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Clinical Standards Advisory Group.

Emergency and urgent admissions to hospital.

London: HMSO, 1995.

Emergency delays need urgent attention



R The acute care problem (historically)

2> 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

2> NCEPOD An Acute Problem 2005- patients who died

Poor management of

Airway (11%), Breathing (16%), Circulation (14%),
Monitoring (13%)

Oxygen therapy 14%

2 The most worrying domains were
ability to seek advice 30%
appreciation of clinical urgency 21%
Lack of supervision 28%






NCEPOD

2007 report

Emergency Admissions:
a journey In the right direction?
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\ Overview of findings - 1

/
9 > 34.8%

» Remediable factors in standard of care
* Not all would have affected outcome

> /.1%
Initial assessment poor or unacceptable

2 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?
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\ Overview of findings - 2

’; 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

2> 6.8%
Patients did not receive adequate observations

2007 - EMERGENCY ADMISSIONS: A JOURNEY IN THE RIGHT DIRECTION?
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\ Principal Recommendations - 1

/

0 3 Initial assessment

” Sufficient experience and seniority to implement
management plan

> Patients admitted as emergencies
Seen at earliest opportunity by Consultant
|deally within 12hrs
Not more than 24hrs

2> Documentation of first Consultant review clearly
documented Iin notes

2007 - EMERGENCY ADMISSIONS: A JOURNEY IN THE RIGHT DIRECTION?



4

\ Principal Recommendations - 2

7
”7' 2 [rainees need adequate training

Recognise critically ill
Make clinical decisions

2> 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?
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\ Principal Recommendations - 3

/

> Following assessment and treatment
” Inpatient transfer to ward appropriate to clinical condition

> EXxcessive transfers between wards should be
avoided

2 Robust systems for handover
Protocols

> Physiological monitoring plan
What to monitor
Desired parameters
Freqguency of observations

2007 - EMERGENCY ADMISSIONS: A JOURNEY IN THE RIGHT DIRECTION?
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Comparing IMPACT with

R
other courses

Q Resuscitation Council (UK)




NHS'

National Institute for
Health and Clinical Excellence

Quick reference guide

Issue date: July 2007

Acutely ill patients in hospital

Recognition of and response to acute illness in
adults in hospital




Openness and honesty
when things go wrong:
the professional duty of candour

The professional duty of candour’

General
Medical
Council

Every healthcare professional must be open and
honest with patients when something that goes
wrong with their treatment or care causes, or has the
potential to caus rm or distress. This means that
healthcare professionals must:

tell the patient (or, where appropriate, the
patient’s advocate, carer or family) when
something has gone wrong

apologise to the patient (or, where appropriate,
the patient's advocate, carer or family)

offer an appropriate remedy or support to put
matters right (if possible)

explain fully to the patient (or, where appropriate,
the patient's advocate, carer or family) the short
and long term effects of what has happened.

Healthcare professionals must also be open and
honest with their colleagues, employers and
relevant organisations, and take part in reviews

and investigations when requested. They must also
be open and honest with their regulators, raising
concerns where appropriate. They must support and
encourage each other to be open and honest, and
not stop someone from raising concerns.




The Triage Nurse

Needs to be:

* Knowledgeable

Skillful
* Educated

* Professional

Accountable




Chaotic environment

Undifferentiated patients

Access block
Shear volume
Stress

Human factors

Patient factors

“Administration sent us o new Triage
procedure. The sick or dying are first




Negligence

* “Nurses have a responsibility to behave in a
reasonable manner”







ZEMMet: Management of Suspected Scaphoid Fractores im
the ED - Evidence-based flowchart

Hizlbory compalible with possible fraciure

Examinafion confims benderness:
Anatomical srerffe-ox andfor scaphoid tubercle

Phain radicgraphs. scaphoaid views

Immoebillse in “Colles” casl or wrkst splint
(acocording o local praciice) unlil MEI
fl==]

Thurmb immobillsation = nol reguired.
(Semior medical review moy be usefd o
mxclude alfernative couses of sympioms|

l MRI scan

“Colles” casl and orffes paedic
Bl becorwie' - LI

(CT scan i MRI confra-indicated)

Disc harge:

Mo balkow-up required
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HIP - MRI







Wound infection




Swallowed Fb




Nasal Fracture
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Confidential Enquiry report
May 2014
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Severe Sepsis and Septic Shock in Adults
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\ Emergency Ultrasound
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> > Pitfalls

2 There are many pitfalls in AAA scanning, predominantly by not
assessing the patient clinically.

2> 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.

2 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/
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Transfer to a specialist vascular centre should occur within 30
minutes of diagnosis.
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A6.21 Vascular Emergencies - Venous

Objectives :
Differential diagnosis of the painful / swollen calf,
Wenous occlusion £ DWT

[ T
[ dge : more

Skills @ more
Assessment @ more

Method of Learning : more

Hit Count is
designed by Paul Gillard and Wick Bentliff

click here if you hawe any technical problems: with the page



A6.2; Vascular Emergencies - Venous

Objectives

Knowledge

Skills / Attitudes

Learning

Assessment

Oifferential diagnosis of
the painful / swollen
caff

Venous occlusion /
VT

Investigation and management of DVT
including role of nsk stratificafion, d-
dimers and ultrasound.

Proximal vein thrombosis

Focused clinical examination to
establish most likely diagnosis

LP
LT
Gl
PS

ODA
COuoDe

0C
MC

ME
FCEN
MCEM

Venous emergencies




20 year old
Painful swollen calf

Rule out Deep Vein Thrombosis

D-Dimer

pler on Monday
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Knowledpe

Skills  Attitudes

Assessment

Acute coronary
syhdromes

Understand stable and unstable angina
and myocardial infarction. (ACS)
Fathophysiology of STEMIFnon STEMI.
Fecognise ECG changes related to
ACS, including right ventricular infarct
and posteror infarct.

Indications, contraindications and
complications of thrombalysis.
Adjunctive freatments.
Indications for interentional
cardiology.

Causes of 5T elevation inthe absence
of myacardial infarction.

ranagement of leftwentricular failure
in the setting of myacardial infarction.

Management of cardiogenic shock

Phamacology of cardiac drugs.

Fecognise the need far urgent
assessment and prompt treatment with
thromboly sis when indicated.

To be able to obtain assent far
thromholysis.

To identifty and treat complications
such as arrhythmias, pulmonary
oedema and hypotension.
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Cardiac Chest Pain

Reason for this Guideline

Cardiac chest pain is probably the most frequent serious presentation to Emergency Departments in the
UK. At MRI some 3% of new attendances will be covered by this label - with final diagnoses ranging from
Acute Myocardial Infarction (AMI) requiring immediate revascularisation to musculeskeletal pain and
shingles. While the recognition of 5T elevated MI is fairly easy, The risk stratification of patients into
those with high risk chest pain (sometimes referred to as™ Acufe Coronary Syndrome or unstable angina)
who have a similar 30-doy mortality To those with AMI, and those with low and moderate risk pain is diffi-
cult. Furthermore the selection of appropriate diagnostic and management strategies also presents con-
siderable challenges. This guideline is designed to help the clinician through this process and ensures that
appropriate risk management tools, diagnostic approaches and therapeutic interventions are effected.
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Emergency Department

Cardiac Chest Pain

“atient with cardiac
chest pain Date
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Fatal mistake

prompts call
for watchdog

A JUNIOR doctors” leader has
called for a New Deal watch-
dog for Scotland after a mis-
take by an overworked house
officer ended in the death of a
patient,

Paracetamol overdose vic-
tim Margaret Barr died at
Edinburgh Infirmary
after a junior doctor misread

Roval

her dose as 24mg per litre of

blood a tenth of the actual.

[n a fatal accident inquiry
report, sheriff  Alexander
Wilkinson blamed the death on
understaftine.

Since the accident last year

the trust has taken on one more
consultant and two extra house
but Mr

officers

Mamode, deputy chairman of
the Scottish
Committee, branded the move
"too little too late”.

"Eighty per cent of juniors at
the Infirmary are still working
outside the New Deal but this

Junior Doctors

hospital is not alone.” he said.
“There are no task forces in
Scotland but unless we have an
independent body to take prob
lems about hospitals to. these
accidents will continue.”
Sherift Wilkinson criticised
the trust’s manning levels. ‘The
routine medical work of the
ward was in the hands of one

junior house officer. He was

inevitably placed under very

considerable stress.” he said




The College of Emergency Medicine

Patron: HRH The Princess Royal

7-% Breams Buildings Tel +44 (0)207 404 1999
London Fox +44 [0)207 047 1247
EC4A 1DT www.collemergencymed.ac.uk

3 September 2012

Dear Colleagues,

Paracetamol overdose: new guidance on the use of infravenous acetylcysteine

The College Clinical Effectiveness Committee (CEC) has been working closely with the
Medicines & Healthcare Products Regulatory Agency (MHRA) following a review by the
Commission on Human Medicines of the freatment of paracetameol poisoning. Professor
Simon Thomas chaired the implementation group, with input from the National Poisons
Information Service (NPIS).

The key changes from previous guidance are:

A single treatment line regardless of hepatotoxicity risk (see Annex |, below).

The duration of administration of the first dose of infravenous acetylcysteine is
increased from 15 minutes to 1 hour.

Removal of hypersensitivity as a contraindication to treatment with acetylcysteine.
Provision of weight-based dosing tables for adults and children.

A Technical Information Leaflet {TIL) which gives more detailed instructions on the
preparation of acetylcysteine infusions (see Annex |, below).




Poisoning

The trainee will be able to assess promptly a patient presenting with
deliberate or accidental poisoning, initiate urgent treatment, ensure
appropriate monitoring and recognize the importance of psychiatric
aszessment in episodes of self harm

Knowledge

Skills

Attitudes and
Behaviour

Competency
Level 1

Fecall indications for gastric
lavage, activated charcoal
and whole bowel irmigation

Define parameters used to
give clues to type of
poizoning: pupils, pulse and
respiration, blood pressure,
iemperature, glucose,

zeizure, coma, renal function,

ozmaolar and anion gap

Cutline presentation and
management of poigoning
with: paracetamal, aspirin,
opiates, alcohol,
benzodiazepines, beta
blockers, digoxin, carbon
monoxide, anti-coagulants,
fricyclics, SSRls,
amphetamines and cocaine

Fecognize importance of
accessing TOXBASE and
Mational Poisons Information
Service

Fecognize critically ill
overdose patient and
resuzsciiate az appropriate

Take a full history of event,
including collateral if
possible

Examine to determine
nature and effects of
poisoning

Commence poigon-apecific
ireatments

Crder, interpret and act on
initial investigations

approgriately: biochemistry,

arterial blood gas, glucoss,
ECG, and drug
concenirations

Ensure appropriate
monifonng in acute period
of care

Contact senior
prompthy in
event of critical
liness or
patient refusing
treatment

Fecogniss the
detailz of
paizoning event
given by patient
may be
inaccurate

Show
compassion and
patience in the
azzezsment and
management of
those who have
self-harmad







EVIDENCE-BASED FLOWCHART FOR THE
MANAGEMENT OF TRICYCLIC ANTIDEPRESSANT OVERDOSE

Patient with known or
suspected TCA

overdose "
PDL320 ,._f W
A!ﬁ

immediate
RSI?

h

Immediate RS

Benzodiazepines if prolonged
Seizures? Awvoid phenytoin
Consider need for RS|

Head down tilt
IV Fluids Hypotension?

Cardiac
IV bicarbonate arrhiythmias?




CDU/321: NEED FOR IMMEDIATE RSI (ANY YES)
Alrway compromise

lnadequate respiration (bradypnoea, hypoxia, significant hypercapnia)
GCS <8/15

[
p-|
C
(v
[
'
C
'

CDU/322: DISPOSITION RISK ASSESSMENT
(HIGH IF ANY H, LOW IF ALL L AND NO H, OTHERWISE MODERATE)

Persistent hypotension or inotrope/vasopressor support reguired

Alert (GCS 15/15)

Normal ECG (including QRS width <0.10s and no right axis deviation
-




Public Health
England

4

See over for notes on boxes 1-4
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Pitfall

Exclusion of cardiac ischaemia based on reproducible
chest wall tenderness

KEY FACT

7% of patient with acute MI or unstable angina had
their pain partially or fully reproduced on chest wall
palpation.



" Troponin T
at 12h +
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Risk Stratification

Chest pain

Prior Exercise test



9 year old child with chest pain attends Emergency
department.
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Watch us at www.thinkFAST.org.uk

Chest

Heart If you see these signs
stroke ; call 999 FAST.

Scotland

gistered Charity No. SC018761



Filepath: Gary Ford H:\ROSIER Scale v1.5.doc



%W Royal College
% of Physicians

National clinical
guideline for stroke

Prepared by the Intercollegiate
Stroke Working Party

Fourth edition 2012
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The reassurance from the fact that Child B's
temperature fell after paracetamol was given,
was also misplaced.

What happened next

At our recommendation, the Trust apologised
to Child B's family, paid them compensation
and explained how they would prevent a repeat
of their failings. Specific measures put in place
by the Trust include developing a paediatric
early warning score system, and preparing local
clinical guidelines on the clinical management
of children with fever. We also recommended
that the registrar reflected on our findings and
worked with her local clinical tutor to agree and
implement a plan to address the specific failings
in her care of Child B.

The hospital has since admitted breaches in the
duty of care provided to Child B.

‘Now we are left with the
unbearable pain of losing her.
Our home is too quiet, empty,
and our happy lives together
have been shattered.

The family of Child B

Time to act - Severe sepsis: rapid diagnosis and treatment saves lives







Appendix 3 - Evidence from the
College of Emergency Medicine
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Cauda equina
syndrome



Box 1.What is Cauda
Equina Syndrome?

CES is a collection of signs and symptoms
resulting from compression of the bundle

of nerve roots emerging from the end of the
spinal cord below the 1* lumbar vertebra.
The classic syndrome is characterised by
severe LBP with bilateral sciatica associated
with saddle anaesthesia, urinary retention
and bowel dysfunction.

Causes of CES

* Traumatic injury

* Herniated intervertebral disc

« Secondary to surgery, spinal or epidural
anaesthesia, spinal manipulation

* Tumours

« Infections

* Vascular problems

« Spina bifida

« Spinal stenosis

« Late-stage ankylosing spondylitis.

Box 2. Red flags

Severe low back pain with
bilateral or unilateral sciatica

Bladder or bowel dysfunction

Anaesthesia or paresthesia in perineal
region or buttocks

Significant lower limb weakness

Gait disturbances

Sexual dysfunction

Continued from page 11

Box 3.Types of onset

The onset of CES can be either acute or
chronic. These are characterised by:

Group I (30% of patients"):

Acute onset of severe back pain, sciatica,
urinary disturbances, motor weakness in the
lower extremities and saddle anaesthesia or
hypoesthesia in patient with no previous
history of LBP.*

Group IT (70% of patients”):
More insidious onset ‘characterised by
recurrent episodes of backache over periods

ranging from a few weeks to years and then

the gradual onset of sciatica and motor and
sensory loss, with bowel and bladder
dysfunction developing over time intervals
that range from a few days to several
weeks.®

Box 4. Four vital questions to ask patients

presenting with LBP

‘Have you noticed any numbness or strange
sensations around your buttocks or between
your legs? For example, does the toilet paper
feel normal when you wipe your bottom?’

‘Has your bladder been working normally?

Can you tell when it’s full? Have you had any
loss of control (accidents), or difficulty
passing urine? Or have you felt that you want

to go all the time?’

‘Have you experienced any unusual problems
with your bowels lately?’

‘Have you noticed any changes in sexual
function, like loss of feeling in your genitals
or not being able to get an erection or

ejaculate?’

The questions and the patient’s response
should be clearly documented in the medical
record. This is necessary, not only from a
medico-legal viewpoint, but because it will
assist practitioners in recognising changes
when neurological symptoms emerge
progressively.







Questions
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