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Foreword

The provision of emergency urological care has become more difficult over the past few years.
Many hospitals which provide an acute surgical take do not have resident urology cover and
rely on network arrangements (either transferring patients or by senior review during working
hours). Provision of emergency care has also been made problematic by the reduction in
hospital beds from around 300,000 in 1987 to around 140,000 in 2022.

The provision of urgent care in Urology has progressed and it is widely recognised that most
patients with urological problems presenting to ED departments can be managed on ambulatory
pathways. Not uncommonly, patients are admitted unnecessarily to hospital. For those
admitted, there is significant variation in length of stay for common urological emergencies
ranging from under 1 day to over 4 days for urinary retention across England. Emergency
admissions for haematuria vary between 6 and 14 days, and for pyelonephritis 2 to 15 days. It's
clear that we can and should do better.

Both the standard and SDEC pathways for urgent and emergency urological care have been
curated by members of BAUS and BAUN with input of community, primary and secondary care
clinicians from across the country, representing the wide multidisciplinary team involved in
urgent and emergency care. We are grateful for their support.

We hope this guide will support all clinicians working in urgent and emergency care services to
provide high quality and timely care to patients.

Ben Ayres, Chair of GIRFT Urology Urgent and Emergency Care expert working group. Urology
CRG Lead, London. Clinical Lead at St George’s University Hospitals NHS Trust.

Mr John McGrath, GIRFT co-lead for Urology and Consultant Urologist at the Royal Devon and
Exeter Foundation Trust

Mr Kieran O’Flynn, GIRFT co-lead for Urology and Consultant Urologist at the Northern Care
Alliance NHS Foundation Trust
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Delivery checklist

Manage catheter-related issues in the community through Urgent Community
Response services (UCR), perhaps with In-Reach from secondary care.

Urgent it o Establish good communication links and pathways between UCR, SDEC and

community urology on-call teams.

care e Work with care providers, including nursing homes, to educate and
troubleshoot catheter problems in the community.

o Establish a duty urologist on the cold site with liaison with the on-call team at
the hot site as necessary.

Cold site ¢ Enable on-site review rather than transfer for out-of-hours care, with good
communication and pathways.

¢ Provide urgent access to UIU or hot clinics.
¢ Deliver hot clinics with specialist urological nurses and support from the

Hot clinics urology on-call team.

d list o Establish dedicated emergency urology theatre lists or dedicated slots,

and lists potentially at a network level.
¢ Deliver Bladder Outflow Surgery for patients with catheters as P3.
o Adopt a networked approach to urgent and emergency urological care as part

of a Urology Area Network (UAN).

Workforce % (UAR) .

¢ Deploy Urology Advanced Nurse Practitioners (ANPs) to support urgent and
emergency care, in-reach into A&E and advice to community teams.

¢ Plan surgical trainees’ rotations to ensure exposure to common urological
emergencies.

Training ¢ Develop and deliver local training programmes on troubleshooting common
urological emergencies both in hospital and in community services including
care homes.

e Ensure access to: prompt / ring-fenced diagnostics, procedure room for

Eaciliti flexible cystoscopy investigation and minor procedures and ‘Hot clinics’.

aciliities e Co-locate within Surgical Admission Unit or Urology Investigation Unit.
o Take a Networked approach to access interventional radiology out-of-hours.
¢ Assess for frailty using the Rockwood Clinical Frailty Scale.

Elderly care y ooy d

e Manage elderly patients jointly with elderly care teams.
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¢ Bring forward definitive diagnosis and treatment in patients’ pathways,
avoiding repeated ineffective treatments and longer stays.

¢ Avoid unnecessary waste from theatres and rationalise equipment needs.

e Maximise delivery of care in settings, such as community, virtual wards and
one-stop clinics, to reduce the need for repeated visits or admissions,
patients travel costs and emissions related to transport.

Sustainability

¢ Increase use of ‘step-up’ virtual ward models for patients on ambulatory or
SDEC pathways who would otherwise require admission.
e Use real time Advice and Guidance to support urgent urological care in the
community.
¢ Use a ‘digital front door’ interface, such as the NHS app, to direct patients to
the most appropriate services and advice.
¢ Follow Same Day Emergency Care (SDEC) / ambulatory pathways where
appropriate.
o Refer appropriate patients for SDEC directly from community, primary care,
Same Day NHS 111, ambulance services
Emergency ¢ Enable ‘Hot clinics’ within Surgical Admission Units.
Care e Ensure direct access to diagnostics.
¢ SDEC conditions to include: acute urinary retention, scrotal pain once
testicular torsion clinically excluded, walk-in post-op complications, catheter
problems.

Innovation

Introduction

This document is divided into two parts

Sections 1 and 2 provide the standard pathways for common urological emergencies. It also
provides guidance and suggestions on urgent community care, cold site provision for urological
emergencies, suggestions on the provision of hot clinics, workforce and training for doctors and
the non-medical workforce.

Sections 3 and 4 describes same day emergency care (SDEC) principles and pathways for
Urology. Where SDECS are provided, it enables appropriate patients to attend directly from the
community, primary care, NHS 111 and ambulance services freeing up the emergency
department and enables patients to be rapidly seen, assessed and treated in an ambulatory
setting. Service providers will range from mid-grade doctors to Advance Clinical Practitioners
(ACPs), Nurse Practitioners (NPs) and other Health Care Professionals, underpinned by
consultant support. Many SDECs will be generic in nature and the pathways illustrated should
enable the non-specialist clinician to deliver timely and appropriate urological care. Coloured
(blue) boxes in the pathway require involvement of the ‘Urology’ team.
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1. Urgent and emergency care pathways

1.1 Haematuria

Presentation

Assessment and initial management

Further management

Discharge and follow up

Visible
haematuria

Is the patient

Observations

> voiding? Yes
Bloods, eGFR, No
FBC, clotting A 4
Insert 3-way urethral catheter. Washout all clots.
Start irrigation to prevent new clots forming.

|

Imaging — ultrasound scan or CT urogram dependent on local
policies.

[Admit patients to ward with nurses trained in managing irrigation.]

v

Assess for anticoagulation. Consider transfusion as required.
Investigate / treat coagulopathy if present.

Transfusion needed

Shaded blue — urology input normally
expected at these steps.

& bloods OK?

No

|

[

Manage appropriately via SDEC ]

~

pathway where appropriate J

<but not accepted by the patientD =
No—T
Significant
haematuria persisting e —F it
beyond 24 hour
Frail
4
Escalate to senior
decision maker
+ Operative
Conservative .
Operative vs

conservative —_

Bladder washout in CEPOD
theatres with peri-op tranexamic
acid

v

Continue slow irrigation

Yes

Consider

) TWOC

Advice re: any existing
anticoagulation. Discharge
home. Investigate on Faster
iagnosis Standard pathway.
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1.2 Emergency urinary retention

Presentation

Assessment and initial management

Further management

Discharge and follow up

Painful acute
urinary retention

Chronic Urinary
retention

¢ Check eGFR
¢ DRE check for

Catheterise

malignant prostate 9
Measure residual
volume

Start alpha blocker

/

v
o

Manage as SDEC
Catheter passport
Teach catheter care
TWOC 72 hours

<

—No hydronephrosis

Yes

_1

No

ydronephrosis

Admit

Catheterise

Measure residual volume
DRE check for malignant
prostate

¥

+ Probable admission

¢ Monitor for diuresis

* Treat hyperkalaesmia
as required

Monitor for diuresis

+ Treat hyperkalaemia as
required

Imaging, if not already
done

Yes M

No

¢ DRE check for malignant
prostate
+ Consider catheter / ISC

Has
diuresis slowed

Outpatient follow-up
[ in LUTS clinic

Shaded blue — urology input normally
expected at these steps.

[ Consider one further |
attempt at TWOC or
teach ISC

!

Book for BOO
surgery within 6 ~
weeks

—>

Catheter passport.
Teach catheter care.

Manage on
ambulatory / SDEC

and is eGFR
improving?

pathway rechecking
eGFR as appropriate

Follow GIRFT BOO pathw@dﬂ

Urgent outpatient

depending on residual
volume and symptoms

assessment

( )
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1.3 Acute lateralising loin pain with fever

Presentation

Assessment and initial management

Further management

Discharge and follow up

Fever, loin pain,
positive urine dip
for nitrites or recent
history of UTI

- B
By DO,

NHS IMPACT 2 &

Improving Patient € T

are Together

~

[« Bloods eGFR
« FBC
e CRP
(e MSU

v

IV fluids and IV
antibiotics as per local
protocols

Review
after 6
hours

Does
CT KUB show
acute obstructed
Kidney?

P

no vomiting

NEWSZ2 =3 and

Shaded blue — urology input normally
expected at these steps.

Manage via ambulatory /

] Yes

No

v

L.

Continue IV fluids IV
antibiotics.

Refer to inpatient team
following local protocols
(usually medics for

pyelonephritis in the majority of

hospitals)

>

l

{ Review every 12 hours }

Refer to urology

Emergency
———» nephrostomy or

SDEC pathway
(see note 2)

ureteric stent

ontinue antibiotics as
per microbiology
sensitivities.
Manage stone as per local
protocols.

Note 2: Ambulatory / SDEC pathway
Manage via ambulatory / SDEC
pathway with oral antibiotics as per
local protocols (14 days in total) Have
protocol in place to review MSU and
ultrasound scan result.
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1.4 Testicular torsion in children and young people

Full pathway diagram - intended as guidance, but clinical judgement remains key

Presentation and referral Assessment Management including surgery and follow up
ED in centre unable to l Testic?tlJr]Ia;r et>'(arr|1inatic.>n in cgi(ljd ren p:esgnting] Oltrasound
safely provide surgical care with testicular pain or abdominal pain ’ see note 3
r that chil
Alternative diagnosis

General Structured assessment suspected which

Practice ok Cof child including recording of features of TWISTD—significantly changes—
centre

score (See note 2) the management Radiological Normal appearance: Alternative
(See note 3) diagnosis This does not radiological

W of torsion completely exclude diagnosis
of testicular torsion . tqrsion / .
intermittent torsion

Time from = 48 hours J
ED or assessment unit in onset of pain of continuous pain -
centre able to safely provide ; = ‘:.8 hours Scrotal exploration
surgical care for children with of coninuious pain (See note 4) diagnosis
suspected testicular torsion
J Arrange follow up:
e After orchidopexy, follow up to assess for delayed
testicular atrophy
e After orchidectomy, PIFU appointment made or GP
Note 1 — Presentation Note 2 — Assessment referral made to discuss prosthesis in teenage year,
Presentation is dependent on public A history of previous episodes of recurrent pain may represent intermittent
knowledge about the importance of rapid | torsion. It can be more difficult to identify and diagnose neurodiverse Note 3 — Ultrasound
medical review. This awareness is raised | children with testicular pain. Undescended testes are at higher risk of Ultrasound is not recommended for every person with acute testicular pain, but
through education and online resources. | torsion. where an alternative diagnosis is suspected which would significantly impact
management (e.g. tumour.) A negative ultrasound scan does not exclude

TWIST score torsion or intermittent torsion. If an ultrasound is to be performed this should be

TWIST score 5-7: scrotal exploration recommended in the absence of within 18 hours of presentation. If this is not possible and there is a clinical

alternative diagnosis which would significantly change the management. concern of torsion then there should be an urgent exploration.

Note 4 — Scrotal exploration

A lower twist score does not exclude the diagnosis of testicular torsion so | When less than 48 hours from the onset of pain, scrotal exploration to take

when there is a clinical concern about torsion, follow the same pathway as | place within 1 hour.

for a high-risk child. If over 24 hours of pain, it may be appropriate to wait until the child is fasted.

The full testicular torsion pathway guide is available on the GIRFT website.
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1.5 Testicular trauma

Presentation Assessment and initial management Further management Discharge and follow up

—b( Analgesia

[ Antibioctics if infection or contaminated wound ]

History
(see note 1)

Shaded blue — urology input normally expected at
] these steps.

( Consider tetanus booster if wound J

Ultrasound scan scrotum

Testicular rupture
W'::n?'ciiplgsg“is;;he If injuries allow, discharge as per
Note 1: History: OR Surgical exploration with day case surgery with scrotal

» History of blunt or Large haematoma debridement of non-viable support, analgesia +/- antibiotics if
penetrating testis compressing testis open wound
trauma OR

e ATLS assessment Penetrating trauma

« Manage life-threating

. g;’gi‘ﬁie patier Safety netting with 7-day open

Small h t i

e Painful swollen scrotum ma :ﬁg’la oma Conservatwe; access to SDEC or Urology team

e Bruising / haematoma Tunica albuginea intact managemen . . o

« Assess any wound Outpatient review within 2 weeks

Adapted from BAUS consensus statement: Lucky M et al. BJU Int 2018:121:840-844

10
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1.6 Acute stones pathway

First presentation

Acute stone service - assessment

Acute stone service — treatment available within 48 hours

Patient presentation, loin pain,
classic features of acute colic in
A&E or via GP

CT undertaken within 24
hours to verify diagnosis

!

CT
defined acute
stone

Yes'

Alternative
diagnosis or
discharge

nfected and
obstructed

No

Ongoing
Severe symptoms or
complication

No

v

Discharge from A&E
and refer to acute stone
service

Decision
making to include:
e Acute stone team
e Evidence / guidelines
e Patient information

A
Admit for emergency
—Yes'
stent or nephrostomy
Stabilisation of
~—VYes symptoms avoiding
default stent insertion
7

1
J

Shaded blue — urology input
normally expected at these steps.

Decision on
treatment

|

o

Shockwave Ureterosco Conservative
lithotripsy Py treatment
A 4

[ Stone clearance ]

Serum calcium, dietary stone
prevention advice and appropriate
follow up or discharge

; @{iiﬂ@
NHS IMPACT ==

Improving Patient Care Together

The full guidance on acute stones is available on the GIRFT website.

11
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1.7 Renal trauma

Presentation

Assessment and initial management

Further management

Discharge and follow up

History of blunt
or penetrating
renal frauma

ATLS assessment

v

Analgesia

v

Antibiotics for all penetrating injuries

Is the patient
haemodynamically stable after
resuscitation?

Yes: No o

‘ Penetrating
. grade 5
Multiphase CT scan Active renal injury
with arterial and delayed -
bleeding? Yo

urographic images

No
A
§ )
Grade 4-5 Grade 1-3
Start antibiotics Bed rest

JJ stent or drain if Monitor serum Hb and eGFR

—b[ Emergency laparotomy )—

[ Assess for renal injury )—

Trauma nephrectomy as
required

Renal arteriography with super-
selective embolization of
bleeding vessel

Consider repeat CT scan in
48h or sooner if becomes
haemodynamically unstable

persistent urine leak at
repeat CT at 48h

—

Shaded blue — urology input
normally expected at these steps.

When injuries allow discharge
with analgesia +/- antibiotics

rSafety netting with 7-day open )
access to SDEC or Urology
team

v

Renal ultrasound scan at 6
weeks (unless nephrectomy)
L J

v

( Outpatient review at 8 weeks J

Long-term monitoring of
creatinine / U&Es and blood
pressure in the community

When injuries allow discharge
with analgesia +/- antibiotics

12
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1.8 Urethral trauma / pelvic fracture

Presentation

Assessment and initial management

Further management

Discharge and follow up

History of blunt
or penetrating
urethral trauma

Urinary retention

Blood at urethral
meatus

ATLS assessment

v

Manage life-threatening injuries
Stabilise patient

4

One gentle attempt at urethral catheterisation

v

Peri-catheter urethrogram at 2

No
A 4

If unable to pass urethral catheter then
ultrasound guided suprapubic catheter

»| weeks with catheter removal if

Shaded blue — urology input normally
expected at these steps.

no leak or stricture

{

Urethrogram

Bleeding per
urethra

Arrange transfer for urgent
early repair at specialist centre

Refer to specialist centre for

to bladder neck and / Ye
No
Bulbar urethral Yes

stricture

No

v

Broad spectrum antibiotics

v

Analgesia

(

anastomic urethroplasty at >3
months

When injuries allow discharge
with analgesia +/- antibiotics

Safety netting with 7-day open
access to SDEC or Urology
team

Follow up at specialist
genitourethral reconstructive
surgery centre

13
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1.9 Ureteric injury

Presentation

Assessment and initial management

Further management

Ureteral injury

v

Expertise to
manage?

Yes

Temporising measures: e.g.
percutaneous nephrostomy,

Discharge and follow up

Shaded blue — urology input normally expected at
these steps.

Refer to specialist

)
J

[ I | exteriorisation of ureteric catheter +/- drain J

Nephrostomy +/- ureteric ligation, or W

centre for further urgent
management

b@layed reconstruct@

Immediate

reconstruction

L=

Ureteral stent or

No, consider if appropriate

nephrostomy

—
drain or ureteric stenting
No expertise
to manage in local
acute setting
—
No
i ]
Yes
N
Trauma (
Yes
_<_. Delayed ——pp
diagnosis
latrogenic

\

{Open / laparoscopic or robotic surgery

J

Ureteral stent or if failed access

Endoscopic
nephrostomy +/- antegrade sten

| surgery

}

Follow up

4

If stricture for
reconstruction

_,[

Adapted from BAUS consensus statement: Sahai A et al. BJU Int 2021;128(5):539-547

14
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1.10 Penile fracture

Presentation

Assessment & initial management

Further management

Discharge and follow up

History
(see note 1)

—D[Analgesia and broad spectrum antibiotic]

Assess
for urethral injury
(see note 2)

Urethral injury

—P

Not urethra:\ injury

1™

~

Immediate surgical repair if
urethral injury

( - : A
Book surgical exploration and

L morning of overnight admission) )

repair within 24 hours (ie book
first on theatre list the following

)

v

Ultrasound scan or MRI scan may help
identify the location and extent of the

Note 1: History

Penile bending whilst erect, usually
impact against public bone or
perineum during vigorous
intercourse.

Associated popping or cracking
sound.

Followed by immediate
detumescence.

Gross penile swelling and bruising /
haematoma (aubergine sign).

Severe penile pain.

A tender defect in tunica albuginea
may be palpable.

Distinguish from superficial vein
rupture or suspensory ligament
rupture.

tunica albuginea tear.

Is the patient stable

& is surgery to be performed at
specialist centre within the

Urology Area Network?

Yes

Note 2: Urethral injury assessment
Blood at meatus

Haematuria
Pain on voiding
Urinary retention

Penoscrotal incision
recommended

Refer to specialist centre, with
plan to present at agreed time.

Shaded blue — urology input normally
expected at these steps.

Advice

(see note 3)

v

rSafety netting with 7-day open‘
access to SDEC or Urology
team

l

Outpatient review / PIFU for
penile curvature and erectile
dysfunction

Discharge following local
protocols for day case surgery

Discharge on analgesia and
broad spectrum antibiotics

Note 3: Advice
Warn of bruising, pain, infection, erectile
dysfunction and penile curvature.

Refrain from sexual intercourse for at least 6
weeks.

Adapted from BAUS consensus statement: Rees RW et al. BJU Int 2018;122:26-28

15
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1.11 Priapism

Presentation Assessment and initial management Further management Discharge and follow up

Perform full abdominal, penile, rectal and
neurological examination

Bloods for FBC, blood film (if Follow up to assess for
haematological disorder suspected), @ ocess erectile dysfunction and
autoimmune screen | manage with trial of

* Failure pharmacotherapy first

Shaded blue — urology input normally
expected at these steps.

History
(see note 1)

CT scan as required to investigate "‘—“48'1—" Surgical shunt ] l
underlying cause
Follow up and manage any
underlying conditions as
Penile MRI or appropriate
Ischaemic priapism suspected? N 48 - 72h ultrasound scan
with doppler
7 = T >72h and
Ischaemic priapism Ng;&?g:igssp;;f:dm MRI shows corpora
suspected cavernosa fibrosis J
* + =Yes
Local anaesthetic penile | [ If non-ischaemic | N
block priapism (traumatic) °
Insert large 19 gauge suspected arrange

Note 1: History to include: - . .
. Time of onset of needle into penile urgent penile
=TEErEm corpus cavernosum ultrasound scan with ;’[ Early penile ] _ﬁounselling and follow up 39

«  Duration of priapism: Aspirate blood and send doppler. Can initially prosthesis J 'Qer penile implant protocols
<48h [/ 48-72h | >72h for blood gas analysis be managed
e s it painful? Hypoxia, acidosis and conservatively. May
* Previous episodes of glucopenia confirm require superselective Notes on management:
priapism ischaemic priapism. embolization later. Involve haematology if underlying haematological
e Any underlying - < N 1 “ || | condition.
haematological J
disorders such as sickle If stuttering priaprism, may benefit from etilefrine
cell disease _ If failure of detumescence with aspiration then or antiandrogens on an individual basis.
o Medications including

Give broad spectrum antibiotics
Inject phenylephrine (200 microgram aliquots)
into corpus cavernosum every 10 minutes up to a

any illicit drug use
e  Pelvic malignancy
o Recent perineal or

penile trauma maximum of 1000 micrograms monitoring blood
¢ Any neurological pressure
symptoms

Adapted from BAUS consensus statement: Muneer A et al. BJU Int 2018;121:835-839

16


https://doi.org/10.1111/bju.14140

GIRFT Urology guide to UEC and SDEC
1.12 Catheter problems

Problems

Initial management

Further management or onwards referral

Blood or

Encourage
General fluids: 2 — 3 litres
advice > per day of any
fluid

indication is high pressure
chronic retention
with renal impairment

Consider flush / washout, ]

debris
in the urine

Bypassing

Bladder

discomfort,

Shaded blue — urology input normally
expected at these steps.

—Yes-’(

Provide
information

Consider trial without catheter,
with an alpha blocker

)

Catheter should remain

e.g. 0.9% sodium chlorideJ

Bladder
spasms or
lockage

[ Check drainage bag level |

—Yes—bdeice & guidanca

——-Blockages—»| and tubing not kinked or —ei?l:;:' ,
Bladder L twisted )
spasms and I
blockages Consider anticholinergic Stones
h—Bladder, medication if bladder confirmed
spasms

spasms

'8 3
Consider larger catheter
16Fr female / 18Fr male

\_Bypassing

Stones pathway

only (Risks urethral erosion

with long term use)

rine tes

ainful urethra

or infectio

—‘r’es——b[

Antibiotics

]_,

Managing catheter problems often comes down to
maintaining a very high urine output.

Patient information
BAUS Catheter care leaflet
https://lwww.baus.org.uk/_userfiles/pages/files/Patients/Leaflets/Catheter.pdf

GIRFT Urology Advice and Guidance template response on catheter problems

17
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2. Urgent and Emergency Care guidance

2.1 Urgent community care
Key quality actions:
e Manage catheter-related issues in the community through Urgent

Community Response services (UCR), perhaps with In-Reach from
secondary care.

Establish good communication links and pathways between UCR,
SDEC and urology on-call teams.

Work with care providers, including nursing homes, to educate and
troubleshoot catheter problems in the community.

Urgent and emergency urological care should be delivered in the most appropriate setting for
the patient. Many catheter-related issues could potentially be managed in the community by
NHS Urgent Community Response Services (UCR), which offer a 2-hour response time, 7
days a week between the hours of 0800-2000. These services work best when patient
information is readily shared (e.g. using a catheter passport or digital solution) and access to
the service is easy for patients, carers and clinicians (e.g. a ‘hotline’ to the urology specialist
nurses or on-call team).

When patients require secondary care input, referral to ‘hot clinics’ and SDEC services is
recommended rather than attendance at the Emergency Department. Evidence suggests that
education and support for care homes around troubleshooting catheter problems and using the
UCR would reduce the pressure on ambulance services and emergency departments.

Integrated In-Reach services from secondary care into the community and UCR services have
also been successfully used in some areas. In-reach services can provide more care in the
community and develop a more flexible workforce, with upskilling of staff and benefits to staff
retention.

18
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2.2 Cold site

Key quality actions:

Establish a duty urologist on the cold site with liaison with the on-call
team at the hot site as necessary.

Enable on-site review rather than transfer for out-of-hours care, with
good communication and pathways.
Provide urgent access to UIU or hot clinics.

In this guidance, a ‘cold site’ means a hospital site where urological cover is not provided 24/7 but
where there is still urology activity or emergencies are received.

In other contexts, cold site can sometimes be used to refer to elective surgical hubs where only
planned elective work is undertaken and no emergencies are received.

An increasing number of urology services are merging and working within Urological Area
Networks. This can result in some hospitals becoming cold sites and unable to provide

urological cover 24/7. There are two main approaches taken to cold sites:

e Diversion or transfer of all patients to the nearest site with 24/7 urology cover, or
e Duty urologist during normal hours at the cold site.

Transfer of all patients
This approach is likely to contribute to increasing bed pressures on the hot site. Effective

diversions require ambulance services, NHS 111 and primary care share an understanding of
where to direct patients and there will still be some cases of patients at the cold site who

require urology input. Protocols must be in place for their management, including:

e Up to date emergency guidelines to assist A&E practitioners.

e Guidance to identify cases that require urgent intervention.

e A clear single point of contact for the urology service, for example a ‘hotline’ managed
by an Advanced Clinical Practitioner (ACP). This point of contact can be the first port
of call for queries about management.

e Ability for images and test results to be remotely viewed by the urology service,
including for video calls with the cold site, to better inform decisions on transfer.

e Decisions on transfer or attendance at the cold site to be taken by the urology team.

e In the case of a patient who cannot be transferred, for example a major trauma, the
urology consultant will ensure adequate cover on the hot site if they need to travel
over to the cold site.

e Consideration for where the patient is transferred to, for example: to a receiving area
or joint urology and trauma assessment unit. Transfer should be able to avoid another
wait in a second A&E department.
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Duty urologist during normal hours

An alternative model is to manage emergencies during office hours at the cold site via a duty
urologist. The duty urologist has time allocated to reviewing ward referrals and A&E walk ins
and liaises with the on-call team at the hot site as required. Establishing this model requires:

e |dentify the duty urologist on site and their covered days and times, including time for
their in-reach to the Surgical Assessment Unit (SAU) or Acute Medical Unit.

e Plan for cold site activity that will predictably require urological input, for example
major colorectal or gynaecological surgery, or operations that encroach on the ureter.

e Protocols for out-of-hours care (see above) supported by good communication with
the on-call urology team and an aim to deliver ambulatory care with review the next
day where clinically safe and appropriate.

e Ability for on-site review or transfer if required for urgent urological care. Urgent
access to a next-day ‘hot clinic’ at the UIU or SAU.

The duty urology cover role can be covered by a consultant, middle tier doctor, or by
Advanced Clinical Practitioners where they have appropriate competencies. This will usually
require around 18 months of specific training.

Example: United Lincolnshire Hospitals NHS Trust

United Lincolnshire Hospitals NHS Trust is composed of three main hospital sites, with
additional outpatient sites. A full urology service is provided at Lincoln County Hospital,
including 24/7 emergency care. Pilgrim Hospital, Boston, which has 24 hour A&E provision,
provides core elective urology services during normal daylight hours which incorporates a
duty urologist 7 days a week for A&E/SDEC in-reach and ward referrals. Transfers between
the sites require a journey of around 45 minutes by road.

Grantham Hospital functions as an elective surgical hub site, incorporating HVLC urology.
There is resident anaesthetic cover and there are resident surgical staff to address general
post-operative issues across specialties, including catheter problems and management of
fluids. Doctors, ACPs and ward staff have been specifically trained in early intervention to
stop deterioration and awareness to identify sepsis and need for high dependency care
transfer, liaising with the on-call team in Lincoln as necessary.
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2.3 Hot clinics and lists

Key quality actions:

e Deliver hot clinics with specialist urological nurses and support from
the urology on-call team.

Establish dedicated emergency urology theatre lists or dedicated
slots, potentially at a network level.
Deliver Bladder Outflow Surgery for patients with catheters as P3.

Hot clinics support the ambulatory or SDEC approach to urgent and emergency care and have
been successfully introduced to support emergency stone pathways (following NICE guidance)
and could also support emergency andrological pathways.

Hot clinics should be delivered by specialist urological nurses with support from the urology
on-call team, and within a Urology Investigation Unit or Surgical Admission Unit with access to
a procedure room and flexible cystoscopy. Hot clinics could be provided on a network level if
pre-operative assessment is consistent and there is a digital platform to share medical notes.

It is essential that hot clinics have direct access to timely and/or dedicated diagnostic slots and
access to dedicated Emergency Urology lists or dedicated operating slots.

Evidence from regions shows that around 15% of patients attending A&E with catheter
problems reattend within a month and in most trusts, median waits for bladder outlet
obstruction surgery are over 100 days. This surgery should be categorised as P3: to be done
within 3 months.

Access to dedicated Emergency Urology lists, or a dedicated slot for emergency operating at
the start of the elective urology list, can reduce these waits. This improves patient experience
and reduces pressures on the emergency system resulting from catheter problems.

Delivering a dedicated list or slot requires a patient to be identified and ready for surgery, with
the workforce and equipment available including radiographers, C-arms and laser. With both
models there is a risk of loss of productivity if there are no available emergency patients and
we would encourage units to model the potential activity in advance.

Example: Emergency stone-case ‘hot clinics’ at Royal Free Hospital

The Royal Free Hospital has delivered several urology ‘hot clinics’, including the repurposing
of a single, one-hour slot from the daily elective urology list to be used for an emergency
stone case. The benefits seen include:

e Primary ureteroscopy rates for acute ureteric stones have increased from 23.8% to
37.8%.

e The average length of stay was similar, at 2.69 days compared to 2.65 days (p=0.107).

e 80.5% available elective slots were utilised.
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Example: NHS London emergency primary ureteroscopy (URS) and extracorporeal
shock wave lithotripsy (ESWL)

Acute stone service - Management Surgical considerations to facilitate
Assessment emergency URS
Initial assessment * Unmapageable pain? e Dedicated daily / alternate day
e Ureteric stone >7 mm?
. Urology Area Network CEPOD
Clerking - . Upper uretgrlc stone > 5mm? stone list
History / Examination / *  Patient choice for active e Advantages — specialist stone
Routine Observations treatment team (surgeon, theatre team and
equipment)
Exclude red flags » Yes e Challenges — loss of productivity
if no urgent stones (run on UAN
Investigations - l level to reduce this risk). Preop
Creatinine / U&Es / - N assessment as aim to run as a
Urate / Ca2+ / FBC/CRP e Stent or Nephrostomy insitu? day case service.
Mid Stream urine for e Radio lucent stone?
dipstick and Microscopy e Anticoagulation for high risk > . Dedicated daily space on
+/- Culture pathology? Urology elective list (as first
\ J e Multiple ipsilateral or bilateral case)
renal stones? e Inform the anaesthetist and
p N\ e Contraindications to ESWL? theatres the night before so start
Imaging e Patient Choice for at 8am, without any delay.
Ureteroscopy? e All on-call urologists to perform
CT Imaging within 1 |* Reduced mobility? ) rigid URS and laser
hour if Red Flags l fragmentation of stones
e CTKUB if ? Infected e Challenges — treatment may not
obstructed system r ] be by specialist stone team. Loss
e CTAngiogramif? | ) No Yes of productivity if no urgent stones
AAA leak l l
. e any stone patients whose
Otherwise CT KUB ESWL Ureteroscopy surgery gets cancelled are given
within 24 hours Emergency Category 1B iority at 8am the followi
* USSifpregnant ESWL Ureteroscopy priority &t 8am the following
- oP) morning.
female or patient Treatment Surgery within
under 16 years within 48 hours 48 hours
L q )

Key points of good practice

Specialist-led virtual acute ureteric colic clinic and virtual consent process.
Radiographer and sonographers dedicated to stone service for delivering treatments, diagnostics and stone
tracking.
e Ongoing staff training and mentoring:
o training CEPOD theatre staff/nurses in laser use
o training CEPOD nurses to support urological procedures
o all Urologists, including non-stone urologists, trained to do distal and mid-ureteric stones.

e Monitor Acute Stone Review List in Urolithiasis teams group throughout daily on-call shifts.

e Laser facilities on Hot Site.

e CEPOD X -ray support from 8am.

e Supportive clinical information needs to be promptly provided to patients.

e Admin and Clerical support ringfenced as “Lithotripsy/URS coordinator role” to manage and support referral
process.

e |T support to enable prompt transfer of patient notes and images between hospitals.

References

1. NICE guidance - Renal and ureteric stones: assessment and management (nice.org.uk)

2. GIRFT - Urology 2021-12-10 Guidance Acute-stones.pdf (gettingitrightfirsttime.co.uk)

3. BAUS - Ureteroscopy for stone.pdf (baus.org.uk)

4. BAUS - ESWL.pdf (baus.org.uk)
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Example: Expanding nurse led urology services at University Hospitals of North
Midlands NHS Trust.

Developing enhanced skills within the nursing workforce has enabled University Hospitals of
North Midlands NHS Trust to deliver several urology ‘hot clinics’ and nurse led services, via
a nurse led ambulatory unit. This is part of a strategic nursing expansion plan, developed by
a Lead Urology Nurse with a ‘growth mindset’, to secure a sustainable, urologically skilled
and multidisciplinary nursing workforce.

The ambulatory nurse led urology unit is delivered within a newly designed model of care on
the principles of ‘right place, right time, right person’, requiring effective co-ordination with
the acute urological setting. The unit enables cross-discipline working and applies Lean
principles, NHS net Zero environmental targets, GIRFT principles and the Trust’s values.

The ambulatory nurse led unit’s services include:

¢ A multidisciplinary nurse-led renal stone pathway receiving direct referrals via emergency
portals for low-risk patients: providing 1st point of contact, follow up imaging and review,
tracking patients awaiting PERCs, removing ureteric stents, IRMER trained to request
and interpret imaging, consent and facilitate a nurse-led lithotripsy list, and develop and
provide patient information and support.

e Nurse led Nephrostomy service: tracking all patients, 15t point of contact, nurse led review
clinics, providing education and support, managing long term nephrostomy patients with
timely exchanges.

¢ A multidisciplinary bladder care nursing team: participating in the design of bladder care
pathways, with nurse led intermittent self-catheterisation, trial without catheter and lower
urinary tract symptom clinics, administration of first line GAG therapy, urodynamics, flow
rates / flow studies and prostate assessments.

¢ A multidisciplinary nurse led ambulatory team that remain connected to inpatient services:
supporting ward rounds, patient flow, A&E or SAU avoidance, nurse-led follow up clinics.
This team includes nurse prescribers who triages all primary care referrals, as well as
supporting the acute inpatient.
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24

Workforce

Key quality actions:

Adopt a networked approach to urgent and emergency urological care
as part of the Urology Area Network (UAN).

Deploy Urology Advanced Nurse Practitioners (ANPs) to support
urgent and emergency care, in-reach into A&E and advice to
community teams.

Urology services face increasing workforce challenges. The 2022 BAUS workforce report

identifies that 185 hospitals in the UK had a urological presence, with an average of 7.6

substantive or locum consultants per department. In England alone there are 220 general
acute hospitals, 49 specialist hospitals and 246 community hospitals, suggesting there are
many sites without a urology department and smaller urology units are joining with neighbours
to try to provide adequate staffing numbers to deliver on-call services. This may lead to hot

and cold sites as outlined above.

Many of the recommendations made in the Urology GIRFT Programme National Specialty
Report published in 2018 remain pertinent:

Provide consultant-delivered emergency urology care in every Trust by reducing
elective commitments for consultants on call

Review workloads of on-call consultants to ensure sustainability of on-call
arrangements

Ensure high-quality emergency urological care is available in all areas seven days a
week by focusing available resources at weekends on a smaller number of
departments, while allowing some departments to operate on a five-day basis

Review the approach to providing care for patients who require surgery for urinary tract
trauma and related conditions

Establish Urology Area Networks (UANSs), comprising several urology departments that
provide comprehensive coverage of urological services, beyond existing network

arrangements, to optimise quality and efficiency
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In addition to working at a Network level, Urology Advanced Nurse Practitioners (ANPs) have
been successfully deployed in a number of urology units to support urgent and emergency
services. The scope of their practice includes:

Management of acute Providing clinical support and | Providing a point of
patients practical assistance contact
e physical assessment e in-reach into A&E o for the deteriorating
e arranging investigations e ward areas patient
e prescribing treatment e catheterisation and ¢ facilitation of discharge
e liaising with the on-call management of acute e Participating in “hot”
consultant conditions clinics for rapid
e advice to Urgent Community assessment /
Response Service teams diagnosis.

The potential advantages of adding ANPs to the Urology on-call workforce include:

e Timely assessment of urological emergencies in an ambulatory setting, with a focus
on ‘treat and discharge’ rather than ‘see and admit’.

e Admission avoidance through in-reach into A&E to deal with common urological
issues including catheterisation.

e Facilitated discharge of urology patients through clinical assessment and completion
of appropriate documentation in a timely manner.

e Reduced pressure on elective bed stock through reduced admissions and improved
flow, resulting in fewer elective cancellations.

e 7-day working supported through acute outpatient and diagnostic services based in
Urology Investigation Unit.
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2.5 Training

Key quality actions:

e Plan surgical trainees’ rotations to ensure exposure to common
urological emergencies.

Develop and deliver local training programmes on troubleshooting
common urological emergencies both in hospital and in community
services including care homes.

In hospital
Training for all postgraduate doctors in urology should include:

e Exposure to common urological emergencies, including the pathways outlined in this
document, to develop confidence and independence in managing these conditions.
e Experience in assessing risk, ambulatory management and safety-netting.

Higher surgical training in urology should include:

e Rotations in tertiary centres and trauma centres, to provide breadth of emergency
urology training and experience managing less common urological emergencies and
trauma.

e Interdisciplinary working with other specialities such as general, pelvic and plastic
surgery specialties.

e Where available, attendance at cadaveric courses for training in less common and
complex urological emergencies such as trauma nephrectomy, urethral trauma and
ureteric reimplant.

Hospitals should develop and deliver local training programmes to help doctors, nurses and
medical students learn about common urological emergencies, how they can assist and to
allow simulated practice of catheter insertion and troubleshooting including blocked catheters,
three-way catheters and suprapubic catheter changes.

In many hospitals, a ‘registrar of the week’ timetable is employed. This allows continuity of
care for inpatients and allows the registrars to develop their UEC management by following
emergency patients through their admission. It is recommended that elective activity, such as
outpatient clinics should be minimised during on-call commitments.
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Community, including care homes

Community teams including practice nurses, community and district nurses should be provided
with training to empower and equip staff to deal with catheter and nephrostomy care. Local
education sessions should be designed to include staff from care homes too.

Staff working regularly with urological patients should be provided with training to recognise
and troubleshoot problems with complex urinary drainage systems including ileal conduits,
Mitrofanoff and perineal urethrostomy, including appropriate escalation to secondary care
teams.

Example SOP for

Example SOP for
catheter care >

nephrostomy care >

27


https://future.nhs.uk/GIRFTNational/view?objectId=230849349
https://future.nhs.uk/GIRFTNational/view?objectId=230849381

GIRFT Urology guide to UEC and SDEC

2.6 Facilities

Key quality actions:

e Ensure access to: prompt / ring-fenced diagnostics, procedure room
for flexible cystoscopy investigation and minor procedures and ‘Hot

clinics’.

Co-locate within Surgical Admission Unit or Urology Investigation Unit.
Take a Networked approach to access interventional radiology out-of-
hours.

To support an efficient and effective delivery of urgent and emergency urology care access to
the following facilities are recommended:

e SAU access e Access to hot ESWL

e Prompt or ring-fenced diagnostics e Access to correct equipment including

e Procedure room for urgent flexible stack system, scopes, guidewires and
cystoscopies and minor procedures stents, x-ray, laser

e Clinic rooms for “Hot clinics” ¢ Access to interventional radiology out-of-

e Dedicated Emergency theatre lists for hours. This may be provided on a UAN
Urology basis

It is recommended that facilities are co-located in a Urology Investigation Unit or Surgical
Assessment Unit. Some of them could be delivered on a network basis across the UAN.

Example: Urology Assessment Unit (UAU) at Royal Gwent Hospital

Royal Gwent Hospital provides a Urology Assessment Unit (UAU), which provide care to
patients requiring assessment, diagnostics and treatment. Patients seen at the unit are
either treated and discharged or can be admitted to the adjacent urology ward.

The unit is staffed 24/7 with 1 doctor and 1 — 2 Advanced Nurse Practitioners (ANP) from
07.00 — 19.30. The unit has 4 trolleys and 4 chairs. 44% of the unit’s referrals are self-
referrals, community and outpatient referrals, with the rest coming from A&E, the Surgical
Assessment Unit and GPs.

Benefits the unit has delivered include:
e 77% rate of same-day discharge.
¢ Significant reduction in overnight referrals since these were transferred from the
Surgical Assessment Unit to the Urology Assessment Unit.
e Waiting time under 2 hours for the majority of patients.
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2.7 Older persons / frailty

Key quality actions:

o Assess frailty using the Rockwood Clinical Frailty Scale.

e Manage older persons living with frailty jointly with older persons
(Frailty) teams.

Many Urological patients are older people and often present with co-morbidities that are best
managed by joint urological and older persons / frailty teams.

There are good examples of such practice for elective Urology surgery, such as the
Perioperative medicine for older people having surgery (POPS) at Guy’s and St Thomas
Hospital and the Systematic Care for Older People in Elective Surgery (SCOPES) in
Nottingham. We would encourage the development of such practice for older patients admitted
as medical emergency urology cases too.

There are existing tools for assessing patient frailty including the Rockwood Clinical Frailty
Scale (see Figure 1 below) and the Comprehensive geriatric assessment screening
questionnaire (CGA-GOLD).

GIRFT guidance recommends medical emergency patients are admitted under Elderly Care if
they are over 65 years old and have a Clinical Frailty Scale score of 6 or more and / or are
care home residents presenting with any of the following:

e Reduction or decline in mobility or immobility without major injury
e Instability presenting with falls without major injury

e Incontinence of urine or faeces

e Delirium or acute impairment of intellect or memory

e Anorexia and progressive weight loss

A joint urology and elderly care approach to some UEC cases via a frailty SDEC pathway that
also utilises ‘virtual wards’ or ‘Hospital at Home’ could result in fewer admissions of frail
urological patients.
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Figure 1 Rockwood Clinical Frailty Scale

Adapted from https://www.england.nhs.uk/south/wp-

content/uploads/sites/6/2022/02/rockwood-frailty-scale .pdf with permission from Moorhouse

P, Rockwood K. Frailty and its quantitative clinical evaluation R Coll Physician Edinb.
2012;42:333-340 https://doi.org/10.4997/jrcpe.2012.412

People who are robust, active, energetic and motivated. These people

1Ay A commonly exercise regularly. They are among the fittest for their age.
People who have no active disease symptoms but are less fit than

2 Well category 1. Often, they exercise or are very active occasionally, e.g.
seasonally.

3 Managing People whose medical problems are well controlled, but are not regularly

Well active beyond routine walking.

4 Vulnerable

While not dependent on others for daily help, often symptoms limit
activities. A common complaint is being "slowed up", and/or being tired
during the day.

5 Mildly Frail

These people often have more evident slowing, and need help in high
order IADLs (finances, transportation, heavy housework, medications).
Typically, mild frailty progressively impairs shopping and walking outside
alone, meal preparation and housework.

6 Moderately
Frail

People need help with all outside activities and with keeping house. Inside,
they often have problems with stairs and need help with bathing and might
need minimal assistance (cuing, standby) with dressing.

7 Severely Frail

Completely dependent for personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at high risk of dying (within -
6 months).

8 Very
Severely Frail

Completely dependent, approaching the end of life. Typically, they could
not recover even from a minor illness.

9 Terminally Il

Approaching the end of life. This category applies to people with a life
expectancy <6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia
The degree of frailty corresponds to the degree of dementia.

Common symptoms in mild dementia include forgetting the details of a recent event, though
still remembering the event itself, repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even though they seemingly can
remember their past life events well. They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.
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2.8 Sustainability
Key quality actions:
Bring forward definitive diagnosis and treatment in patients’ pathways,

avoiding repeated ineffective treatments and longer stays.
Avoid unnecessary waste from theatres and rationalise equipment

needs.

Maximise delivery of care in settings, such as community, virtual
wards and one-stop clinics, to reduce the need for repeated visits or
admissions, patients travel costs and emissions related to transport.

Delivering better care for patients often entails more effective use of healthcare resources,
reducing the environmental footprint of the NHS. Key themes that enable this are:

e Improved timing of key decisions, investigations, and interventions.
e Enhancing workforce skills in ways that enable efficient patient care.
e Assigning and building capacity to deliver care in low acuity settings.

The principles and recommendations in this guidance are likely to lead to environmental
sustainability co-benefits. The headings below highlight areas where a considered approach to
implementation should be adopted to ensure that inefficient or wasteful practices are not
inadvertently introduced.

Haematuria

Earlier operative intervention for inpatients with refractory haematuria is likely to avoid
additional unnecessary bed days for patients and the substantial amounts of plastic waste
involved with ongoing bladder irrigation and washouts for haematuria. Definitive diagnosis and
management at the point of washout in emergency theatres can avoid the need for a future
diagnostic procedure or bladder tumour resection after discharge.

Operating theatres are the most resource intensive part of the hospital, and emergency
operating theatre staff are often less familiar with urology equipment and procedures. A
thorough preoperative brief should always take place before a bladder washout on CEPOD to
maximise intra-operative efficiency and safety and minimise unnecessary waste. This should
include a discussion about the equipment required, and specifically address what needs to be
opened at the beginning of the case versus what should be available but unopened. The latter
would include items such as an Ellik, bladder syringe, and resection and catheter equipment.

A further means of reducing unnecessary waste associated with haematuria management is to
train all staff managing irrigation in how to optimise its rate of delivery, titrating according to
colour, and in how to deliver an effective bladder washout.
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Urinary retention

Bringing forward surgical intervention after a second unsuccessful TWOC will shorten the time
patients spend with a catheter, reducing their risk of complications and need for ongoing
catheter changes. The high reattendance rates for patients with catheter problems within 30
days of A&E attendance indicates the potential benefit of running ring-fenced hot lists for
expedited surgery.

Loin pain

This guidance sets out steps for earlier diagnosis of urinary tract stones, avoiding adverse
outcomes such as clinical deterioration, delayed clinical recovery and readmissions, all of
which use additional healthcare resource with an associated environmental footprint.

Ambulatory care / SDEC / Hot clinics / Virtual wards

Managing appropriately selected patients in ambulatory settings rather than as an inpatient will
typically be preferred by patients and more cost effective, avoiding unwarranted medicalisation
of patients and unnecessary investigations and treatments.

Travel is a large carbon emissions hotspot for the NHS. Pathways should avoid subjecting
patients to repeated hospital visits by achieving as much as possible during one visit.

Virtual wards could offer a less resource intensive means of delivering care and a better
experience for many patients. Staff visits should be organised to minimise the distances
between visits to each patient, reducing travel time and distance so more patients can be
treated with the least required tailpipe emissions.

Community

Adopting a set of guiding principles for catheter care in the community could save many
unnecessary hospital admissions for patients with straightforward catheter issues.

Cold sites

Establishing clear pathways for what does and does not require out-of-hours transfer to hot
sites will avoid unwarranted patient ambulance transit across a region.
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2.9 Innovation
Key quality actions:
e Increase use of ‘step-up’ virtual ward models for patients on

ambulatory or SDEC pathways who would otherwise require
admission.

Use real time Advice and Guidance to support urgent urological care in
the community.

Use a ‘digital front door’ interface, such as the NHS app, to direct
patients to the most appropriate services and advice.

Virtual wards

Virtual wards are currently largely used to support medical patient discharge. This could be
expanded to support those that are on ambulatory or SDEC pathways who need some extra
support, remote observation monitoring or a daily review.

Advice and guidance (A&G)

A&G is currently used to support the management of patients in the community, giving advice
over a few days to Primary Care teams. If clinician alerts could be sent and responded to in
real-time when urgent advice is needed, then A&G could be used to support Urgent Urological
Care in the community, addressing urgent questions posed by Primary Care, NHS 111,
Community Teams and / or Ambulance services and directing patients to ‘Hot clinics’ where
clinically safe and appropriate.

Digital front door

A further innovation may be accessing urgent and emergency urology services through a
Digital Front Door, an integrated digital interface, such as the NHS app, where patients and
referrers can be directed to the most appropriate services and advice.

Regional considerations

As a programme within NHS England, the scope of the GIRFT programme is focused on the
NHS in England. However, representatives from the devolved administrations in Northern
Ireland, Scotland and Wales have been involved in developing these pathways and guidance,
with the intent that they could also be applicable in the devolved context.

There are a number of hospitals in the devolved administrations that do not have a urology
department or urology presence. These pathways can be particularly helpful for staff working
in emergency care in those settings.
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3. Same Day Emergency Care (SDEC) principles and guidance

Key quality actions:

e Follow Same Day Emergency Care (SDEC) / ambulatory pathways
where appropriate.
Refer appropriate patients for SDEC directly from community, primary
care, NHS 111, ambulance services.

Enable ‘Hot clinics’ within Surgical Admission Units.

Ensure direct access to diagnostics.

SDEC conditions to include: acute urinary retention, UTls, ureteric
stones, walk-in post-op complications, catheter problems, scrotal pain
(testicular torsion excluded) etc.

SDEC Principles

1. Referrals should be process driven.

2.  Referrals should be discussed by senior decision maker who is familiar with the SDEC
service or other appropriate alternative pathways of care.

3. The SDEC service should be Consultant-led but patient assessment can be delivered by
other senior decision makers supported by a Consultant.

4. All SDEC units should have rapid access to diagnostics.

5.  For appropriate patients, surgical SDEC units should have rapid access to day-case
theatre to support non-admitted/ambulatory pathways of care.

6. A Virtual ward and Hospital @ Home models should be used to support patient care.
7.  The SDEC should be run from a designated, protected (non-bedded) area.

8.  Advance Clinical Practitioners (ACPs), Nurse Practitioners (NPs) and other Health Care
Professionals should support the service.

9. Robust documentation and safety-netting should be provided to patients.

10. Unnecessary referrals to SDEC should be avoided with the use of advice and guidance
lines, hot clinics/urgent out-patient appointments, direct to test.
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Urological emergencies should be managed in an ambulatory setting wherever clinically safe
and appropriate. Facilities should exist within a Surgical Admission Unit to allow this with direct
access to diagnostics. Patients who attend Urgent Community Response Services, GPs or
Accident and Emergency or those who call NHS 111 or an ambulance should be considered
for assessment in an ambulatory care / Same Day Emergency Discharge (SDEC) setting if
they have a urological condition and they are clinically stable.

There are a range of patients for whom this may be suitable. These include:

e Ureteric stones (already confirmed on CTKUB) without infection and requiring
intervention

e Scrotal pain where testicular torsion has been clinically excluded

e Acute and chronic urinary retention

e Infections requiring <24h 1V antibiotics (excluding emphysematous pyelonephritis,
emphysematous cystitis, obstructed infected kidney)

e Recently discharged urological emergencies who require review

e Post-op complications

e Catheter problems — see diagram of advice on catheter problems included on page
17.

e These Urology SDEC pathways have been designed so the initial assessment and
management can be provided by non-Urologists and Nurse Practitioners. This
enables these pathways to be delivered in hospitals without a Urologist on-site and
helps mitigate workforce issues faced by urology units (see page 24). Ambulatory
care pathways and ‘hot clinics’ can also support multi-site trusts that include both ‘hot’
and ‘cold’ sites.

e Virtual wards / Hospital at Home have successfully supported patients to get the care
they need safely at home or within care homes. They have largely been used in
elderly care, frailty, respiratory and heart failure. Their use within surgery is being
explored and they could be used to support ambulatory / SDEC pathways.
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4. SDEC pathways
4.1 Haematuria SDEC

Referral

SDEC triage & assessment

SDEC diagnosis & treatment

Presentation
at NHS 111/ GP OOH,

ED, GP, ambulance
wor UCR
A

Clinical history and
examination (see note 1)

Check for previous ]

Discharge and safety netting

Shaded blue — urology input normally expected at
these steps.

_,[

cultures J

L( Send urine for MC&S and treat with)

'\ antibiotics and discharge

,_r Outpatient bloods for eGFR, FBC +/-

Findings
consistent with simple UTI
and voiding

No
Yes Y$
NEWS < 3 es

Admit to SAU or ED resus as appropriate
for further investigation and management

Observations & Imaging
(see notes 2)

:

Large
bladder clots seen

Patient stable, voiding
and bloods OK

Note 1 — Clinical history and examination
Visible haematuria +/- clots

Pain on voiding

Lower urinary tract symptoms

Urine dip

Observations

bloods (eGFR, FBC +/-, CRP,
clotting) analgesia

Imaging

Ultrasound scan or CT urogram

dependent on local policies

on imaging Vos
No
Observations & Imaging
(see note 2)
Note 2

Insert large 3-way urethral
catheter
Washout all clots
Start irrigation to prevent
new clots forming

—p[ Refer to Urology for admission

|

'L clotting

v

[Can initially be managed in community

not needing SDEC

v

Refer to Urology on Faster Diagnosi
Standard haematuria pathway

~/

N

Refer to Urology on Faster Dlagn03|s
Standard haematuria pathway

Safety netting with 7-day open
access to SDEC or Urology team if
signs of infection, pain, difficulty voiding

or worsening haematuria / clots

U

h 4

— U

C Follow haematuria UEC pathway
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4.2 Urinary retention SDEC

Referral SDEC triage & assessment SDEC diagnosis & treatment Discharge and safety netting
{ '
; Insert 2 way 14 / 16 Fr urethral Shaded blue — urology input normally
Presggt%gr;'atEl;Hg; 1 Observations & bloods (eGFR, catheter expected at these steps.
L P U&Es, FBC +/- CRP) Measure residual volume
Analgesia if required Start alpha blocker Catheter passport
- . Teach catheter care
Clinical history and N g .
[ examination (see note 1) ] l Book TWOC clinic for 72 hours
Discharge home
4 ™ . .
DRE to assess for malignant ls eGER Follow urinary retention UEC pathway
L prostate ) significantly off
baseline consistent with high —No:
pressure chronic urinary
Stable _NEG’VESS< — J retention? Safety netting with 7-day open access
- to SDEC or Urology team
Yes
No
NEWS >3 #
[ Urgent ultrasound scan J Refer to urology
Treat hyperkalaemia
Monitor diuresis
Probably admission
Admit to SAU or ED resus as ) l
appropriate for further Hydronephrosis?) —Ves
investigation and management Gollow urinary retention UEC pathwaD
No
Refer to urology
Manage on ambulatory / SDEC
Note 1 — Clinical history and pathway monitoring eGFR
examination Catheter passport / teach catheter care
Unable to pass urine Follow urinary retention UEC pathway
Suprapubic pain
Pre-existing lower urinary tract ¢
symptoms
Nocturnal incontinence (chronic urinary Safety netting with 7-day open access
ret_entlo_n) to SDEC or Urology team
Urine dip
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4.3 Renal colic SDEC

Referral

SDEC triage & assessment

SDEC diagnosis & treatment

Discharge and safety netting

Presentation at NHS 111/
GP OOH, ED, GP

[ Clinical history and ]

examination (see note 1)

l
<

No
NEWS >3

!

Consider obstructed infected
kidney

_ Yes _
NEWS = 3

Urgent CT KUB

Admit to SAU or ED resus
as appropriate for further
investigation and
management

Note 1 — Clinical history and
examination

Colicky loin pain

Haematuria

Urine dip & BHCG (female) performed

Observations & bloods (eGFR,
U&Es, FBC, CRP, Ca2+,
urate)

Analgesia (PR diclofenac if not
contraindicated)

emperature
>38°C

—Yes—

CT KUB show renal /

Refer to appropriate
specialty based on CT findings.

If NAD consider alternative
investigations +/- observation
and discharge

( Consider transfer to SAU / ED resus
Cultures
Sepsis bundle
IV antibiotics / IV fluids
Urgent CT KUB
Likely to need emergency
nephrostomy / stent. Check clotting
blood test.

.

If ureteric stone confirmed refer to
Urology

eGFR deranged

v,

Shaded blue — urology input normally
expected at these steps.

Refer to urology for admission and

/—or pain uncontrolled

eGFR at baseline

and pain controlled ) | Discharge I

L~

Upper
i Consider Medical
—Distal .
Expulsive Therapy
Ureteri (MET) in line with
reteric . .
_l local guidelines
Renal

eGFR at baseline -
pain controlled _P[ Discharge ]—

inpatient management

Refer to urology for either:

Emergency ESWL within 48h as outpatient
or
Emergency URS within 48h (aim day case

surgery)

>5mm
Book routine
urology stone

(virtual)

<bmm

Book urology stone
clinic 2 weeks
(face to face)

—P

A tool to help predict passage of a ureteric stone can
be found at:
https://bursturologycollaborative.github.io/#calculator

Safety netting with 7-day open
access to SDEC or Urology team if
signs of infection or constant pain
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4.4 Orchitis / epididymitis SDEC

Referral

SDEC triage & assessment

SDEC diagnosis & treatment

Discharge and safety netting

Presentation at NHS
111/ GP OOH, ED, GP

Clinical history and
examination (see note 1)

I

_ Yes
NEWS < 3

No
NEWS >3

!

Admit to SAU or ED resus
as appropriate
(see note 2)

Note 1 — Clinical history and
examination

Gradual onset scrotal pain

Scrotal swelling

Urine dip

Note 2

If suspicion of torsion (sudden
onset of pain, high riding testis,
oblique testis lie) use TWIST score
(in line with local protocols)
emergency via ED.

If suspicion of Fournier’s
gangrene — emergency admission
via ED

Observations & bloods
(eGFR, U&Es, FBC,
CRP)

Reassess clinical history
and examination to
exclude testicular torsion.
Send urine for MC&S

— e —

No

tests shows other

IV antibiotics / IV fluids

USS testes 1

Shaded blue — urology input normally
expected at these steps.

observations improving, convert to oral
antibiotics and discharge if appropriate

If epididymo-orchitis confirmed and patient J

»[ Send urine for chlamydia and gonorrhoea ]

>
—X

Start doxycycline
100mg bd for 14

Start ofloxacin or
alternative as per trust
days guidelines

.Testis cancer.

crotal patholog

Symptomatic hydrocele / variocele / cyst

“—~Asymptomatic hydrocele / varcicocele / cyst

( {

Discharge on antibiotics
No routine follow-up

v

Consider referral to urology for
follow-up with flow rate and post
void residual if pre-existing LUTS )

v

ccess to SDEC or urology team

CSafety netting with 7-day open
a

Refer to urology / CNS for review,
discuss at MDM and TWR cancer
clinic referral

Refer to urology clinic (virtual) or

contact urology via advice and
guidance

( Discharge )
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Further information

Recommended document

Author

Overview

BAUS

A series of consensus statements

obstructed kidneys

Consensus document for the management of
benign female urethral lesions have been developed by an
expert consensus comprising
Consensus document for the management of British Association of Urological
male genital emergencies - testicular trauma Surgeons (BAUS) sections
together with experts from units
Consensus document for the management of throughout the UK.
male genital emergencies - penile fracture
Consensus document for the management of
male genital emergencies: priapism
GIRFT pathway and guidance on
Paediatric testicular torsion pathway guide GIRFT | testicular torsion in children and
young people.
. , GIRFT pathway and guide to
Towards better care for patients with acute , . .
, GIRFT | improving acute urinary tract
urinary tract stones
stone management.
Template for a response to a
Advice and Guidance template response on GIRET specialist advice (Advice &
catheter problems Guidance) request relating to
catheter problems.
Launched in September 2023,
the audit collected data on the
management and outcomes of
. . patients undergoing primary
BAUS Nephrostomy audit for infected _ )
BAUS insertion of nephrostomy for an

infected, obstructed kidney in the
emergency setting. The

methodology and preliminary
results have been published.
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https://pubmed.ncbi.nlm.nih.gov/39128980/
https://doi.org/10.1111/bju.14163
https://doi.org/10.1111/bju.14163
https://doi.org/10.1111/bju.14167
https://doi.org/10.1111/bju.14167
https://doi.org/10.1111/bju.14140
https://doi.org/10.1111/bju.14140
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/02/Paediatric-testicular-torsion-pathway-guide-FINAL-V1-February-2024.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/09/Urology-Towards-Better-Care-for-patients-with-acute-urinary-tract-stones-UPDATED-August-2023.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/09/Urology-Towards-Better-Care-for-patients-with-acute-urinary-tract-stones-UPDATED-August-2023.pdf
https://future.nhs.uk/GIRFTNational/view?objectId=203710053
https://future.nhs.uk/GIRFTNational/view?objectId=203710053
https://www.baus.org.uk/_userfiles/pages/files/professionals/research/Nephrostomy%20Audit%20National%20Summary%20Report.pdf
https://www.baus.org.uk/_userfiles/pages/files/professionals/research/Nephrostomy%20Audit%20National%20Summary%20Report.pdf
https://www.baus.org.uk/_userfiles/pages/files/professionals/sections/endourology/Nephrostomy%20audit%20-%20website%20text%20-%20non%20members.pdf
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