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Preface
The Health Foundation has been supporting efforts to improve the flow of patients along
care pathways for more than 10 years. What began with the Flow Cost Quality programme,
to improve flow along the urgent and emergency care pathway in two acute NHS trusts,
has culminated in a UK-wide programme, the Flow Coaching Academy (FCA). We have
learned a great deal in the intervening years about what it takes to improve flow across
multiple services and organisations, and how to sustain improvement. Our investment in
programmes to improve flow has also highlighted the crucial role that good flow plays in
improving patients’ care experiences and reducing delays and interruptions to their care.
This is underlined in key national strategies such as the NHS long term plan in England.
Today, most health and care systems across the UK are grappling not just with the
challenge of how to improve flow along existing care pathways, but with how to design
new pathways required as a result of the coronavirus (COVID-19) pandemic. As such,
we believe that system leaders, improvement practitioners and policymakers have much
to gain from learning about the FCA’s experience in the first 5 years of the programme.
During this time 10 local FCAs have been set up, with three more ready to start, and nearly
400 flow coaches have been trained from 30 UK health and care providers. These coaches
work with over 150 multi-professional teams to improve care pathways. Some of these
teams have already delivered impressive results, as the case studies in this report highlight.
What has been particularly striking has been the way that the FCA programme as a whole,
including flow coaches and pathway teams, has responded to the challenges posed by
COVID-19. As well as switching to virtual team meetings and enabling coaches and
participants to connect and learn online, many flow coaches have been at the forefront
of their organisations’ efforts to adapt and redesign services in light of COVID-19. Their
training and experience in leading and facilitating care pathway improvement has proven
to be invaluable throughout the pandemic.
This report, which is based on the formative FCA evaluation completed in 2019 by RAND
Europe and interviews with FCA programme leads during the COVID-19 pandemic,
focuses on how the programme has been planned, designed and implemented. It looks at:
•

how local flow coaching academies have been set up

•

how coaches have been selected and trained

•

how care pathways have been chosen

•

how pathway teams have approached planning and delivering improvement.

We believe that this learning will be of real value to the national and regional organisations,
system leaders and improvement practitioners involved in commissioning, planning and
delivering improvement programmes in the NHS.
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What stands out about the FCA programme is its emphasis on the value of fostering an
environment that is conducive to improvement. It is founded on the belief that to get the
best from people, it is vital to create an open, inclusive, non-hierarchical learning culture
in which everyone can contribute. The Big Room approach, a cornerstone of the FCA
programme, is designed to achieve this. Supported by flow coaches, teams of people
working in each part of the pathway come together at the same time each week in the Big
Room to work collaboratively and develop a shared purpose to identify and test solutions
to flow constraints. Crucially, the teams are encouraged to discover their own solution,
rather than pick one developed elsewhere, helping to make sure there is local ownership of
continuous improvement, and therefore increase the likelihood of it being sustained.
Another key lesson to emerge from the FCA programme is the importance of the FCAs
being aligned with the overarching improvement strategy of their organisation and
complementing other improvement initiatives. An example of this is FCA Lancashire, at
the heart of Lancashire Teaching Hospitals NHS Foundation Trust’s improvement strategy.
As well as helping to avoid duplication, this alignment means the FCA has the backing of
the trust’s leadership and is recognised and supported at each level of the organisation,
which is critical for the long-term success of the academy.
A significant achievement of the FCA programme has been to understand and act on the
lessons from previous efforts to improve flow along complex pathways across multiple
services and care settings. Much flow-related improvement has stumbled at this point,
with teams struggling to overcome the cultural differences and tensions that have
emerged between services, so that they can begin to discuss pathway improvements.
The FCA method that, at its heart, is all about relationship building and recognising that
improvement happens gradually, supported by regular meetings that encourage a sense of
shared purpose, offers a way of overcoming these challenges.
With 5 years’ experience to draw on, there is good reason to be optimistic about the
future of the FCA programme and to share what has been learned to date. We will be
releasing further updates on the roll out of the programme and the impact it is having on
care pathways across the UK. In doing so, we will draw on the findings of a summative
evaluation that we have commissioned from Ipsos MORI in partnership with The Strategy
Unit. This evaluation, which is due to report towards the end of 2021, will give evidence of
the overall impact of the FCA programme during its first 5 years of operation.
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Executive summary
What is the FCA programme and its rationale?
Over the past 10 years the Health Foundation has supported the testing, development
and evaluation of approaches to improving patient flow along care pathways. The most
ambitious application of the approach is the FCA programme led by the Sheffield Teaching
Hospitals NHS Foundation Trust, which aims to build a network of local FCAs across the
UK that share a common purpose, language and method for improvement. The programme
trains health and care staff in the team coaching, technical and relationship skills required
to deliver continuous and sustainable improvement. It has a core programme team, the
Central FCA, which is responsible for developing the content and approach for the FCA
programme and overseeing the formation of local FCAs. The rationale for the programme
is that patients typically experience care in condition-based pathways, and how they move
along these pathways has considerable implications for patient experience, care outcomes
and pressure on staff.

What are the key components of the FCA programme?
The FCA programme is based on a co-coaching model combined with elements of
improvement science. Cohorts of 30 paired flow coaches are trained on a 1-year course.
Coaching pairs comprise a clinical coach, who works in the pathway, and a flow coach
whose day-to-day job role in the organisation is external to the pathway. The course
curriculum has been successfully transferred for delivery by local FCAs and continues to be
improved through iterative co-design with the FCA faculty. The paired coaches put their
skills into practice while training, by jointly leading weekly Big Room meetings that bring
together staff along the care pathway, enabling them to focus on the patient experience
and assess, diagnose and iteratively test changes to improve patient flow. The views and
experience of patients are central to the FCA model, with coaches using a range of skills and
techniques to support meaningful input from patients in the improvement work. The Big
Room meetings seek to make sure that each person in the room has a voice and is an equal
partner in the improvement process, regardless of status or experience. This approach to
flattening hierarchy, and the focus on jointly developing change ideas rather than imposing
a predetermined solution, is unusual in health care improvement.

Who is involved in the FCA programme?
The aim of the FCA programme is to support the establishment of multiple FCAs across
the UK, to scale up the approach and to build a networked community of practice to share
learning. The local FCAs train further flow coaches in their organisation and surrounding
area, and coordinate and support the work of local flow coaching pathway teams. In its first
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5 years, the programme has scaled up to create a UK network of 10 local FCAs running
flow improvements for a range of care pathways, with another three ready to start. Nearly
400 coaches, from over 30 NHS trusts and health boards, covering hospital, community
and mental health services are trained and over 150 Big Rooms have been set up for over
85 care pathways, with several FCAs working on the same pathways, such as frailty, sepsis,
cancer and diabetes.

What does the flow coaching training involve?
Flow coaches report consistently high levels of satisfaction with their training and almost
unanimously feel well prepared to be a flow coach. The course includes:
•

technical quality improvement (QI) methods

•

measurement through statistical process control (SPC) charts

•

coaching skills, such as active listening

•

giving and receiving feedback

•

facilitation methods

•

time management.

An outstanding feature of the FCA programme has been the ability of the flow coaches
to put the learning into practice by setting up Big Rooms to support continuous
improvement across a range of care pathways, and sustaining this beyond the course.

Where has the flow coaching approach been applied?
A great strength of the FCA programme is the applicability of the approach across multiple
clinical settings and sectors.
Flow pathway teams have reported reductions in waiting times from referral to
appointment, less waiting time in clinics, reduced delays in discharge and a reduction in
unnecessary procedures through the introduction of multi-professional assessments. They
have also delivered better communication along the pathway and improved team culture.
In addition, the emphasis on putting the patient at the centre makes sure that improvement
is focused on issues that are important to patients, with greater understanding of the
patients’ experience of the service. The programme effectively achieves QI where
disruption of patient flow is responsible for poor patient experience, poor outcomes or
inefficient use of resources.
The programme has also demonstrated its value in enabling services to adapt in response to
COVID-19, which has required the development of new care pathways and improvements
in the efficiency of existing pathways to tackle the waiting lists that have grown due to
re-deployment of resources for COVID-19 care. Although flow pathway teams have
helped to keep pathways running during COVID-19, many flow coaches have used their
skills effectively to support wider organisational efforts to restart and redesign services
after the first wave.

Executive summary
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Key learnings

Developing and implementing a curriculum for
flow coaches
In devising the flow coaching curriculum, the Central FCA team aimed to create a course
that gives sufficient weight to the relational skills needed to drive improvement. It also
allows participants to put their skills into practice and can be refined over time in response
to learning.
Creating a curriculum that reflects the fact that improvement requires both
technical and relational skills is essential. As well as focusing on technical skills, such
as how to create process maps and use plan, do, study, act (PDSA) cycles, the coaching
curriculum teaches relational skills, such as how to give feedback and facilitate discussions
and how to listen effectively.
Treating the curriculum as a living document is important. Developing and
designing the course iteratively in response to learning and feedback helps to make sure the
curriculum and training materials remain fit for purpose for both coaches and local FCAs.
Providing training participants with the opportunity to put their knowledge
into practice is key to recruiting and motivating participants. The impact of many
improvement training programmes is constrained by a failure to offer trainees the chance
to implement their learning. This programme allows participants, while they are still being
trained, to coach flow pathway teams and work with them to design, deliver and embed
improvements across the care pathway.
Training multiple coaches in one organisation, each of whom goes on to coach
a flow pathway team allows a critical mass of improvement expertise to emerge
and increases the chances of the programme delivering a tangible impact on
care. A compelling feature of the FCA programme is that it creates a network of people
in an organisation with experience of coaching and delivering flow improvement. These
individuals can support and challenge each other and influence others.
Ensuring that the people delivering the coaching curriculum have themselves
completed the course builds participants’ confidence in the training. Creating a
faculty of experienced trainers who can pass on their own experience of completing the
training and coaching flow pathway teams is a key strength of the training programme in
the eyes of participants. It has also helped the programme to spread.
Enabling training participants to learn with people from other organisations
broadens their knowledge and understanding. Bringing together people from
multiple organisations allows fresh insights and ideas to emerge and encourages people
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to think critically about established ways of working in their own organisations. Regular
programme-wide events have also helped to strengthen inter-organisational connections
and promote the exchange of knowledge and ideas.
Ensuring flow coaches have the permission, time and support to complete
their training and facilitate Big Rooms is key to embedding local FCAs. Coaches’
participation in the programme often relies on them being able to secure back-fill to cover
their posts while in training or to make sure they have protected time to facilitate Big
Rooms. Having supportive managers and sufficient resources to allow coaches to take time
away from their day job is essential.

Selecting local FCAs
When selecting local FCAs, the Central FCA team focuses on identifying flow-ready
organisations with an established improvement strategy and a clear sense of the role that
their local FCA would play in it.
Identifying flow-ready organisations where there is a deep commitment to
improvement at every level, from the board downwards, is critical. Organisations
with a clear, organisation-wide approach to improvement, with senior leaders and
managers at all levels committed to improvement and a well-resourced approach to
improvement capability building, are best placed to host a local FCA.
Ensuring that organisations have a clear understanding of how flow coaching fits
into its existing improvement capability building strategy is vital. Organisations
looking to host an FCA need to be able to articulate how flow coaching will add value
to their existing improvement capability building offers and other key strategies. These
organisations should also have a clear idea of where and how flow coaching will be used to
drive improvement, and to make sure it is aligned with and complementary to the other
improvement approaches used in the organisation.

Selecting care pathways for improvement
In selecting care pathways for improvement, local FCAs are encouraged to take their time
and focus on identifying stable pathways where there are clear care challenges that are
amenable to improvement, as well as engaged senior clinical leaders.
Taking time to make the right choice is key. Spending as much time as possible
getting to know each potential pathway and its wider context, and working with staff and
patients at each step of the pathway to understand the scope for improvement and the risks
involved, will help to make sure there is a robust and evidence-based rationale behind the
selection of each pathway.
Identifying pathways that are stable, clearly demarcated and well understood
is important. A key advantage of the Big Room approach is that it can be applied
equally effectively in any care setting or across multiple settings. However, in choosing
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which pathways to improve, it is important to focus on those that are coherent and well
established, and those that are not affected by structural changes that could destabilise
the pathway.
Striking the right balance between ambition and pragmatism is essential. Finding
pathways where there are well-recognised care challenges, which are amenable to
improvement within the time and resources available, is important. The presence of senior
clinical leaders keen to drive improvement is also necessary. In large, complex pathways
it may be appropriate to start by focusing on one specific area and building gradually as
confidence and knowledge increases.
Recognising that not every quality challenge is amenable to improvement through
the flow coaching approach is important. The flow coaching approach is a versatile and
flexible one, but it cannot address all quality challenges on its own. Some challenges require
a range of methods and an integrated organisational or system-wide response. A strength
of the flow coaching approach is that it complements other improvement approaches and
can be used effectively alongside other methods.

Improving the flow of care pathways
To make sure that flow pathway teams have the best chance of delivering sustained
improvement, the teams meet regularly and, supported by coaches with a range of
experiences and knowledge, are encouraged to work collaboratively alongside patients in
an open, honest and non-hierarchical way.
Creating an open, honest and collaborative environment for improvement in
which each participant feels able to contribute fully, regardless of their experience
or place in the organisational hierarchy, is vital. The Big Room approach that allows
flow pathway improvement team members to ‘see together, learn together and act together’
on an equal footing, has played a crucial role in galvanising teams and helped them to stay
focused over time.
Enabling staff and patients from each part of a care pathway to meet regularly is
critical in building a shared understanding of the priorities for improvement and
fostering a culture of improvement. In bringing teams together at the same time and
place each week, the Big Room approach enables new relationships across the care pathway
to develop, allows questions that have never been asked to emerge, and encourages a
consensus view on where improvement is most needed. It also fosters a shared ownership
across the pathway of the eventual solution to the improvement problem.
Using a co-coaching model brings a valuable blend of perspectives, experience and
knowledge to flow coaching pathway teams. The co-coaching partnership between a
clinician with specialist knowledge of the pathway who has credibility among professionals
in the team, and a coach from outside the pathway who gives a fresh perspective and ideas,
is a key strength of the programme.
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Involving patients from the start as equal partners in the improvement process
is essential. A key ambition of the programme is to make sure that the improvement led
by flow coaching pathway teams is co-produced with patients. While patients have been
closely involved in a number of Big Rooms, it is far from universal and there is an awareness
that more needs to be done to make this the norm.
Finding a suitable space for flow coaching pathway teams to meet is a major
challenge for some local FCAs. A shortage of available space has made it difficult for
some academies to find regular homes for their Big Room meetings. Switching to virtual
meetings during the COVID-19 pandemic has alleviated this pressure and made it easier
for some staff and patients to participate, but it has also posed new questions, such as how
to build effective virtual relationships.

Building effective relationships between local FCAs and
the Central FCA
Creating balanced, reciprocal and mutually beneficial relationships between the Central and
local FCAs, as well as opportunities for flow coaches across the UK to connect and share
learning, is seen by the FCA programme as vital to its long-term sustainability.
Seeing local FCAs as ‘co-innovators’ has helped to make sure there is a balanced
and equitable relationship between them and the central academy. As ‘learning
generators’ with valuable insights about the local implementation of the programme,
local FCAs are seen as having a vital role to play in the ongoing adaptation and spread of
the programme. This encourages a balanced flow of ideas, advice and feedback between
the local FCAs and the Central FCA and fosters a sense of parity between the programme
adopters and the originator. Events such as curriculum co-design sessions help to reinforce
this parity.
Knowing when and how to maintain fidelity to the core programme model and
when to tailor it to local needs is vital. An effective relationship between originator
and adopter relies on there being clarity on when to customise content and when to follow
the core model. For example, in this programme, local FCAs have the scope to include
local improvement examples and data in the curriculum to increase its relevance to local
participants. However, the Central FCA also arranges regular support calls, guidance
notes and on-the-ground observers to help local FCAs deliver the curriculum in a
standardised way.
Developing an infrastructure to support the growing network of flow coaches
is a priority. The focus of the Central FCA has shifted from developing and delivering
a curriculum to finding ways for flow coaches to connect and share learning and ideas.
Setting up this infrastructure is vital to the long-term sustainability of the programme.

Key learnings
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Achieving measurable and sustained impact
A clear understanding of the time required to deliver meaningful improvement in the flow
of care pathways, coupled with sufficient support and resources for flow pathway teams, is
seen as critical if the FCA programme is to deliver sustained improvement in care processes
and outcomes.
Recognising that it takes time to identify, plan and deliver improvement in
complex care pathways is vital. The Big Room is a slow burn approach that relies on
repeated tests of change and sees meaningful dialogue between stakeholders along the
pathway as being key to the delivery of sustained improvement. It is not an approach that
can deliver quick fixes to problems.
Accessing appropriate data and data analysis support and identifying ways of
measuring impact along a complex care pathway is a challenge. As is often the case
in improvement programmes in the NHS, many Big Rooms have found it difficult to
secure regular input from a data analyst. Another challenge is finding a suitable mechanism,
or suite of tools, capable of capturing and analysing the scale of change across multiple
services that flow coaching pathway teams are delivering.
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1. Background to the FCA
1.1 Introduction
Over the past 10 years the Health Foundation has supported the testing, development and
evaluation of approaches to improving patient flow, which it defines as ‘the progressive
movement of people, equipment and information through a sequence of processes… along
a care pathway’.1 The FCA programme, led by a team based at Sheffield Teaching Hospitals
NHS Foundation Trust, is the most ambitious application of patient flow yet supported
by the Health Foundation. The team built on work they originally carried out in the Flow
Cost Quality programme1 to improve flow along the urgent and emergency care pathway,
bringing this together with elements from the team coaching model and improvement
science approaches.
The rationale for the programme is that patients typically experience care in
condition-based pathways, and how they move along these pathways has considerable
implications for patient experience, care outcomes and pressure on staff. The programme
approach is to train health and care staff in the team coaching, technical and relationship
skills required to deliver sustainable improvement. The programme is designed to be
replicable, with both a curriculum and training materials that can easily transfer to a UK
wide network of local FCAs (Figure 1).
Figure 1: Growth of local FCAs through the programme cycles

1. Background to the FCA
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1.2 Disrupted flow has implications for poorer outcomes
In common with many health systems, the NHS is facing pressures of growing demand for
services and workforce shortages in a period of constrained funding and this is not keeping
pace with rising costs.2 The Health Foundation analysis shows the number of urgent
admissions to hospital has increased by 42% over the past 10 years, with patients having
high morbidity and a higher prevalence of long-term conditions.3 Meanwhile, people living
in disadvantaged areas are at greatest risk of having multiple conditions.4 The harmful and
costly effects of delays in patient flow for older patients are well established, including
higher mortality, higher risk of health care-acquired infections, depression, reductions
in patients’ mobility and their ability to manage daily activities.5 These are recognised as
major challenges in the NHS long term plan, with a number of national initiatives seeking
to improve patient flow.6 The COVID-19 pandemic has made unprecedented demands on
health and care services in the short term and continues to have an impact on the delivery
of services and the need to redesign these services. In this context, improving the flow
of patients, information and resources in and between health and care organisations is
crucial to improving efficiency of services and the quality of care experienced by patients.7
Common disruptors of patient flow, such as disjointed IT and waits between stages of care,
have been described in previous reports by the Health Foundation.7,8
Research shows that not all approaches to flow improvements in health care have resulted
in measurable improvements. Beyond small case studies, some of the larger programmes
have had disappointing results.9,10 Flow projects have mostly focused on a small segment
of the patients’ care, due in part to the challenge of working collaboratively across multiple
teams, services and organisations.11 A survey of US acute hospitals showed the challenge
of scaling up improvement from micro and meso level to organisational level: while over
60% of respondents were using lean improvement approaches, only 12% reported this as
hospital-wide implementation.12
Much research focuses on process results from improvement, but the social factors
contributing to improvement also need to be considered, such as encouraging and enabling
supportive behaviours, team dynamics and culture. These factors help create highperforming services, sustainably achieving excellent safety and quality outcomes.13,14 A
range of professions, grades, middle managers and data analysts need to be involved with
a stake in the intervention.15 The extent to which clinical and managerial interests align is a
key determinant of success in QI interventions.16
Several major programmes in the NHS have focused on patient flow.
•

Scotland: In 2013 NHS Scotland set up a Whole System Patient Flow
improvement delivery programme.7

•

Wales: In Wales, 1000 Lives Improvement ran the national Patient Flow
programme from 2013 to 2015 across all six health boards providing
emergency care.17

•

England: NHS England and NHS Improvement are supporting a 5-year programme
from 2016 to 2021, in which the Virginia Mason Institute – that adapted the
Toyota Production System and applied it across the Virginia Mason health care
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system – is working with five NHS trusts to develop a culture of continuous
improvement based on lean principles.18 The Health Foundation in partnership
with NHS England and NHS Improvement has commissioned an independent
evaluation of the programme, which is due to be published in 2021.

1.3 FCA coaching, technical and relationship skills
The course curriculum takes account of the idea that improvement is 80% relational and
20% technical.19 Expert faculty members teach flow concepts, coaching skills, data skills,
patient experience and improvement approaches (Figure 2). Flow coaches also meet in
smaller subgroups throughout the course, facilitated by an assigned FCA faculty member.
Figure 2: The flow coaching curriculum

Coaching skills
Includes: team coaching theory,
listening skills, reframing, giving and
receiving feedback, solution-focused
coaching, dealing with resistance

Data skills
Includes: measurement basics, run
charts, system dynamics measures, pivot
tables, statistical process control charts,
calculating capacity, benchmarking

Flow: basics of ﬂow, building
a Big Room, ﬂow pathway,
ﬂow case studies

Patient experience
Includes: surveys and shadowing,
patient involvement, patient
co-production

Improvement approaches
Includes: stakeholder analysis, process
mapping, driver diagrams, coaching
PDSA, mapping the meso system, change
ideas, value mapping

A core element in the ‘flow’ part of the curriculum is the pathway assessment tool, The
5 Vs. This framework is used to assess and understand a pathway, through a focus on
the following.
•

Value: considering what is important for patients and families.

•

Involve: how the Big Room will involve staff and patients from across the pathway.

•

Evidence: the metrics that matter – data that helps to understand the system.

•

Visualisation: making the evidence visual and accessible to help connect people
and data.

•

Vision: how the improvement work can shape the future.

1. Background to the FCA
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The Big Room
The paired coaches support improvement on their pathway through weekly Big Room
meetings (run in the same physical or virtual space at the same time each week) where
health and care staff and in some cases patients, from the pathway work together to
assess, diagnose and iteratively test changes to improve the flow of care. Stakeholders in
pathways include all professional and support groups who have an impact on patient care
and experience.
In the Big Rooms coaches aim to create an open, honest and collaborative atmosphere
where each participant, regardless of seniority, feels empowered to contribute on an
equal footing (Figure 3). A key principle is the flattening of traditional hierarchies and the
inclusion of staff from a wide range of roles and professions. The Big Room is set up to
allow participants to ‘see together, learn together and act together’.20
‘Hierarchy is suspended when you go into the Big Room. It gives more junior staff
or staff who have a quiet voice the chance to express their views and that’s helped
everybody make progress together.’
(Infection prevention and control manager, Big Room participant)

‘There’s great enthusiasm in the room, great atmosphere and it brings together lots
of disciplines in one room, with one voice, to make improvements to patient care.’
(Pharmacist, Big Room participant)

‘We kicked off our antenatal Big Room with 20 people from around the trust,
setting the ground rules for how we will work together and are committed to
keeping women’s voices at the heart of all we do.’
(Improvement lead, Big Room participant)
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Figure 3: The Big Room approach
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Flow coaches facilitate the care pathway group to share understanding about the patient
experience of care, apply the techniques and methods to test out change ideas and
monitor the data to evidence progress in achieving their aim. If a change leads to measured
improvement, it needs to be incorporated as standard practice. The FCA roadmap for
improvement offers a flexible set of steps for the pathway team to follow (Figure 4).
Figure 4: The FCA roadmap for improvement

The co-coaching model
The co-coaching model is a core element of the FCA programme. A lead clinician with
detailed knowledge of the care pathway is identified as the clinical coach together
with an external coach – a manager or a clinician from outside the pathway – to offer
a complementary view. Coaches must be motivated to deliver improvement, with
attributes necessary for team coaching. The co-coaching model brings a varied skill set
into the partnership and helps build resilience into the programme, reducing the risks of
unsustainability through loss of a coach (Figure 5).
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Figure 5: Paired flow coaches for each care pathway

‘I am a clinician and [my co-coach] is not … having clinical and non-clinical is better
because you bring different things ... [my co-coach] has a greater understanding of
the operational-organisational side of the trust: pathways, CCGs, those types of
things and I’ve got the clinical knowledge to back that up … if we were both clinical,
it might be more difficult to engage some people that aren’t clinical.’
(Flow coach, evaluation interview)

1.4 Recruiting and setting up local FCAs
One of the great strengths of the FCA programme is the adaptability of the approach across
multiple clinical settings and sectors. The approach has been applied across community
and acute pathways, such as a cross-sectoral frailty pathway and a mental health pathway
spanning an accident and emergency department, police and community mental health.
Initially, pathways tended to be in the acute sector, as hospital infrastructure facilitated
the set up of big rooms and, in theory, access to the pathway data. With experience and the
shift to virtual meetings, the pathway work is spreading across community and mental
health sectors.

1. Background to the FCA
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NHS provider organisations are invited to express interest to participate and to identify
condition-based pathways where the approach can be applied for a specific condition,
such as diabetes, skin cancer, frailty or a discrete area of cross-system care, such as end-oflife care or sepsis. The pathway is viewed from the patient perspective, covering different
clinical departments and other health and social care providers.
The Central FCA selects organisations to host local FCAs through a rigorous application
process. Selection is based on perceived readiness for the programme. The organisation
must be committed to improvement, with leadership support at all levels and
organisational development, improvement or transformation functions to indicate they
are ‘flow ready’.
Iterative learning by the Central FCA has deepened understanding of what contributes
to flow readiness, such as identification of a suite of pathways with clear rationale for
their selection and initial ideas about how flow coaching might enable improvement.
However, it is understood that flow coaching is not a panacea for every quality issue or
organisational challenge.
‘A single methodology is unlikely to succeed across a whole trust. We look to
use flow coaching when there are flow issues. We also use lean methodology
as appropriate and small-scale improvement projects. A Big Room is quite
an investment and not necessary for every improvement effort. It is best for
tackling thornier issues, where all the stakeholders need to be involved to make
improvement happen.’
(Local FCA lead)
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Figure 6: The FCA network (November 2020)

1. Background to the FCA
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Local FCAs deliver the 1-year training programme and deliver ongoing support to their
local community of flow coaches. The Central FCA worked with an agency specialising
in social franchising to formalise key aspects of the relationship between the Central FCA
and local FCAs. Achieving the balance between fidelity to the model and necessary local
adaptation is a well-documented challenge in spreading successful improvement from the
originating organisation to adopter sites.21 Local FCA faculties customise the training, using
local examples, adding local videos and including data from their Big Rooms. This helps
participants understand the content in their context.
Figure 7: Overview – setting up a local FCA

A local FCA initially identifies a minimum of six coaches for three care pathways. The
Central FCA recommends that at least four of these coaches should be chosen with the
expectation that they will become the teaching faculty and deliver the course locally. To join
the teaching faculty all coaches need to complete their training and be coaching a Big Room.
Currently the faculty for local FCAs have all been trained by the Central FCA. However,
there is a desire to involve local FCAs in the delivery of training once they have become
more established, in order to allow greater flexibility for scheduling courses and to free up
development capacity at the Central FCA.
As the local FCA faculty delivers flow coach training for the first time, the Central FCA
gives advisory support, all training materials, guidance notes and regular support calls over
the first year. Before COVID-19 restrictions the Central FCA was committed to providing
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on-site support to every session during the first year of delivery. This made sure that local
FCAs were supported while providing assurance that the curriculum was being delivered
as expected and new learning was brought into the network.
Due to COVID-19, the Central FCA are developing e-learning packages and digital
resources so the training can be delivered remotely. This will also help reduce the need for
travel to different areas across the UK and will open up opportunities to develop shared
faculty models across the network.
‘We were quite nervous when we ran the first local cohort, but we had support from
the Central FCA at most of the sessions and we feel we’re trusted to deliver it now.
It is effectively a franchise model and it needs to ensure the same focus and content,
not deviating from the curriculum … We have the script and the template, but we
run it in our own personal style.’
(Local FCA lead)

Curriculum co-design sessions with Central FCA and local FCA faculty members identify
areas for improvement and highlight why certain elements of the programme are crucial
and how these need to be taught.
‘There is a temptation to tweak and adjust the content, especially if you don’t
quite ‘get it’. The fact that the Central FCA are so available means you can have that
conversation to ensure you fully understand the module before you teach it, rather
than change things.’
(Local FCA lead)

The level of support that local FCAs need reduces over time as confidence grows and there
is more familiarity with the materials and approach, as well as the experience of running
their Big Room pathways.
‘Central FCA are amazing! They’re very supportive and share all their knowledge
and materials, and the things they’re developing … It’s very different from a lot of
NHS competition culture.’
(Local FCA lead)

Local FCAs can experiment with changes to the format, as long as learning is shared across
the programme. One local FCA wanted to have 2-day, rather than 3-day, modules to help
clinicians attend without needing formal approval for study leave. However, experience
showed that attendance dropped because without the formality of requesting leave it was
harder to protect the time.
Successive cohorts of trainees have been able to make better progress with their pathways
due to the build-up of collective experience across the FCA programme.

1. Background to the FCA
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‘So, I think it’s a bit about the fact that the faculty have all done the course. You can
teach them to avoid some of the pitfalls that you fell into so that, each time round,
the next group of coaches can avoid the pitfalls a bit more easily.’
(Local FCA faculty member, evaluation interview)

‘I’ve gained just as much from teaching the course as participating in it, after two
rounds you start to see the issues through a different lens ... we’ve talked about this
as a cohort of coaches on faculty now and how we’re just learning more to apply to
our own pathways as we teach.’
(Local FCA faculty member, evaluation interview)

1.5 Aligning FCAs with organisational strategies
for improvement
Local FCAs need to understand how the programme fits with, and can enhance the
delivery of, existing organisational strategies for improvement. FCA Devon is unique to
date in England as a joint application by the acute hospital trust and the mental health
trust, which has enabled work on pathways extending beyond organisational boundaries.
However, FCA Devon is also conscious of the need to make sure its activities are aligned
with organisational priorities. For example, when a new electronic patient record (EPR)
system was the focus of trust level strategic attention in FCA Devon, the flow coaches
supported the digital roll out. Their heightened understanding of pathway information
flows and interactions between services helped to avoid some of the common pitfalls of
EPR introduction.
FCA Lancashire, meanwhile, positioned the FCA programme as an opportunity for clinical
leadership development. Getting clinical leaders together in a ‘programmed’ approach
has unlocked ways to solve problems that seemed intractable. The FCA programme has
brought acute and community teams together, who previously did little joint working.
Their frailty pathway now has a shared assessment for older people, whereas in the past
each team carried out their own (different) assessment.
‘A medical engagement programme was really important to get the medics on board
– you have to be realistic and devote more time and energy to that. Of course, we
want nurses and other staff on board, but they are relatively easy – very keen from
the outset; medics are the harder nut to crack and it’s vital to get real traction in
clinical areas.’
(Local FCA lead)

In contexts where the FCA is strategically positioned in an organisation-wide
approach, support and buy-in from senior leaders can facilitate progress and stability
for the approach.22 For example, at Lancashire Teaching Hospitals, the FCA is firmly
embedded into the organisation’s improvement strategy as the primary means of driving
improvement at the meso level. The trust has responded to the drive from the Care Quality
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Commission (CQC) and NHS England and NHS Improvement for trust-level commitment
and a planned approach to QI. Flow coaching is closely aligned with the overarching
capability building approach for the trust and therefore more likely to sustain and develop.
Selecting organisations with the right conditions to support the programme is recognised
as being crucial.
‘We built our application around our strategic approach with the CEO, medical
director and director of quality working together on a vision for delivery of the FCA.
We realised success depended on investment in learning about flow coaching as our
chosen approach and a commitment to engage with staff, particularly getting the
medics on board and getting sufficient numbers trained in the approach.’
(Local FCA lead)

However, in many local FCAs flow coaching is one of several QI programmes operating
across the trust and competing for executive attention and organisational resources.
Nonetheless, several local FCA leads described how the FCA programme model has helped
them to develop a more coherent strategy for QI capability at an organisational level.
‘Although as a trust we have a long history of improvement work and investment in
clinical leadership prior to the FCA, I don’t think we had a mental model for what
we were doing. This [FCA] gave us a focus for our high-level capability and capacity
building, linking pathway development with service transformation ... It gives us
the top tier of training to complement the half-day QI introduction session and
3-day QI Leaders’ course that we were already running.’
(Local FCA lead)

Several local FCAs also described how the flow coach training fits into a tiered model of QI
training, complementing the Introduction to QI sessions and other shorter courses.
‘We recognised that starting an FCA would complement the QI training we
were already doing at a less intensive level and help us get to a critical mass of QI
informed, QI trained and, through a local FCA, QI leaders across the trust. But the
FCA is more than capability building – it gives us a better way to use the skills of
the dedicated central transformation team to support improvement owned by the
clinical teams; not to run in and “do unto” the service teams.’
(Local FCA lead)

1.6 FCAs with a nationwide reach
The approach for FCA Scotland has been more nationally oriented from the outset, sitting
in the NHS Education for Scotland national QI training offers. Recognising the level of
existing QI skills and experience across the NHS in Scotland, the delivery pace for FCA
Scotland was accelerated. In 1 year, the first cohort of Scottish flow coaches were trained
and delivering training to coaches from the Scottish health boards.

1. Background to the FCA
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FCA Northern Ireland is also working to position the programme as a national initiative.
While the drive has initially come from the Western Health and Social Care Trust, the
first local training cohort involved coaches from all six health and social care trusts. The
logistics of where to hold course sessions has been important, running these in Belfast
rather than their Londonderry base to facilitate travel across the country. The development
and testing of e-learning resources (such as videos, online seminars, sub-group time and
supported Workplace activity) and delivery of virtual training is currently underway and
will facilitate national access. For example, FCA Northumbria, FCA Birmingham, FCA
Northern Ireland, FCA Scotland and FCA Imperial have completed, or are in the process of
completing, training online for their current cohorts.

1.7 Strengthening the profile and reach of FCAs
Local FCAs are encouraged to recruit and charge for flow coaching trainees from outside
their organisation to increase impact and generate a local revenue stream. The available
training slots have been eagerly taken up.
‘The wider clinical management team are now appreciating the power of this. We
have seen the skills in action and now we want to work like this across the trust.’
(Local FCA lead)

Local FCAs are keen to develop their academies and to initiate more pathway improvement
across their trusts, with a sense of urgency to rapidly train more people to the skill level of
flow coaches in the wake of COVID-19.
‘We can’t wait around for a year for this to happen. Services have been
deconstructed and we need to reconstruct along the pathways, not purely along
existing service lines. We need FCA expertise for this and we need it more speedily
than the traditional model.’
(Local FCA lead)

This challenge is being met through the development of an online modular flow coaching
course, which will enable local FCAs to train more than the current total of 30 flow coaches
per year, and to accelerate the delivery of the programme so it can be completed in less than
a year.
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2. Implementing flow coaching
in practice
2.1 Developing and implementing a flow coaching
curriculum
Flow coaches highly rate the training course
Evaluation surveys completed by the first three cohorts of flow coaches as they started the
training, at 6 months into the training and at 12 months when training was completed,
gave consistently high satisfaction ratings for the training. The content was found to be
useful and relevant. Flow coaches, almost unanimously, believed they were well prepared
for the role.
Flow coaches valued learning technical QI methods such as process mapping, using PDSA
cycles and measurement through SPC charts. They also valued the suite of coaching skills,
such as active listening, giving and receiving feedback and time management. Evaluators
observed high levels of engagement among flow coaches in training sessions, with
supportive, engaged and knowledgeable faculty.
‘The trainers … were fantastically supportive. And they really … did a great job of
delivering the content in a way that was meaningful and useful and it felt, in a lot
of cases, that we were all learning together and that was a really positive learning
environment. It felt very safe and supportive, so commendation to the people who
delivered the content, as well as those people who developed the content in the
first place.’
(Flow coach trainee, evaluation report)

Different trainees rated different aspects of the course most highly. Some particularly
valued the powerful patients’ stories, others were motivated by examples of flow coaching
in practice. One flow coach saw the use of statistics as the least useful aspect of the flow
coaching training, while others found the data skills sessions essential to develop their data
analytical ability.
‘I think the balance of content between the measurement and the team development
stuff is probably about right, actually. So, I would have liked more of the
measurement stuff and part of the group would have probably liked much more of
the touchy-feely, but that’s just the spectrum of people you’re dealing with.’
(Flow coach trainee, evaluation report)

1. Background to the FCA
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Flow coaches gain new skills from the training
The majority of flow coaches confirmed that they were using what they had learned from
the training and were seeing positive results. A few flow coaches reported major personal
impact from the training.
‘I’ve done lots of training before, including intensive QI and lean, as well as some
management training, but this has transformed the way I think about working with
people on improvement. It’s a fantastic journey and gives a different lens and way of
being collaborative.’
(Local FCA lead)

My lightbulb moment came when I realised that before it had always been about
getting staff buy-in to our vision, either as service leads or the organisation’s plans
… Flow coaching is about the team owning their ideas for what needs to improve …
that’s what makes it long term and sustainable.’
(Local FCA lead)

Flow coaches have gained and mastered new skills, including leadership, team
management, active listening, reflecting on their own work, problem solving, facilitating
effective discussions, engagement and developing mutual understanding. These skills have
also had wider applicability.
‘Flow coaching is helpful to look at data … to get the best out of people. So, how to
not give people answers, but let people come up with their own answers. It certainly
helped in terms of some difficult decisions. I think it does help in terms of some
kind of … difficult conversations when you have people that aren’t in agreement
with what you’re doing and just how to move forward positively.’
(Flow coach trainee, evaluation report)

Participants reported becoming more confident in using flow coaching tools throughout
their work, not just in Big Room meetings.
‘I feel much more confident, [the new skills] have really helped to empower me in
my daily job … regarding the knowledge about data and charts. They always come
to me and say “What would you think? How would you interpret this?”.’
(Flow coach trainee, evaluation report)

Flow coaches also reported increased confidence, coaching skills, expanded professional
networks and increased competence to work with data. It was felt that professional
development from flow coaching generated key skills that trainees could use throughout
their career.
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‘There’s definitely been development for me in terms of my personal confidence in
dealing with quite senior people or clinicians that, you know, might otherwise in
other forums be seen as quite powerful … So, I think in terms of having influence
and credibility, confidence to deal with perhaps difficult situations or challenging
circumstances, these have definitely all been things that I have got out of this.’
(Flow coach trainee, evaluation report)

Flow coaches can put what they learn into practice
An outstanding feature of the FCA programme has been the ability of flow coaches
to put into practice what they are learning: to set up and coach a Big Room, to make
improvements on their pathway and to sustain this beyond the 12 months of the course.
Only four respondents out of 50, across the first three training cycles, reported not being
able to apply any of the learning in practice
This ability to apply learning is not universally achieved by QI training. Several studies
have illustrated the difficulty for staff in translating QI models and theories into action.23,24
Research shows that staff trained in QI can feel isolated without additional support and
unable to secure priority for QI, given the pressures of day-to-day work.25 The QI-trained
staff also find it hard to pass on learned technical methods, such as PDSA cycles, in a way
that can be implemented effectively by others.26
Flow coaching brings together different elements to achieve improvement
‘What’s really good about flow coaching is the way it bundles all of the [QI
techniques] together and uses coaching methodology in order to work with …
large groups in a pathway to deliver that service improvement. That’s the bit
that’s different.’
(Trust senior leader, evaluation interview)

‘The fact that a team is trained is vital to [FCA] success – no matter how good an
individual course is, one person going back into the trust is going to struggle to
make an impact. When you start with a minimum of three teams involved, it
immediately multiplies the effect. Each coach has their flow coach partner to work
with on their improvement and the other flow coaches to relate to in the trust.’
(Local FCA lead)

Flow coach training has created additional organisational benefits
Trust senior leads reported changes in behaviour of coaches and other staff as a result of
flow coaching.
‘We know that having done this course in itself will make you a better leader and
build quality improvement and systems thinking into your way of working.’
(Senior FCA lead, evaluation interview)

2. Implementing flow coaching in practice
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‘It’s one of the best QI and leadership training courses out there. I saw [flow coaches]
‘growing’ in front of my eyes: in their confidence and relationship building. The
greatest legacy is having these brilliantly trained people in the trust, who are able to
tackle the really thorny issues.’
(Local FCA lead)

The benefits of flow coach training have been recognised as benefiting a local FCA trust
more widely during the recent emergency response to COVID-19, as the quote below and
Box 1 show.
‘The people who have had the [flow coaching] training have responded rapidly to
COVID-19 challenges and got changes in place very quickly. The coaches have been
very visible in their leadership in the trust and working to a rhythm of developing
ideas, testing it out and engaging with people as they go.’
(Local FCA lead)

Box 1: Applying flow coaching skills during COVID-19: case studies
from Sheffield and Devon
Sheffield's Anaesthesia and Operating Services department during COVID-19
Karl is Clinical Director for the Anaesthesia and Operating Services department at Sheffield
Teaching Hospitals NHS Foundation Trust. In this leadership role during the pandemic, he
describes his FCA coaching skills as being invaluable. At the height of the first wave he
facilitated Big Room-style team huddles to flatten the hierarchy, use data objectively to inform
decisions and collaborate as a team on key challenges – all fundamental aspects of FCA
methodology. The collective ownership, performance and morale this engendered in his team
helped the department navigate the biggest professional challenge they had faced to date.
Using flow coaching skills to manage COVID-19 supplies in Devon
At the start of the pandemic one of Devon FCA’s flow coaches was deployed to work with his
trust’s stores, procurement and facilities team to help manage the organisation’s COVID-19
supplies. Using the skills developed as a coach, he facilitated daily meetings with a wide range
of stakeholders with the aim of creating a collaborative working environment and highlighting
the interconnectedness of the different systems in use. He is now leading the team through a
series of PDSA cycles to make sure the trust has sufficient supplies during the second wave of
the pandemic.

Coaches benefit from doing the course with flow coaches from other organisations, gaining
fresh insights from their experience and their organisational context. The faculty from local
FCAs have noticed the difference between running an internal course in the first year and
then opening it up to other trusts for the second and subsequent years.
‘It’s very important to have six coaches from [neighbouring trusts] and understand
their views. They can have a very different perspective; it refreshes our thinking.’
(Local FCA lead)
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2.2 Identifying and setting up flow coaching
pathway teams
Big Rooms facilitate engagement and relationship building
The Big Room meetings get stakeholders who are not usually in the same room to talk to
each other, leading to better understanding of roles, breaking organisational barriers and
facilitating collective work on problem solving.
‘The fact that two groups are talking to each other that never talked to each other
before is pretty profound … community nurses are now talking to the acute hospital
nurses. The fact that they’ve now got a set of skills to actually understand what their
key issue is in their pathway and have started to do tests and make changes and got
people ownership is quite profound.’
(Flow coach, evaluation interview)

Gathering staff along the pathway in a Big Room builds a shared perspective. New
connections and new communication channels facilitate changes to improve flow.
‘The hospital and the community worked very separately … And I think one of the
great things about flow coaching is that it’s brought us all together, and so staff are
communicating well with each other in a way that they hadn’t before. A lot of phone
calls go backwards and forwards now in a way that they weren’t ... it’s really had a
great impact on relationships between us all, to the point where we can just ring up
and say, “look, you know, this has been a bit of an issue”[…] That’s one of the best
things about flow.’
(Flow coach, evaluation interview)

A key benefit of flow coaching is to flatten hierarchies, resulting in joint decision making.
Flow coaches felt that changes tested by pathway teams, based on Big Room discussions,
were implemented with less resistance than if they had been imposed top down.
‘Anyone can propose an idea and it’s not just entertained, it’s actively encouraged.
So I think that’s a key strength of it … before my lean thinking was always based on
tools, value stream mapping, PDSAs … I always read about cultural change as the
most significant thing and it’s actually taken me by surprise, but I will honestly say
in the last 3 months that’s really come to the fore.’
(Flow coach, evaluation interview)

By bringing pathway staff together, flow coaching opens a space for questions that have
never been asked. Staff gain a better understanding of each other’s service and the pressures
they face. It facilitates co-design among multi-professional groups and helps to nurture an
appetite for change, fostering a flow coaching culture. Coaches described changes in mindset or culture as a major success of the programme.

2. Implementing flow coaching in practice
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‘I think the biggest milestone for us has been a recognition … for something to be
done differently. And that there is a high level of motivation for that to happen, so
people recognise that not only does something need to be done differently, but they
want to be part of doing things differently. So people are motivated to make change
happen and now we just need to move to that point of better understanding of what
that “doing things differently” looks like and making it happen.’
(Flow coach, evaluation interview)

Another key benefit of the Big Room approach is that it gives teams the chance to learn and
reflect together.
‘Everyone in the Big Room has come out with another set of skills. Because it gives
us, as a team, time for reflection, it means that it’s more likely to stick.’
(Local FCA lead)

As a result, many Big Rooms have been able to sustain the interest and enthusiasm of
participants, according to flow coaches.
‘Everyone just comes along and gives up their time willingly … We can’t say how
much we appreciate that and the fact that the directorate sees it as a priority too.’
(Flow coach, evaluation interview)

‘The ‘why’ is never forgotten in the Big Room and that just shoots [the work] up
into the stratosphere, staff come because they care about patient outcomes and that
is always the focus.’
(Local FCA lead)

Changes in organisational culture have also been observed, resulting from Big Room
engagement and flow coaching activities.
‘Interestingly I thought that we might have more of a culture of resistance to
change than we have. I thought that it would be hard to change the culture and
actually I think the opposite has really been the case, I think people have been
embracing change.’
(Flow coach, evaluation interview)
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Box 2: Benefits ascribed to flow coaching implementation by coaches
and Big Room participants
Bringing staff along the pathway together: people who do not usually work together join
to focus on the care pathway in Big Room.
Patient perspective for improvement: focus on patient stories highlights important issues
for improvement.
Flattening hierarchy: allowing any of the staff involved in the pathway to, for example,
propose ideas and challenge data.
Better communication: between different professionals, different services and between
teams from different organisations.
Improvement culture: increased willingness to try changes and do something differently.
Brings together QI tools and coaching: supports use of the tools in practice with
supportive leadership.
Better flows of information: exchange of ideas and more accurate care information feeds
into ideas for change.
More ownership of improvement interventions: Big Room participants discuss and agree
which change ideas to attempt.
New skills brought into the pathway: presenting patients’ stories, running complete PDSA
cycles on each test of change and the use of SPC charts.

Select care pathways for improvement carefully
The Central FCA has gained expertise in selecting appropriate care pathways amenable to
flow coaching. Experience has shown that a successful Big Room can bring together staff
from different services who support the same patients, for example, community mental
health teams and accident and emergency departments supporting people in mental health
crisis, or hospital and community teams working with frail, elderly people. Without
the focus of a clear pathway, an early Big Room on chronic pain was not successful. The
learning from this helped to shape the approach for cross-service pathways, such as sepsis.
The initial sepsis Big Room tested changes in one defined area, making necessary tweaks
while engaging stakeholders across the whole pathway, and ultimately gaining confidence
for wider application of cross-service improvements to sepsis care.
The Central FCA has recognised the problem of selecting pathways too quickly, with
insufficient analysis of the context, and advise trusts starting flow coaching on how to
avoid common pitfalls. These pitfalls could include working on pathways that are unstable
due to, for example, structural changes. Trusts are encouraged to select pathways with an
appropriate balance between ambition, involving pathways where there are known quality
of care issues and pragmatism, and selecting pathways with keen clinical leaders.
‘We opened up applications across the trust, and it was over-subscribed, so we
chose two pathways to get ‘quick wins’: colorectal, as we had identified the pathway
needed redesign to ‘work smarter’, and sepsis, as we were very impressed with the
work at Imperial. The other pathways were frailty, where there had been intractable
problems for a long time between acute and community teams, and inflammatory
bowel disease, because the clinical team were just so keen to get involved.’
(Local FCA lead)

2. Implementing flow coaching in practice
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Big Rooms also need to balance their aspirations for improved patient outcomes with what
is manageable and realistically achievable through QI approaches, by building up pathway
level impact through a series of changes. Addressing what is manageable can lead to a
micro-system focus (a small-scale QI project on a segment of the pathway, usually only
involving one clinical team) rather than the desired meso-system approach, improving
flow along the whole care pathway. In an example of micro-system improvement, a local
FCA Big Room only focused on the discharge process for their pathway, which achieved
worthwhile improvement but did not consider other parts of the pathway and therefore
limited the overall impact.
Challenges in setting up and sustaining Big Rooms
Not all the Big Rooms have been successful. In a small minority of cases, slow progress
led to the Big Room meetings being discontinued. For example, flow coaches reported
lack of engagement from senior or middle managers to attend the Big Room as a barrier to
progress. It can be hard to implement a flat hierarchy if some Big Room participants hold on
to power and control, and resist new approaches.
‘Some people come but they’re like observers, they don’t share their information
… We’ve also seen resistance to the new approaches we want to try ... not everyone
gets that pathway idea, they’re only interested in their own area.’
(Evaluation case study)

Another challenge faced by some flow coaches has been in getting back-fill to cover the
time they spend training or facilitating Big Rooms, or in earmarking protected time for
their role in a formal job plan after the training.
Enacting the coaching role, such as delegating team roles and ensuring ownership in the
Big Room, rather than leading and directing work, has also required a change in approach
for some flow coaches. Tensions resulted from balancing an operational function in the
pathway with the coaching role. Time and workload pressures made it hard to sustain the
coaching role beyond the end of training (particularly for clinical coaches). Organisations
need to consider the support that flow coaches need to sustain the Big Room approach.
‘We won’t have workshop days in the future, so we need to think how we can come
together and support each other to keep it going. We need to actively keep skilling
up, keep flow coaching with a high profile across the trust, or we’ll lose the edge
we’ve gained from this fantastic experience.’
(Local FCA lead)

Some local FCAs have also found it difficult to set up Big Rooms due to a shortage of
suitable spaces in NHS organisations to physically hold these meetings. Dealing with the
time pressures that staff are under, when faced with a requirement for another weekly
meeting, is also a concern.
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‘We have to have a mobile Big Room venue due to the geographical distance
between the sites involved. We’ve also had to think about how to cover participants’
travel expenses. The trust is covering these for now, but it will be a big barrier if that
support doesn’t continue’.
(Local FCA lead)

‘It’s been really hard not having regular attendance [at Big Room meetings]. We
have to keep going backwards to catch up on the rationale and the aims ... I know
everyone’s busy, but we can’t make real progress if we don’t have the representation
along the pathway.’
(Evaluation case study 1, evaluation report)

Some of these challenges have been addressed by meetings switching from in-person to
virtual during the COVID-19 pandemic. The virtual format facilitates patient involvement
on a more equitable basis as they can take part in their own space. It also benefits GP,
community and social care attendance, as they no longer need to factor in travel time.
These benefits are balanced by virtual meetings being a harder medium to build the
relational side of improvement. It is harder to hold a meaningful discussion if there has not
already been a functioning face-to-face relationship. This suggests risk to the sustainability
of Big Rooms set up during or post-COVID-19, which only meet virtually. The Central
FCA team have learned that this can be mitigated by extra attention to relationship
building with key staff, using a combination of engaging by video conference and in person
(with appropriate social distancing).
The rapid shift to online consultations and meetings across the NHS in response to
COVID-19 escalated work development of the training for online delivery, requiring
innovative ways to facilitate connections between participants in a virtual setting. Online
training has advantages in reducing the costs and time required to attend in-person
training and enabling greater numbers of flow coaches to be trained, more quickly. The
FCA programme can now to be delivered in-person, online or through a hybrid approach,
combining the efficiencies and accessibility of virtual with the relational value of in-person
training. For example, at Sheffield Teaching Hospitals NHS Foundation Trust, the frailty
Big Room moved onto the Workplace online platform in June 2020, allowing the team
to connect, even when working remotely. The platform enables everyone in the group to
access the online discussions and to find the posts that are most relevant and helpful for
them. Documents are uploaded to a shared space where everyone can edit and comment on
them directly, with no need to wait until the next meeting.
‘It’s kept me connected to things I wouldn’t usually be connected to and has more of
a sense of community. It allows people to contribute straight away and there’s more
visibility of the conversations that are taking place.’
(Frailty Big Room coach)

2. Implementing flow coaching in practice
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2.3 Developing an FCA network
Local FCAs are co-innovators in the FCA network
Central FCA works with the teams at local FCAs as co-innovators in developing the
programme. There is a clarity that the adopters are ‘learning generators’ with as much to
contribute in understanding how the programme is working and how it needs to adapt
as the originators.27 Local FCA leads recognise the benefit of regular communication and
exchange of ideas with each other and see the development of the FCA network as key
to this.
‘Local faculties can exchange ideas and material and stuff, and individual Big Rooms
can say, “Hey, we did this really well” or “This is what we’ve achieved” or “Anybody
know how to solve this problem?” The programme will gain more momentum
and coaches and faculty will gain learning and knowledge by being able to share in
that way.’
(Local FCA lead, evaluation comment)

During the programme’s implementation, the focus of the Central FCA has shifted from
developing and delivering the curriculum, to designing and testing the operational model
to grow and maintain the FCA network as a thriving community of practice. The growing
community of flow coaches need the infrastructure to support ongoing engagement,
exchange of ideas and communication for the sustainability of the programme.
‘Central FCA are great at receiving and responding to feedback … these feedback
loops are really important and they are absolutely in place for the programme.’
(Local FCA faculty member)

The Central FCA engages with the local faculties to enable them to give local support
to their coaching community and to collaboratively develop the national FCA network.
Regular network events are hosted by different local FCAs showcasing their work and this
is an opportunity for all FCAs to share learning at different stages in the programme. Each
local FCA is expected to hold two local faculty events annually to develop coaches. The
Central FCA runs curriculum co-design days, bringing together representatives from each
local FCA faculty to discuss and refine the flow coaching curriculum.
‘The curriculum day was run very much in the FCA way, breaking down the
hierarchy, not Central FCA and ‘the rest’. It’s very much ‘do as they do’, not ‘do as
they say’ and that builds our trust in the Central FCA team.’
(Local FCA lead)
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‘It’s important to keep in learning mode through these events. It stops the local
programme getting stale as we keep learning from what others are doing. The
Connect event that was run virtually was great, really successful and we want to
keep this going. It’s very important to get everyone together. Virtual is good for
now, but it will be important to ensure in-person meetings when these are possible.
This is where the deep relationship building happens.’
(Local FCA lead)

Keeping members connected as the FCA network grows
The current scale of the FCA network means that personal contacts, although still
important, are insufficient as the organising force. The network is using Workplace
as a dynamic online platform to facilitate sharing comments, enquiries and contacts
between local FCAs and individual flow coaches. Coaches can download materials, make
connections and seek support from others working on similar issues on their pathway.
Flow coaches working on sepsis and frailty across local FCAs run virtual groups to
facilitate rapid knowledge transfer. Coaches connect on a range of flow coaching topics,
not just pathway issues, where they are facing common issues. In addition, the dedicated
website has pages for each of the local FCAs to upload their case studies and successes –
https://flowcoaching.academy
‘The new website is great and will really help to raise the profile of the work and help
connecting with other FCAs. It builds on the Twitter stream, which is a great way to
stay in touch with what’s happening in the flow-coaching world.’
(Local FCA lead)

2. Implementing flow coaching in practice

35

3. Maximising the impact of the
FCA programme
This report does not aim to examine the impact of the overall FCA programme. We will
be in a better position to explore the overall impact once the findings of the summative
evaluation of the programme, which has been commissioned by the Health Foundation,
are known. However, some important learning points have emerged from the earlier
formative evaluation regarding the steps required to enable the FCA programme to
maximise its chances of delivering sustained improvements in care processes and
outcomes. As well as discussing these learning points, this section includes local case
studies illustrating the impact already achieved by flow coaching pathway teams. These
case studies illustrate the potential contribution that the FCA programme stands to make
to health and care across the UK.

3.1 Allowing time to achieve impact is vital
For many pathways, it is too soon to assess the impact on measurable outcomes
immediately after the training. Flow improvements on care pathways need to be sustained
beyond the first year to enable the delivery of measurable results. It also takes time for
flow coaching pathway teams to identify, test and refine improvements, something
that some organisations have found difficult to accept. Several interviewees described
how organisations still tend to look for quick fixes for service improvement. They were
confident that while the slow burn nature of the FCA intervention takes longer to deliver
results, these are more likely to be sustained improvement outcomes and that the coaching
relationship is what enables a sustainable improvement.
‘Flow isn’t about very quick turnaround. [It’s] repeated PDSA cycles and … a drip
effect that leads to success rather than doing things in a big way very quickly. So
that’s been a bit of a culture change that we’ve had to work on explaining. And it’s
why it’s important to … take our time and to really understand the problem before
we come up with solutions.’
(Flow coach, evaluation report)

‘You have to let the emergent work mature and keep people with you over the 2
years. After 2 years’ investment, you then start to see results. In my experience, it’s
worth far more than 8 years of piecemeal QI projects with patchy results.’
(Local FCA lead)
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3.2 There are challenges in measuring impact across
complex care pathways
The FCA programme needs to take a broader view on how impact is measured across the
programme. In many ways the pathway work is going beyond what can be measured on
SPC charts in response to PDSA tests of change. When communication and cooperation
improve between teams along a pathway, all sorts of profound changes in performance can
happen. This reduces delays and improves coordination of care, but not in ways that can be
clearly linked to a PDSA cycle.
The focus on meso-level improvement across the whole pathway compounds the
difficulty, as data need to be collated and integrated from different organisations, which
NHS IT systems are not well set up to do, requiring multiple data permissions from
different organisations.28 FCA improvement work is sometimes the first attempt to collect
data along the whole pathway.
The Central FCA insights and analysis workstream coordinates the collation and analysis of
quantitative and qualitative data on the programme’s impact, including relevant contextual
information. This enables assessment of whether observed changes or improvements are a
result of flow coaching activities.
The Health Foundation has commissioned Ipsos MORI (in partnership with The Strategy
Unit) to undertake a summative evaluation of the FCA. This evaluation will seek to
understand the overall impact of the programme during its 5 years of operation.

3.3 The capacity and capability to access, collect and
analyse impact data is scarce
It is a challenge for flow coaches to identify, access, collect and analyse the data to show
improvement and research shows it is a common barrier to health care improvement.29,30
The scarcity of data analytical support across the NHS is also well documented.31 The
curriculum co-design meetings have explored how coaches can best be supported to set
measures and access the data required, including knowing who to ask for help with data
and how this relies on building relationships.
Some local FCAs have a depth of data expertise to call upon and have produced robust data
to show pathway improvement. In other organisations, there are only a few Big Rooms that
can secure regular input from a data analyst. All flow coaches are now offered a software
programme to help with appropriate data analysis. With each cycle of the programme the
production of data from the pathways is more robust.
‘The measurement and data modules are the most important QI technical skills for
flow coaching. This has traditionally been the weakest area of QI implementation.
The whole time series measurement, run charts and SPC approach is new to most
clinicians and it’s a revelation. Doctors like data and revel in the robustness of the
SPC data – once they ‘get it’.’
(Local FCA lead)
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More pathway teams are robustly charting improvement data as the programme develops.
The FCA network are encouraged to add their case studies to each local FCA’s dedicated
pages on the programme website.

3.4 Placing the patient at the centre of the FCA programme
is key
Patients are central to the FCA programme, ensuring a focus on improvements that
matter to service users. Organisations are actively encouraged to develop ways in which
patients can be meaningfully represented in the work, and ultimately where care can
be co-produced.
‘We’ve definitely moved up the ‘ladder of engagement’ through the FCA. In the
past we used to think we were ‘involving’ patients when we told them about
improvement work we were doing, now patients feed into the design of services.
It’s all part of flipping the parent/child dynamic of doctor/patient relationships.
There’s no doubt that Big Rooms have accelerated this.’
(Local FCA lead)

Some Big Rooms have patient representatives as regular attendees at meetings, although
this is more common for long-term condition pathways. It requires a confident patient
to become a member of a Big Room. However, there is already evidence that virtual Big
Rooms are including patients more frequently than in-person Big Rooms, possibly because
(for some people) the logistics of joining are easier. Patients joining virtual Big Room
meetings from home feel an equal partner when others are joining from their home, clinic
or office.
Patient experience can be highlighted through patient stories, often linked to poor care
outcomes. The patient may attend a meeting that is focused on their story, or do a filmed
interview. Another technique is to build up a representative patient profile using social
and clinical information. This gives a rounded picture of a ‘typical’ patient, so the patient is
then central to considerations of tests of change. Other FCAs have used patient shadowing,
which follows a patient through all the stages of an outpatient visit. Another technique is
the patient diary, where patients record their experience and reflect on it, and share their
diaries with the Big Room.
‘We’re using the approach of coaching for existing patient leads to supervise new
patients getting involved. It’s all about thinking more deeply about the relationships
and expectations, helping people in a new role.’
(Local FCA lead)

Focusing on patient experience helps translate insights from one area of care to others along
the pathway who are less aware of the impact either upstream or downstream of these
aspects of care. For example, a frailty Big Room drove improvement by highlighting how
each day of hospital immobility can reduce patients’ muscle strength, so early mobilisation
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became a patient-focused goal. Coaches identified the use of patient mobility surveys and
analysis of mobility outcomes as a facilitator in increasing patients’ mobility. There was a
measured increase in weekly discharges.
While there are some good examples of patient voice in FCAs, these are not universal
and realising greater patient involvement is recognised as a major challenge. The ongoing
aim is for learning to be shared through the network, so that FCAs, including the Central
FCA, can learn from those who are further ahead. By engaging with patient involvement
experts in the network, the FCA programme will further develop its model for routes of
engagement with patients, service users and the wider public.
Some Big Rooms have carried out advanced patient involvement leading to coproduction
of improvement.32 In FCA Northern Ireland work on the gestational diabetes pathway has
involved women at every stage, so the service reflects and responds to their care needs.
(Box 3).
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Box 3: FCA Northern Ireland – co-production with women with
gestational diabetes
Gestational diabetes increases the risk of maternal and foetal adverse outcomes during
pregnancy. Gestational diabetes affects about 5–8% of pregnancies, with incidence steadily
increasing: from an average of 7.9 women per month in 2013 to an average of 20.6 new
gestational diabetes diagnoses per month in 2019. Women who develop gestational diabetes
have more frequent hospital appointments with obstetric and specialist diabetes teams.
The experience of women with gestational diabetes is central to improvement; all the design
ideas have been initiated in response to service user feedback. A member of trust staff, who
experienced gestational diabetes, represented the patient voice in Big Room meetings. The
team are also working to acquire longer term involvement from engaged service users. The
team gather continuous qualitative feedback from women on their pregnancy experience,
from conception to birth, through semi-structured surveys and focus groups. Feedback is
collated on the whole pregnancy journey after completion of the pregnancy, aiding candid
feedback. Big Room meetings always start with reciting the feedback from questionnaires
received in the previous couple of weeks. The group have also shadowed women attending
the clinic to understand the minute-by-minute experience of outpatient visits.
The frequency of appointments, waiting time at clinic and flow of clinic visits from one
professional to the next contributed to the experience of poor care. Average waiting time
was 1 hour per patient per visit, to spend 5 minutes with a diabetes specialist and 15 minutes
with obstetrics. The frequent visits are intrusive to women’s work and family life. The idea of
virtual clinics was inspired by a patient request to FaceTime the clinic rather than travel there
in person. As part of the co-design, women with gestational diabetes were involved in editing
and reviewing a video on virtual clinics, and in the choice of device for cloud-based blood
glucose monitoring technology.
Virtual video clinics covered 428 appointments in the first year of operation, with a
corresponding reduction in face-to-face diabetes specialist and obstetric appointments by
32.7% and 25% respectively. Structured clinic slots meant clinics finished on time, improving
staff morale. The tests of change became standard practice with confidence of sustainability.
Women reported being more confident with self-management. The cloud-based glucose data
tool enabled easier recognition of on-target and out-of-target glucose values, transforming
care planning discussions at diabetes consultations and resulting in co-produced health care
decisions. Women gave positive feedback that virtual clinics reduced the burden of clinic visits
and enabled increased self-management.
In summary, the gestational diabetes pathway at the Western Health and Social Care Trust
has improved the flow of appointments and cut waiting times. The introduction of virtual
video clinics, supported by cloud-based glucose monitoring technology, reduced the number
of face-to-face specialist appointments and cut travelling times for patients. The team
were commended for their multidisciplinary approach and won the Innovation in Quality
Improvement Team of the Year at The BMJ Awards 2020.

3.5 The FCA programme has had positive impacts on care
While it is too soon to understand the impact of the FCA programme as a whole, a number
of flow coaching pathway teams have reported some positive impacts on care. Case studies
examining the impact of the work of two teams, the Sheffield skin cancer pathway team
and the Imperial sepsis pathway team are described below (see the Appendix for a longer
list of example care pathways).
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FCA Sheffield skin cancer pathway
Skin cancers have a higher overall incidence than other types of cancer and a wide range of
severity, from extremely good prognosis to life threatening. It is often possible to detect
skin cancers at an early stage and therefore offer effective treatment for patients. The
waiting time target for a specialist appointment after an urgent referral for people with
suspected malignant melanoma is 2 weeks or less.
The skin cancer pathway aimed to increase the number of cancer target referrals seen
by reducing the waiting time from referral to being seen in the clinic. National targets
were being achieved, but the team believed they could improve. Figure 8 shows data for
the period from September 2015 to October 2017 that covers a change in practice of
collaborative working between consultant dermatologists and consultant plastic surgeons
working in a joint clinic. This was introduced in October 2016 and the SPC chart indicates
a step-change increase in the number of cancer target referrals seen on the skin cancer
pathway, following this change. In addition, the reliability of the process was improved,
with less variation in the range of patient numbers attending. After being trialled for several
months, this clinic became a permanent fixture of the service.
The pathway improvement had further impact in reducing the number of attendances
for patients, reducing time patients waited with a known diagnosis of skin cancer before
treatment, from 29 to 9 days and reducing the associated administrative and clinic
staffing costs. However, these are harder to show with a classic SPC chart. Subsequent
developments have included further joint clinics for complex cancers and the Big Room has
been influential in the development of a shared minor operations facility, releasing capacity
in main theatres for other essential surgery. The skin cancer Big Room continues to meet
weekly and is part of core business for the staff who attend.
Figure 8: FCA Sheffield skin cancer SPC chart
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FCA Imperial sepsis pathway
The Imperial sepsis Big Room aimed to improve management of sepsis across the trust to
ensure the earliest possible identification and treatment. There were already plans for an
EPR alert and it was recognised that processes needed to be developed to give information
on the treatment required and to trigger that care to occur quickly and effectively.
The EPR system captures patient observations, such as pulse rate and blood pressure and
laboratory results. Certain combinations of observations and laboratory results can indicate
sepsis. Using this data, the EPR system produces an alert if there is the possibility the
patient has sepsis. The alert prompts an immediate review of the patient and, if they have
sepsis, the diagnosis is recorded on the EPR. This prompts the launch of sepsis power plans,
detailing the investigations and treatments required. The combination of the alert and the
power plans help to make sure the patient receives the right antibiotic treatment.
The Big Room piloted the alert at the acute medical unit at St Mary’s Hospital in London.
The alert revealed that several improvements were needed: not just technical aspects of
the alert, but also a range of issues around effective communication between staff and
departments. The Big Room tested changes to improve the alert system, then rolled it
out in the emergency departments at St Mary’s Hospital and Charing Cross Hospital
and the haematology service. Improvements have been made to how the alert function
works in the EPR and the team constantly refine data collection and feedback to facilitate
improvements.
The digital sepsis alert has made a significant impact. The team initially improved
identification of sepsis and increased patients coded with a diagnosis of sepsis by 85%,
that is, from an average of 26 cases per week to 48 cases per week. They then implemented
interventions that decreased sepsis mortality by 23%. Retrospective analysis of the
introduction of the alert was associated with:
•

lower odds of death (OR:0.76; 95%CI:(0.70, 0.84) n=21,183)

•

lower odds of hospital stay ≥7 days (OR:0.93; 95%CI:(0.88, 0.99) n=9988)

•

in-patients who required antibiotics, increased odds of receiving timely antibiotics
in 60 minutes (OR:1.71; 95%CI:(1.57, 1.87) n=4622).33

In short, more patients are correctly diagnosed with sepsis and, of these, more are surviving
sepsis too. Research evidence shows that the effectiveness of digital sepsis alerts is mixed.
An alert system in the EPR alone may not lead to such a level of improved outcomes. At
Imperial, the introduction of the alert was a driver for QI initiatives to make sure there were
effective treatment responses to the alert.
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4. Conclusion
In the 5 years from 2015 to 2020, the FCA programme has evolved from an emergent
initiative into an evidence-based, replicable approach to improvement at scale and
has been adopted at a strategic level by NHS organisations. The training has engaged
clinicians and managers as flow coaches and enabled them to successfully apply the
approach in their care pathways. The practical support from Central FCA facilitates robust
implementation, reinforcing fidelity to programme principles and reducing the chances of
poor implementation. The Central FCA and local FCAs are accumulating a growing body
of evidence of impact to show that flow coaching can improve care outcomes and efficiency.
The FCA approach has direct implications for patient experience, patient outcomes
and pressure on staff. All of these are crucial as services redesign to adapt to the impact
of COVID-19 on the delivery of health care. The FCA programme is notable for its
flexibility in application across a variety of pathways. The programme is not limited to
one improvement intervention or clinical setting. It can support genuine continuous QI
along any care pathway. The ability of flow coaches to rapidly respond to the challenges
posed by COVID-19 and implement workable solutions has been noted and adds to the
programme’s impressive contribution to date.
The curriculum and training style are consistently highly rated by flow coaches, who go
on to confidently apply the learning in their services. They have demonstrated an ability to
run Big Rooms as a mechanism to improve patient flow. The programme has also shown
resilience in the face of COVID-19, moving to virtual platforms to continue the work. A
high proportion of flow coaches are remaining engaged over time and are committed to
continued learning and growing the approach. The flow coaches use quantitative metrics,
improvement science methods and coaching skills to create medium- to long-term
improvement, based on understanding the whole care pathway.
The FCA approach is also an effective form of staff engagement. The many positive
references to flattening hierarchies and ensuring that all voices that need to be heard are
included indicate a wider context, outside the FCA approach, in which staff are often not
engaged and not all voices are being heard. The programme shows the creation of working
environments, where improvement is jointly produced and owned with the care team and
becomes a regular part of the working week.
The programme is showing qualitative impact on care pathways, such as improved
information flows through which staff gain better understanding of patients’ concerns
and more knowledge of other professionals’ roles. However, these gains are hard to
illustrate with purely quantitative measures, so the qualitative data and experience of the
care pathway improvement also need to be rigorously reported. In common with many
improvement programmes in the NHS, the lack of access to data and analytical expertise to
reveal evidence of clinical impact is a challenge. While rigorous data collection and analysis
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is not yet consistent across FCA programme, the iterative changes to the curriculum and
the growing expertise among flow coaches and the FCA faculty is leading to more robust
evidence of its impact on clinical outcomes.
An active community of practice among FCA faculty and flow coaches is being built
through the FCA network. This will support sustainability and further growth, reducing
reliance on the personal engagement of the Central FCA faculty. The growing FCA
community are committed to continuing to co-design the programme, sharing experience
and co-innovating as the programme adapts to the changing context of health care.
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Appendix: Examples of FCA care
pathways and the focus of their
improvement work
Big Room care
pathway examples

Focus of improvement work

Aim

Outcome

Abdominal pain

Improve results for abdominal laparoscopic
surgery. The trust knew they could improve
on national audit data.

Mortality reduced to well below the national
average.

Acute frailty

Improve completion of frailty assessment
pro forma. Increased to two-thirds of
patients having a form completed.

Data showed a decrease in number of
patients staying more than 72 hours.

Improve direct access to consultants and
clerking of falls.

Data showed a reduction in average length
of stay.

Increase the use of a recognised frailty
scale to assess patients.

Reduced number of emergency visits to
inpatient admissions.

Acute paediatric care

Changes in clinical practice to reduce
discharge delays.

Changed timings of ward rounds,
introduced preparation of discharge
summaries on the ward and
multidisciplinary working, resulted in
reduced length of stay.

Acute respiratory

Reduce patients receiving non-invasive
ventilation (NIV) dying in hospital.

Regular training was introduced for
accident and emergency staff in the use
of NIV and acute respiratory care; use of
NIV dashboard to engage MDT staff on
NIV bundle.

Antenatal care

Improved experience of care

Reduce length of stay in the maternity
triage/day assessment units

Colorectal

Reduce the waiting time for clinic.

PDSA on allocation of time slots for the
clinic was associated with a reduction in
the median wait time from 15 to 3 minutes.

Reduce the length of inpatient stay.

PDSA on ‘enhanced recovery after surgery’
was associated with a reduction in median
length of stay by 1 day, with benefits lost
after the scheme ended.

Increase the percentage of patients
undergoing laparoscopic resection.

There was a significant increase in the
proportion of patients undergoing elective
laparoscopic resection.
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Community dementia

Introduce individualised folders for patients
with dementia, to include key service
information and contact details, kept at
patients’ homes.

Reduced unnecessary visits to hospital
across a large rural community.

Diabetes foot care

To improve the quality of care for patients
with diabetic foot problems.

The team achieved a 25% reduction in
length of stay, with comparison to national
trend data. Big Room activity scaled across
all diabetes care.

Elective vascular care

To improve the efficiency, patient
experience and length of stay for patients
receiving elective vascular surgery

Reduction in average length of stay of two
days for elective patients.

Emergency care

Improve performance against the accident
and emergency department 4-hour target
by redesigning the department, room-byroom considering capacity and demand.

From ‘failing’ against the target, the
department routinely achieve 96%
compliance.

Gastroenterology

Reduce unnecessary procedures associated
with unexplained symptoms.

Changes included introducing a permanent
part-time health psychologist to work on
the pathway and talks by mental health
professionals to the gastroenterology
multidisciplinary team.

Inflammatory bowel
disease

Reduce waiting time for outpatient
consultations.

Set up system for virtual consultations.

Lower urinary tract
symptoms (LUTS)

Increase the proportion of patients either
discharged or listed for surgery.

Changes included physiotherapy for Male
LUTS patients, multidisciplinary teaching
with over 40 GPs, refreshed pre-clinic
preparation, introduction of a urology onestop clinic.

Mental health (accident
and emergency
department)

Improve patient experience in the accident
and emergency department with a mental
health need.

Multiagency Big Room, collaboration
between accident and emergency staff,
mental health staff and the police.

Orthopaedic surgery

Reduce waiting list times for surgery.

Average length of stay reduced by 2 days,
decreased use of blood for transfusions and
improved patient experience.

Surgical recovery

Reduce the average total time for patients
in recovery room post-surgery.

Changes included development of a
recovery standard operating procedure and
recovery discharge criteria. Re-design of the
day-case recovery pathway.
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