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Foreword and contents

1

Corridor care has become one of the most significant patient safety challenges within the NHS, 

exposing individuals to avoidable harm and compromising their privacy, dignity, and overall 

clinical safety.

The NHS is committed to reducing the use of corridor care in hospitals across England 

in Emergency Departments (EDs), in inpatient wards and other clinical areas (e.g. Same Day 

Emergency Care areas, assessment units, outpatients, etc). 

This guide has been developed to support clinical and operational leads by outlining the 

practical steps required to minimise and ultimately eliminate corridor care. Central to 

achieving this ambition is the adoption of GIRFT Clinical Operational Standards, which 

provide a consistent, trust-wide framework for timely clinical decision-making, 

improved patient flow across the urgent and emergency care pathway, and a reduced 

reliance on corridor care. We recognise the challenges trusts face in achieving this and 

acknowledge that elimination of corridor care is a longer-term ambition.

Achieving sustainable reductions will require health and social care systems to work 

collaboratively to establish clear, accountable action plans. Responsibility for delivery should 

rest with the acute hospital Chief Executive and executive triumvirate (Chief Operating Officer, 

Chief Nursing Officer and Chief Medical Officer).

Professor Tim Briggs CBE FRCS

GIRFT programme lead and National Director for Clinical Improvement, Elective 

Recovery and UEC for NHS England
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Ambulance handovers 

  maximum 45 minutes

ED waits exceeding 24 

hours

Corridor care limits and 

escalation

To reduce the use of corridor care across England, the following red lines are what systems should be 

aiming for as a minimum:  

1. Ambulance handovers

The maximum 45-minute ambulance handover time is a core standard that services are expected to 

uphold, with local accountability for monitoring performance and addressing any breaches. Breaches 

represent a direct risk to patients awaiting conveyance and those already receiving care.

2. Zero tolerance for ED waits over 24 hours

No patient should remain in the Emergency Department (ED) after their emergency care is complete. A 

24-hour maximum stay in the ED represents a red-line safety standard against which services should 

hold themselves to account. Any breach must trigger an immediate review of the patient’s full journey, 

with direct oversight from the executive triumvirate (Chief Medical Officer (CMO), Chief Nursing Officer 

(CNO) and Chief Operating Officer (COO). This process should drive continuous improvement and 

support sustained reductions in ED length of stay. 

3. Corridor care limits and escalation 

Each trust must review and strengthen its Full Capacity Protocol to include clear and explicit limits on 

the use of corridor care. This must meet health and safety and safe staffing standards. When overall 

general and acute bed occupancy is under 92%, corridor care should not be necessary (see the 

NHS2023/24 priorities and operational planning guidance). Any breach of the agreed corridor care limit 

must trigger a formal Root Cause Analysis (RCA,) reported to the Chief Executive, ensuring that 

learning is captured and underlying issues are addressed.

Establishing system red lines

https://www.england.nhs.uk/wp-content/uploads/2022/12/PRN00021-23-24-priorities-and-operational-planning-guidance-v1.1.pdf


Definition and what to count in the Emergency Department 

The term ‘corridor care’ is inclusive of any non-designated clinical space. Corridor care does not include clinical 

spaces opened as part of winter pressure planning and refers to care given in any unplanned setting.

Count the number of patients who receive corridor care for more than 45 minutes in the previous 24-hour 

reporting period (midnight to midnight), in the same way that attendances are reported. This includes patients 

awaiting assessment, admission or transfer, or receiving treatment, and applies ED only. Ambulance handover 

delays should not be included in the count of number of patients who received corridor care and should continue 

to be reported separately.

Defining and recording corridor care activity 

What to count on inpatient wards or other clinical areas

Count the number of patients receiving care on a ward outside a 

bed space for more than 45 minutes. This is limited to general and 

acute (G&A) beds and excludes ED. The figures provided should 

relate to the latest position on the day of reporting. This snapshot 

should be taken at 8am, showing the total number of adult G&A 

corridor care beds occupied on the day of reporting.

Any provision of care in an inappropriate clinical setting should be reported as corridor care. Daily activity reporting should include any activity that meets one or more of the below 

criteria. If the answer is no to any of the questions below, then this should be reported as corridor care. Where trust EPR systems allow, duration thresholds (i.e. 45 minutes) 

may be used to support consistent reporting. However, the primary criteria for identifying corridor care should be based on the clinical appropriateness and safety of the environment.

Yes to all = 

not corridor 

care

Clinically safe & 
appropriate 

setting?

Privacy 
maintained?

Dignity 
maintained e.g. 
access to food, 

water and toilets?

Can lights be 
turned off to 

facilitate sleep?

IPC team 
approved as 
appropriate? 

Key questions to establish if a patient is receiving corridor care

If the answer is no to any question, record as corridor care

Key resource: NHS England Corridor care definition

Key resource: NHS England 

Corridor care definition

https://www.england.nhs.uk/long-read/corridor-care-definition/


Key principle

Where a patient is waiting in a comfortable place for a short period of time i.e. less than 45 minutes, with a plan to move to another place to progress their care, this 

should not be considered corridor care. Detailed examples have been outlined below to support accurate recording of corridor care. 

Reporting corridor care activity 

Example A: Waiting for diagnostics

Do not count as corridor care if the patient is waiting for ≤ 45 minutes for an X-

ray/other diagnostics if they are comfortable and safe. 

Do count it if the patient is waiting for > 45 minutes in a corridor with no privacy 

and dignity and is unsafe. 

Example B: Patients waiting to be handed over from the ambulance service 

in the ED

Do not count as corridor care until the ambulance crew have completed handover 

to the ED team and left the department. This applies to patients on trolleys and in 

chairs.

Spaces that are not designed for clinical investigation, management and 

treatment cannot be considered suitable patient areas in ED. This is to maintain 

patient safety and dignity. Patients who are deemed fit to sit should be managed 

in clinical areas which are designed for patient care.

Example C: Waiting for transfer to a discharge lounge

Do not count as corridor care if the patient is waiting ≤ 45 minutes outside of a 

bed space/cubicle to move to the discharge lounge and is comfortable and safe. 

Do count as corridor care if the patient is waiting for > 45 minutes outside of a 

bed space or cubicle, with/without privacy and dignity and/or is not safe.

Example D: Waiting for admission

Do count as corridor care if the patient is waiting for > 45 minutes outside of a 

cubicle, with or without privacy and dignity and/or is unsafe.

Example E: The use of clinical areas for additional inpatient capacity

Do not count those patients who are temporarily being cared for, or ‘bedded’ in 

other clinical areas, such as theatre recovery spaces. The counting of corridor 

care activity is only for patients who are being cared for in a space which is not 

designed for clinical investigation, management or treatment. 



Five areas of focus for reducing corridor care 

A checklist for both clinical and operational managers 

Ambulance

• Single Point of Access 
(SPoA)

• Receiving areas

• Fit to Sit

Emergency 
Department

• Streaming

• Initial assessment

• Time to treatment

• UTC or equivalent

Alternatives to 
admission

• Urgent Community 
Response

• Same Day Emergency 
Care 

• Frailty

• Virtual wards

• Hot clinics/urgent 
specialty opinion

Inpatient care

• Acute receiving areas
• Reducing length of stay 
(including for patients 
who do not meet criteria 
to reside)

• Enabling discharge

Culture and 
leadership

• Clinical Operational 
Standards (COS)

• Engagement and 
support

• Operations/site 
management

Corridor care occurs when processes or services across the health and social care system are not functioning effectively. These failures create delays in patients 

accessing the right pathways and disrupt flow through the hospital. To reduce corridor care, the approaches and initiatives outlined below should be reviewed urgently, 

with prompt action taken to address any issues identified.

Key enabler - Implementing GIRFT Clinical Operational Standards

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf


Step 1 – Single Point of Access (System-Wide)

Single Point of Access (SPoA)

A SPoA simplifies access to services by offering clinicians advice and guidance to 

support onward referral, ensuring patients get the right care quickly and safely 

regardless of where they present. This helps to reduce unnecessary conveyance to 

hospital and pressure on EDs.

Key expectations:

• SPoA is a system partnership across; UEC, hospitals, ambulance, primary, 

community and social care services to maximise alternatives to ED. 

• A trusted assessor approach must be implemented across all relevant services 

with the ability to directly book or refer patients to onward services without 

additional or repeat triage. This requires agreed processes for seamless 

information transfer and access to advanced care plans. 

• Acute teams must work with the Hospital Ambulance Liaison Officer 

(HALO)/ambulance service to review ambulance data on missed referral 

opportunities to reduce future avoidable conveyances. 

• Regularly review capacity and demand within the community and alternative care 

pathways to prevent unnecessary ED conveyance and hospital admission.

• System partners jointly review patients, with real-time visibility of active cases and 

pathway capacity, to identify those who can be safely managed out of hospital.

SRO: ICB and Chief Operating Officer (acute)

Check Key actions

SPoA operates collaboratively across systems at ICB or place level to 

ensure that health and social care providers can rapidly access 

alternatives to hospital admission for patients with urgent healthcare 

needs. 

Systems develop and appropriately scale community unscheduled care 

services, including same-day response, integrated CAS and rapid access 

to primary or planned community care pathways.

The service is available at least 12 hours per day, seven days a week via 

a single telephone number which any clinician can call for advice and 

guidance.

SPoA has real time visibility of all relevant patient case loads and lists, 

including ambulance portals, and is staffed by a multidisciplinary team 

(MDT) of senior clinical decision-makers (allied health professional (AHP), 

nursing, medical and non-medical staff).

SPoA has access to shared care records and direct booking into services, 

including specialty receiving areas, SDECs, UCR and virtual wards.

• Single Point of Access (SPoA) - Out Of Hospital Urgent and 

Emergency Care (UEC) - FutureNHS Collaboration Platform

• NHS England » Single point of access (SPoA) 

Key 

resources

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2Foohuec%2Fview%3FobjectID%3D60052304&data=05%7C02%7Cs.matakitoga%40nhs.net%7C6a796816bdb64837b16508dd5c0840ec%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638767913298789307%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=LycccBhiiwitUQk1lqKTOdKSLM4wsqMPpr0r8zqiVKM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2Foohuec%2Fview%3FobjectID%3D60052304&data=05%7C02%7Cs.matakitoga%40nhs.net%7C6a796816bdb64837b16508dd5c0840ec%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638767913298789307%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=LycccBhiiwitUQk1lqKTOdKSLM4wsqMPpr0r8zqiVKM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2Foohuec%2Fview%3FobjectID%3D60052304&data=05%7C02%7Cs.matakitoga%40nhs.net%7C6a796816bdb64837b16508dd5c0840ec%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638767913298789307%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=LycccBhiiwitUQk1lqKTOdKSLM4wsqMPpr0r8zqiVKM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2Foohuec%2Fview%3FobjectID%3D60052304&data=05%7C02%7Cs.matakitoga%40nhs.net%7C6a796816bdb64837b16508dd5c0840ec%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638767913298789307%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=LycccBhiiwitUQk1lqKTOdKSLM4wsqMPpr0r8zqiVKM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2Foohuec%2Fview%3FobjectID%3D60052304&data=05%7C02%7Cs.matakitoga%40nhs.net%7C6a796816bdb64837b16508dd5c0840ec%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638767913298789307%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=LycccBhiiwitUQk1lqKTOdKSLM4wsqMPpr0r8zqiVKM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2Foohuec%2Fview%3FobjectID%3D60052304&data=05%7C02%7Cs.matakitoga%40nhs.net%7C6a796816bdb64837b16508dd5c0840ec%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638767913298789307%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=LycccBhiiwitUQk1lqKTOdKSLM4wsqMPpr0r8zqiVKM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2Foohuec%2Fview%3FobjectID%3D60052304&data=05%7C02%7Cs.matakitoga%40nhs.net%7C6a796816bdb64837b16508dd5c0840ec%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638767913298789307%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=LycccBhiiwitUQk1lqKTOdKSLM4wsqMPpr0r8zqiVKM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Flong-read%2Fsingle-point-of-access-spoa%2F&data=05%7C02%7Cs.matakitoga%40nhs.net%7C6a796816bdb64837b16508dd5c0840ec%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638767913298848937%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=lHObOlu9J5CFP3%2Fe1R6BIGI2KPRDvueOAGgpKyWUMaM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Flong-read%2Fsingle-point-of-access-spoa%2F&data=05%7C02%7Cs.matakitoga%40nhs.net%7C6a796816bdb64837b16508dd5c0840ec%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638767913298848937%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=lHObOlu9J5CFP3%2Fe1R6BIGI2KPRDvueOAGgpKyWUMaM%3D&reserved=0


Step 1 – Ambulance

Receiving areas at hospital

Receiving areas can ensure patients arriving by ambulance are assessed promptly 

in the right clinical setting, enabling rapid handover and maintaining patient safety 

and flow. Early assessment ensures that patients are cared for in the correct clinical 

area, reducing congestion and corridor care.

Key expectations:

• All patients arriving by ambulance should be handed over to trust staff within 15 

minutes of arrival to allow ambulances to return to the community.

• Ambulance personnel should ensure that patients are only conveyed on a trolley 

where clinically required.

• Patients should be conveyed directly to assessment areas (e.g. urgent treatment 

centre (UTC), SDEC, Acute Medical Unit (AMU), Acute Frailty Unit) where 

clinically appropriate. 

• Each receiving area must have a clear handover and assessment process that 

supports the release of ambulance crews within 15 minutes of arrival. 

SRO: Chief Nursing Officer

Check Key actions

Rapid assessment by a senior nurse and/or clinical senior decision maker 

within 15 minutes of arrival, resulting in appropriate diagnostic requests and 

initiation of time critical treatments. 

Default patients to Fit to Sit unless there is a documented clinical reason for 

trolley or bed care. Ensure that there is correct sized seating to meet 

demand.

Enable rapid streaming to any appropriate service within the hospital.

Service triumvirate leads review the efficacy of the service, its data, and 

consistency of service once a month. This is reported and reviewed by an 

executive SRO.

Full capacity protocols are used to ensure that every ambulance receiving 

area has a proactive trigger, mitigation and escalation document, which 

means the area always functions and does not default to ED.

Receiving areas should exist in ED, SDEC, Frailty, SAU, GAU and AMU as a 

minimum.

• The Model Emergency Department high performing urgent and emergency care pathwaysKey resources

https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/


Step 1 – Ambulance

Fit to Sit

Using a Fit to Sit approach reduces deconditioning and crowding by supporting 

seated care where clinically appropriate.

Key expectations:

• Patients kept in a lying down position for their care delivery are at increased risk 

of: deconditioning; healthcare induced harm; unnecessary diagnostics and 

admission; and increased length of stay (LoS).

• Services that do not routinely support patients to sit out of bed when clinically 

appropriate are more likely to experience congestion, crowding and corridor care. 

• While Fit to Sit is predominantly a term used by ambulance/ED teams, any patient 

within a hospital area should be considered Fit to Sit out of bed if clinically 

appropriate (e.g. while awaiting discharge). 

• In the ED, UTC and in assessment areas, patients should only be cared for on 

trollies or beds following a documented clinical decision. 

SRO: Chief Nursing Officer

Check Key actions

Implement a trust-wide Fit to Sit SOP, co-designed with all 

stakeholders (including patients), which articulates the importance of 

patients sitting out of bed where clinically appropriate and the 

standards which will ensure patients are cared for in seated waiting 

areas.

Provide adequate seated areas to meet demand within ED, 

SDEC/EEMAC and acute receiving areas (e.g. AMU, Acute Frailty Unit, 

Surgical and Gynaecology Assessment Units) and ensure they have 

appropriate clinical oversight.

Record a daily decision for bedded patients, clearly documenting the 

clinical reason where a patient is not appropriate to sit out of bed.

Move suitable patients awaiting discharge to the discharge lounge 

before 10am, unless a documented clinical reason prevents this.

• The Model Emergency Department high performing urgent and emergency care pathwaysKey resources

https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/


Step 2 – Emergency Department 

Initial assessment and clinical processes

Emergency Departments should focus on patients with time-critical emergencies. 

UTCs are increasingly co-located with EDs, helping to ease pressure on EDs and 

enable emergency medicine specialists to focus on those patients who are seriously 

unwell. Where services are co-located, streaming should be undertaken via UTC. 

Key expectations:

• Only patients requiring emergency care should remain in the ED. If patients 

default to ED when this is not necessary, it may result in increased admissions 

and reliance on corridor care.

• Successful organisations have a range of processes in place to empower ED staff 

to rapidly stream patients to alternative clinical areas such as UTC, where their 

needs may be most appropriately met. 

• EDs should complete initial assessment and acuity score routinely within 15 

minutes and ensure that time to treatment (TTT) is within 60 minutes of arrival. 

Rapid Assessment and Treatment (RAT) models should be used where possible 

to enable early senior clinical decision-making on streaming, diagnostics and 

treatment.

SRO: Chief Medical Officer & Chief Nursing Officer

Check Key actions

A streaming policy is in place to allow clinical staff (including nurses 

and ACPs) to easily stream patients to the right service for their need, 

with appropriate escalation processes where this does not occur.

Processes are in place to ensure patients presenting to UTC/ED have 

an initial assessment within 15 minutes, and are then seen, treated 

and either admitted or discharged within four hours. Performance 

against these standards should be monitored and regularly reviewed to 

ensure that services are aligned and resourced to deliver them. 

Patients are streamed to a UTC (ideally co-located) where they have a 

non-life/limb-threatening minor injury or illness. The UTC should have 

consistent opening times throughout the week and be staffed to meet 

the expected demand and case mix.

Clinical teams should undertake regular criteria-to-admit audits to 

identify and address opportunities to manage patients without hospital 

admission.

Additional resources • GIRFT Summary Emergency Department Indicator Table (SEDIT)

• NHS England - The Model Emergency Department        

• Care Quality Commission - Patient FIRST: Flow
Key resources

• Criteria to Admit Audit Tool

• ED Crowding and Patient Delays Improvement Guide

https://gettingitrightfirsttime.co.uk/sedit/
https://gettingitrightfirsttime.co.uk/sedit/
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.cqc.org.uk/publications/patient-first/flow
https://www.cqc.org.uk/publications/patient-first/flow
https://www.cqc.org.uk/publications/patient-first/flow
https://www.cqc.org.uk/publications/patient-first/flow
https://future.nhs.uk/ECISTnetwork/view?objectID=233975493
https://future.nhs.uk/ECISTnetwork/view?objectID=233975493
https://indd.adobe.com/view/50951640-d0a1-4ab5-a0e3-6963ff2d0e4c
https://indd.adobe.com/view/50951640-d0a1-4ab5-a0e3-6963ff2d0e4c


Case study: Countess of Chester - Rapid Assessment and Treatment (RAT) and streaming 

Summary

Countess of Chester Hospital introduced streaming and 

RAT for walk-in adult patients on 24th November 2025, 

resulting in improvements in time to initial assessment, 

including a significant reduction in median time to initial 

assessment (as of 16th February 2026).

Approach

On 24th November 2025, Countess of Chester went live 

with both streaming and RAT improvement projects. 

The approach focused on removing unnecessary steps 

from the current process with the aim of improving time 

to initial assessment and time to treatment.

Contextual challenges

• Long waits on arrival with > 90 minutes common at 

peak times.

• High risk for patients due to lack of timely 

clinical assessment.

• Current triage process was ‘clunky’ and lacked 

patient safety focus.

• The ED team needed to fundamentally change their 

process at the front door.

Streaming

• Improvement in the percentage and median time to initial assessment, (~75% and 9 minutes) compared to the same time last year (45% 

and 20 minutes).

• The percentage of patients assessed within 15 minutes improved by 14.9% in one month between November and December 2025 (GIRFT 

SEDIT dashboard).

• Clear safety benefits with reduction in undifferentiated and non-assessed patients waiting.

• Earlier decision-making to streaming destinations.

Performance change

Reduction in median 

time to initial 

assessment from 20 to 

9 minutes

Earlier decision 

making to streaming 

destinations

Francesca Elner, Emergency Department 

Quality & Education Lead 

“Triage nurses no longer feel they are carrying the 

full burden of assessment and negotiation for sick 

patients, as patients will be picked up safely and 

quickly for diagnostics with senior oversight. There 

is now shared responsibility across RAT. Patient 

feedback has been very positive, which in turn lifts 

staff morale. Overall, staff feel listened to and 

supported. The changes have created a safer and 

more collaborative environment.”

Future considerations and learning

• A new physical environment had recently been 

developed, with ‘pods’ specifically for streaming, 

which has had a significant impact.

• Continue to develop streaming and improve 

access to UEC destinations such as SDEC and 

frailty areas.

• Introduction of RAT with senior decision-maker 

input continues to 'bed in’, but is beginning to show 

impactful changes in various metrics.

https://gettingitrightfirsttime.co.uk/sedit/
https://gettingitrightfirsttime.co.uk/sedit/


Case study: Sherwood Forest Hospitals RAT 4C - Reducing non-value-added time in the ED

Summary

By enabling resident doctors and senior decision-makers to work 

together in RAT, multiple patients can be managed simultaneously. 

This introduces RAT earlier in the patient journey, removes 

non-value-added time, and improves departmental efficiency. The 

enhanced model has also created a strong learning environment for 

resident doctors.

Approach

Resident doctors work alongside a senior decision-maker in RAT to 

enable management of multiple patients (up to four) at one time. 

They will initiate treatment and ensure a clear clinical plan is 

prescribed and, if required, referral to diagnostics and onward 

specialties. This ensures a series of decisions are made closer 

together, enabling a more streamlined process for patients.

Contextual challenges: Issues with ‘traditional RAT’

• Time to be seen by resident doctor is variable and often 

prolonged, which may contribute to crowding.

• No opportunity for resident doctors to work alongside a consultant.

• Senior clinician in RAT is often overwhelmed and has limited 

assurance that treatment plans are implemented.

• A third of patients who present to ED will be admitted, but there 

are significant delays in enacting next steps and onward referral 

e.g., diagnostic, specialties etc.

Performance change

Improved non-admitted performance 

by 7 - 8%

Future considerations and learning

• This approach was tested over four weeks. It is planned 

to be made business as usual, for all grades of clinician.

• An internal review of data, including patient feedback, to 

evidence changes and formalise the process to gain buy-

in from colleagues.

• Improved efficiency and learning for resident doctors, by 

creating a learning environment in RAT.

• Working towards a 24/7 model to ensure peaks in 

demand are effectively managed.

Ended non-value-added time in the 

patient’s journey

Achievements and results

• Ended non-value-added time by sharing clinical 

responsibility for patients earlier, to ensure clear plans 

are enacted, improving time to discharge and time to 

referral, potentially reducing crowding in the ED.

• Significantly improved non-admitted performance by 7 - 

8% (attendances remained the same during this period).

• By having a clear clinical plan and initiating treatment 

earlier, there is no wait time for senior decision-making.

• Improved time to referral for admission as the resident 

doctor can promptly refer for onward care and treatment.



Case study: Epsom & St Helier - Reducing time spent in ED over 12 hours

Summary

Staff working in the ED on the St Helier site of 

Epsom and St Helier University Hospitals NHS 

Trust have significantly reduced the total waiting 

time for patients spending more than 12 hours in 

the department. The main intervention was the 

introduction of a multidisciplinary team huddle to 

review all patients with a decision to admit.

The number of patients 

waiting over 12 hours has 

reduced, as has the length of 

time waited reduced

Approach

• A daily multidisciplinary team huddle was 

established to review all patients with a 

decision to admit. 

• Support tools (such as criteria to admit and 

setting clinical criteria for discharge/CCD) were 

used to guide clinical discussions across 

specialties and to assess which patients could 

be seen in an alternative service or be 

discharged.

Contextual challenges

• Patients in the ED faced significant delays for 

both assessment and inpatient beds. 

• Staff reported a site in extremis with waits of up 

to 92 hours for an inpatient bed. This 

necessitated urgent on-site support.

Achievements and results

• A structured multidisciplinary team huddle was implemented.

• 25-33% of patients with an original decision to admit were either discharged or seen in an 

alternative service. 

• There was a significant reduction in care being delivered in corridors, from a peak of more 

than 30 patients to occasions where there were no patients waiting in corridors.

• The number of patients remaining in the ED following a decision to admit reduced from 75 to 

less than 30.

• The longest wait for a bed reduced from 92 hours to 34 hours.

Future considerations and 

learning

• Implementation of the huddle requires 

full participation from all partners, 

including admission avoidance and 

discharge teams.

• Fully embedding CCD in huddles (and 

ward/board round more generally) would 

have a significant impact on LOS.

• It would be interesting to evaluate the 

approach across several organisations to 

fully quantify the full potential impact.

Checklist for implementing 

 Gain buy-in across specialties and 

disciplines to establish the huddle

 Morning huddle with mid-afternoon 

check-in to confirm actions completed

 Use a recording template to track actions  

 Utilise the criteria to admit audit structure 

to support real-time clinical discussions

 Use best practice Clinical Criteria for 

Discharge examples to help reduce LOS 
Staff morale improved

“These improvements enabled us to 

treat oncology patients in a side room 

for the first time in three years.”

ED consultant



Step 2 – Emergency Department

Co-located UTC or equivalent

Co-located Urgent Treatment Centres (UTCs) or equivalent services ensure 

that patients who do not require emergency care are assessed and treated in 

the most appropriate setting. This enables emergency medicine specialists to 

focus on those patients with higher acuity needs, therefore helping to reduce 

crowding and corridor care.

Key expectations:

• Patients requiring the care of the ED should be immediately streamed to 

that area, while patients who do not need this level of care should be 

streamed to an UTC or minor illness or injury area 

• Patients should be streamed, where appropriate, to urgent care pathways 

for minor injuries and minor illnesses that are: 

o urgent but not life- or limb-threatening;

o expected to be treated and discharged within 4 hours.

SRO: Chief Operating Officer

Check Key actions

The service is co-located with the ED. The UTC must have a named 

senior clinical leader supported by an appropriate multidisciplinary 

workforce. It should be open 7 days a week, 12 hours a day as a 

minimum, typically increasing to 24 hours a day when co-located.

All patients, regardless of arrival method, are assumed suitable for 

UTC until assessed otherwise.

UTCs must have access to bedside diagnostics and plain X-ray 

facilities throughout the UTC opening hours. UTCs must have access 

to investigations including timely blood testing (near patient testing 

when appropriate) and electrocardiograms (ECG) must be available, 

and in some UTCs D-dimer, troponin and CRP testing should also be 

considered.’

UTCs should have referral pathways into EDs and specialist services 

as required and operate as part of a networked model of urgent care to 

flow patients to the most appropriate service according to their need.

Any patient presenting with a condition that could normally be 

managed in a general practice should be seen by an appropriate 

clinician in the most appropriate service.

• NHS England - The Model Emergency Department

• NHS England - Urgent treatment Centres – principles and standards
Key resources

https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/urgent-treatment-centres-principles-and-standards/
https://www.england.nhs.uk/long-read/urgent-treatment-centres-principles-and-standards/
https://www.england.nhs.uk/long-read/urgent-treatment-centres-principles-and-standards/
https://www.england.nhs.uk/long-read/urgent-treatment-centres-principles-and-standards/
https://www.england.nhs.uk/long-read/urgent-treatment-centres-principles-and-standards/
https://www.england.nhs.uk/long-read/urgent-treatment-centres-principles-and-standards/


Step 3 – Alternatives to admission

Same Day Emergency Care (SDEC)

When SDEC functions effectively, patients are directed away from ED helping to 

reduce crowding and avoid corridor care. 

Key expectations:

• Patients with a condition presenting with medium acuity (NEWS <5), who are 

mobile and clinically appropriate should be managed in SDEC, helping to avoid 

unnecessary admission, reduce the risk of hospital acquired harm and reduce bed 

occupancy.

• Patients with appropriate conditions should be streamed directly from ED and the 

community to an SDEC unit. SDEC should be available for major acute 

specialities including medicine, surgery, frailty and gynaecology.

• SDEC services should prioritise seeing patients referred on the day for 

assessment ahead of patients returning for review. The conversion rate should be 

approximately 15% with around 35% of the take managed through SDEC.

• Patients requiring short periods of observation, diagnostics or treatment under 

emergency medicine should be managed in an Extended Emergency Medicine 

Ambulatory Care (EEMAC) area, avoiding admission where possible.

SRO: Chief Medical Officer & Chief Operating Officer

Check Key actions

Operate an SDEC service for at least 12 hours a day, seven days a week, 

able to receive patients from ED, primary care, ambulance services and the 

community.

Access criteria are not restrictive and avoid the use of clinical pathways as 

inclusion criteria and use an appropriate list of exclusion criteria to ensure 

that opportunities for SDEC are maximised.

Community Directories of Service have an accurate description of the service 

and opening hours. Activity should be monitored to ensure direct access is 

maximised.

Protect the SDEC areas, ensuring they are not used to accommodate 

patients requiring inpatient beds.

Provide timely access to diagnostics, equivalent to ED and acute receiving 

areas.

A Full Capacity Protocol is in place which clearly articulates how SDEC 

function will be maintained at times of heightened escalation without patients 

defaulting to ED.

• NHS England - The Model Emergency Department

• NHS England – EEMAC operating principles
Key resources

• GIRFT Principles for Acute Patient Care

• NHS England – SAMEDAY strategy

https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/the-model-emergency-department-high-performing-urgent-and-emergency-care-pathways/#ensuring-success-capabilities-and-enablers
https://www.england.nhs.uk/long-read/extended-emergency-medicine-ambulatory-care-eemac-operating-principles/
https://www.england.nhs.uk/long-read/extended-emergency-medicine-ambulatory-care-eemac-operating-principles/
https://www.england.nhs.uk/long-read/extended-emergency-medicine-ambulatory-care-eemac-operating-principles/
https://www.england.nhs.uk/long-read/extended-emergency-medicine-ambulatory-care-eemac-operating-principles/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf
https://www.england.nhs.uk/long-read/sameday-strategy/
https://www.england.nhs.uk/long-read/sameday-strategy/
https://www.england.nhs.uk/long-read/sameday-strategy/
https://www.england.nhs.uk/long-read/sameday-strategy/


Step 3 – Alternatives to admission

Frailty

Older people living with frailty are at increased risk of unnecessary 

conveyance and admission resulting in significant risk of deconditioning and 

harm. 

Key expectations:

• Successful systems and organisations maintain a frailty strategy to ensure 

that older peoples’ needs are met as close to their place of residence as 

possible, care decisions are made in advance and, where advice and 

support is required, frailty expertise is available to offer an alternative to 

conveyance, admission or avoid unnecessary diagnostics.

• Where patients are unnecessarily conveyed to hospital via the ED they are 

at high risk of deconditioning, delirium, avoidable admission and risk of 

hospital acquired harm. Ideally, 80% of frailty patients should remain in 

hospital for less than eight hours.

SRO: Chief Medical Officer & Chief Nursing Officer

Check Key actions

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

assessed by a competent clinical decision-maker within 30 minutes of arrival 

using the Clinical Frailty Scale (CFS) and the 4AT tool for delirium.

Implement a frailty advisory service and make it available for any community-

based health care practitioner requiring it.

Acute frailty services working within ED or in an ambulatory Acute Frailty Unit 

co-located with ED operate for at least 70 hours each week, pulling patients 

without the need for a full ED assessment. 

A trust pathway for managing frailty and delirium is available and used by all 

wards managing older people living with frailty. 

Organisations within a system work with care providers to develop pathways 

for falls, long lies, management of head injuries and effective advance care 

planning, initially focusing on the care homes with the highest rate of 

conveyance. 

An executive SRO leads on a clinically-led frailty strategy to reduce 

conveyance in close collaboration with the ICB and community partners.

• NHS England – The Model Acute Pathway

• NHS England – FRAIL strategy
Key resources

• GIRFT Clinical Operational Standards

• GIRFT Principles for Acute Patient Care

https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/frail-strategy/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf


Step 3 – Alternatives to admission

Urgent Community Response (UCR)

Patients are often conveyed to hospital when the care they require could be 

managed in their own home. This happens more frequently out of hours, from care 

home facilities and for older patients living with frailty. 

Key expectations:

• The UCR consists of a multidisciplinary team supporting a person in their own 

home through treatment, advice, reablement and care, which can improve patient 

outcomes and reduce harms. This may, for example, include catheter care, wound 

care and equipment provision.

• Some effective organisations have merged both UCR and virtual wards to provide 

holistic care for patients with complex health needs outside of hospital. 

• Frail patients have greater likelihood of admission and longer length of stay in 

hospital, meaning that successful UCR services will reduce conveyance, 

admission, ED crowding and corridor care.

SRO: ICB and Chief Operating Officer

Check Key actions

UCR is easily accessible and available in line with demand. It is an 

integral part of ‘Call before Convey’ processes via SPoA.

Access criteria are open and available to any healthcare practitioner 

within the community and acute setting and UCR is directly linked to 

the SPoA. 

Commissioners and providers monitor patients supported by the 

service but also review the referrals of patients who were rejected to 

look for missed opportunities to increase the support offered.

UCR services have access to patient records from the acute, 

community, primary care, ambulance service providers and other 

relevant areas.

UCR services can proactively pull patients from the ambulance stack 

and can directly access any community or acute service. This should 

also include being able to access advice lines within those services 24 

hours a day.

• NHS England - Urgent community response and ambulance referral resourceKey resources

https://www.england.nhs.uk/long-read/urgent-community-response-and-ambulance-referral-resource/
https://www.england.nhs.uk/long-read/urgent-community-response-and-ambulance-referral-resource/
https://www.england.nhs.uk/long-read/urgent-community-response-and-ambulance-referral-resource/
https://www.england.nhs.uk/long-read/urgent-community-response-and-ambulance-referral-resource/


Step 3 – Alternatives to admission

Virtual wards

A virtual ward (also known as Hospital at Home) is an acute clinical service 

with staff, equipment, technologies, medication and skills usually provided in 

hospitals delivered to selected people in their usual place of residence, 

including care homes. It is a substitute for acute inpatient hospital care. 

Key expectations:

• Successful organisations use virtual wards to allow patients to continue 

treatment at home, rather than focusing on returning patients to baseline. 

This reduces the risk of deconditioning and hospital-acquired harm. 

• Virtual wards can be used for ‘step up’ care (i.e. admit direct from the 

community to avoid inpatient admission) and ‘step down’ care (i.e. continue 

a patient’s care in their own home following an inpatient admission, 

reducing length of stay).

• Virtual wards increase acute inpatient capacity, improving patient flow 

within the UEC pathway, reducing ED crowding and corridor care.

• Virtual ward services are fully responsible for the patient, providing medical, 

nursing and allied healthcare support through a multidisciplinary team 

(MDT). 

SRO: Chief Medical Officer & Chief Nursing Officer

Check Key actions

Virtual wards are resourced to meet demand, and hospital and 

community teams work together to maintain occupancy as close to 

100% as possible. 

The access criteria for virtual wards is open, and they are accessible 

by any healthcare practitioner within the community and acute trust.

Ensure accurate listing on the Directory of Services, which is routinely 

monitored to ensure all opportunities are realised to ‘step up’ patients 

from the community. Virtual ward staff should also have access to near 

patient testing to reduce unnecessary conveyance to hospital. 

Virtual wards have access to hospital level diagnostics such as 

endoscopy, radiology, or cardiology and may include bedside tests 

such as point of care blood tests.

Proactively identify and pull patients from acute receiving areas, ED, 

SDEC and specialty in-patient areas. 

Virtual wards have access to a designated expert clinical decision-

maker for at least 12 hours a day, seven days a week.

• GIRFT - Making the most of virtual wards, including 

Hospital at Home

• NHS England -  Access to diagnostics on virtual 

wards

Key 

resources

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/09/FINAL-Making-the-most-of-virtual-wards-September-2024-update.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/09/FINAL-Making-the-most-of-virtual-wards-September-2024-update.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/09/FINAL-Making-the-most-of-virtual-wards-September-2024-update.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/09/FINAL-Making-the-most-of-virtual-wards-September-2024-update.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/09/FINAL-Making-the-most-of-virtual-wards-September-2024-update.pdf
https://www.england.nhs.uk/long-read/access-to-diagnostics-on-virtual-wards/
https://www.england.nhs.uk/long-read/access-to-diagnostics-on-virtual-wards/
https://www.england.nhs.uk/long-read/access-to-diagnostics-on-virtual-wards/
https://www.england.nhs.uk/long-read/access-to-diagnostics-on-virtual-wards/
https://www.england.nhs.uk/long-read/access-to-diagnostics-on-virtual-wards/


Step 3 – Alternatives to admission

Hot clinics/urgent specialty opinion

Hot clinics offer urgent outpatient specialist assessment for acute, 

non-life-threatening conditions, preventing the need for admission 

to hospital and reducing pressure on ED, acute receiving areas 

and inpatient beds.

Key expectations:

• Successful organisations have a variety of hot clinic options 

available to ED, acute receiving areas and on-call specialty 

clinicians to manage patients outside of the acute inpatient bed 

base. This supports reducing admissions, crowding, corridor 

care and congestion within ED and acute receiving areas.

SRO: Chief Medical Officer & Chief Operating Officer

Check Key actions

Hot clinics are available for patients in all clinical specialties.

Speciality service leads should carry out retrospective 

reviews based on inpatient referrals where it has been 

deemed that the patient could have been managed in an 

outpatient setting.

Each directorate conducts a demand and capacity review to 

ensure that no patient remains as an inpatient when a hot 

clinic appointment could have facilitated early discharge.

• GIRFT Clinical Operational StandardsKey resources

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf


Step 4 – Inpatient care

Acute receiving areas

Acute receiving areas are the first point of entry for patients referred to 

hospital as acute medical or surgical emergencies by primary and community 

care and those requiring admission from the ED. As the majority of ED 

admissions are medical, a well-functioning AMU is critical to maintaining flow 

across the UEC pathway. Focusing improvement efforts on AMUs is therefore 

likely to deliver the greatest impact.

Key expectations:

• In successful organisations, appropriate patients are promptly transferred 

from ED to acute receiving areas where they are seen quickly, receive early 

review by an expert decision-maker and are cared for by a multidisciplinary 

team with skills and experience in acute medicine. 

• Patients should remain in acute receiving areas for no longer than 72 

hours, with a view to discharging the patient or transferring them to a 

speciality ward if ongoing care is required.

•  A highly functional AMU is key in reducing length of stay for medical 

patients, improving flow from the ED, reducing crowding and corridor care.

SRO: Chief Medical Officer & Chief Operating Officer

Check Key actions

Acute receiving areas have a 48 - 72-hour length of stay model which 

is protected by the organisation. 

Where a patient requires urgent specialty opinion for acuity, clinical 

decision-making or discharge planning, the specialty senior clinical 

decision-maker should respond within a maximum of two hours of the 

request. All patients accepted by a speciality should be moved to the 

specialty ward area within 12 hours of referral.

Patients in acute receiving areas have equitable access to diagnostics 

comparable to ED and other acute areas, including cross-sectional 

imaging, particularly if this is indicated due to clinical urgency or will 

facilitate early discharge.

Consultant-led MDT ward rounds are undertaken in all acute receiving 

areas, 365-days a year, supported by afternoon board rounds and face 

to face reviews where patients are either unwell, in a higher 

dependency area, or where review will facilitate discharge.

All urgent primary care and SPOA referrals to present either to SDEC 

or acute receiving areas and not to ED unless the patient requires 

immediate resuscitation.

• NHS England – The Model Acute Pathway

• GIRFT Principles for Acute Patient Care
Key resources

• GIRFT Summary Acute Medicine Indicator Table (SAMIT) and 

SAMIT 75+ for frailty

Additional 

resources

https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/07/GIRFT-Acute-Patient-Care-Principles-July-24.pdf
https://gettingitrightfirsttime.co.uk/samit/
https://gettingitrightfirsttime.co.uk/samit/
https://gettingitrightfirsttime.co.uk/samit/


Step 4 – Inpatient care

Reducing delays and maximising capacity

Patients with a prolonged Length of Stay (LoS) are subject to deconditioning and 

increased mortality and morbidity.

Key expectations:

• To improve patient flow across the entire acute pathway, all opportunities to 

reduce LoS should be taken, including for those patients who do not meet Criteria 

to Reside (NCtR) in hospital.

• A multidisciplinary review of all inpatients should occur daily, led by a consultant or 

expert decision-maker, to determine which patients have met the minimum 

physiological, therapeutic and functional status they need to achieve before 

discharge. Documentation of clinical criteria for discharge should become 

standard practice and be clearly recorded in the patient’s medical records.

• A system-wide culture that promotes home first principles and sets expectations 

early in the UEC journey will reduce length of stay in hospital, ED crowding and 

corridor care.  

SRO: CMO, COO & CNO

Check Key actions

Each ward holds a daily board/ward round led by an expert decision-maker 

and including a senior nurse and members of the wider MDT, focusing on 

patients who require face to face review to advance their care.

A post board/ward round huddle should occur to ensure that actions for the 

day have been allocated and are recorded.

Implement criteria-led discharge pathways. This should include to virtual 

wards and hot clinics. 

Patients identified for discharge the previous day should be transferred to the 

discharge lounge before 10am, unless a clinical reason is documented in the 

patient record.

Twice-weekly multi-professional length of stay reviews are undertaken for all 

patients in hospital for more than seven days. 

Patients are supported to sit out of bed routinely, unless a documented 

clinical reason prevents this, with particular focus on patients living with 

frailty.

Specialty leads understand and monitor the daily demand for their service, 

ensuring the required capacity is available to meet demand.

• NHS England – The Model Acute Pathway

• NHS England – Improving hospital discharge
Key resources

• GIRFT Clinical Operational Standards

• GIRFT UEC Further Faster Handbook

https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/
https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/
https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/
https://www.england.nhs.uk/urgent-emergency-care/improving-hospital-discharge/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/09/Further-Faster-Handbook-UEC-August-2025.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/09/Further-Faster-Handbook-UEC-August-2025.pdf


Case study: Torbay and South Devon - Twice-weekly reviews to reduce LoS

Summary

In February 2024, Torbay and South Devon NHS 

Foundation Trust implemented a structured, 

twice-weekly Length of Stay (LoS) review process to 

reduce prolonged inpatient stays and the number of 

patients with no criteria to reside (NCTR). The work 

aimed to improve patient flow, reduce harm from 

deconditioning, and relieve pressure across the urgent 

and emergency care pathway.

Approach

• Introduced twice-weekly (Tuesday and Thursday), 

ward-based LoS reviews led by a multidisciplinary 

‘roving team’.

• Initially focused on patients with LoS 21+ days, 

progressively reducing the threshold to 7+ days.

• Used a consistent four-question review framework 

aligned to national Criteria to Reside (CTR).

• Recorded delays using a standardised dashboard, 

collated using a Pareto style table to identify key 

system delays.

• Maintained senior clinical and operational leadership 

oversight with clear escalation routes.

Achievements and results

• Significant reduction in patients with LoS 21+, 14+ and 7+ 

days.

• Reduction in NCTR patients and improved alignment with 

national discharge guidance.

• Direct correlation between reduced LoS and improved ED 

performance and ambulance handovers.

• By January 2025, Torbay had the lowest proportions of 

prolonged LoS patients in the southwest.

• Demonstrated that focused LoS reviews require limited time 

but deliver high system impact.

• As LoS decreased so the time for patients in the ED 

decreased, alleviating congestion, crowding and risk.

In January 2025 Torbay & South 

Devon’s proportion of patients with 

NCTR was 7.7% compared to 18.1 

across the southwest region

Future considerations and learning

• Consistency, discipline and senior leadership presence are critical 

to sustaining improvement.

• Use of internal professional standards (COS) is vital.

• Reducing review frequency led to performance deterioration, 

reinforcing the need for regular cadence.

• Clear understanding and application of CTR underpins effective 

challenge and decision-making.

• Visual data and shared understanding of delays support collective 

ownership and action.

• Embedding the process as ‘business as usual’ is essential to 

maintain gains during competing pressures.

Key staff

• Operations

• Nursing

• Matrons

• Therapists

• Discharge staff

• Social care

• Complex care team

• Medical staff

• Divisional managers



Step 5 – Culture and leadership

Engagement and support

Well-led organisations with a positive workplace culture tend to function better 

across all areas but particularly have better patient flow and better outcomes 

for patients and staff.

Key expectations:

• Where the senior leadership team visibly demonstrate the organisation’s 

values to staff, it is more likely that the culture will be positive, COS will be 

upheld and patient care and experience will be positive.

• From best practice visits to high-performing organisations, a clear link has 

been observed between strong executive leadership, modelling a shared 

responsibility for flow and better outcomes for patients, including how 

corridor care is managed. 

• All members of the executive team should understand how their team can 

contribute to improved patient flow across the trust.

SRO: Chief Executive Officer

Check Key actions

Staff members across multiple services are able to name the executive 

team and recognise and describe the values of the organisation.

The whole executive team are able to describe which factors impacting 

on care are not tolerated, e.g., corridor care, handover delays etc. and 

why.

Trusts have in-person, monthly staff engagement events with the 

executive team.

Each member of the executive team has a formal 360 appraisal from a 

cross-section of staff.

Each executive spends regular, dedicated sessions working alongside 

clinical teams, reporting on their experience and learning at executive 

board meetings.

The executive team ensures that junior staff feel empowered to 

develop and deliver improvements.

• The Kings Fund – Improving Leadership CultureKey resources

https://www.kingsfund.org.uk/insight-and-analysis/projects/improving-nhs-culture
https://www.kingsfund.org.uk/insight-and-analysis/projects/improving-nhs-culture
https://www.kingsfund.org.uk/insight-and-analysis/projects/improving-nhs-culture
https://www.kingsfund.org.uk/insight-and-analysis/projects/improving-nhs-culture


Step 5 – Culture and leadership

GIRFT Clinical Operational Standards (COS)    

COS describes a set of standards to which a whole organisation adheres in order to 

reduce unwarranted variation and delays for patients across the whole UEC 

pathway.

We expect all trusts to adopt COS as the minimum standard by July 2026 at the 

latest.

Effective implementation of COS will ensure collective organisational ownership of 

patient flow, enable timely clinical review by the appropriate specialties, support 

consistent streaming and optimal use of services such as SDEC, acute receiving 

areas and frailty pathways, and improve flow through the organisation. Together, 

these standards are critical to decongesting EDs and reducing, and ultimately 

eliminating, the use of corridor care.

Sustained improvement will require consistent executive oversight, clear ownership 

at specialty and service level, and routine use of data to identify and address delays. 

Where standards are applied consistently, organisations are better placed to 

maintain flow, protect patient safety and dignity, and prevent corridor care from 

becoming embedded during periods of operational pressure.

SRO: Chief Medical Officer

Check Key actions

Review trust COS/IPS against GIRFT COS and the Model Acute Pathway to 

ensure that trust standards match national recommendations.

Trust COS are agreed by executives, senior medical leaders and all 

specialties, including clear escalation pathways to be used where standards 

are not met. 

Trusts aim for all patients to be assessed by a competent clinical decision-

maker within one hour of referral from the ED or arrival on an acute receiving 

area. All admitted patients should be assessed by an expert clinical decision-

maker, normally a consultant, within a maximum of six hours during the day 

and 14 hours overnight.

Patients are moved to a specialty assessment area where clinically 

appropriate at the earliest possible opportunity. 

Ensure all key ‘Front Door’/UEC services have equitable access to 

diagnostics (e.g. cross-sectional imaging) and support services (e.g. 

therapies, pharmacy).

Ensure daily ward and board rounds are undertaken seven days per week, 

with full and effective utilisation of discharge lounges, virtual wards and hot 

clinics. 

Key 

resources

• NHS England – The Model Acute Pathway

• GIRFT - COS: Escalation protocol for non-adherence

• GIRFT COS - Gap Analysis

• GIRFT COS Monitoring & feedback: 

Implementation guide & Overview and plan

• GIRFT - Clinical Operational Standards

• CQC - Patient FIRST: Flow

https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://www.england.nhs.uk/long-read/the-model-acute-pathway-standards-for-care-of-acutely-unwell-patients-in-their-first-72-hours-in-hospital/
https://future.nhs.uk/GIRFTNational/view?objectID=274296389
https://future.nhs.uk/GIRFTNational/view?objectID=274296389
https://future.nhs.uk/GIRFTNational/view?objectID=274296389
https://future.nhs.uk/GIRFTNational/view?objectID=274296389
https://future.nhs.uk/GIRFTNational/view?objectID=274296389
https://future.nhs.uk/GIRFTNational/view?objectID=274296389
https://forms.office.com/Pages/ResponsePage.aspx?id=slTDN7CF9UeyIge0jXdO499rj0ty_axPlXyXUZEJ35FURVlWTFJHVEhKMjNMMkFRUVhTQVdBTFAyVC4u
https://forms.office.com/Pages/ResponsePage.aspx?id=slTDN7CF9UeyIge0jXdO499rj0ty_axPlXyXUZEJ35FURVlWTFJHVEhKMjNMMkFRUVhTQVdBTFAyVC4u
https://forms.office.com/Pages/ResponsePage.aspx?id=slTDN7CF9UeyIge0jXdO499rj0ty_axPlXyXUZEJ35FURVlWTFJHVEhKMjNMMkFRUVhTQVdBTFAyVC4u
https://forms.office.com/Pages/ResponsePage.aspx?id=slTDN7CF9UeyIge0jXdO499rj0ty_axPlXyXUZEJ35FURVlWTFJHVEhKMjNMMkFRUVhTQVdBTFAyVC4u
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/03/COS-monitoring-and-feedback-implementation-guide-FINAL-March-2026.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/03/COS-Monitoring-tool-Overview-and-improvement-plan-on-a-page-V1.0-FINAL-March-2026.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/GIRFT-Clinical-Operational-Standards-FINAL-V2.0-June-2025-1.pdf
https://www.cqc.org.uk/publications/patient-first/flow
https://www.cqc.org.uk/publications/patient-first/flow
https://www.cqc.org.uk/publications/patient-first/flow
https://www.cqc.org.uk/publications/patient-first/flow


Case study: West Suffolk – Trust-wide Clinical Operational Standards

Summary

In 2025, West Suffolk NHS Foundation Trust 

implemented a co-ordinated, trust-wide approach to 

urgent and emergency care improvement, recognising 

that performance is driven by multiple inter-dependent 

factors rather than single interventions. A sustained 

focus on culture, data and operational discipline has led 

to marked improvements in national performance 

measures and organisational culture. 

The trust is currently ranked 33rd on the GIRFT 

Emergency Medicine Index (GEMI) which is top quartile 

performance. See the GIRFT SEDIT dashboard for 

further details.

Approach

• Adopted a data-driven performance management 

model, using real-time data and weekly huddles to 

prioritise actions.

• Shifted from viewing UEC as an ED-only issue to 

trust-wide ownership of flow, supported by 

taskforces across ED, wards and community.

• Restructured board rounds to ensure action-focused 

discussions and implemented afternoon huddles to 

ensure rapid action.

• Introduced ‘SDEC First’ streaming to reduce 

avoidable ED attendance.

• Corridor care is governed by strict safety thresholds, 

with leadership alignment on minimising its use.

• Invested in cultural initiatives (e.g. Walking In Our 

Shoes, staff surveys) to build shared responsibility 

and trust. 

Achievements and results

• Marked improvements in national UEC performance measures, 

attributed to consistent application of multiple interventions.

• Reduced reliance on corridor care through improved flow, 

earlier discharge and shared ownership across wards and ED.

• Improved clarity on responsibilities and faster patient 

movement through effective board rounds.

• Stronger organisational culture, with improved cross-team 

understanding, communication and engagement.

Future considerations and learning

• UEC improvement is cumulative: doing many things consistently 

well matters more than single solutions.

• Culture change and data transparency are as important as 

pathways and processes.

• Continue the narrative to support the continuation of eradicating 

corridor care.

• Increased collaboration with community services is a key next step 

to further improve flow and reduce risk.

• Executive position is to support safety and reduction of risk as the 

absolute priority. 

Detailed case study report

Detailed case study report 

Data-driven 
performance 
management

Trust-wide cultural 
& process change

 

Board round 
effectiveness

SDEC first 
approach

Eradicating 
corridor care

‘Walking in our 
shoes’

Programmes of improvement

https://gettingitrightfirsttime.co.uk/sedit/
https://future.nhs.uk/GIRFTNational/view?objectID=279710789


Step 5 – Culture and leadership

Operations/site management

Effective operational management is critical to maintaining patient flow, 

reducing delays and minimising the risk of corridor care. Clear oversight, 

timely escalation and empowered decision-making ensure that emerging 

pressures are identified early and mitigated safely.

Key expectations:

• Successful organisations have strong oversight of patient flow, with 

empowered operational staff who recognise and escalate delays to ensure 

patients are managed safely and effectively. They also ensure that all staff 

are aware of and complete OPEL actions daily.

• When operational processes are well co-ordinated and aligned to OPEL, 

teams are better able to manage surges in demand, protect patient safety, 

and maintain dignity and quality of care. 

SRO: Chief Operating Officer

Check Key actions

An experienced, competent and empowered clinical site manager 

(Band 7 and above) should be on site running operations 24/7.

The site has permanent access to all flow dashboards across the 

system and hospital (including the ambulance service).

Action-focused flow meetings occur at least three times per day and 

should have strict terms of reference which align with OPEL. 

Senior clinicians and executives are present at all flow meetings when 

the trust or site is functioning at OPEL 3 and above, with a 

responsibility for de-escalating risk and supporting decision-making.

The executive team always have access to the sitrep, are aware of the 

OPEL status and can articulate mitigation occurring when at OPEL 4.

All members of the operational site management team routinely 

recognise and manage risks associated with initial assessment, 

ambulance delays, category 2 delays, TTT delays and corridor care.

• Integrated operational pressures escalation levels (OPEL) framework 2024 to 2026

• Rapid improvement guide to the FOCUSED model
Key resources

https://www.england.nhs.uk/publication/integrated-opel-framework-2024-to-2026/
https://www.england.nhs.uk/publication/integrated-opel-framework-2024-to-2026/
https://transform.england.nhs.uk/improvement/100-day-discharge-challenge/ten-best-practice-initiatives/supporting-information/rapid-improvement-guide-to-the-focused-model/
https://transform.england.nhs.uk/improvement/100-day-discharge-challenge/ten-best-practice-initiatives/supporting-information/rapid-improvement-guide-to-the-focused-model/


Case study: Harrogate and District - Criteria-Led Discharge (CLD)

Summary

In March 2025 Harrogate Hospital initiated a 

Criteria-Led Discharge (CLD) project supported by 

mandatory multidisciplinary training to improve 

discharge timeliness, reduce long length of stay, and 

embed seven-day discharge as routine practice. The 

work focused on medical wards where discharge 

criteria are more complex and CLD had not previously 

been well-established. 

The trust is currently ranked 8th on the GIRFT 

Emergency Medicine Index (GEMI) (top quartile 

performance). See the GIRFT SEDIT dashboard for 

further details.

Approach

• Clinically led improvement, driven by a resident 

doctor with MDT support.

• Development of clear discharge criteria that are set 

by a senior clinician and embedded in the EPR.

• Mandatory e-learning module and competency 

sign-off for nurses, AHPs and resident doctors.

• Executive sponsorship and regular board-level 

oversight.

• Roll-out from the acute frailty unit to multiple medical 

specialties, supported by a SOP, standard templates 

and guidance outlining roles and responsibilities.

Achievements and results

• Reduction in long length of stay patients, contributing to 

improved patient flow and reduced inpatient delays.

• Increase in weekend discharges, supporting seven-day 

discharge and better bed availability.

• Improvement against multiple targeted discharge metrics, with 

several ambitious targets exceeded during delivery.

• Increased virtual ward occupancy, supporting discharge to 

safer alternatives to inpatient care.

• The team also noted a rise in discharges within seven days, 

although further work is needed to increase discharges before 

12pm.

Detailed case study report

Detailed case study report

Future considerations and learning

• Clinical leadership and taking a multidisciplinary approach were 

critical to success.

• Mandatory training improved consistency, despite some reduction 

in compliance over time. A key challenge was the time needed to 

approve and implement the e-learning module.

• Clear documentation and standardised criteria reduced ambiguity 

and delays.

• Embedding CLD as business as usual across specialties is key to 

sustaining gains.

• CLD is now trust-wide practice that is embedded into multiple 

specialities, including acute medicine, frailty, general medicine and 

cardiology.

Intended metric improvements
The table below demonstrates the baseline position of all metrics the team intended to change at the initial project meeting on 31/03/2025. The 

site described their targets as ‘ambitious’, yet we can see some have been surpassed (highlighted green).

https://gettingitrightfirsttime.co.uk/sedit/
https://future.nhs.uk/GIRFTNational/view?objectID=279710853


Case study: Torbay and South Devon - Your Next Patient (YNP) initiative, driven by executive change

Summary

In December 2024,Torbay and South Devon NHS 

Foundation Trust had an executive leadership 

change which enabled a shift from fragmented, ED-

focused management to whole-organisation 

ownership of patient flow. Introduction of Your Next 

Patient (YNP) process created more proactive, 

standardised movement of patients, improving flow, 

safety and experience.

Approach

• Executive change in leadership enabled and 

strengthened clinical authority for change.

• The YNP process involved proactively moving 

patients from the ED to Wards earlier in the day, 

based on predicted discharges, with scheduled 

rounds at set times to create consistent flow and 

free up ED capacity.

• Timely Handover Process (THP) was integrated 

with YNP, involving early planning with 

ambulance and system partners.

• Adopted whole-site, SOP-led approach and 

earlier winter demand and capacity planning. 

Achievements and results

• The new processes reduced the number of patients waiting 

on ambulances and improved the ability of the ED to 

assess, treat and discharge patients earlier and more 

efficiently, resulting in an all-around better experience for 

patients and fewer coming to harm compared to the 

previous year.

• Following implementation of YNP, staff noted that open 

communication and the building of a shared purpose 

helped maintain team cohesion and minimise conflict. They 

felt listened to and valued.

Reduced 

ambulance 

handover delays 

despite rising 

ambulance 

conveyances

Future considerations and learning

• Sustained improvement depends on continued executive 

advocacy, use of data and patient safety narratives to maintain 

momentum.

• Ongoing need for flexible use of ward space and clear 

escalation plans during periods of high demand.

• Further strengthening of clinical oversight, including having a 

clinical leader on site seven-days per week. 

• Rollout of Internal Professional Standards, led by the medical 

director, and aligned to Clinical Operational Standards.

Performance change

Detailed case study report

Detailed case study report 

Improved 4- 

and 12-hour 

performance

https://future.nhs.uk/GIRFTNational/view?objectID=279710821


Case study: West Hertfordshire - UEC improvement

Summary

Starting in 2024/25, West Hertfordshire Teaching 

Hospitals NHS Trust delivered sustained 

improvement in UEC performance over ~18 months, 

moving from poor national position to top-tier 

performance.

Improvement was driven by stronger grip on flow, 

culture change, and consistent operational discipline 

across the whole hospital, not just ED. 

Approach

• Focused on attendance avoidance, ED flow and 

inpatient flow, supported by digital and 

operational enablers.

• Key interventions included SDEC expansion, ED 

reset, reverse boarding, electronic bed 

management, model ward rounds, weekend 

discharges and a digital command centre.

• Underpinned by clear improvement pillars: 

real-time data, shared ownership (make it 

everyone’s business), visible senior leadership, 

daily rhythms and effective escalation.

Achievements and results

• Improving from 102nd  to 7th nationally in all type performance in two years.

• Improved A&E 4-hour performance (Types 1–3), with sustained gains driven 

largely by Type 1 improvement at Watford.

• Reduced ambulance handover delays and improved flow through fewer surge 

beds and more timely discharges.

• Admission avoidance increased through use of EEMAC, SDEC, virtual 

hospital and system-wide working, supporting safer, faster care for patients.

Future considerations and learning

• Sustaining performance requires relentless 

focus on flow fundamentals, not short-term 

fixes.

• Culture matters: staff engagement, visible 

leadership and storytelling from the patient 

perspective were critical enablers.

• Continued prioritisation of discharge quality, 

admission avoidance, and clear operational 

grip is essential during periods of pressure.

Performance change

Detailed trust case study report

Detailed trust case study 

report

A&E 4 hr wait performance increased from <60% to >80% 

between February 2022 and February 2025 

Key enablers

Data driven approach:

• Electronic bed management

• Digital command centre

• Real-time data

Culture of collaboration

• Tell the story

• Make it everyone’s business

• Leadership

Operational excellence

• Accountability framework

• Daily rhythms

• Clear and effective escalation

https://future.nhs.uk/GIRFTNational/view?objectID=279710885


Principles for providing patient care in corridors

Overarching corridor care principles 

• NHS England considers the delivery of corridor care in departments or wards 

experiencing patient crowding to be unacceptable and should never be considered 

standard. Patients should only be placed in corridors in extremis and for the 

shortest possible duration, to ensure the time patients are cared for in this 

environment is kept to a minimum.

• Care should be person-centred, focusing on the needs of the individual and 

ensuring that privacy and dignity are maintained, to the best ability, given 

environmental constraints.

• Where corridor care is unavoidable, trusts should have active plans to eliminate its 

use entirely. Published evidence examining patient safety and crowding in 

emergency departments and wards reports worse clinical outcomes and poorer 

experiences for patients, their loved ones and healthcare staff.

• NHS England principles for providing patient care in corridors 

Core principles

• Assessment and mitigation of risk

• Escalation

• Quality of care

• Raising concerns and reporting incidents

• Data collection and measuring harm

• De-escalation

• Basic human needs (privacy, dignity, mobilisation, hydration, hot food, etc.)

While this guide outlines the practical steps needed by clinical and operational teams to reduce and ultimately eradicate corridor care, it is recognised that 

patients will be residing in corridors while improvement plans are formulated and actioned.

NHS England has revised its principles for providing patient care in corridors and hospitals must ensure that these are adhered to. 

Key resource

https://www.england.nhs.uk/long-read/principles-for-providing-patient-care-in-corridors/
https://www.england.nhs.uk/long-read/principles-for-providing-patient-care-in-corridors/
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