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Executive Summary 
 
The Emergency Department (ED) at Frimley Park Hospital serves the population of North East 
Hampshire and Farnham.  The local and national context is longer waiting times in the Emergency 
Department which can cause overcrowding, which impacts negatively on patients and staff.  The 
Frimley Park ED introduced Emergency Severity Index Triage Tool in July 2016 to improve patient 
flow and reduce waiting times.  The Happy, Healthy, at Home Vanguard provided a contribution 
to the costs of ESI in 2017/18 and Wessex AHSN have worked with the Frimley ED to evaluate the 
impact of this new triage tool. 

The ESI tool, which was developed in the USA in 1999, hasn’t been used by many Trusts in the 
NHS so far.  It clinically stratifies patients into one of five categories based upon their acuity and 
resource need: 

 ESI 1 and 2 – patients that the NHS traditionally refer to as “resus” and “majors” – around 
20% of patients attending ED. 

 ESI 3 – the “complex middle ground” these patients are further categorised as Vertical (on 
a trolley) and Horizontal – around 50% of patients attending ED. 

 ESI 4 and 5 – traditionally refered to as “minors” – around 30% of ED attendances 

To support the ESI 3 Vertical triage group, a new Assessment Unit had been opened in the ED, 
staffed by registrar doctors and nurses and open daily from 8am to 10pm.  It was agreed that this 
evaluation should focus on this part of the service.  

However, in the event, the plan to focus on the impact that the ESI 3 Vertical service had had on 
flow through and waiting times in the department was not possible because the available data 
sets did not split the vertical and horizontal triage patients.  This was a disappointment to the 
evaluation team and the ED team.  It has been possible to look at aggregate activity and waiting 
time data for the department and this is positive.  The number of four hour waiting time breaches 
in the ED fell from 8.1% in 2016 to 7.3% in 2017 – a reduction of 177.  This coincides with the 
introduction of the ESI triage tool and the new assessment unit.  The ED staff interviewed believe 
that this is because ESI and the Assessment Unit have improved flow and capacity through ED. 

An experienced qualitative researcher interviewed 6 staff1 and analysed 10 patient case studies 
and brought these together into a single synthesis of findings.  Staff were satisfied with the ESI 
process, describing it as a good system.  A number of patient benefits were identified, including 
faster assessment, better care, improved patient safety, avoided unnecessary tests and avoided 
unnecessary hospital admissions.  It also provides an opportunity to improve patients 
understanding of when to use ED and when to go their GP. 

The qualitative evaluation identified staff views on a better flow of patients in ED – having an 
Assessment Unit for the ESI 3 vertical patients has: 

 Freed up time and pressure on the majors list (ESI 4 and 5) 

 Created more trolley space 

 Reduced waiting times for ES1 and 2 

 Avoided unnecessary admissions and tests 

A number of active ingredients were identified as essential characteristics of the ESI process.  
Having a dedicated Assessment Unit, led by Registrars and with good triage nurses were key.  The 
speed and ease of the ESI tool in a busy and dynamic environment is also key to its success, as is 
using it flexibly when patient’s need change. 

                                                           
1 2 ED Registrars, 3 ED nurses and an ED Consultant were interviewed. 
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Staff outcomes were collected using the R-Outcomes staff measures, with forty-eight ED staff 
completing the surveys, eight of whom worked in Assessment Unit.  Four staff outcome measures 
were collected as follows: 

 Work wellbeing was reported as being good for both groups.  The Assessment Unit staff 
reported a greater sense of their job being worthwhile, but also a greater level of anxiety. 

 Job confidence was a good for ED staff and very good for Assessment Unit staff – who scored 
a lot higher on knowing enough about their job and being able to manage their work. 

 Staff perception of the Service they provide to patients was good for ED and very good for 
Assessment Unit staff – who scored a lot higher on seeing patients promptly and being well 
organised. 

 Service Integration had the lowest scores from both groups, with low scores for services 
talking to each other and feeling empowered to work with other services. 

The Unit is staffed by 2.7 wte registrars and 2.9 wte nurses with a staff budget of circa £300K.  The 
evaluation examined whether there were staffing constraints to delivering the Assessment Unit.  
Nursing staff were reported as being routinely filled without difficulty.  A 3-month review of the 
Registrar shifts found that 19% were not filled internally and that of the 19 vacant shifts, 17 had 
been filled by agency staff.   

This evaluation has found good evidence of support from ED staff for the ESI model and the 
Assessment Unit and a belief that this has improved patient flow through and capacity in ED.  Its 
introduction has coincided with improved waiting times in ED.  Self-reported outcomes in the 
Assessment Unit are good, and better than the rest of ED, and the staffing model appears 
sustainable. 
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1. Context and purpose of this report 

Brief purpose of this report 

1.1 Wessex Academic Health Science Network (AHSN), as the independent evaluation partner 
for the North East Hampshire and Farnham Vanguard programme, has evaluated the 
“category 3” workstream of the Emergency Severity Index (ESI) tool, which has been 
implemented in the Emergency Department at Frimley Park Hospital.  

1.2 This report presents the results of a mixed methods evaluation of the ESI3 workstream.  

Context 

1.3 Nationally, pressures on hospital services and Emergency Departments (EDs) are growing, 
with many EDs failing to achieve the four hour waiting target. The chart below illustrates 
Frimley Park Hospital’s (FPH) 4 hour waiting time performance since April 2015, in 
comparison to national performance since August 2010.   

 

1.4 FPH is the main acute hospital trust serving the population of North East Hampshire and 
Farnham, and West Surrey - it has a large type 1 ED. 

1.5 The population of the North East Hampshire and Farnham CCG is expected to rise by 2.1% 
between 2018 to 20222, indicating a greater potential future demand on health services, 
including the ED.  

1.6 As increasing patient volumes and patient complexities contribute to ED delays, 
conventional processes of care must be reconsidered in order to increase efficiency and 
effectiveness within ED. Innovations and improvements in management and clinical 
processes are one approach to enhancing patient flow and care through ED. 

1.7 Within this context, FPH took a decision to pilot the ESI tool in July 2016 with the aim of 
optimising adult patient flow through ED, and to contribute to improved performance 
against the 4 hour target within ED. 

  

                                                           
2 ONS Population projections – May 2016, taken from 
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/clinicalcommissio
ninggroupsinenglandtable3  

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/clinicalcommissioninggroupsinenglandtable3
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/clinicalcommissioninggroupsinenglandtable3
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Background to ESI 

1.8 Developed in 1999 by the United States Agency for Healthcare Research and Quality, the 
ESI is a five-level ED triage algorithm that clinically stratifies patients into five categories 
from 1 to 5 on patient acuity and resource need, as follows: 

 ESI 1 and 2 being traditional ED “resus” and “majors”  

 ESI 3 (see 1.9 below) 

 ESI 4 and 5 being traditional ED “minor injuries” 

1.9 ESI category 3 (ESI3) comprises the complex middle ground - patients whose immediate 
needs may not be serious, but could escalate, are complicated, and require a number of 
resources to be involved. ESI3 patients can be further divided into those who present 
“vertical” (i.e. are able to walk) and those who present to ED “horizontal” (i.e. on a trolley). 
The latter cohort of people are usually treated under the “Majors” workstream. 

1.10 Prior to the use of the ESI tool, patients categorized now as ESI3, 2 and 1 were treated in 
the same area of ED – the majors and resus areas. This often resulted in long waiting times 
for people classified as ESI3 because ESI2 and 1 patients took priority due to the 
urgent/emergency nature of their needs. One goal of implementing the ESI was to 
decongest the ESI2 and 1 ED areas by providing a dedicated pathway for ESI3 presentations, 
leading to shorter waits for treatment for ESI3 patients.  

1.11 The initial ESI pilot in FPH ED demonstrated there had been a reduction in 4 hour waiting 
time target breaches within the ESI3 category. The pilot also suggested an increased pace at 
which patients moved through the ESI3 vertical pathway,  with subsequent improvements 
in patient outcomes and a positive impact on activity within other patient flows, such as 
majors (ESI1 and ESI2). 

1.12 FPH fully rolled out the use of ESI in August 2016, and this included development of a new 
ED Assessment Unit for ESI3 vertical patients. This is one of several new models of care that 
have been established with the support of the Happy, Healthy, at Home Vanguard 
Programme to respond to the changing needs of the Vanguard’s population.   

1.13 The intended long terms impacts of the ESI project (as set out in the project logic model, 
see Appendix 1) are below. These support the intended long term impacts set out in the 
Happy, Healthy, at Home Vanguard logic model. 

 Shorter waits in ED for ESI3 vertical patients 

 A reduction of ESI3 vertical patients ED breaches 

 Consistency of triage acuity 

 Improved patient flow within the hospital and wider system 

 Assurance of availability of previously constrained resources 

 Improved patient safety and experience 

 Value for money -  a reduction in length of stay and avoidable admissions 
 

Purpose of this report 

1.14 As the Vanguard’s independent evaluation partner, Wessex AHSN has evaluated the ESI3 
vertical workstream to consider the impact of this new care model and whether the project 
has met its objectives. This report presents the results of a mixed methods evaluation of 
the ESI3 vertical workstream.  
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1.15 The design of the evaluation methodology was based on the ESI3 vertical logic model 
(Appendix 1). The logic model describes the links between the key activities (or inputs), 
outputs, outcomes and intended impacts of the service model. The logic model was 
developed by the ED service. 

1.16 The evaluation fieldwork (both qualitative and quantitative) was undertaken over a four 
month period from August to November 2017. 

1.17 The remaining chapters of this report begin with a description of the service, before 
presenting the result from qualitative and quantitative field work. Where possible, datasets 
have been triangulated and conclusions drawn from the analyses.  
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2. The Emergency Severity Index (ESI) Delivery Model 

2.1 A pure ESI model uses an algorithm to determine the categorisation of a patient. FPH have 
adapted the ESI model and use a senior nurse to undertake the initial categorisation of a 
patient on arrival at ED.  

2.2 Although similar to a traditional ED “triage process”, ESI categorisation cannot be 
considered or compared to triage as no patient assessment is completed at the point of 
categorisation. Unlike a triage model where a patient is triaged and then returned to a 
waiting room for treatment, the ESI model directs the patient to the appropriate waiting 
room (usually Minors for ESI 5 and 4, and Assessment for ESI 3 vertical patients) or for 
immediate treatment if required (usually Majors and Resus for ESI 3 horizontal, 2 and 1). 
The following diagram summarises the ESI pathways - a large version is included at 
Appendix 2.  

 

 

2.3 At FPH, ESI3 horizontal patients generally flow straight through to the Majors workstream 
but patients do flow between ESI3 vertical and horizontal as required.    

2.4 FPH estimates 30% of adult ED attendances are as ESI4 and ESI5 (Minors), 20% of people 
attend as ESI1 and ESI2 (majors) and the remaining 50% of attendances are ESI3 (both 
vertical and horizontal). 

2.5 The new dedicated ED Assessment Unit’s objective is to assess and treat ESI3 vertical 
patients as part of the new model of care. The Assessment unit operates 8am to 10pm daily 
and the service is currently only for those over 18 years.  

2.6 FPH has developed dedicated staffing models for each ESI category. ESI3 vertical has a 
staffing model of: 

 1 FTE doctor (senior registrar) per shift 

 3 FTE nurses per shift 

 2 FTE healthcare assistants per shift 
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2.7 The graph below provides the monthly ESI3 activity since April 2017. April 2017 is the first 
month where ED data is coded with an ESI coding. The data cannot be split between ESI3 
vertical and horizontal presentations as data coding does not differentiate between these 
categories.  
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3. Synthesised Qualitative Findings 

Introduction 

3.1 Two qualitative methods were employed to investigate the Emergency Severity Index (ESI) 
and its use in the Emergency Department (ED). Evidence from both staff interviews and 
patient case studies were brought together in a single synthesis. A methodological 
triangulation approach was used to enrich the overall findings and enhance the 
understanding of the service. 

3.2 The aims of the two components were:  

 Staff interviews – these sought to understand the experience of using the ESI and its 
perceived impact on ED and patients 

 Patient case studies – these sought to collect in-depth stories about situations, 
obstacles, action taken, and impact of ESI use 

3.3 It was important to investigate contextual factors, processes, and perceived impacts to 
determine active ingredients of ESI use. Factors were considered active ingredients if they 
were discussed as important and in the context of a described impact.  

Approach to each qualitative component and synthesis 

3.4 The staff interviews were semi-structured and promoted open-ended responses to allow 
room for divergence to expand on topics that were not pre-judged to be relevant. Semi-
structured interview questions were based on the ESI logic model. Staff were invited to take 
part in the interviews by the ED Chief of Service – all ED staff were eligible for participation. 
Staff interviews were undertaken one after another over the phone (consecutively 
sampled). Staff consented to interview were audio-recorded so their views could be 
thematically analysed.  

3.5 A recognised process of thematic analysis was used3 and sought to identify themes from 
the qualitative data. The goal being a table of well defined and described themes. Six staff 
interviews were conducted at one time-point only, by telephone, and took approximately 
30 minutes. Staff members interviewed were 2 ED registrars, 3 ED staff nurses, and 1 ED 
consultant with senior management responsibilities.  

3.6 Case studies (10 in total) were collected by ED staff in November 2017. These were 
thematically analysed in the same way as the interviews. A methodological triangulation 
approach was used to enrich the overall findings and enhance the understanding of the 
service. This involved combining the issues from both qualitative methods into one set of 
themes.  

Synthesis findings 

3.7 A wide range of issues were identified in both qualitative components. These were 
combined into themes and are presented in Table 3.1 below. This table is also graphically 
represented in Figure 3.1. A total of 24 themes were identified from combining both data 
sources, and these were organised into 5 higher order themes. Findings indicated there 
were 7 ‘active ingredients’ to ESI work, 2 ways in which staff were satisfied with ESI, 7 types 
of patient impact reported, 6 types of system impact reported, and 2 barriers to ESI work.  

 

                                                           
3 Braun V and Clarke V (2006) Using thematic analysis in psychology. Qualitative Research in Psychology. Vol 

3: 77-101. 
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3.8 Active ingredients are the characteristics which define a service, and enable success, 
scaling-up, adoption and replicability of a new model of care elsewhere4.  

3.9 An important caveat to the findings was the breadth in which staff wished to discuss their 
work with ESI. During the interviews, it was difficult for all interviewees to maintain their 
focus on the specific difference between horizontal and vertical ESI3 patients, which was an 
important element of this evaluation.  

3.10 Interviewees felt it was important to see the ESI process alongside the wider picture of 
work in ED. Despite this, the perceptions and themes reported were about ESI3 patients in 
all cases. Therefore, the themes in Table 3.1 are relevant to ESI3 work but it was not always 
clear enough to distinguish issues between horizontal and vertical patients in that category. 

Table 3.1: Synthesised themes from staff interviews and case studies 

Higher order theme Theme 

Perceived active 
ingredients of ESI 
process 

1. Nurse on reception to triage using ESI 

2. Nurse triage using ESI 

3. Physical space/assessment area in ED 

4. Flexible approach to ESI work 

5. Registrar led 

6. A fast system of triage 

7. Easy to use ESI 

Staff satisfaction 
with the process 

8. Generally satisfied with process 

9. Good system 

Patient impacts 
reported 

10. Faster assessment 

11. Avoiding unnecessary tests/time 

12. Avoiding unnecessary admission 

13. Right care at the right time 

14. Better care received 

15. Safety improved 

16. Patients’ understanding of ED improved at point of 
discharge 

System impacts 
reported 

17. Avoiding unnecessary tests/staff time 

18. Avoiding unnecessary admissions 

19. Free up time and pressure on majors list 

20. Better flow of patients in ED 

21. More bed space in ED 

22. Formalised links with other hospital departments 

Barriers / disruptive 
factors reported 

23. Patients’ expectations of being seen within 4 hours 

24. Patients’ unrealistic expectations of what ED can do for 
them  

 
 
 
 
 
 

                                                           
4 NHS England (2016) New Care Models - Evaluation strategy for new care model 
vanguards  
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Figure 3.1: Emergency Severity Index category 3 (ESI3) in the emergency care setting: active ingredients (AI), disruptive factors and impacts 
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Perceived active ingredients of ESI process  

3.11 Two important active ingredients were capacity related and clear from the start. There was 
an obvious link between effective ESI use and having the ESI / assessment process registrar 
led. This was strongly felt by the ED consultant, as he stated:  
 
“It’s important it is registrar led as some inexperienced junior doctors have ordered 
unnecessary tests for the patients, especially those we now consider ESI-3 vertical patients. 
Now, ESI-3 vertical patients are seen by senior clinicians and often the number of tests are 
minimal, or kept to a minimum, a lot of these patients don’t need A&E support, the senior 
clinicians help to divert patients off elsewhere, using ambulatory care for example.”  
 
In addition, having senior nurses categorise patients using ESI was clearly vital. This was best 
described by the ED consultant with senior management responsibilities:  
 
“The vital safety bit of ESI is having the senior nurse in reception listening to the patient 
stories, trying to pick out patients who are really sick and need urgent care. The fact that a 
senior nurse is there in reception is key bit of safety work in the ESI process. Also, we’re trying 
to emphasise to staff the importance of the senior nurse on reception as an important safety 
measure of the ESI process.” 
 
An active ingredient was the use of a nurse on reception from 8am to 10 pm to categorise 
patients using ESI. When used, staff felt a greater number of patients were diverted away 
from ED before they were registered to be assessed. This saved time and effort for all 
concerned, as described by this staff member: 

“…without the nurse on reception, and we don’t always have them, about 1 in 4 patients hit 
the assessment area unnecessarily, because they’re Cat 4 or 5. With the nurse on reception, 
these patients don’t get booked into the ED and can save a lot of work.”  

3.12 Other vital active ingredients were having the physical space to conduct the ESI assessment 
in ED and the nature of it being a fast system of categorisation and easy to use for staff.  
 
The latter issue was raised by the ED consultant with senior management responsibilities: 
 
“It’s simple and that’s one of its greatest successes. It’s got a high level of reproducibility to 
it. It uses a common language and clinicians can identify with that.” 
 
The final active ingredient was the flexible approach to ESI work. This was best 
demonstrated by the ED consultant with senior management responsibilities:  
 
“We’re expanding hours from 8am to 10pm to 8am to 2am on weekdays. It gives us more 
flexibility to get the patient assessed, in front of the right person and get them home.”  
 
Most staff reported the watching eye placed on patients and non-rigidity of the ESI 
categorisation process, as described by this staff member: 

“…if they come in with abdo pain and are a Cat 3, but then they develop chest pain, they will 
be re-classed as a Cat 2. This can happen at least once a day and it’s an important part of 
the process.”   
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Staff satisfaction with the process 

3.13 Across all the interviews and case studies, there was a general level of satisfaction with the 
ESI process. All the staff referred to the ESI process as an important part of ED work and 
many reported a range of positive impacts (explored later in this report). Furthermore, staff 
reported the ESI process specifically as a good system, as demonstrated by this staff 
member:  

“It’s a good system, we haven’t encountered any problems with it so far, it does the job. The 
registrars can get a bit fed up as a lot of these patients (ESI3) aren’t emergencies and could 
be seen by their GP, but at least we have a way to manage and record it.”  

Patient impacts reported  

3.14 Seven important patient impacts were perceived by staff and/or reported in the case 
studies. All staff felt the ESI process helped them to engage in faster assessment of 
patients, and subsequently better care was delivered to patients, in particular patient 
safety was improved. Staff also perceived the ESI process helped to avoid unnecessary 
tests/time and avoid unnecessary hospital admissions.  

“We are better at not doing 1001 tests for patients who don’t really need them. We’ll refer 
back and get them to the right place. We are more aware now of ‘over-bleeding’ people.” 

3.15 The impacts above all contributed to a broader perceived impact of providing the right care 
at the right time. The quote above helps to demonstrate this was in the minds of staff as 
they described other impacts. Organising patients to be in the right place was also 
evidenced by staff who stated the majority of ESI3 ‘vertical patients’ (perceived as 70% of 
ESI3) were appropriately referred back to their GP. Whilst ED staff stated their frustrations 
in having to assess these patients, they also highlighted their satisfaction that an 
appropriate process was in place, namely ESI.  

3.16 The final patient impact identified was patients’ understanding of ED improved at the 
point of discharge. Staff perceived the ESI process helped patients to better understand the 
use and potential abuse of ED. This staff member described what often happens: 

“We usually bring up the fact that ED is for emergencies, for those who’ve come in 
unnecessarily we tell them they could have seen their GP or have waited for the date of their 
outpatient visit.”  

System impacts reported 

3.17 Six important system impacts were perceived by staff and/or reported in the case studies. 
Two of these were highly linked to two patient impacts. Namely avoiding unnecessary 
tests/staff time and avoiding unnecessary admissions. Clearly there are benefits to both 
patients and the system of avoiding unnecessary activity in these areas.  

3.18 A major benefit perceived by staff was the ability of ESI to free up time and pressure on the 
majors list, as reported by this staff member:  

“In short, it’s freed-up space on the majors list. Its also reduced waiting times generally so 
people can be seen quicker.”  

This issue was also raised by the ED consultant with senior management responsibilities:  

“Before ESI-3 we had a traditional model of triage and assessment, all those patients came 
through into majors. Those that came into the majors workstream we put all into one 
singular place. Whether or not they were someone who came in through the waiting room 
with minor issues along with someone who was potentially very unwell and on an 
ambulance trolley. Unless you leapt out as really sick, you would all be in the majors pile.” 
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3.19 Staff also reported there was a better flow of patients in ED due to the ESI / assessment 
area process.  

“Previously, before we introduced ESI, if you were a patient who might be a Cat 4 or 5 you 
would have waited a long time and would have kept being pushed to the bottom of the 
pile.”  

This issue was also raised by the ED consultant with senior management responsibilities: 

“There has been a change in the flow of patients through A&E. I was massively skeptical at 
first, but the model before and the model now in terms of flow is so much improved.” 
Having an assessment area to syphon off the vertical ESI-3 patients, in the context of the 
national picture, has improved flow and this means to me it’s been really successful.” 

3.20 In addition, staff reported there was now more bed space generally in ED. This was often 
linked to the reduction in workload for staff managing the majors list and referral-back-to-
GP decisions for many ESI-3 vertical patients.  

“We have less patients sitting in bed waiting, so its freed-up space for unwell patients.”  

This issue was also raised by the ED consultant with senior management responsibilities:  

“Being able to syphon off the ESI-3, both vertical and horizontal patients, was useful as we 
have a finite amount of space in A&E. Having that group of patients on a separate 
workstream to get them in, assessed, various investigations done and home or back out to 
the waiting room or into ESI-2 category was really useful. We now use our ‘horizontal’ space 
in A&E much better now and it’s really helped to unclutter and decongest the department.” 

The final system impact was better, more formalised, arrangements with other hospital 
departments, as described by this staff member: 

“We found out what their policies were and incorporated them into the ED processes. So we 
are now moving patients to the right area in the hospital because we know the policies and 
acceptance criteria of that part of the hospital. Obviously, we’ve always been moving people 
around in hospital, but since the ESI started we have formalised it a lot more and its better.” 

 
Barriers / disruptive factors reported  

3.21 On the whole, staff were satisfied with the ESI / assessment area process. However, they 
did report two factors as barriers to effective ESI and ED work. These were patients’ 
expectations of being seen within 4 hours and more generally patients’ unrealistic 
expectations of what ED can do for them. This was best described by this staff member: 

“We do come across patients who think we will solve all their problems there and then. In all 
fairness this is a growing issue. The expectations of patients are high. Each day we see 8 to 
10 people who want us to solve their problems right there and then. There is a problem with 
excessive expectations and this leads to slowing down of work in the ED.”  
 
This issue was also raised by the ED consultant with senior management responsibilities:  

“There is a reasonable amount of re-direction from the assessment area. That’s often to 
ambulatory care and primary care. Within hours we try and educate the patient to get them 
in front of the right person, which may be their GP, but may not be today, but we try and 
give them reassurance it’s the right thing to do.” 
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Conclusions from the qualitative evaluation 

I. Overall, staff perceptions and case studies findings were positive about ESI work in ED. Staff 
were satisfied with it as a categorisation tool.  

II. A number of active ingredients, disruptive factors and impacts were uncovered. These all 
contributed to understanding ESI work.  

III. Seven different active ingredients were vital to enact ESI work on a day-to-day basis. These 
were the need for the assessment process to be registrar led, have nurses triaging, have 
nurses on reception to triage using ESI to potentially avoid unnecessary registration of 
patients who could be referred back to their GP, the physical space/assessment area in ED, 
undertaking a flexible approach to ESI work, and having it remain a fast and easy process to 
enact in a busy ED environment. Importantly, changes in the application of the active 
ingredients would likely change the impacts. 

IV. A range of patient impacts were identified. These were faster assessment, avoiding 
unnecessary tests/time and hospital admissions, providing the right care at the right time, a 
perception by staff that better and safer care had been provided, and staff believed 
patients’ understanding of ED had improved at point of discharge due to patients’ 
experience of being made aware of the ESI /assessment work.  

V. A range of system impacts were identified. Two were related to the patient impacts of 
avoiding unnecessary tests/staff time and unnecessary hospital admissions. A major benefit 
of ESI work was to free up time and pressure on the ED generally and in particular the 
majors list. Staff perceived ESI work had permitted a better flow of patients in ED and more 
bed space. Also, formalised links with other hospital departments had been developed 
since the advent of ESI work.  

VI. ED staff perceived the main disruptive factor to ESI work was patients’ excessive 
expectations of what ED could do for them. This led to unnecessary arrivals at ED and to 
generation of work for ED staff through prolonged contact with staff when they could have 
been effectively managed by their GP or scheduled out-patient appointment.  
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4. Staff Reported Outcomes 

Introduction  

4.1 The opinions and views of staff were collected for this evaluation using the staff R-
outcomes measures.  These are a set of short generic person reported outcome measures 
(PROMs) being used by Wessex AHSN as a way to evaluate innovations and new services.   

4.2 This evaluation used four staff R-outcomes measures: 

 
 

Job Confidence Score 
This score monitors staff confidence in their ability to 
manage their own role when at work.   

 
 
 

 
 
 
 
 
Staff Wellbeing 
This is a short generic measure of happiness or 
subjective wellbeing and is closely based on the Office 
of National Statistics personal wellbeing questions 
used in the Annual Population Survey. 
 
 

 
 
 

Staff experience 

This is staff reported experience of patients’ care.  It 
includes both relational aspects of experience and 
service delivery.  

 

 
 
 
Service Integration 

This is a measure of staff self-reported cooperation and 
integration with their working system.  
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4.3 All R-Outcomes results show mean scores on a 0-100 scale. If all respondents choose the 
best response (green face), the score is 100.  If all selected the worst (red face), the score 
is 0 - a higher score is always better.  Scores less than 40 points are very low, scores of 40 
to 59 are low, 60 to 79 are moderate, and over 80 points are high.  

4.4 All staff in ED were invited to take part in the R-Outcomes survey – the survey was sent to 
320 staff. Across ED, 48 staff R-Outcomes responded (data collected October 2017). This 
represents a response rate of 15%. 

4.5 Staff were asked to report which area of ED they were working in on the day they 
complete the R-Outcomes survey. This field was collected to permitted a comparison of 
staff working in Majors, Minors, the Emergency Department Observation Unit (EDOU), 
and in Paediatrics to just those working in Assessment. A total of eight members of staff 
reported that they were working in Assessment on the day of completing the survey – the 
staff working in Assessment represent those staff working in ESI3 for the purpose of this 
survey.  

Results  

4.6 The following charts describe the demographics of the 48 staff who participated, split in 
the way described above. The key observations are:  

 Most people are aged 30 to 59, and most people are female (33 of 48) 

 The gender split of those working across the other four areas of ED is broadly equal to 
the gender split in ESI3 

 When completing R-Outcomes, most staff (44 of 48) were working in their usual area 
of ED  

 
 

4.7 The results are presented below; green bars on the graphs represent ESI Assessment staff, 
while orange bars represent staff who work in Majors, Minors, the Emergency 
Department Observation Unit (EDOU), and in Paediatrics collectively.  

Work Wellbeing  
 
The overall work wellbeing score for 
staff working in Assessment is similar 
to that of staff working in other areas 
of ED (71 versus 70 points – both 
moderate scores). The first two 
questions of this question group are 
about longer term staff wellbeing. In 
these two questions, Assessment staff 
score higher than all other ED staff. 
Scores over 80 are considered high - 

staff in Assessment score 83 in job satisfaction, and 92 in job worthwhileness. The 
second two questions consider short term wellbeing and anxiety. Assessment staff 
scored 75 for “I was happy at work on the previous day” and have a low score for “I 
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was NOT anxious yesterday” at 43 points – scores of 40 to 59 are low, and scores less 
than 40 are considered very low showing this score is close to the boundary between 
these two classifications. This shows some short term anxiety at work amongst 
Assessment staff. Further analysis was undertaken of the scores for “I was NOT 
anxious at work yesterday” to consider the distribution of the scores and to 
understand if it was one or two individuals which were influencing the low score. This 
analysis shows that all staff scored this question low. The score is not therefore 
skewed by a few very low responses and is representative of the group however due 
to the small sample size of Assessment staff (N=8), it is hard to speculate on a cause of 
such a low score.  

Job Confidence 
 

Assessment staff again report 
scores higher than colleagues in 
other areas of ED across all areas 
of the job confidence question 
group. A notable difference of 19 
points between the two cohorts is 
seen in “I know enough about my 
job”. Three of four questions all 
score over 80 points (high scores) 
for Assessment staff, while “I am 
involved in decision that affect 
me” scores 79 points.    

  

Staff experience – how are we doing?  

Staff experience scores are high (over 80 points) 
for “we treat people kindly”, “we listen and 
explain” and “well organized” and are higher than 
colleagues in other areas of ED which are all 
moderate scores.  The score for “we see people 
promptly” is moderate (75 points), but remains 14 
points higher than the opinions of those in other 
ED areas (61 points).  

  

Service integration  

 
Service integration scores are 
low (circa 55 points) for both 
cohorts of staff across all four 
service integration questions. 
Scores are also notably lower 
in comparison to three 
previous R-Outcomes question 
groups described above (work 
wellbeing, job confidence and 
staff experience).  
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Conclusions and synthesis of staff R-Outcomes results  

4.8 Considering all R-Outcomes results for Assessment staff, high scores have been recorded 
in job confidence (84 points overall), and staff experience (81 points overall) suggesting 
that staff feel confident in the delivery of their service and believe they are delivering a 
good service to patients. Scores are also higher than the scores of all other ED staff in 
both question groups (by 9 and 10 points respectively). 

4.9 Personal wellbeing has 3 of 4 scores as moderate or high scores, and scores are higher in 
comparison to the scores of other ED staff indicating staff wellbeing is good. However the 
score for I was NOT anxious at work yesterday amongst assessment staff is very low (43 
points) indicating there is a need to be addressed. Across the whole R-Outcomes survey, 
this is the only score for Assessment staff which is lower than the score of all other ED 
staff, and is the greatest score differential at 25 points. 

4.10 Service integration scores for both cohorts of staff are low (typically around 55 points) 
although Assessment staff score slightly higher than the other staff cohort across all 
questions. There is a clear indication that all ED staff do not feel as confident at service 
integration as other aspects of their role however this is in contrast to the findings of the 
qualitative study elements which reports more formalised, arrangements with other 
hospital departments for staff as a result of the ESI. One interpretation for this is that staff 
may underestimate the extent of their service integration when asked through the R-
Outcomes questions, but speak more positively about service integration.   

4.11 Despite these results, it is important to note the small sample size amongst the 
Assessment staff cohort (N = 8).   
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5. Staffing Model Analysis 

Introduction 

5.1 Data on medical (doctor) staffing in the ESI3 has been collected over a 3 month period. 
The aim of this evaluation element is to assess the sustainability of the ESI3 medical 
staffing model, and understand the impact of resourcing ESI3. Data was collected over the 
period August to October 2017, for 93 days.  

5.2 The service has reported no difficulties or issues with filling nursing posts within ESI3, and 
therefore this analysis has not considered such roles.  

Results 

5.3 Data analysis reveals that 19% of days (N = 18 days) had one or more vacant shifts. This 
comprises 17 days where there was one doctor’s shift vacant, and one further day where 
there were two shifts vacant. All vacant shifts were “Registrar” grade doctors.  

5.4 The ED successfully filled 17 of the 19 shifts, and all shifts were filled via agency or bank 
staff. The ED reports that there were no implications in terms of a disruption to the 
delivery of ESI3.   

5.5 On the two days where the 2 Registrar posts could not be filled, the service did report that 
there was a partial reduction in service delivery – this represents 2% of days analysed.  

5.6 Considering whether there is a trend in days upon which shift vacancies fell, no evidence 
could be found of a trend where vacancies fell across the week (see graph below).  

 
Conclusions from the staffing analysis 

5.7 This analysis identifies that the staffing model for doctors in ESI3 is sustainable and gaps in 
the staffing model have little impact on the delivery of care – only 2% of days reviewed 
had a partial reduction in service provision due to staffing shortages.  

5.8 However, in order to achieve this level of service provision, there is a reliance on bank and 
agency staff to backfill - 18% of days reviewed used bank or agency staff to fill vacant 
shifts. Clearly a reliance on bank and agency staff will have a financial consequence for ED 
due to higher costs of temporary staffing.  
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6. Activity Analysis 

NOTE: Access to the activity data required to answer the evaluation questions was not 
available for this report since it is not possible to split ESI3 vertical and horizontal 
patients within the available datasets. 

High level, aggregate data has however been accessed via NEHF CCG and is presented 
below. The consequence of this is no full assessment of the impact of ESI3 on vertical 
patients can be made.  

6.1 NEHF CCG has provided ED activity data to consider the impact of ESI3. ESI data is 
available for a six month period, from April to September 2017 (known herein as the 2017 
cohort). A pre-ESI comparison has been used for the same six month period in 2016 
(known herein as the 2016 cohort), prior to the implementation of the ESI.  

6.2 A comparison of the total number of ED attendances over the two time periods indicates 
a small variance in total ED attendance numbers (60 attendances), suggesting the two 
time periods are comparable in terms of total activity.  

ED Attendances 2016 cohort 2017 cohort 

April 4389 4384 

May 4320 4813 

June 4908 4697 

July 4618 4840 

August 4628 4310 

September 4581 4460 

Total 27444 27504 

Difference 60  

 

6.3 Of the 27,504 people who attended ED, 49% of people were classified as ESI3 patients. 
Data therefore agrees with the services estimation that 50% of ED attendances are ESI3 
(section 2.4).   

Impact of ESI on 4 hour breach rates 

6.4 During the active hours of ESI, analysis indicates that there were fewer beaches of the 4 
hour waiting time target amongst the 2017 cohort, versus the 2016 cohort – an 
improvement of 0.8%.  

 2016 cohort 2017 cohort 

% breach of 4 hour target 8.1% 7.3% 

Net change -0.8% (improvement) 

6.5 For the 2017 cohort, the 4 hour breach performance has been calculated against 22,652 
patients who attended ED during the active hours of ESI3. A 0.8% improvement in 
performance against the 4 hour waiting target is therefore equivalent to an improvement 
of 177 ED attendances not breaching the 4 hour waiting target. 
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6.6 Data has been collected locally on the performance of the ED Assessment area against the 
4 hour waiting time target - performance is shows on the graph below against the 95% 
target and of all other Type 1 ED departments nationally.  

 

6.7 Average performance over the 11 month period is 93%, however there are many months 
were performance exceeds the 95% target. There is a clear reduction in performance over 
the winter months. Performance in the Assessment Area is notably better than that of all 
other national Type 1 ED departments.   

 
Time taken to admit from ED  

6.8 Analysis of the time take to admit a person to hospital from ED (any ESI category) is 
shown below for the 2016 and 2017 cohorts. Analysis indicates that patients were 
admitted to hospital faster when ESI is active in ED – a 2% improved in the proportion of 
people admitted in two hours, and also within three hours in 2017 in comparison to the 
2016 cohort. This suggests improved patient flow within the ED and hospital, and 
improved patient outcomes.  

 2016 cohort 2017 cohort 

% patient admitted within 
2 hours  

16% 18% 

% patient admitted within 
3 hours  

86% 88% 

Net change -2.0% (improvement over both 
time frames) 

 
Summary 

6.9 It is not possible to answer all evaluation questions in detail due to the required data not 
being available, however the analysis which has been undertaken indicates that there are 
fewer breach of the 4 hour waiting time target following the implementation of ESI and 
that patients are admitted to a hospital bed faster than before the implementation of ESI. 
This suggests patients are being treated quicker as a result of this new approach to ED 
management. Other benefits, such as a reduction in subsequent hospital length of stay, 
could not be quantified.  

6.10 These changes are however small, and the depth and breath of this analysis is significantly 
limited due to the access to necessary data. Based on this limitation, it is therefore 
difficult to solely attribute the observed changes to the ESI tool.  

 

  



 

 

Evaluation of the Emergency Severity Index Category 3 – May 2018 25  

7. Economic Analysis 

It was not possible to access data to enable economic analysis. See further detail in the 
note at the start of Chapter 6.  

8. Costs of providing the service  

8.1 The annual cost of providing the ESI3 service is £292,844 – this includes the following 
assumptions: 

 2.70 WTE registrar 

 2.88 nursing posts 

 Posts are costed at the mid-point of the pay scale 

 All posts are provided on a substantive basis 

 Registrar cover is from 8am-10pm weekdays and 12pm - 10pm at the weekend (90 
hours per week) plus 20% cover for sickness, annual leave, training etc.  

 Nursing cover at Band 5 8am-10pm weekdays and 12pm-10pm at the weekend (90 
hours per week) plus 20% cover for sickness, annual leave, training etc. 

8.2 As an alternative scenario, FPH has provided a projected annual cost of £632,811 if the 
service was staffed by agency staff.  

8.3 These costs are exclusive of non-staff costs – it is not possible to provide non-staff costs 
for ESI.  

8.4 The NEHF Happy, Healthy, at Home Vanguard Programme has funded the ESI3 project 
£160,000 in 2017/2018. 
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9. Conclusions 

9.1 This evaluation has attempted to understand the impact of ESI3 on the FPH ED and its 
patients, and brings together evidence from a range of data from a mixed method 
evaluation.   

9.2 Due to the limited access to necessary activity data, this evaluation was not able  
determine whether ESI3 vertical patients have shorter waits in ED and fewer 4 hour 
waiting time target breaches or estimate the economic return on investment for the ESI 
tool. 

9.3 The R-Outcomes work wellbeing question group showed assessment staff had better 
work wellbeing than other ED staff. This finding was also present in the qualitative 
findings of staff interviewed. An important theme that helps to explain this was the 
general level of good satisfaction with the ESI process and that the system was a fast, easy 
and good system, and provided a number of benefits to both patients and staff. 

9.4 Assessment staff reported anxiety at work in the R-Outcomes survey which triangulates 
with, and can be explained by, other qualitative themes. There was an absence of 
perceived barriers related to context, staffing, ESI process etc. suggesting staff anxiety 
was not related to these factors. The two barriers to ESI work identified by staff were 
patient related, via excessive patient expectations of what ED could do. It is reasonable to 
conclude staff anxiety may be increased by the repeated contact with demanding 
patients. This is particularly apt in the context of ESI3 patients as staff perceived 
approximately 70% of patients in the ESI3 category were referred back to their GP.  

9.5 The qualitative findings showed assessment staff were more confident than other ED staff 
and correlates with the findings from the staff R-Outcomes results. Generally, staff 
interviewed had confidence in the working practices linked to ESI for the purpose of 
effectively managing ED work. This confidence was largely linked to the positive benefits 
reported for patients and the system.  

9.6 R-Outcome survey findings for assessment staff in the staff experience domain were 
positive in comparison with other ED staff with “seeing people promptly” being the only 
moderate finding in the R-Outcomes survey. This may be due to the rising pressures on 
EDs nationwide. The presence of qualitative themes about better flow in ED and freeing 
up time for the majors list provide reasons to be positive that the national pressures are 
being ‘checked’ to some small degree.  

9.7 Quantitative analysis shows ED 4 hour waiting time performance has improved at ED wide 
level by 0.8%. This equates to 177 less breaches in 2017. This is a large improvement in 
terms of ED KPI’s, however 177 less breaches over a six month period would be hard for 
ED staff to notice on a daily basis and this correlates with the moderate result of staff 
“seeing people promptly” R-Outcomes results. In comparison to national ED 4 hour 
performance for type 1 EDs, the assessment area has performance (on average) 11% 
better than the national position. The speed of admission to hospital from ED has also 
shown to have improved in 2017 following the launch of ESI – with 2% more people being 
admitted in two and also three hours.  

9.8 The R-Outcomes Service Integration question group scores were low (40 to 59 points) for 
all respondents. This was in contrast to the qualitative findings which highlighted a theme 
of formalised links with other hospital departments. Staff reported activity since the start 
of ESI to improve integration with commonly approached hospital departments. 
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9.9 In the staffing model analysis, only 2 days (of 93 days analysed) reviewed had a partial 
reduction in service provision due to staff shortages. This finding was supported by the 
absence of staff-related barriers in the interviews. No barriers to ESI use were reported 
about lack of staff, capacity or appropriateness of staff in shift, which again correlates 
with the finding that there does not appear to be an issue staffing the ESI Assessment 
Unit.  

9.10 This evaluation has found good evidence of support from ED staff for the ESI model and 
the Assessment Unit and a belief that this has improved patient flow through and capacity 
in ED.  It’s introduction has coincided with improved waiting times in ED.  Self-reported 
outcomes in the Assessment Unit are good, and better than the rest of ED and the staffing 
model appears sustainable. 
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10. Active Ingredients 

10.1 The evaluation findings have been shared and discussed with the ESI service to identify 
the active ingredients that characterise the ESI process. Seven active ingredients are 
defined below, all of which contribute to the success of the ESI process: 

1. Nurse on reception to triage using ESI 
The service identified the use of a nurse on reception to divert patients before they were 
registered to be assessed, or to appropriately categorise patients as an essential element 
of the ESI process.  
 
When the ESI process was launched, this was provided from 8am to 10pm daily. The 
service identified active ingredient so important to service delivery that the operational 
hours of this element have been extended, and now are from 8am to 2am daily. 

 
2. Senior staff led - Registrar and Senior Nurse 

The ESI categorisation process and ED Assessment Area must be led by senior staff who 
have the ability to lead and autonomously make decisions.  

 
3. Physical space/assessment area in ED 

A dedicated space for undertaking assessment work was deemed vital to treating ESI 3 
vertical patients quickly, and enabling the ESI approach to unblock the Majors and Resus 
work streams (ESI categories 1 2 and 3 horizontal) .  

 
4. Flexible approach to ESI work 

The ESI process is flexible, and permits patients to be moved between ESI category as 
required (from example, upgraded from ESI3 vertical to a majors (ESI2) workstream). 

 
5. A fast system of triage 

The redesigned ED pathway  and the fast and efficient system of categorisation using 
enables patient to be quickly triaged and treated. 

 
6. Easy to use ESI 

The ESI process is clear for staff to learn, understand and fast to implement. This prevents 
the use of ESI being a barrier amongst staff.  

 
7. Team Work 

Team work is essential to the Assessment Area’s success and the team working 
collectively for better patient outcomes.  
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Appendix 1: ESI Logic Model 
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Appendix 2: ESI Patient Flow 

 


