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GIRFT Clinical Operational Standards – Introduction 
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The NHS faces a huge challenge to tackle waiting times for patients. For elective care, the target is that by 2029, at least 92% 

of patients are seen within 18 weeks of their referral for elective care. For emergency care, the target is that by 2026, 78% of 

patients attending ED are treated, discharged or admitted within 4 hours. Performance against these standards was at 59% 

and 73% respectively in December 2024.

These targets are ambitious for the NHS but achievable if we work together and take collective responsibility for solving the 

problems. We need to link up with primary care to streamline pathways and ensure the right patient is referred at the right 

time. In urgent and emergency care, we must all take responsibility for the efficient flow of patients through our hospitals.

We are already making progress and waiting lists have been falling. This started with the target to eliminate 104-week waits 

and then progressed to focusing on 78-, 65-, and 52-week waiters. In elective recovery, focus has now shifted to 18 weeks. 

EDs have seen a record number of attendances in 2024-25, but the trend on long waits in the emergency department has not 

yet turned around.

GIRFT has been asked to produce guidance to set out standardised best practice across trusts, based on existing national 

policy and guidance, local guidance and expert clinical opinion. By reviewing our current practice against this guidance, we 

can spot gaps and areas where change is needed. 

The NHS is making good progress tackling waiting lists and we hope that this guide will support trusts to build on that 

momentum, so that more patients can access timely and high-quality care in the NHS.

Professor Tim Briggs - Chair of GIRFT Programme, National Director for Clinical Improvement and Elective Recovery, NHS 

England  

 



GIRFT Clinical Operational Standards – Emergency care 

What are the operational standards?

This document expands on GIRFT Principles for acute patient care 

(2024), to include standards for primary care, as well as trust speciality 

teams to support primary care, emergency departments and the flow of 

patients through the hospital. It should also be read in conjunction with 

any existing internal standards documents adopted within your trusts. 

The standards 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 

standards, and their views on them should be actively sought and 

considered.

The standards should be focused on patient care and promoted by 

clinical leaders. To maximise impact, they should be applied with the 

patient being central to all decisions. 

How should the standards be used?

• Operational teams and clinicians should work together to assess 

whether their service is delivering the care and behaviours described 

in the standards. 

• Acute care teams should identify any gaps and collaborate with 

specialty teams to ensure the standards are implemented. 

• Successful implementation of the standards requires work and 

engagement with the trust executive team.

3

How can the standards 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 standards should be embedded as regular 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’.

This document outlines key areas for improvement and is to be read in conjunction with the Red Tape 

Challenge report (to be published early 2025) that will reflect changes required across the broader 

landscape of the NHS to increase time for clinicians to care, by reducing bureaucracy.

GIRFT Urgent and Emergency 

Care Web Page

GIRFT Acute care principles
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https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf
https://gettingitrightfirsttime.co.uk/medical_specialties/emergency-medicine/
https://gettingitrightfirsttime.co.uk/medical_specialties/emergency-medicine/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf


Primary care should be the first port of call for most patients (including 111, walk-in centres, late opening pharmacies etc). Ongoing care for long 

term conditions should be primary care-led, involving the wider MDT to support the patient. 

Emergency care – Primary care standards 
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1

Primary care should administer time-critical medicines in 

the acutely ill before transfer to ED. 

When patients are discharged from an acute admission, 

primary care should review and action discharge summary 

recommendations within two working days of receipt.

These standards have been developed following a review of Primary Care Networks, to support the primary and secondary care interface, ensuring patients 

get the right care at the right time. 

Care homes: Primary care should regularly review residents and make sure there is an up-to-date advance care plan. Where appropriate, primary 

care along with the care home multidisciplinary team should be the first point of contact in response to deterioration. Primary care working with 

ambulance and community services should generally be able to support residents in their care home.

4
For patients who have been referred to and accepted by 

secondary care, primary care remain responsible for care 

the of patient until the patient is received in hospital. 

Call before convey: consider alternatives to ED prior to hospital referral e.g. Hot clinics, SDEC, hotline, or utilise community services where 

available e.g. MSK, ENT, frailty services. GIRFT have developed the Alternatives to ED (A-tED)/Frailty Alternatives tools to help systems and 

healthcare providers to measure, rate and compare the accessibility, availability and opening hours of patient-facing services which are on offer as 

alternatives to attending the ED in their area. 

3

5

GIRFT Bridging the interface 

between primary and secondary 

care

2

6

https://gettingitrightfirsttime.co.uk/ated-ata/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Bridging-the-interface-July-2025-FINAL-.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Bridging-the-interface-July-2025-FINAL-.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Bridging-the-interface-July-2025-FINAL-.pdf


Emergency care – Acute care standards 
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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 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 (timeframes          

can be found in the Principles for Acute patient care). 

2

All patients arriving on or being transferred to an assessment

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

NPEWS for children where appropriate. NEWS2/NPEWS 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.
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All patients should have a full assessment undertaken by a 

competent clinical decision maker, ideally within one hour and 

certainly, 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 a patient on an assessment unit is accepted to a speciality, the      

receiving speciality immediately assumes responsibility for that                    

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. 

8

9

GIRFT Principles for Acute patient care

GIRFT Principles for Acute 

patient care

The Principles for Acute patient care (link below) were previously shared by GIRFT to support secondary care services to deliver effective ‘front door’ emergency and 

acute patient care. The principles are based on existing national policy and guidance, and expert clinical opinion. Further information can be found in the resource link 

below. Definitions of tiers of clinicians can be found in Appendix 2. 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf#page4
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf


Emergency care – Specialty care standards

Cross-sectional imaging should not delay clinical assessment or            

speciality opinion.  5

Utilise hotlines, urgent clinics and SDEC to prevent emergency visits              

and admissions, as well as supporting earlier discharge. 
2

Run a Consultant of the week model for inpatient care:

Morning ward rounds – use SHOP (Sick, Home, Other Patients) model, 7 days a week. 

Afternoon board rounds including facilitating next day morning discharge – with a targeted face to face review if needed, 7 days a week. 

Weekend review list – to ensure sick, new, and potential discharge patients are reviewed.

3

A dedicated additional consultant may also be required to achieve early      

review of ward referrals/in-reach. 4

Agree in-reach standards for AMU and ED particularly for key         

specialities e.g. cardiology, geriatrics, respiratory, gastroenterology,    

paediatrics and mental health. 

Hospitals to pre-determine conditions which are anticipated to be              

specific speciality depending on presentation – see patient dispositions             

(Appendix 1) as a starting point. 
1

The speciality care standards outline how team should work once a referral has been made to a speciality team 

6

Utilise virtual wards (Hospital at home) - both step-up and step-                

down, to avoid hospital admission, and to facilitate early discharge               

from hospital. 
7

Discharge summaries to be completed and sent on discharge.           

Medication should be prescribed for an appropriate time frame following 

discharge from hospital. ICBs should agree and communicate a        

standardised guideline.

8

Once the patient is accepted/allocated to (see point 1) the specialist           

team, they are responsible for the patient, including any onward            

referral. The patient remains under their care until accepted by another 

speciality. 

DCCs (e.g. operating lists or outpatient clinic) should not interfere with            

the availability of clinical staff for emergency assessments.  

Patients referred to alternative sites and to tertiary services should            

not wait in ED. 

8

6

1110

9

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/09/FINAL-Making-the-most-of-virtual-wards-September-2024-update.pdf


Emergency care - Care of people with frailty 

7

• Living with frailty in older adults is common and any response needs to be at an 

appropriate scale both for the local demographic and the size of hospital population.

• There should be an effective process of advance care/treatment escalation planning for 

all patients approaching end of life.

• The skills for frailty care need to be widely embedded as the size of the problem is 

greater than can be directly managed by geriatric medicine. 

• Forward planning should allow for the significant annual increase in the size of 

the population of older persons. 

In-hospital care

❑ All patients attending as an emergency > 65 should be assessed for frailty using the 

Clinical Frailty Scale (CFS) and for delirium using 4AT on attendance. For stable 

patients there should be an agreed threshold (typically CFS 5/6) for comprehensive 

geriatric assessment supported by a specialist multidisciplinary team.

❑ Acute frailty assessment is best performed in a Frailty SDEC which should be staffed 

at least 70 hours per week. 

❑ There should be recognition that long waits in ED are particularly detrimental to frail 

patients and cause longer lengths of stay. 

❑ For all admitted patients living with moderate or severe frailty there should be targeted 

intervention to prevent deconditioning (which includes early discharge) and effective 

intervention to recognise/respond to delirium. 

❑ Specialist frailty input into surgical specialties (orthopaedics, general surgery, trauma, 

etc) improves outcomes. 

Primary and community care

❑ There should be system-wide alternatives to ED for frail patients (including care home 

residents) which should include a co-ordinated extended hours urgent community 

response including step up virtual ward with ability to give fluids, IV antibiotics and 

administer oxygen. 

❑ The geriatric medicine department should support local alternatives to ED e.g. single 

point of access with telephone (silver phone) advice, rapid access clinics and Frailty 

SDEC.  

❑ Targeted intervention to care homes with high rates of ambulance conveyance to ED. 

 GIRFT Six to Help Fix - Acute 

Medicine guidance for 

improving in-hospital flow 

GIRFT Six Steps to Better Care for Older People in Acute Hospitals Guidance

GIRFT Six Steps to Better 

Care for Older People in 

Acute Hospitals Guidance

Discharge 

❑ Morning discharge is important, and local processes should be reviewed to optimise 

this including use of discharge lounges. 

❑ Weekend discharge rates for frail patients are low - the process should be 

reviewed/improved. 

❑ The rapid access to simple (standard should be same day) and complex new care 

packages often cause long delays - system review to improve where there are delays 

and overuse of discharge to care homes. 

❑ Systematic peer review of all frail patients with long length of stay (14 and 21 days). 

❑ Identify care homes where there are delays to patients return and take steps to 

address. 

GIRFT Acute care frailty 

pathway 

BGS Joining the dots: 

preventing and managing 

frailty in older people

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/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/2023/07/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.bgs.org.uk/sites/default/files/content/attachment/2023-03-06/BGS%20Joining%20the%20Dots%20-%20A%20blueprint%20for%20preventing%20and%20managing%20frailty%20in%20older%20people.pdf
https://www.bgs.org.uk/sites/default/files/content/attachment/2023-03-06/BGS%20Joining%20the%20Dots%20-%20A%20blueprint%20for%20preventing%20and%20managing%20frailty%20in%20older%20people.pdf
https://www.bgs.org.uk/sites/default/files/content/attachment/2023-03-06/BGS%20Joining%20the%20Dots%20-%20A%20blueprint%20for%20preventing%20and%20managing%20frailty%20in%20older%20people.pdf


Emergency care - Care of children and young people

8

Current data shows increased ED attendances for CYP compared to pre-

pandemic levels, which do not translate into increased emergency admissions 

– highlighting the opportunity  to reduce pressures in UEC by strengthening 

preventative and community-based approaches, including parental health 

literacy, access to advice, management of long-term conditions, and mental 

health support. 

In-hospital care

❑ Early consultant review is particularly important, within first 24 hours, in view of children being 

more challenging to assess and recognise potentially serious illness. Policy in place for senior 

review of appropriate cases e.g. babies <3 months as well as ensuring senior review for children 

presenting multiple times so any healthcare setting.

❑ All Children and Young Persons arriving on an assessment unit or ward should have a National 

Paediatric Early Warning System (NPEWS) applied and repeat observations as per the escalation 

policy. NPEWS allows escalation through either the NPEWS score, clinical or caregiver concern 

(Martha's Rule) or through activation of sepsis and/or reduced deterioration criteria.

❑ Hospitals are often challenging places to be where there are mental health concerns or issues, as 

well as where there are safeguarding considerations; and their use as a “place of safety” in 

emergencies should be a last resort.

❑ Care and location of admission should be developmentally appropriate as well as age appropriate. 

Individual consideration and clarity is particularly important for 16–18-year-olds.

❑ Relationships should be established with tertiary/specialist children’s centres so that admission 

close to home can be supported by clear routes for advice as well as support with upskilling of 

staff to manage children with technology dependent needs. These children should be admitted for 

unrelated conditions into DGH settings to improve network flow and minimise family impact e.g. 

children on ventilation who have a non-respiratory admission, those with tracheostomies etc.

❑ Ensure the DoS is up to date so that 111 and ambulance services can ensure direction to the 

appropriate ED for presenting condition (e.g. testicular torsion). 

Primary and community care

❑ There should be system-wide alternatives to ED for children and young 

people. This should include the use of hospital at home (also known as 

virtual ward) services where possible which are now well evidenced and 

increasingly prevalent. 

❑ Use Integrated Neighbourhood Team (INT) MDTs to discuss urgent 

presentations/referrals and potentially offer review via INT without hospital 

admission or onward referral.

❑ Offer signposting to ensure appropriate care settings are accessed by 

parents and carers. ‘Healthier Together’ offers advice and information to 

parents and carers. 

Guidance on neighbourhood 

multidisciplinary teams for 

children and young people

Facing the Future - standards 

for children and young people 

in emergency care settings
Discharge 

❑ Children presenting with high acuity observations should have repeat observations to check that 

they are normalising before discharge from ED. 

❑ Morning discharge is important and local processes should be reviewed to optimise this including 

preparation the day before so that parents and carers are able to make necessary arrangements 

to bring their child home.

❑ Consider whether hospital at home can support early discharge.

NHS England - 

NPEWS

Healthier Together 

https://www.england.nhs.uk/get-involved/cyp/pews/
https://www.healthiertogether.nhs.uk/
https://www.england.nhs.uk/long-read/guidance-on-neighbourhood-multidisciplinary-teams-for-children-and-young-people/
https://www.england.nhs.uk/long-read/guidance-on-neighbourhood-multidisciplinary-teams-for-children-and-young-people/
https://www.england.nhs.uk/long-read/guidance-on-neighbourhood-multidisciplinary-teams-for-children-and-young-people/
https://www.rcpch.ac.uk/resources/facing-future-standards-children-young-people-emergency-care-settings
https://www.rcpch.ac.uk/resources/facing-future-standards-children-young-people-emergency-care-settings
https://www.rcpch.ac.uk/resources/facing-future-standards-children-young-people-emergency-care-settings
https://www.england.nhs.uk/get-involved/cyp/pews/
https://www.england.nhs.uk/get-involved/cyp/pews/
https://www.healthiertogether.nhs.uk/


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

• Nasal fracture

• Complications of sinusitis

• Peritonsillar or retropharyngeal abscess

• Stridor 

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: Tiers of clinicians and diagnostics 

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.
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