessment Bay idea, 

which required several other changes to be made in 
order for it to be successful, and had spin-off change 

ideas that affected the rest of the ward 

Such big change ideas, so little time… the agreement for, and logistics of, 
removing 8 beds and replacing them with trollies for the pilot meant that 

we needed to try some change ideas together. This, of course, made it 
difficult to attribute change to a single idea. But, pragmatism won.  

We changed  small things on each day of the pilot regarding the process, 
or the staffing, and used qualitative data from 

huddles/observations/interviews to Study and Act – mini PDSAs within a 
larger pilot (largely qualitative data for those) 

We ‘de-escalated’ an initial 
specific aim after our 

baseline data measured 
prospectively showed that 

NEWS score within 15 
minutes was at 95% rather 
than at 67% as previously 
thought at the 5Ps stage. 
Good to demonstrate the 
value of measurement!. 

Operation ACT: 
[Assessment, 

Consultation & 
Treatment] 

Pilot’s so far: 
1 day (1 Sept) 

2 day (8/9 Sept) 
7 day (27 Sept - 

3  Oct) 

Qualitative data: negative 
drivers from huddles, 

observations, feedback and 
interviews during 7 Day Pilot 
were displayed as a fishbone 

diagram; from there the 
group have been ‘picking off’ 

problems 

Pilot Data: beginnings of 
improvement in some of our 

measurements (and hugely useful 
qualitative data  too) – encouraging, 

but still a long way off from where we 
want to be. Further PDSA cycles (and 

change ideas) required 

Several changes were made due to PDSA from 
the 7 Day Pilot Plan (above) to the 
Phase 1 Implementation Plan (below) 

Ward move planned for 24th November  – do we implement the 
Assessment Bay then? 

 We want to trial it again …We want better staffing before we 
implement it… We want to have resolved all the glitches in the 

model first… 

BUT…. We don’t want to take the old model to the new ward; and 
will  we EVER have this perfectly planned, or piloted smoothly or 

have 100% staffing? 

Unlikely… so shall we just go for it, knowing that we can still do PDSA 
cycles and develop the model in situ?  

Let’s just go for it!  

We can have a phased implementation, starting with the bits we’re 
most confident about, and introduce other elements when we’ve 

tested & developed them… 

We’ll keep working on it, measuring it, improving it and then we’ll 
get our SDSA plan together. 

Poor performance against 
standards for NEWS, time 
to nurse assessment, time 

to consultant review  & 
sepsis targets; peak 

admissions in the late 
afternoon/evening with 

fewer senior decision 
makers around 

Main Changes via PDSA cycles: 
• Number of trolleys 
 •Nurse staffing model 
• Nurse assessment process & 
paperwork 
• Contingency for poor flow in 
Assessment Bay 
• Process for how Assessment 
Team work 
• A new medical rota in 
progress  

Patient Panel: 3 expert patients attended during the 7 Day 
Pilot – our problem & potential solutions were discussed, 

they had a tour of the change ideas in action & talked with 
staff. Their feedback and ideas were incredibly useful. The 
panel will be coming back in January after the ward move.  

Patient Panel 


