


Emergency Medicine in the UK - What is 
emergency medicine? 
 

 
Emergency Medicine was defined by the International Federation for 
Emergency Medicine in 1991 as: 
  

 
“A field of practice based on the knowledge and skills required 
for the prevention, diagnosis and management of acute and 
urgent aspects of illness and injury affecting patients of all age 
groups with a full spectrum of undifferentiated physical and 
behavioural disorders. It further encompasses an 
understanding of the development of pre-hospital and in-
hospital emergency medical systems and the skills necessary 
for this development." 

http://www.collemergencymed.ac.uk/photos/EICEM_logo_small.jpg


Emergency Medicine Key 
Facts 

 •1 in 1000 with major trauma 

•1 in 100 with acute life-threatening illness (75% acute medical) 

•1 in  7 are admitted as an in-patient 

•1 in 700 dies in the Emergency Department 

•1 in 4 is a child 

•9 in 10 attended without first seeing GP 

•1 in 4 do not require the facilities of an Emergency Department 

 

 





 

 Clinical Standards Advisory Group.  
 
 Emergency and urgent admissions to hospital. 
 
 London: HMSO, 1995.  
 

Emergency delays need urgent attention  
 
Nearly one in five patients needing emergency treatment in British hospitals 
experience a delay in admission, says a report from the Clinical Standards 
Advisory Group published last week.  
In just over 40% of cases the delay was due to a lack of beds, but in one in six 
cases it was due to no doctors being available. 



 McQuillan P BMJ 1998      
Causes of suboptimal care prior to ICU were 
 failure of organisation / lack of knowledge 
 failure to appreciate clinical urgency 
 lack of supervision / failure to seek advice 

 
 NCEPOD An Acute Problem 2005- patients who died 

 Poor management of   
 Airway (11%), Breathing (16%), Circulation (14%), 

Monitoring (13%) 
 Oxygen therapy 14%  

 
 The most worrying domains were  

 ability to seek advice 30%  
 appreciation of clinical urgency 21%  
 Lack of supervision 28% 

The acute care problem (historically)  



The Clinical Standards Advisory Group, 
an independent expert body set up to advise 
the government on standards of clinical care, 
found that hospitals that admitted most of 
their emergency patients within two hours 
had a lower mortality at 28 days.  
 



a journey in the right direction? 
Emergency Admissions:         

2007 report 



2007 - Emergency Admissions:  a journey in the right direction? 

Overview of findings - 1 
 34.8% 
 Remediable factors in standard of care 

• Not all would have affected outcome 

 
 7.1% 
 Initial assessment poor or unacceptable 

 
 15.1% 
 Admitting units without 24/7 radiology provision 
 4.8% patients reviewed delay in obtaining results 



2007 - Emergency Admissions:  a journey in the right direction? 

Overview of findings - 2 
 68.8% 
 Consultants with other duties when on-take 
 21.2% undertaking more than three duties 

 12.4% 
 No documentary evidence of review by Consultant 
 50% unable to determine time to first review 
 Where recorded 40% not seen within 12hrs 

 6.8% 
 Patients did not receive adequate observations 



2007 - Emergency Admissions:  a journey in the right direction? 

Principal Recommendations - 1 

 Initial assessment 
 Sufficient experience and seniority to implement 

management plan 

 
 Patients admitted as emergencies 

 Seen at earliest opportunity by Consultant 
 Ideally within 12hrs 
 Not more than 24hrs 

 
 Documentation of first Consultant review clearly 

documented in notes 



2007 - Emergency Admissions:  a journey in the right direction? 

Principal Recommendations - 2 

Trainees need adequate training  
 Recognise critically ill 
 Make clinical decisions  

 
 Consultant job plans 

 When on-take, should be available to deal with emergency 
admissions without undue delay 

 When on-take, should be limitation of other duties 
 

 Radiology 
 24/7 access including CT 
 Immediate reporting 



2007 - Emergency Admissions:  a journey in the right direction? 

Principal Recommendations - 3 
 Following assessment and treatment 

 Inpatient transfer to ward appropriate to clinical condition 
 

 Excessive transfers between wards should be 
avoided  
 

 Robust systems for handover 
 Protocols 

 
 Physiological monitoring plan 

 What to monitor 
 Desired parameters 
 Frequency of observations 



What about  



Comparing IMPACT with 
other courses 

ALS 

ALERT / AIM 

CCrISP 

ILS 

















 



 



 



HIP 

 



HIP - MRI 

 



Glass fb 

 



Wound infection 

 



Swallowed Fb 

 



Nasal Fracture 

 



Eye 

 



















Emergency Ultrasound  
 



Ultrasound: Skills of carrying out 
Abdominal Aortic Aneurysm Assessment 
(AAA) 
 
 
Red Flags  
   
 
Acute onset of pain which awakens the patient from sleep 
   
 
Pain that is continuous or steadily worsening 
   
 
Pain radiating into the back 
   
 
Shock 



Ultrasound: Skills of carrying out 
Abdominal Aortic Aneurysm 
Assessment (AAA) 
  
 Pitfalls 

 
 There are many pitfalls in AAA scanning, predominantly by not 

assessing the patient clinically. 
 Be wary of diagnosing ‘renal colic’ or musculoskeletal back pain in any 

patient over 60 years of age without first excluding AAA. Any patient, 
presenting with renal colic in this age group, should have an ultrasound 
scan to ensure that the aorta is non-aneurysmal. 

 Do not exclude an AAA unless the whole abdominal aorta and proximal 
iliac arteries have been visualised. 

 At all times think about the history and context, and ensure you are 

attempting to answer a legitimate question. 
 

http://www.rcemlearning.co.uk/modules/ultrasound-skills-of-carrying-out-abdominal-aortic-aneurysm-assessment-aaa/
http://www.rcemlearning.co.uk/modules/ultrasound-skills-of-carrying-out-abdominal-aortic-aneurysm-assessment-aaa/
http://www.rcemlearning.co.uk/modules/ultrasound-skills-of-carrying-out-abdominal-aortic-aneurysm-assessment-aaa/


Transfer  to  a  specialist  vascular  centre  should  occur  within  30
  minutes  of  diagnosis.  



Summary  of  recommendations  rAAA 
 
 
A  clinical  diagnosis  of  ruptured  abdominal  aortic  aneurysm 
 (rAAA)  should  be  considered:     
 
In  patients  over  the  age  of  50  years  presenting  with  abdo
minal/back  pain  AND  hypotension   
  
In  patients  with  a  known  AAA  and  symptoms  of  either  abd
ominal/back  pain  OR   hypotension/collapse     
  
In  patients  where  an  alternative  diagnosis  is  considered  m
ore  likely  on  clinical  grounds,  rAAA   still  must  be  excluded
,  with  radiological  confirmation  made  prior  to  referral.     Lev
el  3,  strong  recommendation  



Management  rAAA 
 
 
Emergency  management  of  rAAA  in  a  hospital  without  a  spe
cialist  vascular  centre  has  six  steps.   
 
Diagnosis    
 
Assessment  of  suitability  for  transfer      
 
Referral  to  a  vascular  specialist    
 
Monitoring  and  treatment  in  the  emergency  department      
 
Transfer  to  the  vascular  specialist    
 
Further  management  by  the  vascular  specialist  (repair  and  s
ubsequent  inpatient  care).  





2007 - Emergency Admissions:  a journey in the right direction? 























































Care failings seem to occur mainly in the first few hours 
when rapid diagnosis and simple treatment can be 
critical to the chances of survival. 
 
 
The shortcomings identified cover both the delivery of 
clinical care and the way it is organised. 

TIME TO ACT –Severe sepsis: rapid diagnosis and 
treatment saves lives 

























Questions 
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