Rough estimate of ED pathway (very simplified — there are undoubtedly other causal factors and feedback loops that
operate — given as an example of the type of approach)
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+ve indicates that a change in the pathway has a change on its dependent which operates in the same way —e.g an increase in ward occupancy is hypothesised to increase ED
wait (as harder to admit) . —ve indicates the reverse — e.g. an increase in step down etc care availability decreases ward occupancy (as easier to discharge)
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* Potentially high if implemented with strategic coherence, probably low if done in isolation
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