
    

 

  

 
    

  

  
  

  

      

  

 
 

 

 

 
 
  

 

 
  
  

  

 
 

   

 

           
    

    

 
 

  
      

       
  

      
     

 

  

Report title: Improving Flow Plan and Corridor Care 

Report to: Public Council of Governors 

Date of meeting: Tuesday, 08 September 2026 Agenda item: 8.1 

Report summary: 
This proposal was previously presented to Trust Board on 3 June 2026. 

Recommendation: To note 

Report lead: Jane Dickson, Deputy Chair 
Mark Roland, Chief Medical Officer 

Report author: Mark Roland, Chief Medical Officer 

Purpose of report: For Noting 
☒ 

For Decision 

☐ 
For Assurance 

☐ 

Assurance level: Significant 
☐ 

High level of 
confidence / 
evidence in 

delivery 

Acceptable 
☐ 

General confidence 
/ evidence in 

delivery 

Partial 
☒ 

Some confidence 
/ evidence in 

delivery 

No Assurance 

☐ 
No confidence / 

evidence in 
delivery 

Link to Strategic Objectives: Quality of Care -

Link to CQC Domains: All CQC domains 

Link to BAF risk: SR2: We may not operate effectively, and may not be able to deliver 
constitutional access and performance standards sustainably, patient 
care may suffer, and we may face regulatory enforcement 

Potential impact on 
stakeholders: 

Although a significant commitment is required in terms of support for 
this plan from our workforce, the net return will be beneficial for 
patients and staff in terms of reducing the harms related to 
overcrowding and poor flow. 

Next steps Deliver plan as described through IF steering and operational groups, divisional 
and improvement teams, with progress updates to Trust Board and related 
committees. 

Appendices: 4 included in paper 



      

 

 

     
      

      

      
        

       
       

      
         

      
     

     

          
       

     
     

 

   

  

  

      

  

 
 

 

 

 
 
  

 

 
  
  

  

 
 

   

 

           
    

    

 
 

  
      

       
  

      
     

  

   

Report title: Improving Flow Plan and Corridor Care Overview for Trust Board 

Report to: Public meeting of the Trust Board 

Date of meeting: Wednesday, 03 June 2026 Agenda item: 2.5 

Report summary: This paper brings together non-elective improvement work and national corridor 
care guidance into one paper. The overview of national corridor care guidance and 
its interface with Trust processes is a nationally required Trust Board presentation. 

The non-elective improvement work, which we call Improving Flow (IF), describes 
our approach to reducing length of stay and improving ED performance. Key 
outcomes from this include reducing ED crowding and long waits for admission; 
eliminating corridor and escalation area care; with associated improvements in 
quality and safety of care, patient and staff experience. The Improving Flow Plan is 
described in some detail with key priorities highlighted, and, for all schemes, with 
ownership, timelines, and anticipated improvement return described. In the paper 
we differentiate Group IF transformational work, ASPH specific transformational 
work, and ASPH transactional work. 

A section on length of stay and bed occupancy is included which provides 
modelling in terms of the conditions required to live within our SPH bed base, 
providing consistent flow without the need for corridor care or escalation beds. 
This is achievable but will require huge commitment and effort across our teams to 
realise that ambition. 

Recommendation: Support Improving Flow plan as described. 

Report lead: Mark Roland, CMO 

Report author: Mark Roland, CMO 

Purpose of report: For Noting 

☐ 
For Decision 

☐ 
For Assurance 

☒ 

Assurance level: Significant 
☐ 

High level of 
confidence / 
evidence in 

delivery 

Acceptable 

☐ 
General confidence 

/ evidence in 
delivery 

Partial 
☒ 

Some confidence 
/ evidence in 

delivery 

No Assurance 

☐ 
No confidence / 

evidence in 
delivery 

Link to Strategic Objectives: Quality of Care -

Link to CQC Domains: All CQC domains 

Link to BAF risk: SR2: We may not operate effectively, and may not be able to deliver 
constitutional access and performance standards sustainably, patient 
care may suffer, and we may face regulatory enforcement 

Potential impact on 
stakeholders: 

Although a significant commitment is required in terms of support for 
this plan from our workforce, the net return will be beneficial for 
patients and staff in terms of reducing the harms related to 
overcrowding and poor flow.  

Next steps Deliver plan as described through IF steering and operational groups, divisional 
and improvement teams, with progress updates to Trust Board and related 
committees. 

Appendices: 4 included in paper 



 

         

 

           
             

           
             
            

  

          
                 

              
                

             
             

   

              
            

        

     

              

           

        

           

              

             

            
          

               
           
                 

            
           
  

    

          

           

              

          

       

        

           

           

           

         

IMPROVING FLOW PROGRAMME AND CORRIDOR CARE UPDATE FOR TRUST BOARD 

Introduction 

Ashford and St Peter’s have not recovered operationally in 2026 from the peak of winter pressures 
and have remained largely in OPEL 4 for several weeks now with repeated periods of Business 
Continuity. The impact of this is an overcrowded ED, with patients sometimes held there for over 
48 hours whilst waiting for a bed, continuous use of corridor care and escalation capacity, with all 
the detriments to patient outcomes and experience, and staff experience that accompany such 
conditions. 

Our average length of stay is consistently high despite improvement work conducted over the past 
18 months. On May 11th we had 103 patients with a length of stay greater that 21 days in our beds 
which is our worst position in over 4 years. Despite recovering our all type 4-hour performance in 
March 2026 to 78.3% in line with our commitment to NHSE, we have failed to sustain this, and 
admitted and non-admitted 4- and 12-hour performance remain challenged and in one of the worst 
positions in the South East. NHSE have expressed significant concern about our distance from 
plan currently. 

Improving this situation is within our gift and we describe the route through which this can be 
achieved within this paper. The paper also provides a required and closely related Trust Board 
update on Corridor Care. 

A. IMPROVING FLOW PROGRAMME 

With the fresh perspective of joining ASPH in late 2024, two key things were very apparent: 

1. Patients were often being moved around the organisation for operational expedience rather 

than for their own benefit, with patient pathways characterised by multiple non-value adding 

moves, and continuity of care being the exception rather than the norm. 

2. Ward discharges were largely reactive, with decisions on the day that were hard then to 

translate into patients leaving on that same day, and certainly not in a timely manner. 

The Improving Flow Programme was initially established in Feb 2025 as the evolution of the UEC 
improvement programme that preceded it and was split into 5 pillars: Neighbourhoods (stopping 
people coming in, or getting them home more quickly); Front Door (ED processes, the 4 hour 
challenge); Patient Pathway (to address the multiple moves and lack of continuity); Ward 
Processes (SAFER in short The SAFER Patient Flow Bundle | Fab NHS Stuff, with a core ambition 
to plan discharges and increase the proportion of morning discharges); Discharge (enhance ward 
discharge processes, and approach to complex discharge, already a lot of work done on this before 
Feb 2025). 

Key achievements in the first year: 

 Demonstration of challenges to the model of care on the medically optimised nurse led 

wards with plan to revert them to general multi-professional wards. Holly Ward made this 

conversion back to an acute older person’s ward in Sept 2025, with Maple ward starting to 

make the same transition in April 2026. Prior to this both wards had been non-consultant 

led wards for medically optimised patients with limited multiprofessional input. Length of 

stay on these wards has been high with safety challenges at times in relation to limited and 

junior medical support. A recommendation of our Patient Pathway programme work was to 

revert them to acute general wards. The overall ambition here is to reduce non-value 

adding ward moves, trying to make base wards a destination for patients through which 

they would have their care through to discharge unless requiring a move for clinical 
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reasons. This has a favourable impact on continuity of care and thereby safety, as well as 

reducing length of stay. 

 Development of white boards; board round SOP and coaching; adoption of Targeted 

Discharge Date (TDD); delivery of Your Next Patient; bedded discharge lounge; adaptation 

of ward processes on Swan Ward reducing LOS by nearly a full day. Realisation in the year 

that our discharge profile data (when patients discharged in the day) was flat and driven at 

least in part by when patients are entered onto the system as having left, rather than when 

they actually left the wards. A more accurate understanding of when patients leave the 

ward can currently only be provided by manual reconciliation. 

 Ongoing Frailty innovation including 7-day Frailty Model, frailty-RAT process, SECAmb 

colocation pilot (involving ICB). 

Programme Refresh in 2026 

In February 2026, after coming out of a critical incident, we agreed that it was imperative to 
condense the focus of our work onto the most impactful interventions that could be delivered 
towards an improved Trust position by winter 2026/27. This rationalisation was happening in 
parallel with the evolving Group Improving Flow Transformation Pillar and was represented 
simplistically in the following image (updated from original), showing group transformational 
schemes; ASPH transformational schemes; and ASPH ‘transactional’ work (largely derived from 
ongoing projects from the first year and no longer requiring a strict transformational approach). 
Neighbourhood work has moved into the Group Neighbourhood Transformational pillar, and this 
encompasses the frailty team community interface, community Urgent Care Response, virtual 
wards and SECAmb colocation amongst other schemes. 

Each workstream, including their component parts, is itemised in the table at Appendix 1, where 
ownership, timelines and anticipated contribution (where possible to derive) to length of stay (LOS) 
reduction, or ED 4- and 12-hour performance are included. These are the key metrics that will 
determine the impact of the programme, with other benefits such as eliminating both corridor care 
and 24 hour waits in ED deriving from these. 
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Length of Stay and Bed Occupancy 

Providing consistent flow in hospitals requires a bed occupancy level of 92% or less. The single 
greatest lever for achieving lower bed occupancy levels and therefore improved flow is length of 
stay. Our current General and Acute bed occupancy on Model Hospital is 96.3% compared to a 
peer average of 93.2% and a national average of 93.9%. The graph below shows that we have 
not achieved our target reduction of LOS to an average of 6.8 days over the past year. Our current 
mean LOS is 7.8 days. 

There are 416 general and acute adult beds available on the St Peter’s site (GSM 259, UEC 31, 
Surgery 77, T & O 49). A further 50 escalation spaces are available on the SPH site, although their 
use impacts detrimentally on elective activity, quality and safety of care, and patient and staff 
experience. There are also 24 beds on the Ashford site which support elective activity. 

Bed modelling for the Trust shows that reducing our average LoS to 6.7 days (seen during 
2021), and maintaining a lower number of over 21 days long length of stay inpatients back 
to FY2023 levels (54 patients) would create an average surplus of 1 core medical G & A bed, and 
when calculated at the 65th percentile an average shortfall of 7 beds. 

If we were able to achieve the stretch improvements of reducing our average LoS to 6.4 days 
(seen during 2019), and maintaining a lower number of over 21 days long length of stay 
inpatients back to FY2019 levels (42 patients), we would have an average surplus of 25 beds, 
and when calculated at the 65th percentile an average surplus of 18 core medical G & A beds. This 
would eliminate corridor care and the use of escalation spaces in the Trust, deliver consistent flow 
from ED, and potentially allow for an existing ward to be closed and used for life cycle work on 
other wards. 

The GSACT, Specialist Surgery & Gynae bed modelling for SPH identifies sufficient capacity 
currently. Further LOS improvements would create greater resilience to surges in demand and 
protect SPH admitted elective activity. The T & O bed modelling for SPH identifies insufficient 
capacity currently, however an overall average 0.4-day LoS improvement would provide greater 
resilience in staying within the existing allocated bed base and protect admitted orthopaedic 
activity. 

Thus, we do not need more beds on the SPH site but do need to drive the improvements required 
to achieve the LOS and LLOS targets described above consistently. All these performance targets 
have been achieved previously by the Trust. 
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Improving Flow Priority Actions 2026 

Highlighted below in detail and taken from the long list of Improving Flow workstreams described 
in Appendix 1, are our immediate priorities for achieving the LOS and LLOS ambition described 
above, with some further actions that will impact positively on ED performance. 

Priority 1: Long Length of Stay (LLOS) 

On Monday 11th May 2026 there were 103 adult inpatients with a length of stay > 21days, the 
longest of these being at 283 days (discharged later that day). This is out of an available adult bed 
base on the SPH site of 416, excluding escalation and one up spaces, and the maternity ward. At 
its best the hospital has cycled in the range of 30-40 patients with LOS >21 days. This is the worst 
complex discharge position for at least 4 years. 

The impact of this is substantial and helps to explain why we are cycling in an out of business 
continuity at present despite not experiencing peak winter pressures. Reducing the LLOS list to 
less than 50 patients is an urgently required intervention for the Trust and will have the single 
greatest impact on length of stay and thereby flow, and all the things that follow from that, of all 
the schemes described in this paper. A conservative estimate of the overall mean length of stay 
reduction associated with this priority is 0.2 days (mean LOS will increase transiently before it falls 
as the discharge of very long LOS patients initially increases the average as their LOS is included 
in calculations at discharge). Our aim is to achieve this reduction by the end of June 2026. 

How have we got into this position? 
As part of our work over the coming weeks, we will need to complete a diagnostic review to answer 
this question fully, with a view to preventing it from happening again. Possible contributing factors 
include current vulnerabilities within the discharge team; the legacy of medically optimised wards 
from which we’re transitioning (with Maple ward moving to become a general medical ward from 
April 2026). We have a disproportionate number of self-funding families compared to peers 
nationally and yet we are not currently harnessing that opportunity to the benefit of our patients 
and the Trust. 

Actions being taken to recover this position 

 Executive chair for LLOS panel – a national requirement within new Corridor Care 

Guidance - CMO commenced chairing on 11.05.26, first meeting supported by CEO, other 

execs plan to support when able. 
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 Increase frequency of LLOS panel – move to twice weekly whilst in recovery phase. 

 Plan for daily review of LLOS patients to drive numbers down (similar successful 

methodology delivered in SPH previously) 

 Interim additional senior support for Trust complex discharge for a period of 3-months, to 

drive LLOS reduction but also support the diagnostic, in terms of how we have reached 

this position, and make recommendations about what’s needed to move us into a 

sustainable position. 

 Multi Agency Discharge Event (MADE) – w/c 08.06.26, with on-site system partners 

supporting daily face to face reviews to reduce LLOS numbers by 20+ in that week. 

Important for signalling this challenge to the system and gaining their immediate and 

ongoing support with managing it. 

Priority 2: Ward Processes 

Delivering the components of the SAFER Bundle consistently on all our adult wards would be 
transformational for our patients and the organisation. Considerable time and resource have been 
invested on this historically, with a significant further push in the past year through the leadership 
of the GSM DCN. The fundamental challenge facing many acute providers is maintenance of ward 
processes following improvement interventions. Specific local challenges include: 

 Not consistently delivering a daily senior medical review for non-medically optimised 

(criteria to reside) patients across all our adult wards – there are resource and cultural 

elements to this which we are working through. 

 Lack of continuity of care – this affects pathway progression (LOS) and patient safety and 

is impacted on by ward moves; current outlier team configuration; resident rotas; 

consistency of senior medical review – ward reconfiguration (MOFD conversion to 

general/older persons acute wards), and move back to a buddy ward system for outliers 

are part of our response to this. 

 Expected (Targeted) Discharge Date – a considerable amount of work has gone into this 

in the past year, but it is not yet a routine process for our ward MDTs. The inadequacy of 

our bed management system (footfall, paper, and excel resolution currently) makes 

E(T)DDs invisible beyond the ward white board, meaning that we cannot operationally plan, 

support and challenge anticipated discharges on a day-to-day basis. As this can’t be seen 

centrally the impetus for consistent ward MDT work in this space is limited and a significant 

proportion of our discharges remain reactive. An effective bed management system linked 

to Cerner would improve some aspects of this, but as an adjunct to cultural change. 

 Timely discharges (a third of our ward discharges by midday) – reactive, on the day 

discharges overall make this very hard to achieve, thus MDT work towards planned 

E(T)DDs is vital. Anticipatory TTOs are still something there is resistance to amongst 

some parts of the medical workforce with safety concerns cited by some. Real time TTOs 

for patients identified for discharge on the day are required rather than batching for after 

ward rounds, which is more often our approach. The reactive nature of our approach to 

discharges means that there is insufficient practical discharge planning at times causing 

safety and quality issues, including failures in communication. This is a common source of 
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complaints and patient safety incidents for the Trust. Late planning leads to an over 

reliance on transport booked on the day, including supplementation with private crews. 

In reality, we just don’t know have the data quality to tell us whether we have influenced 

this metric (ppn discharged by midday) or not, which is a further driver for an effective bed 

management system. 

Additional supporting actions: 

Refreshed Internal Professional Standards (to be called Clinical Operational Standards to align 
with GIRFT requirement) to encompass ward processes (SAFER Bundle at its core) and describe 
clearly ‘the way we work here.’ 

Augmented twilight resident workforce on medical wards (one of our transactional workforce 
actions for 2026/27 and linked with the Hospital at Night Project) – at present our ward based 
residents finish at 5pm on weekdays with 1 SHO and 1 Foundation doctor then covering 330 
medical inpatients, including CAU. This means that our twilight resource only brings firefighting 
and no continuation or resolution of unresolved daytime jobs (TTOs amongst those). This leads to 
many unresolved issues going into the night shift where there is currently only 1 SHO covering the 
same number of beds. This is impacting on patient safety, progression of patient pathways and 
hence increase in length of stay, and staff experience. The twilight and hospital night interventions 
are being worked up as business cases and will require investment to recover. 

Accelerator Week – in late June 2026 includes providing all adult wards with senior (including 
executive) support for board rounds and discharge planning. 

Our aim is to realise the LOS reduction opportunity associated with this workstream by November 
2026 in preparation for the winter. This will bring a phased reduction to average LOS of an 
estimated 0.2 days overall over the next 6 months. 

Priority 3: Paediatric ED performance 
One of the key determinants of our all type 4-hour performance this has been historically poor (60-
70% range) with a national requirement for this to reach 95% consistently from April 2026. In March 
2026 there was an investment in a supernumerary nurse in charge and an increase in Paediatric 
Emergency Medicine (PEM) doctor senior oversight during the twilight period for the three busiest 
days each week. They also relaunched the paediatric observation area. Together these actions 
improved their performance significantly from 68.2% in February to 85.3% in March and 
augmented all type 4-hour performance by c5% allowing us to achieve the NHS England nationally 
required ED performance standard for March 2026. Withdrawal of those resources has 
subsequently seen performance fall again to the circa 75% and this needs to be recovered 
urgently. This will require limited workforce investment and some timetable reconfiguration for ED 
seniors as well as a focus on speciality response times. Our aim is to recover to the 85% threshold 
in June 2026 with plans to work towards 95% by December 2026. 

Priority 4: ED walk ins and ED dispositions 
ED attendance numbers continue to increase with several days of over 400 attendances in recent 
weeks which would previously have been unprecedented. There are many levers through which 
this can be influenced, several of which are described within our wider plans (itemised in Appendix 
1). Two of these are described here: 

UTC walk-ins - A key national steer from GIRFT is that where hospitals have a UTC collocated 
with an ED, as we do at SPH, that all walk-ins should go through the UTC and have navigation by 
a primary care team from there. This has happened historically at SPH but moved back to ED 
delivered navigation in 2023. Considerable work has been done on this over the past 2 years so 
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that now we are regularly navigating 80-90 walk-in patients per day from ED to the UTC. The Head 
of Nursing and AHPs for UEC is working on a test of change for an augmented navigation service 
for walk-ins delivered by ED based ENPs. Due to the crowded UTC estate, it is not currently felt 
safe to divert the navigation process to that estate. It is within ASPH and NICS ambition to build a 
new UTC in time which will increase our options in this area. 

ASPH Services Signposting to ED – multiple information sources demonstrate that standard 
advice for ward discharges, including/especially following elective procedures, is for patients to go 
to their GP or ED if they have any issues. This means that our attendance numbers are being 
compounded daily by the work of other services being directed to ED for the convenience of those 
services. Barring life threatening complications this practice has to cease in 2026/27 but will take 
work in terms of service coordination and cultural change to achieve. 

We estimate a 3-5% improvement in ED overall 4-hour performance associate with these 
interventions, with an ambition to realise them at least in part by Dec 2026. 

Cumulative Estimated Impact on Length of Stay of all Schemes with Indicative Timelines 

Target date Action LOS Impact LOS 

Current LOS 7.8 

Jun-26 Long length of stay -0.2 7.6 

Jul-26 Ward Reconfiguration -0.2 7.4 

Sep-26 Frailty -0.1 7.3 

Sep-26 CAU/AMU – Short Stay -0.1 7.2 

Oct-26 Ward Processes -0.2 7.0 

Nov-26 TOCH -0.2 6.8 

Dec-26 Workforce -0.1 6.7 

Apr-27 Bed Management System -0.3 6.4 

B. CORRIDOR CARE 

On 4th March 2026, Sara-Jane Marsh CBE, National Director of UEC and Operations, NHS 
England issued an NHS-wide email to Trust Chief Executive Officers and Chairs summarising 
additional national and Trust-level actions which are required to Virtually Eliminate Corridor 
Care, and to increase visibility and transparency of such care when it occurs. The guidance 
included a new definition of corridor care. 

The new definition is that: 

 A patient has experienced corridor care if they have spent at least 45 minutes in a 
clinically inappropriate area of an emergency department or general and acute ward. 

The 45-minute threshold for corridor care aligns to the ‘withdraw at 45 minutes’ (W45) protocol for 
ambulances, with NHSE’s stated aim to revise both down to 30 minutes in 2027/28 once 
demonstrable progress has been made. 

Ambulance handover delays will continue to be reported separately and monitored alongside 
corridor care to ensure efforts to reduce corridor care do not increase waiting times for ambulances 
outside the hospital. 

NHSE began collecting and publishing data on corridor care, subject to data quality, each month 
from May 2026. Data is now being published on NHS England’s website. 
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The new guidance was set following an NHSE national summit on 26th February which convened 
CEOs, Chairs, Chief Operating Officers, Medical Directors, Chief Nurses and Directors of 
Communication from 30 Trusts assessed as facing the biggest challenges on corridor care. 

The guidance was shortly followed by a communication from Tim Briggs, accompanied by a GIRFT 
Corridor Care Improvement Guide incorporating a refreshed emphasis on Clinical Operational 
Standards. There was a clear instruction that all providers should have the Clinical Operational 
Standards in place by July 2026. 

As a Trust we need to eliminate ED waits over 24 hours which in themselves contribute to the 
requirement for corridor care, thus the two are interlinked and require a similar/the same approach 
with the actions required by these national documents being equally impactful in this regard. 

The intention of this section of the paper is to summarise the new guidance and including the 
GIRFT recommendations with associated gap analyses providing local context at Appendix 2 and 
3. There is significant overlap between our Improving Flow work and the requirements of the 
national Corridor Care guidance. 

Reporting 

The newly defined corridor care measure is being submitted in the UEC Daily Sitrep. New fields 
to collect this data have been available for completion since 6th March. The Group Head of 
Information has been supported this upload for both Trusts and our data submission has 
commenced. This reporting replaces the previously requirement for an upload of the number of 
Temporary Escalation Spaces (TES) in use. 

The Trust is therefore now reporting patients in the following areas as experiencing ‘Corridor Care’ 
if they are in any of these areas for > 45 minutes (this extends to patients in such areas whilst 
waiting for discharge or a diagnostic test): 

 Any patients in the main hospital corridor behind the Emergency Department 

 Any patients in internal corridors within ED (RAT) who have been handed over to ED by 

SECAMB as part of delayed handover or release to rescue protocols. 

 Patients in ED ‘Majors F’ (an additional majors escalation space adjacent to Resus) 

 Any patients in the CAU corridor 

 Any patients experiencing corridor care because of enacting ‘Your Next Patient’ (YNP) ward 

protocols. 

With the exception of ‘Your Next Patient’ patients, the Trust has previously reported the majority 
of patients in these areas as being in Temporary Escalation Spaces. 

NHSE Recommendations for Acute Trusts 

Trust Board responsibilities 

The letter clarified the Trust Board responsibilities in relation to management of corridor care in 
their organisation as follows: 

1. Trust Boards should take formal ownership of corridor care as an organisational risk. 
We would additionally recommend that we include ED waits over 24 hours in this responsibility. 
There are currently 2 risks relating to corridor care on our Corporate Risk Register: 

 Risk ID 2408: risk to staff and patient mental wellbeing and hospital reputation due to 
corridor care 
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 Risk 2118: risk to patients’ safety and quality of care for patients being cared for in the 
hospital corridor. 

The Board should consider whether this risk should additionally be described through the quality 
and operational BAFs. The Board should require a regular update to progress against the 
Improving Flow plan as part of the Integrated Performance Report (IPR), including reported 
corridor care performance and length of stay. ED performance including 4, 12, and >24-hour care 
are already described in the IPR. 

2. Any proposed use of corridor care should be approved at executive-level – it will not be 
possible to transact this on a case-by-case basis but will require a decision on the opening of such 
areas, including a prospective agreed decision on the use of Your Next Patient (YNP) Spaces. 
This will be transacted through discussion with a member of the executive tri in working hours (or 
their deputies in their absence), and with the Director on Call (DoC) out of hours. The YNP decision 
should be made at the last evening operational call when discussing the overnight plan. Patient 
times in the department should be reviewed at all CAT meetings with enhanced scrutiny of patients 
over 12 hours to ensure that work can begin to avoid any ED waits of 24 hours or above. A member 
of the executive tri (or their deputies in their absence) should be informed about cases that have 
not been resolved by 18 hours during working hours, as should the DoC out of hours, and will 
support the discussions required to prevent such a breach. 

3. All individual cases meeting the criteria in the corridor care definition should be reported 
as an incident - until we see a significant sustained reduction in the frequency and numbers of 
patients affected by corridor care, it will not be practical to Datix every case individually. Our 
proposal is to provide a Datix for the day, similar to the one already submitted by ED, which 
includes the MRN for the affected patients (within the immediate actions section of the Datix to 
prevent the MRNs being widely displayed). All patients with an ED wait of 24 hours or above should 
be reported as an incident. 

Other Recommended Actions from the NHSE letter 

1) Executive teams to regularly walk the corridors and ward, including out of hours, to speak 
with patients who have been waiting more than 12 hours, and with staff caring for the 
patients - an executive rota for regular ward and service visits is being established. 

2) Trust Chief Executives, Chief Medical and Chief Nursing Officers regularly chair hospital 
discharge meetings to better understand actual system blockages and ensure effective 
discharge planning - the CMO commenced chairing the Long Length of Stay meeting from 
May 11th. 

3) Improve the capture of near real-time patient and staff experiences of corridor care (and 
ED waits for 24 hours or more) to inform action and board oversight – methodology requires 
careful consideration between divisional and patient experience teams. 

4) Set and enforce clear professional standards and expectations on senior clinicians to lead 
organisational responses to situations where corridor care is being used or is at risk of 
being used - requirement to develop Trust wide Clinical Operational Standards (formerly 
Internal Professional Standards) by the end of July 2026. 

CONCLUSION 

Our bed modelling data shows that we have sufficient bed capacity on the St Peter’s site to deliver 
consistent flow without the need for corridor care or the use of other escalation capacity with the 
target parameters described, i.e. an average length of stay of 6.7 days or less, with no more than 
54 patients with a length of stay greater than 21 days. The Improving Flow Programme describes 
several schemes that will contribute to length of stay reduction and ED performance. Flow into and 
through the hospital of itself will improve the admitted 4- and 12-hour performance, but we have 
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several interventions planned that will improve overall 4-hour performance by 5-10% from the 
current baseline. 

Our ambition is to have as much of this work in place as possible by the end of November 2026 to 
give us a strong platform for peak winter pressures. This is not a passive undertaking and will 
require Trust wide focus and effort with significant coordination of that effort. Some additional 
resource will be required to help us achieve that, including the 2 PA contribution by ASPH towards 
the Group Improving Flow Clinical Lead role. Achieving a reduction of LLOS patients to 54 or less 
by the end of June is a critical first step. 
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Appendix 1 – Improving Flow (IF) Workstreams (performance goals are estimates only) 

Project Lead/s Current actions/priorities Anticipated Outcome (translated into LOS opportunity 
where possible) 

Target 
Delivery 
Date 

Group 
Transformati 
on –Transfer 
of Care Hub 

Chris 
Armitage 
– Sarah 
Holbrook 

Aligning ToCH operating models 

Strengthening local authority interface 

Consistent and timely discharge processes across West 
Surrey through agreed models of working between partners. 
Reduction in LOS for PW 1-3 patients, estimated overall 
contribution of 0.2 day. 

Dec 2026 

Group Melanie Requires both: By way of example of what we’re trying to achieve in this Dec 2026 

Transformati Irvin- - Digital solution alignment space: New bed management system is helping MTW deliver 
on – Bed Sellers – - Operational change in how flow is outstanding patient care - Maidstone and Tunbridge Wells 
Management Ed Millar managed at ward and site level NHS Trust 
System 

Strong emphasis on improving: 
- Real-time visibility 
- Predictive flow management 
- Ward-level ownership (culture) 

Brings Group in line with best performing peers in country 
with real time bed management including tracking planned 
discharges. Rapid turnover of vacated bed spaces (an end to 
evening empty bed discovery, see Nuffield paper: 
Understanding patient flow in hospitals | Nuffield Trust) 
enhances flow with significant benefits for ED performance, 
discharge timeliness an LOS. Estimate 0.3-day LOS 
reduction. 

Group Radcliffe Variation exists across both trusts in: More consistent and efficient use of SDEC areas with an Dec 2026 
Transformati Lisk – - Access routes emphasis on today’s work today and enhanced direct access 
on – SDEC + William - Operating models for other services avoiding ED dispositions. The ‘+’ 

Niven This creates inconsistency for GPs and component is all that we can do beyond this as hospitals to 
Ambulance services. avoid ED dispositions or divert from ED and this is significant. 

- Alignment seen as key to improving 
utilisation and system clarity 
- Improve confidence in use and access 
of SDEC services 

Estimated benefit on all type 4-hour performance of +3%. 
As relates to neighbourhood workflow, not immediately in 
scope for IF, but still imperative are: Community Urgent Care 
Response (UCR) and expansion of Virtual Ward opportunities 
with a GSM focus now on respiratory and heart failure 
patients beyond the current frailty cohort. We have also 



     
  

         
       

 

  
 

 
 

  

       
   

   
    

   
   

    
     

    
  

      
       

 

     
   

    
     

     
     

   
    

    
    

        
      

      

        
       

  

              
       

   

       
        

    
 

  

  

  

- Smoothing digital approach to access 
and utilisation 

placed a bid for CDC funding for an ambulatory heart failure 
pathway (seated day case furosemide infusions) in Woking. 

ASPH 
Transformati 
on – Front 
door 

UEC 
Divisional 
team 

i. Walk-in navigation pilot (see Priority 4 
on pg. 5) 

ii. Extended Emergency Ambulatory 
Care (EEMAC - NHS England » 
Extended emergency medicine 
ambulatory care (EEMAC) operating 
principles). Brings an increase in off the 
clock space in ED from 10-15 spaces. 
Estimated 0.75% improvement in 4-
hour performance. 

iii. Paediatric ED – see Priority 3 on pg. 
5. Demonstrated 5% uplift in all type 
4-hour performance. 

iv. Rapid Assessment and Treatment in 
non-ambulatory area (SECAMB 
patients) - patients coming via 
SECAMB during peak hours from 11am 
to 4pm will have a Rapid Assessment 
and Treatment by an ED consultant to 
ensure timely senior review with timely 
investigations which should support 
earlier discharges and early referrals to 
OPAU, SDEC and specialty team 

i. Testing the ambition within the GIRFT guidance, in part 
already realised. Needs a new UTC to reach its full potential. 
Est 3% additional benefit in 4-hour performance. 

ii. A modest increment only with limitations relating to our 
current estate. Further opportunity may come through new 
build. 

iii. Still more to do to get to 95%. We cannot envisage a route 
to achieving this without limited investment ahead of the PAU 
build which should secure consistent performance. 

iv. Potential benefit likely related to improving 4-hour 
performance by 2% and will reduce corridor care significantly. 

i. pilot in June 
2026 

ii. July 2026 

iii. July 2026 

iv. Sept 2026 
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ASPH Radcliffe Ambition to move a significant By moving a proportion of the medical take out of ED this will Oct 2026 

Transformati Lisk, component of the medical take (barring have a significant impact on ED 4-hour performance, in the 
on – Patient Keefai the sickest patients) out of the ED range of 5% plus. 

Pathway – 
CAU/AMU, 
Short stay 

Yeong, 
Acute 
Medicine 

footprint and to align with GIRFT 
guidance by transforming CAU into 
AMU. Previous work in the Trust has 

Enhanced 7-day SSU activity plus optimised AMU should 
reduce overall LOS – estimated 0.1-day LOS opportunity. 

Team shown that this is dependent on 
effective 7-day short stay units behind 
the CAU/AMU which requires a refresh 
of existing resources. An early 
description of required flows is available 
at appendix 4. 

IF ASPH Janet i. Ward Processes – see Priority 2 on Our 2 greatest priorities and potentially contributing up to a i. accelerator 
Transformati McAuley page 6 0.4-day length of stay improvement with accompanying week in June 
on – Ward 
Processes 
and 
Discharge 

Rachel 
Parrott 
Chris 
Armitage 

ii. Discharge/LLOS – see Priority 1 on 
page 5 

flow improvement and secondary benefits to ED 
performance. 

2026 

ii. CMO led 
LLOS 
meeting 
began May 
11th; MADE 
event w/c 
June 8th 

IF ASPH GSM, i. Conversion of Holly ward from a i. Still requires business case for workforce reconfiguration i. Sept 2025 

Transactional GSACT, MOFD nurse led ward to a and not yet at parity from workforce model with established 
– Ward SSiMSK multiprofessional acute older persons Older Persons wards. 
configuration divisional 

teams 
ward (Sept 2025) 

ii. Conversion of Maple ward from a 
ii. Still requires business case for workforce reconfiguration 
and experiencing initial challenges with medical workforce 

ii. April 2026 

MOFD nurse led ward to a 
multiprofessional acute general 
medicine ward (April 2026) 

model. May move back to SSU function over next 6 months 
to align with Cherry ward adjacency. iii. Adjacency of 2 large 
T & O wards will bring benefits in terms of workforce and 
continuity that will translate into reduced LOS and better 

iii. June 2026 
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iii. Falcon ward to become a T & O patient outcomes. The ambition of the surgical team to 
ward adjacent to Swan ward, with recover their previous SAU/surgical SDEC function on Heron 
surgery swapping into Heron ward, with Ward is entirely in line with GIRFT guidance and will 
an ambition for Heron to become a new decompress the current multi-specialty SDEC area to enable 
Surgical Assessment Unit +/- Surgical us to maximise its use for medical patients, inc. potential 
SDEC (similar to previous Robin Ward desired Older Persons Assessment Unit OPAU) expansion. 
model). Ward moves in June 2026 with SDEC flow contribution counted above and should include 
establishment of SAU/SDEC functions the SAU ambition. 

over following months in time for winter 
pressures. 

Combination of all these adding to an estimated 0.2-day 
LOS reduction. 

IF ASPH GSM and i. Twilight medical workforce – see i. and ii. Improved continuity and pathway progression with i. Dec 2026 
Transactional UEC Priority 2 on page 5. Rota reviews significant safety benefits ii. Dec 2026 
– Workforce divisional 

teams 
DME, 

being concluded to inform business 
case. 
ii. Hospital at Night – predominantly a 

iii. Likely to be impactful in terms of pathway management 
and reduced LOS 

(may well be 
phased from 
here) 

Chief 
Registrar 
Rachel 
Parrott 

patient safety intervention but will have 
benefits in terms of pathway 
progression esp. in reconstituted AMU. 
Currently under a T & F group being led 

iv. A key contributor to SDEC performance gains described 
above; the establishment of an Acute Medical Unit from the 
CAU in line with GIRFT guidance which, when combined with 
short stay resources will contribute to 4- and 12-hour 

iii. June 2026 

iv. In post for 
Sept 2026 

Kate 
Colban 

by the DME. iii. 
Therapy staff disposition – senior 
therapy staff early reviews and plans to 
guide care by less experienced team 
iv. Acute Medical staff recruitment 
v. Weekend discharge team pilot – 
attempted due to consistently low 
weekend discharges, hard to see return 
from data available, likely holding 
position until AMU-SSU refresh 
completed. 

performance and length of stay reductions. 

v. Logical intervention but data opaque in terms of what 
resource is being used and what impact that is having. May 
need to discontinue. 

Combination of all these adding to an estimated 0.1-day 
LOS reduction. 

v. Decision in 
May 2026 
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IF ASPH GSM i. 7/7 frailty model – proven benefits in i. our admitted profile has been impacted by this intervention i. Substantive 
Transactional divisional terms of admission avoidance and with fewer aged frail patients being admitted and a shorter consolidation 
– Frailty team, reduced LOS over past 7-months, now LOS for some who are. Overall LOS contribution (through by Sept 2026 

SAMS requires business case to resolve as admission avoidance) 0.1 days with a further 
team BAU contribution to ED figures. 

ii. OPAU expansion-RAT disposition – 
potential for frailty team to increase ED 
pull and accept wider system referrals. 
Physical space a significant limiter but 
may be facilitated by SAU/surgical 
SDEC resolution on Heron. 

ii. With i. has potential to increase the current return. A key 
part of the required frailty acute response and admission 
avoidance architecture. 

iii. Benefit through non-ED disposition and admission 
avoidance, est 2% improvement in all type 4-hour 
performance. 

ii. Aim for test 
of change 
once surgical 
SAU running, 
so phased, 
unlikely 
before Oct 

iii. SECAmb Co-location (and overlap 
with UCR, virtual ward) – a successful 
ICB led pilot, Radcliffe Lisk now 
working with Tom Smerdon and others 

iv. Reduced ED disposition, admission avoidance and early 
supported discharge contributing to ED performance and 
LOS. 

2026 

iii. Sept 2026 

iv. Sept 2026 
to develop business case. Overall LOS contribution (through admission avoidance) 

iv. Progress community frailty 
0.1 days with a further contribution to ED figures. 

resources – augmenting UCR and 
frailty virtual ward – 7 PA investment by 
NICS through recent appointment 
process will bring their augmented 
resource into play in autumn 2026. 
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Appendix 2 - Gap Analysis Against Actions set out in Corridor Care Letter 

Description Current Status Assessment of 
Current 
Compliance 

Requirement 

Trust boards to take 
formal ownership of 
corridor care as an 
organisational risk, 
including making reviews 
of corridor care and 
incidence data a standing 
item at trust board 
meetings. 

Partially covered 
through IPR at 
TB, FPC and 
QCC 

Partial Incorporate specific 
quantitative and qualitative 
data pertaining to CC and 
LOS into IPR. Consider 
incorporation of risks within 
quality and operational 
BAF. 

Executive level 
authorisation of corridor 
care 

Review of 
existing SOPs 
required 

Partial Exec level sign off for 
opening of higher level 
escalation spaces included 
in refreshed OPEL plan. 

Incident reporting Group reporting 
of corridor care in 
UEC but not other 
areas 

Partial Practical methodology 
being concluded by patient 
safety and relevant 
divisional teams. 

Executive walkarounds Ad hoc but not 
routinely in place 

Compliant Executive rota now 
established. 

Executive chair of 
discharge meetings 

Not routinely in 
place – usually 
chair is 
DCOO/Head of 
Patient Flow 

Compliant CMO – commenced 
chairing LLOS meetings in 
May 2026 

Improve capture of patient 
and staff experience of 
corridor care 

Seen through 
datix but not 
consistent 

Partial Methodology requires 
careful consideration 
between divisional and 
patient experience teams 
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Appendix 3 - Gap Analysis Against GIRFT Corridor Care Improvement Guide – Five 
Areas of Focus 

Description Current Status Assessment 
of Current 
Compliance 

Requirement 

Single Point of 
Access (SPoA) 

Trialling for frailty, 
not embedded or 
consistent 

Non-
compliant 

Will require system working to establish 
effective SPoA going beyond current 
focus on frailty 

Ambulance -
requirement for 
rapid 
assessment and 
handover 

Can saturate and 
lead to significant 
holds at times of ED 
crowding and 
outflow block 

Partial Counterbalances with corridor care 
currently and requires consistent flow 
into and through hospital or admission 
alternatives (e.g. SDEC) to prevent 
both 

Ambulance – 
Fit to sit 

Through ambulatory 
majors, ED chairs 
and SDEC 

Partial Work underway to rationalise use of 
ambulatory and ED chairs supported 
by patients being included on FirstNet. 
Need to go further on SDEC, inc. 
possible expansion of OPAU, 
reestablishing an SAU, and 
considering a GAU. 

ED – streaming 
and assessment 

Rapid triage, 
streaming, RAT and 
UTC resources in 
place 

Compliant Further refinement of these processes 
is an ongoing focus for the team 

ED – co-located 
UTC 

Co-located UTC 
with ED streaming 
to UTC 

Compliant Consideration of all walk-ins through 
UTC to provide triage and streaming to 
ED as required. UTC estate an issue in 
this regard. 

Alternatives to 
admission – 
SDEC 

Multi-specialty with 
variable specialty 
response times, 
balance between 
review and same 
day, vulnerable 
staffing model 

Partial Resolve staffing model (in progress 
through recruitment); enhance pull 
model plus accessibility through SPoA; 
possible expansion of OPAU; 
reestablishing an SAU, incorporating a 
GAU. 

Alternatives to 
admission – 
frailty 

Mature frailty take 
offering 

Compliant Need to consolidate evidence-based 
model as BAU, including expansion of 
OPAU 

Alternatives to 
admission -
UCR 

Well-functioning 
UCR with 
geriatrician support 

Compliant Has this reached saturation and do we 
need to enhance this resource and the 
geriatrician support available? Recent 
NICS investment in community geriatric 
DCC will augment this. 

Alternatives to 
admission – 
virtual wards 

Effective use for 
frailty but not yet 
maximised 
opportunity in other 
areas such as 
respiratory/heart 
failure 

Partial Work with relevant specialties, 
particularly in relation to resp. and 
heart failure, to consider expansion of 
the cohorts supported in this manner – 
Active project for GSM Division 
currently 

18 



  
 

 
 

  

 
 

 
  

  
 

    

  
   

  
  

     
   

        
     

  
 

  
   

  
   

   
  

   
  

   

      
    

     
   

     
   

  
 

 
 

  
  

 

       
    

      
    

     
    

 
  

 
 
 

 
  

  

    
    

   

  
 

 
 

  

  
   
   

   
 

   

        
     

     

  
 

  

 
   

  

  
  

   

     
     

        
    

Alternatives to 
admission – 
hot 
clinics/urgent 
specialty 
opinion 

Variable specialty 
responses with very 
limited urgent 
outpatient capacity 
of this type. Strong 
theme of specialties 
directing patients to 
ED if unwell. 

Non-
compliant 

Consideration of hot clinics versus 
enhanced specialty response to 
SDEC/assessment areas. 

Work to create rule that specialty 
services only advise their patients to 
attend ED by exception and that, if they 
do, they take responsibility for them in 
normal working hours 

Inpatient Care CAU currently the Partial Huge emphasis on establishing a well-
– acute closest thing we functioning Acute Medical Unit, which 
receiving areas have to this 

ambition but still the 
majority of the 
medical take is 
processed in ED. 

is being considered through our patient 
pathway transformation programme in 
2026. Will be dependent on recovering 
the acute medicine workforce which is 
in train. 

Inpatient Care Focus of significant Partial Remains a key improvement strand for 
– ward improvement work us in 2026 as not embedded and 
processes in 2025 consistent across the Trust. Access to 

an effective bed management system 
is vital to further progression and 
subject to group transformation 
approach. 

Culture and Many facets of this Partial Key vulnerability is exec support in 
Leadership – requirement are clinical areas for which have developed 
engagement already in place a rota. 
and support 
Culture and All Trusts required Partial DCMO is leading work to progress the 
Leadership – to adopt COS by required update. Key beyond that is 
Clinical July 2026 at latest. embedding and monitoring impact. 
Operational Equates to IPS, with 
Standards ours being limited 

and ED centric 
Culture and Much of this Partial Key elements of this require an 
Leadership – requirement is in effective real time bed management 
operations/site place already with system which is a focus of the group 
management work underway to 

ensure CAT 
meetings are more 
action focused. 

transformation improving flow project. 
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Appendix 4 – Indicative Required Patient Flow of Medical Admissions through the 
Trust (provided by Radcliffe Lisk) 

This diagram describes the ambition for flow of patients through the Clinical Assessment Unit 
(CAU) and 2 short stay wards and onto our base wards. This has been achieved previously in 
the Trust but only fleetingly, with consistent flow through base wards required to sustain this. 
The CAU ambition gives us a real opportunity to manage a proportion of the medical take 
through CAU (may evolve to an Acute Medical Unit in 2026/7 in line with GIRFT guidance) 
rather than on the clock in ED as at present. 

The two ward short stay model requires a 7-day consultant presence to drive it effectively 
which cannot be achieved through all our base wards as we do not have sufficient consultants 
to support that. Weekend base ward discharges will need to be supported through Criteria Led 
Discharge and a targeted (to a discharge list) weekend discharge resource. 
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