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Winter all year round in the emergency department
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Protecting patient safety is the top priority Sy — R ‘



Not enough acute beds in the system
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Taj Hassan @RCEMpresident - Mar 13 W
Many thanks to @MyiED at St James @LTHTrust Today. We came onto 10hr wait
2c clinician with ED &systemn recurrently struggling at 50%:+ dhrperf. All

complications of crowding present. All managed brilliantly by a great
team.Thank you all forbeing fantastic! Ps no cases of flu!

By < -
So then u get asked-what’s it like
incrowded ED?7My best way 2describe
to saythat it is an assault on your
senses, your clinical skill set & most imp
your values! All are compromised!
Mental energy burns, frustration grows,

dignity ebbs away- get the ideal!
@RCollEM #RCEMsolutions
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Taj Hassan @RCEMpresident - Mar 14 "
Finally - it is relentless no doubt at present. But we are a strong strong specialty

with excellent leaders & teams in ED. We will get through this. | promisa you

ERCcollEM is working hard with all players to find tangible solutions to make
things better. We will get there!!
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Delivering ambulatory care in the ED -
a 'virtual Clinical Decision Unit’ concept

— 2DV assessment

Diagnostics
Therapy
Observation




Finding the target population for ambulatory
assessment and management

Critically ill or
Injured — ITU care

Clinically unstable - likely
acute severe illness/injury
(LOS >4days) — specialty
care

Clinically stable -
Moderate / high risk of
significant illness. (LOS
1-4 days) —specialty care /
Acute Medicine / surgery

- Clinically stable -
Increasing use possible occult illness /injury
of resources with likelihood of early

discharge ( 6-24hrs)
— Obs Med (CDU or ED
ambulatory care.




Delivering ambulatory care on the CDU
Key pathways

Chest pain - ?ACS

Chest pain - ?PE

Renal colic

Abdominal pain _

Conscious sedation
Post MUA

TIA Low risk GI bleed

Collapse with probable “first fit’

S — Pneumothorax
Acute headache -
Excl SAH w




Outcomes — CDUs in Leeds

Number of patients assessed in the 2 CDUs
(18 +11 beds - April 2001 to March 2010

:85,350 patients ( approx 14% of
emergency admissions to LTH )

Number of patients Median age (range) :
requiring admission 59 (18 - 98)

to an in-hospital
bed: 7665 (9%) !

Overall median LOS :
13.1 hrs (5-38 hrs)




Mapping ambulatory pathways

Condition X

Governance &
safety

Initial contact & assessment
( GP, ED self referral, GP to ED or AcMed

Secondary contact
Assessment — EB risk stratification or general
assessment

Tailored informatics Diagnostics - EvidBase?, location, access, type,

reporting, turnaround time, QA

Management pathway
EB?, ED ambulatory, ED/CDU ambulatory,
AcMed ambulatory, OPD, inhospital admit,

Robust QI Io.cation, access, type,
systems reporting, turnaround time, QA

Governance & safety systems



Recognising ‘value for money’ for short stay admissions &
ambulatory care — Same Day Emergency Care Tariff development

DH guidance for the PbR Business Rules and National Tariff for
2009-2010

Tight process mapping of
how you code & QA

Review at regular
intervals & calibrate

to minimise

missing out on funding!

| 3



Judgement



Evolution and experience

* Accident and Emergency Services (The Platt Report) Standing Medical
Advisory Committee CHSC. London 1962

* The holding area :a new arm of the ED. Tabenhaus et al, JACEP 1972:1;15-19

* The observation holding area :a prospective study. Bozien WF. JACEP 1979;8:
508-512

* An evaluation of the functions of a short stay observation ward in the A&E
department.

Dallos V, Mouzas G. BM| 1981
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Observation Medicine in the ED

The Healthcare System's Tincture of Time

Louis G. Graff et al
American College of Emergency Medicine 2004
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assurance

Domain
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Chart G3 - Clinical quality indicators being used to commission urgent & emergency care —by %
of responses (England only)

Quality matters....
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82 EDs in England responded fo this question



Competency defined as :

Implies integration of knowledge, skills, judgement and attitudes.
Context specific

Linked to professional roles

Linked to process and outcome

* Require experience of and reflection on professional practice.
 Applies at any level of experience.

* Ongoing competence development needed due to changes in practice

Marjan Govaerts
Med Educ 2008
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Teaching clinical judgment and decision making in a
dynamic ED setting.

eDecision support,
Expert systems,
Neural nets

Psychomotor
Cognitive
Designing safe Judgment in
ED systems . . . .
clinical decision
making
Training &
evaluation

Deliberate practice

Emotional intelligence

Attitudinal

Guidelines,
Protocols,

Care pathways
SOPs

Professional
& neurolinguistic

skills

Experiential learning

Metacognition,
reasoning strategies
& calibration




Leadership
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Ambulatory Care: Inpatient care

= The chart opposite shows the Percentage of AEC attendances admitted to inpatient care (2016/17) (%)
percentage of attendances in an
ambulatory care unit that converted to an 0 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90

The mean number reported was 26%,
which is in line with the overall A&E
conversion rate. Around one quarter of
AEC sites demonstrated conversion
rates of less than 10%.

Reduce variation

NHS

Benchmarking Network

26



Workforce planning

FY1/2

EM CT1-3

Clin Devopm Fellows

MTI

Adv Care Practitioners

Phy Associates

Consultant EM

with“depth & breadth”
delivery models of 1-4 Cons
on shift - depending upon
demand

ENPs

SAS

GP CT1-3s

ATTRACT

—>

RECRUIT

1

RETAIN




The College of Emergency Medicine

JAMA Internal Medicine

Formerly Archives of Intermal Medicine
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Stretched to the limit

A survey of Emergency Medicine consultants in the UK
<Pravious Article  Next Article =

October 8, 2012, Vol 172, No. 18 »

Em ergency Medicine JOU rnal Original Investigation | Oct8, 2012

An international peer-reviewed journal for health professionals and researchers in emergency medicine Burnout and SatiSfaction With worleife Balance
Online First Current issue Archive About the journal Submit a . ,
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Home = Online First = Article POPU|ation m

Emerg Med J doi:10.1136/emermed-2015-204752

Tait . Shanafelt, MD: Sanja Boane, MD:; Litien Tan, PhD; Latte N. Dyrbye, MD, MHPE; Wayne Sotile, PhD; Daniel
Commentary Satels, BS; Calin P. West, MD, PhD: Jeff Sloan, PhD; Michagl R. Oreskovich, MD

Averting compassion fatigue and burnout. Who [+] Author Affliations
should help us conquer our demons?
Atch Intern Med. 2012:172(18):1377-1385. doi10.1001/archintemmed.2012.3199, TeiSze A A A
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The following table shows adifional funcling given fo the Nafional Health Service for vinter

and seasonal reslience between 2011-12 and 201413 I nfl u e n c I n g

fear  Addiional Funding Dafe

200112 8300 millon (winter reslence]  January 2012 L.‘ F'
| | -g F

,I
I213 £330 millon (winter resilence|  September 2012 {

21314 £400 millon {winter reslience]  November 2013

N1415 5700 millon {winfer reslience|  Start of the financial yecr ﬁ

Budget 2018: Repairs bill for crumbling NHS hospitals
hits £3bn amid backlash against Chancellor's spending
plans

21516 3400 milon (seasonal reslience  Stor of he Tinancial yecr

21617 400 millon (secsoncl reslience) - tartof fhe fmancial year



Improving safety in the
Emergency Department
this winter

RCEM Winterplanning
System leadership

Emergency
Departments * Exit block is the
d: major concern
L » Many patients
. Hig':;?#clify Emergency Icée rr:iageriving
ggperience Department in Me?d\'cige' care
* Adequate staffing the Red Zone * Hospital four-hour
. emergency
* Wider system care system
engagement performance
* Excellent system is <85%
leadership
Priorities:
. Maintaining
safety, time-
critical care
[based on
clinical acuity)
and dignity for
all patients
2. Supporting
system
performance
[adequate
staffing and * Hospital four-hour
acute bed Emergenc‘/_ emergency
capacity for Department in care system
system flow] the Green Zone Ei’g‘;;“"”ce

. Ensuring training
is always
supported

Quality checklist for
Hospital Boards and
Executive Teams

How will you maintain safety,
quality and dignity for patients
in your crowded Emergency
Department this winter?

What are your plans for safe
staffing in your Emergency
Department this winter in order
to cope with demand?

What are your plans for safe
staffing of assessment and
escalation areas, medical wards
and for ‘outliers'2

Does your hospital and system
respond to demand in the
evenings, at weekends and over
holiday periods?

Is the wider system engaged
to support achievement of
the four-hour emergency care
standard?

Is safety and performance
against the four-hour standard at
the highest level on your hospital
risk register if your ED is in the
Amber or Red Zone?

How will you value staff and
maintain morale during periods
of sustained pressure?




Mapping ambulatory pathways

Condition X

Governance &
safety

Initial contact & assessment
( GP, ED self referral, GP to ED or AcMed

Secondary contact
Assessment — EB risk stratification or general
assessment

Tailored informatics Diagnostics - EvidBase?, location, access, type,

reporting, turnaround time, QA

Management pathway
EB?, ED ambulatory, ED/CDU ambulatory,
AcMed ambulatory, OPD, inhospital admit,

Robust QI Io.cation, access, type,
systems reporting, turnaround time, QA

Governance & safety systems



!'

““Action without vision
is only passing time,
vision without action
is merely day dreaming,

but vision with action
can change the world.”

- Nelson Mandela




