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Good practice admitted flow visits

Å 11 sites visited by the national UEC team and ECIST (with regional and ICS partners)

Å Sites initially chosen using data (In hospital flow metrics for UEC) and regional discussions

Å SAPIT (Summary Acute Provider Table) used for each visit

Å Each visit focussed upon post ED flow, Discharge to Assess and pre complex discharge (but the whole UEC pathway was considered)

Å Combining the measures ï 12 hour, CTR, occupancy, Length of stay (7, 14, 21 days): (v = visited)

Å Barnsley (v)

Å Bradford (v)

Å Dartford and Gravesham (v)

Å East Lancashire (v)

Å East Suffolk and North Essex

Å Homerton (v)

Å Kettering (v)

Å Newcastle (v)

Å Northumbria (v)

Å North Tees (v)

Å Royal Surrey (v)

Å University College London (v)
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Terms of Reference

ÅTo gather intelligence on what factors lead to high performance in patient 
flow, discharge and UEC   

ÅTo understand the local application of known good practice in D2A 
pathways 0-1- 2- 3 (specifically pathway 0)

ÅTo gather tools, techniques and experience that might be shared across the 
NHS in improving admitted flow  
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Shared Vision 
and Purpose 

Leadership
Data and 

Information

Attitude 
Behaviour & 

Culture 

Care 
Coordination

Capacity & 
Demand 

Process  
Internal 

Professional 
Standards

Adoption of 
Best Practice

Human 
Factors

Patient 
Experience

Productivity Outcomes 

Areas of focus ï what we looked foré.    
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System priority to stop conveyance / admissions

ÅJoined up services (care coordination hubs, call to convey 
etc) in the integrated care system (ICS) that enable 
ambulance personnel to access services that go to the 
patient physically / virtually and prevent conveyance 

ÅPrimary Care, Urgent Care and Community partners on 
acute site daily, 7 days.

ÅOpen and easy access criteria in community

ÅAcutes & community teams provide remote support and 
advice 

ÅEffective and timely urgent community response
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Admission avoidance ï 
right clinician, right time, first time

ÅHigh levels of streaming on arrival at the 
emergency department e.g. to same day 
emergency care, urgent treatment 
centre, assessment unit, frailty, 
specialties and community services, 
upwards of 60% activity

ÅCultures of open access criteria and 
trust

ÅEasy to refer and transfer patients 

ÅHigh culture of trust ï especially around 
nursing competency
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Admission avoidance ï 
Discharge starts on arrival

ÅDischarge planning documentation on 
arrival

ÅDischarge conversations and planning 
in ED

ÅTherapists and Community partners 
working in ED
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Effective operational site management

ÅExactly same as ambulance handover good 
practice visits

ÅSignificant digital solutions with live information

ÅMostly virtual

ÅSignificant divisional management and clinical 
representation

ÅOften director / executive presence and 
leadership

ÅShared purpose with collaborative solution 
finding

ÅStrong clinical and operational working

ÅStructured and proactively action focused

ÅMedical colleagues engaged early to help reduce 
unnecessary patient waiting
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Inpatient ward processes

ÅInpatient wards are aware of the risk of a 
crowding along the whole pathway 
(Ambulance, ED, AMU etc) óitôs our problemô 

ÅStandardised use of ward and board round 
approaches e.g. the SAFER patient flow 
bundle, (board and ward rounds) and a 
home first culture

ÅEmpowered nursing, allied health 
professionals and administrative staff ï they 
have co designed óhow we do things hereô 
and hold each other to account

ÅTeams work the same every day 7 days a 
week

ÅAll outlie but strong outlier management
Admitted Flow- learning from high performing organisations - July 2023
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Inpatient ward processes

ÅTeam empowerment. Genuine collapsible 
hierarchy on a ward level

ÅDischarge processes split between sites 
who protect nursing to deliver it, discharge 
coordinators who take on complex 
discharge to free up nursing time, discharge 
coordinators who manage all discharge 

ÅTherapy cover 7 days

ÅConsultant cover 7 days so all patients who 
should be seen are

ÅSignificant exec level QI methodology used 
over 1-2 years to create MDT designed and 
sustained óhow we work hereô

ÅNo one has cracked Criteria Led Discharge
Admitted Flow- learning from high performing organisations - July 2023
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Executive Leadership

ÅExactly same findings as the ambulance handover good 
practice visits

ÅStaff describe visible executives who feed demonstrate a 
values driven culture

ÅThey are seen daily / weekly in clinical areas & in site 
management meetings

ÅThey are described as professionals who are caring, 
accessible, listen to patient facing & operational teams and 
give permission to do the right thing

ÅStaff across the organisation echo and repeat widely ózero 
toleranceô messages to unnecessary patient waiting which 
originates from executive leadership teams
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People
ÅStrong culture of óitôs not just the emergency 
departmentôs problemô

ÅGood ABCs (attitudes behaviors and culture)

ÅStrong belief and adherence to internal 
professional standards. Mature approach to IPS 
: donôt worry about following written instructions, 
people are empowered to hold each other to 
account and / or trust when teams canôt deliver 
immediately

ÅLittle escalation usage ï people are empowered 
to talk to each other and solve each othersô 
problems

ÅMost heavily emphasise staff welfare, 
empowerment, engagement
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Hospital service structures

ÅSDECs with high takes and open access 
criteria

ÅCo-located UTCs or equivalent

ÅStreaming

ÅSpecialties take their patients to their own 
areas rather than ED

ÅStrong Acute Medicine model with protected 
length of stay standards

ÅStrong strategy and use of virtual wards
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Shared 
Vision and 
Purpose 

Leadership
Data and 

Information

Attitude 
Behaviour & 
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Human 
Factors

Patient 
Experience

Productivity Outcomes 

Our findings in summaryé. what consistent factors did the 
organisations studied haveé..     
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Conclusions

ÅMultiple ways to influence admitted flow

ÅMost sustainable models require prehospital, in hospital 
and leadership / cultural interventions

ÅMost prevalent solutions

ÅStrong Executive leadership and daily oversight

ÅStrong joined up clinical & operational cultures 

ÅMultiple joined up pre-hospital services

ÅClinically co-designed approach to ward processes 
which are culturally held to account

ÅEmpowered, open, on site UTC (or equivalent), 
SDEC, Assessment Units, Frailty services

ÅIntegration with community services

Admitted Flow - learning from high performing organisations ï July 2023
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The Challenge

Patients were experiencing an inconsistent, convoluted and inefficient discharge process which 
often led to:

Unnecessary waiting time in acute beds

Long waits to access community services

Consuming valuable hospital capacity that could be used for elective recovery

Avoidable deterioration of patient health

Rapid discharges with delayed assessment, whilst necessary during the pandemic, shifted the 
problem downstream with more delays occurring in community settings. Post pandemic this shifted 
back.

Teams are unable to see where patients are at a given time in the process and what the next 
action should be and who should be owning it, leading to further inefficiency, confusion and 
avoidable costs

 



The Challenge - continued

Limited integration between health and social care which hindered our collectively ability to 

effectively co-manage patients and this led to potential confusion around responsibility:

ÅData was disparate and not readily available or in one place to support decision-makers

ÅCommunication was manual and ad-hoc (lots of paperwork, emails, phone calls etc.)

Delayed discharges from both acute and community settings consumed valuable NHS capacity 

and impacted on flow at front of house

NHS & Social Care teams didnôt have enough visibility into upcoming discharges, so it was hard for 

us to assess the volume of patients coming through and prepare accordingly

Several other barriers adversely impacted on flow out of hospital, including transportation & 

medication not being arranged in time



Missed Opportunities

¶ Nationally, 366,856 patients with a LoS of 21+days were unnecessarily delayed/ no longer met the criteria 
to reside. The total delay for these patients was 5.57 million days.

¶ 273,581 patients (74.66%) were delayed waiting for a P1 ï P3 pathway

¶ 92,860 patients (25.34%) were delayed for some other reason - principally internal hospital processes

¶ The missed opportunity cost of these delayed days was £2.2 billion* based on an assumed £395 per 
hospital Excess Bed Day (Kings Fund research). *NB. these are not cash-releasing savings but direct costs of delayed 
discharges alone (excluding additional costs from activities such as cancelled operations, staff time spent arranging care packages, 
patients deconditioning resulting in additional out of hospital care costs etc).

¶ If all Trusts realised this one benefit reduction, over 2 million delay days per year could be saved, to treat 
patients entering hospital via an elective or urgent care pathway. This is an equivalent saving of more than 
£785m. 

¶ The 10 Trusts with the highest number of delay days in England account for 35% of these potential 
savings. In total 728,000 days could be saved, equivalent to £286m missed opportunity cost

None of the above considers the added impact of delayed discharge on patients. It is widely accepted that for 
every 10 days of bed-rest in hospital, the equivalent of 10 years of muscle ageing occurs in people over 80-
years old, and building this muscle strength back up takes twice as long as it does to deteriorate which adds to 
the cost of out of hospital care.



Previous WoW: ICC Team Composition

ÅThe Discharge team and the Patient Flow team weren't co-located and 

were based at opposite ends of the hospital

ÅBoth teams would attend OPEL meetings with completely different 

information around discharge

ÅChallenge was not knowing where to target our effort as we didn't 

know where the bottlenecks were using multiple spread sheets and 

lists.



New WoW: Co-Located Discharge/Flow Team

Å Co-located both teams into the ICC funded by the post-COVID Elective Recovery 
Fund to support flow

Å One centralised team focused on the end-to-end flow process from front of house to 
back of house

Å Discharge lounge also brought into the structure

Å Worth noting prior to this, we'd already brought NHS and LA teams together virtually to 
form the Integrated Single Point of Access, ISPA (now ToC Hub)

Å Established ward huddles and flagged C2R status, albeit on spreadsheets

Å ISPA started to have a very close relationship with new ICC

Å Created a new Head of Patient Flow role

o Full pathway oversight 

o Enabled key decisions to be made eg adapting processes

o Trust coordination with Local Authorities



New WoW: ICC Co-Located Discharge/Flow Team

ÅLooked at what information was already accessible to help us make decisions

o Ambulance handover screens

o EPR ï who was in beds

o Developed various dashboards for Front of house metrics

Å BUT....we had nothing to tell us when patients were expected to be discharged 
without delving into each patient's EPR record and using spreadsheets (often 
out of date)

o The EDD was typically inaccurate as based on medical interventions 
only, not the additional discharge related tasks

ÅAND we were still blind to the extent of the delays and the causes of the delays

Å AND we were quick to blame the LAs even though delays were often 
internal processes

ÅHowever, our Trust was always a good discharge performer nationally

o Low LLoS, 4hr ED

ÅWorked in this way for circa 6 months, doing our best but none of us 
really knew how or if digital tech could help us.



Our Ambition ï what we set out to achieve

ÅBuild on the discharge transformation work already undertaken in the Trust

ÅFurther optimise patient flow, maximise bed availability and minimise avoidable 

delayed discharges

ÅOptimise collaboration between Health and Social Care

ÅImprove efficiency of multi-disciplinary discharge teams

ÅNHSE also wanted a Foundry 'use-case' and a scalable solution to benefit other 

Trusts/Local Authorities

ÅHigh level of skepticism!



Å OPTICA is an application built by NECS and NTHFT on the Foundry platform that tracks all admitted 

patients and the tasks relating to their discharge in real-time through their hospital journey.

Å Fully integrated with hospital electronic patient records, other health data systems to ensure 

relevant information related to discharge is available to clinical teams and leaders in one place. The 

automated dataflows can be easily augmented with updates from operational teams.

Å Drives an efficient, shared way of working for health and social care teams providing actionable 

intelligence to help care teams properly plan for timely discharges, helping ensure avoidable delays 

leaving hospital are kept to a minimum and hospital beds aren't unnecessarily occupied.

Å Enables the MDTs to easily understand exactly where discharges from hospital are being avoidably 

delayed, for how long, why, whoôs responsible and attaches a proxy indication of missed opportunity cost 

to the organisation.

Å Provides operational grip (workflows) and organisational grip (comprehensive reporting & analytics)

Å Helps organisations to minimise missed opportunities and get patients home when discharge ready.

The Solution - OPTICA Dynamic Discharge



OPTICA: 
Tracking all discharge interventions that could cause a delay

Therapy Assessment required

Mental health 
capacity assessment 

required

COVID Swab required

Service provision Pathway 2
ς confirmation required

Discharge letter required

Discharge medications dispensed

MDT decision required

Transport to be arranged

Medical review required

ADMISSION

DISCHARGE

Helps discharge teams to quickly identify:
1. Tasks preventing patients from leaving hospital 

who are Discharge Ready;
2. Where the blockages are; 
3. ²ƘƻΩǎ Ǝƻǘ ƻǿƴŜǊǎƘƛǇ ƻŦ ǘƘŜ ōƭƻŎƪŀƎŜǎΤ 
4. Which patients are being impacted.
5. Crucially, where to focus their resources

Transport Assessment
required

Home

Care Home

Community Service

HospiceLocally defined discharge tasks are mapped 
in the background to National delay codes 
for automated production of weekly NHSE SitRep

Data Rich

Upstream but 

Relatively 

Data Poor re

Discharges



"Why has my patient not been discharged?

Immediately obvious to the 

MDT what's holding up the 

patient's discharge and who's 

responsible

Task Owners add their latest

update to share with the MDT

If a Discharge Task relates to 

finding a care home placement, 

users can link directly 

to the NHS Capacity Tracker



"My Tasks...For Every Patient...In One Place?

See and update 'My Tasks'  for 

every patient that I've got to do 

something for, in one place

Really quick and easy for 

Users to update all Discharge 

Tasks on the fly



Bed Capacity Management



Discharge Command Centre ï 
Organisation Oversight and Assurance



Simplified Discharge Process



Benefits Realisation at North Tees & Hartlepool FT 

Increased system resilience by accommodating 

more medical diverts

More efficient use of MDT staff time

Better patient flow resulting in better bed utilisation 

to support emergency/elective pressures

Improved NHS and Social Care collaboration

Reduction in average length of stay and in 

avoidable delay days

25% reduction in long 

length of stay patients within 

2 months of implementing 

OPTICA

50% fewer patients 

occupy a hospital bed for 21 

days or more compared with the 

England average 

43% fewer beds 

occupied by patients with a 

Length of stay of 14+ days 

compared to the national 

averages

Improved Patient Experience ï Less exposure to 

infections, go home with minimum delay
Metrics correct as of March 2023

36% reduction in the 

average number of delay days 

for patients with a length of 

stay of 21+ days 

£75K efficiency savings 

due to improved discharge 

processes



Using OPTICA to optimise our 
discharge pathways

Å Information from OPTICA enabled us to rethink how we structured our discharge team based on the workload

Å Introduced it incrementally to gain confidence, initially with the key members of the discharge team

Å Extended OPTICA to the wider Flow Team

Å Then granted access to the Local Authority partners

o SVOT for NHS and Social Care incl C2R status of every patient

o Everyone aware of who needed to do what and by when

o MDTs we much more efficient because we could focus on Overdue tasks and discussing the care requirements rather than 
establishing information about patients

o Pause processes for patients who meet the C2R

Å 'Patient Process Facilitators' on key med/surg wards updated OPTICA from a ward perspective

Å OPTICA enabled us to minimize administrative burden previously required to maintain spreadsheets and chase local authorities and wards 
for information

Å Reinvested process efficiency savings into transport scheduling, trusted assessors etc

Å Provided Trust Board assurance



Use of OPTICA at times of Pressures

ÅImmediate identification of patients for the Discharge Lounge

ÅEnsure all wards have completed criteria to reside on every patients at the 0900 huddle

ÅList of Pathway 0 patients who donôt meet criteria to reside

ÅEnsure a plans are in place/progress  for all patients who donôt meet criteria to reside

ÅClear understanding of barriers internally as well as externally

ÅMovement of staffing resources internally e.g discharge resource/medical staffing to focus on discharge 

letter

ÅStep up early escalation meetings with partner leads, additional to the daily one that clinical staff have.

ÅMovement of staffing resource focus -discharge or other e.g medical for discharge letters

ÅAdditional support requested from partners



Use of OPTICA at times of Pressures

ÅRapidly identify patients who could board on the elective site

ÅIdentification in "extremist" of potential patients who could move to Day Case unit overnight.

ÅAccurate information to the ICB surge team or other trusts

ÅReview of all out of area patients

ÅRepatriation possibilities explored

ÅAssurance that everything possible has been explored



Question and Answers

Better insights. Better decisions. Better health.
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So, what is it?

An online manual used by clinicians to assess 

and help manage patients in the community and 

in an acute settings. It supports informed 

referral decisions across the local system

Each pathway is developed by the local 

HealthPathways team as a collaboration 

between primary and specialist clinicians to 

reflect agreed local service provision and ways 

of working

https://cardiffandvale.communityhealthpathways.org/56220.htm


What is it for?

HealthPathways promotes: 

Support to general practice at the point of care

Clinical engagement, collaboration and 

agreement

Translation of national policy and guidance 

into local practice

Service development, using feedback loops to 

improve pathways

Standardisation

HealthPathways reduces: 

Unwarranted variation in care

Wasted patient and clinical time

Uncertainty between clinicians about how a patient 
should be managed





Vanguard site in 2019

Population of 534,756

56 GMS practices

541 GPs and 122 GP registrars 

By 2022

Å500 localised pathways

Å1,500 monthly users

Å20,000 page views per month

All of Wales: a case study
Cardiff and Vale University Health Board



MRI /yr:  >2000 L-Spine  >1200 Knee (27% of all scanning capacity)

U/S /yr: >1300 Shoulders

Only 6% of scans made a difference 

Most patients who had a scan were referred anyway

Impact on radiology referrals 
of the knee, shoulder and L -spine

Pre-HealthPathways: Open Access Policy for GPs



Post-HealthPathways: No Open Access

Localised Best practice guidance pathways by condition

MSK radiology providing ConsultantConnect support by phone
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Orthopaedic Knee Knee physiotherapy

HealthPathway goes live

COVID-19
Impact

Freed diagnostic capacity supported COVID recovery 

Theoretical saving of £374,424 per year on diagnostic imaging 

Physio referrals now increasing with little change in T&O



78% of referrals seen by consultants in secondary care 
clinics 

ÅҵTgvwtp"ykvj"cfxkegҶ"tcvgu"qh"3:'
Å4% seen by Diabetic Specialist Nurses

Post-Interface GP:
HealthPathways in Place

47% now seen by consultants

ÅҵTgvwtpgf"ykvj"cfxkegҶ"tcvgu"pqy"45'"
Å23% now seen by Diabetic Specialist Nurses - >5 

fold increase

Å5% of patient now see a dietician 

270 consultant appointments freed up

Specialists see cases only they can see    

Annual cost benefit - £45,090

Interface GP triage & advice of diabetes referrals

Pre-Interface GP:
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Identifying Missing Clinical Pathways

New pathways identified and created uniquely for CAV:

ÅLateral Hip Pain

ÅContinuous monitoring devices in diabetes care

ÅVasectomies
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Referral rates /1000 patients

Referral rates to Diabetes & Return with Advice rates

Practices that may benefit 
from increase support 

from Diabetes Specialist 
Nurses 

Embedding Interface GP and HealthPathways

Supporting outliers

By comparing referral rates of practices across CAV 
outlying practices can be identified:

ÅTargeted Support & Education

ÅImproved referral quality

ÅReduced administrative burden on practices

Potential to reduce health inequalities as additional 
services can be targeted at areas with higher referral rates
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Have a single version of the truth across the whole Health Board

Build relationships between primary and secondary care

HealthPathways enables

Always Up-to-date local guidance

Referral Data collection at condition (referral pathway) level

Remote Advice and Guidance (e.g. ConsultantConnect)

Interface GPs to be embedded in secondary care

ÅTriage

ÅReferral Feedback

ÅAdvisory to Service

ÅEducation

Referral Letter Quality Improvement Scheme (LES)

Welsh Legislation (GMS and DES)

Service Transformation

HealthPathways are the Foundation on which to Build the System

This is how we do things 

ǅɭɇʋȼǩṽȓǰɭǰḬṽʃɇǩǅʪḯ
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2023: Decision made by Welsh Government and NHS 

Wales to procure Community HealthPathways as a 

national programme to support all 7 Health Boards 

with management of patient flow 

5 year contract 

Supported and enabled by a change in Unified GMS 

Contract 1st October 2023

All of Wales: a case study

First  devolved nation to 

contractually require all GPs to 

Ⱥǅȼǅȋǰṽǰʣǰɭʪṽɪǅʃșǰȼʃṽṙafter 
consideration of relevant 
nationally agreed clinical 
guidance or pathways Ẇ



7 Health Board 
Clinical Editorial Teams

20 National 
Clinical Networks 

Generalist 
Clinical Editor

Subject Matter 
Experts

National pathway sharing

National  
Pathway 

Localised 
Pathways 



December 2023
34 Localised Pages 
launched by HDUHB

Pathway sharing milestones

Feb 2024
100 National 

Pathways

Feb 2025
300 National 

Pathways

Feb 2026
500 Localised 

Pathways in use 
across Wales



Pathway Progress



Pathway usage
Cardiff & Vale UHB              All Health Boards



As a result of demand from secondary care clinicians 

Community HealthPathways sister platform, Hospital 

HealthPathways was developed 

Utilising the same methodology and approach as 

Community HealthPathways, Hospital HealthPathways 

provides secondary care clinicians with access to a suite of 

localised content that reflect the agreed pathways of care 

within an acute Trust

written primarily for junior doctors, senior doctors working 

outside their specialty, and doctors working in non -specialty 

areas, such as emergency or general medicine 

It facilitates informed decisions at the point of care, 

promotes standardised ways of working, and supports 

patient flow, including early discharge to the community. 

Completing the journey

https://northcumbria.hospitalhealthpathways.org/


Reducing variation in practice for better patient outcomes

Reducing unnecessary diagnostic orders

Enabling better and safer use of locums and junior doctors

Helping patient flow within and between departments

Improving discharge planning and transition of patients back into 
the community with appropriate supports

How does it benefit systems?



Impact across the system



What has connected?

What needs further discussion?

Anything else?

HealthPathways - an All -Wales programme

Ectfkhh"("Xcng"WJD

Cpgwtkp"Dgxcp"WJD

Uycpugc"Dc{"WJD

EyoVchOqticppyi"WJD

J{ygn"Ffc"WJD

Dgvuk"Ecfycncft"WJD

Rqy{u"VJD

Trained Health Boards

Live Health Boards

Health Boards in Training



Get in touch

www.healthpathwayscommunity.org

Supported by

NHS Wales

Alastair Roeves | alastair.roeves@wales.nhs.uk | National Clinical Lead for Health & Care Pathways

Pathways Alliance

Jon Tose | j.tose@nhs.net | Clinical Lead, Pathways Alliance

Mark Girvan | mark.girvan@healthpathwayscommunity.org  | Director of Operations, Pathways Alliance 

Tim Watts | tim.watts@healthpathwayscommunity.org  | National Programme Manager, Pathways Alliance

mailto:alastair.roeves@wales.nhs.uk
mailto:mark.girvan@healthpathwayscommunity.org
mailto:tim.watts@healthpathwayscommunity.org
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