
W H Y  T H I S  R E P O R T

Hospital throughput becomes difficult when the queue is visible in
one place but the constraint sits somewhere else.
A crowded emergency department can look like an emergency department problem. A delayed admission can look like a bed-

assignment problem. A discharge that slips into the afternoon can look like a ward problem. In practice, each can be the visible result of

a connected flow system in which diagnostics, consultations, staffed beds, transfers, discharge readiness, transportation, and post-acute

capacity all affect the next move.

Hospital administrators therefore face a different question from simply asking where the longest wait occurs. They need to identify which

constraint is limiting the system at that moment, decide which measure should trigger escalation, determine whether an intervention is

removing delay or shifting it downstream, and build an operating model that can anticipate demand before queues become operational

crises.

The MDForLives survey focuses on that decision layer. It asks hospital administrators where throughput bottlenecks are most

pronounced, which metrics drive intervention, what hospitals should prioritize first, where delays persist, whether redesign or capacity

expansion is the preferred strategy, which transitions need the most work, what strengthens the business case, what limits sustainability,

and which technologies may matter next.

Survey lens. MDForLives survey SGID 9014103 contains 11 survey records with a 63.6% completion rate across the USA and UK. The core operational
questions shown in this report have 8 responses. The open-ended patient-flow item contains 7 responses; one is too brief to support substantive thematic
interpretation. Internal operational, hidden, required-text, after-question, and honeypot fields are excluded from analysis.

E X T E R N A L  O P E R AT I O N S  C O N T E X T

Current patient-flow thinking treats boarding and capacity as
hospital-wide operating problems.
The Institute for Healthcare Improvement frames hospital-wide patient flow as a system problem that requires demand shaping,

matching capacity to demand, and redesigning the system rather than optimizing isolated departments. AHRQ's work on emergency

department boarding similarly describes boarding as an output problem that reflects the hospital's inability to move admitted patients into

the right downstream setting, not simply an ED process failure.

Recent hospital-capacity guidance and research add a forward-looking layer. The American Hospital Association highlights predictive

analytics, discharge throughput, transfer communication, surge planning, and staffing flexibility as recurring capacity-management

opportunities. Research published in 2025 and 2026 shows growing interest in AI-supported demand forecasting and bed-capacity

planning, while also emphasizing the need for data quality, external validation, interpretability, interoperability, and operational

integration. Those themes provide context for the survey's future-facing interest in AI demand forecasting and real-time command

centers.

Context, not benchmark. External sources are used to frame the operational environment. They do not override or enlarge the MDForLives survey findings,
which represent the responses in this specific respondent group.

E X E C U T I V E  S U M M A RY

Six signals showing why hospital flow is increasingly managed as a
connected operating system.

I N S I G H T  0 1

Workflow redesign leads the strategy

75.0% select redesigning patient-flow workflows as the primary
strategy for improving throughput, compared with 25.0% selecting
physical-capacity expansion.

I N S I G H T  0 2

ED length of stay is the leading trigger

62.5% say emergency department length of stay is the metric most
likely to trigger operational intervention.

I N S I G H T  0 3

Discharge is the clearest redesign point

62.5% identify the inpatient-to-discharge transition as the patient-
flow handoff requiring the greatest redesign.

I N S I G H T  0 4

Diagnostic delay remains a persistent constraint

37.5% select diagnostic turnaround delays as the most common
driver of persistent patient-flow delay.

I N S I G H T  0 5

Sustainability depends on staffed capacity
37.5% select workforce shortages and another 37.5% select limited
inpatient capacity as the main limit to sustainable wait-time
reduction.

I N S I G H T  0 6

Predictive operations lead the future view
50.0% select AI-driven demand forecasting as the development most
likely to transform patient flow within 3–5 years.

01
B O T T L E N E C K  L O C AT I O N

The visible queue may be in the ED, but the leading bottleneck sits at
inpatient bed assignment.
50.0% select inpatient bed assignment as the greatest hospital throughput bottleneck.

C O N T E X T

The first operational task is locating where flow is constrained. Emergency

department crowding can be created by front-door demand, slow diagnostics,
consultation delays, transfer friction, or the inability to place admitted patients

into staffed inpatient capacity.

W H AT  T H E  D ATA S H O W S

Inpatient bed assignment is selected by 50.0%, followed by emergency
department triage at 37.5% and diagnostic turnaround at 12.5%.

T H E  I N S I G H T

The largest share points downstream of triage. That supports a hospital-wide

interpretation of crowding: a patient can complete much of the ED pathway
and still remain in place because the next usable bed is not available.

W H Y I T  M AT T E R S

If the constraint is bed assignment, adding speed to triage alone may increase

the number of patients waiting for the same downstream capacity. Flow
improvement therefore depends on matching the intervention to the active

bottleneck.

Process creating the greatest hospital throughput bottleneck

Inpatient bed assignment 50.0%

Emergency department
triage

37.5%

Diagnostic turnaround 12.5%

02
I N T E R V E N T I O N  T R I G G E R

ED length of stay acts as the operational alarm because it reflects more
than one delay.
62.5% select emergency department length of stay as the metric that most triggers
operational intervention.

C O N T E X T

Hospital leaders need a measure that tells them when routine flow has

become operationally unstable. Some measures are narrow and process-

specific; others reflect the accumulated effect of multiple constraints across
the patient journey.

W H AT  T H E  D ATA S H O W S

Emergency department length of stay is selected by 62.5%, compared with

37.5% for diagnostic turnaround time.

T H E  I N S I G H T

ED length of stay is broad enough to capture the combined effect of intake,

diagnostics, consultation, admission decisions, and boarding. Its value as a

trigger is therefore different from its value as a root-cause measure.

W H Y I T  M AT T E R S

A rising ED length of stay can justify escalation, but it should trigger a rapid

diagnostic question: is the current constraint diagnostic, consultative, bed-

related, discharge-related, or workforce-related?

Metric most likely to trigger operational intervention

Emergency department length
of stay

62.5%

Diagnostic turnaround time 37.5%

03
F I R S T  I N T E R V E N T I O N

The leading first intervention starts at discharge, not at the front door.
37.5% say hospitals should prioritize starting discharge planning earlier.

C O N T E X T

When throughput deteriorates, hospitals can try to accelerate arrival

pathways, diagnostics, bed management, or discharge. Each option attacks a
different stage of the flow system, and the right choice depends on which

constraint is dominating.

W H AT  T H E  D ATA S H O W S

Starting discharge planning earlier leads at 37.5%. Expanding ED fast-track
pathways and accelerating diagnostic workflows each receive 25.0%, while

real-time bed management receives 12.5%.

T H E  I N S I G H T

The leading response reaches downstream to create capacity rather than only

increasing upstream speed. It suggests that administrators recognize the
importance of releasing inpatient capacity earlier in the day and reducing

avoidable waits after patients are clinically ready to move.

W H Y I T  M AT T E R S

Earlier discharge planning cannot solve every delay, especially when post-
acute placement or transport is limited. But it can make downstream

constraints visible earlier and create more time to resolve them before they

block the next admission.

Intervention hospitals should prioritize first

25.0%

ED fast-track

12.5%

Real-time bed
management

25.0%

Accelerate
diagnostics

37.5%

Earlier discharge
planning

04
P E R S I S T E N T  D E L AY S

Persistent flow delays are distributed across diagnostics, staffing, beds,
and coordination.
37.5% select diagnostic turnaround delays as the most common persistent flow driver.

C O N T E X T

A flow program can fail when it assumes that one intervention will remove all

waiting. Persistent delays often arise from different constraints at different
times of day or from dependencies that sit outside the department currently

experiencing the queue.

W H AT  T H E  D ATA S H O W S

Diagnostic turnaround delays lead at 37.5%. Staffing capacity gaps and
inpatient bed shortages each account for 25.0%, and discharge coordination

failures account for 12.5%.

T H E  I N S I G H T

The response pattern is distributed rather than concentrated. That makes local
operational diagnosis important: the binding constraint may shift by time,

service line, occupancy, staffing mix, or downstream availability.

W H Y I T  M AT T E R S

A hospital that measures only beds may miss a diagnostic constraint. A
hospital that focuses only on diagnostics may miss staffed-bed capacity.

Sustainable flow management requires a small set of linked measures that

can distinguish where delay is accumulating.

Most common driver of persistent patient-flow delays

Diagnostic turnaround
delays

37.5%

Staffing capacity gaps 25.0%

Inpatient bed shortages 25.0%

Discharge coordination
failures

12.5%

05
R E D E S I G N  O R  E X PA N S I O N

Most respondents prefer redesigning flow before adding more physical
capacity.
75.0% select redesigning patient-flow workflows as the primary strategy for improving
throughput.

C O N T E X T

Physical capacity matters, but a bed or treatment space only increases

effective capacity when the staffing, diagnostics, handoffs, information, and
discharge processes around it also work. Hospitals therefore have to decide

whether the next improvement dollar should add space or remove friction from

the current system.

W H AT  T H E  D ATA S H O W S

Workflow redesign receives 75.0%, while expanding physical capacity

receives 25.0%.

T H E  I N S I G H T

The preference for redesign suggests that respondents see meaningful
capacity trapped inside existing processes. That does not mean physical

capacity is unnecessary; it means more space may not solve a flow problem

created by timing, handoffs, staffing, or discharge dependencies.

W H Y I T  M AT T E R S

Redesign should be tested against measurable operating outcomes such as
boarding, discharge timing, bed turnover, diagnostic turnaround, and inpatient

utilization so leaders can see whether the change removes delay or merely

relocates it.

Primary strategy for improving throughput

Redesign patient-flow workflows ·
75.0%

Expand physical capacity · 25.0%

06
T R A N S I T I O N  R E D E S I G N

The transition that releases inpatient capacity is also the one most in
need of redesign.
62.5% identify the inpatient-to-discharge transition as the patient-flow transition requiring
the greatest redesign.

C O N T E X T

Transitions are where ownership changes, information is handed off, and
operational dependencies accumulate. The inpatient-to-discharge transition is

particularly complex because clinical readiness must align with medication

reconciliation, documentation, transport, family readiness, post-acute services,
and the receiving environment.

W H AT  T H E  D ATA S H O W S

Inpatient-to-discharge is selected by 62.5%, interunit transfers by 25.0%, and

ED-to-inpatient admission by 12.5%.

T H E  I N S I G H T

The result connects directly to the earlier preference for earlier discharge

planning. Respondents appear to see discharge not as the final administrative

step but as a central capacity process that shapes how quickly the next patient
can move through the hospital.

W H Y I T  M AT T E R S

Flow programs that begin discharge work late can create predictable

afternoon bottlenecks. Moving decisions and dependency resolution earlier

may create capacity sooner, but external constraints such as post-acute
placement still need escalation pathways.

Patient-flow transition requiring the greatest redesign

Inpatient-to-discharge 62.5%

Interunit transfers 25.0%

ED-to-inpatient
admission

12.5%

07
B U S I N E S S  C A S E

The strongest business case is reducing inpatient utilization, not only
improving wait-time optics.
75.0% select reduced inpatient utilization as an outcome that most strengthens the wait-
time reduction business case.

C O N T E X T

Patient-flow programs compete with other operational priorities, so leaders

need to connect throughput work to outcomes that matter to finance,

operations, quality, workforce, and patient experience. The survey item
allowed respondents to select up to two outcomes.

W H AT  T H E  D ATA S H O W S

Reduced inpatient utilization is selected by 75.0%. Lower cost per encounter,

increased bed turnover, and improved patient experience are each selected by
25.0%.

T H E  I N S I G H T

The leading outcome reframes wait-time reduction as a capacity-utilization

issue. If the hospital can reduce avoidable inpatient days or release capacity

earlier, the operational value can extend beyond the waiting area to bed
availability and system utilization.

W H Y I T  M AT T E R S

A credible business case should connect the chosen flow intervention to a

defined operational mechanism. For example, earlier discharge planning
should be evaluated against discharge timing, avoidable bed days, bed

availability, and downstream boarding rather than a generic throughput target

alone.

Outcomes strengthening the wait-time reduction business case

25.0%

Lower cost per
encounter

75.0%

Reduced inpatient
utilization

25.0%

Increased bed
turnover

25.0%

Improved patient
experience

08
S U S TA I N A B I L I T Y

Wait-time gains become difficult to sustain when the hospital lacks
staffed capacity.
Workforce shortages and limited inpatient capacity are tied at 37.5% as the leading limits
to sustainable wait-time reduction.

C O N T E X T

Short-term flow improvement can be created through escalation, overtime,
temporary workarounds, or focused improvement events. Sustainability is

harder because the operating model has to perform under routine demand,

weekends, surges, absences, and variation in patient acuity.

W H AT  T H E  D ATA S H O W S

Workforce shortages receive 37.5%, limited inpatient capacity 37.5%, and

fragmented health IT 25.0%.

T H E  I N S I G H T

The tie between workforce and capacity is important because physical beds

and staffed beds are not the same thing. A hospital may have space that
cannot safely absorb patients if the required team, skill mix, diagnostics, or

support services are unavailable.

W H Y I T  M AT T E R S

Leaders evaluating capacity should therefore distinguish licensed beds,
physical beds, staffed beds, and actually deployable beds. Fragmented IT

adds another layer when teams cannot see the same demand, capacity, and

discharge information quickly enough to coordinate action.

What most limits sustainable wait-time reduction

37.5%

Workforce
shortages

37.5%

Limited inpatient
capacity

25.0%

Fragmented health
IT

09
F U T U R E  O P E R AT I O N S

The future signal is predictive: anticipate demand before the queue
becomes the operating model.
50.0% select AI-driven demand forecasting as the development most likely to transform
patient flow within 3–5 years.

C O N T E X T

Real-time dashboards tell teams what is happening now. Forecasting aims to
provide enough lead time to adjust staffing, elective schedules, discharge

work, bed plans, transfer decisions, or surge responses before demand and

capacity become misaligned.

W H AT  T H E  D ATA S H O W S

AI-driven demand forecasting receives 50.0%, real-time command centers
37.5%, and predictive bed management 12.5%.

T H E  I N S I G H T

Respondents appear to value anticipation more than another isolated bed-

management tool. The opportunity is to connect forecasting with an operating
process that has clear owners and pre-agreed actions when predicted

demand exceeds deployable capacity.

W H Y I T  M AT T E R S

Current research suggests that forecasting can support capacity planning, but
implementation quality matters. Models need appropriate validation,

interpretable outputs, reliable data, and integration with the workflows where

staffing and capacity decisions are actually made.

Development most likely to transform patient flow within 3–5 years

AI-driven demand forecasting 50.0%

Real-time command centers 37.5%

Predictive bed management 12.5%

O P E N - E N D E D  R E S P O N S E  A N A LY S I S

Administrators describe a recurring pattern: an intervention can
improve one step while the constraint survives elsewhere.
The open-ended question asked respondents to describe a persistent patient-flow bottleneck, what intervention had been

attempted, and what remained unresolved. Seven responses were submitted. One response, “Fast track areas,” was too brief to
support detailed interpretation, so the thematic analysis below focuses on the six responses that described the bottleneck and

intervention in usable detail.

ED boarding is often a downstream capacity problem

Several responses describe admitted patients remaining in the emergency
department because inpatient beds were unavailable or wards lacked staffed
capacity to accept transfers.

Visibility tools do not create staffed capacity

One administrator described automated bed tracking that accelerated transfer
visibility but did not resolve the bottleneck because downstream wards still lacked
staffed beds.

Consultation delay can keep patients in place

Slow specialty consultation response times remained unresolved in more than
one account, even after bed huddles or nurse-navigation approaches were
introduced.

Discharge interventions can shift the queue

A discharge-before-noon pilot was described as moving the problem to the
evening shift rather than eliminating it, illustrating the risk of optimizing timing
without resolving all downstream dependencies.

Post-acute capacity sits outside the hospital but shapes hospital flow

Delayed discharge remained linked to post-acute placement, transportation, and
bed availability despite earlier planning and case-management coordination.

Operating-room flow has its own workforce and scheduling
constraints

One response described anesthesia shortages, inaccurate case-duration
estimates, late surgeons, and resistance to scheduling changes even after block-
time adjustments and greater accountability were introduced.

What the open-ended responses add: The quantitative data favors workflow redesign, but the qualitative responses show why redesign has to follow the

constraint across departments and into the post-acute network. Better coordination or visibility can improve one step while staffing, consultations,
transportation, placement, or timing continue to limit the whole pathway.

P E O P L E  A L S O  A S K  ·  T O P I C  FA Q

Frequently asked questions about hospital
patient flow and throughput.

What is hospital patient flow?

Hospital patient flow describes how people move through a hospital from arrival and assessment to admission, transfers, treatment, discharge, and onward care. Effective
flow depends on matching demand with staffed capacity, coordinating handoffs, completing diagnostics and consultations without avoidable delay, and preparing discharge
early enough to release capacity safely.

What causes emergency department boarding?

Emergency department boarding occurs when a patient has been admitted but cannot move to an inpatient setting. The immediate reason may be a lack of an available
staffed bed, but delays can also reflect discharge bottlenecks, specialty consultation delays, transfer constraints, diagnostic delays, or downstream capacity problems
elsewhere in the hospital or post-acute system.

How can hospitals improve patient throughput?

Hospitals commonly combine demand and capacity management with workflow redesign. Approaches can include earlier discharge planning, faster diagnostic and
consultation pathways, clearer bed-assignment processes, multidisciplinary flow huddles, escalation rules, real-time operational visibility, and stronger coordination with
post-acute services.

Why does discharge planning affect hospital capacity?

A bed cannot become available for the next patient until the current patient can leave the inpatient setting safely. Delays in discharge decisions, medications, transport,
family coordination, documentation, post-acute placement, or community services can therefore reduce effective capacity even when the hospital has physical beds.

What is a hospital command center?

A hospital command center is an operational coordination model that brings together real-time or near-real-time information on demand, beds, staffing, transfers, discharge,
and other constraints. The aim is to support faster cross-department decisions, although its value depends on data quality, clear escalation rules, and the ability to act on the
information.

How can AI support hospital capacity planning?

AI and other forecasting methods can help estimate future demand, admissions, length of stay, or bed requirements so teams can plan capacity earlier. Their usefulness
depends on reliable data, external validation, interpretability, integration with operational workflows, and human oversight.

H O S P I TA L  A D M I N I S T R AT I O N  F L O W  L E N S

What this means at four points in hospital flow management.
The survey suggests that throughput improvement becomes more reliable when hospital leaders connect a visible flow signal to the active constraint, the
owner who can act on it, and the downstream effect the intervention is intended to change.

C L O S I N G  P E R S P E C T I V E

Hospital patient flow is less about moving people faster through
one department and more about removing the constraint that
limits the whole system.
The MDForLives findings describe a hospital operations problem in which the queue, the trigger, and the root cause may sit in different places.

Inpatient bed assignment is the leading throughput bottleneck, but emergency department length of stay is the leading intervention trigger.

Diagnostic turnaround is the leading persistent delay, yet the transition most in need of redesign is inpatient-to-discharge. Those findings are not

contradictory. They describe a connected system.

The strongest strategic signal is the preference for redesign. Three-quarters of respondents choose patient-flow workflow redesign over physical-capacity expansion.

That suggests the respondent group sees opportunity inside the existing operating model: in the timing of discharge work, the reliability of transfers, the speed of

diagnostics and consultations, the visibility of bed status, and the coordination required to turn physical space into usable staffed capacity.

The open-ended responses make the challenge more concrete. Bed huddles, automated bed tracking, nurse navigation, discharge-before-noon pilots, and surgical

scheduling changes were all tried. Yet unresolved constraints remained: downstream staffed-bed shortages, slow specialty consultation, post-acute placement,

transport, workforce shortages, and resistance to scheduling change. In one example, an intervention improved one part of the day only to shift the problem to the

evening. That is the central operational risk in local optimization.

The business case also points beyond queue length. Reduced inpatient utilization is the outcome most often selected to strengthen the wait-time reduction case. If

flow redesign can reduce avoidable inpatient time, release capacity earlier, or prevent patients from occupying high-cost settings while waiting for the next step, the

value extends across access, capacity, workforce, and finance. The exact mechanism still needs to be measured locally.

The forward-looking result suggests that the next phase will be more predictive. AI-driven demand forecasting leads the future-development question, followed by

real-time command centers. But prediction alone will not remove a bottleneck. The operational advantage comes when a forecast is connected to clear actions:

changing staffing plans, bringing discharge work forward, protecting diagnostic capacity, adjusting elective schedules, escalating transfer pathways, or preparing

surge capacity before the hospital reaches a critical threshold.

1 · Use a system trigger, then find the local constraint
Let measures such as ED length of stay prompt escalation, but do not assume the ED is
the root cause.

2 · Distinguish physical beds from deployable beds
Manage capacity around staffing, diagnostics, support services, and the ability to safely
receive the next patient.

3 · Treat discharge as a capacity process
Start planning early and escalate post-acute, transport, medication, documentation, and
coordination barriers before they become late-day delays.

4 · Test whether interventions remove or shift delay
Track downstream effects so a faster upstream step does not simply create a longer
queue elsewhere.

5 · Link the business case to a mechanism
Connect each redesign initiative to the operational outcome it is expected to change,
such as inpatient utilization, bed turnover, or boarding.

6 · Make forecasting operational
Define who acts on predicted demand, what thresholds trigger action, and which staffing,
bed, transfer, or discharge decisions can change before the surge arrives.

R E F E R E N C E S  A N D  D ATA S O U R C E
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When the ED starts to back up

Constraint lens. Use ED length of stay as an escalation signal, then locate

whether the active constraint is diagnostics, specialty consultation, staffed beds,
transfers, or discharge.

When beds appear unavailable

Deployable-capacity lens. Separate physical capacity from staffed and usable

capacity so bed plans reflect the resources required to receive and care for the
patient.

When discharge is delayed

Dependency lens. Start discharge work early and surface unresolved
dependencies such as post-acute placement, transport, medications,
documentation, or family coordination before they block capacity.

When predictive tools are introduced

Actionability lens. Connect forecasts and command-center visibility to explicit
decisions on staffing, elective activity, bed allocation, transfer escalation, and
discharge operations.

F U L L  I N - D E P T H  I N S I G H T  R E P O R T

Hospital Patient Flow: Why Throughput
Bottlenecks Persist Beyond Bed Capacity
Hospital administrator perspectives on where patient flow stalls, which metrics trigger action, why discharge and staffed capacity

remain central, and how predictive operations may reshape throughput management.

Demand visibility → throughput → staffed capacity → discharge → predictive operations
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Help future hospital-operations insights reflect the decisions behind patient
flow, capacity, and discharge.
Join MDForLives to share professional perspectives on throughput, bed management, workforce capacity, wait-time reduction, discharge
operations, and predictive planning.
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