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Further Faster –  
Urgent and Emergency Care 
 

Introduction 

The Further Faster programme of work brings together 

clinicians and operational teams with the challenge of 

collectively going ‘further and faster’ to transform patient 

care, improve access and reduce waiting times for 

patients. Following the success of the programme for 

elective care, we have expanded the work to include 

urgent and emergency care (UEC), with a focus on 

improving patient flow and outcomes, and maintaining 

capacity for elective recovery.   

GIRFT has been working in collaboration with NHS England’s UEC teams to improve integrated UEC. 

GIRFT has conducted over 40 peer review visits for UEC services to date involving Emergency 

Medicine, Acute & General Medicine and Geriatric Medicine. Using insights from these visits, the GIRFT 

UEC team are now undertaking Further Faster meetings to help services share learning and improve 

working practices.  

We will use the GIRFT methodology - working with clinical leadership and data at the heart - to 

encourage adoption of good practice across the clinical pathway.  

This handbook is designed for the trusts taking part in the Further Faster programme and highlights key 

principles and exemplars that we have already established through GIRFT experience and the open and 

honest conversations we have had with senior clinical colleagues at many GIRFT visits.  

Our aim is to expand the knowledge base working with these trusts and this handbook will continue to 

grow and change over the next few months based on the learning from them.  

The aim is that by learning from each other, harnessing the solutions that already exist in departments 

across the country, we can make an incredibly positive impact for our workforce, and for our patients, on 

a national scale.  

Professor Tim Briggs CBE 

Chair of GIRFT and NHS England National Director for Clinical Improvement and Elective Recovery  

 

  



 
 

  3 
 

How to use this Handbook 

This guide is designed to provide “good practice” 

across a number of important metrics to help you 

on your journey to go further and faster towards 

improving UEC services and care.  

The guide is organised along key sections of the 

pathway and provides checklists against which 

you can assess your current practice. It is 

imperative we take the good practice adopted by 

trusts and implement it.  

Resource links signpost you to guidance, metrics 

and case studies relevant to each element of the 

checklists. 

    

Accessing Resource Links  

Many of the links in the handbook will take 

you to resources on Future NHS.  

These have been made much easier to 

access because you can now use your 

@nhs.net login details to sign in.  

To do this you need to click on the option at 

sign in: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

You will then be taken to the nhs.net login 

page. Enter details as usual and you will 

then be redirected into Future NHS 

automatically.  

 

 

Review the checklists and prioritise work 

on those that you think will have the 

most impact in your system. 

Then use this guide to: 

• Assess whether you are already doing 

the right things and identify where you 

have opportunities to work differently 

and more effectively. 

• Understand your current service’s 

strengths and weaknesses compared 

with peers. The guide will help you to 

find and review the relevant metrics to 

compare performance.  

• Prioritise improvement actions based 

on your findings in relation to 

weaknesses and opportunities. 

• Signpost you to relevant guidance and 

case study examples that will help you to 

identify what changes you can make to: 

o reduce demand 

o release capacity 

o improve patient flow; and  

o improve patient outcomes 

whilst maintaining and improving quality. 

Click this link on the login page. 

Leave this blank 

Leave this blank 
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Context:  

Urgent and Emergency Care (UEC) attendances in England continue to rise every year. A growing and 

ageing population, with rising morbidity contributes to this increase in demand. Problems discharging 

patients to the most appropriate care settings, alongside other demands, has seen hospital occupancy 

reach record levels. This means patient flow through hospitals has been slower. Whilst data shows that 

there is some improvement in performance in emergency departments (EDs) significant improvement is 

still required.  

To help overcome these challenges the GIRFT UEC team began an integrated programme of support 

for systems and providers, utilising GIRFT’s methodology, data and clinical insight. GIRFT is working to 

bring together the expertise of stakeholders at national, regional and Integrated Care Board (ICB) level 

to support system-led delivery on a range of priorities that contribute to UEC recovery, improvement 

and transformation. GIRFT’s UEC data tools: the SEDIT, SAMIT and SAMIT 75+, support providers 

and systems to understand service delivery and identify opportunities for improvement. As part of this 

programme of work, GIRFT has identified several good practice points that are outlined in the following 

checklists. 

Culture change also plays a crucial role in improving UEC services. It is vital as it influences clinician 

behaviour, organisational transformation, professional culture and workforce flexibility. Internal 

professional standards and principles are key to enabling cultural change as they describe the values 

and behaviours that are expected in an organisation.  

We also encourage trusts to be cognisant of the principles outlined in NHS England’s Delivery plan for 

recovering urgent and emergency care services and the recommendations in the following documents: 

https://gettingitrightfirsttime.co.uk/medical_specialties/emergency-medicine/
https://www.england.nhs.uk/long-read/delivery-plan-for-recovering-urgent-and-emergency-care-services-january-2023/#executive-summary
https://www.england.nhs.uk/long-read/delivery-plan-for-recovering-urgent-and-emergency-care-services-january-2023/#executive-summary
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectId=131151301
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2022/08/Emergency-Medicine-Apr22q.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/09/Geriatric-Medicine-Sept21h.pdf
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Improving flow and outcomes: 

The GIRFT UEC programme focuses on reducing unwarranted variation in clinical outcomes, processes, pathways and health inequalities. An effective 

whole system approach should involve key stakeholders such as ICBs, Acute, Community, Primary Care and Mental Health trusts and Ambulance services 

working together to find solutions to problems. Utilising alternatives to ED and same day emergency care (SDEC), implementing good pathways for frail 

patients, and having an effective approach for discharging patients can have a huge impact on improving UEC services. The following checklists will help 

trusts to identify where they might need to focus improvement work.  

 Checklist: Ambulance services and pre-hospital 

Effective ambulance and pre-hospital services are vital for providing immediate care and reducing hospital admissions. Safe reduction in avoidable 

conveyance requires a whole system approach to transformation, delivering the improvements needed to provide alternatives for patients when hospital is 

not the optimal pathway. 

Check Good Practice Resource Links 

 

 

Urgent Care Coordination Hubs (UCCH) are in place, enabling clinical conversations at 

system/ambulance service level to identify and facilitate the use of alternatives to hospital 

attendance (e.g. hot clinics and frailty advice line) and reduce unnecessary conveyance.  

See the section on A-tED and Frail-tED. The Alternatives to ED (A-tED) process should be 

undertaken prior to the development of Urgent Care Coordination Hubs (UCCH) to maximise 

the available alternatives to ED.  

Guidance: 

 

 

 

 

 

 

Metrics:  

 

 

 

Within the UCCH, the Ambulance Service Computer-Aided Dispatch (CAD) is visible to all 

relevant stakeholders to support a reduction in conveyance and utilise the skills within the 

hub. It is recommended to have a paramedic working in the hub to ensure the right expertise 

is available. The benefits and disadvantages of ‘intelligent conveyancing’ are carefully 

considered at system level. 

P56C6T1TB24#y1

GIRFT National Specialty Report: 

Emergency Medicine 

P59C6T1TB12#y1

Summary Emergency Department 
Indicator Table (SEDIT) 

P56C6T1TB24#y1

ECIST Pre-hospital Navigation and 

Access UEC Improvement Guide 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2022/08/Emergency-Medicine-Apr22q.pdf
https://tabanalytics.data.england.nhs.uk/#/workbooks/2041/views
https://indd.adobe.com/view/2d867ded-7553-44d0-abfb-1b7fe6912fb2
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 
ICBs support access to and sharing of patient records between hospital, community 

(including Local Authorities) and ambulance services. 

Case studies: 

 

 

 

 

  

The local ambulance service aims to increase the proportion of ‘See and Treat’ and ‘Hear 

and Treat’ responses and, whilst reducing overall conveyance, increase the rate of 

conveyance to non-ED facilities. 

 
Trusts have considered having a self-imposed maximum ambulance offload threshold to 

support working towards the national 15-minute ambulance to ED handover target.  

 

Emergency patient conveyance and ambulance call out from care homes with the highest 

rate of conveyance is reduced through targeted intervention. This includes having a particular 

focus on the response to falls (review lifting policy), end of life care and head injury (review 

need for brain imaging/rapid access scanning avoiding ED). These interventions are linked 

with effective advance care planning. Local ambulance call out and conveyance data is 

obtained. 

 

Sufficient support is in place to generate, implement and share patient-centred advance care 

plans, including support at home, where this is the preferred place of care, utilising services 

by community teams and hospice at home. 

 
Community beds are integrated into a wider urgent care pathway and are accessible 7-days 

a week.  

 
Systems are in place to support newly qualified paramedics. UCCH is a practical way of 

achieving this support daily and may help prevent unnecessary patient conveyance. 

ECIST South Warwickshire – Early 
Clinical Conversation 

ECIST UEC and Ambulance 
Repository of Case studies 

ECIST Worcestershire Pilot Site 
Integrated Care Coordination 

ECIST Norfolk and Waveney Pilot 
Site UCCH 
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SEDIT: 15-minute Ambulance Handover Metric – April 2024 

 

Link to the SEDIT be found at: SEDIT: Launch - Tableau Server (england.nhs.uk)  
 

  

Ambulance Handover <15 mins, Further Faster Sites, April 24 (%) 

https://tabanalytics.data.england.nhs.uk/
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SEDIT: Total Time Lost to Ambulance Handovers Metric – April 2024 

Link to the SEDIT be found at: SEDIT: Launch - Tableau Server (england.nhs.uk)  

  

Total Time Lost to Ambulance Handovers, Further Faster Sites, April 24 (Sum) 

https://tabanalytics.data.england.nhs.uk/


Further Faster Urgent and Emergency Care: Improving flow and outcomes 

  10 
 

 Checklist: Alternatives to ED (A-tED and Frail-tED) 
One of the most effective ways of minimising the demand on EDs is for local systems to provide the right type and availability of services so that patients 

have easily accessible alternatives to attending the ED. The Alternatives to ED (A-tED) tool is an easy-to-use scoring system to help systems and trusts 

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, including walk-in centres, telephone advice services, urgent clinics and community services. See appendix 1 for more information on A-tED 

scoring. Frail-tED provides the same purpose for older patients.  

Check Good Practice Resource Links 

 
There is a clinical conversation between acute providers and ambulance services to support 

alternatives to ED.  

Guidance: 

 

 

 

 

 

 

 

 

 

Metrics: 

Case studies: 

 

 
Alternatives to ED attendance and hospital admission are identified using the GIRFT A-tED 

and Frail-tED processes. 

 

The Directory of Services (DoS) and the commissioning process are fully aligned with the 

findings of the GIRFT A-tED process. Services should notify the DoS team of any changes to 

their service immediately. In addition, a regular review (minimum annually) of services 

available on the DoS should be undertaken. 

 
Opportunities for improvement identified by A-tED/Frail-tED are implemented following 

completion of testing.  

 

A review has been undertaken to assess the need to increase the scale of step-up virtual 

wards/urgent community response to support safety netting for non-conveyed patients. The 

capacity of the virtual wards meets the demand for both step-up and step-down care.  

 

All emergency referral processes ensure equity and ease of access. UCCH work to facilitate 

ease of referral. 

 

P56C6T1TB24#y1

GIRFT Guide on Making the most of 

Virtual Wards 

P59C6T1TB12#y1

Alternatives to ED (A-tED) Tool 

P56C6T1TB24#y1

GIRFT National Specialty Report: 

Emergency Medicine 

A-tED Hereford and Worcestershire 

A-tED North Central London 

P56C6T1TB24#y1

NHSE OPEL Framework 2023/24 

https://gettingitrightfirsttime.co.uk/ated-ata/
https://gettingitrightfirsttime.co.uk/ated-ata/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/11/Making-the-most-of-virtual-wards-incl-heart-failure-FINAL-V2-November-2023.pdf
https://gettingitrightfirsttime.co.uk/ated-ata/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2022/08/Emergency-Medicine-Apr22q.pdf
https://www.england.nhs.uk/publication/operational-pressures-escalation-levels-opel-framework-2023-24/
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 Checklist: Whole System and Inter-specialty working  

Patient safety issues associated with the current delivery of UEC services must be recognised, including excess mortality linked to delay related harm. 

Implementation of change needs to involve engaged leadership and cultural change for all staff. The way professional staff work together can make or break 

the flows needed to achieve safe, effective and timely emergency care. Effective inter-specialty working can lead to improved patient outcomes, more 

efficient use of resources, and a more satisfying work environment for professionals. Key aspects of effective inter-specialty working are collaboration, 

communication, flexibility and continuous learning. This type of working helps to ensure that patients receive care from healthcare professionals with the 

appropriate skills regardless of their location in the hospital. 

  

Check Good Practice Resource Links 

 
Trusts have ‘red line’ policies in place for key processes (see Walsall Healthcare presentation 

in the resources section). 

 

 

 

 

 
 

Trusts have clinically agreed, Medical Director-led internal professional standards and 

principles which define the roles and responsibilities of staff across all acute specialties 

(including correct disposition of patients). See the resources section for examples from the 

ECIST and GIRFT UEC Programmes. 

 

There is a timely specialty response (including surgical and mental health specialties) to all 

referrals, with good clinical communication. Timely means that they can affect the patient 

disposition on the day of referral. 

 

All acute medical specialties in-reach to the Acute Medical Unit (AMU) daily (particularly frailty, 

cardiology and respiratory care).  

 
The acute medical service (AMU and SDEC) and ED have equal and timely access to 

diagnostics and results. 

 

All acute specialties provide a timely response to support system partners (e.g. advice and 

guidance) and the acute and emergency floor including clinic slots (ED, SDEC and AMU). 

P56C6T1TB24#y1

BMJ article: Delays to patient 

admission from ED  

P56C6T1TB24#y1

GIRFT Principles for Acute 

Patient Care  

P56C6T1TB24#y1

Rapid Improvement Guide to 

Making internal professional 

standards work for you 

P56C6T1TB24#y1

NHS England Diagnostic 

Imaging Reporting TATs 

P56C6T1TB24#y1

NHS England UEC Recovery 

Plan 

Walsall Healthcare UEC 
Presentation  

https://emj.bmj.com/content/emermed/39/3/168.full.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2016/12/rig-making-internal-prof-standards-work.pdf
https://www.england.nhs.uk/long-read/diagnostic-imaging-reporting-turnaround-times/
https://www.england.nhs.uk/long-read/uec-recovery-plan-delivery-and-improvement-support/#annex-a-10-high-impact-interventions
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 Checklist: Emergency Medicine 

From observations made during visits to EDs, we have identified significant variation in delivery of care and opportunities to improve services. Much of this 

variation is caused by system and operational processes and a failure to meet the local demand for emergency care. Initiatives such as appropriate staffing 

and opening times for SDEC are key to ensuring effective patient flow. To support improvement the SEDIT is an easy to use online tool that presents a wide 

range of emergency medicine data including novel metrics, that is updated monthly and available to all NHS colleagues. GIRFT’s SEDIT is a core element for 

UEC in enabling systems to understand their service delivery and identify opportunities to support recovery, improvement and transformation. 

Check Good Practice Resource Links 

 

The whole trust takes responsibility for minimising ambulance handover times and releasing 

emergency ambulances as soon as possible to reduce the risk to patients waiting for an 

emergency response in the community. This requires an executive led all-specialty response 

to ensure that the ED has enough capacity to accept emergency ambulances. 

Guidance: 

 

 

 

 

 

Metrics: 

Case studies: 

  

 

 

 

 
Services have considered implementing e-triage platforms concurrently with existing face-to-

face systems. 

 
EDs ensure initial assessment within 15-minutes for all patients, both walk-in and ambulance 

borne, to maintain patient safety and provide timely care.  

 The ED initial assessment area is not bedded. 

 
Facilitate appropriate patient streaming and referral from the ED to specialist areas. (See the 

GIRFT A-tED process). 

 
The ability of the ED to get work done in the first two hours after patient arrival has been 

reviewed and the DAT-2 metric has been optimised. 

AACE King George Hospital – 
Patient Handover Case Study 

P59C6T1TB12#y1

Summary Emergency Department 
Indicator Table (SEDIT) 

P56C6T1TB24#y1

GIRFT National Specialty Report: 

Emergency Medicine 

P56C6T1TB24#y1

NHS England SAMEDAY strategy 

ECIST Improving flow at Ipswich 
Case Study 

AACE Good Practice Examples for 
managing hospital handovers 

https://gettingitrightfirsttime.co.uk/sedit/
https://tabanalytics.data.england.nhs.uk/#/workbooks/2041/views
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2022/08/Emergency-Medicine-Apr22q.pdf
https://www.england.nhs.uk/long-read/sameday-strategy/#introduction
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 

A review has taken place of the internal processes within ED to increase non-admitted 

performance e.g. senior clinical presence, imaging turnaround times and delays to patient 

transfers. 

 

An elastic response is taken to ED crowding throughout the whole of the UEC pathway. An 

elastic response is about creating temporary capacity and being flexible to the needs of 

demand e.g. creating additional space and moving staff around to work in different areas. It is 

also the degree to which services use escalation facilities and have a whole hospital 

specialty response.  

 

Attempts have been made to reduce long stays for patients in the ED, especially for those 

waiting for admission or mental health assessment. Services should consider a specific 

holding area and downstream boarding to prevent overcrowding in ED. 

 

A review of the mental health facilities within the ED has been undertaken with the aim of 

ensuring that care provided for mental health conditions has parity with physical health 

conditions. Developing a Mental Health SDEC should be considered. 

 

System completion of the Mental Health Service Assessment Tool (Men-SAT) has been 

undertaken with a view to reducing the delays to mental health patients in ED and the 

inappropriate use of medical beds by mental health patients. 

 

Trust and ED leadership teams have ensured that processes are designed to minimise 

wasting clinical time e.g. slow IT and difficult referral processes. This inappropriate usage of 

clinical time is designated by GIRFT UEC as ‘internal demand’. 

 
Trusts work with NHS Resolution to review high ED litigation costs. Any learning must be 

disseminated to the clinical teams. 

Walsall Healthcare UEC Leadership  
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GEMI Score: GIRFT Emergency Medicine Index of Patient Flow – April 2024 

The GEMI ranks sites regarding their performance against three key metrics. The GEMI score is the total score after adding together the scores for the three 

key metrics of: four-hour target, admissions >12 hours and ambulance handovers >30 minutes. A lower GEMI score indicates better performance. 

 

Link to the SEDIT be found at: SEDIT: Launch - Tableau Server (england.nhs.uk)   

https://tabanalytics.data.england.nhs.uk/
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 Checklist: Acute and General Medicine 
From visits and clinical discussions we have observed that there is currently considerable variation in delivery of acute medicine services. Interventions such 

as protecting SDEC, optimising the workforce, ensuring sufficient ward rounds are undertaken and sufficient availability of pharmacy services are essential to 

reducing this variation. To support improvement the SAMIT data dashboard provides a suite of 50 key metrics relevant to the acute medical patient pathway, 

for use by teams in AMUs and SDECs in England. It offers a deep understanding of an acute medical service, accounting for demand, capacity, processes, 

behaviours and performance, which all contribute to patient care and experience. 

Check Good Practice Resource Links 

 
The registered nurse: patient ratio is maintained at 1:6 or better 24/7 for the AMU and 

short stay ward (SSW). 

Guidance: 

 

 

 

 

 

 

 

 

 

 

 

 

 

Metrics:  

 
The acute medicine bed base is sufficient in size for the acute demand and to manage the 

first 72 hours of patients’ medical care (the same applies for SDEC).  

 
The trust has produced a standard operating procedure (SOP) for how the AMU, SDEC 

and medical wards are managed. 

 

Pharmacy and Allied Health Professionals (physiotherapy and occupational therapy 

services) are available on and to the AMU during extended day working hours, 7-days per 

week. 

 

Medical ward processes are reviewed and patients on all medical wards receive a daily 

consultant led review (7-days a week where possible). All members of the MDT on the 

ward follow a structured process for the ward round (e.g. SORT model (Sick, Out today, 

Rest, To come in).  

P56C6T1TB24#y1

Six to Help Fix: Acute Medicine 

guidance for improving in-hospital 

flow 

P59C6T1TB12#y1

Summary Acute Medicine Indicator 
Table (SAMIT) 

P56C6T1TB24#y1

GIRFT National Specialty Report: 

Acute & General Medicine 

P56C6T1TB24#y1

NHS England SAMEDAY strategy 

P56C6T1TB24#y1

NHS England Seven Day Services 

Clinical Standards 

https://gettingitrightfirsttime.co.uk/samit/
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://tabanalytics.data.england.nhs.uk/#/workbooks/9543/views
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectId=131151301
https://www.england.nhs.uk/long-read/sameday-strategy/#introduction
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
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Check Good Practice Resource Links 

 

SDEC is not bedded overnight and is used maximally to manage medical patients 

who do not need an overnight stay.  

Specialty clinics, hot clinics and SDEC are easily available for all acute specialties and a 

mechanism for rapid access to community health services is provided.  

Staffing levels and opening hours for the SDEC are reviewed. It is recommended that 

opening hours are matched to demand e.g. from early morning until 22:00 hours 7-days a 

week. 

A senior/expert clinical decision maker (e.g. consultant) who is responsible solely for the 

SDEC is present for the entire opening hours of the unit. 

Case studies: 

 

 

 

 

 

 

 

 

Pathways: 

 

  
An agreed pathway for common medical presentations and patient disposition is available 

(linked to agreed internal professional standards and principles).  

 

Patients admitted to the AMU: 

- have a NEWS2 score recorded within 15 minutes (CFS and 4AT for those older than 65) 

- are seen by a competent clinical decision maker within 1 hour, and by the expert clinical 

decision maker within 6 hours during the extended working day (8am to 8pm) 7 

days/week, or within 14 hours if admitted outside of those hours.  

- are reviewed twice daily within the AMU. 

 
Trusts work with NHS Resolution to review high acute and general medicine litigation 

costs. Any learning must be disseminated to the clinical teams. 

GIRFT Chest Pain Pathway 

GIRFT Pulmonary Embolism 
Pathway 

SDEC Transformation Walsall 
Healthcare 

SDEC at Warrington and Halton 
NHS Foundation Trust 

SWASFT direct referrals to 
medical SDEC at Bristol 

GIRFT SDEC General Surgery 
Pathway 

GIRFT Hospital Acute Care 
Frailty Pathway  

https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
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GAMI Score: GIRFT Acute Medicine Index of Patient Flow – April 2024 

The GAMI Score is the sum of the scores from three key metrics: Medical patients in ED waiting 6+ hours for admission; Admissions <4 days and Re-

admissions <30 days with a 1+ LoS. A lower GAMI score indicates better performance. 

 

Link to the SAMIT be found at: SAMIT: Launch - Tableau Server (england.nhs.uk)   

  

https://tabanalytics.data.england.nhs.uk/
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 Checklist: Frailty 
Managing frailty effectively is key to providing high-quality, patient-centred care in emergency settings, improving patient outcomes and ensuring the 

sustainability of emergency care services. Expertise in managing frailty is often thinly spread across multiple services. Trusts and ICSs should consider 

whether that expertise is being utilised in the most effective way and ensure staff with the required expertise are deployed where they can add most value. In 

the short term, while more sustainable workforce strategies are developed, trusts and ICSs should consider reprofiling services/workforce roles to increase 

the capacity and consistency of frailty-attuned services across the system. Services should use the Frail-tED tool to help measure, rate and compare the 

accessibility, availability and opening hours of patient-facing services which are on offer as alternatives to frail patients attending the ED in their area. 

Check Good Practice Resource Links 

 

All patients >65 attending hospital as an emergency are assessed using the Clinical Frailty 

Scale (CFS) and 4AT for delirium in addition to NEWS2. 

Frail patients are identified using CFS with a locally agreed threshold for frailty care (usually 

5/6).  

Frail patients who are not seriously ill are assessed using Comprehensive Geriatric Assessment 

(CGA) with a linked pathway (see GIRFT/BGS frailty pathway and Six Steps to better Care) and 

a pathway to prevent deconditioning. A Home First approach should be emphasised. 

Guidance: 

 

 

 

 

 

 

Metrics: 

Case studies: 

 

 

 

 

 

 

There is a 7-day extended hours acute frailty unit/service monitored by the rate of early 

discharge of frail patients. This should include telephone support to primary care and 

ambulance service. 

 Effective delirium management is in place when required for frail patients in all wards. 

 

Effective pathways are in place to prevent deconditioning, both for inpatients and in transition, 

including monitoring "out of bed" rates. There should be a particular focus on patients with CFS 

5/6 on non-specialist wards (see GIRFT pathway). 

 
Ambulance services and other referrers to the frailty service assess older patients using the 

CFS and have access to telephone support from a senior decision maker (7-days/week). 

P56C6T1TB24#y1

Six Steps to Better Care for older 

people in hospital 
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MHS Geriatric Medicine Metrics 
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NHS England FRAIL strategy 

Hull & East Riding Approach to 
Supporting People with Frailty 

South Warwickshire Frailty 
Admission Avoidance 
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Summary Acute Medicine Indicator 
Table 75+ (SAMIT 75+) 

Summary Emergency Department 
Indicator Table (SEDIT) 

https://future.nhs.uk/connect.ti/GIRFTNational/view?objectId=55498768
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://model.nhs.uk/compartments/f5fb153c-f0a8-4220-a4d0-ba74b30f0d7f
https://www.england.nhs.uk/long-read/frail-strategy/
https://tabanalytics.data.england.nhs.uk/#/views/SAMIT/Domains75?:iid=1
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 
Rapid access CGA "hot" clinics are in place to support alternatives to hospitalisation. Remote 

clinics can be effective. 

 

 

 

 

 

 

Pathways & training resources: 

 

 

 

 

 
There is sufficient capacity in place of step-up virtual wards/urgent community response (UCR) 

safety netting for frail patients who are not conveyed to hospital. 

 Skills for Health frailty capabilities training is in place for all frailty staff.  

 
A system led ‘Frailty Strategy’ is developed and implemented. A Frailty dashboard should be 

built to support this. 

 

Sites monitor and improve their bed use for frail patients with greater than 21-day length of stay. 

This should involve improvement in inpatient frailty care as well as the discharge process.  

 
System wide review has been undertaken when there are excessive delays in patients receiving 

care packages to support discharge. Simple care packages are available on the same day. 

 
Trusts work with NHS Resolution to review high frailty litigation costs. Any learning must be 

disseminated to the clinical teams. 

GIRFT Hospital Acute Care Frailty 
Pathway  

GIRFT Non Ambulatory Fragility 
Fracture Pathway  

East & North Hertfordshire Frailty 
Screening 

Calderdale & Huddersfield Frailty 
SDEC Silver Phone Service 

P56C6T1TB24#y1

Skills for Health Frailty framework of 

core capabilities 

https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
https://gettingitrightfirsttime.co.uk/academy-resources/pathways/
https://www.skillsforhealth.org.uk/wp-content/uploads/2021/01/Frailty-framework.pdf
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GERI Score: GIRFT Elderly care Index of Patient Flow – March 2024 

The GERI ranks sites regarding their performance against three key metrics. The GERI score is the total score after adding together the scores for the three 

key metrics of: Frail bed days 65+ with LoS >= 21 days, Bed days for frail patients 65+ with 3+admissions per year and Discharges <3 days frail patients 65+. 

A lower GERI score indicates better performance. 

 

Link to the SAMIT 75+ can be found at: SAMIT 75+: Launch - Tableau Server (england.nhs.uk)  
 

https://tabanalytics.data.england.nhs.uk/
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 Checklist: Discharge and flow 
To support hospital flow, operational meetings must consider the availability of bed capacity throughout the entire medical and surgical bed base. Effective 

discharge from emergency care services is crucial for patient recovery, efficient use of healthcare resources and integration of community support. It requires 

careful planning and cooperation between the whole system. The importance of working proactively with social care partners should not be underestimated. 

To understand discharge and flow, services should review data on the SAMIT and also have local data collection in place.

 

  
Check Good Practice Resource Links 

 
Trusts aim to always ensure that patients are moved to wards that are best equipped to 

manage their primary problem. 

 

 

 

 

Metrics: 

Case studies: 

 

 

 

Example discharge form: 

 

 

The discharge lounge has the capacity, working hours, pathways and processes 

(consider pull model) to increase early discharge (including appropriate decision makers 

and pharmacy input to complete To Take Out (TTO) prescriptions). 

Pre-confirmed discharges (the night before) are collected and physically in the 

Discharge Lounge by 07:00. 

The discharge Lounge should have chairs and beds. Transport capacity meets the 

demands of the discharge lounge. 

 

Effectiveness of weekend discharge is reviewed. This includes monitoring of discharge 

rates, review of availability of senior decision maker, implementation of a process for 

creating discharge letters and TTO prescriptions and review of availability of pharmacist. 

 
The use of a UEC dedicated patient transfer team to support flow has been considered 

(focusing on AMU, ED and AFU). 

 

Effective communication between acute trusts and community providers/social services 

to optimise referral and discharge pathways and transfer of care (including care homes 

and community hospitals).   

 Monitor the rate of no criteria to reside and use of Pathway 3 for frail patients. 

 
There is a review system in place for key stakeholders to improve the discharge 

pathway. 

P56C6T1TB24#y1

GIRFT National Specialty Report: 

Emergency Medicine 

P59C6T1TB12#y1

Summary Acute Medicine Indicator 
Table (SAMIT) 

Summary Emergency Department 
Indicator Table (SEDIT) 

NHSE Improving Hospital 
Discharge Case Studies 

P59C6T1TB12#y1

Summary Acute Medicine Indicator 
Table 75 (SAMIT 75) 

Summary Emergency Department 
Indicator Table (SEDIT) 

P1047C6T16TB33#y1

West Hertfordshire NHS FT -
Criteria led discharge form 

https://gettingitrightfirsttime.co.uk/samit/
https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/case-studies/implementation-of-a-discharge-to-assess-model/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2022/08/Emergency-Medicine-Apr22q.pdf
https://tabanalytics.data.england.nhs.uk/#/workbooks/9543/views
https://tabanalytics.data.england.nhs.uk/#/views/SAMIT/SAMIT75?:iid=2
https://future.nhs.uk/GIRFTFurtherFaster/view?objectId=230836933
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 Checklist: UEC Metrics 

Reviewing and understanding data that is collected both nationally and locally is essential to ensuring services perform effectively. GIRFT’s SEDIT and 

SAMIT are key to enabling systems to understand their service delivery and identify opportunities to support recovery, improvement and transformation. 

Check Good Practice Resource Links 

 Work is undertaken to continuously improve data quality. 

Metrics: 

 

 
Metrics relevant to UEC services such as SAMIT, SEDIT and SAMIT 75 are viewed, 

discussed and understood during monthly governance meetings. 

 
Clinicians have adequate time to review their data. Data is reviewed as part of the 

specialty service team meetings. 

 
Clinicians engage with data analysts and coders to ensure a common understanding of 

the data that is available and required. 

P59C6T1TB12#y1

Summary Emergency Department 
Indicator Table (SEDIT) 

P59C6T1TB12#y1

Summary Acute Medicine 
Indicator Table (SAMIT) 

P59C6T1TB12#y1

Summary Acute Medicine 
Indicator Table 75 (SAMIT 75) 

Summary Emergency Department 
Indicator Table (SEDIT) 

https://gettingitrightfirsttime.co.uk/sedit/
https://gettingitrightfirsttime.co.uk/samit/
https://tabanalytics.data.england.nhs.uk/#/workbooks/2041/views
https://tabanalytics.data.england.nhs.uk/#/views/SAMIT/SAMIT?:iid=2
https://tabanalytics.data.england.nhs.uk/#/views/SAMIT/SAMIT75?:iid=2


Further Faster Urgent and Emergency Care: Appendices 

  23 
 

Behavioural Science – Resistors to Change 

The improvements and changes recommended in this checklist vary from quite small to much larger multi-dimensional changes, involving numerous 

stakeholders, and you are encouraged to use your team or Trust’s preferred improvement approach to help you on your journey. 

Within the GIRFT Academy, we have found a number of practical applications from behavioural and neuroscience, which you may find helpful at different 

stages of your preferred change process, which we will be introducing to you as the programme progresses including resistors to change/addressing ‘threat’, 

recognising ‘unwritten rules’ at the heart of organisational culture, persuasion and influence, goal setting and habit formation. The GIRFT Academy has also 

developed a pathway gap analysis process designed to shorten the improvement process and help teams to take ownership of change.  

For more information on applying behavioural science you can contact Ruth Tyrrell, GIRFT Academy Director via girft.academy@nhs.net. 

Applying Behavioural Science – SCARF® Resistors to Change Toolkit 

 Checklist: Addressing Resistors to Change 

Not everyone perceives change as positive and welcome, therefore, to increase acceptance, it is good practice to understand where resistance to change 

may come from, the cause of the resistance and what actions to take to address it. 

Check  Good Practice  Resource Links 

 

Undertake a stakeholder analysis 

  

 

 

 

 

 

 

 

 
 

 

Undertake a SCARF® analysis – understanding fundamental threats of the proposed 

change & how to address them 

 

P1044C6T16TB31#y1

SCARF®  
Multi Stakeholder Assessment Tool 

P1047C6T16TB33#y1

SCARF® Model 
Basic Worksheet 

SCARF®  
Resistors to Change Toolkit Guide 

mailto:girft.academy@nhs.net
https://future.nhs.uk/GIRFTNational/view?objectID=171344677
https://future.nhs.uk/GIRFTNational/view?objectID=171344645
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Appendix 1: Information on A-tED/A-tA  

A-tED/A-tA Scores – Tier 1 sites: Hospitals and surrounding system partners 

1. Directory of services score (DoS):   

The DoS score is calculated by working with the local DoS lead to look at what 

is profiled on the DoS against each mini scenario. The score shows if the 

services are visible on the DoS and for what proportion of days and hours the 

service is available when compared with national guidance.  

2. Commissioning score:    

The commissioning score is determined by whether the service in question is 

commissioned. If it is, then a calculation is made of the number of days/hours 

commissioned, compared with national guidance. 

3. Navigation & Access score (in reality score):    

This score is assigned for each mini scenario by the stakeholders attending 

the session. It is an agreed score by the people who are in the meeting and is 

based on two separate scores: ease of navigation and simplicity of access and 

is intended to discover: 

a) Can all system partners ‘see’ the service – either on the DoS or on the 

Service Finder (or in a local directory)? 

b) Is the service directly accessible to system partners or service users? 

This score is the ‘in reality’ score and gives information about what experience service users and system partners have of that service on a day-to-day basis.  

The scoring for each part of the A-tED/A-tA process is an indication of where opportunities lie across the 40 scenarios that are tested during the process.  

The great value of this process are the discussions during the whole system meetings and the opportunities that are generated by the A-tED team following 

completion of the process.  

 

Table 1: Example A-tED/A-tA Scores 


