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Who should read this guide? 

This guide is for teams involved in reviewing length of stay (LoS), improving patient flow and 

supporting timely discharge across acute, community and system settings. It is particularly 

relevant to: 

• clinical and operational leaders; 

• clinical, ward and multidisciplinary teams; 

• discharge, flow and urgent and emergency care (UEC) leads; 

• site, flow and bed management teams. 

The guide supports teams to identify barriers to timely discharge, agree actions and use 

review findings to improve flow. 

What does this guide aim to do? 

This guide provides a practical approach to reviewing length of stay, strengthening discharge 

planning and identifying barriers to timely discharge. It aims to help teams to understand why 

patients are waiting longer than expected, identify delay themes and improvement 

opportunities, agree actions at review, protect ward staff time and inform local and system-

wide improvement plans. 

The guide is intended to support a consistent, action-focused process that can be adapted 

for acute and community settings. While the process described in this guide is primarily 

framed around acute provider settings, the principles can be adapted for community settings 

to reflect the key operational priorities outlined in GIRFT’s Essential actions to drive flow in 

community bedded services. 

  

https://future.nhs.uk/GIRFTNational/view?objectID=272783525
https://future.nhs.uk/GIRFTNational/view?objectID=272783525
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1. Background  

Reducing avoidable length of stay is a national urgent and emergency care priority. NHS 

England’s urgent and emergency care plan 2025/26 highlights the need to improve hospital 

flow, reduce discharge delays and reduce length of stay for patients who need an overnight 

emergency admission. This should be read alongside GIRFT’s Clinical Operational 

Standards – Emergency care pathways, which sets out practical standards for improving 

flow across UEC pathways. 

Length of stay reviews support these priorities by helping teams identify the barriers that 

contribute to prolonged inpatient stays, escalate the issues identified and use the findings to 

develop themes to which the organisation can respond. Good flow across the entire UEC 

pathway is central to the operation of an efficient health and social care system. Timely 

discharge will benefit not just the patient whose care is being reviewed, but also the 

following1: 

 

Corridor care has become one of the most significant patient safety challenges within the 

NHS, exposing individuals to avoidable harm, compromising their privacy and dignity, and 

reducing overall clinical safety. Delays in discharge from hospital wards contribute to system-

wide congestion, leading to reduced flow through assessment units, increased crowding in 

emergency departments (EDs) and, ultimately, corridor care. This has a negative impact on 

patient experience and contributes to poorer organisational performance across key metrics. 

 
1 Five patients who benefit from a timely discharge infographic. Based on a concept by Ned Hobbs, 2024. 

https://www.england.nhs.uk/long-read/urgent-and-emergency-care-plan-2025-26/
https://www.england.nhs.uk/long-read/urgent-and-emergency-care-plan-2025-26/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
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For practical guidance on reducing the risks associated with corridor care, see GIRFT’s 

Corridor Care Improvement Guide. 

This guide describes a systematic approach to LoS reviews, designed to help teams identify 

and address the causes of delayed discharge, and improve flow across the UEC pathway. 

This approach can be used by both acute and community providers, although team 

membership may vary depending on the local setting. 

These structured LoS reviews should complement, not replace, daily ward-level reviews, 

board rounds and discharge planning conversations. 

2. The length of stay review process 

2.1 Purpose, roles and responsibilities 

The process involves a multidisciplinary roving team and a ward-based team working 

together to deliver action-focused interventions and collaborating with health and social care 

partners to optimise flow and facilitate timely, safe discharge. The review should confirm that 

discharge planning has started, the expected discharge destination is clear and that any 

action needed to support discharge home, or to another appropriate setting, has been 

identified. 

The primary aim is to understand each patient’s current plan, the next stage in their care 

journey, their expected discharge destination, and the actions needed to remove any barriers 

to timely discharge. The review should be used to: 

• understand why patients are waiting in hospital for the agreed LoS threshold or 

longer; 

• identify themes using agreed national discharge delay codes (see appendix); 

• identify specific characteristics, so that patient groups can be identified earlier and 

potential delays pre-empted; 

• highlight areas of good practice, internally and system-wide, that can be shared 

throughout the organisation; 

• identify themes requiring focus, which will provide short-, medium- and long-term 

improvement opportunities. 

The secondary aim is to protect the time of ward-based staff. Taking a multidisciplinary team 

to the ward area avoids pulling ward staff away from their patients, enables staff to continue 

delivering value-adding care and eliminates the need for separate assurance meetings held 

away from the clinical area. 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/03/Corridor-Care-Improvement-Guide-Final-March-2026-V2.pdf
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The review should be completed by multi-agency team members and should include 

representatives as follows:  

 

 

 

 

 

 

 

 

 

 

 

 

 

2.2 Scheduling and preparing for the review 

Review meetings should be timetabled at a convenient time for all staff involved, held 

regularly and embedded as part of business as usual. They should follow a consistent 

process to minimise variation in recording and reporting, improving the value and validity of 

the outcomes. Ideally, review meetings should not be stepped down in response to 

crowding; instead, they should form part of the hospital’s escalation protocol. 

  

Roving 
review team

Senior 
operational 
manager

Matron for the 
clinical area

Member of the 
integrated 

discharge team

Social care 
representative

Ward review 
team

Medical staff

Ward 
manager/deputy

Ward based 
OT/PT

Ward based 
discharge co-

ordinator
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Suggested review schedule 

Detail Recommendation 

Days Tuesday and Thursday 

Rationale 

Meeting on Tuesday allows teams to identify any issues from the 

weekend and plan for the week ahead. Meeting on Thursday provides an 

opportunity to check whether agreed actions have been completed and 

to plan discharges for the weekend. This supports seven-day working. 

Time 10:00 to 12:00 

Location – 

acute 

providers 

Ward or clinical area, such as the ward manager’s office or ward day 

room, if available. 

Location – 

community 

providers 

Virtual meeting 

Review meetings must take place at the same time on each ward on both Tuesday and 

Thursday. This avoids unnecessary waiting for the ward-based review team. 

When reviewing in person, awareness of infection control procedures is essential within ward 

environments. The LoS roving team must follow the guidance of the infection control team 

and the senior leadership teams. 

The trust should decide which wards to target first and set the LoS threshold for patients to 

be included in the review. 

A two-hour review can usually cover 35 to 45 patients, including time for the roving review. 

To support a controlled and sustainable roll-out, trusts may wish to start with four to six 

medical wards, embed the process over three to four weeks, then add further wards and 

lower the LoS threshold. 

It may take three to four weeks for the process to show statistically significant improvement 

and for the wider benefits to be seen across the organisation. 

2.3 Completing the length of stay review 

The same four questions should be asked for every patient, whether or not they meet the 

criteria to reside. Question three is the most important. 



 

7 

 

Length of stay review: four key questions 

While the four questions are being asked, the LoS workbook (see here for an editable 

example) should be completed in real time with the responses. The ‘patient details’ tab in 

the workbook can be pre-populated before the LoS review to save time. The trust can pre-

populate the ward name (column C), patient name (column D), patient age (column F) and 

LoS in days (column P) before the LoS review. 

The LoS workbook should be updated with patient details 24 hours before the LoS meeting 

and saved in a central location, such as a shared computer, SharePoint site or Microsoft 

Teams channel. This enables all team members to review their patients and update actions 

as needed. Actions should only be assigned to people who attended the review. The named 

person is responsible for updating the workbook with the outcome before the next meeting. 

Each patient should be assigned one delay code, based on the reason that best reflects their 

delay. See the appendix for the nationally reported delay codes/reasons. 

2.4 Using the findings and sustaining the process 

Once all wards have been visited and the workbook completed, a delay report will be 

generated immediately on the dashboard tab. The dashboard uses Pareto analysis to show 

each ward’s most common delays. Printing and displaying the dashboard in staff areas helps 

teams to understand and quantify their main delay reasons, reducing reliance on anecdotal 

feedback. 

This information should inform internal and external meetings and support improvement 

work. Report outcomes should be used to capture lessons learned, address outstanding 

questions and inform local system action plans. 

2.4.1 Post-review actions 

An initial review of actions should take place later the same day. This should identify any 

unresolved barriers to discharge, agree further actions and escalate concerns where 

Does this patient 
need to be in an 

acute bed?

1

What has happened 
to the patient?

2
What needs to 
happen next? 

Record the action, 
person responsible 

and timing.

3

What is the 
discharge code?

4

https://future.nhs.uk/GIRFTNational/view?objectId=302878373
https://future.nhs.uk/GIRFTNational/view?objectId=302878373
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needed. Updates should be shared through the appropriate escalation routes so that actions 

are visible and followed up. 

Length of stay pyramid of escalation 

Use ward, site and system-level data to monitor improvements. Escalate in accordance with 

Clinical Operational Standards and local internal professional standards.  

 

 

 

 

 

 

 

 

 

 

 

 

2.4.2 Expected outcomes 

When embedded as part of wider discharge and flow improvement work, the review should 

support the following outcomes: 

• Reduced LoS (seven, 14 and 21 days or more). 

• Reduced corridor care and associated risks, including deconditioning, mortality and 

actual patient harm. 

• Fewer delayed discharges and bed days lost. 

• Fewer outlier patients. 

• Improved experience and satisfaction for patients and staff. 

System 

partners

Identify hospital-

wide themes and 

monitor delays 

Provide site 

level escalation 

with site team 

Monitor 

ward hourly 

discharge 

profiles 

 

Ensure 

roving LoS 

reviews take 

place 

Collate & act 

on themes 

from LoS 

reviews 

Provide 

escalation 

for services 

in the CCG 

Daily ward & 

MDT board 

rounds 

Clinical criteria 

for discharge 

& EDD 

Afternoon 

MDT 

huddles 

Escalation 

of 

constraints 

E
s

c
a
la

ti
o

n
 

Site/Executive 

Division 

Ward  

Escalation 

Ward view 

completion 

Ensure ward has information Feed up and feedback 

N.B. CCG – Clinical Care Group. EDD – Expected Discharge 

Date. 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
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• Improved performance against 4-hour and 12-hour standards. 

• Fewer patients with No Criteria to Reside (NCTR). 

• Reduced ambulance handover times. 

These outcomes depend on teams having clear ownership of actions, regular follow-up and 

continued clinical and operational leadership. 

2.4.3 Sustaining high-quality LoS reviews 

Organisations are strongly encouraged to continue this process during periods of operational 

pressure and to embed the review as business as usual. Those organisations that choose to 

pause the process should expect to see a rise in the number of patients with an increased 

LoS, with the associated risks to patient care. 

GIRFT has developed a Length of Stay Opportunity Calculator2 to support the process by 

helping organisations quantify the number of beds that could be released by reducing actual 

length of stay. Results can be viewed at whole hospital, divisional or specialty level, and can 

be adjusted for increase in annual activity. 

Sustaining the process in this way helps ensure that LoS reviews remain clinically led, action 

focused and responsive to the needs of patients, services and system partners. 

 
2 The LoS Opportunity Calculator uses Secondary Uses Services data from 1 July 2025 to 30 June 2026 to estimate the 
number of adult beds required by a hospital on a given day. 

To maintain high-quality LoS reviews, it is crucial to consider the following: 

1. Discipline and commitment to the process.  

2. Executive ownership (most appropriately the Chief Nurse). 

3. Medical staff involvement. 

4. Parallel processes rather than linear. 

5. Implementation of Clinical Operational Standards (COS). 

6. Use of whole system Internal Professional Standards (IPS). 

7. What is the response in times of escalation – both in and out of hours? 

8. Understand capacity and demand including number of discharges required 
by specialty per day. 

9. Choice (patient, family/carers) – use of Choice Policy. 

10. Set discharge expectations from point of admission. 

 

 

https://future.nhs.uk/GIRFTNational/view?objectId=302878341
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3. Further information and resources 

• GIRFT (2026) Effective Discharge Lounges 

• NHS England (2026) Model discharge pathway 

• GIRFT (2026) Corridor Care Improvement Guide 

• NHS England (2026) The Model Acute Pathway 

• GIRFT (2026) Essential actions to drive flow in community bedded services 

• NHS England’s (2025) Urgent and Emergency Care Plan 2025/26 

• GIRFT (2025) Clinical Operational Standards – Emergency care pathways 

• GIRFT (2024) Principles for Acute Patient Care 

• GIRFT Summary Emergency Department Indicator Table (SEDIT) and Summary 

Acute Medicine Indicator Table (SAMIT)  

  

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/09/Effective-discharge-lounges-FINAL-September-2026.pdf
https://www.england.nhs.uk/long-read/model-discharge-pathway/#7-principles-of-discharge
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/03/Corridor-Care-Improvement-Guide-Final-March-2026-V2.pdf
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://future.nhs.uk/GIRFTNational/view?objectID=272783525
https://www.england.nhs.uk/long-read/urgent-and-emergency-care-plan-2025-26/#delivering-the-asks-for-2025-26
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf
https://gettingitrightfirsttime.co.uk/sedit/
https://gettingitrightfirsttime.co.uk/samit/
https://gettingitrightfirsttime.co.uk/samit/
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4. Appendix: Reasons for discharge delay codes 

National codes and definitions 

A1 Awaiting therapy review of need for supported discharge 

A2 Awaiting medical review of need for supported discharge 

A3 Awaiting referral to care transfer hub for supported discharge 

A4 Awaiting patient transport services (PTS) 

A5 Awaiting medicines to take home, discharge letter or other discharge documentation 

A6 Remaining in hospital due to infection prevention and control restrictions 

A7 Awaiting formal decision to discharge (including diagnostic test results) 

B1 Patient/family/carer concerns over discharge readiness 

B2 Ongoing safeguarding concern 

B3 Awaiting determination of mental capacity 

B4 Issues with discharge destination readiness 

C1 Waiting for confirmation of immediate care needs and pathway 

C2 Awaiting necessary referrals by care transfer hub 

C3 Awaiting confirmation of funding eligibility 

D1 
Home based rehabilitation, reablement or recovery service arrangements still underway 

(pathway 1) 

D2 Other home-based social care service arrangements still underway (pathway 1) 

D3 Other home-based community health service arrangements still underway (pathway 1) 

D4 Housing provision arrangement for homelessness still underway (pathway 0 or 1) 

D5 
Bed-based rehabilitation, reablement or recovery service arrangements still underway 

(pathway 2) 

D6 Residential/nursing home care arrangements still underway (pathway 3) 

D7 
End of life care, including fast track continuing healthcare arrangement still underway 

(pathway 1/3) 

D8 Further action requested by agreed provider 

D9 Homeless with no recourse to public funds 

D10 Self-funded care package arrangements still underway 

D11 Patient/family/carer choice discussions on package still underway 

D12 Out of area discharge arrangements requested but not completed 

E1 Home based rehabilitation, reablement or recovery services not yet available (pathway 1) 

E2 Other home-based social care service not yet available (pathway 1) 

E3 Other home-based community health services not yet available (pathway 1) 

E4 Housing provision not yet available (pathway 0 or 1) 

E5 Bed based rehabilitation, reablement or recovery services not yet available (pathway 2) 
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E6 Mental health admitted patient care not yet available (pathway 2) 

E7 Residential/nursing home care not yet available (pathway 3) 

E8 
End of life care, including fast track continuing healthcare not yet available (pathway 1 or 

3) 

E9 Housing adaptations not yet completed (pathway 1-3) 

E10 Equipment and associated training not yet delivered (pathway 1-3) 

E11 Awaiting restart of existing social care arrangements (pathway 0) 

F1 Home today/tomorrow 

F2 Home today/tomorrow? 

NF1 NF1 End of life care and patient requested to die in hospital 

NF2 NF2 Active ongoing clinical treatment (non-specific) 

NF3 NF3 Waiting for internal test, specialist opinion or similar 

NF4 
NF4 NEWS 5 or above, unpredictable and erratic condition that may require immediate 

intervention, care only available in acute setting 

NF5 
NF5 Intravenous therapy - ask if it can be given elsewhere (ambulatory or in the 

community) 

NF6 NF6 Infectious, a risk to others, therefore cannot be discharged 

NF7 NF7 Requiring clinical intervention that can only be provided in hospital 

NF8 NF8 No plan 

NF9 NF9 Other - waiting return to another acute hospital, not fit to travel 

NF10 NF10 Other - waiting transfer to an acute hospital for treatment, not fit to travel 

See NHS England’s Acute discharge situation report: technical specification for further 

information. Please note that codes F1 to NF10 have been developed using the DHSC and 

NHS England Hospital discharge and community support guidance: Annex D. 

 

  

https://www.england.nhs.uk/long-read/acute-discharge-situation-report-technical-specification/#annex-c-reason-for-discharge-delay
https://www.gov.uk/government/publications/hospital-discharge-and-community-support-guidance/hospital-discharge-and-community-support-guidance#annex-d-criteria-to-reside---maintaining-good-decision-making-in-acute-settings
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About GIRFT and the GIRFT Academy 

Getting It Right First Time (GIRFT) is a clinically-led national programme designed to identify and 

minimise unwarranted variation in treatment and care delivered. It undertakes clinically-led 

reviews of specialties, combining wide-ranging data analysis with the input and professional 

knowledge of senior clinicians to examine how things are currently being done and how they could 

be improved. 

The programme has the backing of the Royal Colleges and professional associations and has a 

significant and growing presence on the Model Health System portal, with its data-rich approach 

providing the evidence for hospitals to benchmark against expected standards of service and efficiency.  

The GIRFT model has now been applied in more than 50 different areas of clinical practice. It consists 

of five key strands: 

1. Data gathering – a broad data gathering and analysis exercise, generating a detailed 

picture of current national practice and outcomes.  

2. Peer reviews – direct clinical engagement via visits or virtual meetings between clinical 

leads and trust teams; an opportunity to examine trust behaviour in the context of the 

national picture, enabling teams to understand where they are performing well and what 

they can do better.  

3. National report and Academy resources – production of national reports that draw on data 

analysis and discussions with provider teams to identify opportunities for improvement, 

locally, regionally and nationally, alongside - clinical resources such as best practice 

pathways and guides. 

4. Support to deliver – the implementation phase where the GIRFT team supports trusts, 

commissioners and integrated care systems to deliver the improvements recommended.  

5. Research and development – GIRFT fellowships support resident doctors, nurses and 

allied health professionals to develop their research and clinical improvement skills, 

delivering research projects and GIRFT identified improvements in their host provider, 

system or region.  

 

For the latest version of this document, please see www.gettingitrightfirsttime.co.uk or Getting It 

Right First Time - FutureNHS Collaboration Platform 

GIRFT and a greener NHS  

Climate change is one of the greatest health threats and opportunities of the 21st century. The 

NHS is acting now to mitigate and adapt to this threat in order to protect the health of current and 

future generations. Doing so will not only protect the environment but will also bring many health, 

social and financial benefits. As the largest employer in the UK, contributing 4.6% of national 

emissions, the NHS is both part of the challenge and the solution.  

Through its endeavour to improve the quality of care within the NHS by reducing unwarranted 

variation, GIRFT can play an important role in reducing the carbon emissions associated with care 

delivery. Through the GIRFT model, there is the opportunity to identify changes that will help 

reduce the NHS carbon footprint and therefore improve patient care now and in the future.  

 

 

 

http://www.gettingitrightfirsttime.co.uk/
https://future.nhs.uk/GIRFTNational
https://future.nhs.uk/GIRFTNational
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