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Delay-related harm: The association between time in ED 
before admission and all-cause 30-day mortality.

Jones S, Moulton C, Swift S, et al.  Association between delays to patient admission from the ED and all-cause 30-day mortality. Emergency Medicine Journal 2022; 39:168-173.
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A Systems-Based Approach 
to Improving Patient Flow



A Collaboration 
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Ambition

Unlock the UK’s capacity to care by becoming the 

partner of choice for digital patient journey. 

We will deliver this ambition by:

Making data 
meaningful 

Focusing on the needs 
of patients and staff

Unlocking 
efficiency

Enabling   
digital transformation
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8 countries

50,227,000 Patients

46 Hospitals

46 300

Professional Users

8 Countries 

A Wide Data Set
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8 countries 34,600

Professional Users

90% of 

Norwegian Hospital 

Multiple Health Regions 

A Deep Data Set

21,600,000 Patients

18 Hospitals
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Admission

Imaging 

Transfers

Visitors 

Labs 

Medication

Discharge

Housekeeping

Porters

Patient Flow
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Efficient Patient centered Staff friendly Audited Secure Joined up

A Systems Approach…
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Digital Coordination…
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Real-time patient and bed 
management

Smart alarm management 
and event notifications

Coordinated task 
management

Secure mobile apps|Powerful dashboards | Interactive screens

The System 

DNV Imatis Fundamentum

The Ecosystem 

The Platform 

The Tools (applications)
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The Heart of the System

Digital Patient Twin 
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Workflow First Approach

Task 
Management 

Digital Patient Twin 
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Real-World Benefits 
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Questions?



Digital Patient Journey Experience Centre
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Refreshments 

& Networking



Chair Morning Reflection

Chris Morrow-Frost
National Clinical Advisor to Secondary Care

NHS England



Case Study



Case Study

Rob Hurrell
Senior Business Development Manager – Health

Enovation UK Limited
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Complex Discharge, Simpler Handovers 

A Digital Transfer of Care Approach
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Patient Transfer
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AVERAGE PER DAY

22,396
patients no longer meet the criteria to reside

What delayed discharge looks like, every day
Patients waiting to go home

Source: NHS England Daily Discharge Sitrep, monthly data, May 2026

TOTAL COST OF DELAYED BED DAYS, ENGLAND

£ 231.6m per month
May 2026 – 412,026 additional bed days

OF THOSE READY

59.3%
Are not discharged on the day they could be

Care transfer hub and referral delays
Of that £231.6m, £41.9m, nearly one pound in every five, is directly attributable to care 
transfer hub and referral coordination delays. 

AVERAGE PER DAY

13,291
Remain in hospital, despite being fit for 
discharge
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Discharge historically seen as the end of the pathway: ‘get patients 

out of hospital’

Lack of collated information about ongoing care needs

Lack of system integration means discharge notes are ‘sheets in 

the wind’ – clinical risk

Lack of information about capacity leads to the dreaded ‘call 

round’.

Why it’s hard
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The Perspective from The Netherlands
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Regional Transfer of Care collaboration
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Seamless digital Transfer of Care is achievable today.

It depends on strong regional collaboration and commitment.

Start small – one hospital, one care home – and scale from there.

We’ve delivered this across multiple healthcare providers and 

regions for over 15 years and can help you take the next step.

Lessons
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Be our first UK regional partner - one ICB, Trust, or 
system ready to shape how digital Transfer of Care 

works here. 

The Opportunity
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“If you want to go fast, go alone; if you want to go far, 
go together.”

The Opportunity
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The Enovation Platform is the leading
platform voor connected care. Questions?
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Case Study

Kris Khambhaita
Director Infection Prevention and Control

Dartford and Gravesham NHS Trust



Kris Khambhaita 
Director of Infection Prevention & Control
Dartford and Gravesham NHS Trust (DGT)

Our Improvement Journey (so far), in 
Optimising Patient Flow whilst keeping 
Infection Prevention 



Keynote Presentation

Emily Godfrey
Implementation and Business 

Change Manager
NHS England

Peter Richardson
Senior Product Manager

NHS England



The Digital 

Front Door:
The Case for Streaming and Redirection in 

Urgent and Emergency Care

Transforming flow, safety and patient experience across the NHS.









Impact: Addenbrookes Hospital

90 seconds saved 
per patient

7 hours saved 
per day



Impact: Dorset Hospitals



Impact: East Lancashire Hospitals





Personal obsession of mine is 

how we bring order into Urgent 

Care with more schedule and 

more appointment times and 

more hot clinics, better SDEC. 

More accessible, other 

dispositions rather than 

queuing in a busy ED for hours. 

And frankly, also from our 

colleagues’ points of view in 

there, them being unable to see 

risk in a crowded department.

“

”Sir Jim Mackey

Chief Executive Officer of NHS England

Speaking at NHS Confed 2026



Slido

Please scan the QR Code on the 

screen. This will take you through 

to Slido, where you can interact 

with us.



Case Study





Emergency care in crisis  - doing more with less 

by process optimisation 



Overview

• Where are we now

• The chest pain problem

• Speeding up diagnosis

• What is point of care testing

• Evidence of benefit

• The way ahead



Where are we now





ED overcrowding

The Landmark NHS Study (2022)

Size

Over 5 million NHS patients in England between 2016 and 2018.

Threshold

A statistically significant, linear increase in all-cause 30-day mortality begins after 

5 hours from the initial time of ED arrival.

Harm Metric 

For every 82 patients whose transfer to an inpatient bed is delayed beyond 6 to 8 

hours, one extra death occurs

– EMJ 2022 ; 39:168-73



ED overcrowding

• Increased In-Hospital mortality

– 5% greater odds of in-patient death 

» Sun et al Ann Emerg Med. 2013;61:605611.e6.

• Short-Term Post-Discharge Risk 

– ED crowding elevates the 10-day mortality rate, even for non-admitted, low-

acuity patients who are discharged home
– Eidsto et al Intern Emerg Med. 2023 Aug 22;19(1):175–181

• Condition-Specific Risks: 

– Research indicates that crowding significantly raises 28-day mortality rates for 

specific acute presentations, such as community-acquired pneumonia.
– McKennaClin Exp Emerg Med. 2019 Jul 12;6(3):189–195





The chest pain problem

• Chest pain is the largest single cause of ED presentations

• Only 5-15% have a final diagnosis of acute myocardial 

infarction (heart attack)



The chest pain problem

• All patients need a troponin measured by a high 

sensitivity method

• Why

– Evidence based review of the published studies supports their 

use.

• https://www.nice.org.uk/guidance/dg40

• Westwood  et al ME Clin Chem 2021; 67:237-44.

– Its in all the guidelines

– It improves care and costs less

• This is done by the hospital laboratory





Speeding up diagnosis



Speeding up diagnosis

• Using high sensitivity troponin measurements it is 

possible to

– Send someone home immediately from the ED on the basis of a 

single blood test at the time of arrival at the ED (Up to 60% of 

all patients with chest pain, one and done)

– Complete the entire diagnostic process in the ED within 1-2 

hours instead of waiting for a 3 hour blood test result as was 

previously recommended

– This strategy is recommended by the European Society of 

Cardiology

– It is diagnostically efficient and it is safe



What is the MACROS-2 Trial?

MERSEY ACUTE CORONARY 
SYNDROME RULE OUT 

STUDY

PRAGMATIC, NON-
INFERIORITY RANDOMISED 
CONTROL TRIAL AIMED TO 
ASSESS THE SAFETY AND 

FEASIBILITY OF THE ESC 0/1-
HOUR CHEST PAIN PATHWAY 

VS CONVENTIONAL 0/3-
HOUR CHEST PAIN PATHWAY.

2 SITES IN LIVERPOOL, 
UK (AINTREE UNIVERSITY 

HOSPITAL AND ROYAL 
UNIVERSITY HOSPITAL)

EACH SAMPLING POINT:

1) HS-TNT ROCHE ELECSYS

2) SIEMENS ATELLICA AND 
ABBOTT ALINITY HS-TNI

3)TRIAGETRUE WB AND 
PLASMA

IN A NESTED SUB STUDY OF 
THE TRIAL, OUR GOAL IS TO 

EVALUATE THE CLINICAL 
AND ANALYTICAL 

PERFORMANCE OF  POC 
ASSAY (TRIAGETRUE ASSAY).

PRE-SPECIFIED CRITERIA 
FOR SSRO+ADPS

PRE-SPECIFIED SAFETY 
CRITERIA FOR RULE OUT 

≥98% (TYPE1+2 MI)



Proportion of patients discharged within 4 hours for each pathway.

Clinical Decision Total 0/1 hour 0/3 hour p-value

n = 3543

Discharged within 4 hours (%) 725 (20.5) 384 (21.8) 341 (19.2) 0.06
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JACC 2026

92.4% had a repeat 

1 hour sample

55.4% had a repeat 

3 hour sample



Oooops



Why.

• Laboratory TAT is a barrier as the second sample is taken before 

the first result is available. For successful implementation in a 

laboratory based setting, 0-2 hours is the only practical option.

• Measure the nose length of the laboratory director before and after 

you ask them the laboratory turn around time for troponin and they 

tell you its less than 60 minutes.

• Then ask the ED staff what it REALLY is.



• Option appraisal

– Do nothing

– The situation will get worse

• Increase existing capacity with more beds and health care 

professionals

– They don’t exist

– They may take a long time to train anyway

– It’s a very expensive option

• Point of care testing

– More expensive than laboratory based testing but much cheaper than 

other options

– Supports process change and avoids hospital attendance



What is point of care testing (POC)



Rationale for POC

• Results are provided in a more, timely manner directly to the 

clinician responsible for immediate patient care.

• Testing occurs close to the patient without the need for  transfer of 

samples, allowing testing in a range of healthcare environments 

including ambulances and rural healthcare/clinics.





Evidence of benefit



#AHA25

PI | Professor Martin Than | Emergency Department, Christchurch, New Zealand

Improving CARE By FAster risk-

STratification through use of high

sensitivity point-of-care troponin in patients 

presenting with possible acute coronary 

syndrome in the EmeRgency department: 

a stepped-wedge cluster randomized trial

Funding: Health Research Council of NZ | Emergency Care Foundation | Siemens Healthineers (product 
support)

Co-authors: John W Pickering, Laura R Joyce, Vanessa Buchan, Christopher M Florkowski, Nicholas Mills and 

the ICare-FASTER Investigation Team 

With thanks to Professor Martin Than 



PRIMARY OUTCOME: Change in mean ED length of stay 

(LOS) after implementation of the POC as default test

LOS was reduced by 13% (95%CI 9 to 16%; p<0.001)

- corresponds to a 47-minute (95%CI: 33 to 61 minutes) reduction from the 

control arm’s mean LOS of 376 minutes. 

Martin Than, November 2025

136

Chance in odds for discharge according to time from arrival 



The way ahead

• Only patients at high risk, which is detected by the 

electrocardiogram (ST elevation MI, STEMI) and 

clinical assessment need an immediate hospital transfer 

and a cardiac catheterisation.

• The majority of patients even those with a final diagnosis 

of MI without electrocardiographic changes can have 

definitive treatment deferred by up to 72 hours ONCE 

THE DIAGNOSIS IS ESTABLISHED. 

• Inappropriate treatment of patients without MI causes 

harm.



The way ahead

• Whole blood high sensitivity troponin measurement in a 

technology suitable for use in a range of different clinical 

care environments, which has been proven to be 

analytically equivalent to the central laboratory.

• Evidence base that the chosen technology can be used in 

these environments and is clinically diagnostically 

equivalent to the laboratory based approach.

• Change in process



Change – Yes we can





Eoin Madigan
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1One in 10 A&E patients waited over 12 hours in 2025 - BBC News (Accessed 24/06/2026)

2,4,5RCEM_SoEM_England_A4_0326-UPDATED-FINAL.pdf (Accessed 24/06/2026)

3Statistics » Corridor Care – Urgent and Emergency Care Daily Situation Reports (Accessed 24/06/2026)

Healthcare needs are changing 
and we need improved solutions

1in10
patients spent over 
12 hours in A&E in 
2025.1

15,000+
deaths due to long 
A&E waits in 2025.2

2,000+
Patients experiencing 
Corridor Care - May 
20263

Let’s take control 
of the change...

97%
of clinical leads 
described the 
situation as 
unsustainable.4

60%
of clinical leads 
described their 
department as 
moderately 
understaffed.5

https://www.bbc.co.uk/news/articles/c4gre5kw5j7o
https://www.bbc.co.uk/news/articles/c4gre5kw5j7o
https://www.bbc.co.uk/news/articles/c4gre5kw5j7o
https://www.bbc.co.uk/news/articles/c4gre5kw5j7o
https://rcem.ac.uk/wp-content/uploads/2026/06/RCEM_SoEM_England_A4_0326-UPDATED-FINAL.pdf
https://rcem.ac.uk/wp-content/uploads/2026/06/RCEM_SoEM_England_A4_0326-UPDATED-FINAL.pdf
https://rcem.ac.uk/wp-content/uploads/2026/06/RCEM_SoEM_England_A4_0326-UPDATED-FINAL.pdf
https://rcem.ac.uk/wp-content/uploads/2026/06/RCEM_SoEM_England_A4_0326-UPDATED-FINAL.pdf
https://rcem.ac.uk/wp-content/uploads/2026/06/RCEM_SoEM_England_A4_0326-UPDATED-FINAL.pdf
https://rcem.ac.uk/wp-content/uploads/2026/06/RCEM_SoEM_England_A4_0326-UPDATED-FINAL.pdf
https://www.england.nhs.uk/statistics/statistical-work-areas/corridor-care-urgent-and-emergency-care-daily-situation-reports/
https://www.england.nhs.uk/statistics/statistical-work-areas/corridor-care-urgent-and-emergency-care-daily-situation-reports/
https://www.england.nhs.uk/statistics/statistical-work-areas/corridor-care-urgent-and-emergency-care-daily-situation-reports/
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▪ What would happen if those results were available 

during initial assessment?

▪ Can you imagine compressing the time to decision 

making?

▪ What would be the downstream impacts on the patient 

and department?

Faster time to results may contribute 

to faster patient disposition, reduced 

length of stay, and increased ED 

throughput.

What if 

Reimagine normal



▪ Over 1,400 customers across 40 countries globally. 

– >400 Routine Hospitals implemented

– >1,000 GP customers

▪ Successful evaluations and implementation across 

different healthcare environments:

– Emergency Primary Care Clinics (Norway)

– Accident & Emergency Departments (U.K & Ireland)

– Ambulance Services (Netherlands)

▪ The only true point-of-care high-sensitivity troponin 

test that:

– Is included in the European Society of Cardiology 

0/1-hour algorithm

– Meets IFCC and NICE recommendations, in 

accordance with IFCC-CCB criteria 

▪ 65% rule-out rate when used within recommended 

chest pain pathways

Triage True - hsTropI

Where it is needed most…



One test. Far-reaching impact.

Visit our stand to see how it 
could transform your Emergency 
Department.



Lunch & 

Networking



Chair Afternoon Address

Chris Morrow-Frost
National Clinical Advisor to Secondary Care

NHS England



NHS Deep Dive

Towhid Imam
Consultant Geriatrician

Croydon Health Services



Improving support for people with 
frailty through proactive and 
integrated care

Dr. Towhid Imam

Front Door Frailty Lead/Department Lead, Croydon Health Services

NHS England Advisor – Frailty Collaborative

SWL Clinical Lead for Frailty

www.healthintegrationpartners.co.uk



Thank you for listening

towhid.imam@nhs.net

www.healthintegrationpartners.co.uk
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Wye Valley NHS Trust



Wye Valley NHS Trust 

UEC Transformation 

The Ownership Effect

Lindsey Mclean, Urgent Care Programme Manager



What were the problems?
• UEC pathway challenges spanned 

across teams/areas/departments/

 divisions

• Rare occasions to be face to face 

with colleagues

• Lack of adequate time to stop and 

understand the problems

• A need to deliver changes at pace. 

• Opportunity to allow true clinical and 

operational design/ownership in 

improvement



Design – Executive/Transformation - ToC

• Designed 3 weekly Workshops

• Committed to commence Tests of 

Change 1 week after Workshop 3

• Identified Learning and/or 

Launching Tests of Change

• Utilised the Model for Improvement 

• Daily 30-minute PDSA Review 

meetings for  4 weeks:

 

• Encourages cross- scheme 

engagement

• ‘All in it together’ environment

• Celebrate the wins; support the 

challenges early. 



Aims of the Workshop

1. Improve streaming and navigation away from ED

2. Reduce the time for patients in ED / Reduce congestion

3. Improve our Ward based flow processes and reduce on-going reliance on 

the high use of TES / Escalation beds 

Aim

By the end of the workshops we will have co-

designed our measurable tests of change to be 

delivered between 16th June – 11th July

 



Workshop 1 – Current State & Future State

Head space away 

from the day to day 

operational 

pressures

Understand some of the 

challenges we face across the 

whole WVT pathway

An expectation to think 

big about some of the 

solutions (short, 

medium and long term)



Workshop 2 – Ideation & prototyped ideas

Work on tables to 

document the 

changes they wanted 

to make

Refer back to current state 

to understand the 

problems/challenges an 

opportunities

Use all the knowledge in the 

room to start to design the 

changes they wanted to make



Workshop 3 – MfI measurable Tests of Change  

17 Tests of Change – to be commenced between 

16th June – 11th July 

Created our Test of Change 

plans including our actions 

and stakeholder engagement 

plans



17 (+ 4) Tests of Change 
1. Developing an Acute Surgical Unit & Improving 

Surgical Flow

2. WMAS Offload 

3. Patients on wards that are being discharged 

early in the day leave the hospital without delay

4. Transfer of patients to Community Hospitals 

without handover or EDS

5. Femoral Fracture Pathway improvements 

(Frailty)

6. All patients travelling to Powys Care Homes or 

hospitals with patient transport will leave no later 

than 1pm

7. PitStop – Define what will always happen and 

implement

8. Midnight Multi-speciality Huddle in ED

9. Maximise Nurse Navigator role in ED

10.Use of Pharmacy volunteers to support EDS 

flow for discharge lounge

11.Revise Acute Oncology pathway – reducing use 

of SDEC/ED unless “emergency”

12.Reduce delays in access to inpatient MRI

13.Roll out Handover Process SOP to facilitate timely 

patients transfer from ED to wards

14.Putting the Acute back in AMU (creating 4 bedded 

bay for GP expected/sick patients)

15. Introduce the Bed Management Module in 

Maxims

16.Positioning a limited therapy resource to 

maximise therapeutic impact in the acute

17.Pharmacy access the transport tracker in order to 

prioritise discharges

18.  Create a ‘booking system/TCI’ list for SDEC 

expected patients

19.Test the use of Heidi AI on ward rounds (reduce 

the time taken to create an EDS)

20.Gynae SDEC/direct flow to Women’s Health ward

21.Dinmore – keep their own beds



4hr Emergency Access Standard (to 19th Aug 2025) 

Wk 1 & 2 Wk 3 & 4 ‘Finish’

Workshop 1



• DON’T call it Test of Change month if you 

have launches to continue at day 32

• Start Tests of Change 1 week after 

workshops

• First 2 weeks were rocky – stick with it

• Say yes to additional schemes if momentum 

has grown

• Continue attention for 9-12 weeks (still 

experimenting)

Learning (at week 10)

• Co-design the approach and outcomes across 

operational, nursing and medical executive 

leadership team (not UEC lead for the organisation)

• Dividing into Launch and Learn Tests of Change 

worked really well (with flexibility/conversion during 

the ToC too)

• Kept the workshops open for more people to attend 

throughout the 3 weeks

• 1x workshop per week worked really well to 

maintain momentum but allowed 

reflection/conversations/team feedback in between

• MfI templates enough for governance (no re-

typing up, just photos of each template)



Workshop 4 – Celebration & Phase 2

14 Tests of Change – commenced between Sept - 

Nov

Created our Test of Change 

plans including our actions 

and stakeholder engagement 

plans





Thank you
Lindsey.mclean@wvt.nhs.uk

 Lindsey.Mclean

mailto:Lindsey.mclean@wvt.nhs.uk


Breakout Skill Clinic

Catherine Withers
Senior Leadership Coach & 

Partner
Praxis Consultancy Limited

Karen Heng
Senior Leadership Coach & Partner

Praxis Consultancy Limited



Skill Clinic

Zella King
Senior Research Fellow

University College London (UCL)

Claire Tucker
Senior Information Analyst
University College London 

Hospital (UCLH)
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Getting ahead of demand:

Real-time patient flow prediction 

at UCLH

Dr Zella King, Senior Research Associate, Clinical Operational 

Research Unit, UCL

Claire Tucker, Senior Information Analyst, UCLH
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What if we could go from this ...
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... to this
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How do we get from this ... ... to this? 
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Patients currently in 

specialty

Admissions via ED

Incoming from other 

specialties

Planned admissions

Unplanned admissions 
Discharged

Outgoing to 

another specialty

Leaving specialty
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Patients currently in 

specialty

Admissions via ED

Incoming from other 

specialties

Planned admissions

Unplanned admissions 
Discharged

Outgoing to 

another specialty

Leaving specialty
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Admissions via ED

Planned admissions

Unplanned admissions 

Incoming from other 

specialties

The demand predictions assume 

that ED 4-hour targets will be met
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To predict demand for patients currently in the ED

Probability of a patient 
being admitted at the end 
of the ED/SDEC visit

• Age, arrival method
• Locations visited in ED (eg Resus, UTC)
• Triage scores, pain levels, consciousness
• Numbers of observations and lab orders
• Vital signs
• Lab orders
• Lab results 
• Whether patient has consult order

Probability of a patient 
being admitted to 
specialty if admitted

• Specialty associated with consult order 
while patient in the ED

Admissions via ED
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To predict discharge from specialty

Discharged

Outgoing to 

another specialty

Leaving specialty
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To predict discharge from specialty

Probability of a patient 
being discharged from a 
specialty within the 
prediction window

• Time of day
• Day of week
• Current specialty 
• Length of stay to date in this specialty
• Patient having confirmed/query discharge
• Safe Patient Discharge Assessment score
• Patient’s Discharge To Assess pathway
• Progress on discharge targets for patient
• Other signals of staff activity around the patient

Discharged

Outgoing to 

another specialty

Leaving specialty
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Combining these predictions gives a net increase in the 

next 8 hours

                          
            

The demand predictions assume 

that ED 4-hour targets will be met
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Probability of this 

number of beds

Net increase in demand between now and 

end of prediction window

Here the number leaving is expected to be greater than 

number arriving ➔ demand for beds expected to reduce 

Is the tide rising or falling? 
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T   ’    w w                ... ... to this 
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Who might use this information and for what? 
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Who might use this information and for what? 
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Imaging
Imaging

Vascular Services

Cancer & Surgery 

Board

UCLH

Medicine Board
Specialist Hospitals 

Board

Gastrointestinal

Gastrointestinal 

Surgery

General Surgery - 

Sarcoma

General Surgery – 

Lower GI

General Surgery - 

Gallbladder

General Surgery - 

Upper GI

General Surgery - 

Endocrine

Cancer ServicesSurgical Specialties

Gastrointestinal 

Medicine
Vascular Services

Trust

Board

Division

Reporting 

unit
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General Surgery - 

Sarcoma

General Surgery – 

Lower GI

General Surgery - 

Gallbladder

General Surgery - 

Upper GI

General Surgery - 

Endocrine

Gastrointestinal 

Surgery
Reporting unit

Net flow expectation = -0.42
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General Surgery - 

Sarcoma

General Surgery – 

Lower GI

General Surgery - 

Gallbladder

General Surgery - 

Upper GI

General Surgery - 

Endocrine

Gastrointestinal 

Surgery
Reporting unit

Net flow expectation = -0.42 Net flow expectation = -2.2
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General Surgery - 

Sarcoma

General Surgery – 

Lower GI

General Surgery - 

Gallbladder

General Surgery - 

Upper GI

General Surgery - 

Endocrine

Gastrointestinal 

Surgery
Reporting unit

Net flow expectation = -2.22
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Vascular Services

Gastrointestinal

Gastrointestinal 

Surgery

Gastrointestinal 

Medicine
Vascular Services
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What this looks like in practice
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What is coming?Current situation

Gastrointestinal 
division is 

exceeding its bed 
base in all 

reporting units 



Clinical Operational Research Unit

What is coming?

Arrivals

Emergency patients

Departures Net flow

Current situation
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What is coming?

Arrivals

Emergency patients Elective patients

Departures Net flow

Current situation
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What is coming?

Emergency patients Elective patients

Current situation

Position is 
improving for 

Gastro Surgery
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The modelling code is open source

Now being adopted by four other hospitals in 

England and Sweden

patientflow code
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How the tool is being used at UCLH
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06.00 09.30 12:00 15:30 22:00
                         
                     

                         
                     

                         
                     

Predictions to 07:59 the next day

07:59
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Combining prediction, operational coordination, and analytical context

Academic partner UCL
• Liaises with senior hospital stakeholders

• Develops and maintains predictive model 

• Forecasts admissions (5× daily by specialty) 

Hospital Coordination Centre, 

UCLH
• Oversees real-time operational flow 

• Understands system pressures and 

constraints

• Distributes and translates predictions 

into usable insight to frontline staff 

Patient flow data analyst, 

Performance Directorate, UCLH
• Supports academic partner with data 

build requirements

• Adds context from operational data to 

front line staff and flow managers 

• Iterates support information rapidly 

based on user needs 
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Turning predictions into operational decisions

Building a relevant 

environment

Bringing in real-world limits Supporting change

Provide a joined-up data 

environment combining operational 

and predictive data 

Enable users to explore demand from 

multiple perspectives (specialty, 

pathway, activity type) 

Continuously refine metrics and 

views as understanding evolves

Bring together capacity, flow, and 

patient complexity data alongside 

predicted demand 

Show how available capacity varies 

across services and time

 

Identify where mismatches between 

demand and capacity are emerging

Support development of operational 

targets and performance benchmarks 

Provide insight to support discharge 

and flow decisions 

Deliver rapid analysis in response to 

emerging issues 

Connect relevant teams quickly when 

operational pressure requires 

coordinated action
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How can you implement this? Key areas to focus on

Leadership and organisational support 
• Active senior clinical and operational leadership buy-in and clear stakeholder engagement

• Regular presence in operational and governance forums at all levels

Embedded analytical capability

• Dedicated analyst capacity and built-in recognition of the analytical role

• Time protected for proactive and preventative analysis

Collaborative working internally
• Informal huddles to enable rapid testing and refinement and strong feedback loops

• Close day-to-day collaboration to ensure outputs remain relevant and usable

Developing & sharing what we know

• Use of quantitative and qualitative data sources with ongoing focus on data quality, including data entry training

• Use of evolving analytical methods to improve interpretation and communication of insight

Tapping into academic and peer expertise
• Work with existing academic partners to develop and refine ideas – what resources are already available?

• Build informal networks to share and learn from each other 
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Contact

Zella King

zella.king@ucl.ac.uk

zella.king1@nhs.net

Claire Tucker

claire.tucker@nhs.net

patientflow code

mailto:zella.king@ucl.ac.uk
mailto:zella.king1@nhs.net
mailto:claire.tucker@nhs.net
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Countess of Chester hospital

Medical

Surgical

Forecast additional 

attendances before 

midnight



Scan here for the next NHS Patient 

Flow Conference...

4th November 2026

etc.venues, Manchester, 8th Floor, 11 

Portland Street, M1 3HU
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