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Introduction

The aim of the College of Emergency Medicine is to ensure the delivery of patient
care of consistent high quality and safety. This is a challenging agenda for alll
involved in providing such care but the importance of Emergency Medicine to the
public is paramount and we must deliver.

The provision of high quality emergency care is one of the tenets of any healthcare
service. The pace of change in Emergency Medicine is impressive. The College of
Emergency Medicine will continue to strive to ensure that the public receive the
care which they both expect and deserve.

This document replaces the previous guidance we issued known as ‘The Way
Ahead'’. This guidance is for clinicians, managers and commissioners involved in the
delivery of Emergency Medicine in the UK and the Republic of Ireland. The public
may also find the document of interest.

As the pace of change is brisk we will continually refresh this guidance as the service
develops. The workforce section for example will change significantly as a result of
the forthcoming report from the Emergency Medicine Workforce Task Group
involving representatives from the College, the Department of Health, Centre of
Workforce Intelligence, RCN and others.

A summary of the key principles will be available shortly.

John Heyworth
Mike Clancy

Gordon Miles
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Executive Summary

The provision of high quality emergency care should be a fundamental component
of the National Health Service (NHS). Almost 20 million new patients attend
Emergency Departments in England each year. This number is rising by 5-7% per
annum. There is a concomitant increase in the acuity of the case mix. We believe
similar pressure is seen in Wales, Scotland, Northern Ireland and the Republic of
Ireland.

The Emergency Department (ED) is a unique venue at which patients are
guaranteed access to emergency care 24 hours a day, 7 days a week. For the
general public the Emergency Department is the “shop window" of the NHS; in
consequence it should be supported to provide the level of care which the public
both expect and deserve.

The development of Emergency Medicine (EM) in the United Kingdom has been
hindered by a decade of attempts to reduce the number of Emergency
Department attendances. These have been imposed without evidence of benefit,
have wasted resources and failed in their objectives.

The College of Emergency Medicine is committed to ensuring that all patients who
attend the Emergency Department receive prompt, high quality and safe
emergency care.

The College urges a paradigm shift in which emergency care is provided by more
senior clinicians throughout the 24 hour period. As a matter of urgency the
Emergency Department workforce must be re-configured to reflect both the
numbers and acuity of patients presenting to the Emergency Department.

The College urges all health care planners and commissioners to prioritise
emergency care at national and local level.

The College of Emergency Medicine recommends that every Emergency
Department should have a minimum of 10 whole time equivalent Consultants in
Emergency Medicine. This would allow a consultant to be present to supervise care
for a minimum of 14 hours a day.

The College of Emergency Medicine is committed to developing a model of
consultant care that benefits all patients and provides a sustainable and rewarding
career to enable the specialty to attract the highest calibre practitioners.

Consultant expansion as well as delivering an improved patient experience also
provides opportunities for protected time to ensure optimal training is provided. Our
proposals for consultant expansion aim to provide a sustainable career model for
Emergency Medicine encouraging doctors to the specialty and retaining expertise
at the point of care.

The Emergency Department workforce should be both multidisciplinary and
infegrated. The Emergency Department provides a unique and superb fraining
environment for all doctors. The College of Emergency Medicine recommends that
all junior doctor training programmes allocate specific time to Emergency Medicine.
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The College of Emergency Medicine welcomes the new Quality Indicators (Qls) and
views them as a catalyst for sustained improvements in emergency care. They
should be regarded as tools to improve quality and safety of care and not as
targets.

The College of Emergency Medicine recommends the following model of care with
the aim of delivering guaranteed access to a comprehensive high quality service
24/7, and one in which all the Qls could be realised:

e Patient responsive access to Primary Care expertise, both in hours and out of
hours

e A co-located Emergency Department and Primary Care facility tailored to
local demand, based on evidence and agreement between the Emergency
Medicine clinicians and colleagues in Primary Care

e Triage and Streaming of all attendances by Emergency Medicine clinicians
based on clinical need alone.

Emergency Medicine in the UK and Ireland aspires to stand comparison with
Emergency Medicine models throughout the world. However, this unique potential
has only been partially realised and emergency care requires absolute prioritisation
within the forthcoming commissioning agenda to ensure that ED patients are
provided with the care and expertise which they expect and deserve.

The key aspects of modern Emergency Medicine practice may be summarised as
follows:

e Early involvement of senior Emergency Medicine clinicians
e Rapid expert early assessment
e Prompt commencement of time critical interventions

e Unrestricted access to imaging (CT, Ultrasound, Plain radiography) by
Emergency Medicine doctors to allow immediate diagnosis of life threatening
conditions

e Expertise in relevant critical care skills in collaboration with colleagues from
anaesthesia and intensive care

e The extended presence of Emergency Medicine consultants providing
leadership and supervision

e Development of Clinical Decision Units (CDUs)as a core component of
Emergency Department activity providing protocol-driven periods of
investigation, observation and review for patients who would otherwise be
admitted to scarce and expensive hospital beds or discharged, potentially
unsafely.

Emergency Medicine in the UK has made great strides in the past 20 years, but

further work is required as a matter of urgency to ensure provision of a consistent
high quality service.
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Current demands on Emergency Departments
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A large increase in workload (numbers and acuity) has occurred in the last 6 years.
Due to inadequate IT systems and the consequent incomplete and poor quality
data, we do not know why this increase has occurred. Many factors may be
responsible:

V

Social factors such as increased mobility, increasing expectations regarding
level of access and level of service have tended to encourage ED visits over
GP attendances, particularly out of hours (OOH)

Demographic factors such as an increase in the proportion of elderly persons
has increased the complexity of cases presenting to the Emergency
Department

Resource reconfiguration such as the restructuring of GP OOH care, and
reduced inpatient beds have cumulatively led to a reduction in OOH and in
patient capacity with only the emergency department available to many
who require urgent care

Technical advances have allowed rapid diagnosis and turnaround within the
Emergency Department of patients with conditions that would have
historically required hospital admission e.g. chest pain, thromboembolism,
cellulitis.
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Defining the Core Emergency Medicine Service

The objective of the College of Emergency Medicine (the College) is to ensure the
highest standards of emergency care 24 hours a day for patients of all ages with
acute iliness and injury. The resources needed to deliver the core service are listed
below. The College believes that these should be in place in all Emergency
Departments (EDs):

* The presence of a doctor frained and experienced in EM 24 hours a day (ST4
or above)

* Up-to-date facilities for resuscitation, emergency care and ambulatory care
e 24/7 access to x-rays, ultrasound and computed tomography (CT)

e Timely support from inpatient teams and efficient procedures for admission to
hospital

* A Clinical Decision Unit (CDU) / observation ward

* Anup-to-date information technology (IT) and records system linked to
hospital and community care records

¢ Educational and administrative space within the department.

Definition of a core service

Emergency Physicians (EPs) are specialists in the initial assessment and management
of the full range of emergency and urgent conditions in patients of all ages. Core
elements of EM practice include:

* Resuscitation of patients with life-threatening illness or injury

* The assessment and early freatment of patients with sudden serious illness or
injury, including those who self-present

*  The management of patients requiring a short period of programmed
investigations and observation to ensure safe discharge of patients with
symptoms that might suggest serious disease and avoid unnecessary hospital
admissions

* Strong influence in the planning, delivery and management of the
emergency care system

* Contingency planning to cope with major incidents or periods of huge or
fluctuating demand (such as a flu pandemic)

* Teaching and training doctors and other staff in the care and assessment of
the ill and injured patient.

Workforce

Emergency Medicine has been at the leading edge of the development of
multidisciplinary working and there is a stfrong team ethos in EDs. EDs function best
with strong medical and nursing leadership.

The care of seriously ill patients and dealing with difficult diagnostic problems are not
roles for the unsupervised junior tfrainee doctor.
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Workforce planning both locally and nationally must ensure the presence of doctors
of adequate seniority, training and experience (the equivalent of UK specialty
training ST4 or above) to provide clinical decision making throughout the 24 hour
period.

The ultimate aim is to have senior ED doctor advice and review for all patients
aftending the ED. Until there are enough Emergency Physicians (EPs) in post to
achieve this standard, consultant review should apply to the following high-risk
patient groups prior to discharge from the ED: adults with non-traumatic chest pain,
febrile children under 12 months and unplanned returns within 72 hours , as stated in
the current Quality Indicators. In time we hope to extend this further to include those
patients presenting with acute headache, chest pain or abdominal pain, ill or
injured children under the age of five and unscheduled return attendances. EDs are
encouraged to adopt consultant review for these conditions if possible or use the
importance of EM consultant input for these high risk patients as a driver for
consultant expansion.

Facilities and equipment

As a minimum standard, the footprint and design of the ED should comply with
national standards. In the UK this is the Hospital Building Note HBN22 (many modern
departments will exceed this standard) and the College recommends that this
document be updated urgently to reflect modern ED practice. In the Republic of
Ireland see Standards for Emergency Department Design and Specification for
Ireland, 2007 .

The Emergency Department should ensure adequate space for all members of the
ED team, patients and their carers; and provide safety, confidentiality, privacy and
dignity. Infection control is a sine qua non of safe practice and is equally important
in the ED as elsewhere in the hospital; this mandates the provision of adequate
cubicles, areas for isolation of patients who are an infection risk as well as those
more susceptible to acquiring infection.

There should be separate areas within the ED for children, both whilst waiting and
during freatment. Acutely disturbed patients need specific facilities. There should be
a quiet area for the care of bereaved relatives.

Up-to-date resuscitation equipment is essential, with monitoring facilities allowing
portable and central monitoring. Where possible, monitoring and diagnostic data
collected electronically should be transferred to the electronic patient record.

Core facilities
Every ED should have the following estate:

* Resuscitation area

e Trolley area(s)

e  Ambulatory care area

* Reception and waiting area

* Dedicated children’s facilities

* Rapid assessment and treatment area
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e CDU/observation ward
e Educational space
» Offices and secretarial space.

Details of the numbers of rooms can be found in relevant national documents. The
College intends to work with the Department of Health to review the current
national standards to ensure that they meet the needs of modern EDs, especially for
resuscitation and trolley areas, to ensure these standards reflect the increasing
numbers of seriously ill patients attending the ED.

Diagnostics

There is abundant evidence that the safe delivery of care bundles and pathways
requires timely access to investigations. The risks of misdiagnosis of some conditions
are too high to be left to clinical assessment alone. Early access to diagnostic tests
can also prevent unnecessary hospital admission.

Pathology

As a minimum, point of care testing in the ED should be available to provide results
for:

* Arterial blood gases

e Haemoglobin

e FElectrolytes

e Urinalysis and pregnancy testing
e Glucose

* Lactate.

The ED should agree with the admitting teams the relevant investigations required
for the maijority of presentations. This will optimise the early ordering of such
investigations and minimise unnecessary or delayed requests.

There should be a reliable method of rapid fransport of pathology samples. These
must be prioritised by the pathology department as all of these will be urgent
requests. Most results should be available within one hour. A robust and
accountable system of results acknowledgment must be in place.

Diagnostic imaging

To function effectively the ED must have a range of diagnostic imaging capabilities
available. These include the following:

Radiographs

The ED must have access to plain radiography 24 hours a day. The images should be
available on a digital PACS system for review in the ED and by colleagues in other
clinical areas within the hospital, for example intensive care and the trauma and
orthopaedic departments. All radiographs must be reviewed by a
radiologist/radiographer. Immediate, ‘hot’ reporting is ideal but as a minimum all
reports should be available for review within 48 hours.
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Ultrasound

Ultrasound is now established as a fundamental component of the assessment of the
acutely ill and injured patient in the ED. Every resuscitation room should have an
ultrasound machine.

Emergency Medicine frainees now undergo training in ultrasound as part of their
curriculum-based training.

ED clinicians are expected to provide diagnostic ultrasound in the following
situations:

* Focused assessment with sonography for frauma (FAST) scan
e Abdominal aortic aneurysm (AAA) diagnosis
* Cenftral venous access as required by national guidelines.

In many departments the scope of ultrasound diagnosis has extended to a visual
assessment of cardiac function.

In some areas, ultrasound services may be provided by radiology. If this is the case,
systems must be in place to ensure a timely 24/7 service. More information on the
use of ultrasound technology and the required training follow later in this document.

Computed Tomography (CT)

The use of CT provides early, prompt and detailed assessment of patients with
neurological, thoracic and abdomino-pelvic pathologies. The College recommends
that a CT scanner should be available within orimmediately adjacent to the ED. This
facility should be available 24 hours a day. Protocols should be agreed with
colleagues in radiology regarding the referral process for CTs for head injury, stroke,
pulmonary embolus, major frauma and abdominal pain. Such CTs should be
reported immediately.

Magnetic Resonance Imaging (MRI)

Access must be available for urgent MRI 24 hours a day for those conditions where
immediate surgical intervention may be necessary (for example, spinal cord
compression). This may be in another unit, but systems should be in place for timely
referral and transfer.

Less urgently, MRI of the extremities will provide prompt and detailed assessment of
injuries where previously repeat radiographs and clinical assessment was
unavoidable. These conditions would include wrist injuries with possible scaphoid
fractures, and knee injuries.

Inpatient support to the Emergency Department

To function effectively the ED must have a range of inpatient support capabilities
available. These include the following:
Access to inpatient beds

Patients waiting on trolleys for prolonged periods due to a lack of inpatient beds
represents sub-optimal patient care. This is an international problem with evidence
that patients with prolonged ‘trolley times’ have an increased length of stay in

@ www.collemergencymed.ac.uk 11



hospital and in some cases increased mortality and morbidity. The lodging of large
numbers of patients on trolleys awaiting admission (access block) compromises the
ability of the ED to treat other patients and substantially adds to distress of all
patients, carers and staff.

There has been a marked improvement in England with a ‘whole systems’ approach
to this problem. It is essential to appreciate that the actions of in-patient teams are a
key determinant of patient flow through the ED.

However, some parts of the British Isles still have major difficulties and there are
concerns about this issue. In the Republic of Ireland, there is no meaningful
performance standard for ED trolley waits.

A sustainable system to eliminate ED trolley waits arising from hospital bed shortages
would require average bed occupancy of 85%. Realistically, the financial agenda in
most acute Trusts will not allow such unused capacity. Nevertheless all acute
hospitals should have sufficient capacity to ensure patient flow is maintained.

Supporting specialties

The College view is that an ED must have 24/7 support services from Acute
Medicine, Intensive Care/Anaesthesia, diagnostic imaging and laboratory services,
including blood bank.

The supporting specialties required on site to support an ED have been extensively
reviewed in previous documents. It remains the view of the College that the
required support for an ED is provided by the ‘seven key specialties’- Critical Care,
Acute Medicine, Imaging, Laboratory Services, Paediatrics, Orthopaedics and
General Surgery. However, inpatient teams may not be able to sustain full 24/7
services on all current sites. There is a balance between centralising or rationalising
some services with the consequent risk of patient deterioration en route and the
economic cost and reduced expertise of maintaining numerous smaller unifts.

Preferably Paediatrics, General Surgery and Orthopaedics should be onsite. If they
are not, then robust and safe pathways should be in place for the management of
severe illness or injury in these groups. This may mean ambulances bypassing the
nearest ED or clear procedures for rapid stabilisation and summoning retrieval teams
if there is a long journey to the nearest appropriate facility.

Where key support services such as Orthopaedics, General Surgery or Paediatrics
are not on site, then the need for more senior EPs to assess, stabilise and treat
patients prior to discharge or transfer is self-evident. There must also be clear
procedures and protocols for dealing with common problems, for example, acute
abdominal pain and the pyrexial child.

Psychiatric patients are in general poorly served in terms of out of hours provision
and often present by default rather than by design to the ED. There should be clear
arrangements for timely support from psychiatric services.

Facilities for transfer

There should be clear guidelines for whenever referral and transfer of a patient to
another hospital is required. These should be agreed by both the receiving and
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transferring hospitals. These should cover the information required for referral,
documentation, tfreatment prior to tfransfer, equipment and escorting staff.

Information technology (IT)

EM is an information intensive discipline. There is a substantial need to continually
gather, integrate, analyse and act on information whether in the clinical
environment or in the management and development of services. Such systems
should be ED-specific and developed to comply with national standards as it is
essential to share information with other health and social care providers. The IT
system should provide:

* Rapid registration

* Electronic access to previous clinical records including ECGs and
clinic/hospital discharge letters

* Documentation of all clinical activity including direct supervision and advice
by senior ED doctors

* Direct access to ED clinical guidelines

e Electronic ordering of pathology and diagnostic imaging and access to
results

* Results acknowledgement

e Presentation specific pro-forma

*  Prompts to comply with coding requirements include:
o tfimings (assessment, admission or discharge)
o diagnostic coding
o investigations coding

e Electronic discharge summaries

* E-mail access to general practitioner (GP) surgeries for tfransmission of ED
discharge letters

e Contact numbers for other health care professionals, such as health visitors,
re: child protection issues

e Direct access to clinical databases and reference sources, for example
TOXBASE, National Electronic Library for Health

* EDreports for audit and governance
* EDreports for case mix and staff modelling, business intelligence.

Accurate real-time data entry does have staffing implications. This process takes

longer than traditional methods, especially with the need to frain new junior doctors
as frequently as three times a year.

Clinical Decision Unit/observation ward
Patients with many conditions can be safely discharged following a short, intense

period of investigation or a brief period of tfreatment and observation, typically 4-12
hours. Many EDs include such units as an integral part of their work. If the ED does not
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have this facility then inevitably there will be more short stay admissions to hospital
and potentially more unsafe discharges from the ED.

The admissions criteria for short-stay observation should be agreed in conjunction
with the inpatient teams and the commissioners of the service. Further details of
CDUs and observation medicine are described in the relevant section of this guide.

Guidelines

The ED should develop, in conjunction with the admitting specialties, appropriate
evidence-based guidelines. These may be derived from national or international
reference sources or adapted locally as required. The guidelines should be available
electronically and in hard copy to all clinicians in the department. Review and
amendment (where appropriate) of the guidelines should occur every three years
at least. Compliance with the guidelines should be the subject of a departmental
rolling audit programme. The College produces guidelines on topics of major import
to EM in the UK and provides audit tools and reporting mechanisms for selected
conditions on an annual basis.

Prevention, public health and public education

The ED should lead and co-operate with other services in the prevention of iliness or
injury. Examples would be referral to falls clinics for the elderly, accident prevention
in children, working with police on the prevention of violence and initiatives to
reduce harm from alcohol or misuse of drugs. EDs can have a key role in public
education but this requires time and resources.
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Quality Indicators

New quality indicators for emergency care in England were announced in
December 2010 and were implemented in April 2011. The new indicators represent
measures regarding time, quality and the patient experience, which will drive better
patient care in Emergency Departments. The quality indicators were developed by
the Department of Health team in conjunction with clinicians from the College of
Emergency Medicine and the Royal College of Nursing, with significant guidance
and contributions from the CEM Lay Advisory Group. This suite of indicators
represents the most important development in emergency care standards in the
past 10 years.

The aim is for patients to see tangible improvements in their care with earlier initial
assessment, prompt freatment interventions, and optimal patient flow through an
Emergency Department, including discharge home, admission to an Emergency
Department Clinical Decision Unit or to a hospital bed.

This is a demanding set of measures and success will be dependent on emergency
care achieving the highest level of profile and support within an Acute Trust. The
intention of the measures is to improve the consistent quality of care provided in
Emergency Departments.

In order to achieve compliance, the following key points and recommendations
should be noted:

e Acute Trusts should consider the appointment of a Director of Emergency
Care, preferably a clinician from Emergency Medicine, to provide an
informed overview and ensure that emergency care achieves the necessary
high profile within the Trust agenda

e Trusts should review their Emergency Department staffing with a view to
increasing consultant numbers to those recommended by the College of
Emergency Medicine i.e. a minimum of 10 whole time equivalent consultants
in Emergency Medicine. The drive towards senior sign-off and early senior
clinical involvement identified in the measures requires this level of staffing.
There is an increasing body of robust evidence which identifies the clinical
and cost benefits of such a modest investment

e Ambulatory care is identified as an important issue. A properly configured
Emergency Department Clinical Decision Unit is the key to providing such
clinical and cost efficient care

¢ The time related incentive that no patient should be in the Emergency
Department for more than é hours will necessitate pre-emptive hospital
capacity planning, particularly in intensive care and high dependency units

e Monitoring performance will require adequate IT provision. At present, this is
variable and there are major concerns regarding the reliability of Emergency
Department data. Trusts should review the IT provision in their Emergency
Department at the earliest opportunity and upgrade where necessary

e Please note there are two guidance documents concerning the Qls which
are subtly different - data definitions and implementation. It is vital to
understand the clinical rationale for each indicator and the philosophy of the
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set of indicators to successfully implement them. This is only described in the
implementation guidance

¢ Key indicators will be measured by Monitor and by the Department of Health
(Performance Management Team)

e Itis absolutely crucial that the Quality Indicators be regarded as a complete
set of indicators rather than individual measures. Compliance will be
achieved by improving clinical standards across the board. The keys to
achieving this are ensuring Emergency Departments have a workforce
matched against demand in terms of numbers and decision makers
particularly at Consultant level, streamlined processes, access to an
Emergency Department Clinical Decision Unit and pre-emptive bed planning
within the hospital.

The College of Emergency Medicine has set up a forum on the ENLIGHTENme
website for feedback, comments and observations as these indicators evolve:
www.enlightenme.org

It is important to note that although intuitively these indicators address key issues in
Emergency Department care, they are untested and unproven. It is inevitable that
there will be a need to refine and amend the indicators in due course.

Not all these indicators will be immediately achievable. In the interim, the indicators
should be regarded as levers to drive improvements in emergency care and not a
template for criticism of clinicians working hard to provide optimal care for their
patients, often in challenging circumstances.

Overall, the new quality indicators provide an outstanding opportunity to ensure that
all Emergency Departments deliver the consistent high quality care which our
patients expect and deserve.
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicy AndGui
dance/DH_122868
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IT/Coding/Tariffs/Minimum Data Set

Summary

e To provide high quality patient care, to improve standards, and to develop
Emergency Medicine accurate information is essential

e Forinformation to be comparable, common data standards are required

e To collect reliable data the information technology must collect key data as
part of the clinical process

e For data to be useful it must be easy to retrieve and analyse.

Good informatics are essential for safe and effective patient care. IT systems must:

e Support clinical care

e Ensure health professionals, patients, and managers have access to accurate
high quality information, when they need it

e Ensure health records are comprehensive, accurate and can be shared as
required

e Support clinical audit and research

e Inform discussions around activity, case mix and costs and thereby inform the
development of effective emergency services.

As a minimum the ED IT system must be able to produce the relevant datasets for
the EM tariffs and mandatory reports, integrate with the main hospital patient
database and be compatible with the radiology and laboratory systems

Definitions

Informatics: Covers the skills needed to use information, technology, processes,
analytical techniques, and governance to improve healthcare.

Case mix: The comparison of activity, costs, and quality between hospitals.
Tariffs: The payment made under Payment by Results for particular units of activity.

Overview

The sustained growth in the volume and complexity of emergency care as a result of
a number of social, demographic and out of hours care changes has highlighted
the gap in the current collection of information relevant to providing and delivering
emergency care services.

What is the problem?
The current system does not measure inputs or outputs accurately:

e There is no universal system of triage

e The diagnostic coding systems currently used are not designed for either
clinical use or policy-making:

e 30-40% of all visits are un-coded
e Afurther 10% are coded as symptoms, e.g. ‘chest pain’
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e The remaining 50% are coded in a variety of different codes sets,
making comparison with other healthcare providers, or coordinated
service improvement near impossible.

Acuity levels have also risen; though for the data collection reasons stated above
there is only incomplete information. Nevertheless using proxy measures of
ambulance attendances and admission rates there is ample evidence that the
problem is not simply one of more attendances; there is a greater proportion of
seriously ill patients, requiring hospital admission.

Clinical content standards

CEM has been working to assemble a Minimum Data Set. This dataset recognises
that there is an urgent need for good quality data to measure attendance, activity
and outcomes.

The CEM Minimum Data Set will:

* Promote improved data collection with a focus on both activity and quality
of care provided in Emergency Departments

e Provide data to support implementation of more sophisticated and accurate
funding models for emergency care

e Create a common standard for communication GPs and other health and
social care providers

e Supportinjury and disease surveillance

* Facilitate the aggregation of data regionally and nationally to inform
clinically meaningful service reconfiguration and research.

Why do we need better informatione

Patients presenting to emergency departments represent a subset of all OOH
healthcare contacts, albeit a substantial one. However the pre-test probability of a
patient being significantly unwell is much higher in the population that present to the
ED, in contrast to those who present to other OOH providers. This reflects the
incidence of serious iliness in this group of patients and explains why access to
inpatient teams, radiology and laboratory services is essential for the safe
management of a large proportion of patients who present to the ED.

A GP will acutely admit about 1% of all patients seen, whereas an Emergency
Department will admit 25-40%. They are very different patient populations and
therefore the testing strategy needs to be different.

To ensure this phenomenon is both understood and resourced it is essential that
accurate case mix data is collected for all ED presentations.

Diagnostic data coding systems

Accepting the fact that 50% (i.e. 10,000,000 patients per year) have no diagnosis,
there are significant problems with the remaining 50% who at least have something
entered as a diagnosis.

There are three coding systems used to capture diagnosis data:
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1. CDS/OPCS: Commissioning Data Set from the Department of Health
(England) — which is very rudimentary, and clinically pointless

2. ICD10: International Classification of Diseases version 10
3. SNOMED-CT: Systematised NOmenclature of MEDicine — Clinical Terms

CEM policy

The Clinical Effectiveness Committee has refined a Unified Diagnostic DAtaset
(UDDA). This creates a bridge between ICD10, SNOMED, CDS and ‘real world’
descriptions of disease. The aim is to enable consistent coding in Emergency
Departments, in a way that is easy for IT systems providers to implement.

The UDDA also allows aggregation of data to support public health (Syndromic
Surveillance!), audit and research.

The UDDA is one part of a wider push for better emergency data generally. The
College has generated a Minimum Data Set as a major contribution to reforming the
data collection in Emergency Care.

Information technology

There has been an evolution of Emergency Department Information Systems (EDIS)
from paper tracking to electronic “whiteboards” and systems with the potential to
become an electronic patient record. There is a need for the development of
‘Clinical Information Systems’ (CIS) that allow clinical information to be useful and
accurate, rather than data collection designed principally for operational or
accounting purposes. Development has been piecemeal. The main systems
available in the UK are Cerner, Lorenzo, HAS and Ascribe. There is no uniform dataset
or accepted standard.

Clinical Information systems need to be able to:

* Receive information from ambulance services, GP and hospital clinical
records

e Record clinical activity including presentation, diagnosis, investigations and
procedures to allow audit and disease surveillance

* Populate clinical fields in a meaningful electronic discharge letter to the GP

* Support child protection procedures

e Allow public health data to be collected

* Feed datainto hospital systems in a format that allows funding to be
accurately apportioned.

Ideally they should:

* Progress to a full Electronic Patient Record (EPR)
* Include electronic requesting of investigations, and capture of the results

1 Syndromic surveilance is an important public health early waming system that uses  diagnostic data to prevent and
monitor of threats to public health, both natural (Au, SARS, heat and cold) and man-made (Buncefield, Camelford, 7/7,
bioterrorism).
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* Support electronic prescribing where implemented.

Case mix

At present there are limited case mix systems available to UK Emergency Physicians.
They include:

* Simple demographics: (e.g.) numbers of new attendances, proportion of
patients who are children

* Measures of acuity: Triage category, majors/minors splits, ESC groups
* Measures of activity / resource use: Healthcare Resource Group (HRG)
*  Proxy measures of acuity: Mode of arrival, age of patients, disposition
* Proxy measures of resource use: Triage category, diagnostic coding.

The Department of Health (England) has implemented ‘Payment by Results’ (PbR) —
a system to link healthcare activity in the NHS with remuneration. To do this, DH
groups patients with similar costs together using Healthcare Resource Groups (HRGs),
and remuneration is calculated in the form a ‘tariff’ linked to each particular HRG.

Until recently HRGs used in the UK have been too broad based to accurately reflect
ED activity. The new HRG 4.0 system, which divides activity into 11 groups, offers
more detail. It is this system that is currently being used as the basis for funding of
Emergency Departments.

To provide high quality care, Emergency Departments need to be properly funded.
Currently the information upon which reference costs are based is poor, and the
reference costs are therefore inaccurate. Tariffs, which should be based on
reference costs are consequently not a true reflection of costs. HRG 4.0 offers an
opportunity for improved coding of activity within EDs.

Block contracting, whereby commissioners pay a fixed sum for activity over a period
of time, is not an appropriate method to fund emergency care. Block contracts are
usually based on historical financial and activity data. In a specialty where demand
is rising, and historical funding is inadequate, this will lead to a substantial funding
shortfall.

What do | need to do?¢

Learn how the funding works so that you can make sure your Emergency
Department is paid the full amount due.

1) Download the UDDA from the College website. Discuss with your IT provider
how the UDDA can be integrated into your system

2) Support the CEM’s position for diagnosis coding to be a future performance
standard

3) Download the CEM minimum dataset (MDS) from the College website, which
describes the many issues in more detail. Discuss with your IT provider how
your IT can be adapted to provide data in this format. Funding may be
available to support this

4) Measure the increase in funding due from the move to HRGv4.0.
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Job Planning for Emergency Medicine Consultants
Covering 24/7

A number of developments may lead Emergency Medicine consultants to consider
working a shift pattern that includes the whole of the 24 hour period.

These include:

e Trauma Centres where commissioning specifications require that the tfrauma
team is led by a consultant 24 hours a day. Emergency Medicine consultants
are ideally placed to fill this role

e Reconfiguration of services - resulting in fewer, bigger Emergency
Departments with consequently increased numbers of attendances

e Difficulty in recruiting middle grade doctors to provide leadership when the
EM consultant is not present

e A desire to provide improved supervision to trainees working out of hours
e A desire to improve quality and cost effectiveness of care.

Many of these developments are already resulting in consultants working extended
hours and providing significant out of hours cover.

This guidance is infended to assist EM consultants and clinical managers in planning
working arrangements that include significant scheduled out of hours working.

It should be read in conjunction with the September 2009 document The Consultant
Contract and Job Planning for Emergency Medicine Consultants published by the
BMA and CEM.

www.collemergencymed.ac.uk/Development/Consultant working/Consultant
Contract and Job Planning Advice

Interim College Statement on Job Planning

The College would suggest that ED consultants consider job planning as a team. This
allows for members of the team to be flexible and to work to their individual
strengths, accommodating requirements of additional responsibilities. The team job
plan should ensure that the optimal clinical cover is provided by the consultant
team, depending on the total number of WTE Consultants in the team, and
therefore the total pool of DCCs available. Such team job plans could usefully
include a regular consultant meeting where all consultants are present for
communication, strategic decisions and rota management.

The College recognises that not all consultants will be able to work the same
proportion of out of hours shifts and that careers in EM must necessarily be flexible as
personal circumstances and working patterns evolve. For example, a job share
arrangement may result in one consultant working the maijority of the out of hours
work, by agreement, for a specified period of fime before the job plan is reviewed.
Teams must decide whether the tfeam can support an unequal distribution of out of
hours working, working out of hours is not essential for an individual consultant to
maintain their specialist certification although the benefits to the ED staff from doing
so are significant.
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The College recognises that there is a minimum number of DCCs that would allow
the consultant to maintain their skills but that not all EM consultants will necessarily
revalidate in the full spectrum of clinical cases. This must reflect the consultants
individual work pattern over their career. This is a matter for the consultants annual
appraisal discussion that should then feed into the job planning cycle. The College
recommends a minimum of two DCCs per week to maintain emergency medicine
skills.

Workforce numlbers

The CEM recommends that every Emergency Department should have at least 10
EM consultants to provide up to 16 hours of on-site shop floor cover seven days a
week.

Larger Emergency Departments will require more consultants to provide an
adequate level of cover.

Moving from extended hours cover to night shift cover requires a substantial change
in both consultant numbers and the working pattern.

In planning for this new way of working Emergency Physicians will want to consider a
number of issues. These are discussed below.

CEM Workforce recommendations April 2010
Recommended minimums of wte Consultants in Type 1 EDs in England

Recommended
. Recommended total
. minimum number of
ED size by Number of number of wte
wte Consultants per ED .
attendance per | Type 1 EDs . . Consultants to achieve
. to achieve sufficient - .
annum in England ) ) sufficient 16/7
16/7 "shopfloor ‘shopfloor’ leadershi
leadership P P
<50,000 48 10 480
50,000 to 80,000 78 10 780
80,000 to 100,000 51 12 612
>100,000 17 16 272
TOTALS 194 2144

Role of the consultant on night shifts

Depending on local attendance rates, casemix issue and rotas of more junior
doctors the EM consultant working overnight might be:-

e Resident on call for frauma team leader

e Resident on call for ED — critically ill patients, advice on complex cases,
resuscitation team leader efc.

e Full shift filling normal shop floor consultant role as occurs during the day and
evening

e Consultants on some nights only or 7 nights a week.
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Numbers of consultants required

CEM recommends 16/7 cover for all EDs with a minimum of 10 consultants required
to provide this.

If covering a larger unit with high intensity or if there is to be any period planned with
more than one EM consultant present out of hours, the number of consultants
required will be greater than ten.

For Emergency Medicine to be an attractive and sustainable the working pattern of
consultants must provide a work life balance that is competitive with other acute
specialties.

The role of a consultant is not only to provide direct care to individual patients but
also to develop a service, to improve the quality of that service and to teach and
train the next generation of doctors. To do so requires that a significant proportion of
consultant working time is during the normal working week when colleagues,
managers other clinicians and facilities are available.

Thus there must be a finite proportion of the amount of out of hours work for which a
consultant is scheduled.
Night shifts

The effect of the working time directive and the legal judgments arising from this are
that a traditional on call pattern of 24 or 48 hours on call is not permitted if resident;
in effect resident on call must take the form of a night shift.

The requirement for 11 hours consecutive rest in every 24 hour period — effectively
sets a maximum shift length of 13 hours even if working as on call rather than full shift.

At least three consultants are required to cover each 24 hour period if shop floor
responsibilities form the bulk of the expected workload as shift lengths in excess of 8-
10 hours for consultant level activity are unsustainable.

Weekends

Experience has shown that the rate limiting step in determining the number of
doctors to staff a rota is the number of weekends disrupted by working. Optimal
rostering will therefore involve the same doctor working on Friday, Saturday and
Sunday of each shift, and as low a frequency as is possible.

A 1in 4rotais defined as high frequency in the consultant con