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This case study gives details of the work undertaken by South Warwickshire NHS Foundation Trust as part
of the Health Foundation’s Flow Cost Quality programme. It accompanies the Health Foundation learning
report, Improving patient flow, published in April 2013. For more details, and information about the work
done by Sheffield Teaching Hospitals NHS Foundation Trust, please visit www.health.org.uk/flowcostquality

Introduction
The aim of the Flow Cost Quality improvement programme was to explore the relationship between patient
flow, costs and outcomes by examining patient flow through the emergency care pathway, and developing
ways in which capacity can be better matched to demand. The programme ran in two NHS hospital trusts:
South Warwickshire NHS Foundation Trust and Sheffield Teaching Hospitals NHS Foundation Trust. Dr Kate
Silvester, a dedicated clinical systems improvement expert, supported the teams in both organisations.
The Flow Cost Quality team at South Warwickshire NHS Foundation Trust focused on the emergency care
pathway for all adult patients. Although confident they had created an efficient pathway for elective patients,
senior leaders within the trust knew that they had some real problems in the emergency pathway.

‘It was obvious that patients were having a poor experience. We weren’t able to achieve the four hour
target in A&E, our length of stay was increasing, mortality was increasing, patients were undergoing
multiple bed moves… there was ‘gridlock’ in the hospital.’ (Jyothi Nippani, Associate Medical Director
for Emergency Care)
Figure WK1: High level map of the emergency care system
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As part of the Flow Cost Quality work, an improvement programme and infrastructure was set up. This brought
together senior leaders, clinical staff and a project team to address these problems in three phases:
–– Data analysis to understand the system and the size of the problem.
–– Identifying a range of solutions to test out in different settings.
–– Full scale implementation of successful changes.
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The power of stories
One of the biggest drivers for engaging staff in understanding the need for change came from the observations
of one patient. Following an eight-day stay in hospital, Gerard, a retired economist and management consultant,
wrote to the trust’s chief executive. Although he felt he’d been treated well and had a good outcome, he knew that
his care hadn’t been organised in an optimal way, and he identified a number of periods during his stay where he
was particularly concerned.
Instead of sending a response letter, Chief Executive Glen Burley invited Gerard to come back to the hospital.
They met with the clinicians who had been involved in his care in order to process map what had happened
(Figure WK2). The mapping exercise was an eye-opener: within an eight-day stay, only 18% of the time spent
had really added value to Gerard’s treatment and care. This meant that 82% of time and resource had been
‘wasted’. Using the finance department’s nominal cost of £250 per day, only £750 out of £2,000 was actually
needed to get him better.
The exercise exposed the errors and delays in the pathway, and highlighted to staff the inefficiency, waste and
poor quality of the system as a whole.

Figure WK2: Process map of Gerard’s hospital stay
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The session also enabled Gerard to convey details about his experience in hospital and how he had felt. As
Glen reflected: ‘His letter to me was a bit of a godsend. It was a really powerful force in getting clinicians to see the
impact on an individual patient’.
Gerard’s input led to the team following and observing a sample of patients through the system to gather further
information on what happened to them.

The discipline of data
With the expert support provided through the Flow Cost Quality programme, the South Warwickshire team
also developed a deeper understanding of the importance of gathering, analysing and interpreting data. A
crucial exercise was to demonstrate the relationship between emergency patient flow and mortality rate.

‘During the diagnostic phase, how Kate presented data and how she conveyed it to clinicians created
a burning platform and engaged people – especially the relationship between mortality and flow. That
was a lightbulb moment for the clinical team.’ (Mel Duffy, Deputy Director of Business Development
and Transformation)
A focus on using data to understand flow also gave the team real insights into where the root cause of problems
lay within their emergency care system and enabled them to identify potential solutions.

‘It’s easy to think you see where the problem is and to throw resource at it. So often in a hospital,
those problems will manifest at the front door. A&E will stack up as the hospital is not flowing, so we
often put resources into A&E to cope… What we identified was that the real problems were further
downstream.’ (Glen Burley, Chief Executive)
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Implementing solutions
As a result of the data analysis, the team focused on testing and implementing changes in the following areas:
–– Improving assessment
–– Doing today’s work today
–– Improving ward-based processes

Improving assessment
The problem
As in many hospitals, most emergency patients faced delays waiting for an initial assessment by a
junior doctor. Once assessed, they then had to wait for input from a senior medic. There was also a lot
of duplication (and therefore waste) in the current system. Patients coming through A&E would be
seen by a junior doctor first, then by a registrar and sometimes by an A&E consultant. This would often
trigger a referral to a specialist team.

‘Then patients would again be seen by the most junior doctor in the specialist team… and the process
would start again. So it took a long time to take an actual clinical decision. And patients had to
answer the same questions so many times.’ (Jyothi Nippani)
Analysis of the current system

An in-depth analysis of data revealed that the peak influx of patients from A&E to the Medical Assessment Unit
(MAU) occurred in the evening, and there was no change over the weekend. The overall demand for emergency
care was not the problem: the problem was the availability of staff at the right times to meet the demand
(Figures WK3 and WK4).

Figure WK3: The daily mismatch between emergency demand and capacity

Figure WK3 shows data gathered prior to the Flow Cost Quality programme. It shows that the variation in
daily discharges is far greater than that of the emergency admissions (which are predictable within limits).
The variation in discharge is due to the Forrester (amplification) effect within the hospital and is governed by
variations in capacity, particularly the availability of senior decision-making staff. There is a peak in discharges
on Christmas Eve (24 December) and on 2 January.
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Figure WK4: Mismatch between timing of patient demand and availability of specialist medical
input during the day

The top chart in Figure WK4 shows the time emergency patients (who go on to be admitted) arrive at A&E
(green line) and when they arrive on the assessment units and wards (red line). There is a four-hour time delay
between the two. The consequence is that although two-thirds of patients arrive during working hours (when
senior decision-making staff are available), they are not in the ‘right’ place by the time the senior staff leave the
hospital at 6.00pm.
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‘What we had was a “stop-start” system, with patients still coming at night when we’d gone. Friday
afternoons produced a much longer queue, which we then had to pick up on Monday. This wasn’t good
for the flow of patients – there was a lot of waiting in the system. It was very clear that we couldn’t
change when patients were coming into the system, so we had to change our working patterns.’
(Jyothi Nippani)
The process map below (Figure WK5) illustrates the impact of this four-hour delay between when emergency
patients were presenting and when they were passed on from A&E to MAU for specialist review and possible
admission.

Figure WK5: Map of existing assessment process

As a result of existing work patterns (8am to 6pm, Monday to Friday), on-take physicians and surgeons saw only
around a third of patients before 6pm on the day they presented. The majority of patients arrived after 6pm. This
meant they had to be kept overnight on the assessment unit to wait for review on the ward round the following
morning, and then be referred on to another specialist consultant if required. Delays in this onward referral
process (including the internal post) meant that patients needing specialist review were often not being seen
until day three of admission. By this time, they may have been moved to a ward in order to make room for the
current day’s admissions to MAU.
The mismatch between the daily variations in admissions and lengths of stay for patients requiring subspecialty
care and the variation in subspecialty bed availability meant that many patients were not placed on the particular
specialist ward they needed. As a consequence there were further delays for those patients requiring specialist
opinion and confusion as to who was responsible for each patient’s care.

‘If patients end up on the wrong ward, they get a raw deal. There are delays and they don’t always get
the right treatment. We wanted to make sure patients got seen by the right specialist at the right time.’
(Jyothi Nippani)
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The solutions
The graph below (Figure WK6) demonstrates the required change to eliminate the time delay and
distortion of demand. The patients had to be seen and referred by A&E staff more quickly, and then
assessed by senior clinicians on the day they attended.

Figure WK6: Shifting specialty medical input to match timing of patient demand
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Bring senior clinical assessment to the front end and ‘pull’ patients through the system

The team hypothesised that if they placed senior clinical decision makers in the MAU when patients presented
they could improve the system dramatically. Having senior medical staff available to assess patients earlier would
get patients onto their right care plan more quickly and efficiently. They could then refer patients to subspecialty
colleagues electronically so that they too could see the patients on the day of admission.
The specialists also recognised that if they visited the assessment units after their morning ward rounds (at
which time they would have discharged patients), they could ‘pull’ patients from the MAUs to their specialist
wards while beds were available. The cardiologists were keen to try out the change and so began a month-long
test of ‘specialty pull’ – a daily visit to the MAU to identify patients needing cardiology input or admission.

‘It fitted with what they wanted – only cardiology patients on the cardiology ward. It gave them greater
ownership and empowered them to discharge patients who didn’t need to be there and pull in cardiology
patients from MAU. That had a big impact on flow.’ (Jayne Blacklay, Director of Development)
The trial demonstrated clear benefits for cardiology. However, other pressures in the system began to make it
difficult to free up the beds necessary to pull cardiology patients through to the ward. The Flow Cost Quality
team realised they needed to make the change across the whole system.
Having seen the benefits, some of the cardiologists moved from an initial scepticism to becoming keen to sell
the concept to other specialists. Care of the elderly physicians were next to implement the change. A dedicated
elderly care consultant began working alongside MAU colleagues, providing an acute assessment as soon as
diagnostic results were available. This earlier assessment identified much more quickly those older patients
requiring admission and ensured they had the right care management plans that could be followed throughout
their journey onto sub-speciality wards. Early assessment also helped avoid admission for patients who could be
discharged with input from the community emergency response team or other out-of-hospital services.
The success of these tests convinced other specialists to change their working patterns. Now, each morning,
a range of senior clinicians (including cardiologists, elderly care physicians, gastroenterologists and chest
physicians) visit the MAU, seeing patients needing their specialist input and making immediate care
management decisions. Those that can be discharged may be given a follow-up outpatient appointment, while
patients requiring admission can be transferred to a specialist ward for further treatment and care.

Match consultant availability to patient flow

Due to the timing of demand in MAU, the changes that were needed meant introducing extended and weekend
working for consultants (Figure WK6). Senior medical availability from 8am to 8pm ensured that patients were
being assessed and put on the right care management plan on the day they presented. It took major delays out
of the process and, crucially, avoided the need to ‘store’ patients overnight on the MAU. It also reduced the
duplication and waste inherent in the previous system of multiple assessments. The presence of senior clinicians
also provided greater leadership and guidance to the junior team.

‘We had consultants who had been working here for 20 years and had never been rostered to work
beyond 5pm, so to ask them to work late into the evening every day including the weekend was a lot to
ask. But they engaged with it and felt that this was the way forward. Once convinced, the consultants
did the rotas themselves and just got on with it.’ (Jyothi Nippani)
The impact
The changes put in place brought a range of benefits including speedier senior assessment of patients, with
quicker access to specialist input or admission, lower bed occupancy on the MAU and a higher percentage of
patients on the ‘right’ wards for their needs.

‘The surprising thing was that although the symptoms were in A&E, we didn’t have to do anything
in A&E at all. What we did was try to sort out the system from the back end – and the flow started
improving.’ (Jyothi Nippani)
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Doing today’s work today
Diagnostic services, particularly blood sciences and imaging, are key to timely diagnosis and monitoring of
treatment. Blood tests are critical to clinical decision making and therefore to both patient flow and safety.

The problem
In South Warwickshire, clinical decisions were being made on out-of-date blood tests. The flow team looked in
detail at seven ward rounds and discovered that all the blood results on which the doctors were making clinical
decisions were at least 24 hours out of date. Clearly, this was a major safety issue.

Analysis of the current system

A multidisciplinary team, comprising a consultant, junior doctor, ward sister, phlebotomist, portering manager,
laboratory receptionist and laboratory technicians, came together to map and understand the main delays in the
inpatient blood test process. The team discovered that blood tests requested on the ward round on day one were
drawn by the phlebotomists after 8am on day two, while that day’s ward round was taking place. The inpatient
blood samples were delivered to the laboratory after the ward round had ended – just as blood samples from
outpatient clinics and GP practices were arriving. This peak in demand for testing meant that results were not
available until the late afternoon, when doctors were no longer on the wards. As a consequence, blood results
were not reviewed until the following day’s ward round (day three).

Figure WK7: Summary of the blood test process for an inpatient

The necessary and value-adding steps are shown in the yellow boxes. The delays due to waste (transport,
inventory, motion, waiting, overprocesssing, overproduction and defects) are shown in red.
Staff had previously assumed the delays in getting blood results were the responsibility of the laboratory.
However, the analysis showed that the primary problem lay outside the laboratory. In practice, there were two
key issues: a) the phlebotomists’ work practices and the doctors’ ward rounds were out of sync; b) the batching
of blood samples resulted in large variations and peaks in demand on laboratory resources.

The solutions
Make small alterations to working practices

The phlebotomist agreed to start her day half an hour earlier at 7.30am, at the end of the nursing handover.
Changes to the portering routine enabled two porters to ‘shuttle’ between the phlebotomist and the laboratory,
delivering small quantities of blood samples in real time. One laboratory technician changed their working day
to start at 8.00am and finish earlier in the afternoon. These changes would allow laboratory staff to process blood
samples as they came in, instead of waiting for a large batch in the afternoon. In addition, the laboratory team
redesigned their workflow for analysing samples, resulting in a more efficient process that takes less staff time.

Test the changes

Having measured the numbers of samples arriving in the lab before 9.30am and the number of blood
results coming out by 10.30am for two ‘control’ days, the team then tested the new system over three days to
demonstrate that it worked. Inpatient blood samples were in the lab by 9.30am and results were available before
the doctors left the wards.
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Make the system reliable

The team wanted to ensure that clinical decisions were being made on ‘today’s’ blood results. They monitored the
number of inpatient blood tests requested each morning, the number of samples delivered to the lab by 9.30am
and the number of results available by 10.30am, aiming to achieve 100% of results available for the ward rounds.
They recognised that there would be occasions when the result was abnormal and would require further testing.
Making the system reliable meant that if the result was not on the wards by 10.30am, the doctors would know
that there was something wrong with the result and follow it up at the end of the round.
Further changes included recruiting phlebotomists and training laboratory staff to take blood, enabling the trust
to provide a consistent and standardised service, seven days a week, 365 days a year.

The impact
The changes made have increased the number of same-day blood test results available on the ward rounds from
less than 15% to more than 80%. Up-to-date results mean that consultants are able to make quicker and safer
clinical decisions for patients.
The laboratory staff recognised the benefits of getting the inpatient samples processed earlier in the day.
Domiciliary phlebotomists now pick up blood samples from the main GP practices on their way back to the
hospital, thereby bringing the bulk of the laboratory’s work forward into the day. As a consequence, these GPs
received their morning results before their afternoon surgery. GPs visiting the laboratory during National
Laboratory Week commented on the superb service they receive.

‘The knock-on effect of getting blood results back to the ward on the same day has been really good
for patients. Personally, I’ve really enjoyed it. Before I used to come to work every day and it could
feel like a bit of a factory. It’s made us realise that this sample has come from someone on a ward who
really wants to get home so it’s helped to bring that more to the forefront.’ (Tracey Clayton, Biomedical
Scientist)
The relationships between the members of the multidisciplinary team have changed as understanding and
respect for each role has grown. The laboratory staff, phlebotomists and porters can now see the impact they all
have on patient care while the doctors are more respectful of the service they receive.

‘It’s led to a rapid improvement both in process time and in decision making for the consultants. It’s a
really powerful scheme and it didn’t cost us a penny. We just re-engineered it and everyone is really
proud of what they’ve achieved.’ (Glen Burley)
In March 2011, the project team received a National Patient Safety award (highly commended) for addressing
this nationally recognised problem.

Improving ward-based processes and discharge
The problem
Experience during the trial phase of the ‘specialty pull’ from MAU into the cardiology ward had highlighted
bottlenecks further along the patient pathway. Discharge of patients who didn’t require specialist cardiology
input was being hampered by the fact that other wards were unable to accept more patients. The root cause was
a higher than clinically necessary occupancy due to delays in discharge. These delays were exacerbated during
annual or study leave of senior medical staff – sometimes leaving junior doctors unable to make decisions about
further investigations or sending patients home.
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The solutions
Change job plans to enable a ‘consultant of the week’

Again, the cardiologists led the way. They changed their job plans to take it in turns to be based on the ward for
a week at a time. The ‘consultant of the week’ is responsible for all the patients on the ward, providing increased
continuity, senior decision making and communication. During their ward-based weeks, consultants cannot
book annual or study leave. Emergency work also gets prioritised over elective work, to keep patients flowing
through the system more quickly.
The nursing team and junior medical staff have also benefited, with greater senior consultant support and team
working, more proactive direction, and consistency in decision making. Most importantly, patients are no longer
waiting several days to see ‘their’ consultant. With its clear benefits, the ‘consultant of the week’ system has been
rolled out across other specialist wards.

Introduce daily ward or board rounds

The change in working patterns, along with timely investigation of results, has also facilitated the scheduling
of ward or ‘board’ rounds every day, ensuring that each patient has a daily review of progress. With the early
assessment on MAU and the ‘specialty pull’ system overtaking the traditional bed management system, more of
the right patients are on the right ward. The ward team can now focus on carrying out the plan of care.
Board rounds are used to regularly keep on top of detailed care plans. The clinical team meet in front of a visual
management board highlighting key information about the patient, including diagnosis, admission date, their
care management plan and expected date of discharge. They can discuss progress and make decisions on changes
to the patient’s management plan or impact on the expected date of discharge. In addition to highlighting new
patients (who need a formal face-to-face consultant review), the board round enables the team to identify patients
who are improving and can be reviewed by a nurse practitioner or junior doctor, and the planned discharges for
the day. The investigations are reviewed and whole team is aware of the jobs they have for the day.
This daily team and senior medical focus on actively moving each patient toward discharge has helped free up
the ‘gridlock’ within the hospital. Patients are being discharged when clinically able, freeing up beds on a daily
basis for consultants to pull patients needing admission to a specialist ward through from MAU.

Introduce an electronic work management system

The new focus on getting investigations and their results done within two hours of the patient presenting
highlighted some of the inefficiencies and delays in junior doctors’ work.

‘They reported running around not sure where a patient was… and when they found them, not being
sure what they needed to do with them.’ (Jayne Blacklay)
To deal with this, the team sourced and introduced an electronic work management system (Heart Beat) which
runs on mobile phone technology. When a patient arrives at A&E, they are added to the system for assessment.
This flags the key investigations that need to be done, which get added to a specific work list. This gets updated
at each stage of the assessment process. Now each junior doctor has a clear view of who their next patient is and
the tasks that need doing.
On the wards, the electronic system is displayed on a large white screen, providing effective visual communication
to support more efficient management of workflows across different members of the multidisciplinary team.
An added benefit of the work management system has been more data being available for the Flow Cost Quality
team to understand where delays in the hospital are occurring and why.

Reduce the bottleneck in the take home medications process

Waiting for take home medications (TTOs) to be prescribed and dispensed causes delays between the time
patients are clinically ready to leave hospital and when they actually do so. The delay contributes to the daily
mismatch between admissions and discharge.
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The South Warwickshire team identified two main delays in their system. The first was in getting prescriptions
to the pharmacy department. Delays in physically getting the scripts there were exacerbated by TTOs often not
being prescribed until after the ward round. The second main delay was in getting dispensed drugs back from
pharmacy onto the wards.
In order to address these delays, the team worked on two key changes. They introduced electronic prescribing,
which now takes place during the ward round so that scripts are immediately available to the pharmacy
department. Secondly, they changed the portering routine. Porters now make four deliveries of TTOs from
pharmacy onto the wards between 2pm and 6pm, instead of a single ‘batched’ delivery at 5pm.
Addressing the TTO bottleneck reduced the turnaround time between a discharge decision on the ward round
and the patient leaving hospital with their correct and complete drugs from an average of just under six hours to
two hours. Electronic prescribing of TTOs has also reduced prescribing errors from 35% to 10%.

High level results
Since the team has been implementing the key changes tested within the project they are beginning to see results
at a system level. Despite dealing with an 11.5% growth in emergency admissions over the past year, the trust has
managed to maintain A&E performance, and reduce average length of stay and bed occupancy. An apparent 10- to
15-point improvement in raw mortality (as measured by the trust) and high levels of patient satisfaction point to this
being a result of improved flow – a more efficient, higher quality system rather than one just pushed to work harder.
Figure WK8 is a time-series chart showing A&E breaches (patients spending longer than four hours in A&E)
and the death rate for the adult emergency admissions by their date of admission (blue line).

Figure WK8: Correlation between A&E performance and mortality rate for adult emergency patients*

*

These data were subjected to Statistical Process Control methods (Paper accepted by the International Journal of Healthcare Quality and Assurance in
November 2012 and now in press: ‘Does process flow make a difference to mortality and cost? An observational study’).
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The key points to be noted from the data include the following:
–– There was a reduction in the mortality rate as measured by the trust for emergency patients admitted from
June 2008. This corresponds with the implementation of the trust’s healthcare-acquired infection control
policy.
–– There appears to be a non-linear relationship between emergency flow and the subsequent mortality of
patients admitted during periods of poor emergency flow. There is an apparently marked relationship
between poor flow and mortality in December 2008, September 2009 and December 2011.
–– There was no change to the number of emergency patients attending the hospital during the first three years
of the five years monitored for this programme.
–– The poor flow in December 2008 and December 2011 can be explained by an increase in the proportion
of emergency patients over 80 years old admitted in the preceding Novembers. In December there was a
reduction in staff availability due to the Christmas holidays which, in 2008, was exacerbated by a flu epidemic
that affected both patients and staff.
–– Some staff thought that the deterioration in A&E performance and the spike in mortality in September
2009 was associated with the closure of a 40-bed community hospital. It was suggested that removing this
‘storage capacity’ from the health and social care system without first improving flow for these patients
destabilised the entire emergency flow. However, following more detailed analysis of the change to flow,
some stakeholders identified that other changes to the system were more likely causes of increased length
of stay and the resultant poor flow. The introduction of the Continuing Healthcare Checklist† and the new
assessment process was a lengthier process. There was also an increase in patients requesting assessment
for Continuing Healthcare funding. This resulted in a growing backlog of patients for assessment and a
subsequent increase in length of stay.
–– Implementation of changes to improve flow, cost and quality began in April 2010. In May 2012, there was
a statistically significant change (based on SPC analysis) in the pattern of the mortality rate. This was due
to an increase in the proportion of younger patients (16 to 64 years) being admitted, which reflected an
improvement in emergency flow and a fall in emergency bed occupancy. Freed-up beds allowed clinicians to
reduce the clinical risk for younger patients (such as those presenting with potential deep vein thrombosis or
pulmonary embolism) by admitting and keeping them on the MAU until diagnostic results were back.
In terms of efficiency and cost, these achievements have meant that the trust has been able to treat more patients
without increasing the overall bed base. However, it was not possible to carry out plans to close winter capacity
due to the growth in emergency admissions.

† https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/127200/NHS-CHC-Checklist-FINAL.pdf.pdf
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Key learning/insights
1. There’s no quick fix
The performance culture in the NHS can bring pressure to fix problems quickly. However, the programme
brought home to the South Warwickshire team the message that understanding each bit of their own system and
how it works is key to knowing where to put the solutions in place. The place where flow appears to be blocked is
often not where the real problem is.

‘There are few quick fixes to this. It’s very easy for people to say “let’s get a menu of solutions and let’s
just put them into our hospital”. Some of those quick fixes don’t solve the problem – they just paper
over the cracks. You have to be brave enough to stand back, to break it all down and put it all back
together again. You have to understand how each cog works in the system and you have to get your
people to own that and feel accountable.’ (Glen Burley)

2. Analyse the data
Spending up to the first year of the programme gathering and analysing data was the key to unlocking problems
and their solutions. It required new skills and techniques, including using the A3 process and data analysis.

‘Statistical analysis has been really valuable – a real legacy of the programme has been people looking
at data in a different way. It gives you confidence that you have good reasons to make a decision.’
(Jayne Blacklay)
It also helped to engage clinical staff in the changes needed.

‘Investing time up front doing the analysis and really understanding where you need to spend time
does have gains. The problem is not always what you think and can be so complex that having the
analysis helps you know where to focus first. And by sharing data and information, you get people on
board and they have ownership of the solutions.’ (Jayne Blacklay)

3. Engage clinical staff
The team believe one of the main reasons for the programme’s success was its almost universal clinical
engagement. This was achieved through a combination of focusing on patient experience and linking this to
data and the reality of staff experience. A patient’s courage in presenting his story to the senior clinicians and
managers in the hospital had a powerful influence on staff. The statistical use of data showed clinicians the
relationship between the death rate and emergency flow, and that poor flow was not associated with periods of
increased demand, but with lower staff availability. The programme also provided staff with an experimental
method to change their system without making things worse.
Senior nursing and medical staff have shown great enthusiasm and have worked as a team to drive the changes.
They are able to see the benefits of nursing leadership on the wards. Junior doctors have also experienced the
benefits of the daily consultant presence on the wards. Consultants are now actively engaged in all change
programmes within the trust, and having struggled with clinical engagement in previous projects, this has
become a key legacy of the Flow Cost Quality work.
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4. Keep focused on patients
A focus on understanding the experience of care from the patient’s perspective highlighted the inherent waste,
delays and safety issues within the system and helped galvanise change.

‘We were driving this not from a cost perspective, but from what is the right thing to do for patients.
Hearing some of the patient stories at the beginning was a real eye-opener. We had staff around the
table saying, “I want to change things”.’ (Jayne Blacklay)
With hindsight, the team would have focused on greater patient engagement throughout the programme. They
are now involving the trust’s patient forum in evaluating some of the changes through developing a survey tool
and undertaking interviews with patients in MAU.

‘What we’re really doing is making it a safe organisation by ensuring the presence of senior decision
makers very early in the patient journey and improving patient experience while they’re here. Getting
it right first time automatically improves efficiency and costs.’ (Jyothi Nippani)

5. Impact on costs
Realising cost benefits through improving efficiency and flow depends on stable demand. In the period
preceding their involvement in the Flow Cost Quality programme, South Warwickshire had experienced
relatively static demand and had not seen the significant growth experienced in some other parts of the country.
However, unexplained growth in emergency work over the past year has challenged the team’s early assumptions
that programme interventions would result in doing the same work with less resource.

6. Improving quality improves staff morale
Senior leaders believe the programme has also improved staff morale. Previously, they were aware of feelings
of helplessness among some staff that the system wasn’t delivering the best care for patients. For example,
junior doctors expressed concerns about safety after 5pm with acutely ill patients arriving until midnight, and
about how stretched they were with the volume of work. At a recent Deanery visit, junior doctors commented
on how safe they feel since the introduction of new ways of working. The trust has now seen some dramatic
improvements in the staff survey and people talk enthusiastically about the work they are doing.
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