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Principles for Acute Patient Care

Introduction

The Getting It Right First Time (GIRFT) Urgent and Emergency Care 

(UEC) team has developed this set of principles to support services to 

deliver effective ‘front door’ acute patient care. The principles are based 

on existing national policy and guidance, and expert clinical opinion. 

The ten principles outline ways of working that services should 

deliver to help improve patient flow and patient experience. They 

are underpinned by an overarching principle that focuses on ensuring 

that patients receive care from healthcare professionals with the 

appropriate skills, regardless of their location in the hospital. To achieve 

this aim, specialties must communicate effectively and work 

collaboratively. This document also includes further information to help 

trusts understand and apply the principles, along with links to further 

guidance and resources. 

How should the principles be used?

• Operational teams and clinicians should work together to assess 

whether their service is delivering the care described in the principles. 

• Acute care teams should identify any gaps and collaborate with 

specialty teams to ensure the principles are implemented. 

• Successful implementation of the principles requires work and 

engagement with the trust executive team.

This guide should be used alongside the Rapid Improvement Guide to 

Making internal professional standards work for you, which focuses on 

the Emergency Department.
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What are the principles?

The principles describe how staff are expected to work 

including the actions and response(s) required, and 

associated timeframes, to deliver optimal patient care. 

All levels of clinical and operational staff should be aware of 

the principles, and their views on them should be actively 

sought and considered.

The principles should be focused on patient care and 

promoted by clinical leaders. To maximise impact, they should 

be applied with the patient central to all decisions. The key 

question to ask when implementing patient care 

principles is “what would I want for myself or a family 

member?" 

How can the principles be embedded?

Having a written document is not enough. It should be used as 

a framework during induction of new staff and form part of 

annual updates for existing staff. The principles should be 

embedded as normal practice so that they are viewed as 

normal daily interactions. Senior staff members can support 

this by demonstrating this behaviour, especially during periods 

of stress, to reinforce the behaviour that is required. 

It is anticipated that over time, the described ways of 

working will become standard practice and will be 'how 

we do things here every day’. GIRFT Urgent and 

Emergency Care Web Page

https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2016/12/rig-making-internal-prof-standards-work.pdf
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2016/12/rig-making-internal-prof-standards-work.pdf
https://gettingitrightfirsttime.co.uk/medical_specialties/emergency-medicine/
https://gettingitrightfirsttime.co.uk/medical_specialties/emergency-medicine/
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Patients transferring out of critical care units 

(CCU, ICU, HDU, ECU) should be prioritised for inpatient 

bed allocation, above other requests for available beds.

 

7

Urgent cross sectional (CT/MRI) imaging requests should be

reported within 4 hours of request.

 

1

Core laboratory services should be available 24/7, and turnaround

times should be monitored regularly and reported monthly.2

All patients arriving on or being transferred to an assessment

unit (e.g. AMU, SDEC, SAU etc) should have NEWS2 calculated. 

The NEWS2 should be used in conjunction with the presenting 

condition to prioritise care.

 

3

Patients aged over 65 presenting to hospital as an emergency

should be assessed on arrival using the Clinical Frailty Scale

(CFS) and 4AT tool for delirium.

 

10

All patients should have a full assessment undertaken by a

competent clinical decision maker*, ideally within one hour and 

within a maximum of four hours of the decision to admit or of 

arrival on the assessment unit (whichever is earlier).

4

All patients should be reviewed by an expert clinical 

decision maker within six hours of the decision to admit or of

arrival on the assessment unit (whichever is earlier) from 

08:00-20:00h or within 14 hours outside of these times.

 

5

When it is agreed that a patient should transfer from the assessment 

unit to a non-medical ward, e.g. from medicine to general surgery, the

receiving specialty team becomes responsible for the patient’s care.

 

6

Twice-daily consultant ward rounds is the optimal model

and should be delivered in higher acuity areas, e.g. ICU, AMU, 

SSW, SAU, CCU, and other medical wards if possible.

Overarching principle: Patients should have equitable access to professionals with the skills required for 

their individual care, independent of the location of their bed or the nominal admitting specialty.

Where specialties provide an admissions unit, an expert/senior 

decision maker should receive referrals and provide advice to the 

community and hospitals every day to prevent unnecessary 

hospital attendance/admission and to facilitate hospital discharge. 

*Definitions for tiers of clinicians are outlined on slide 4.
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Tiers of Clinicians and Diagnostics 

Radiology and imaging

Requests by tier 1 clinicians should be discussed with a tier 2/3 clinician before they are 

submitted.

Hospital inpatients should have 7-day access to diagnostic services (potentially including 

networked services), to include ultrasound, computed tomography (CT) scan, magnetic 

resonance imaging (MRI), echocardiography, emergency endoscopy, and microbiology. 

Non-elective inpatient diagnostic requests should be completed within a maximum of 24 hours 

of request, and within 12 hours where possible*.

Extended day access to senior radiology advice should be available to ensure that the correct 

or appropriate imaging is requested first time to provide the diagnosis/answer the clinical 

question.
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Pathology

Services should include:

• A system for rapid transport of pathology samples e.g. chute system.

• Emergency Group O Red Cells (Flying Squad Blood) available immediately.

• Group-specific blood available for transfusion within 15 minutes of receipt in 

the laboratory.

• Fully cross-matched blood available for transfusion within one hour of receipt 

in the laboratory.

The following results should be available within one hour of arrival to the 

laboratory: full blood count (FBC), Urea and Electrolytes, Prothrombin Time (PT), 

activated partial thromboplastin (APTT), D-dimer, INR, Bone profile, C-reactive 

protein (CRP), liver function tests (LFTs), Amylase, hs-TnI/T, glucose, blood 

ethanol, osmolality, plasma aspirin and paracetamol concentrations. Point of Care 

testing equipment should be available within UEC to include: blood gases and co-

oximetry; lactate; glucose and ketones, urine hCG, urinalysis dip-stick, which 

should be delivered under the governance of the laboratory.

Diagnostics should always be provided based on clinical need. All areas within 

the acute and emergency floor, such as Same Day Emergency Care (SDEC), 

Acute Medical Unit (AMU) and Emergency Department (ED), must have the 

same level of access in terms of availability and turnaround times (including 

imaging).

NHS England Diagnostic 

Imaging Reporting TATs

Tiers of clinicians (all members of the multidisciplinary team (MDT) who are 

patient facing):

Tier 1: Competent Clinical Decision Makers – clinicians who can perform an initial 

assessment and treatment of a patient.

Tier 2: Senior Clinical Decision Makers – clinicians who can collate relevant patient  

information, make a diagnosis and determine a management plan which includes specific 

investigations and treatment (‘registrars’ and equivalents).

Tier 3: Expert Clinical Decision Makers – clinicians who can develop a comprehensive 

management plan and have overall responsibility for patient care and have extensive 

experience in managing acute patients within their specialty, usually a consultant.

*NHS England Seven Day 

Services Clinical Standards

RCP Guidance on Safe 

Medical Staffing

Urgent cross sectional (CT/MRI) imaging requests should be reported within 4 

hours of request.1

Core laboratory services should be available 24/7, and turnaround

times should be monitored regularly and reported monthly.2

• GIRFT National Specialty Report Stroke

• NHS Rightcare Stroke Toolkit

• NHS England National Stroke Service Model: Integrated Stroke

Delivery Networks

https://www.england.nhs.uk/long-read/diagnostic-imaging-reporting-turnaround-times/#introduction
https://www.england.nhs.uk/long-read/diagnostic-imaging-reporting-turnaround-times/#introduction
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.rcplondon.ac.uk/projects/outputs/safe-medical-staffing
https://www.rcplondon.ac.uk/projects/outputs/safe-medical-staffing
https://www.gmc-uk.org/-/media/documents/aim-2022-curriculum-final-v1_0_pdf-92050677.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.england.nhs.uk/ourwork/clinical-policy/stroke/national-stroke-service-model/
https://www.england.nhs.uk/ourwork/clinical-policy/stroke/national-stroke-service-model/
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Assessment Units

Examples of assessment units include AMU, SDEC, SAU (Surgical Assessment Unit) , 

AFU (Acute Frailty Unit) and GAU (Gynaecology Assessment Unit) etc. The following 

information outlines initial generic principles for these units.

Assessment unit capacity

The unit should be configured in terms of capacity (bed numbers, staff numbers, 

monitors etc) to manage the unselected take or demand for that specialty. National 

specialty guidance should be used if available

An MDT board round, led by the nurse in charge or deputy, should start at 08:00h to 

determine the order of the ward round. The ward round should prioritise the sickest 

patients first followed by potential discharges, then all other patients e.g., SHOP 

model.

Community and clinic referrals

Assessment units will be the default destination for all GP, community and hospital 

clinic referrals, unless clinically contraindicated. Unstable clinical patients should go to 

an assessment unit and direct ward admission should only happen for other patients if 

a senior clinical decision maker approves it. 

Length of stay (LoS)

LoS on assessment units should be determined according to national guidance unless 

local performance delivers better patient flow and outcomes. 

Assessment 

Six to Help Fix – see 

appendix 1 for the SHOP 

Model 

RCP Guidance on Safe 

Medical Staffing
RCP Modern Ward Rounds

NHS England Seven Day 

Services Clinical Standards

Hot clinics

Patients who have an acute illness but are otherwise clinically stable could be 

managed in an outpatient clinic. Where this type of service is not currently in place it 

should be developed for key specialties.

All patients arriving on or being transferred to an assessment unit should have a 

National Early Warning Score 2 (NEWS2) calculated. The NEWS2 should be 

used in conjunction with the presenting condition to prioritise care.
3
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All patients should have a full assessment undertaken by a competent clinical 

decision maker, ideally within one hour and within a maximum of four hours of 

the decision to admit or of arrival on the assessment unit (whichever is earlier).
4

All patients should be reviewed by an expert clinical decision maker within

six hours of the decision to admit or of arrival on the assessment unit

(whichever is earlier) from 08:00-20:00h or within 14 hours outside of these times.

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/Six-to-Help-Fix-Acute-Medicine-Guidance-for-improving-in-hospital-flow-FINAL-V1-July-2023.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/Six-to-Help-Fix-Acute-Medicine-Guidance-for-improving-in-hospital-flow-FINAL-V1-July-2023.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/Six-to-Help-Fix-Acute-Medicine-Guidance-for-improving-in-hospital-flow-FINAL-V1-July-2023.pdf
https://www.rcplondon.ac.uk/projects/outputs/safe-medical-staffing
https://www.rcplondon.ac.uk/projects/outputs/safe-medical-staffing
https://www.rcp.ac.uk/improving-care/resources/modern-ward-rounds/
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
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Responsibility for patients in assessment units

This standard is applicable even though the patient may transiently remain 

on the assessment unit.

Medical patients who remain on the assessment unit will usually stay 

under the care of the medical team that staff the unit until they are moved 

to the relevant downstream medical specialty ward, although some units 

perform shared care. Ongoing management advice from the specialty 

team should be provided as required.

GIRFT NAFF Pathway

Emergency Care Metrics 

Key points:

• Patients should not remain on assessment units longer than their operational length of stay, 

e.g. AMU up to 72 hours, unless they are clinically unstable or expected to be discharged the 

following day.

• Services should have an agreed local pathway to support older patients with non-ambulatory 

fragility fracture (NAFF).

• Patients identified as potential early discharges from assessment units should not be moved 

overnight from the unit to another ward. 

• Patients should not be moved from the assessment unit to a downstream ward until they have 

been stabilised by the acute managing team, e.g. acute medical team on AMU. 

• Assessment units should work with specialties to promote responsive and early patient flow 

including proactive timely review of patients.

• All requests for help and advice should be responded to promptly whether by telephone or in 

person.

• Specialties must provide clear and responsive contact details for escalation of care to nursing 

staff for patients on outlying wards.

• Organisations should monitor flow metrics and link these to quality improvement.

Useful links to competency guidance:

• JRCPTB Curriculum for Acute Internal Medicine

• Skills for Health The Frailty Framework of Core 

Capabilities

• Society for Acute Medicine – Integrated Career 

Framework for Registered Nurses in Acute Medicine

When it is agreed that a patient should transfer from the 

assessment unit to a non-medical ward, e.g. from medicine to 

general surgery, the receiving specialty team becomes 

responsible for the patient’s care.

6

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/04/Non-Ambulatory-Fragility-Fracture-Pathway-FINAL-V1-April-2024.html
https://gettingitrightfirsttime.co.uk/medical_specialties/emergency-medicine/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/04/Non-Ambulatory-Fragility-Fracture-Pathway-FINAL-V1-April-2024.html
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/04/Non-Ambulatory-Fragility-Fracture-Pathway-FINAL-V1-April-2024.html
https://www.gmc-uk.org/-/media/documents/aim-2022-curriculum-final-v1_0_pdf-92050677.pdf
https://www.skillsforhealth.org.uk/info-hub/frailty-2018/
https://www.skillsforhealth.org.uk/info-hub/frailty-2018/
https://www.acutemedicine.org.uk/download/integrated-career-framework-for-registered-nurses-in-acute-medicine/
https://www.acutemedicine.org.uk/download/integrated-career-framework-for-registered-nurses-in-acute-medicine/


Acute Medical Units, Specialty Input and Same Day Emergency Care

Acute Medical Units (AMUs), specialty input and Same Day Emergency Care (SDEC)

Routine morning attendance from medical specialties (cardiology, respiratory and geriatrics as a minimum) should be in place to ensure that patients who require specialty input are 

reviewed daily, and new referrals are identified. A system should also be in place to identify patients who require urgent diagnostic and treatment interventions as an inpatient ASAP, 

e.g. emergency endoscopy. 

There should also be provision for the night on-take team (junior/trainee staff) to present the patients they have clerked to the consultant or expert clinical decision maker in the morning 

post take ward round for the purpose of their training, education and completion of workplace-based assessments (WPBAs).

Processes should be developed and implemented to ensure that other medical specialties provide timely review after referral from the acute medical team (from the AMU, SDEC and 

Short Stay Wards [SSWs]), to facilitate same day discharge if possible. This should include having urgent slots available in specialty clinics for prompt advice.
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SDEC is an acute service that should provide an 

alternative to hospital admission for those patients 

who would otherwise be admitted.

SDEC must not be bedded overnight as this minimises the effectiveness of the unit 
which adversely affects patient flow, and prevents or removes the early gains made 
from moving these patients from the ED.

A senior/expert clinical decision maker who is responsible solely for the SDEC should 
be present for the entire opening hours of the unit.

SDEC services should be provided at least 12 hours/day, 7 days/week, in all relevant 
specialties, as per national guidelines.

SDEC services should have acute frailty services operating for a minimum of 70 hours per 
week during peak demand hours. 

Useful links: 

• GIRFT National Report Acute and General Medicine 

• GIRFT National Report Emergency Medicine 

• NHS England Same Day Emergency Care: Competency 

Framework

• NHS England SAMEDAY strategy

• RCPE AND SAM Standards for Ambulatory Emergency 

Care

https://future.nhs.uk/connect.ti/GIRFTNational/view?objectId=131151301
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2022/08/Emergency-Medicine-Apr22q.pdf
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.hee.nhs.uk%2Fsites%2Fdefault%2Ffiles%2Fdocuments%2FSame%2520Day%2520Emergency%2520Care.docx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.hee.nhs.uk%2Fsites%2Fdefault%2Ffiles%2Fdocuments%2FSame%2520Day%2520Emergency%2520Care.docx&wdOrigin=BROWSELINK
https://www.england.nhs.uk/long-read/sameday-strategy/#introduction
https://www.acutemedicine.org.uk/sdec/
https://www.acutemedicine.org.uk/sdec/


Inpatients, Specialties and Frailty 

Inpatient wards

Site Team: Inpatient wards, liaising closely with the site team, should actively prioritise 

patients in the assessment units who should be transferred i.e. pull model. The ward 

should work in a consistent, structured way, 7 days/week, to maximise patient flow.

If this is not possible a second patient review should consist of a board round and a 

targeted face-to face review.

Weekend list: The expert clinical decision maker should oversee production of a 

weekend list of patients each Friday (which is updated to include new patients over the 

weekend) who require a review, including those who could be discharged. Ideally, this 

list should be electronic and accessible from any computer terminal within the hospital. 
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Useful links:

• RCP Modern Ward Rounds

• ECIST SAFER Patient Flow Bundle

• Six Steps to Better Care for Older People 

in Hospital

• Hospital Acute Care Frailty Pathway

• NHS England FRAIL strategy

• Guide on Making the most of Virtual 

Wards

• Non-ambulatory fragility fracture Pathway

• SAM/ICS Enhanced Care Units Guidance 

Frail patients 

The CFS should be assessed based on a patient’s function two weeks before 

attendance. Patients with CFS ≥5 (or higher depending on local arrangements) who are 

stable may benefit from Comprehensive Geriatric Assessment (CGA) linked to functional 

optimisation and prevention of deconditioning. This should be undertaken by a 

multidisciplinary team with specialist expertise in the management of frailty available 7 

days/week using Home First Principles.

Consideration should be given to advance care planning and treatment escalation plans 

where relevant for the patient. Where appropriate the patient, families and carers should 

be involved in the support and care of patients.

Intra and inter-hospital transfer

There must be a protocol for transfer of patients with/without obvious airway problems. 

The protocol should recognise the need for appropriate staff competencies and skills 

e.g. advanced airway management.

Inpatient bed base: critical care patients

Patients transferring out of critical care units (Coronary Care Unit (CCU), 

Intensive Care Unit (ICU), High Dependency Unit (HDU) and Enhanced Care 

Unit (ECU)) should be prioritised for inpatient bed allocation, above other 

requests for the available bed.
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Specialties

The consultant of the week is the optimal model as this will enable continuity of care 

considering most inpatients have a length of stay (LoS) of less than 7 days. It will also 

facilitate the development of working relationships between various medical teams and 

may also provide some consistency of advice to GPs who require further opinion.

Where specialties provide an admissions unit, an expert/senior clinical 

decision maker should receive referrals and provide advice to the community 

and hospitals every day to prevent unnecessary hospital 

attendance/admission and to facilitate hospital discharge. 
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Twice-daily consultant ward rounds is the optimal model and should be 

delivered in higher acuity areas, e.g. ICU, AMU, SSW, SAU, CCU, and other 

medical wards if possible. 
9

Patients aged over 65 presenting to hospital as an emergency should be 

assessed on arrival using the Clinical Frailty Scale (CFS) and 4AT tool for 

delirium.  
10

https://www.rcplondon.ac.uk/projects/outputs/modern-ward-rounds
https://future.nhs.uk/connect.ti/ECISTnetwork/view?objectID=28765744
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/GIRFT-BGS-Six-Steps-to-Better-Care-for-Older-People-FINAL-V2-July-2023.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/GIRFT-BGS-Six-Steps-to-Better-Care-for-Older-People-FINAL-V2-July-2023.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/06/Hospital-Acute-Care-Frailty-Pathway-FINAL-V1-June-2023-1.pdf
https://www.england.nhs.uk/long-read/frail-strategy/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/11/Making-the-most-of-virtual-wards-incl-heart-failure-FINAL-V2-November-2023.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/11/Making-the-most-of-virtual-wards-incl-heart-failure-FINAL-V2-November-2023.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/04/Non-Ambulatory-Fragility-Fracture-Pathway-FINAL-V1-April-2024.html
https://www.acutemedicine.org.uk/wp-content/uploads/Acute_Medicine_Enhanced_Care_Guidance_Mar-24.pdf
https://www.england.nhs.uk/urgent-emergency-care/reducing-length-of-stay/reducing-long-term-stays/home-first/


Appendix 1: Example of Agreed Patient Dispositions

MEDICINE

• Chest pain

• Cardiac Arrhythmia/Palpitations

• Dyspnoea (Asthma/COPD/Pneumonia)

• Haemoptysis

• Haematemesis 

• Seizures

• Headache

• Dysphagia

• Spontaneous pneumothorax

• Lower and upper limb DVT

• DKA/HHS/Hypoglycaemia/Hyperglycaemia

• Non-specific deterioration in an elderly patient

• Overdose requiring admission

• Pyelonephritis (NOT obstructive uropathy/bladder 

outflow obstruction for UROLOGY)

• Jaundice  - painless

• Cellulitis

• Falls

• Delirium 

OBSTETRICS AND GYNAECOLOGY

• PV bleeding in pregnancy  

• Menorrhagia leading to anaemia/haemodynamic 

compromise

• Acute pelvic pain in women

• Lower abdomen/iliac fossa pain in early pregnancy (<16 

weeks)

• Vaginal lumps/abscess

• Suspected gynaecological malignancy

• Haemodynamic compromise/collapse in pregnancy

• Patients <16 weeks pregnancy to emergency gynae and 

>16 weeks to labour ward triage

• Urgent pregnancy testing for women of reproductive age 

CRITICAL CARE (CC)

• CC middle grade or consultant will attend within 30 

mins.

• All CC referrals must be accompanied by a primary 

specialty referral. The primary specialty should continue 

to provide care after the patient has been discharged 

from critical care.

• Decisions to admit will be made by CC consultant (in 

collaboration will specialty teams).

The NICE Guideline for Acutely ill adults in hospital outlines 

how to manage the deteriorating patient.

PALLIATIVE MEDICINE

Patients requiring palliative care should be admitted 

under the specialty responsible for the condition or 

previously caring for that patient* and referred to 

palliative care as an inpatient.

*Team must be made aware of the patient ASAP.

Specialty designation or patient specialty ownership

It is beneficial to have patient dispositions because this 

avoids patients being subject to multiple patient 

discussions or moves. This recognises that there are 

commonly used specialist pathways for STEMI, acute 

stroke and major trauma. This appendix is an example 

of patient dispositions for common conditions that 

can be modified to suit local needs with agreement 

between specialties. 

The presenting complaint will determine which specialty 

the patient is referred to and which specialty will admit the 

patient if required. This is irrespective of whether the 

patient will go to theatre or not.

GERIATRIC MEDICINE

Age >65 and with CFS ≥5 and/or care home residents 

presenting with:

• Reduction or decline in mobility or immobility without 

major injury.

• Instability presenting with falls without major injury.

• Incontinence of urine or faeces.

• Delirium or acute impairment of intellect or memory.

• Anorexia and progressive weight loss.

Overarching principle: Patients should have equitable access to professionals with the skills required for 

their individual care, independent of the location of their bed or the nominal admitting specialty.

https://www.nice.org.uk/guidance/cg50


Appendix 1: Example of Agreed Patient Dispositions (cont.)

CARDIOLOGY

• STEMI

• Unstable NSTEMI and unstable angina

• Life threatening cardiac arrhythmias

• Unstable acute cardiogenic pulmonary oedema

• Cardiogenic shock

ORTHOPAEDIC TRAUMA

• All fractures* (including #greater trochanter and 

#Pubic rami)

• Limb trauma requiring physio

• Back pain

• Hand injuries/upper limb cellulitis

• Suspected septic arthritis

• Dislocations

• Spinal injuries – including suspected Cauda Equina 

Syndrome

• Septic arthritis

• Traumatic joint pain

• Limb abscess

• Osteomyelitis

• Necrotising fasciitis of a limb

* Local agreement using NAFF pathway 

UROLOGY

• Acute scrotal conditions e.g., epididymo-orchitis

• Priapism

• Acute urinary retention

• Renal colic

• Macroscopic haematuria

• Urinary tract infection with a history of urological 

intervention 

• Genitourinary trauma 

• Paraphimosis

• Fournier's Gangrene

• Penile injury

ENT

• Complicated otitis 

• Mastoiditis 

• Facial nerve paralysis

• Auricular hematoma

• Nasal fracture

• Complications of sinusitis

• Peritonsillar or Retropharyngeal abscess

• Acute vertigo

GENERAL SURGERY

• Abdominal pain

• Epigastric pain including pancreatitis

• Abdominal trauma

• Chest injuries

• Head injuries*

• Loin pain – urine clear, no history of stones

• Abscess of trunk, perineum and groin

• Haematochezia  - passage of fresh, bright red blood 

in the stool 

• Cholecystitis – painful jaundice with fever

• Perforated viscus

• Bowel obstruction – small or large bowel

*Agreed single specialty according to local policy.

CARDIAC SURGERY

• Aortic dissection

THORACIC SURGERY

• Traumatic pneumothorax

• Persistent pneumothorax

• Empyema

• Massive Haemoptysis

• Collapsed lung

• Chest injuries



Appendix 2: Evaluation Checklist 
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Evaluation Checklist

Principle(s) Measure(s) Guidance/Standards 

1

• Proportion of urgent cross sectional (CT/MRI) imaging requests that are reported within 4 hours of request. • NHS England Diagnostic Imaging Reporting 

TATs

• NHS England Seven Day Services Clinical 

Standards: Diagnostics 

• NHS England Board Assurance Framework 

for Seven Day Hospital Services

2

• Core laboratory services are available 24/7.

• Turnaround times are monitored on a weekly basis.

• Turnaround times are reported monthly.

• GIRFT Programme National Specialty Report 

Pathology

3
• Proportion of patients arriving on or being transferred to an assessment unit (e.g. AMU, SDEC, SAU etc) who 

have NEWS2 calculated. 

• NHS England Seven Day Services Clinical 

Standards: Time to first consultant review  

4

• Proportion of patients who have a full assessment undertaken by a competent clinical decision maker within 

one hour of the decision to admit or of arrival on the assessment unit (whichever is earlier).

• Proportion of patients who have a full assessment undertaken by a competent clinical decision maker within 

four hours of the decision to admit or of arrival on the assessment unit (whichever is earlier).

Evaluation

It is essential that services regularly monitor achievement against the principles to ensure they are implemented and delivered on an ongoing basis. The following checklist describes 

measures that can be used to evaluate achievement of the principles and highlights relevant guidance/standards. National targets should be monitored in line with national guidance. 

Executive oversight and monitoring is key to ensuring the principles are embedded.

https://www.england.nhs.uk/long-read/diagnostic-imaging-reporting-turnaround-times/#introduction
https://www.england.nhs.uk/long-read/diagnostic-imaging-reporting-turnaround-times/#introduction
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1231-board-assurance-framework-for-seven-day-hospital-services-08-feb-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1231-board-assurance-framework-for-seven-day-hospital-services-08-feb-2022.pdf
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2022/05/Pathology-4May22j.pdf
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2022/05/Pathology-4May22j.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
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Evaluation Checklist

Principle(s) Measure(s) Guidance/Standards 

5

• Proportion of patients arriving on the assessment unit between 08:00 hours and 20:00 hours who are reviewed 

by an expert clinical decision maker within six hours of the decision to admit or of arrival (whichever is earlier).

• Proportion of patients arriving on the assessment unit between 20:01 hours and 07:59 hours who are reviewed 

by an expert clinical decision maker within 14 hours of the decision to admit or of arrival (whichever is earlier).

• NHS England Seven Day Services Clinical 

Standards: Time to first consultant review   

6, 7 and 8

It is challenging to outline process measures for these principles and the overarching principle, but services 

should develop local structure and outcome measures to evaluate achievement. Structure measures, for 

example, could focus on issues such as staff training, staffing models and having written protocols or standard 

operating procedures. Outcome measures, for example, could focus on staff morale and patient satisfaction. 

Services should consider that outcome measures are expected to take longer to demonstrate improvement 

than other measures.

9

• Proportion of higher acuity areas, e.g. ICU, AMU,  SSW, SAU, CCU, where twice-daily (7/7) consultant ward 

rounds are undertaken.

• Proportion of medical wards where daily (7/7) consultant ward rounds are undertaken.

• NHS England Seven Day Services Clinical 

Standards: Ongoing review  

10

• Proportion of patients aged over 65 presenting to hospital as an emergency who are assessed using the 

Clinical Frailty Scale (CFS) when they arrive at the hospital. 

• Proportion of patients aged over 65 presenting to hospital as an emergency who are assessed using the 4AT 

tool for delirium when they arrive at the hospital. 

• GIRFT Programme National Specialty Report 

Geriatric Medicine

https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/09/Geriatric-Medicine-Sept21h.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/09/Geriatric-Medicine-Sept21h.pdf
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