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Introduction 
 
 

Although most patients attending the Emergency Department (ED) are treated and 
discharged, a significant proportion must be referred to inpatient teams for further 
assessment. 
 
The vast majority of referrals are accepted without any problems. Some referrals 
however can lead to conflict between the ED and inpatient services, and it is 
apparent that this can contribute to overcrowding in the ED and a failure to meet 
four hour standards for care. ‘Difficult’ referrals are both predictable and recurrent, 
with the same problems occurring on a regular basis. 
 
Conflict in relation to referrals can have a huge impact on the efficiency of the ED 
leading to overcrowding and risks to patient safety when there is no room to assess 
and treat patients in need of urgent care. Disputes over referrals can cause 
unnecessary distress to clinical staff and impact negatively on patient experience, 
time can be wasted for both speciality and ED medical staff. On occasion, a senior 
decision-maker can be tied up for hours whilst resolving the conflict. Delaying 
patients in the ED for an extended period is a clear risk to patient safety.  
 
Clinicians have agreed that there is an imperative to improve the systems of 
managing referrals between the Emergency Departments and the specialities within 
the Trust. As a consequence the paper seeks to clarify the expected process with a 
number of commonly presenting clinical conditions that require assessment by 
specialities.  
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Medical Director 
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‘Rules for Referrals’ 
 

 
1. The default response to a referral should be ‘Yes’. 
 
Very few referrals are genuinely inappropriate. Sometimes speciality teams will be 
called for telephone advice, or to inform them of an episode of care; for the purpose 
of this document a “referral” is a formal request for assessment.   
 
A referral (request) for assessment from the ED should be accepted as a matter of 
routine. It is not appropriate or permitted for Junior or Speciality, Staff Grade or 
Associate Specialists (SAS) staff to refuse a referral. If they believe a referral to be 
inappropriate, they should escalate the matter to their Consultant, and arrange a 
prompt assessment. In some circumstances a Speciality consultant may wish to have 
a discussion with a senior member of ED staff. 
 
 
2. Referrals cannot be ‘handed back’. 
 
A referral from the ED is not usually a request for an opinion (should this be the case, 
it will be made clear, and directed to the Speciality Trainee or above). It is a request 
for another team to provide an assessment and take over the management of a 
patient. 
 
There are three options for a speciality team following assessment of the patient: to 
admit them, to discharge them, or to refer them to another speciality.  
 
The speciality team receiving the referral cannot ‘hand it back’ to the ED staff. If, 
after seeing the patient, the inpatient team feels they would be better managed by 
a different team, it is their responsibility to discuss the case with that team. The ED is 
not responsible for making ‘onward’ secondary referrals of this type. 
 
Should the specialty team feel admission is not warranted, they are responsible for 
arranging discharge, with appropriate support, communication to the GP, and 
follow-up as required. 
 
 
3. Referrals cannot be made conditional. 
 
The ED staff will carry out all investigations required to arrive at a provisional 
diagnosis, or, if this is not possible, to determine how the patient should be 
managed. They are not obliged to perform any tests which do not affect the 
patient’s ED management, though they may choose to do so if in the patient’s best 
interest and to help the inpatient team. Referrals may not be refused because the ED 
has not done routine (non-emergency) tests. 
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Referrals also must not be delayed subject to blood results. Blood results rarely 
affect the destination of a referral, or alter a decision to admit or discharge. It is well 
known that patients attending the ED should have their care completed within 4 
hours. The responsibility for meeting this standard is shared by everyone involved in 
the patient’s care. 
 
 
4. Disagreements must be resolved between speciality teams. 
 
In the event of a disagreement between two inpatient teams regarding which team 
should admit a patient, it is the responsibility of those teams to discuss the case with 
each other and to arrive at a solution (this may require a Consultant to Consultant 
discussion). Ideally, both teams should see the patient. It is not acceptable for both 
teams to say the patient is not their responsibility and disengage from their care. 
 
If no agreement has been reached within a reasonable timeframe ; (mindful of the 
four hour clinical standard), the senior ED doctor will make the decision regarding 
where the patient should be admitted. This decision will be binding on both teams. 
 
 
5. Referrals from GPs are not ED referrals. 
 
Patients who have been referred directly to an inpatient team, but who present via 
the ED due to lack of beds, are not under the care of the ED doctors. These patients 
have already been referred and accepted; it is not the responsibility of the ED to see, 
treat, investigate or refer them (unless they should require immediate resuscitation).  
 
In the event a patient attends with a valid referral letter addressed to a speciality 
they will be deemed to be referred to the speciality irrespective of whether the 
speciality Junior has taken a call. Such unknown referrals can be caused by patients 
attending next day or failed communications and will be monitored carefully.  
 
Any patient attending with a letter stating that a problem has been discussed with 
an appropriate speciality but the junior advised the GP to send in as an A&E patient 
will immediately be brought to the attention of the relevant speciality Consultant 
and deemed to be a valid referral to the speciality. 
 
6. Governance 
 
Following either admission, discharge or handover to another team a referral for 
assessment is considered egregiously inappropriate then it should be logged via the 
Trust’s incident reporting tool; these reports will be reviewed regularly by the 
Medical Director and Division Medical Directors with the learning fed back to the 
appropriate teams   
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First specialty of referral for common problems 
 
 

NB: the list below is only intended to be used when there is genuine uncertainty 
over which specialty should admit the patient. It does not cover the following 
situations: 

 When there is another clinical problem which is more urgent (for example, # 
pubic ramus in a patient who also has pneumonia) 

 When the patient is already known to/being investigated by a particular team 
(that team should then be the first specialty of referral) 

 
 
Problem First Specialty of Referral 

 
Fractures/limb injuries which do not 
require surgery, but patient cannot be 
safely discharged after Navigator 
involvement 

#/injury above hip – Medicine* 
#/injury below hip  - Orthopaedics  
Pubic Rami # will be typically be 
managed by Medicine unless requiring 
specialist Orthopaedic/Oncology input 

 
‘Social’ problems following Navigator 
assessment or out of hours for Navigator 
assessment next day (Frail Elderly 
Patients) 
 

Medicine 
 

Abdominal pain in women of 
childbearing age 

If pregnant – Gynaecology 
If not pregnant – General Surgery 
 

   
16 and over and remaining under the 
care of Paediatric services for a chronic 
condition 
 

Paediatrics 

Back pain without neurology or 
suspected MSCC 
 

Medicine 

Back pain with neurology except 
suspected MSCC 
 

Orthopaedics 
 

  
 


