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SHO'S HANDBOOK FOR ED 2020/21.
Welcome to the Emergency Department of Worcestershire Royal Hospital. This handbook is not
intended to be a textbook of Emergency Medicine, but should be used as a guide to departmental
policies, a reference source for useful information as well as a pointer to other sources of information.
If you take time to familiarise yourself with its contents, hopefully it will make your first few days in ED
a little less stressful. If you have any constructive comments to make - ideas for additions to future
editions, chapters which could be deleted, or corrections, please let me know. Finally we hope you
will find your time in ED at Worcester both pleasant and fulfilling.
THE DUTY ROTA

The duty rota is published several weeks ahead by the departmental secretary. Make
sure any swaps you arrange with your colleagues are documented on the copy at the
nurses station, so that we know who to contact should someone fail to turn up. Any
swaps you do make should be made with due consideration to not exceeding safe
working hours.
Make sure that Michelle has a copy of contact addresses and telephone numbers for
you should we need to contact out of hours e.g. in the event of a major incident. We
will also need a contact address for you once you finish your 4/6 months, for medical
reports etc.
Holidays must be booked 6 weeks in advance.
You may only book annual leave when you are allocated to annual leave or
“floater” on the rota. BOOK IT EARLY!
Meal breaks are normally about 20-30 minutes, but this is flexible depending on how
busy the department is. Please co-ordinate them with your colleagues so that only
one of you is out of the department at a time.
SICKNESS LEAVE: informing the consultant on call.

If you are too unwell to come in to work you must speak to the on call consultant as
soon as possible even if they are at home (switch board can transfer your call). When
you return to work you must speak to them again and have a back to work
assessment.
STUDY LEAVE

At the start of your 4 months we will discuss your plans regarding further study for the
4 months, and any appropriate study leave for personal study for examinations and
courses. We will attempt to get approval for any appropriate study leave which falls
within Whitley Council regulations.
SENIOR COVER

There should always be a middle grade doctor available within the department. They
will be able to advise on most clinical problems. They should be called for advice on
any patient in whom the emergency management is unclear unless the patient is
clearly appropriate for direct referral to one of the in-patient teams. For the first
month we expect you to discuss all referrals with a senior doctor unless the referral is
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absolutely clear cut. They should also lead all trauma calls in the department. There is
also a consultant is also available at all times (see rota). We would normally expect
you to discuss the patient with the middle grade, before speaking to a consultant on
call except in exceptional circumstances. We can be reached via switchboard at any
time for advice or assistance. Rule number one is if you don't know ASK!
Patients return with the same problem should be discussed with a senior.
Support If you are having problems please speak to your clinical or educational
supervisor or any other senior member of the team.
Access to professional counselling:
Occupational Health Department 01905 760693 or 760694
Ex 34757 or 34752 wah-tr.OccupationalHealth@nhs.net
RCN Counselling Service
0345 772 6100
BMA Counselling
`
0330 123 1245
Doctor Advisory Service
0330 123 1245
Blue Light Info Line
0300 303 5999
Consultant Review
When the following patients are in the deparment they should be reviewed by the
consultant on the shop floor if present::
1) Non traumatic chest pain patients who are being sent home
2) Children under 1 years of age who are being sent home
3) Patients who reattend with the same condition
4) Any patient you have concerns about.
5) Patients 70years or more with abdominal pain
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OPTIMISING SLEEP FOR NIGHT SHIFTS
Consider this a starting point for developing your own sleep strategy. BMJ – hyyp://bit.ly/BMJsleep
Day of First Night Shift – goal: minimise sleep debt
 Sleep until you wake up (don’t set an alarm)
 Avoid morning coffee
 Take a 90 min nap between 14-18:00
During Night Shift – goal: Improve performance
 Stay active
 Eat lightly and to comfort
 Build in checks during critical tasks to mitigate against reduced alertness performance
Last Few Hours and Way Home
 Avoid caffeine and nicotine
 Try to avoid exposure to bright sunlight (sunglasses)
 Consider public transport rather than driving
Days between Night Shifts– goal: minimise sleep debt
 Try to get to sleep as early as possible
 Before trying sleep, avoid Bright lights, Screens, Alcohol
 Sleep in a quiet darkened room
 Accept that any sleep is better than none (even fragmented or shortened sleep episodes) and maximise
sleep time
Resetting after Night Shifts Goal: re-establish normal sleep rhythm
 Attempt 90 or 180 minute nap immediately following the shift
 Go outside after waking
 Aim to go to bed close to the normal time
 Avoid daytime napping in the subsequent days.
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‘Shop-floor’ Expectations of WRH Emergency Department SHOs
SHOs will endeavour to ensure all patients are seen and discharged / referred within 4hrs of arrival in the emergency
department (ED).
●Any patient without a plan at 2 hours will be discussed with a senior doctor.
●Any patient at 3½ hours will be discussed with the ED co-ordinator & senior doctor.
●If a patient is likely to require more than 4 hours for their management plan to be completed (eg. therapy,
awaiting investigations, observation) then the patient will be referred to an in-patient specialty team.
●Patient First computer system will be kept up to date by the ED doctor, it is not the role of the nursing
team to complete the doctor’s computer work.
●To aid communication ED SHOs will use the Staff Message function on Patient First to briefly describe
management plan status eg.”AWBR, CXR, if all OK, home”
●Before going on a break, SHOs will ensure none of their patients will ‘breach’ whilst they are away and if
this is a possibility then a plan will be made with the senior doctor and ED co-ordinator prior to going on the
break.
●All blood and radiology results will be checked before patient discharge or admission and the reports filed
in ICE.
●SHOs will escalate any concerns they have about patient management to a senior doctor at the earliest possible
time.
●SHOs will prioritise patients who are clinically unstable NEWS>5, including patients with possible (severe) Sepsis
and those that the nursing staff have a clinical concern about and who are felt to require an early rapid assessment.
●SHOs will ensure that calls to the Resus Room are promptly answered by themselves or one of their colleagues.
●SHOs will see the patient before consulting previous attendances or past medical history contained on various
computer systems unless the patient is re-attending within 7 days of discharge with the same problem (all these
cases need to be discussed with a senior).
●Prior to referral to an inpatient specialty the expectation is that all necessary immediate emergency management
will have been instituted.
●All patients that are to be referred to an in-patient specialty team will be discussed with a senior doctor before the
referral takes place.
●SHOs at the end of their shift will handover all their patients. Handover should be documented in the notes and on
Patient First and include on-going management plan. If formulating a management plan is not possible then the
case should be discussed with the senior doctor BEFORE handing over to another doctor, it is not acceptable to
handover a patient without a plan or one that essentially requires complete re-assessment by another doctor.
●The expectation is that if bloods or cannulas need performing then the ED doctor will do these; on occasion the
nursing staff maybe happy to cannulate / take bloods but this is at their discretion and dependent on their own
workload.
●The Patient First proformas (additional document section) are there to help you and ensure departmental policy is
followed.
●SHOs will abide by the Trust’s policies on hand washing, bare below the elbow and disposal of sharps and will wear
the designated scrub uniform whilst on duty. Scrubs should NOT be worn to travel to and from the hospital
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The ED card has been designed to try to ensure that all essential information is clearly recorded.
Please make sure that the child protection screen at the top of the page is completed, as well
as the chaperone box etc.The diagnosis box, investigation box and disposal box must also be
properly completed.

WRH ED General Clinical Advice
● Always introduce yourself……………….”Hello my name is….”
● You need to answer 3 clinical questions:
 Does the patient need resuscitation ?
 Does the patient need pain relief or immediate antibiotics /fluid ?
 Will the patient require further in patient care ?
● Give analgesia early to patients who attend with pain, do this before launching into a full examination and history.
● Try to formulate at least 3 differential diagnoses -symptoms (chest pain, collapse) are not diagnoses.
● Try to write at least some of your notes at the trolleyside
● Tell your patient your plan before you leave the consultation.
● Spend extra time with patients who irritate you.
● Always ask the patient what they want from being here and focus on what you can do to make their day better.
● Almost no one wants to be a patient in an emergency department, however bad your day is going the patient’s is
probably worst.
● Emergency medicine is a team game – we will all help each each other and tasks cross job descriptions frequently.
In your time here you will check vital signs, push trolleys, get blankets, give medication and countless other tasks
that improve patient care.
● Keep busy – don’t have long periods of inactivity (this is what breaks are for)
● Be accurate in what you do – make your handwriting legible and your notes complete as well as completing your
own computer work – do not leave it to the nursing staff.

‘Forecasting’
Patients who understand why they are in the ED and the likely ‘things’ that will be happening during their stay are
more likely to less anxious, happy and rate the dept as providing a quality service. It is important that patients are
kept informed during their stay in the ED, this includes:
 Telling them why they are waiting
 Likely length of any wait
 Explaining likely journey eg. “ you have broken your hip…and will need surgery tomorrow…they’ll have you
up and moving the very next day” or “we’ll have a proper look at you, get you (another) ECG, some blood
tests and an X-ray and then asses what you are like on your feet…you can expect this to take a couple of
hours”
 Ensure patient has an opportunity to ask questions
 Give the patient an advice leaflet where appropriate
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List of Patient First Proformas and Drug Charts in the
Additional Document section of Patient First
REFERRAL Documents
Once the form is completed you
MUST ask an ED receptionist to
EMAIL it.
The form will only be emailed if
you ask the receptionist to do
so.
Just leaving the completed form
in the notes WILL NOT get the
form emailed.
Coroner Notify RIP
TIA Referral Form
SVT Referral
Head Injury Therapy Service (HITS)
First Fit
Renal Colic
Urinary Retention
Chest Pain Clinic Referral
Falls Clinic Referral email
Ambu Care DVT Nurse

Anaphylaxis
Inoculation
ED Pneumothorax
SVT
AF for cardiologist

Prescription Charts
Alcohol Withdrawal
Parvolex

Primarily Nursing forms
s136 ED Monitor Form
Mental Health Triage – Adult
Mental Health Triage - Child
Nurse Treatment Record
Seizure Chart
Stroke Triage

Ward Transfer Checklist

Miscellaneous
Gentamicin Assay Req

PROFORMAS
ABG Result Sheet
Asthma Adult
Asthma Child
Change Medication
Cirrhosis decompensation
Elderly Confusion
Elderly Falls
Elderly Frail
Invasive Procedure Biers Block
Invasive Procedure Chest Drain
Invasive Procedure Central Line
Invasive Procedure Femoral Nerve Block
Invasive Procedure NG Tube
Overdose Adult
Overdose Child
Procedural Sedation Form
Spinal Cord Injury
Abscond - Police
Ambu Care Pulm Embolus
Ambu Care Renal Colic
Burns Management (major)
COPD Bundle
Discharge to Custody
Discharge to NH RH
ED Pneumonia bundle
End Of Life
Facial Injury
Head Injury Adult
Head Injury Child 0-16
Hip Trauma Flowchart
Inoculation Proforma
Intubation Checklist
Kids Seizure Proforma
Major Trauma Adult
Major Trauma Paeds
Neck Injury
NIV
Mental Health Matrix – Adult
Mentla Health Matrix - Child
PoP VTE RiskAssess
Self-Discharge
10Severe Adult
Sepsis Child
Troponin RO Proforma

ED COMPUTER SYSTEM/LETTERS TO GP's
Please note that the electronic patient record is just as much a medicolegal document as the written record and should be completed with as
much care. You will be given tuition in use of the computer system when
you arrive in ED. The computer is valuable for producing GP e-mails, to
enable us to retrieve patient information without needing to get out the ED
card, and for gathering statuary data for charter standards, payment by
results etc. it is therefore essential that you note the following:1.Information should be put in “real-time” not put in retrospectively. (This
is time consuming and often inaccurate.)
2.Information should be the minimum required to sensibly fulfill the
purpose of the computer i.e. do not type in reams of unnecessary
information which no-one will ever need but do make sure all treatments
and investigations and preferably results are recorded.
3.If it is impossible to enter data real-time make sure all data is accurate
when you do enter it.
4.IT IS THE DOCTORS RESPONSIBILITY TO FILE THE RESULTS ON
ICE AND CODE THE PATIENT ON PF. This generates a letter for the GP
sent by e-mail. If you change patients regular mediacation complete a
proforma and give it to the patient. ALL patients going back to any
institution, eg care home, community hospital etc needs a
proforma/discharge letter with the findings, diagnossi and plan
4.Make sure all data is entered for the correct patient.
CONFIDENTIALITY AND OTHER LEGAL CONSIDERATIONS
Please refer to the full guidelines on Confidentiality and in “Legal Problems
in Emergency Medicine”, kept in the folder in Ms Johnsons office

Sharing information with the Police
We have a good relationship with the police and wish to foster this.
However they are not always au fait with medical confidentiality and will
sometimes request information that you are not at liberty to give them
without the patient’s permission. Please note the following points:Do not give clinical information to the police, or anyone else without the
permission of the patient. If the police enquire about the condition of a
patient from an RTA you may give them the name and address of the
patient and tell them whether they are seriously injured and/or likely to be
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admitted. Do not release further details without speaking to the patient or a
senior doctor. If the patient is going home, tell them this and suggest that
they speak to the patient themselves.
If they are requesting information about a patient who they believe has
committed an offence, this can only be divulged the crime is defined in the
Police and Criminal Evidence Act as a serious arrestable offence or is
included in the provisions of the Road Traffic Act 1972, or if there is a
serious threat to public safety. Therefore you must refer them to the
consultant on call.
DO NOT GIVE NOTES TO THE POLICE even if they have written
consent. This should go through the official process via the secretaries
The police should ask permission to breathalyse patients involved in a
road traffic accident and you should agree to this if the patient is fit to do
so.
We have had problems in the past with giving clinical information to
relatives against the wishes of the patient. If there is any doubt whether
the patient is likely to want the case discussed with anyone other than
themselves, check with the patient first.
Do not give information to employers without the express permission of
the patient.
Be especially careful when giving information over the phone. When in
doubt whether it is a legitimate call from another professional body (for
instance social services) take a phone number and phone them back.
Refer all press enquiries to the press office in Trust headquarters. Out of
hours refer callers to the consultant on-call.
Confidentiality: Reporting gunshot and knife wounds
Accessed 01.11.17: http://www.gmc-uk.org/guidance/ethical_guidance/30678.asp
Guidance
1. In our guidance Confidentiality: good practice in handling patient information we say:
1. Trust is an essential part of the doctor- patient relationship and confidentiality is
central to this. Patients may avoid seeking medical help, or may under-report
symptoms, if they think that their personal information will be disclosed by doctors
without consent, or without the chance to have some control over the timing or amount
of information shared.
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60. Doctors owe a duty of confidentiality to their patients, but they also have a wider
duty to protect and promote the health of patients and the public.
62. You should ask for a patient’s consent to disclose information for the protection of
others unless it is not safe or practicable to do so,1 or the information is required by
law. You should consider any reasons given for refusal.
64. If it is not practicable to seek consent, and in exceptional cases where a patient has
refused consent, disclosing personal information may be justified in the public interest
if failure to do so may expose others to a risk of death or serious harm. The benefits to
an individual or to society of the disclosure must outweigh both the patient’s and the
public interest in keeping the information confidential.
68. If you consider that failure to disclose the information would leave individuals or
society exposed to a risk so serious that it outweighs the patient's and the public interest
in maintaining confidentiality, you should disclose relevant information promptly to an
appropriate person or authority. You should inform the patient before disclosing the
information, if it is practicable and safe to do so, even if you intend to disclose without
their consent.
About this guidance
2. This explanatory guidance sets out how the principles in our guidance Confidentiality
apply when a patient presents with a gunshot wound or a knife wound that is not selfinflicted.
3. The principles in Confidentiality and this guidance apply to all violent injuries, but gunshot
and knife wounds raise issues that warrant special consideration, given the potential
immediacy of risk to others.
Reporting gunshot and knife wounds 4. The police are responsible for assessing the risk
posed by a member of the public who is armed with, and has used, a gun or knife in a violent
attack. They need to consider:




the risk of a further attack on the patient
the risk to staff, patients and visitors in the emergency department or hospital
the risk of another attack near to, or at, the site of the original incident.

The police also need statistical information about the number of gunshot and knife injuries,
and when and where they occur, to inform their own and their crime reduction partners’
operational and strategic priorities.
5. For these reasons, the police should usually be informed whenever a person presents with a
gunshot wound. Even accidental shootings involving lawfully held guns raise serious issues
for the police about, for example, firearms licensing.2 The police should also usually be
informed when a person presents with a wound from an attack with a knife, blade or other
sharp instrument.
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6. The police should not usually be informed if a knife or blade injury appears to be
accidental, or a result of self-harm. There may also be other circumstances in which you
consider that contacting the police is not proportionate. For example, this might be the case if
you consider that no one other than the patient is at risk of harm, and that contacting the
police might cause the patient harm or distress, or might damage their trust in you or in
doctors generally.
7. If you are in doubt about the cause of an injury, you should if possible consult an
experienced colleague.
Making the report
8. If you are responsible for the patient, you should make sure that the police are contacted
where appropriate, but you can delegate this task to another member of staff.
9. Personal information, such as the patient’s name and address, should not usually be
disclosed in the initial contact with the police. The police will respond even if the patient’s
identity is not disclosed. Make the care of the patient your first concern
10. When the police arrive, you should not allow them access to the patient if this will delay
or hamper treatment or compromise the patient’s recovery.
11. If the patient’s treatment and condition allow them to speak to the police, you or another
member of the healthcare team should ask the patient whether they are willing to do so. If
they are not, you, the rest of the healthcare team, and the police must abide by the patient’s
decision.
Disclosing personal information without consent
12. If it is probable that a crime has been committed, the police will ask for more information.
If practicable, you should ask for the patient’s consent before disclosing personal information
unless, for example, doing so:



may put you or others at risk of serious harm
would be likely to undermine the purpose of the disclosure, by prejudicing the
prevention, detection or prosecution of a serious crime.

13. If the patient refuses consent or cannot give it (eg because they are unconscious), you can
still disclose information if it is required by law or if you believe disclosure is justified in the
public interest.
14. Disclosures in the public interest may be justified when:


failure to disclose information may put someone other than the patient at risk of death
or serious harm (you should not usually disclose information against the wishes of an
adult patient who has capacity if they are the only person at risk of harm)3
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disclosure is likely to help in the prevention, detection or prosecution of a serious
crime.

15. If there is any doubt about whether disclosure without consent is justified, the decision
should be made by, or with the agreement of, the consultant in charge or the healthcare
organisation’s Caldicott or data guardian.
16. You must document in the patient’s record your reasons for disclosing information
without consent and any steps you have taken to seek their consent or inform them about the
disclosure, or your reasons for not doing so.
17. Unless it is not practicable or safe to do so, you should tell the patient about any
disclosures that have been made as soon as possible after the disclosure.
18. If there is no immediate reason for disclosing personal information in the public interest,
no further information should be given to the police. The police may seek an order from a
judge or a warrant for the disclosure of confidential information.4
Children and young people 19. Any child or young person under age 18 years arriving with
a gunshot wound or a wound from an attack with a knife, blade or other sharp instrument is
likely to raise child protection concerns. Knife or blade injuries from domestic or
occupational accidents, or from possible self- harm, might also raise serious concerns about
the safety of children and young people.
20. You should follow the advice in Protecting children and young people: The
responsibilities of all doctors whenever you are concerned that a child or young person has
experienced, or is at risk of, serious harm.

Time Critical Medications in the Emergency Department
It is not the role of the ED to write in-patient drug charts for patients who are being
admitted. For certain patient groups the timing of their medication is critical and it is
important that they do miss a dose whilst waiting in the ED. For the drug classes below the
relevant medication should be prescribed on the ED Cas Card to ensure patients do not miss
a dose whilst they are in the ED (any stay likely to greater than 2hrs or potentially the
patient may miss a dose due to the timing of their arrival).
 Parkinson’s drugs
 Anti-epileptics
 Insulin
The ED pharmacists are an extremely valuable source of advice and are often able to
confirm the correct doses if there is any doubt.
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End of Life Guidance
Discussions regarding patient treatment preferences should be communicated
to GPs, care homes and inpatient teams to enable continuity of care and end of
life care planning.
If a patient is at the end of life, it may be appropriate to set a ceiling of
treatment in the Emergency Department
Establishing what the patient wants or if they lack capacity, what is in their
best interests, should be documented on a RESPECT form. A statement of
planned active care should also be documented including what care should
and should not be provided.
Patients nearing the end of life should have a resuscitation decision made
before leaving the Emergency Department and this should be appropriately
documented.
All DNACPR/RESPECT decisions should be discussed with the patient’s family
and the patient unless the patient is unable to understand the decision or
unless it is thought the discussion will cause physical or psychological harm to
the patient, family or carers.
Opportunities for organ and tissue donation should be considered as a usual
part of end of life care in the Emergency Department. For full guidance
google: RCEM End of life for adults
Patient First has an End of Life proforma located in the additional documents
section. The proforma is designed to help prompt decision making in patients
who are known to be dying whilst in the emergency department; it is accepted
that the form will be completed at a particular point in time and that not all
suggested prompts will be appropriate for all patients and that the patient's
condition will change with time and decisions may be reviewed by ED team or
other specialty teams caring the patient during their stay in the emergency
department. The reverse of the form has a useful list of medications and doses
that may be appropriate for patients at the end of their life; this is for
reference and there is no expectation that any or all will need prescribing.
The proforma is not mandatory for patients at the end of their life, however it
is hoped that it will provide some guidance and prompts regarding key
questions / decision making for this group of patients. It is important to
remember that each patient is an individual and their care should be dictated
by what is best for them and their family and their particular circumstances. It
is important that care is individualised and compassionate and not merely
reduced to a 'tick box' exercise on a form. The palliative care specialist nurses
can be reached on bleep 175.
16

MEDICO-LEGAL CONSIDERATIONS
NOTE KEEPING
(please also refer to Worcestershire acute trust note keeping policy)
It is essential that you keep good records of each patient episode whilst
you are in ED. Medico-legal cases may arise years later when you know
longer remember the case, and good note keeping will be the only
evidence that you made the correct management decisions. It is also
essential for continuity of care, as they may be seen with the same
complaint by another doctor, or someone else may need to write a report
from your notes. However, you do not need to do a full medical clerking,
this is the responsibility of the admitting doctor.
You are expected to use the format as laid out in the ED card, and as
a minimum the notes should include the following:1. Date and time of initial examination.
2. Brief history to include mechanism and time of injury or incident.
3. Brief PMH and drug history (in all but the most minor cases)
4. Examination findings. This should include both positive and negative
findings e.g. no scaphoid tenderness in wrist injuries or no double vision in
facial injuries.
5. All investigations done and the results (FILE on ICE). This should
specify which X-rays and bloods have been requested.
6. All procedures done. There should be evidence that appropriate verbal
or written consent has been obtained for the procedure, (see Section on
consent and hospital policy) and that you have warned the patient about
possible complications.
7. All treatment prescribed. This should specify drug name, not just
antibiotics or analgesia.
8. Discharge/ outcome - e.g. referred RMO. Include the name of any
doctor that you refer the patient to and time referred. Document follow-up
arranged. Document the time at which you finish dealing with the patient.
9. If you are handing the patient over to another doctor in A&E because
you are going off duty, this must also be recorded in the notes.
10. Legible signature and Name Stamp must be with each entry.
Whilst this appears all lot of information, it reality with most minor cases it
can be completed very quickly especially if you write the history whilst you
are speaking to the patient.
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Besides your clinical skills there are 5 things that protect you from medico-legal problems:
1.
2.
3.
4.
5.

Communication
Documentation
Communication of documentation
Documentation of communication
Preservation of documentation

Each of these 5 are equally important.

MEDICAL REPORTS
Occasionally you will be asked to write medical reports/police statements. Always go
through official channels i.e. check with the departmental secretary or a senior doctor
if you are asked for a report. The police must have a signed document from the patient
agreeing to your giving confidential medical information, before you provide a
statement. This is a suitable format:I ................................... have been employed by Worcester Royal Infirmary NHS
Trust as a Senior House Officer in the Accident and Emergency department
since. ...............................
My qualifications are .................................................................... My General
Medical Council number is…..
I saw a patient who booked in as ........................................ (patients name) at
...................... (time) on ....................... (date) in the Accident and Emergency
department at Worcester Royal Infirmary. He/she was brought to the
department by ambulance*. (leave out if arrived by other means unless
relevant) He/she alleged that he had been assaulted (or other mechanism of
injury.)
His/her injuries were:
1) ...............................
2) ...............................etc.
In my opinion these injuries were consistent with an assault (or other
mechanism stated). He was treated with ............................... and discharged
home. A copy of the patients A&E card is produced with this statement.
Try and write reports in lay-mans language not medical jargon. If possible describe
the depth as well as the length of the wound and an approximate size of any bruises. If
the wound required suturing, state the number of sutures used. Do not be tempted to
guess at the cause of injury.
Ask your clinical supervisor to review your first statement or if you have and questions.
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DVLA guidelines
Neurological disorders
1st fit/solitary fit
Simple vaso-vagal
TLOC with reliable
prodrome while standing
TLOC with reliable
prodrome while sitting
TLOC without reliable
prodrome or un explained
Cough syncope
TIA/CVA

Cardiac symptoms
Angina

MI
Arrythmia

Diabetic problems
Frequent hypoglycaemic
episodes likely to impair
driving
Aortic Aneurysm
Psychiatric disorders
Psychiatric disorders
Eg severe anxiety state or
depression, psychotic
illness/hypomania
Persistent alcohol abuse

Alcohol dependancy
Liabllity to sudden attacks
of unprovoked disabling
giddiness

Car drivers

HGV

6 months no driving then medical
review
No restriction.
No restriction

5 years fit free off medication
required to resume driving
No restriction
No restriction

4 weeks and only drive if cause found &
treated
Must not drive and notify DVLA.
If no cause found 6 months

3 months and only drive if cause
found & treated
Must not drive and notify DVLA.
If no cause found 12 months

Refuse/revoke 6 months and
Must not drive for at least one month.
Multiple TIAs 3 months asymptomatic
Need to notify DVLA if any unresolved
neurological deficit after 1 month

Refuse/revoke 5 years
Refuse/revoke 1 year

Must cease if symptoms at rest or at
wheel

Re-licensing permitted when 6
weeks pain free and after exercise
ECG
6 weeks and exercise ECG
Driving must cease if the
arrhythmia has caused or is
likely to cause incapacity. .
Driving may be permitted when
underlying cause identified &
controlled for at least 3/12

4 weeks
Driving must cease if the arrhythmia
has caused or is likely to cause
incapacity. Driving may be permitted
when underlying cause identified &
controlled for at least 4/52

Cease driving until satisfactory control
re-established, with consultant/GP
report

See full guidelines

If less than 6 cm can drive. If larger
than 6.5 revoked if not treated

If less than 5.5 cm can drive but if
greater then revoked if not treated

Driving must normally cease during the
acute illness. May normally resume
after 3 months after assessment. See
full guidelines
6 months license revocation until 6
months controlled drinking or
abstinence
1year license revocation until one year
controlled drinking or abstinence
Cease driving on diagnosis.
Driving wil be permitted when
symptoms controlled

See full guidelines

1year license revocation until 6
months controlled drinking or
abstinence
3 years license revocation until 6
months controlled drinking.
Licence revoked.Must be 1 year
symptom free before re-application

This is a very abbreviated summary common conditions that we see in ED. If in
doubt tell the patient to discuss it further with their own GP.
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CONSENT
The full hospital and departmental consent policy is kept in the departmental policy file
in Ms Johnsons office. You should be fully conversant with this. Guidance is also
available from the BMA in the “Report of the Consent Working Party”.
 Consent must be voluntary, free from pressure and arise from a competence to
decide.
 Consent is required on every occasion the doctor wishes to instigate an
examination or treatment or any other intervention except in emergencies or where
the law prescribes otherwise.
 Consent can be verbal, written or implied by acquiescence by a person who
understands what will be undertaken. Acquiescence where a patient does not
understand what the intervention entails or if there is an alternative option, is not
“consent”.
 Generally there is no legal requirement to obtain written consent but the consent
form implies some discussion about the procedure has been undertaken.
Discussion should be recorded separately in the patient’s notes.
 In an emergency, where consent cannot be obtained, doctors may provide medical
treatment that is immediately necessary to save life or avoid significant
deterioration in the patient’s health. However advance statements and directives
should be respected and may be legally binding.
 Competent patients are entitled to refuse treatment even when doing so may result
in permanent physical injury or death.
 Legally no adult may give consent on behalf of another adult. Doctors may treat a
patient who lacks capacity without consent in an emergency, providing it is
necessary and in the patient’s best interests. If in doubt it may be necessary to
involve an independent medical capacity advocate (IMCA) It is also good practice
for the doctor to consult with relatives in assessing the patient’s best interests.
Those discussions should be mindful of patient confidentiality.
 Competent* minors can give consent to examination or treatment but it does not
necessarily follow that they have the same right to refuse treatment.
Whether obtaining written or verbal consent the patient should be made fully aware of
the risks and benefits of the procedure and any alternative treatments available.
Information should include the following:






The purpose of the investigation or treatment.
Details of the diagnosis.
Uncertainties of the diagnosis.
Options for treatment, including the option not to treat.
Explanation of the likely benefits and probabilities for success for each option.
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 Known possible side effects.
 A reminder that the patient can change their mind at any time.
Please write in the notes that you have obtained verbal consent in the notes for any
invasive procedure and use and document preform on Patient First Additional
Document..
*Competent individuals should be able to:
1. Understand in simple language what the treatment is, its purpose and nature and
why it is being proposed.
2. the patient is able to retain the information long enough to make an effective
decision
3. the patient is able to use or weigh the information to make a decision
4. the patient is able to communicate their decision by any means.

The Mental Capacity Act 2005 see mental health section.
Self-discharge
Having taken into consideration the guidance given above, the patient still wishes to
take their own discharge they should be asked to complete the appropriate form. This
has no legal status but indicates that appropriate discussion has taken place and that
the patient’s capacity to refuse treatment has been assessed. This discussion should
be documented in the patient’s notes. If the patient refuses to sign the form, then it
would be advisable to ask another member of staff to witness and document the
discussion with the patient.
The patient should be advised when to seek further medical attention, and advised
that they may return at any time for further treatment.
If a patient does not wait to be seen, their x-rays and blood results should be
reviewed and filed and if there are any concerns the senior doctor should be
informed.

WRH ED Guidance: Managing patients from HM Prisons Service
There are a number of Prisons in Worcestershire and the surrounding area (table below) and sometimes inmates will
be brought to the department.

HMP Hewell, Category B male (remand & Sentenced) Duty Head of Healthcare / Clin Lead
Redditch
Category D (open prison environment)
01527 785138 / 10527 785138
HMP Long
Category A (Prisoners whose escape would 01386 295505 or 01386 295486
Lartin,
be highly dangerous to the public) and B
South
Remand Category A (charged, not
convicted)
Littleton
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In the case of prisoners brought from Long Lartin their escape risk may be further categorise into Standard, High and
Exceptional Risk. These prisoners often can attract media attention due to the high profile nature of their crimes.
The logistics of transferring patients from the prison environment to the hospital environment safely and securely
are very significant.
The role of the ED is to
 Ensure no Prisoner Escapes
 Ensure the safety of hospital staff, prison staff, patients and any other member of the public
 Allow prisoners to receive medical treatment
SAFE PRACTISE
 The ED will try to house the prisoner and prison staff in one of the side-rooms in the department.
 The ED will endeavour to prioritise patients from HMPs however this entirely dependent on the workload
and acuity within the department.
 Never tell prisoners of future appointments – only liaise directly with the Prison Healthcare department.
 Never give information of the presence/condition of a prisoner to anyone who phones the hospital.
 Never hand anything directly to the prisoner.
 Never divulge personal information about yourself or other members of staff in front of the prisoner
 Never allow a prisoner to use the telephone.
 Prisoner must not receive visitors.
 Do not provide the prisoner with cutlery (prison officers to do this)
 Ensure all equipment (eg.sharps, needles etc.) are accounted for following any procedure.
 Prison staff will assess escape risk including need to present during intimate examinations.
 TTOs should be for at least 48hours and handed to the prisoner officer NOT the patient.
 You must wear a photo ID badge at all times as must the prison officers.



The use of handcuffs and restraints are a matter for HM Prison Service and should only be removed for
DEFIBRILLATION and during general anaesthesia. MRI compatible plastic cuffs are available. Restraints
can only be removed following consultation with the Duty Governor.

COMMUNICATION
Communication between hospital and prison healthcare staff will only be via the telephone numbers in the
table above.
If prison healthcare staff need to speak to the hospital, the prison control room will contact the accompanying
prison officers directly and pass on information.
Never give information out about a prisoner on any incoming calls. If HMP Hewell contacts the hospital
regarding a prisoner then a return contact number must be establishment to confirm a genuine enquiry. Call
the Prison back and confirm the contacts name.

Discharge from the Emergency Department into police custody
 All patients discharged into the care of the police service must be discussed with
a middle grade or more senior doctor.
 All patients who are violent and/or aggressive must be assessed by a middle
grade or more senior doctor to determine whether the patient is likely to be
suffering from either a physical or mental illness and whether they have capacity
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(as defined by the Mental Capacity Act 2005) to be making decisions about their
care.
The department has a short form on Patient First additional Documents which needs
to be completed by a doctor when a patient is discharged from the emergency
department into police custody
Notes on completion of the form can be found on the reverse side. It is important to
note that the completed form must be signed by the patient before the form is given to
the police officer.

Discharging back to Residential or Nursing Homes
Should have a completed proforma from Patient First Additional Documents so the
cares are aware of what has happened in hospital.
If their medication has been changed please complete the proforma from Patient First
Additional Documents.

Discharging Frail patients home
Consider if the discharge is safe. We have physiotherapy and rapid response staff who can help if
needed.
If you are discharging a patient who lacks capacity it is imperative that you contact the NOK/Carers
as to what has happened, the diagnosis and the plan. The care package may need to be restarted or
your may need to know the key safe number.

Discharging Any Patient
Advice given to patients regarding medication changes should be clearly explained
and documented in the clinical record. There is a patient advice leaflet on Patient First
for the purpose of ensuring the patient is fully aware of any changes in medication that
need to occur.
Please tell the patient what to do if they do not improve or get worse. Safety netting is
very important ans we have dozens of ADVICE LEAFLET on PF which should be
used.
It is good practice to ask patients if they have any questions prior to discharge.
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Communicating with General Practitioners and their Patients
Remember a GP has often developed a relationship with a patient over several years or even decades it is essential
that you do not undermine the GP-patient relationship, irrespective of what the patient may say about their GP.
The ED is often an ‘interloper’ in the patient’s care and it is the GP that retains overall responsibility for a patient’s
on-going management. It is the role of the emergency department (ED) to provide emergency and urgent care,
problems that fall outside of this category should be left to the GP. It is not the role of the ED to be providing second
opinions for patients who are unhappy with the management plan their GP has decided upon.
A patient may very well have seen their GP about the same problem for which you are seeing them, if there appears
to be an obvious treatment or investigation that has not been done then it is more than likely that this is because the
GP has felt it is not necessary, given their greater knowledge of their patient, than it is because they have not
thought about it.
It is part of the definition of general practise that it ‘is responsible for the provision of longitudinal continuity of care
as determined by the needs of the patient’; unlike emergency medicine which retains little responsibility for the
ongoing care of patients who are registered with a GP
When discussing issues with Patients:
Refrain from setting unrealistic expectations eg. ‘go and see your GP they will arrange for the MRI scan’. Instead, if
you think it is necessary for a patient to see their GP after discharge suggest they make an appointment to see their
GP to review their progress. Similarly do not suggest that they go and see their GP primarily for a referral to a
specialty team, this also unhelpful to the GP.
Do not tell patients to routinely see their GP after discharge. Only suggest to a patient that they need to book an
appointment to see their GP if there is something that specifically needs addressing (this issue should also be include
in the discharge letter – GP free text area of Patient First), otherwise it potentially wastes the patient’s time the GP’s
time and potentially deprives another patient of a GP appointment and increases the chance of that patient
attending the ED due to lack of GP appointments. This does not however prevent you from providing, in appropriate
cases, ‘safety advice’ regarding seeing GP if condition not improving or deteriorating.
Before asking a patient to see their GP think about whether what you are asking of the GP and their practise staff is
reasonable, eg. wound reviews, blood tests are probably reasonable. Also try to put yourself ‘in the shoes’ of the GP
in a surgery without access to immediate investigations and constrained by time limited appointments; are they
likely to be able to sort out the patient’s issue ?
When Communicating with GPs
Do not ask them to chase any pathology results other than MSUs. If you feel you need to perform a test and you
know you are not going to get the result before the patient is discharged then discuss with the senior doctor before
sending it, as it is likely that you should not be requesting the test with only a few exceptions (eg. mast cell
tryptase). If you ask for a test YOU are responsible for checking the result.
If you feel a patient requires a non-routine test or a referral after discharge, do not tell the GP to request or perform
these, instead suggest – the difference in approach may seem subtle but you must remember that GPs are often far
more experienced than you are and know their patients better than you do and may already have done what you
think is necessary. “Patient attended with an episode of atrial fibrillation which spontaneously resolved. I wonder
whether he might benefit from an echocardiography appointment as an outpatient and discussion regarding
anticoagulation, CHADSVasc 3”
There may be cases when the result of a scan has highlighted the need for further investigation or a radiology report
has become available sometime after the patient has been discharged, it may well be appropriate that further tests
are organised by the GP if these are non-urgent but these types of cases should all be discussed with the senior ED
doctor / consultant.
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Use of Security Guards to Provide Restraint In the Emergency Department
On occasion it is necessary to request that the security guards actively restrain a patient in the emergency
department, this can only be done when specific criteria have been fulfilled otherwise there is a risk that clinicians
and security guards will be viewed as having committed a criminal offence. The dynamic and fast pace of the ED
often results in the Emergency Physician needing to make an immediate decision with incomplete information.
Relevant ethical and legal principles of liberty and the duty to protect life may conflict and the law regarding these
issues is complex.
Central to decision making in this area is decided whether a patient has autonomy or not. Personal autonomy can
be defined as the capacity to make decisions for one-self. Examples of patients who may lack autonomy include the
psychotic, suicidal, delirious or intoxicated. Individuals may lack autonomy because they:
1.
2.
3.

Lack capacity as defined by the MCA 2005 (box 1)
Have an Identified mental illness and are potentially detainable under the MHA 1983
Possibly lack requisite decision-making autonomy (but this has not been formally assessed)

If a patient possesses the requisite decision-making autonomy (as per MCA 2005 and MHA 1983) then their decision
(to leave) must be respected, irrespective of whether the treating clinicians consider this an unwise decision or not.
Security guards cannot and must not be asked to restrain a patient who has decision making autonomy.
Security guards can be asked to restrain patients who lack autonomy; however this must be a proportionate
response to the clinical situation as well as being in the best interests of the patient. Clinicians must be prepared to
document in the clinical record that the patient lacks autonomy (or capacity) and the reason why. If the clinician is
not prepared to document in the clinical record that a patient lacks or is suspected to lack autonomy then the
security guards have the option of declining to help restrain the patient. The senior doctor on duty must be involved
in all decisions with regards to asking security guards to restrain a patient as must the nurse in charge. The intranet
has links to MCA assessment forms.
If a clinician decides that emergency restraint is the appropriate (and proportionate) response to the clinical
situation, not only does she/he need to be clear how they will proceed once the patient has been restrained (eg.
rapid tranquilisation, mental health assessment) they must also be clear on what grounds they are restraining the
patient:
1. MCA 2005: If they lack capacity the MCA 2005 powers can be used to restrain and detain if necessary.
2. MHA 1983: If the primary problem is related to mental health, then consider the use of the MHA 1983 and discuss
with the mental health liaison service. A patient may benefit from MHA 1983 assessment if they have a severe
mental illness, particularly psychosis. If they have already been placed on, or are subject to a Section 2, 4 or 136,
then restraint can be used under the auspices of the MHA 1983. If they have not been placed on a section, then
options are limited to requesting a s136 or a s4 (or s2).
3. Common Law Doctrine of Necessity: Where lack of autonomy is suspected but not confirmed (i.e. capacity
assessment or MHA assessment not completed) then common law can be used to protect their right to life. This can
only be employed where the risks to life are significant, and use of restraint is a proportionate response. This
decision should be made by the most senior clinician immediately available and be escalated to a consultant as soon
as practically possible.
Box 1. Determination of Capacity, MCA 2005
• The patient understands the need for assessment; its purpose, justification, benefits & risks.
• The patient is able to retain the information for long enough to make an effective decision and make a free choice without feeling
under pressure from anyone.
• The patient is able to use or weigh the information given to make a decision.
• The patient is able to communicate their decision.
Any decision made on behalf of someone who lacks capacity must be in their best interests and be the least restrictive
option.
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ADULT EMERGENCY RAPID TRANQUILLISATION IN THE EMERGENCY
DEPARTMENT
Full guideline available on the trust intranet and should be referred to.
Patient groups
Only those patients who have been assessed as lacking capacity and who represent a danger to
themselves or others in the acute care area should be considered for RT. The use of RT is for
patients who are likely to have an underlying injury or illness that has caused them to be disturbed or
behave in a violent or aggressive manner.
The aim of Rapid Tranquillisation
To provide sedation as safely and quickly as possible, to a patient who is violent and aggressive to
allow further management of that patient; which may include emergency investigation and treatment.
RT prevents the patient from harming themselves or others (including staff) whilst maintaining the
duty of care that the trust owes to its patients.
Conditions for implementation of Rapid Tranquillisation


The patient must have been assessed by a senior doctor (middle grade or consultant) as:
-Lacking in capacity and requiring immediate RT to prevent him/her from harming
themselves or others within the acute care area.



All other efforts to try to calm / reassure / gain co-operation from the patient must have
been exhausted or deemed inappropriate due to the nature of the presentation including:
-De-escalation techniques / conflict resolution / seclusion / privacy & quiet.
-Oral medication e.g. lorazepam 2mg PO (max 6mg/24 hours)





The duty Consultant must be informed preferably before RT has taken place.
A critical incident form must be completed after RT has taken place (by doctor performing
RT).
The form documenting assessment of capacity must also be completed (by the healthcare
professional who has assessed capacity).

If time allows then discussion with family and the next of kin may be appropriate; however they
cannot overrule the clinical decision to provide emergency rapid tranquillisation if it is deemed to be in
the patient’s best interests who also lacks capacity as defined under the Mental Capacity Act 2005.
Provision of Rapid Tranquillisation


RT should be provided by the most senior / experienced doctor available who is competent
at providing sedation and treating the complications or side-effects of the procedure. In
particular the clinician as a minimum should be capable of providing supportive care which
involves the use of airway adjuncts such oropharyngeal airways and manual ventilation with
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bag and mask devices. The aim is to provide RT as safely and quickly as possible using an
appropriate drug and dosage that works after the first attempt.


RT should ideally be carried out in a setting which has immediate access to oxygen via high
flow reservoir mask, suction, monitoring for oxygen saturations, blood pressure, heart rate and
respiratory rate. Furthermore the availability of equipment and drugs to deal with potential
problems should also be ensured; these may include laryngoscope, endotracheal tube,
defibrillator, flumazenil, adrenaline, intravenous fluids etc.



It is recognised that the provision of RT may initially have to take place in less than ideal
surroundings, but every effort should be made to have portable equipment ready and a plan to
transfer the patient as soon as possible (once the sedative has taken effect) to a high
dependency area with the appropriate monitoring facilities and equipment (e.g. in the ED this
would be the resuscitation room).



The route of administration in the emergency setting is likely to be intramuscular (IM) this
has the benefit of rapid access and minimising the risk of needlestix to others. The period of
physical restraint required for a single IM injection is also minimised when compared to
attempts at intravenous cannulation in the unco-operative patient. The intravenous route has
the advantage of slightly more rapid onset, however it is unlikely to be available for immediate
use in the emergency setting. Once the patient has been sedated using the intramuscular
route and the patient is more co-operative then intravenous access should be gained and
secured as soon as possible.



The choice of drug is dependent of the familiarity of the clinician with the drug and likelihood
of side-effects given the emergency presentation and the difficulty in determining the
underlying reason for the current violent or aggressive behaviour. The patient’s previous drug
history should also be considered, particularly recent medication and drugs which have been
used in the past.



In the acute care setting a benzodiazepine is the drug of choice if past medical history is
uncertain (history of cardiovascular disease, uncertainty regarding current medication, or the
possibility of current illicit drug / alcohol intoxication). Consider using either lorazepam 4mg IM
or midazolam 5mg IM, do not use both. Lorazepam is longer acting, however it is stored in
the fridge, needs to be mixed 1:1 with water for injection or sodium chloride 0.9% before
injecting, supplies are currently erratic and absorption may be no better than orally. Midazolam
is a short acting, readily available benzodiazepine that requires no mixing before injection and
is stored at room temperature. It has a significantly quicker onset of action and more rapid
time to arousal than lorazepam or haloperidol. Flumazenil should be readily available
irrespective of which benzodiazepine is used.



Haloperidol may also be used in the emergency setting, however it is envisaged that this
would only be for those patients where there is confirmed history of previous significant
antipsychotic exposure, and response to haloperidol and that the current episode is likely to be
due to acute psychosis in the absence of illicit drug / alcohol ingestion. A Dose of 5mg of
haloperidol IM as a separate injection to the benzodiazepine may be given.



In the event of failure of either the benzodiazepine or combination of benzodiazepine and
haloperidol when given intramuscularly to produce adequate sedation then proceed to gain
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intravenous access and administer 5mg of diazemuls® intravenously. Flumazenil should be
drawn up as a precaution if resorting to IV diazemuls after IM medication.


Once RT has been achieved the patient should be moved to an appropriate area to allow
continued monitoring, establishment of intravenous access and treatment of any
complications related to sedation. Emergency investigation and treatment should be
undertaken as soon as possible. Provision of further bolus doses of intravenous sedative may
be necessary e.g. 2-3mg IV of midazolam or 2-5mg of diazemuls until a definitive
management plan has been arranged. Consider early involvement of other specialties e.g.
psychiatry, intensive care, medicine.

Drug notes


In general dosages described are for ‘average’ sized adults, the dosage may need to be
varied according to body habits, age (reduce dose by half in the over 65yrs) and according to
other medication which may have recently been taken.



When administering IM injections use the smallest volume possible, volume should not
exceed 5mls.



Benzodiazepines have no anti-psychotic activity but have useful sedative and anxiolytic
effects. Toxicity, such as over-sedation and respiratory depression (respiratory rate <10
breaths per minute or oxygen saturations <90%), can occur at high doses. These effects are
rapidly reversed with Flumazenil (Anexate®). Benzodiazepines are well tolerated, with a high
therapeutic index, and are not implicated in causing the serotonin syndrome, neuroleptic
malignant syndrome, QTc prolongation or dystonic reactions. They have proven safety and
efficacy in animal experiments and widespread clinical use for sympathomimetic drug related
agitation. They also possess dose dependent efficacy that is easily titratable, and have
established seizure prophylaxis and seizure terminating activity. Benzodiazepines have no
arrhythmogenic potential with therapeutic or toxic exposures, and hypertensive and arrhythmia
preventive activity in sympathomimetic drug toxicity.



Midazolam (Hypnovel®) is available in strengths of 1 or 5mg per ml.



Lorazepam (Ativan ®) is kept in the fridge in a strength of 4mg per ml.



Diazepam should not be used via the intramuscular route – it is extremely irritant and
absorption is slow and erratic. Diazemuls® emulsion may be administered 5mg/ml into a large
vein.



Flumazenil (Anexate®) is a benzodiazepine antagonist which may be used to reverse the
effects of benzodiazepines that have been administered during sedation procedures. It should
not be used in patients presenting with an undifferentiated overdose due to deliberate self
harm. Presentation: clear colourless solution 100mcg/ml in a 5ml ampoule. Side Effects:
hypertension, dysrhythmias, vomiting, dizziness, flushing, anxiety, headache and convulsions.
Avoid, if possible, in known status epileptics and raised intra-cranial pressure. It acts within 3060 seconds and lasts 15-140 minutes, its duration of action is shorter than that of the
benzodiazepines it is antagonising. Administer 200mcg IV over 15 seconds, then 100mcg IV
at 60 second intervals. Usual dose range 300-600mcg; max total dose 1mg.
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Haloperidol is a butyrophenone anti-psychotic or neuroleptic. It generally tranquillises without
impairing consciousness. Side-effects include extrapyramidal symptoms (parkinsonian
symptoms, dystonia, akathisia, tardive dyskinesia), neuroleptic malignant syndrome,
prolongation of the QTc interval with sudden cardiac death and seizures. Avoid in patients with
known cardiac disease or who may have ingested illicit drugs. Haloperidol should not be
administered unless procyclidine or benzatropine are immediately available. Acute dystonia
may be treated with either benzatropine 2mg IV or procyclidine 5mg IV, repeated as
necessary after a few minutes. Dramatic resolution of symptoms usually occurs after a few
minutes.



The following drugs should not be used to provide RT:
-IM diazepam
-IM chlorpromazine
-Thioridazine
-IM depot anti-psychotics
-Olanzapine
-Risperidone
-Zuclopenthixol acetate
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Guideline for Adult Emergency Rapid Tranquillisation in the Emergency
Department.
Assessment by senior doctor:
 Patient lacks capacity
 Patient represents a significant danger to him/herself or
others
 Patient requires emergency treatment / investigation
Non drug measures undertaken if possible:
 De-escalation techniques / exclusion
 Oral medication – lorazepam 2mg (max 6mg per day)

Preparation to ensure RT as safe as possible:
 Inform consultant
 Drug drawn up and prepared correctly. Antidotes
available.
 Oxygen and high flow reservoir mask
 Monitoring equipment (ECG, pulse oximeter, BP)


Equipment in case of complications (airways,
suction, BMV)
Choice
of drug(s):
 Adequate
number of personnel
Either

Midazolam 5mg IM
Lorazepam 2-4mg IM

Or consider using Haloperidol 5mg as a separate IM injection
in-addition to the benzodiazepine in psychosis
If this fails to produce an adequate response then consider
Diazemuls® 5-10mg IV
Once sedative taken effect:
 Establish and secure intravenous access
 Monitor in a high dependency area
 institute emergency treatment and investigation as
necessary

 Maintain sedation with IV bolus midazolam 23mg or 2-5mg diazemuls until definitive
Ensure completion of:
management plan arranged.



Critical incident report form
MCA 2005 capacity assessment form
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Notes:
● Lorazepam
should be mixed
1:1 with water for
injection or
sodium chloride
0.9%. It is stored
in the fridge.
● When to add in
Haloperidol Confirmed history
of previous
significant
antipsychotic
exposure, and
response to
haloperidol and
that this current
episode is likely
to be due to acute
psychosis in the
absence of illicit
drug / alcohol
ingestion.
● Do not give
Diazepam via the
intramuscular
route.
● Flumazenil
should be drawn
up as a
precaution if
resorting to IV
diazemuls after
IM medication.
Initial dose
200mcg slowly.
• Procyclidine
5mg IV bolus or
Benzatropine
2mg IV bolus for
treatment acute
dystonia
secondary to
haloperidol.

Advanced directives (Living Wills)
Advance decisions to refuse treatment – The Mental Capacity Act
creates statutory rules with clear safeguards so that people may make a
decision in advance to refuse treatment if they should lack capacity in
the future. The Act sets out two important safeguards of validity and
applicability in relation to advance decisions. Where an advance
decision concerns treatment that is necessary to sustain life, strict
formalities must be complied with in order for the advance decision to be
applicable. These formalities are that the decision must be in writing,
signed and witnessed. In addition, there must be an express statement
that the decision stands “even if life is at risk” which must also be in
writing, signed and witnessed.
If the patient has nominated an individual with “enduring power of
attorney”, that individual must be contacted.
Prior to the introduction of the Act common law applied and it is not clear
what status these non-legally witnessed advanced directives will still
have. However, you should note that:
Definition:
An advanced directive is a statement made by a mentally competent
person over 18 yrs or more, which defines in advance their medical
treatment should they become mentally or physically unable to make their
own wishes known.
Legal status:
An advanced directive was valid under common law if:
 The patient is mentally able and over 18 yrs when the directive was
made
 The patient was fully informed about the nature and the
consequences of the advanced directive
 The patient was not pressurised or influenced by anyone else when
they made the decision to sign
 It covers the specific medical conditions identified by the patient.
Unless these specifically apply to the patients present situation the
directive will not apply.
 The directive has not subsequently been rescinded.
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 The patient is now incapable of making any contemporaneous
decision because they are now unconscious or otherwise unable to
communicate.
Notes:
 It is the patients responsibility to let the hospital know that they have
made an advanced directive.
 a patient cannot refuse basic care that is clearly appropriate I the
circumstances and provided for all patients eg basic personal
hygiene, pain relief and the offer of food if the patient is capable of
taking oral food.
 Although it is good practise to consult with relatives the final decision
rests with the doctor in charge, unless there is a legal power of
attorney designated.

DEATH CERTIFICATES
Please note that unless there is irrefutable evidence of death e.g.
decapitation patients should not be certified in the back of the ambulance
but should be brought into A&E for death to be confirmed. Deaths
occurring within the A&E department must be considered if they need to
be reported to the coroner’s officer. The doctor needs to complete the
appropriate forms, either a Coroner’s referral form (on Patient First
Documents) or a death certificate (contact the Berevement office). Very
occasionally it may be appropriate to ask the GP to write a certificate for a
patient who has been terminally ill and has been brought into A&E
because they suddenly deteriorated and this may relieve the family of the
distress of a post-mortem. Discuss this with the Coroners officer.
There is a more detailed hospital policy concerning death and
bereavement in the departmental policy file. Make sure you are familiar
with its contents and use it for appropriate reference.
There is also a separate policy regarding management of cot death which
you should refer to if necessary.
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PATIENT RIGHTS TO INFORMATION
When writing your notes you should be aware that under the Health
Records Act 1990, the patient has rights to access their medical records.
We may only prevent a patient reading their records if we have justifiable
reason to believe it would be deleterious to their health for them to access
their records.
If a patient requests to see their records it is generally wise to agree to let
them read their notes. If in doubt, discuss the matter with the duty A&E
consultant first.
If they are requesting a copy of the notes, they should be advised to make
a written request to the medical records dept. It is common practice, but
not compulsory, for this to be done via a solicitor. Leaflets providing
patients with further information on this matter are kept at the front desk.
Access to medical records and confidentiality is overseen by the Caldicott
Guardian appointed by each trust. The Caldicott Guardian for Worcester
Acute Trust is the Director of Nursing. She may be contacted in Trust
Headquarters for further advice.
INSURANCE FORMS
If a patient asks for you to complete an insurance claim form, please do
so. You are entitled to charge them a reasonable fee e.g. £5 for this
service if you so wish.
MEDICAL CERTIFICATES
Patients should self-certify for their first week of sick-leave. We keep the
forms here or they can get them from social security. If they clearly require
longer than this e.g. for a fractured ankle, you should give them a
certificate for a longer period, to avoid them having to make an
unnecessary visit to their GP. If you are not sure how long they will be off
sick, give them a certificate for the shortest likely period and tell them to
get a repeat certificate from their own GP. Please note you cannot legally
give a certificate to a patient that you have not seen, or backdate a
certificate.
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FOLLOW-UP IN the ED
A review clinic is held in the Emergency Department after 9.15from
Monday to Thursday. If a patient needs follow -up by the ED and cannot
be followed up by their GP please ask them to make an appointment at
the front desk on their way out. Suitable patients for ED follow up include:  severe or dirty wounds
 suspected scaphoid fractures
 some soft tissue injuries e.g. knee or elbow effusions, and severe
sprains, (usually at 14 days)
 moderate burns, (minor burns can be followed up by the GP)
 Simple pneumothorax who is sent home after 1 week. CXR on arrival
 Children who are not walking
Do not to use the clinic for getting a second opinion, but ask a middle
grade doctor or consultant to see at the time of first presentation. If this is
not possible, then you can use the review clinic.
There are limited number of Review Clinic slots
Do not use the clinic to review patients who are not appropriate to
ED e.g. joint pains with no history of trauma. These should be
referred to the GP.
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REFERRALS TO OUTPATIENT CLINICS.
The following injuries may be referred to the next appropriate clinic
without discussion with the on-call team. Give the patient the notes to give
to the receptionists who will arrange for the appointment to made:1.Fractures and acute knee injuries likely to require urgent arthroscopy
(e.g. traumatic haemarthroses, locked knees etc.) can be made an
appointment without reference to the orthopaedic surgeons.
2.Fractured noses which require reduction or have obstructed nasal
passages can be made an appointment for the next Wednesday afternoon
clinic without reference to the ENT surgeon on-call. (See ENT section.)
You can refer the following types of patients to the following clinics after
discussion with the appropriate on-call doctor.
1.Eye injuries/acute eye problems e.g. iritis to ophthalmology clinic at
Kidderminster.Office hours call 55369 or 55390. There are 2 slots the next
working day which the receptions can access
2.Facial injuries to the maxillo-facial clinic (weekly)

All other out-patient referrals should be made by the GP, therefore refer
those patients back to GP.
EMERGENCY REFERRALS TO OTHER SPECIALITIES
Referrals to most specialities are via the duty SHO as recorded on the
daily duty rota. The following are exceptions:Medicine is registrar
Surgery is registrar
O&G is registrar
Paediatrics: consultant or reg
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Requesting Radiology.
Junior doctors can request x-rays if there is an indication. If a specialty
wants an investigation and you do not think it is indicated then the
specialty should request it.
In office hours, 9-5 Mon-Friday there is hot reporting for axial x-rays.
You must review the report and file it on ICE prior to discharging the
patient.
Ultra sound. Senior ED doctors should be able to perform ED
ultrasounds, eg looking for AAA, looking for fluid in the peritoneal and
pericardial cavities, iv access etc.
We do not have access to emergency US. DVT US should be managed
throught the AEC.
MRI there is no real ED indication to request this. ? cauda equine/cord
compression should be referred to appropriate specialty eg oncology or
T&O. If they agree to accept the patient you may put the request on their
behalf
CT scan requests should be run passed the senior doctor prior requests.
This will normally only be CT head, cervical spine, CT KUB or part of a
trauma. Other CT generally should be requested by a specialty not the
ED. Call Radiologist 39165 to sanction. Coordinating Radiograph 39194
CT scans at night 20.30-09.00 need to be run by the senior doctor.
CALL the oncall radiographer. Agreed indications:
CT Head
Cases of head trauma with at least one of the following:








The referral meets the NICE guidelines for head injury.
GCS < 13 or 13/14 2 hrs post injury
suspected open, depressed or base of skull fracture
post traumatic seizure
coagulopathy with some loss of consciousness
Focal neurological deficit
more than one episode of vomiting in a patient aged 12+
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Following discussion with Consultant paediatrician suspicion of nonaccidental injury

OR
Acute stroke presenting with one of the following (these cases to be
managed as per the stroke pathway after discussion with the third party
consultant);










The referral meets the NICE guidelines for stroke
Potential thrombolysis
Severe headache
A known bleeding tendency
Papilledema/ neck stiffness/fever
Depressed level of consciousness
Unexplained progressive or fluctuating symptoms
On anticoagulants
Young <50 years

OR
Non trauma head for one of the following



suspected subarachnoid haemorrhage
Possible blocked intra-ventricular shunt

CT Cervical Spine





The referral meets the NICE criteria regarding imaging of the cervical spine
Plain film series is technically inadequate or patient factors prohibit
adequate views (for example, neck habitus or inadequate despite
additional views such as the Swimmer’s view). If the plain film is suspicious
or definitely abnormal.
The patient is being scanned for multi-region trauma.

CT Aorta (pre- and post-contrast arterial phases)



Possible ruptured abdominal aortic aneurysm (CT abdominal aorta).
Possible Aortic dissection (CT whole aorta).
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Trauma:
1. Poly trauma/ Severely injured patient (SIP)
 Mechanism or presentation suggests there may be occult injuries that
cannot be excluded by clinical examination / plain films
 Injury to more than one body region
 FAST Scan positive for intra- abdominal fluid
 Significant injury found on plain x rays (pneumothorax / pelvic fracture)
 Obvious severe injuries
 Requests for such scans in the paediatric age group will have to be
personally authorised by the consultant on call.
Please note: Where the polytrauma results in a CT scan of the whole body which
is being provided in the context of a seriously injured patient and is being
managed as a trauma call with an identified lead clinician who can be easily
contacted, please ensure this is notified to the Medica Nighthawk Department.
2. Neurological deficit in a setting of suspected spine injury (CT spine alone may
be indicated unless intra-thoracic or intra-abdominal or pelvic injury is also
suspected).

CT Abdomen and Pelvis
 To assess the acute surgical abdomen in the case of acute bowel
obstruction and/or suspected peritonitis only after discussion with the
consultant surgeon on call.
 The patient should be discussed on an individual basis with the Medica
Consultant. GI bleeding if the following apply:
Persistent active bleeding
Patient reviewed by Consultant Gastroenterologist
Endoscopy has not identified the cause
Therefore any request outside of the protocols must be given careful
consideration by the Consultant Clinician responsible for the patient’s care and in
difficult circumstances they can contact the Medica Consultant for discussion by
calling 03330 100999 (back up number 03333 111999).
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MAXILLO-FACIAL
If the patient does not require to be seen immediately, make them an
appointment for the next maxillo-facial clinic. These are held each week
day morning. If the patient is likely to require a general anaesthetic please
ask them to arrive starved from midnight. Please ensure the notes and xrays are sent to the out-patient department in time for their appointment.
For emergencies contact WRH SHO on duty via bleep 116.
.
The service is ORAL and MAXILLO-FACIAL and the following should be
referred for an opinion.
1. Soft tissue laceration involving the face, mouth or scalp
Any which cannot not be adequately managed by A&E staff, because of
the extent, site, skin loss or other cosmetic implications. For this type of
injury consult the max-fax surgeons in preference to he plastic surgeons.
However, facial burns should be referred to the burns unit at the
QEH/BCH.
2. Facial fractures
Always document negative findings of normal facial sensation, no double
vision and no malocclusion in facial injuries. Remember if there is any
doubt x-ray. OPG and AP for the mandible or standard facial views for
maxillary/zygoma fractures
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Dental trauma and its management in the ED
Management of avulsed teeth in adults and children in ED (permanent teeth):
Re-implantation: Replant avulsed tooth as soon as possible within 4 hours. (Best prognosis
within 1 hour)
1. Do not touch the root of the tooth. Handle the tooth by the crown only
2. Do not scrape or scrub root surface.
3. If contaminated wash in normal saline, and only if necessary gently dab with gauze soaked in
saline to remove stubborn debris.
4. It is possible to re-implant a tooth without the use of local anaesthetic
5. Gently irrigate tooth socket with saline, use suction to remove clot: re-implant the tooth into
the socket with gentle pressure and ask patient to bite on a gauze- refer to maxfax
6. If unable to re-implant the tooth, place in a protective transport solution such as normal saline,
cold milk or saliva(in buccal sulcus) and refer to max fax immediately
When NOT to re-implant
l) A primary tooth that has been avulsed is not re-implanted.
2) Where other injuries are severe and warrant preferential emergency treatment/intensive care
3) The extra-oral time is extremely prolonged, the prognosis is very poor. (> 4 hours)
4) Ask maxfax for opinion if extra-oral time more than 4 hours
Management of intruded/extruded teeth in adults and children (permanent teeth):
Mildly intruded teeth (less than 3mm): managed conservatively refer to dentist.
Moderately intruded (3-6 mm): Refer to maxfax for repositioning and splinting
Severely intruded (> 6mm): Refer to maxfax for repositioning and splinting
Extrusion: Tooth excessively mobile, appears to long and could be displaced labially or palataly. Push
tooth back into socket and ask patient to bite on a piece of gauze. Refer to maxfax for splinting
Children with excessively mobile deciduous teeth and there is a risk of aspiration the tooth should be
pulled out with a gauze in ED.
Children with intruded or extruded deciduous teeth and there is no risk of aspiration should be referred to
their dentist.
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Injury
Enamel-dentin
fracture
without pulpal
involvement

Visible Signs

What to d

Loss of tooth structure, not involving the pulp

Refer to dentist

Crown fracture
with pulp
involvement

Loss of tooth structure and pink in the centre

Refer to dentist

Root fracture

Tooth excessively mobile

OPG and refer to maxfax

Luxation
/Extrusion

Tooth excessively mobile, appears to long and
could be displaced labially or palataly

OPG and refer to maxfax

Intrusion

Tooth appears too short and is
immobile/wedgedinto the alveolar bone

OPG and refer to maxfax

Avulsion

Tooth out of socket

Replant immediately in tooth socket
refer to maxfax for splinting

Alveolar
process
fracture

Mobility of multiple teeth and bone

OPG and refer to maxfax

West Midlands Emergency Dental Service

Helpline No: 0121357-0500 (24HRS)
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OPHTHALMOLOGY
Call the on-call Worcester Staff Grade during normal working hours. They
will normally ask for the patient to be sent to the clinic at Kidderminster.
Guidelines for Management of Ophthalmic Patients who present in
ED or Primary Care between 16.45pm-9.00am Monday-Thursday and
15.45pm Friday – Monday 8.00am (Same for Bank Holidays)
A

Urgent

These patients need to be seen by the on-call team at BMEC (Birmingham and Midland
Eye Centre) or other appropriate specialty.
1. Perforating eye injury
2. Endophthalmitis post intra-ocular surgery (painful red eye with vision deteriorating
+/- cells, fibrin or hypopion in the Anterior Chamber).
3. Retinal Artery Embolism (eye referral if last few hours as medical +/- paracentesis
may help; otherwise medicine/cardiology to consider source.
4. Giant Cell Arteritis (medicine with eye check the next day)
5. Acute IIIrd nerve or other neurological problem (medicine/neurosurgery)
6. Corneal Transplant Rejection (Even minor sounding problems may be serious)
7. Corneal ulcer/abscess/herpetic keratitis
8. Retinal detachment
9. Orbital cellulitis (particularly children) (Paeds and ENT)
B
Semi-Urgent
These patients can be booked into 2 available clinic slots the following morning (MON-FRI) by
contacting the eye team with details in the morning. These must not be patients from category
A. (A&E reception staff will book the two slots, and will phone eye clinic receptionists at 08.00
with details of patient - copy of A&E notes to be given to the patient to take to clinic)
C
Non-Urgent
The GP or referring doctor may speak to the duty eye doctor the next day for appointment.
Please note as always WALK IN PATIENTS will not be seen without a referral. We remain
committed to providing an excellent service and to making this system work.

OBSTETRICS & GYNAECOLOGY
Patients below 20 weeks should be referred to the Obs and Gynae Registrar rather than the
SHO as outlined below.
If there is space in GAU then patients will be seen there unless they are unstable when they
should be seen in A&E.
Patients above 20 weeks should be directed to Delivery Suite who may well refer on to the
Registrar as well.
The O&G middle grade should be informed of ANY admission to the hospital.
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INJURY/ ILLNESS

TERTIARY CENTRE

TELEPHONE

Head Injuries requiring Hyperacute Transfer or any
Major Trauma

QE (MTC)

Kids

BCH

Regional Trauma
Desk 01384
215695
0300 200 1100

Head injury Isolated not requiring hyperacute transfer

QE

#6102

Kids

BCH

0300 200 1100

SAH / Intracerebral Bleed / Mets

Coventry & Warwick

#6136

(in hours for IC bleed speak to stroke team before referral)

(Walsgrave)

Kids

BCH

#6107

Malignant Cord Compression (in hours refer oncology team, OOH

Coventry & Warwick

#6136

refer oncology consultant +/- medical team they are responsible for the referral )

(Walsgrave)

Non-malignant spinal cord compression (refer to T&O team –

Royal Orthopaedic

#6115

Royal Orthopaedic

#6115

Kids

BCH

#6107

Thoracic Dissection

Wolverhampton

01902 694260
#6139

Burns
Kids

QE
BCH

#6102
#6107

Plastics (refer to T&O team – they are responsible for the referral)
Kids

QE
BCH

#6102
#6107

they are responsible for the referral)

Isolated neck trauma (refer to T&O team – they are responsible for the
referral)

Stroke Thrombolysis Advice (refer stroke team / on-call medics – they AGW Stroke
are responsible for the referral)
Network
Thrombectomy in stroke (refer stroke team / on-call medics– they are
QE

#6102

Hand injuries (refer to T&O team – they are responsible for the referral)
Kids (refer to T&O team – they are responsible for the referral)

#6102
#6107

responsible for the referral)

QE (plastics)
BCH

Switchboard

QE Use NORSE for referrals EXCEPT TRAUMA when you use the
Trauma Desk. UHCW use Referapatient
43

WRH EMERGENCY DEPARTMENT ACUTE TERTIARY REFERRALS
PLASTIC SURGERY
Refer all major hand injuries, and any wound likely to require skin grafting.
(Facial injuries should be referred initially to the maxillo-facial surgeons.)
Hand injuries should be referred in the first instance to T&O. Please
ensure that you have completed the appropriate proforma. In the event
that theyb are unable to accept the patient, please refer to the hand
surgeons at Queen Elizabeth Hospital – sometimes this is a plastic
surgeon and sometimes an orthopaedic surgeon – please check with
Queen Elizabeth Hospital switchboard. The patient will need transport
arranged unless they are fit to take themselves or for a relative to take
them. Photocopied maps/directions are available at the front desk. Ensure
a photocopy of the notes and any x-rays accompany the patient.
CARDIO – THORACICS
Chest injuries are normally managed on this site by the general surgeons.
Patients requiring specialist care for chest injuries should be transferred to
the cardio-thoracic unit at the New Cross Hospital, Wolverhampton
following discussion with the surgical team on take.
SPINAL INJURIES
All patients with spinal injuries/fractures should be referred to the trauma
and orthopaedic team – they are responsible for arranging any further
investigation and liaising with tertiary referral centres. Spinal injuries
requiring stabilization are normally managed at the spinal injuries unit at
The Royal Orthopaedic Hospital in Birmingham.
Urology
Based at Alexandra Hospital
Any patient with a PARS of 3 or more needs to be discussed with the
on call consultant prior to transfer to another hospital.
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NEURO-SURGERY
Sub-arachnoid haemorrhages should only be referred following
discussion with the General medical team on take. (see separate
guidelines in this handbook:The University Hospital ofCoventry and Warwick Hospital (UHCW)
If they have no capacity it is their responsibility to find an alternative
neurosurgical unit
Ask the radiographers to send the CT scans to this centre via the direct
link. Other wise ask the PAC manager via the PACs system to send them
within working hours.
Try contacting the Neurosurgical Registrar at the Coventry and Warwick
Hospital first. Ensure patients are stable prior to transfer.
MANAGEMENT IN REFERRING HOSPITAL AND INDICATIONS FOR
NEUROLOGICAL TRANSFER OF SUB-ARACHNOID HAEMORRHAGE
All SAH should be discussed with a neuro-surgeon at UHCW
A CT AVAILABLE
1.Talking & obeying
2.No speech &/or
localising
3.Flexing or worse

CT confirms SAH or if
CT –ve but LP +ve
CT confirms SAH
CT confirms SAH +
moribund since ictus
+hydrocephalus or
haematoma

Transfer within 18 hrs
(if bed available)
D/W neurosurgeons
with view to transfer
Defer transfer but
discuss with
neurosurgeons
Discuss with
neurosurgical unit.

Management in DGH: “ABC”
IV fluids
BP - control extremes
Nimodipine
Analgesia – paracetamol/codeine
CT angiograms are not need at WRH as they will be repeated at the
tertiary centre and thus exposing the patient it unnecessary radiation
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Trauma Patients (including Head injuries)
Patient arrives at Worcester Royal or
Alexandra Hospital
And is either
a) Trauma Tool Positive for Acute trauma /
Major trauma
b) Has clearly significant head injury on
arrival
c) CT scan demonstrating clear need for
neurosurgical intervention
d) Is poly-trauma
e) Not triaged or incorrectly triaged & after
assessment is in need of
Specialist neurological intervention
f) Entered TU for A or B, stabilisation* &
requires further Specialist
neurological intervention
Immediately contact the Regional Trauma
Desk Emergency telephone number 01384
215695. The RTD will initiate a hyperacute transfer to Queen Elizabeth Hospital
(MTC)

Patient arrives at Worcester Royal or
Alexandra Hospital
And is either
a) Trauma Tool Negative or Not Major
trauma
b) Not “clear cut” but neurosurgical
advice is necessary +/- transfer
c) Does not require immediate
neurological intervention
d) Patient has chronic subdural
haematoma only

Contact Neurosurgical Team at
University Hospitals Coventry &
Warwick (MTC). If neurosurgical
registrar is not available in a timely
manner contact consultant directly

Further Information
Where the patient needs hyper acute transfer out of the TU the Regional Trauma Desk will try to arrange a MERIT team to
collect the patient. If this is not timely / feasible the TU will provide an anaesthetic escort.
*If a patient has been brought to TU for Airway or Breathing stabilising, as soon as necessary intervention has been
completed the patient should be transferred out . Do not perform CT scan at TU if patient clearly being transferred to MTC.

PAEDIATRIC TRAUMA
This is based at Birmingham Childrens Hospital. All urgent trauma
transfers even if isolated head injuries should go through the Trauma Desk
01384 215695 and if they are unhelpful via KIDS on 300200110. Do not
contact the neurosurgeons directly for any trauma

46

47

MANAGEMENT OF MAJOR TRAUMA
Major trauma will be managed jointly by the trauma team. This can be contacted
via switchboard on 222 out of hours and within hours when felt appropriate by
the consultant/most senior doctor in the department.
The trauma team consists of:
 The most senior doctor in ED
 The surgical registrar
 The anaesthetic registrar
 The orthopaedic registrar
All middle grade staff in ED and all surgical registrars are ATLS trained. Therefore the
trauma team will be led by the ED middle grade doctor who should be called for all
trauma calls.
Indications for CT Trauma Scans – at least one needs to be present
•
Mechanism or presentation suggests there may be occult injuries that cannot be
excluded by clinical examination / plain films
•
Injury to more than one body region
•
FAST positive scan for intra-abdominal fluid
•
Significant injury found on plain X-rays (pneumothorax / pelvic fracture)
•
Obvious severe injury MAJOR TRAUMA REQUIRING URGENT TERTIARY
Indications for Tranexamic Acid (TXA) - trauma patients who you think are bleeding
or at risk of significant bleeding (as a rule of thumb, any trauma patient who you group
& save or cross match should be given tranexamic acid as soon as possible) eg.
•
Any patient fulfilling the trauma team activation criteria
•
Consider in any patient undergoing CT trauma scan
•
FAST scan positive
Aim to administer as soon as possible.Do not give after 3hrs after the injury.
Tranexamic acid 1g in 100ml normal saline over 10-20mins, then 1g in 500ml normal
saline over 8 hours. If there is a gap between the initial bolus and the subsequent
infusion this probably does not matter too much, but ideally one should follow the other.
Do not use TXA for isolated head injury patients
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Indications for Hyperacute transfer
For a patient(s) in a Trauma Unit (ie. AGH or WRH) who require MTC level of care for
immediate intervention there should be no delays to transfer. This is a pragmatic
definition used at the discretion of the Trauma Team leader. A principle of “call and
send” is used.
If unstable involve Senior ICU / General Surgery
Regional Trauma Desk 01384 215695
Discussions with Major Trauma Centre (MTC)
We should only be telephoning the Trauma Desk. It is the role of the Trauma Desk to
set up conference calls / round up key individuals eg QE CTC whilst we manage our
patients; decline to speak to individuals unless part of Truama desk conference cal.
Children will normally be discussed with Birmingham Children's Hospital, including any
request for hyperacute transfer.
This is done via the KIDS call centre – 0300 200 1100 – who will set up a conference
call with relevant clinicians.

Trauma in Elderly Patients
Elderly patients (>65yrs) frequently fall and sustain significant injuries from relatively
minor mechanisms of injury, however they can also have significant mechanisms of
injury, such as falling downstairs and appear to have little in the way of obvious
injuries. Experience suggests that the threshold for performing ‘whole body trauma
scans’ for elderly patients with significant mechanisms of injury should be lower than
that for younger patients as the pick-up rate of ‘occult’ injuries is high.
When managing elderly patients with major / multiple trauma, consider the pitfalls
below:
1. Failure to recognise indications for early intubation
2. Undue manipulation of the osteoarthritic cervical spine, leading to cord injury
3. Failure to recognise serious effects of rib fractures and lung contusions
4. Equating normal blood pressure with normovolaemia
5. Failure to recognise metabolic acidosis as a predictor of mortality
6. Failure to institute early haemodynamic monitoring
7. Failure to recognise the effects of indiscriminate blood transfusion
8. Failure to recognise that minimal trauma may result in fractures and serious
disability
9. Poor haemodynamic reserve combined with under estimation of blood loss from
fractures may be lethal
10. Failure to recognise impact of drugs on response to injury and therapy
eg. WARFARIN, beta blockers
11. Failure to titrate drugs, leading to side effects
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Major Trauma In Children
Please use the Paediatric Trauma proforma on Patient First.
Birmingham children’s hospital is our paediatric major trauma centre (MTC), and all serious trauma
should go directly there. In the event of a seriously injured child attending the department, the most
senior doctor in the department should be involved and a trauma call put out if deemed necessary.
Management should follow ATLS/APLS principles. Full body trauma CT’s are only needed
occasionally, CT scanning should be direct to areas of concern and discussed with a radiologist
prior to request. Children on anti-coagulants should be discussed with a haematologist urgently.
Where significant haemorrhage is suspected, use the Trust Paediatric Major Haemorrhage protocol
available on the intranet. This is activated by calling 2222.
Tranexamic Acid (TXA)should be given within the first 3 hours of trauma:
 Loading Dose – 15mg/kg (max 1g) diluted in a convenient volume of Sodium Chloride 0.9%
or Glucose 5% and given over 10 minutes
 Maintenance infusion – 2mg/kg/hour
Specialist advice and transfer to the MTC can be obtained through calling the KIDS (Kids Intensive
Care and Decision Support) service on 0300 200 1100.
C-Spine injury in children:
Spinal injury in children is lower than in adults (less than 1%of children). The majority of injuries
occur in the cervical spine with 2/3 displaying a neurological deficit, a head injury or major organ
injury. Younger children often injure the C spine above C3 due to the larger head:body size.
Children younger than 8 can present with ligament alone and may present with SCIWORA (Spinal
Cord Injury Without Radiographic Abnormality).
Spinal immobilisation should be considered in children (and adults) with a potential C-spine injury,
however if the application of immobilisation distress the child (or adult) this should be removed. The
head/neck should be placed in a neutral position and if there is high risk of injury, manual in-line
stabilisation (MILS) can be provided. On arrival in the department children should have the neck
assessed as a priority.
Consider C-spine injury in the following circumstances:
Altered GCS/ focal neurological deficit / severe neck pain / torticollis / high speed care accident/
significant trauma elsewhere/ predisposing condition associated with cervical spine injury/ diving
Canadian C-spine rules and Nexus rules can only be applied to children over the age of 8 years.
Radiological imaging in paediatrics always has a considered approach and is often bespoke to the
patient and clinical picture. As a junior doctor you should always discuss neck imaging with the
senior doctor in the department prior to request. Often a plain film is all that is needed, however a
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CT or MRI neck should considered after discussion with a radiologist under the following
circumstances:


GCS less than 13 on initial assessment.



The patient has been intubated.



The patient is having other body areas scanned for head injury or multi-region trauma.



Plain X-rays identify a significant bony injury.



Focal peripheral neurological signs.



Paraesthesia in the upper or lower limbs.



A definitive diagnosis of cervical spine injury is needed urgently (for example, before
surgery).



There is strong clinical suspicion of injury despite normal X-rays.



Plain X-rays are technically difficult or inadequate.



Thoracic and Lumbar spine injury.
Perform an X-ray as the first-line investigation for people with suspected spinal column injury
without abnormal neurological signs or symptoms in the thoracic or lumbosacral regions (T1–L5).
Perform CT if the X-ray is abnormal or there are clinical signs or symptoms of a spinal column
injury.(focal neurological deficit, priapism)
If a new spinal column fracture is confirmed, consider the need to image the rest of the spinal
column based on mechanism of injury and clinical examination.

Who to contact for transfers This is based at Birmingham Childrens Hospital. All urgent trauma
transfers even if isolated head injuries should go through the Trauma Desk 01384 215695 and if they
are unhelpful via KIDS on 300200110. Do not contact the neurosurgeons directly for any trauma

Major Incidents
In the event of a major incident, contact will be made advising you to attend the department. You
must bring your hospital ID with you, otherwise you will not be allowed into the hospital. If
you are on shift you will be placed into teams as per the major incident plan which can be located in
the main department.
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MANAGEMENT OF COMMOM ENT EMERGENCIES:
1. Epistaxis
During your time at WRH, you should receive a lecture on management of epistaxis.
However, simple guidelines are as follows:
a. First Aid
Most nosebleeds in children or young adults occur from the front of the nose, arising
from the septal area. Firm pressure to the soft part of the nose, pinching the nose
together, should deal with the majority of cases. If a bleeding point is identified, this can
be cauterised with a silver nitrate stick. In adults, the bleeding point may be further
back, and can be arterial rather than venous. When presented with an adult with
epistaxis, check the pulse and blood pressure to ensure patient is not shocked (do not
treat hypertension, as this is usually reactionary to coming in hospital, not the cause of
the epistaxis).
Insert a nasal tampon coated in aquagel or a rapid rhino after being briefly soaked in
water in the side that is bleeding. Patients with severe blood loss, need cannulating
and a FBC and Group and Save. Those on warfarin need an INR. Refer to the ENT
junior on-call for review.
b. Epistaxis associated with trauma. If trauma is simple fracture with displacement
of nasal bones, then immediate reduction of nasal fracture will usually help deal with
epistaxis. Pack nose as before. If part of major trauma, contact ENT SHO immediately.
2. Fractured Nose
Many cases of fractured nose are undisplaced fractures, and require no treatment.
Referral to ENT Department is for:
a)displacement of the nasal bones requiring manipulation
b)nasal obstruction due to deviated septum or
c)septal haematoma requiring urgent drainage
Protocol for dealing with nasal fractures:
If nasal fracture is suspected, but no deformity, no nasal obstruction, then reassure and
discharge. See SOS.
If it is obviously displaced or there isnasal obstruction, then make a referral for the next
Wednesday afternoon Rhinology Clinic (Mr Porter)
If there is a suspicion of a septal haematoma (usually child or young adult) they should
be seen by the ENT S.H.O. that day.
3. Foreign Bodies
Foreign bodies in the nose and ear are common in children. Always use a hook to
remove the object,not a pair of forceps. For nasal foreign bodies, try getting the patient
to blow obstructing the other nostril. Ask the parent to give a short sharp blow with
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sealed lips into the child’s mouth while blocking the other nostril. It may need repeating.
Unless you are very confident that you are able to remove a fb at the first attempt then
discuss with an A&E middle grade or refer to ENT.
GUIDANCE FOR REFERRAL OF PATIENTS PRESENTING WITH FOREIGN
BODIES IN THE LARYNX OR OESOPHAGUS
Foreign Bodies at the upper end of the oesophagus or larynx where there is immediate
airway risk should have urgent anaesthetic assistance and if assistance with a formal
tracheostomy is required the Consultant ENT Surgeon ‘On Call’ should be
approached directly.
Adults
 Foreign Bodies above the sternal notch should be referred to the ‘On Call’ ENT
team
 Foreign Bodies below the sternal notch should be referred to the ‘On Call’ surgical
team.
Children
 Foreign Bodies above the sternal notch should be referred to the ‘On Call’ ENT
team
 Foreign Bodies below the sternal notch should be referred to Birmingham
Children’s Hospital as there is not the experience to deal with this problem in
children within the Trust.
We do not routine x-ray FB in the abdomen but tell the patient family NOT to look for it
but to return if there are abdominal symptoms eg pain, vomiting and constipation. If
there is a possibility that there is an oesophageal/thoracic FB a chest x-ray should be
performed.
Button Battery ingestion ensure battery not lodged in oesophagus (needs to be
removed immediately) and ensure battery(ies) passes through pylorus within
48hr of ingestion. Ask to return if they experience fever, abdominal pain,
vomiting or blood in the stools. A child with haematemesis needs a CXR to
exclude a button battery in the oesophagus.
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OPHTHALMOLOGY GUIDELINES
HISTORY
 Previous history of recurring eye conditions eg. Herpes Simplex Keratitis. Iritis?
 Medicolegal aspect of recording industrial injury.
EXAMINATION
 Distance visual acuity recorded using Snellen’s chart. Glasses should be used if
worn. Visual acuity recorded using Pinhole if decreased (improved if decreased
acuity due to refractive error). Topical anaesthesia (1% Amethiocaine) if severe
blepharospasm from pain precludes accurate acuity testing.
PATIENTS WITH RED EYE:
1. Any lid swelling?
2. Conjunctival injection? Sticky discharge? (suggests infection) Itching? (Suggests
allergy)
3. Ciliary injection? (Injection around the cornea eg. In Iritis/Corneal problems)
4. Corneal ulcers/ Foreign Body?
5. Cloudy Cornea? Eg. Acute glaucoma
6. Check integrity of corneal epithelium by instilling 1% Fluorescein (Corneal defect
will show up green when examined with blue light)
7. Eversion of upper eyelid should be performed in patients with corneal staining
suggestive of abrasion-? Subtarsal Foreign Body.
PATIENTS WITH BLURRED VISION:
1. Visual Field Examination by confrontation
2. Pupillary reaction to light- Direct and Consensual
3. Swinging light test- Shine the light into one eye and then the other. Normal
reaction: Pupils should constrict each time light is shone. If the pupil dilates,
RAPD( Relative Afferent Pupillary Defect) is present - indicative of significant
retinal problem or optic nerve dysfunction.
4. Do not dilate the pupil, leave it to the ophthalmologist to do. Attempt examination
of the fundus with ophthalmoscope.
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Corneal Abrasion
History







Corneal abrasion

Usually history of very recent
trauma
Foreign body sensation
Pain+++
Lacrimation
Photophobia

Examination






Abrasion stains green with 1%
Fluorescein under blue light.
2% Fluorescein only used when
aqueous leak is suspectedSiedel’s test
Absence of corneal opacity
or hypopyon (fluid level in the
anterior chamber)

Siedel’s Test +ve: Leak
of fluorescein

Management







Chloramphenicol 1% OINTMENT QDS for 5 days, if not allergic.
Consider Cyclopentolate 1% to alleviate ciliary spasm that accompanies eye pain.
(Effect lasts 24 hours-therefore warn patient about slight visual blurring and glare)
Small abrasions need no follow up- Advise return SOS if symptoms not resolved
in the next 2 days despite treatment.
Larger abrasions, especially those overlying the center of the pupil to be
reviewed in A&E clinic for satisfactory healing to consider referring to
Ophthalmology if necessary.

No evidence of benefit of eye patch: Cornea heals faster and the patient has less
pain if not applied.
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Corneal Foreign Body/ Subtarsal Foreign Body
History





Mechanism of Injury: ? high
velocity eg. Hammering,
industrial power tool may
prompt suspicion of penetrating
injury
Painful, red and watery eye
Subtarsal FB cause intense pain on blinking.

Examination








Corneal foreign body

Sub tarsal fb

Visual Acuity important:
Intraocular FB can cause drop
in V/A through cataract or
vitreous haemorrhage.
Eversion of upper eyelid essential
to look for subtarsal FB which
may cause corneal abrasion.
There may be more than one FB!
Xray Orbit if history suggests possibilty of intra-occular FB.
Soft Eye, reduced V/A, Distortion of pupil/iris may indicate perforating injury.

Management – corneal fb’s








1% tetracaine until eye anaesthetised.
Removal of FB with green needle/ cotton bud under slit lamp. (Tip: Advise patient
to focus on something eg your ear during process)
Chloramphenicol 1% Ointment QDS for 5 days.
Rust rings can be often scraped off . If not make an appointment in 48 hr at the
Kidderminster Eye Clinic as they loosen at that stage and are easier to remove.
Penetrating Injury needs urgent referral.
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RECURRENT CORNEAL EROSION SYNDROME
History




History of Corneal abrasion especially abrasions caused by fingernails eg(mother
poked in eye by baby)
Typically pain on waking, with accompanying lacrimation, photophobia and
blurred vision.

Examination
 1% tetracaine and 1% Fluorescein staining
Management
1% Chloramphenicol Ointment QDS for 7 days.
 Advise the recurrent nature and suggests prophylactic topical lubricant (Over the
counter lubricants eg. Lacrilube nocte for 6 weeks)
 Reassure that symptoms usually resolve within 24 hours.
Consider referral if symptoms severe and not resolving with above measures.


CONJUNCTIVITIS-Viral/ Bacterial/ Allergic
History
 Gritty sensation in affected eye
 Mucopurulent /Watery discharge
 Sticky eyes - especially on waking

Bacterial conjunctivitis

Examination
 Conjunctival Hyperaemia
 Follicles on the under surface of lid
and preauricular lymph nodes
usually indicate viral aetiology.
 Allergic disease often has papillary
projections.
 Bacterial aetiology tends to have
mucopurulent discharge.
 When unclear, assume bacterial
aetiology.

Viral Conjunctivitis

Management

Vernal conjunctivitis

Infective Conjunctivitis
 Chloramphenicol Oint qds
for 3-5 days.
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Warn that if Viral Conjunctivitis
typically gets worse in 4-7 days,
may not resolve for 2-3 weeks.
Advise avoid touching eyes
with hands and sharing towels. Avoid contact lens if used. May use artificial tears
4-8 times/day.
 Take a swab if eyes sticky.
 GP follow up if not settle.
 Corneal involvement i.e. Keratoconjunctivitis needs referral to eye clinic the
following day.
Allergic Conjunctivitis
 Antihistamine eye drops (e.g otrivine antistan eye drops) /Mast cell stablisers e.g.
2% Sodium Cromoglycate drops QDS
(Both available as over-the-counter medications)
 Oral Antihistamines
 Refer if ? Vernal Conjunctivitis with papillae.


BLEPHARITIS- Inflammation of Eyelid

Blepharitis

History
 Very common
 Usually bilateral burning gritty
 eyes worse on waking in the morning.
 May lead to photophobia, watering,
 or even reduced vision.
Usually chronic with remissions and exacerbations.
Examination
 Red lid margin.
 Crusting around lashes or dandruff particles.
 red eyes and keratiti
Management -blepharitis
 Lid Hygiene the mainstay: Eyelids scrubbed twice daily with warm solution
containing baby shampoo with cotton wool.
 Chloramphenicol 1% Ointment rubbed into lid margin with cotton wool bud or
clean finger after removal of crusts.
 Artificial tears.
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Nodular episcleritis

EPISCLERITIS /SCLERITIS
Episcleritis is common, benign,
self-limiting, recurrent disorder affecting
young adults. Usually unilateral, mild
discomfort.

Scleritis, much less common is painful
sight threatening condition associated
with rheumatoid arthritis, collagen vascular disease and zoster.
Examination
Episcleritis
 Sectorial redness close
to corneal margin.May be nodular
 Stain cornea to exclude marginal
keratitis.
Phenylephrine drops will constrict
episcleral vessels, this blanching
after 10 minutes will help to differentiate from
scleritis.

Scleritis

Management
Episcleritis:
 Mild cases only last 1-2 weeks and requires no treatment.
 Artificial tear drop for comfort.
 Topical or systemic NSAID can be used.
 Topical steroids, whilst effective, increase the risk of recurrence.
NOTE: Severe pain, waking patient at night and redness not affected by phenylephrinesuspect scleritis/ No response to treatment-REFER.
WELDING FLASH/ ARC EYE
Arc eye

History
o Welding without protective
goggles/sun bed.
o Similar symptoms to corneal
abrasion, in greater severity
Examination
o 1% tetracaine usually relieves
the pain almost instantaneously.
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o Presence of superficial punctate corneal erosions
Management
o Chloramphenicol 1% Ointment QDS for 5 days
 Advise pain will return when local anaesthetic wear off. Do not give tetracaine for
repeat use at home.
 Adequate regular oral analgesia.
 Reassure symptoms will resolve within the next day or so..

BLUNT TRAUMA
History

Potential sites of bleed
from blunt trauma

Usually from punch to the eye or
sports injury eg.tennis/squash ball
injury.
Note black eye(skin ecchymosis)/ eye pain
( ?corneal abrasion/raised IOP)/reduced


(?hyphaema/ retinal contusion) or double vision
(?blow out fracture/intraorbital haemorrhage).

Examination










Hyphaema-blood in
anterior chamber

1% tetracaine and 1% Fluorescein
Signs of Blow-out Fracture:
1. Enophthalmos/Sunken eye
2. Restriction of eye movement, esp
upward gaze with diploplia.
3. Loss of sensation over region
supplied by Infraorbital nerve.
Corneal Abrasion?
? Blood level in anterior chamber
Pupil size and shape: Traumatic
mydriasis or miosis
Iridodialysis
Lens dislocation

Posterior segment examination with
ophthalmoscope may be difficult but watch
out for: Vitreous Haemorrhage,
Retinal Detachment, Choroidal Rupture.
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Hyphaema

Management
o Facial Xray
o Refer MaxFax SHO if signs of orbital fracture.
o Refer to Ophthalmology if any adverse ocular signs , especially if vision
decreased.
Iris prolapse and tear drop
PENETRATING TRAUMA
shape iris.
History


Mechanism of Injury e.g. grinding,
strimming, hammering.

Examination






Soft Eye
Reduced Vision
Corneoscleral laceration
Iris Prolapse/ Pupil Distortion
Siedels Test (see under corneal abrasion)with 2% fluorescein.

Management





Xray Orbit if intraoccular FB suspected. (Note: Not all FB radio-opaque.)
Avoid pressure on the globe.
Protective shield.
Urgent referral to Ophthalmologist.

EYELID LACERATION

Eyelid laceration

Do not suture if through tarsal plate.
Refer to ophthalmologist for closure.

CHEMICAL INJURY
History

Corneal opacification and
limbal ischaemia

Immediate treatment should precede
detailed history and examination.
Identify substance. Alkali worse than acid.
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Examples of acid- fluid in car batteries
Examples of Alkalis: Caustic soda,
Lime/Mortar, Ammonia,
Calcium/Sodium/Potassium Hydroxide
(most common from plaster or cement)

Initial Management
 Instill at least 2 drops of local anaesthetic
 Remove any particulate matter, especially under upper lid.
 Irrigate continuously with normal saline in a giving set with eye open for 20
minutes.
 Wait 5-10 minutes before checking pH with litmus paper.
Further irrigation until pH = 7
Examination
 Fluorescein 1%
 Severity assessed by degree of corneal opacities and limbal ischaemia
(whiteness around cornea)
Further Management
 Acid burns mainly cause superficial effects and can be treated as for corneal
abrasion of staining with fluorescein.
 If burn caused by household detergent and minimal discomfort, referral not
necessary
Refer if burn caused by alkali/unknown /industrial substances especially if vision
affected

BACTERIAL/CORNEAL ULCER

Corneal Ulcer with
Hypopyon

History





Painful red eye
Photophobia
Mucopurulent discharge
+/-preexisting corneal pathology/
contact lens wear
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Examination
 Conjunctival and ciliary injection
 Ulcer appears white due to cellular infiltrate.
 Hypopyon-pus in anterior chamber
Management
Refer to Ophthalmologist urgently
DENDRITIC ULCER
History






Dendritic Ulcer

Previous history of similar problem.
Foreign body sensation
Lacrimation
Photophobia
Blurring of vision

Examination
 Decreased corneal sensation
 With Fluorescein 1%, typical appearance of dendritic ulcer
Management
 Acyclovir 3% Ointment 5 times a day.
Refer to eye clinic.

ACUTE ANTERIOR UVEITIS/ IRITIS

Ciliary Injection

History





Painful red eye
++Photophobia
Blurring of vision
Previous attack

Examination

Keratitc Precipitates

 Decreased visual acuity likely
 Circumcorneal/Ciliary injection
 Unequal pupils- Synechiaeformation
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 Keratitic precipitates
 Cells +/- flare in the anterior chamber

Flare

Management
Refer to ophthalmologist.

ACUTE GLAUCOMA

Acute glaucoma

History








Painful(severe) loss of vision
Unilateral headache
Blurred vision  Haloes around light
NauseaVomiting
Can present with abdo. pain
Common in long sighted person
? Mydriatic drops in eye earlier

Examination







Conjunctival Hyperaemia
Cornea steamy
Pupil oval, fixed and dilated
Anterior chamber shallow
Tender and rock hard eye
Increased IOP

Management
 Urgent referral to Ophthalmologist

ORBITAL CELLULITIS
Orbital cellulitis
History
 Severe pain
 Tense and red orbit with lid closure
 Pyrexia
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 Recent sinusitis
Examination
 Intense swelling of lids
 Proptosis
 Congestion of conjunctival and episcleral vessels
 Chemosis (swollen conjunctiva)
 Double vision due to poor movement in congested orbit
Management
 Requires systemic antibiotics.
 Refer to Ophthalmologist.
ACUTE DACRYOCYSTITIS: Inflammation of Lacrimal Sac
History
Painful swelling of nasal side of lower
lid

Uncomplicated: Oral
antibiotics

Examination
 Normal Visual Acuity
 Swelling tender to touch
 Severe cases: Swelling of lower lid (cellulites)  conjunctivitis
Management
 Oral/ IV systemic antibiotics )to cover Staph and Strep)
 Hot compress in uninfected cases
 Advise attend GP to be referred for surgery after the acute stage/ Non-urgent
referral to Ophthalmologist for follow up.
If associated orbital cellulitis, urgent referral.
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SUDDEN PAINLESS VISUAL LOSS

CRAO:Cherry red spot in white
infracted retina

1) Central retinal artery Occlusion
2) Central retinal vein Occlusion
3) Vitreous Haemorrhage
4) Ischaemic Optic Neuropathy
5) Retinal Detachment

REFER TO OPHTHALMOLOGIST!!!
Subhyaloid Haemorrhage

Ischaemic Optic Neuropathy

CRVO: Extensive flamed
haemorrhage

Retinal Detachment with tear

DO NOT FORGET TEMPORAL (GIANT CELL) ARTERITIS so perform an ESR
J.France, May 2017
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Requesting and Reviewing Investigation Results Guidance
The following guidance has been developed so that there is no confusion around ED doctors’ responsibilities
when requesting investigations in the emergency department and their role in requesting non-urgent or
outpatient requests as well as their responsibilities with regard to the checking of investigation results which
they have requested. GMC guidance- “the clinician who orders the test is responsible for reviewing, acting
and communicating the result and actions taken to the General Practitioner and patient even if the patient
has been discharged”. This guidance covers those doctors working in the Primary Care stream of the
department as well.


As a general rule never discharge a patient home without knowing all the results of the blood and
radiology investigations that you have requested.You must FILE on ICE.



Only request investigations which are going to be used to determine immediate management within
the emergency department (ED) eg. urgent treatments and disposition decisions. The exception to
this rule is for conditions which by their nature dictate a short time period in which to take a sample
eg. Mast Cell Tryptase in anaphylaxis, or Insulin level in hypoglycaemia of unknown cause.



You may not request outpatient tests without the express permission of a permanent member of the
emergency department consultant team.
This includes the following tests 24hr tapes,
Echocardiography, MRI, EEG, CT scans, ultrasound scans (this is not an exhaustive list).
Requests for outpatient tests on ED patients by in-patient specialty teams must be requested by the
in-patient specialty team and must not be requested by ED doctors.
Do not arrange outpatient tests that you expect the GP to follow-up the results. If you are
discharging a patient back to their GP, consider using the GP Free Text area on Patient First; “I have
advised the patient to make an appointment with you to discuss any further management and
investigations which you feel may be necessary”. You may further wish to qualify this statement with
“Please consider whether you feel a 24hr tape is necessary” or similar if you fee l a particular
investigation is warranted. Remember every patient should be registered with a GP and the GP is
responsible for managing their healthcare needs on a day to day basis; the ED’s responsibility can
only reasonably be expected to be limited to the time when the patient is physically in the
department.
There are very few reasons to send an MSU from the ED – previous multiple UTIs and specific therapy
in doubt, pregnant women, confused elderly patients unable to localise symptoms, urinary tract
infections in men. Therapy for UTI should generally be guided by symptoms. A positive urine dipstix
in of itself is not an indication to send an MSU. If you find it necessary to request an MSU before
starting therapy, inform the GP or consider asking the patient to make an appointment with their GP
to check the result. If therapy can wait ask the patient to attend the GP surgery with a sample so
that the GP can decide whether or not to send the MSU sample and decide on therapy. See
indications for MSU under UTIs








YOU MUST FILE ALL YOUR RESULTS ON ICE WHEN YOU REVIEW THEM.
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Coagulation and CPR are NOT routine tests and taken for a specific reason
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Risk Scores
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Indications for D-dimer testing in the Emergency Department
1. Disseminated Intravascular Coagulation (DIC) – no pre-test probability is required.
2. Aortic Dissection (AD) –no pre-test probability is required, D-dimer is usually elevated however sensitivity not
great enough to be a rule out test.
3. Deep Vein Thrombosis (DVT) – Wells score determines whether D-dimer testing is appropriate.
Feature

score

Active cancer (treatment ongoing or within previous 6 months or palliative)
Paralysis, paresis or recent plaster immobilisation of the lower extremities
Recently bedridden for more than 3 days or major surgery within 4 weeks
Localised tenderness along the distribution of the deep venous system
Entire leg swollen
Calf circumference more than 3cms greater than asymptomatic leg (measured 10cms
below the tibial tuberosity)
Pitting oedema (greater in the symptomatic leg)
Collateral superficial veins (non-varicose)
Previously documented DVT
Alternative diagnosis as likely or greater than that of DVT

4.

1
1
1
1
1
1

0
1-2
>3

Low
Moderate
High

Do NOT perform Ddimer test if pre-test
probability score >1

1
1
1
-2

Pulmonary Embolus (PE) – the Modified Geneva Score determines whether D-dimer testing is appropriate.

age >65yrs

1

unilateral lower limb pain

3

previous DVT or PE

3

haemoptysis

2

surgery or fracture

2

heart rate 75-94 bpm

3

active malignancy

2

heart rate ≥ 95 bpm

5

tender on lower limb deep vein palpation
and unilateral oedema

4

Causes of an elevated Ddimer
Cigarette smoking
Race (black population)
Pregnancy
Pre-eclampsia
Trauma
Malignancy
Infection (incl. HIV)
Sickle cell disease
Atrial fibrillation
Acute Coronary syndromes
Acute Stroke
Post operatively
Upper gastrointestinal haemorrhage

CARDIAC ARREST

Fig 1 Optimal cut-off values for
D-dimer test for pulmonary
embolism by age in patients
with an unlikely clinical
probability of pulmonary
embolism (sensitivity set at
100%) – awaiting prospective
validation.
Source - BMJ 2010;340:c1475

0-3
4-10
≥11

Low
Intermediate
High

Do NOT perform D-dimer
test if there is a high pretest probability ie score
≥11
Effect of AGE on D-dimer
D-dimer increases with age in the healthy patient

False Positives
Rheumatoid factor
Lipidaemia
Hyperbilirubinanaemia

If requesting a D-dimer: put a modified Geneva or Wells score on the request blood card
DO NOT REQUEST D-dimers in pregnant patients or patients on anticoag
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Highly Sensitive Troponin and Acute Coronary Syndrome
Cardiac troponins are cardiac proteins that form part of the sarcomeric apparatus. They are highly specific to cardiac
muscle. They are often elevated in acute coronary syndromes, but numerous other illnesses can be associated with
troponin release in the blood stream. They are often elevated in acute coronary syndromes, but numerous other
illnesses can be associated with troponin release in the blood stream: in one study, 57% of patients on an acute
medical take had an elevated troponin on the current assays. The assays for troponin have become increasingly
sensitive. Modern assays are termed “highly sensitive” (hs) and can detect circulating troponin in some normal
individual. Please note the flow diagram refers to both absolute hsTnT values as well as the CHANGE (or ‘delta’ or
’Δ‘) in the hsTnT between two test.

CHEST PAIN
15-20mins cardiac sounding
Nil suggestive of STEMI on ECG

UNSTABLE
ANGINA
Normal hsTnT
value(s) does not
exclude the
diagnosis of
unstable angina in
patients with
highly suggestive
history or ECG.

hsTnT on Presentation

ACS Excluded
● If, based on history,
you are still suspicious
of IHD (angina) then
consider email referral
to Chest Pain Clinic.

Yes

● Consider other
diagnoses.

Original sample >1hr after pain
hsTnT <5ng/L

Repeat hsTnT 3 hours after
original sample
Patient will need to be referred to
medical team / AEC (at discretion of medical

● Consider discharge.

RCEM Standard
All patients
≥30yrs with
atraumatic chest
pain must be
discussed with
consultant or a
senior doctor.

team)
Yes

Cause of
↑hsTNT less
likely to be due
to ACS

hsTnT
<5 ng/L or change <10ng/L
No
Yes

(see box 1)

ACS Highly
Likely
● Start ACS therapy.
● Admit medics / refer
cardiology

hsTnT
>20 ng/L but change <10ng/L
No

Yes

hsTnT
>500 ng/L or change
>10ng/L

No

Seek senior
advice

Box 1 – Examples of Non- ACS causes of a raised hsTnT
●Chronic or acute renal dysfunction
●Critically ill patients, especially with respiratory failure, or sepsis
●Severe CCF (acute & chronic)
●Pulmonary embolism, severe pulmonary hypertension
●Burns, if affecting >30% of body surface
area
●Acute neurological disease, including stroke, or subarachnoid haemorrhage
●Inflammatory
Cardiac
arrests are lead by the EDafter discussion with the most senior ED doctor in the department. Make
diseases,e.g.myocarditis
●Aortic
aortic valve
disease or hypertrophic cardiomyopathy
●Tachy- or bradyarrhythmias
sure
youdissection,
are up-to-date
with.
●Cardiac contusion, ablation, pacing, cardioversion, or endomyocardial biopsy
●Hypertensive crisis
●Apical ballooning syndrome (Tako-Tsubo cardiomyopathy)
●Hypothyroidism
74 sclerodermia
●Infiltrative diseases, e.g. amyloidosis, haemochromatosis, sarcoidosis,
●Rhabdomyolysis
●Drug toxicity, e.g. adriamycin, 5-fluorouracil, herceptin, snake venoms

WRH Emergency Department Requesting and Reviewing
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CHEST PAIN
Chest pain may result from a variety of disease processes which might be rapidly fatal (acute myocardial
infarction, pneumothroax, aortic dissection, oesophageal rupture, pulmonary embolus, pancreatitis) common
(musculoskeletal) or even surgical (cholecystitis).
Discharging patients with non-specific chest pain:
No patient should be discharged from the ED without first discussing with and ED consultant or if not available
on the shop floor a middle grade.





They have 2 or fewer risk factors
Atypical chest pain
2 normal ECG’s
some other definite diagnosis ie gastritis or pleuritic chest pain.

As patients should admitted or discharged within 4 hours if a patient requires a second troponin test
after 3 hours you must refer the patient to the medical team. If however the second troponin is
negative you can still discharge the patient (or handed over to a colleague) without the medical team
seeing the patient if it is appropriate.
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PPCI in Acute Myocardial Infarction
History
 Cardiac sounding chest pain lasting >15 minutes.
 Pain within last 12 hours and ECG changes still present (still eligible for PPCI if pain resolved / treated
by the time patient arrives in the emergency department).
 Diabetics having silent AMI should be considered for PPCI..
Initial treatment
Primary Angioplasty . Phone the Catheter Lab. 30196
 Oxygen if SaO2 < 94% (or <88% in COPD)
 Aspirin 300mg orally (even if has had a 75mg dose earlier in day)
 S/L GTN for pain & IV morphine tritrated if needed
 Ticagrelor 180mg
 Do NOT give clopidogrel, fondoparinex of thrombolysis.
 Canulate in left hand or arm.
ECG Indications for PPCI
1.
ST elevation of >2 mm in at least 2 adjacent chest leads (V1-V6)
2.
ST elevation of >1mm in at least 2 standard leads (I, II, III aVr, aVf, AVI)
3.
LBBB in conjunction with good history of MI
4.
Convincing evidence of changes of posterior MI e.g. ST depression in the anterior leads V2-3
associated with tall R wave or ANY ST elevation in V7-9
To be eligible for thrombolysis, both the history AND ECG changes need to be present
Treatment of complications:
Hypotension- look for signs of external or occult haemorrhage, and treat appropriately. Hypotension is
relatively common in inferior MI’s associated with right ventricular infarction – perform a V4R lead ECG – if any
signs of ST segment elevation give a bolus of 500 mls crystalloid over 30 mins unless there are already any
overt signs of heart failure.

Allergic rashes - if skin response only, give IV hydrocortisone 100 mg IV & Chlorpheniramine 10 mg by slow
IV injection and continue infusion. If full acute anaphylactic reaction, stop infusion, give IM adrenaline,
hydrocortisone, and/or Chlorpheniramine as appropriate following the Resus council anaphylactic guidelines
and being mindful that an IM injection may cause a haematoma.
Re-perfusion arrhythmias - treat as per resuscitation guidelines.
Treatment if patient is hypertensive
(systolic >180 or diastolic >110mmHg)
● Provide analgesia if not already done so.
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● Consider either IV nitrate or metoprolol (both may be appropriate in some circumstances).
IV Nitrate (Nitrocine®)
especially if still in pain
IV bolus 3mg every 3-5 minutes until BP controlled then set up an infusion 2-10mg per hour and keep
MAP>70mmHg.
IV Metoprolol (Betaloc®)
especially if HR>100bpm
IV bolus 1-2mg Metoprolol every 2 minutes, maximum 10mg, keep heart rate >60bpm.
Monitor BP carefully during thrombolysis.

Patients taking Warfarin and diagnosed with Acute Coronary Syndromes in the
Emergency Department
Acute Myocardial Infarction – STEMI
Ensure a blood sample for an INR is sent. All these patients should be referred for Primary Percutaneous
Coronary Angioplasty – PPCI
Acute Coronary Syndromes – NSTEMI, unstable angina etc.
Ensure a blood sample for an INR is sent. These patients should be given ASPIRIN and CLOPIDOGREL as
usual, however FONDAPARINUX should be withheld until the INR is known and only commenced if the INR is
less than 2.0. FONDAPARINEX SHOULD NOT BE GIVEN IF NEWER ANTICOAGGULATANTS ARE
BEING TAKEN.

Diabetics with ACS
Treatment of Blood glucose greater than 11 use CVRIII (continuous variable rate on the
diabetes sliding scale chart) WHAT-END-002v6 trust intranet
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WRH ED Diagnosis of Acute Non-Traumatic Thoracic Dissection
The diagnosis of thoracic aortic dissection (TAD) presents a significant issue for the emergency department (ED) in that it is a
relatively uncommon cause of patients presenting with chest pain (ACS is 100-200 times more common) but is potentially
catastrophic (mortality rate of 1.2% per hour in the first 48hr), especially if the patient is treated as having ‘ACS’ and given
anticoagulants. Only ~1 in every 2,000 ED patients presenting with any symptom associated with TAD will actually have TAD. A
pre & post contrast CT scan will diagnose the majority of structural defects in TAD but it is a limited resource that has associated
harms (radiation, contrast nephropathy).
Risk factors include: Hypertension (72%), Collagen disorders (Marfan’s, Ehlers-Danlos) Inflammatory vasculitis (Giant cell
arteritis, Takayasu arteritis, rheumatoid arthritis), Instrumentation or structural abnormalities (cardiac cath / CABG, bicuspid
valve, aortic coarctation, valve replacement), Pregnancy. Males and advancing age are also risks.
Patients with TAD may present in a number of ways eg. chest pain (classically tearing and radiating to back, worst at onset)
alone or in combination with: back pain, syncope, sudden onset neurological deficit.
Complications may include: myocardial ischaemia, heart failure, pleural effusion, renal failure, mesenteric ischaemia.
Signs may include: pulse deficits, aortic regurgitation and unequal blood pressure in both arms.
Only 10-15% of patients with TAD have signs of ischaemia / infarction on the ECG. 15% of patients with TAD have a normal
chest X-ray (changes suggestive of TAD include widened mediastinum >8cm on a PA film, abnormal (ie, blunted) aortic knob,
ring sign [displacement of the aorta >5 mm past the calcified aortic intima], pleural effusion, pleural cap (fluid in the apex of the
hemi-thorax), deviation trachea & left main bronchus. dDimers levels rise abruptly following some types of TAD with some
evidence to suggest that a level of <500ng excludes the diagnosis (however the false negative rate may be between 4%-18%),
the causes of elevated dDimers are multiple.
Registry data suggests that if all the features in box 1 are absent then there is only a 7% chance that the patient has TAD. A
pragmatic approach to the diagnosis of TAD is therefore required in the ED.
Once TAD has been diagnosed then liaison with cardiothoracic surgeons (New Cross [Box 4] / QEH / UHCW) or interventional
radiologists is important as is treating any hypertension or tachycardia – aim for a systolic of 100-120mmHg and 60-80bpm
using labetalol (see WHAT-MED-008) or esmolol. Insert urinary catheter. Sudden deterioration may indicate cardiac
tamponade.

Suspected Diagnosis of Thoracic
Aortic Dissection

Higher Risk
Any single factor from box 2

Pre & Post contrast CT scan
Aorta
(Echo may be an option – box
3)

Positive dDimer or
CXR suggestive of TAD

Lesser Risk

Box 1.
A. Abrupt onset of chest / back pain
or pain tearing / ripping in nature
B. Mediastinal widening on chest
X-ray
C. Pulse differential or >20mmHg
difference in arm BPs

Discuss with senior doctor

●PA CXR in department
●dDimer (mark request form
Aortic Dissection)

Negative dDimer and
normal CXR – TAD less
likely, consider another
diagnosis, however if clinical
suspicion remains discuss
with a senior doctor

Box 4. Contacting New Cross Hospital, Wolverhampton
● Ask the CT radiographer to link the scan to New Cross Hospital Wolverhampton and
contact New Cross Cardiac ICU on 01902 694260
(if unavailable try their
switchboard 01902 694000)
● Tell the nurse / ward clerk that you would like to speak to the on-call
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Surgery Registrar to discuss / refer a patient with a Thoracic Aortic Dissection.
● Provide the following information: Patient name, NHS number, DoB
● Remind them that you are phoning from WRH ED
● Confirm that you have asked for the CT images to be sent to them
● Give them your name and contact number 01905 763333 Ext 30503 (Nurse Station)

Box 2.
●Connective tissue disorders eg.
Marfans, Ehlers Danlos
●Family history
●Known Thoracic aortic aneurysm
●Recent aortic manipulation
●New Aortic diastolic murmur
●Hypotension or Shock

Box 3. Role of Echo
Echo has the benefit of not
exposing the patient to radiation /
contrast media and can potentially
be done in the resus room if the
patient is very unstable. However
there is limited 24hr access to echo
and TTE will miss 30% of
dissections. TOE is more sensitive
than TTE (NPV 99%).

WRH Emergency Department Management of uncomplicated stable
Supraventricular Tachycardia (SVT)
Unstable adult patients with immediate need for cardioversion (any of: BP<90mmHg, Syncope, Acute Heart Failure,
Myocardial Ischaemia, HR>200bpm) should be managed according to ALS principals. This guideline is intended for
patients with stable re-entrant type SVT and excludes those with atrial fibrillation or flutter. The modified Valsalva
Manoeuvre may also be considered for use in co-operative children of school age in whom vagal manoeuvres are
indicated.

12 lead ECG

Re-entrant type SVT* confirmed?
*Regular, narrow complex tachycardia. Caution in patients
with heart rates near 150 or history of atrial fibrillation –
consider atrial flutter

Perform a modified Valsalva Manoeuvre

(see box for technique). Repeat
modified Valsalva once if required
Patient remains in SVT or Valsalva
contraindicated?
Establish IV Access1 (proximal vein if possible).
Give 6mg IV adenosine2 as a rapid bolus
with 20ml saline flush after counselling
patient as to its effects. May be repeated
and dose increased to 12mg up to twice.

If unsuccessful or only transiently returns
the patient to sinus rhythm.
Treat any active co-existing condition.
Seek Senior Advice4.

Successful cardioversion and no indication
for hospital admission - discharge after 3060mins monitoring with appropriate advice
and follow up3

4. Remember it is unusual for SVT not to respond to
Adenosine, it maybe that the arrhythmia is actually a
relatively narrow VT.
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Treatment options for SVT may include IV verapamil 5mg
over 2mins (Contraindicated in patients taking beta blockers) or IV
flecainide 2mg/kg over 20mins (max 150mg ) NB however both
these drugs maybe fatal in VT. DC cardioversion (70J,
120J, 150J synchronised, sedation) is also an option.

Modified Valsalva Manoeuvre
Technique
1. Sit the monitored patient on
trolley with back rest at
approximately 45 degrees.
2. Brief patient and staff
3. Ask the patient to perform a
Valsalva strain of 40mmHg
pressure for 15 seconds. Use a
modified sphygmomanometer if
possible or 10ml syringe (loosened
and blown just hard enough to
move plunger) and encourage
patient
4. Immediately at the end of the
strain, lay the patient flat and
passively lift both legs to 45 degrees
for 15 seconds.
5. Re-assess cardiac rhythm and
patient. Repeat procedure if patient
remains in SVT and stable.
Notes:
Relative contraindications:
1. Bloods only required if first episode or recent
Any contraindication to performing a
illness (eg. D&V); FBC, U&Es, LFTs, Mg, Ca if first
Valsalva strain (recent eye surgery,
episode.
hypotension),
3rd trimester
2.
Caution with active
asthma and those taking
dipyridamole.
Contra-indicated
patients
in atrial
pregnancy, and inabilityin to
lie flat
or
fibrillation especially in association with an
to flex at hips.
accessory pathway.
3. Advise that modified Valsalva can be used at
home if appropriate (give 10ml syringe to take
away).
Give patient copies of pre and post cardioversion
ECGs and a patient advice leaflet.
Request CXR only if first episode.
Consider need for cardiology referral – Patient First
proforma if:
● Patient feels symptoms are severe or
● Patient feels their ‘attacks’ are too frequent or
● More than one episode and never seen a cardiologist
AND
● patient wants further investigation / treatment options

DO NOT refer all cases of known SVT to the
cardiologists.
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The Resus Room Management of Cardiogenic Pulmonary Oedema
These patients are severely unwell; typically hypertensive, tachycardic, struggling to breathe (tachypnoea) with
low oxygen saturations, sweaty and have difficulty speaking. They often present in the early hours of the
morning and may have a history of ischaemic heart disease or previous episodes heart failure. There are only
two therapies of proven benefit in the management of Cardiogenic Pulmonary Oedema (CPO); IV nitrates and
non invasive ventilation (NIV)1. This guideline does not apply to CPO patients with hypotension (‘cardiogenic
shock’).
Management






12-15L/hr Oxygen via reservoir mask.
Early portable CXR (the differential may include pneumonia or exacerbation COPD, also a CXR is
required before NIV can be commenced).
Sublingual / buccal nitrate whilst awaiting IV nitrate infusion.
Establish IV access and take appropriate blood samples including troponin.
Perform
ABG (may show acidosis, hypercarbia & hypoxia)
ECG (may show AMI or tachyarrythmia, manage accordingly)

Commence IV nitrate infusion (nitrocene®). 50mls (undiluted) in 50ml syringe pump. The aim is to deliver as
much IV nitrate as soon as possible without causing the BP to fall too low too quickly; an infusion rate of
between 12 & 17mls/hr is usually tolerated after initial dose titration. The infusion rate should be adjusted to
maintain mean arterial pressure (MAP)>65mmHg whilst aiming for the maximum dose of nitrate. Care must be
exercised when using IV nitrates in patients with AMI & right ventricular infarction and patients with acute
valvular disorders. Once an adequate dose of nitrate is being infused (without the patient developing
hypotension) then the BP should be measured frequently – every10-15 minutes.
A suggested regime which may be adapted depending on patient response - Bolus 3mls nitrocene® IV over
10 seconds and set infusion to run at 5mls/hr. Repeat BP after 3-5 mins and if BP still alright (MAP>65mmHg)
then increase infusion rate to 9mls/hr, repeat BP after 3-5 minutes if MAP still >65mmHg then increase rate to
13mls/hr. If there is a large drop in the BP but MAP still>65mmHg then increase infusion rate in smaller
increments. If MAP falls below 65mmHg then half the infusion rate.
Early consideration should be given to using CPAP in conjunction with IV nitrates if patient and blood
pressure will tolerate. ABG should show an acidosis (pH<7.35) and either or both hypoxia or hypercarbia prior
to commencing CPAP. See separate guidance on the use of CPAP. Initially use a pressure of 5cmH20 and
increased if necessary to 7.5cmH2O. ABGs should be repeated after the commencement of CPAP (30
minutes) and any subsequent changes in pressures or deterioration in the patient’s condition. CPAP may
result in reduced venous return and subsequent hypotension, especially if IV nitrates are being administered
simultaneously, therefore monitor BP carefully.
CPAP pressures and nitrate infusion rates should be titrated against symptomatic relief (improved breathing,
saturations, heart rate) whilst maintaining an adequate BP.
Do not administer IV opiates2 – these cause deterioration, increase the need for intubation and do not have
any haemodynamic benefits.
A small dose of diuretic eg. Furosemide 20-40mg IV may be given but only after IV nitrates have been running
for at least 45 minutes. 40% of patients with CPO are either euvolaemic or hypovolaemic, loop diuretics
increase systemic vascular resistance and worsen CPO if not used in conjunction with nitrates3.
Refer patient to admitting medical team; patient’s continued need for CPAP may determine destination.
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Emergency Department Management of Suspected Pericarditis
Acute pericarditis is recorded in about 0.1 percent of hospitalized patients and 5 percent of patients admitted
to the Emergency Department for non-acute myocardial infarction chest pain. Idiopathic or viral pericarditis
is the most likely cause in young and otherwise healthy adults. There
is often a history of preceding “flu-like illness”. There may be a low
Causes
grade fever, dyspnoea or a non-productive cough. In these cases the
 Idiopathic - 30-50%
illness is usually self-limiting, lasting 1-3 weeks.
 Infectious (viral 30-50%,
bacterial 5-10%)

Diagnosis is based on the presence of two of the following:
● Chest pain (usually pleuritic, may be worse lying and relieved
sitting forward, may radiate to both trapezii)
● Pericardial friction rub (may be variable in intensity – highly
specific but not sensitive)
● ECG changes — new widespread ST elevation (not in coronary
vascular territory distribution) or PR depression (may be absent in up
to 10% of patients, especially those with uraemia)
● Pericardial effusion (absence of effusion does not rule out
pericarditis) signs of a possible pericardial effusion include quiet heart
sounds, raised JVP and small voltages on the ECG.

 Autoimmune
 Malignancy
 Uremia
 Drug induced
 Radiation
 Myxoedema
 Post MI (Dressler’s – may occur
few days
after MI or weeks/months later)

Differentials to consider:
Chest Pain
 MI or angina
 PE
 Pneumothorax
 Aortic dissection
 GOR
 Musculoskeletal

ST Elevation

Investigations: Follow the chest pain protocol with HS troponin T
measurement at time of arrival in the ED and 3 hours later. FBC, U&E
and CRP should also be taken. Request serial ECGs and a CXR.
Patients with circulatory compromise or an enlarged cardiac shadow
will need an echo before discharge.
Further management:
Admit: All patients with high risk features (see opposite) should be referred
to the medical team as should those requiring echocardiography.
Discharge: Young patients with no troponin rise, no circulatory
compromise and a normal CXR may be discharged with ibuprofen
(300-800mg every 6-8hrs). Complete a red card to request follow up
from the cardiac nurses.
Advise patient to return if their pain is not controlled with ibuprofen, if
they become increasingly breathless, or develop palpitations. They
should be advised to see their GP for referral to cardiologist if their
symptoms persist for more than one week. Give patient an information
sheet on pericarditis.

 Large MI
 Coronary vasospasm
 Ventricular aneurysm
 Early repolarisation

High Risk Features
 Fever >38C
 Leukocytosis
 Acute trauma
 Oral anticoagulation
 Elevated troponin
 Circulatory compromise
 Older patient
 Significant risk factors for

ACS
 Immunocompromised

Re-attenders: patients returning to the ED with persistent or recurrent pericarditis should be considered a
higher risk and have a lower threshold for referral.
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Pericardial Disease Diagnosis and Management Mayo Clin Proc. 2010;85(6):572-593
Evaluation and Management of Acute Pericarditis, Imazio,M, Up to Date Sept 2010
Efficacy and Safety of Colchicine for Pericarditis prevention. Systematic review and meta-analysis doi:10.1136/heartjnl-2011-301306

MANAGEMENT OF ACUTE SEVERE ASTHMA IN ADULTS
Please note that we have proformas in ED that should be completed for all asthma patients.

REMEMBER TO RECORD PEAK FLOW BEFORE AND AFTER TX
Recognition and assessment
Moderate Exacerbation

increasing symptoms

PEF>50-75% best or predicted

no features of acute severe asthma

Acute severe asthma
 PEFR 33%-50% of predicted
or best
 Can’t complete sentences in
one breath
 Respirations > 25 breaths per
min
 Pulse > 110 bpm

Life threatening features
 PEFR < 33% of predicted or best
 SpO2<8KPa
 Normal PaCO2 (4.6-6.0KPa)
 Silent chest, cyanosis, feeble respiratory effort, exhaustion, altered conscious level
Investigations
Pulse Oximetry
ABG
Chest X-ray

Determines the adequacy of oxygen therapy and the need for
ABG. The aim of O2 therapy is to keep SpO2 94-98%
perform if SpO2 <92% or other features of life threatening
asthma requires ABG
not routinely recommended unless in the absence of:
suspected pneumomediastium / pneumothorax
suspected consolidation
life threatening asthma
failure to respond to treatment satisfactorily
requirement for ventilation

On discharge from A&E ensure that:
 The PEFR is recorded prior to discharge
 The patient has an adequate supply of inhalers plus course of oral steroids if appropriate (normally
prescribe steroids 40-50 mg for 5 days TTO if pt presented with PEFR <50% predicted)
 Check inhaler technique
 Review regular medication
 Give advice leaflet
 Advise early consultation with GP ie at 2 days normally.
 Advise patient to return immediately if worsens, for admission.

Please use the Asthma papers on Patient First additional documents
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WRH Emergency Department Guidelines on the initial recognition and
treatment of Hypoxia in Adults
Oxygen therapy is for the treatment of hypoxia, there is limited evidence that in certain circumstances oxygen
therapy may be harmful. Oxygen therapy has not been shown to have any effect on the sensation of
breathlessness in non-hypoxic patients. Aim for normal or near-normal oxygen saturations for all acutely ill
patients apart from those at risk of hypercapnic respiratory failure or those receiving palliative care.

The upper acceptable limit of SaO2 for any critical ill medical or surgical patient (including sepsis)
receiving oxygen therapy is 96%, any patient with SaO2 >96% and receiving supplemental oxygen
should have oxygen therapy stopped or reduced so that
 SaO2 remains above 92% in the case of stroke or acute coronary syndrome
 SaO2 88-92% for those at risk of hypercapnic respiratory failure (COPD, OSA,
Neuromuscular respiratory diseases, central respiratory depression [drugs, encephalitis])
 SaO2 94% or above for all other cases
Supplemental oxygen therapy targeting 100% should only be used for the following patient groups:
Carbon monoxide poisoning, Cluster Headaches, sickle Cell Crisis, Pneumothorax.
Ref:

Oxygen

therapy

for

acutely

ill

medical

patients:

a

clinical

practice

guideline

https://www.bmj.com/content/363/bmj.k4169

Pneumonia
Fever, sputum, breathlessness, wheeze, chest pain if less than 5 days after
discharge from hospital it is called hospital acquired and requires alternative
antibiotics.
CURB65 can be used to assess the severity. Xrays should be performed.
Patients with low CURB65 scores may be suitable for discharge if not hypoxic and
will be able to complete activities of daily living.
Please print and use the Pneumonia form on PF ED document.
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COPD
Please print and use the COPD form on PF ED documents.
The treatment plan and how to contact the COPD community team is at the bottom.
Please document the normal exercise tolerance compare to the current distance.
If there is repiratory acidosis (type 2 failure) which is not resolving on normal treatment
refer to the on call physiotherapist (bleep 354 or via switchboard out of hours). They will
want a Chest x-ray to exclude a pneumothorax prior to starting NIV.

Please use the COPD bundle and NIV on Patient First additional documents
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Emergency Department Management of Spontaneous Pneumothorax
Spontaneous pneumothoraces may be either primary - occurring in patients without existing lung disease or
secondary – in patients with lung disease (this includes patients >50yrs and significant smoking history or
evidence of underlying lung disease on examination or CXR also HIV). Smoking increases your risk of
pneumothorax 100 fold. Symptoms may be minimal but are usually more marked in secondary spontaneous
pneumothoraces.
Diagnosis is on an inspiratory chest X-ray. Interpret CXR with care in patients with known bullous lung disease.
The size of the pneumothorax does not correlate well with clinical manifestations – clinical evaluation is more
important in determining management strategy, however a pneumothorax is considered to be large (as
opposed to small) if ≥2cm distance between chest wall and the visible rim of the lung margin (at the level of the
hilum). However the size of the pneumothorax determines the rate of resolution and may be an indication for
active intervention. Reabsorption occurs at a rate of ≈1.5% of the volume of the hemithorax per day.
If the pneumothorax is bilateral or associated with haemodynamic instability consider emergency
needle decompression (as for tension pneumothorax) and proceed directly to chest drain. Tension
pneumothorax may be suggested by the presence of cyanosis, sweating, severe tachypnoea, tachycardia and
hypotension.
Management Secondary Spontaneous Pneumothorax

All will require admission under the medical team.

Give supplemental oxygen to keep SaO2 >94% (keep SaO2 88-92% if risk of hypercapnia).

Insert Portex® Seldinger chest drain (small bore). On the advice of a senior doctor it may
occasionally be appropriate to try needle aspiration if the pneumothorax is small.
Management Primary Spontaneous Pneumothorax
Minimal symptoms and
small pneumothorax ?

yes
s

●Do not aspirate

no

●High flow oxygen.
●One attempt at needle aspiration.

Successful ?
●Successful aspiration results in improvement of symptoms
and reduction in size of pneumothorax on CXR.
●Needle aspiration should cease after 2.5litres of air has been
aspirated, further re-expansion unlikely.
no

●Insert Portex® Seldinger chest drain (small bore).
●CXR
●Admit medics.
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yes
s

Discharge Plan
●Give clear instructions to return if
increased SOB or chest pain.
●Give the patient a copy of the
patient advice sheet & analgesia.
●Use Fax referral form to
arrange respiratory team followup.
●Consider arranging follow-up in
the ED review clinic at 7 days.
●Advise never to smoke or dive
and not to fly until s/b specialist.

Emergency Department Management of Suspected Pulmonary Embolus
Symptoms & signs include Dyspnoea, Pleuritic chest pain, Substernal chest pain, Cough, Haemoptysis, Syncope,
0
Tachypnoea (≥20/min), Tachycardia (>100/min), Signs of DVT, Cyanosis, 7% have temp>38.5 C. Investigations should
include FBC, Coag, U&Es, LFTs, gluc, ABG, ECG, CXR and dDimer if indicated – see below.
No combination of signs or symptoms or arterial blood gas or chest X-ray or ECG allow the exclusion or confirmation of
acute PE but may increase index of suspicion.
See end for notes on diagnosis of PE in pregnancy.

SUSPECTED Pulmonary
Embolus
yes

Consider immediate CTPA and
thrombolysis if shock / hypotension /
collapse / syncope / pre-arrest [1]

yes

No further action required – probability of
PE low - discharge patient / consider
alternate diagnosis

Massive PE
?
no

PERC Score Zero [2]
no

Assess probability of PE using
modified Geneva score [3]

High Probability PE
Do NOT perform dDimer

Low / intermediate probability PE
Peform dDimer

Ddimer negative

consider other
diagnoses /
discharge
home / GP with
accompanying
ED Discharge
letter outlining
test results.

Ddimer positive

09-21:00hrs

‘Out of hours’

Arrange
CTPA

Neg- CTPA

Refer medical team

Pos+ CTPA

Enoxaparin 1.5mg/kg S/C
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ED Management of Suspected Pulmonary Embolus – notes
[1] Massive PE / High Risk PE
Shock or Hypotension or Collapse or T-LOC or Peri-arrest
 Oxygen 10-15L/min via reservoir mask.
 Get HELP.
 If patient is pregnant contact on-call Consultant Obstetrician & if over 20/40 consider caval compression as a
cause of low BP – displace uterus manually or by applying lateral tilt of 15 degrees
 Heparin 80U/kg IV bolus.
 Take blood for troponin but not dDimer.
 Emergency CT PA if stable (consider Echo if delay in CTPA or unstable) to confirm diagnosis.
 Correct hypotension to prevent RV failure (cautious use of fluids; consider vasopressor)
 Assess suitability for thrombolysis - Alteplase (rt-PA) 10mg IV bolus 1-2 mins, 90mg IV over 2 hours (if <65kg do
not exceed 1.5mg/kg total dose). Start heparin 18U/kg/hr after Alteplase, prescribe heparin infusion on a Trust
anticoagulation chart for at least 24 hours.
 Consider embolectomy if contra-indications to thrombolysis exist.
 Cardiac Arrest / peri-arrest due to presumed High Risk PE consider 50mg IV bolus Alteplase.

Contra-indications to thrombolysis
Absolute contra-indications (but BTS guidelines say that even absolute contra-indications may be less important in a life-threatening
situation):




Active internal bleeding
Recent spontaneous intracranial bleeding

Most other contra-indications should be considered relative in massive PE











Major surgery, delivery, organ biopsy or puncture of non-compressible vessels within 10 days
Ischaemic stroke within 2 months
GI bleed within 10 days
Serious trauma within 15 days
Recent CPR
Platelet count <100 x109/l; prothrombin time < 50%
Neurosurgery or ophthalmological surgery within 1 month
Pregnancy (relative contraindication as in certain cases it may be required as life saving therapy)
Bacterial endocarditis, uncontrolled severe hypertension
Diabetic haemorrhagic retinopathy

96

[2] Pulmonary embolism rule-out criteria (PERC)
A score of zero removes the need to further investigate patients at low risk of having a pulmonary embolus.
Age >50yrs
HR >100bpm
SpO2 <95%

1
1
1

Surgery within last 4 weeks
Trauma within last 4 weeks
Prior DVT / PE

1
1
1

Haemoptysis
Oral hormone use

1
1

Zero
≥1

PERC negPERC pos+

[3] Modified Geneva Score
age >65yrs

1

unilateral lower limb pain

3

previous DVT or PE

3

haemoptysis

2

surgery or fracture

2

heart rate 75-94 bpm

3

active malignancy

2

heart rate ≥ 95 bpm

5

tender on lower limb deep
vein palpation and unilateral
oedema

4

0-3
4-10
≥11

low probability
intermediate probability
high probability

Pregnancy & Non Massive Pulmonary Embolus
Perform investigations suggested above but DO NOT perform a dDimer (or Geneva score).
Perform a Chest X-ray to exclude other pulmonary causes (eg. pneumonia, pneumothorax) – reassure mum that this
results in minimal radiation exposure to the foetus.
If the CXR does not reveal another diagnosis and PE is still a concern then refer to the medical team who will also need
to liaise with the O&G team. If the patient has symptoms suggestive of a DVT then a Doppler ultrasound is likely to be
requested, if nil to suggest a DVT then the medical team are likely to proceed directly to a V/Q scan. The medical
team will decide on the timing and initiation of enoxaparin 1mg/Kg bd.

Guidelines on the diagnosis and management of acute pulmonary embolus – European Cardiology Society – EHJ 2008; 29: 2276-2315
Antithrombotic therapy for Venous Thromboembolic Disease – ACCP Evidence Based Practise Guideline – Chest 2008; 133: 454S-545S
Outpatient versus inpatient treatment for patients with acute pulmonary embolus: an international, open label, randomised, non inferiority trial. Lancet
2011; 378: 41-48. The Acute Management of Thrombosis and Embolism during Pregnancy and the Puerperium, RCOG 2010. Balwinder S et al.
Pulmonary embolism rule-out criteria (PERC) in pulmonary embolism—revisited: A systematic review and meta-analysis Emerg Med J 2013;30:701706 doi:10.1136/emermed-2012-201730. MOPETT J Cardiol 2013; 111:273-277
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DVT and D-DIMER
The only useful dDimer is a negative dDimer.
Never perform a dDimer without first risk stratifying your patient (determining the pre-test probability).
Risks for venous thromboembolism:
DVT risk factor (tick)
Recent surgery
Recent injury or trauma
Long haul air flight
Oestrogen therapy
History of IVDU

yes

no

DVT risk factor (tick)
Recent immobility (>24 hrs)
Previous documented DVT
Obesity or excess weight
Family history thrombosis

yes

no

Use the WELLS criteria to risk assess your patient (see below).
Remember there are other causes of a swollen leg than a DVT (muscular tear, ruptured Baker’s cyst, cellulitis).

Well’s Score
Feature

score

Active cancer (treatment ongoing or within previous 6 months or palliative)
Paralysis, paresis or recent plaster immobilisation of the lower extremities
Recently bedridden for more than 3 days or major surgery within 4 weeks
Localised tenderness along the distribution of the deep venous system
Entire leg swollen
Calf circumference more than 3cms greater than asymptomatic leg (measured 10cms
below the tibial tuberosity)
Pitting oedema (greater in the symptomatic leg)
Collateral superficial veins (non-varicose)
Previously documented DVT
Alternative diagnosis as likely or greater than that of DVT

TOTAL Score

High (>3)

Moderate (1-2)

1
1
1
1
1
1
1
1
1
-2

Low (0)

Do NOT perform a D-dimer if score >1 or if the patient is Pregnant or on Warfarin

High risk patients: DO NOT perform a dDimer, commence treatment with clexane (1.5mg/Kg OD, do not
exceed 150mg) complete the DVT nurse referral form and refer directly for confirmatory test to the DVT
nurses bleep 512 or out of hours use the observation ward protocol.
Medium & Low risk patients: Perform a dDimer.
Negative dDimer: reassure unlikely to be a DVT, consider alternate diagnosis, GP follow-up.
Positive dDimer: commence treatment with clexane (1.5mg/Kg OD, do not exceed 150mg) complete the
DVT nurse referral form and refer directly for confirmatory test to the DVT nurses bleep 512 or out of
hours use the observation ward protocol. Follow up is through the AEC clinic

Wells and Modified Geneva scores need to be put on the request form otherwise
the sample may be rejected.
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WRH ED Management Parkinson’s Disease Patients
People with PD rarely present purely because of PD itself, however, patients may attend ED with complications of
their PD (see box 1). In addition, PD may complicate the presentation and treatment of any emergency condition eg.
pre-existing autonomic instability will make sepsis or hypovolaemia more difficult to assess, and the requirement to
take regular time critical medications makes managing reduced conscious level or need for sedation/anaesthesia more
difficult. Patients in the ED may delay/miss their PD medication since this may not be seen as the immediate priority
by ED staff HOWEVER this can cause life threatening complications.
Remember: People with PD can present with any emergency condition. The pitfall is focussing exclusively on the
presenting complaint and overlooking the PD. This may impact on the emergency assessment and will deteriorate
rapidly if time critical medications are delayed or missed.

MANAGEMENT
1. Inform ED Pharmacy Team (in hours) as
soon as you become aware that PD patient is
in the Department. They will take a detailed
drug history, check medicines availability for
ED and ward (if admited) and advise on drug
timings, routes and dose conversions.
2. Use the Staff Messaging function of Patient
First to highlight that the patient has
Parkinson’s Disease.
3. PD is a gradually progressive condition, so
if a PD patient has acutely deteriorated ask
yourself:




Have they missed their medication ?
Have they been given a Dopamine antagonist ?
Is this really related to PD or have you missed another
illness / condition ?

4. Never allow a PD patient to miss / delay
medication. See box 2






If able, give usual medication on a spoonful of
water/yogurt, even if NBM for everything else (risks of
missed medication outweigh risks of aspiration).
Urgent NG tube for PD medication if unconscious /
unable to swallow.
Convert existing PD medication to to rotigotine patch
Establish accurate drug history.
If out of hours and cannot establish drug history,
usually safer to give something rather than nothing –
consider stat dose co-careldopa or co-benelopa
25/100mg.

5. Do not give Dopamine Agonists (eg.
99
antipsychotics / emetics).

Box 1.

Common ED
Presentations of PD
●Postural hypotension
●Aspiration pneumonia
●Constipation (severe)
●Sigmoid volvulus
(recurrent)
●Falls
●Missed PD medication
●Dopamine antagonists
●Neuroleptic Malignant
Syndrome
●Hallucinations,
●Dementia,
●Delirium
●Depression, Anxiety,
Box 2.

PD Medication Timing is
Crucial
●Delayed or omitted PD
medication leads to rapid
deterioration; inability to
move or speak or swallow
●The timing of PD
medication is crucial and
individual to each patient.
●Consequences of delayed
medication include:
Falls, pressure ulcers,
aspiration pneumonia and
NMS like syndrome.

Box 3.

Harmful Medications in
PD
Haloperidol
Anti-psychotics
Respiridone
PRochlorperazine
Metoclopromide

Reference: RCEMFOAMED accessed Nov 2016.
Doses: https://www.parkinsons.org.uk/sites/default/files/publications/download/english/pk0135_emergencymanagement.pdf
See box 3





Avoid metoclopramide & prochlorperazine
Anti-emetic of choice – Domperidone (if concerns
about QT on ECG), Cyclizine usually OK as a one off.
Anti-psychotic of choice for severe agitation benzodiazepines .

MANAGEMENT OF STATUS EPILEPTICUS
Status epilepticus is a prolonged seizure of any type. Though there is some debate about how long a convulsion
has to last before being classified as status epilepticus, 5 minutes is generally accepted. Treatment should begin
sooner, however, and a convulsion lasting longer than five minutes, or two convulsions without full recovery of
consciousness in between, should usually receive emergency treatment.
Underlying causes:
 Meningitis
 Acute head injury
 Cerebral tumours
 Metabolic disorders e.g. renal failure, hypoglycaemia
 Drug overdosage
 CVA
 Alcohol intoxication/withdrawal
 Withdrawal of normal anti-epileptic medication
 Cardiac arrest
 Consider eclampsia in pregnant women (do not use treatment algorithm below)
Treatment:
 Airway - use nasopharyngeal airway if necessary if signs of obstruction– high flow oxygen
 Tilt trolley head down, turn patient onto left lateral side.
 Check blood glucose urgently.
 If hypoglycaemia (BM<4.0) give IV dextrose infusion over 10-15minutes (75-80mls of 20% or 150-160 of
10%)
 Give IV Pabrinex one pair of ampoules in patients likely to have poor nutrition / alcoholics.
 Lorazepam 4mg IV slowly (consider repeating in 10 mins if no response)
(If no lorazepam available give Diazemuls 10m mg IV at 5mg/min or rectal Diazepam
repeated
after 10 mins if no response to max. of 20 mg IV.)

Investigations
FBC, Coag, U&Es LFTs,
Mg, Ca,
Anticonvulsant levels
ABG, ECG
consider CT Head scan

Complications of Status
Epilepticus
hypoxia
lactic acidosis
hypoglycaemia
dysrhythmias
rhabdomyolysis
electrolyte disturbance
hypotension / hypertension
cerebral oedema
hyperpyrexia
pulmonary oedema
DIC
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Management First Seizures in Adults







The First Fit clinic is for patients aged 16 or over who have had their first seizure.
If patient agrees, please ask any witness to also attended the clinic appointment, and if they are unable to
attend, ask them to provide a written account for the patient to take with them.
The clinic will arrange imaging and EEGs if necessary.
It is NOT a ‘shortcut’ to a Neurology opinion
It is NOT for patients with a known seizure disorder
It is NOT for patients with learning disabilities, instead refer to Dr Tom Heafield (Consultant Neurologist,
WRH), and email learning disability co-ordinator (bryher.stafford@worcsacute.nhs.uk)

Emergency Department guidance Management Seizures
Following termination of seizure
First Seizure History – ensure the following is documented in the ED notes:
 Witness history
First Seizure indications for Urgent CT head scan
 Type of seizure (generalised, partial)
 new focal neurological deficit
 History of seizures, febrile fits, meningitis, head injury
 Family history seizures
 persistent altered mental status
 Possible precipitants (alcohol, drugs, sleep deprivation)
 fever or persistent headache
 recent head trauma
Examine for signs of causes (eg. pregnancy, pyrexia) and
 history of cancer or HIV
signs of injury from seizure (eg. shoulder dislocation).
 focal or partial onset seizure
 patient follow-up cannot be ensured
Investigations
 anticoagulation or bleeding diasthesis
 Exclude hypoglycaemia
 past history of stroke or TIA
 Blood tests U&Es, LFTs, Ca, Mg, Glucose, FBC
 new seizure in >65yr old
 ECG (look for long QTc, WPW)
 Urinalysis

If they have a driving licience they must inform the DVLA and they will not be able to drive until they are fit free for 6
months. See page 12. PLEASE GIVE THE PATIENT ADVICE LEAFLET

COMPLETE AND e-mail THE FIRST FIT PROFORMA. Give to the receptionist
From the end of February 2014 they should be seeN within 2 weeks of referral and further investigation
should be organised then.
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Headache
Primary Headaches are listed below, all other headaches are classified as secondary headaches
and should be managed through the RMO or AEC after discussion with a senior.

Headache
feature

Tension-type Migraine (with or
headache
without aura)

Cluster headache

Pain location

Bilateral

Unilateral (around the eye,

Unilateral or bilateral

above the eye and along the
side of the head/face)
Pain quality

Pressing/tightenin

Pulsating, throbbing or

Variable: sharp, boring,

g (non-pulsating)

banging

burning, throbbing, tightening

Pain intensity

Mild or moderate

Moderate or severe

Severe or very severe

Effect on

Not aggravated

Aggravated by, or causes

Restlessness or agitation

activities

by routine

avoidance of, routine

activities of daily

activities of daily living

living
Other symptoms

None

sensitivity to light /sound
nausea / vomiting
Aura: flickering lights, spots
or lines and/or partial loss of
vision; sensory symptoms:
numbness, pins and needles;

On the same side as the
headache:
red / watery eye / nasal
congestion / runny nos
/swollen eyelid / forehead
and facial sweating /
constricted pupil / drooping
eyelid

Duration of

30 minutes–

headache

continuous

4–72 hours in adults

15–180 minutes

1–72 hours in young people
aged 12–17 years

Treatment

Simple analgesia,
GP referral

NSAID/Paracetamol
Triptans/ IV metoclopramide
in 500ml of saline or IV
prochlorperazine 500ml of
saline – Discuss with senior
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High Flow O2 >12L/min.
Do not use NSAIDS
paracetamol, opioids

WRH Emergency Department Non-traumatic Subarachnoid Haemorrhage Ruleout Pathway
Classically with sudden and severe headache (‘thunderclap’) radiating behind the occiput with associated neck
stiffness. Often the time from onset to peak headache is only a few seconds, however any headache reaches its peak
within minutes of onset and lasts more than 1 hour should be considered. When patients report a thunderclap
headache, take this seriously. Unlike “worst headache of my life”, the report of a thunderclap headache by a patient is
a much more sensitive indicator of SAH.
The 3 most common risk factors are HTN, tobacco use, and excessive alcohol use. Other important risk factors include
previous SAH, increased age, family history in first degree relatives, certain diseases (Ehlers Danlos, Marfan’s, APKD),
aneurysms in other areas of the body, and cocaine/amphetamine use.
If acute onset headache is accompanied by any of the following factors then CT head scan should be considered: age
>40, witnessed loss of consciousness, onset with exertion, neck pain or neck stiffness, diastolic >100mmHg, systolic
>160mmHg, vomiting at least once, seizure at onset, CNIII palsy, intraocular haemorrhages, ischaemic changes on the
ECG, cardiac arrest. Discuss confirmed SAH with neurosurgeons at Walsgrave (#6136).

Suspected SAH and any one of:

yes

CT scan
within 1hr
arrival ED

●Neurological deficit
●GCS <15
●New Cognitive Impairment ?
no
no

Headache onset within
last 6hrs ?
yes

Urgent CT scan within
6hr of onset of Headache
CT scan
POSITIVE
Manage
as per
box 1

CT scan
NEGATIVE
Any risk
factors from
box 2
Or
Haematocrit
<0.3 ?

yes

Refer to Medical
Team
Discuss
requesting a CT
Head Scan with
the ‘shopfloor’
ED consultant.
If no ‘shopfloor’
ED consultant
then medical
team to request
CT head scan if
they feel it is
indicated.

no

Give patient ‘SAH Investigation’ patient
information leaflet and ask Senior Doctor on
duty to discuss issues around Lumbar
Puncture with the patient.

Refer to
Medical
Team
FBC, Coag, U&Es,
BGL

Patient decides not
to have a lumbar
Puncture

Patient decides to have a
lumbar Puncture

Discharge Home
with ‘Normal CT,
No LP’ advice

Primary: Migraine Tension Cluster
103CO poisoning,
Secondary: meningitis, encephalitis,
sinusitis, substance misuse or withdrawal, TMJ
problems, neuralgias, post LP, IC tumour, preeclampsia, hypoglycaemia, venous thrombosis,
glaucoma, temporal arteritis (GCA)

Box 4

leaflet

Other Potential Causes of Headache

ED Management
SAH
Consider:
Box 1

●Intubation & ventilation if GCS
reduced
●Oral or OG (not IV) nimodipine
60mg 6hrly
●IV fluids to maintain euvolaemia
●Oxygen if Sats<94%
●Effective analgesia (eg.
paracetamol, codeine, morphine
etc. but not NSAIDs)
●Haematological advice if patient
on anticoagulant
●Prophylactic phenytoin 300mg
orally only on neurosurgical advice
Box 2 High

Risk Factors
Known unruptured IC aneurysm
st
IC Aneurysm in 1 degree relative
Previous SAH
FH SAH
Polycystic Kidney Disease
Ehlers Danlos
Fibromuscular Dysplasia
Pseudoxanthoma Elasticum
Other Potential Indications
CT Head Scan in Acute
Headache
Anticoagulation or coagulopathy
Platelets<100
Recent Head Injury
Suspected brain tumour
Suspected Mets (breast, lung,
Kidney, thyroid, melanoma,
lymphoma)
Malignancy and <20yrs old
VP Shunt blockage
HIV
Change in personality
Vomiting without a cause
Box 3

Giant Cell Arteritis / Temporal Arteritis
Giant cell arteritis is very rare in patients aged <55 years of age. The risk increases with age. Typical symptoms include
a new headache poorly responsive to analgesia, raised inflammatory markers and systemic upset. Key to decision
making is whether the patient any visual symptoms. GCA is a medical emergency, ll suspected cases should receive
treatment without delay.
Consider GCA if your patient has suggestive symptoms:
● Age >50
● Recent onset headache
● Scalp / temporal artery tenderness
● Jaw/tongue claudication (pain on eating)
● PMR symptoms (girdle morning stiffness)
Visual Symptoms Present
• START PREDNISOLONE 60 mgs daily; GIVE STAT DOSE IMMEDIATELY
• REQUEST BLOOD TEST: FBC/ESR/CRP/U&E to be taken same day
• REFER TO OPHTHALMOLOGY ACUTE SERVICE FOR SAME DAY REVIEW (Mon-Fri 9am - 4pm)
OOH refer to medical team to administer steroid therapy prior to in-patient ophthalmology review within 24 hours
(Patients who subsequently have confirmed ocular GCA will require IV methylprednisolone, aspirin, PPI,
bisphosphonate)
Absent Visual Symptoms
• COMMENCE PREDNISOLONE 40 mgs daily
• Ensure FBC, U&Es, LFTs and CRP and ESR have been performed
• Refer to GCA fast track clinic – form on Patient First.
• On discharge ensure patient has advice leaflet and TTO prednisolone (1 week) and that telephone contact
number is correct.

For urgent advice: Contact consultant rheumatologist on-call via the rheumatology secretaries, 01905
760454 (internal 33435) (available 9am-4:30pm Monday-Friday). Patients aged <55 years or with atypical
symptoms must be discussed with rheumatology prior to referral. Contact consultant rheumatologist on-call as
above.
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WRH Emergency Department Guideline Isolated Facial Nerve Palsy
Although many cases of Facial nerve palsy are idiopathic (Bell’s palsy), others are associated with an identifiable cause.
Regardless of the cause, 85% of patients recover some function, with more than 70% achieving complete recovery.
The most appropriate treatment depends on the cause, which is often unknown at the ED evaluation.
The key examination finding is the inability of the patient to move their forehead / raise their eyebrow differentiating
it from a central cause (eg. stroke) in which the forehead is spared / has movement. Severe facial palsy is defined as
disfiguring asymmetry of a patient’s face at rest or the inability of the patient to completely shut the eyes despite
maximal effort. History should include recent ear infections or trauma, any hearing loss, tinnitus or balance issues as
well as any risk factors for Lyme’s Disease. Otoscopy is mandatory.

Isolated Facial
Nerve Palsy
no

Evaluate for
Stroke

Forehead Involved ?
yes
yes

Likely Cause for
Facial Nerve Palsy
known
(see box opposite and conditions
marked ►)
no

Is Lyme’s Disease
Likely ?
no
yes

●Start Steroids if
onset ≤3 days
●Start Antiviral as well
only if SEVERE facial
palsy
●Refer ENT Team for
OPD follow-up

Treat Cause,
Arrange
appropriate
referral / follow-up
as required
●Send Lyme serology
as well as ●FBC, Coag,
U&Es, LFTs, CRP
●Start Doxycycline
●Refer to Medics /
Infectious Diseases
Team – 75% chance of
meningitis if patient has
Lyme’s

Ensure appropriate EYE CARE
Inform GP of follow-up arrangements and possible
need to consider physiotherapy referral for facial
exercises
EYE CARE

Drug and doses

Artificial tears / eye protection Carbomer 980 eye gel 3-4 times a day
If unable to close eye:
- encourage manual closing of eye at
regular intervals
- at night, wear a patch after applying
lubricant

Bells’ Palsy
Prednisolone 25mg BD 10/7
Severe Bells’ Palsy
+ Aciclovir 400mg tds 5/7
105
Lyme Disease
Doxycycline 100mg BD 10-14/7

Cause of CN VII
Palsy
►Otitis Media
►Local trauma
►Post-surgical
complications
►Ramsay Hunt’s
Syndrome
►Cholesteatoma
●Idiopathic – Bell’s Palsy
●Lyme’s Disease
●Neoplasms
●Sarcoidosis
●Acoustic Neuroma

Risk Factors for
Lyme Disease

●Recent visit to high-risk
area in appropriate season
●History of erythema
migrans
●Bilateral facial nerve palsy
(simultaneously or
sequential)
●Preceding febrile illness

Management of Acute Stroke in the Emergency Department
Could the patient be a candidate for thrombolysis? – Contact stroke consultamt or nurse in office hours or
the medical registrar out of hours.
between 18 and 80yrs with onset of symptoms within 41/2 hours
0r over 80yrs or on warfarin with an INR 1.7 or less with on set of symptoms
within less than 3 hours.
This an emergency and the scan should be performed under 30 minutes and the thrombolysis given within 45
minutes
Requesting CT Head Scans
Immediate scan request
candidate for thrombolysis
on anticoagulant
known bleeding tendency (eg. haemophilia)
depressed level of consciousness (GCS<13)
unexplained progressive or fluctuating symptoms
papilloedema, neck stiffness or fever
Scan to be perfomed asap

stroke – request early (will be done within 24hrs)
severe headache at onset of stroke symptom (?SAH)

General management for all stroke patients


Treat hypoglycaemia urgently – BM<4.0mmol/l give 50mls of 20% Dextrose IV followed by a saline flush
through via a large vein. If possible try to take laboratory samples (see below) before treatment.



If temperature3 >370C then give rectal paracetamol 1g.



Keep the patient well hydrated, commence IV Saline at a rate that addresses any signs of dehydration
and provides maintenance requirements until formal swallow assessment, NBM.



If BM>11.0 or patient is a known diabetic commence IV sliding scale insulin to keep BM between 4 and
11mmol/l.



Provide supplemental oxygen only if O2Sats <94% on air – perform ABG before oxygen started.



Ensure the following investigations are carried out; FBC, U&Es,, Lipids, Glucose, ECG.



Request CT head in office hours before they go to the ward and if no haemorrhage for Aspirin 300mg to
be given. 09.00-21.00 wek days and 09.00-17.00 at weekends



Do not routinely perform urethral catheterisation.



give anti-hypertensive (HT) treatment only if there is a hypertensive emergency with one or more of the
following: (D/W senior doctor)
HT encephalopathy, HT nephropathy, HT cardiac failure / AMI, aortic dissection, pre-eclampsia /
eclampsia

OR
patient has undergone thrombolysis (see separate guideline) or
patient has intracerebral bleed – see below.
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If patient is a possible candidate for thrombolysis and is hypertensive (systolic>185mmHg or
diastolic>110mmHg then consider starting anti-hypertensive medication as per thrombolysis guideline).


Refer all patients to admitting medical team.



Patients should be kept nil by mouth on IV fluids until a swallowing assessment has been performed
.

Specific management for Acute Ischaemic Stroke patients – CT confirmed


Consider whether patient is a possible candidate for thrombolysis (see above).



Give aspirin 300mg – as soon as possible & within 24 hours either orally or if doubt about swallow then
PR. Give a proton pump inhibitor if previous dyspepsia with aspirin. If true aspirin intolerance / allergy
then give clopidogrel 300mg reducing to 75mg OD the following day.



Those patients under the age of 60yrs with a 50% or more infarction of the middle cerebral artery and
significant symptoms should be discussed with a senior doctor – consider referral to neurosurgical team
for decompressive hemicraniectomy.

Specific management for Intracerebral Haemorrhage Stroke patients


See separate guidance for subarachnoid haemorrhage.



Consider whether any blood products / factors or omission of specific drugs is appropriate to prevent
further bleed. Patients on warfarin should be discussed with Haematologist regarding use of, Vitamin K
& Prothrombin complex.



Consider anti-hypertensive therapy if systolic blood pressure >200mmHg - D/W a senior doctor
(Labetatol 10-20mg IV over 1-2min, may repeat or double every 10 min (max dose 300mg)).



Consider discussing with neurosurgical team if hydrocephalus, intraventricular bleed or cerebellar
haemorrhage is present after considering the patient’s pre-morbid state. Supratentorial bleeds do not
need to be discussed with neurosurgeon unless hydrocephalus is present.
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Management of Transient Ischaemic Attack in the Emergency Department.
The neurological deficit of most TIAs resolves after 30-60 minutes, a deficit persisting for longer than this should
initially be considered to be a stroke.
Approximately 17.3% of patients who suffer a TIA will go onto have a completed stroke (CVE) within the next 3
months. The role of the emergency department is to diagnose, risk stratify, perform appropriate investigations and
start preventative therapy and ensure appropriate follow-up with a stroke physician occurs. High risk patients are
those patients who have two or more TIAs in a week or those already on warfarin or those with AF (incl.paroxysmal).
Crescendo TIAs – two or more TIAs within 24hours.
Your history and examination should document the presence or absence of the following: AF, heart murmur, carotid
bruit, gait, weakness (face and limbs), lateralising signs (eg. plantars) dysphasia (beware not to confuse dysphasia with
confusion) and visual loss (examine visual fields) speech as well as CVS risk factors.
Below is a list of symptoms which are compatible with a TIA as well as a list of those which are not compatible with a
TIA. A TIA is a vascular event and by its nature sudden and involves the loss of function or sensation; it does not
involve gaining additional (often ‘odd’ or hard to describe) symptoms. Gradual onset of symptoms, seizure or loss of
consciousness, transient amnesia, isolated vertigo without any other cranial nerve involvement are all incompatible
with the diagnosis of TIA.
Carotid territory

Vertebrobasilar territory

should have
focal loss of function (one of):

may have

 unilateral sensory / motor
disturbance
 unilateral visual disturbance
 monocular blindness
(amaurosis fugax)
 total aphasia or dysphasia

 bilateral motor / sensory loss
 bilateral visual loss
 ataxia
 combination of vertigo, diplopia
and dysarthria

NOT compatible with a TIA
● Loss of consciousness
● Generalised weakness
● Urinary incontinence
● Scintillating scotoma
● Sensory symptoms in part of
limb or face
● Dizziness
● Vertigo (alone)
● Amnesia
● Diplopia (alone)
● Confusion
● Loss of balance
● Dysphagia
● Drop attacks
● Tinnitus

The following investigations should be requested for all patients with a TIA: FBC, U&Es, LFTs, CRP, point of care
glucose, ECG. A CT brain scan and coagulation screen should only be requested for those patients who are on
anticoagulants (eg. warfarin, rivaroxaban) or who have persisting neurology. The TIA clinic will request a CT scan and
CXR if necessary.
In hours Crescendo TIAs & High Risk TIAs should be referred to the stroke consultant and out of hours the crescendo
TIAS should be referred to the medical team. All other TIAs should be discharged home after appropriate advice and
therapy and the patient referred to the TIA clinic (tell them not to drive) using the email referral form – hand it
directly to the ED receptionists, do not leave it in the notes. The TIA clinic is for TIA patients only it is not a neurology
clinic – you MUST only send patients to the clinic who are likely to have had a TIA. If symptoms / signs have not fully
resolved, then TIA is not the diagnosis.
Patients should be treated initially with Aspirin 300mg for the first one to two weeks before being seen in TIA clinic. If
the patient has true aspirin allergy then treat with clopidogrel 300mg reducing to 75mg OD the following day. Patients
who have a TIA whilst on aspirin should have the aspirin stopped and clopidogrel commenced along with lansoprazole.
Any patient on clopidogrel over the age of 65yr ought to consider for lansoprazole therapy. Do not commence an
anti-platelet agent if the patient is already on an anti-coagulant.
Ensure arrangements have been made for follow-up– use email referral form. Advise patient not to drive any vehicle
for 1 month, to stop smoking and reduce any excess alcohol intake – give them a TIA patient advice leaflet.
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Emergency Management of Patients on Warfarin with Significant Haemorrhage
or Haemorrhagic complications
This guidance refers to those patients who are acutely unwell and taking warfarin or pheninodione or synthrone.
Refer to other guidance in relation to patients taking other anticoagulants such as dagabatrin.
This guidance should be used for those patients on warfarin and who are significantly unwell, including:
 Suspected or confirmed haemorrhagic shock or haemorrhage causing threat to life or limb or sight
 Acute abdomen or need for operation within 24 hours
 HB<8.0 due to acute illness or injury (not chronic)
 High impact trauma
 Possible cerebral haemorrhage (but not following stroke thrombolysis therapy)

Metallic Heart Valve
or
PE / DVT within last 6

weeks ?
No

Administer 10mg Vitamin
K IV
**Do not wait for blood
tests results**

Take blood for FBC,
Coagulation screen, dDimer
if risk of DIC.
Also consider G&S or
Xmatch sample sample

Arrange for any imaging or
specialist opinions that
may be required
eg. CT head or

OGD (stable patient)
D/W on-call Haematology
consultant whether
Prothrombin Complex
Concentrate / Beriplex® is
appropriate once INR and
imaging results known or
definitive diagnosis is clear

● DVT / PE within last 6 weeks -D/W
Haematology consultant
or
● Metallic Heart Valve
-D/W
Cardiology consultant
Yes

Whilst awaiting results of blood tests and
imaging (see below)
Do not give Vitamin K until advice has been
sought

HAEMATOLOGIST ADVISES BERIPLEX®
● Contact lab and request the Beriplex® and
give the BMS the patient’s real or estimated
weight.
● Dose of Beriplex® is dependent on the INR
and patient’s weight.
● Maximum dose of Beriplex® is 5000iu or
200mls
● BMS calculates dose and releases
Beriplex® (with Luer lock syringe).
● Send porter to collect Beriplex® urgently
from Lab.
● Explain to patient that Beriplex® is derived
from blood and that there is small risk of viral
/ prion transmission but it is likely that benefits
109outweigh risks.
greatly
● Prescribe Beriplex® on fluid chart, ensure
nursing staff aware of the urgency of
administration.
● Record Beriplex® Batch number in patients
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HAS THE PATIENT GOT A LEAKING AAA?Get an ED US in older patients
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Ten Myths Regarding UTI Diagnosis & Treatment
source: Schulz L, Hoffman RJ and Pothof J. J Emerg Med 2016; 51(1); 25-30

1. Cloudy or Smelly urine means the patient has UTI
Urine colour or clarity or odour should not be used
alone to diagnose or treat UTI.
In elderly catheterised patients, odour is more likely
to reflect hydration status.

2. Urine has bacteria in it, therefore patient has a
UTI
UTI is a clinical diagnosis not a laboratory diagnosis.
Bacteria may represent contamination or
asymptomatic bacteriuria.

3. A positive urine culture even in the presence of
>5 epithelial cells per LPF indicate the need for
antibiotics
>5 epithelial cells represent contamination –
recollect specimen.

4. Positive leukocytes on urine dip means patient
needs urine culture, antibiotics and has a UTI
A positive leukocyte esterase alone is not
recommended for diagnosis of UTI.
Pyuria or bacteriuria alone is not an indication for
antibiotics and can result in an over-treatment rate
of up to 47%.
A negative Leuc and UTI symptoms, consider
urethritis, vaginitis or STD.

7. All findings of Bacteria in a Catheterised Urine
Sample (CSU) should be diagnosed as UTI
Within 2week of catheterisation all patients will be
colonized with 2-5 organisms.
Bacteriuria and pyuria in chronic catheterised
patients should only be treated in presence of signs
and symptoms.

9. Falls and Acute Altered Mental Status changes in
the Elderly Patient are usually caused by UTI
Falls and altered mental state are caused by many
factors only treat for UTI if signs of systemic infection
or signs or symptoms of UTI present.
In clinically stable patients, treatment can wait 2448hrs whilst other causes of confusion are excluded.
Attribution of altered mental status to bacteriuria
can result in failure to identify true cause of
confusion.

6. Patient has Pyuria therefore must have a UTI
A urinalysis with quantitative urine WBC counts
should NOT be used alone to support a diagnosis of
UTI or start antibiotics in any patient population

8.Patients with Bacteriuria will progress to UTI and
should therefore be treated
The prevalence of bacteriuria in elderly
institutionalised patients (without catheters) is
between 15-50% - an expected finding.
Asymptomatic bacteriuria has no associations with
long term negative outcomes eg. pyelonephritis,
sepsis, renal failure or hypotension.

10. Yeast or Candida in the urine, especially IDUC,
indicates candida UTI and needs treatment
Occurrence of candiduria in the catheterised patient
is common, especially in ICU and often reflects
colonisation or asymptomatic infection. Treatment
should only occur in rare situations, such as clear
signs and symptoms and no alternate source of
infection.
With the exception of high risk transplant recipients,
or immunocompromised hosts receiving steroids or
clinical scenarios for patients at high risk of systemic
candidiasis, candiduria has a low incidence of
systemic complications and conservative observation
is usually indicated.
J France 15.09.2016

5. Positive Nitrates on urine dip means patient must
have a UTI
Urine nitrates should NOT be used alone to diagnose
or treat UTI.
Urinary nitrate has high sensitivity for bacteriuria,
but this does not denote UTI.
Negative Leuc AND Nitr largely exclude UTI in
pregnant women, elderly, community patients and
urology patients.
Positive Leuc AND Nitr in elderly nursing home
residents still only equates to 48% sensitivity for
bacteriuria.
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Management suspected community
acquired bacterial urinary infection
in adults.

Urinary Tract Infections in Women
Signs & symptoms
1
lower UTI

Adapted from SIGN Guidelines July 2006 & Prodigy guidelines 2005 and
recommendations by Microbiology Dept. Worcester Royal Hospital 2008

yes
2

Vaginal
itch
discharge ?

Consider alternate diagnosis

or

no

yes

● Do not perform urine MRdipstix3 test.
● Send MSU before starting treatment – copy of result to GP.
4
● If signs or symptoms of Upper UTI then discuss with senior
and consider admission for IV antibiotics (eg. Co-amoxiclav).
● Antibiotic for lower UTI: trimethoprim 200mg bd 3 days.
● GP F/U essential.

Pregnant ?

● Do not perform urine MRdipstix3 test.

no

● Send MSU before starting treatment – copy of result to GP.
yes

 Consider need for admission5 and IV coamoxiclav +/-

gentamicin.
● Oral coamoxiclav after 2/7 IV Abx. Check Abx sensitivities
and amend as necessary if penicillin allergic.

Signs & symptoms of
4
upper UTI ?
no

yes
6

Recurrent UTI ?

3

● Do not perform urine MRdipstix test, further treatment for
should be guided by urine culture.
7
●Advise cranberry juice & GP F/U

no
3

2 or more out of:
dysuria
urgency
frequency
polyuria
suprapubic tenderness

yes

● Do not perform urine MRdipstix test.
● Do not send MSU.
● Trimethoprim 200mg bd 3 days only.
● Do not prescribe ciprofloxacin or other quinolone or cefalexin
● GP F/U.

no
no
Perform urine
3
MRdipstix test

Positive for nitrite or
leucocytes ?

● Do not send MSU. ● Consider empirical
antibiotic therapy (trimethoprim)
● GP F/U.

Notes
1. signs & symptoms lower UTI - dysuria, urgency, frequency, polyuria, suprapubic tenderness,
fever, flank pain.
2. alternate diagnosis may include STDs, vulvovaginitis (candida), local cervical or vaginal pathology
3. MRdipstix test - Multi Reagent dipstix which includes leucocytes & nitrites as well as prot, gluc, Hb
etc.
4. pyelonephritis - loin pain, flank tenderness, fever, rigors, systemic inflammatory response.
5. consider admission if signs of sepsis, severe nausea or vomiting, dehydration, severe pain, no
response to
treatment after 24 hours, urinary tract obstruction, oliguria or anuria.
6. recurrent UTI - 3 episodes of urinary tract infection in the past 12 months or 2 episodes in the past 6
months.
7 may interact with warfarin.
8. asymptomatic bacteriuria in elderly (over 65yrs ) & non-pregnant women should NOT be treated.
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Indications for Requesting MSU in Women.
Failed treatment for UTI
Pyelonephritis
Recurrent UTIs.
Immunosupressed
GU tract abnormality
Renal Impairment
Pregancy

ALL MSU requests must be filled out by the doctor and request the results to be sent
to the GP (name and practice) or the MAU. No results should come back to the
Emergency Department.

Urinary Tract Infections in Men
 Do not perform a urine MRdipstix test.
 All men with symptoms of a UTI should have an MSU sent.
 Remember the differential includes prostatitis, chlamydial infection, epididymitis.
3

 Back pain or fever may suggest upper UTI, treatment is best guided by urine culture. Consider
admission.
 Empirical treatment for lower UTI is a week course of trimethorpim 200mg bd or coamoxiclav 625mg tds.
 Empirical treatment for upper UTI/pyelonephritis is 7 days of coamoxiclav 625mg tds or ciprofloxacin 500mg bd
 Refer to urology OPD: upper UTI, failure of above antibiotic regime, recurrent UTI.
 Asymptomatic bacteriuria in the elderly (over the age of 65yrs) does NOT require

antibiotic treatment.

Urinary Tract Infections in patients with Indwelling Urinary Catheters
 Do not perform urine MRdipstix test  Do not treat asymptomatic bacteriuria.
 Urine should be sent for laboratory culture only if clinical evidence sepsis, not because of appearance or smell.
 Symptoms may include FEVER, flank or suprapubic pain, nausea, vomiting, malaise or confusion.
 Prior to commencing antibiotic therapy send urine for CULTURE and change catheter.
 If upper UTI/pyelonephritis suspected treat with coamoxiclav 625mg or ciprofloxacin 500mg bd for 7/7.
 Admit patients with systemic symptoms; fever, rigors, chills, vomiting, confusion or signs of septicaemia.
3
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Emergency Department Guideline for the diagnosis and treatment of Urinary
Tract Infections in the Elderly
Urinary tract infection (UTI) is a common reason for hospital admission in patients aged 75 years and over and
has increased by approximately 65% in the last 5 years.
Signs and Symptoms of a
LOWER UTI

dysuria
urgency
frequency
polyuria
fever
new incontinence
urinary retention
suprapubic tenderness

Signs and Symptoms of
UPPER UTI (pyelonephritis)

loin pain
flank tenderness
systemic inflammatory response

fever

rigors

Vaginal itch or discharge are not symptoms / signs of a UTI in women and are more likely to be associated with an alternate diagnosis
such as STDs, vulvovaginitis (candida), local cervical or vaginal pathology.

UTI should be diagnosed on the basis of a patient’s signs and symptoms without the need for
confirmatory urine dipstix testing or midstream urine (MSU).
UTIs are thought to be responsible for atypical presentations such as falls, immobility or confusion (delirium). It is
more likely that UTI is too frequently and wrongly diagnosed in this patient group. UTIs are not responsible for
anorexia, malaise or weakness in the elderly. It may be appropriate to perform urine dipstix & MSU in the
investigation of a patient with delirium (confusion) but these patients are not suitable for A&E Observation ward
admission.
Assessing elderly patients may be difficult if there is co-existent cognitive impairment, treatment should be
guided by symptoms or signs (see above). If cognitive impairment is severe any investigation of possible UTI
should be left to primary care or if the patient is unwell, the care of the elderly team (refer).
Asymptomatic bacteruria (ASB) occurs when a patient does not have any typical signs or symptoms of upper
or lower UTI (see above) but bacteria grow when an MSU sample is sent for culture.
Prevalence ASB
>75years
Instituitionalised elderly

Men
7-10%
15-40%

Women
7-20%
25-50%

Risk factors ASB
● Instituitionalised
● Female
● Indwelling Urinary catheter
● Age
● Co-morbidities (eg. DM)

Treatment of asymptomatic bacteriuria does not improve mortality or morbidity but it does increase the risk of
antibiotic related side effects and the development of infections with resistant organisms. Treatment does not
improve chronic genito-urinary conditions such as incontinence. 90% of cases of asymptomatic bacteruria are
associated with white blood cells in the urine and will test positive for leucocytes on urine dipstix testing.
Urine dipstix testing is not sensitive or specific enough to be used as a rule in or rule out test in this age group,
this also applies to the smell or appearance of the urine. The only indication for urine dipstix testing in this age
group is if there are only limited symptoms suggestive of UTI (only one from the list above). Urine dipstix testing has no
role in the routine screening of the elderly patient. There is no role for the routine use of MSU screening in the
elderly age group given the high rates of asymptomatic bacteriuria.

Urine dipstix testing or MSU are not routine screening tests in elderly patients who fallen.
MSUs in suspected UTI should only be sent in men & patients with indwelling urinary catheters.
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Emergency Department Recognition and Management Acute Kidney Injury
AKI is an illness with a rapid reduction in kidney function over hours to days. AKI has considerable
mortality and is often multi-factorial (sepsis is common) and often involves patients who already
have a degree of renal compromise. Patients may present with ‘fluid overload’ (wet) or
‘underfilled’(dry).
Five steps in treatment: Correct Dehydration, Review all Drugs, Restore Effective BP, Relieve
Obstruction, Treat Hyperkalaemia.
Recognition: one of the following criteria is met:
●Serum creatinine rises by ≥ 26µmol/L within 48 hours
●Serum creatinine rises ≥ 1.5 fold from the reference value1
●Urine output is < 0.5ml/kg/hr for >6 consecutive hours
History: ↓ fluid intake, ↑ fluid losses, urinary tract symptoms,
drugs, sepsis, inflammatory diseases, haemoptysis, risk factors
Examination: general - rash, uveitis, joint swelling
Volume status –temp, HR, BP, JVP, Capill refill, GCS, Sats
Signs of renovascular disease - audible bruits, peripheral pulses
Abdominal - palpable bladder
Investigations:
Urinalysis – send M, C & S if haematuria
ABG and lactate (?metabolic acidosis)
U&Es, LFTs, CK, CRP, Ca, FBC, Coag Screen, ESR
● PARS score ● Give Oxygen ● Hrly observations whilst in ED
● Treat Hyperkalaemia if present – see separate guideline
● Insert urinary catheter, measure residual & hrly urine output
● WET – IV Furosemide 80-250mg OD
● DRY - 250ml Saline bolus until fluid replete, regular review,
if >2 litres and still oliguric D/W senior - consider need for CVP
and vasopressors
● Re-assess HR, BP, JVP, GCS
Investigations – in all AKI unless MOF or obvious precipitant
●If proteinuria urgent spot PCR – if ↑, urgent urine BJP (myeloma)
●Ultrasound Abdomen within 24hrs after recognition (obstruction)
●Low platelets – blood film/LDH/Bili/retics (HUS/TTP)
Other AKI Care
● Treat sepsis – antibiotics <1 hour if severe sepsis (avoid Gent)
● Stop NSAIDS/ACE/ARB/Metformin/K-sparing diuretics
● Review drug doses. ● Avoid morphine consider tramadol
● Stop anti-hypertensives if relative hypotension
● Avoid radiological contrast; if unable follow separate guideline
● Rabdomyolysis: aim urine output >100mls/hr and urine pH>6.5
using Saline 10-15ml/kg/hr and cautious use of 1.4% sodium
bicarbonate, monitor carefully for signs pulmonary oedema

AKI Risk Factors
● Age > 75 yrs
● Chronic Kidney Disease

2

(CKD, eGFR < 60 mls/min/1.73m )

● Cardiac failure
● Peripheral vascular disease
● Liver disease
● Diabetes mellitus
● Contrast agent
● Nephrotoxic drugs – NSAIDS,
ACEI, ARB, diuretics, lithium,
methotrexate, aminoglycosides,
phenytoin, anti-HT, cephalosporins

P
S
T
O
P

CAUSES AKI
Perfusion (under)
Sepsis
Toxins – drugs, contrast
Obstruction
Parenchymal - GN, MM,

rhabdo, HUS, Malignant HT

Potential Indications for
Renal Replacement Therapy
Biochemical indications
+
●Refractory hyperK > 6.5 mmol/l
●Serum urea > 27 mmol/l
●Refractory metab acidpH <7.15
●Refractory electrolyte abnorms
(↓Na, ↑Na, ↑Ca)
●Tumour lysis syndrome
(with ↑Uric acid,↑PO4)
Clinical indications
●Urine output <0.3 ml/kg for 24hr
or absolute anuria for 12 hr
●AKI with multiple organ failure
●Refractory volume overload
●End organ involvement:
pericarditis, encephalopathy,
neuropathy, myopathy,
uraemic bleeding
●Severe poisoning, hyperthermia,
hypothermia

1 The reference serum creatinine should be the lowest creatinine value recorded within 3 months of the event (acceptable up to 1 year). Rise
in value refers to is known presumed to have occurred within one week.
Source: UK Renal Association – Acute Kidney Injury www.renal.org/guidleines. NHS Kidney Care / Central London AKI Network
MOF – Multi-Organ Failure, GN Glomerulonephritis, MM multiple myeloma, HUS Haemolytic Uraemic Syndrome
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Emergency Dialysis Transfer Guidelines
Introduction
Patients on chronic haemodialysis rely on regular dialysis treatment. Patients may become unwell and
present to hospital. This guideline clarifies the pathways for such patients, because there is no acute renal
on-call and no acute dialysis in WAHT (except renal support on critical care unit) (See Figure 1).

Figure 1. – Pathway

Known Renal
Dialysis patient

Scheduled for
dialysis today
yes

Critically Ill or too
sick to transfer ?

Discuss with Renal team
and/or ICU team
at WANHST

no

Patient requires on
going medical care
for illness or injury

yes

Dialysis needs to be arranged
at the patient’s parent hospital
(contact renal on-call at QEH or Russell’s Hall).

no

Patient is fit for
discharge
if
K+ <5.5 &
no pulmonary
oedema

Contact satellite dialysis unit (if
unit feel referral is
inappropriate contact parent
hospital renal on-call)
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Background
End stage kidney disease results in various life-threatening metabolic problems which include uraemia,
hyperkalaemia, metabolic acidosis, and pulmonary oedema / volume overload. Haemodialysis is an effective
treatment of end stage kidney disease and controls the metabolic state and ensures patient well-being,
normokalaemia and euvolaemia. To be effective, haemodialysis is usually given as a 4-hour treatment three
times a week.
Stable patients in Worcestershire attend a nurse-led satellite unit in
 Great Western Business Park, Worcester (under care of Queen Elisabeth Hospital, Birmingham), or
at
 Kidderminster Hospital (under care of Queen Elizabeth Hospital, Birmingham or Dudley Group of
Hospitals).
Patients on haemodialysis often have no or very little residual renal function and are therefore very
susceptible to develop volume overload even with relatively small amounts of extra fluid, or hyperkalaemia
with inappropriate (dietary) intake. Volume overload or hyperkalaemia may also result from shortened /
missed dialysis sessions, or when the patient’s target weight is above what is needed for euvolaemia, or if
the dialysis access is dysfunctional.
Presentation to Hospital
Haemodialysis patients may become acutely unwell and present to hospital. In general that means that
patients are no longer stable enough to have dialysis at the satellite dialysis unit and need to dialyse at
their “parent” hospital renal centre where there is medical support available. This includes all patients with
PARS ≥2.

Indications for Dialysis and referral
Patients should be discussed as soon as possible with their “parent” hospitals
 Queen Elizabeth Hospital, Birmingham
#6102
 Dudley Group of Hospitals (Russell’s Hall) #6138
The renal on-call at either hospital can be contacted through the respective hospital switchboards (short
codes above).
A patient in Worcestershire Royal Hospital should also be referred to the local renal physicians (Dr Spencer
or Dr Ferring, usually available Monday-Friday 9-5pm).

Urgent dialysis should usually be considered the same day in the presence of:
 hyperkalaemia (K>5.5) or
 volume overload including pulmonary oedema or
 metabolic acidosis.
The indication, timing and best place for dialysis should be discussed with a renal physician, or with a
consultant from critical care (ICU). In general, single organ renal failure should be discussed in the first
instance with the renal on-call at the “parent” hospital, whilst multi-organ failure or a patient not stable for
transfer should primarily be discussed with ICU.
The “parent” hospitals should be contacted also when there is no urgent need for dialysis, but routine dialysis
is due, so that appropriate arrangements can be made for this to take place. Until the patient is discharged
from hospital, dialysis usually cannot take place in the satellite units and the patient needs to travel to the
parent hospital.
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Other Management
If potassium 5.5 or greater, patient should be discussed with renal physician as dialysis would often be
needed the same day or the day after.
Potassium needs to be K < 6.5 mmol/L for transfer to the “parent” hospital and usually this can be achieved
through medications that have a short-term effect, as detailed in the hyperkalaemia guideline. Hyperkalaemia
with K between 6-7 may respond well enough to drug treatments (including insulin glucose / Salbutamol) so
that the repeat potassium comes down to below 6.5; this would in principle allow immediate transfer to the
parent hospital for dialysis, but transfer always needs to be agreed by renal physician on-call at parent
hospital.
A patient is usually not stable for transfer to the “parent” hospital if there is refractory hyperkalaemia > 6.5
or pulmonary oedema with hypoxia requiring significant amounts of oxygen, or a bicarbonate < 10 mmol/L.
Unless there are volume losses and clear evidence of hypovolaemia, IV fluid is contra-indicated; a blood
transfusion should usually only be given on dialysis.
If an IV cannula is needed, it should NOT be placed in the arm with the AV fistula, but the first attempt should
be on the back of the hand of the opposite arm (arm veins may be needed for later AV fistula surgery).
Similarly, blood pressure measurements must NOT be done in the arm with the AV fistula but in the opposite
arm.
A dialysis catheter, usually with subcutaneous tunnel placed into the internal jugular vein, should ONLY be
used for dialysis and NOT for taking blood or injecting medication, except in the case of cardiac arrest.

Transfer
Once management has been agreed with the renal physicians at the “parent” hospital (or local critical care
unit), urgent patient transfer (“blue light”) should then be arranged.
Summary
This guideline only outlines the general approach and the individual patient must be discussed with the renal
physician.
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WRH Emergency Department Guidance for the Initial Assessment of Overdose
Patients
Patients presenting with overdoses to the Emergency Department account for a significant number of ED
attendances, learning from Serious Incidents has highlighted the need for doctors to carefully read the
relevant Toxbase advice especially the alert boxes.

Patient Attends with Overdose
Patient assessed by Triage Nurse:




Brief History
NEWS2
Completion MH triage proforma - MH risk assessment along with ‘capacity
assessment’ and risk of leaving without being seen
Print out Overdose proforma (includes MH matrix)
Print out Toxbase advice regarding each ingested drug (unless
paracetamol)
ECG and VBG are needed for many overdoses.
Triage nurse or delegated other informs ED doctor of the overdose patient
and asks them to review the toxbase advice and sign they have read it.






Role of ED Doctor:


Ensure patient has been allocated to correct area within the department
based on history, NEWS2, ingested substances
Ensure MH triage has been performed especially if patient is in the waiting
room and recommends any necessary action if high risk absconding
Overdose proforma (includes MH matrix) MUST be completed
Reviews Toxbase advice: particularly alert boxes and risk of deterioration,
reviews required bloods and other investigations, signs Toxbase advice
sheets as having been read and signed
Determines which bloods and other investigations need completing and
requests nurse / HCA to undertake them.











Patient has all necessary investigations as soon as possible or at
recommended time (eg. paracetamol levels only at or after 4hr post
ingestion [non-staggered])
Patient waits to be seen in order of triage priority
MHL team are able to see remotely that a patient with a MH issue has
attended.
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Patients who have anaphylaxis require max 6- 8hrs observation
If this is possibly the patient’s first anaphylactic reaction then blood (yellow top) mast cell tryptase needs to be
taken at presentation, 1 hour and 24 hours – phone lab to warn them.
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Mangement of Syncope Collapse in the Emergency Department
‘Collapse’ is a frequent reason for patients to attend the ED, the underlying reasons may include syncope,
seizure or mechanical fall. In this group of patients the ED function is to ensure serious disease is not missed
and rapidly assess those patients who can be discharged home safely with or without outpatient follow-up.
‘Collapse’ - Diagnoses NOT to be missed
Collapse – abrupt loss of postural tone,
Subarachnoid haemorrhage Carotid artery dissection
with or without transient loss of
Ruptured ectopic pregnancy Pulmonary embolus
consciousness (T-LOC). Syncope - T-LOC
Aortic dissection
GI bleed.
due to global impairment of cerebral
perfusion. Uncomplicated syncope
suggested by presence of any of the following in the absence of an alternative diagnosis Posture (prolonged
standing or sitting), Provoking factor (pain, fear, emotion), Prodrome symptoms (sweating/ feeling warm), Post
T-LOC nausea or vomiting. Situational syncope occurs when syncope is clearly and consistently provoked by
straining / micturition / coughing etc.
Features suggestive of epilepsy include tongue biting, abnormal behaviour (amnesia, witnessed
unresponsiveness, unusual posturing), post-ictal confusion, head turning to one side during T-LOC and
prodromal déjà vu or jamais vu. Epilepsy is less likely if the episode is preceded by sweating, it is precipitated by
prolonged standing / sitting or there is pallor during the episode. Shaking / twitching of limbs or myoclonus is not
necessarily diagnostic of epilepsy – occurs frequently in syncope.
When taking a history cover the following points:
Circumstances of event, person’s posture at the outset, prodromal symptoms, appearance and colour of the
person during the event, presence of any movements, any injury or tongue biting, duration of event, recovery
time, presence of any confusion during recovery. Specifically enquire about chest pain, headache, SOB,
palpitations, recent medication changes or head injury. Medication, past medical (prev MI, CCF, cardiomyopathy,
heart valve disease) and family history are important. Try to contact witnesses.
Perform a thorough examination and ensure all observations are recorded (BM, Temp, SaO2, BP, HR, RR).
Perform further investigations according to clinical case. All causes of collapse must have an ECG performed
and a copy given to the patient, also consider performing a postural blood pressure (orthostatic hypotension is
suggested by fall >20mmHg on standing from supine or systolic>90mmHg).
The majority of cases with normal examination, observations, ECG and postural blood pressures should be able
to be discharged home with / without OPD follow-up. If in doubt seek senior advice. Advice on driving at
http://www.dvla.gov.uk/media/pdf/medical/aagv1.pdf

Indications for admission / discussion with a specialist (Dr Foster runs an arrhythmia clinic but
speak to consultant prior to referral) – this is not an exhaustive list, exercise clinical judgement
Palpitations related to syncope
Associated chest pain
Associated headache
T-LOC on exertion
FH of sudden death<40yrs
and/or inherited cardiac
condition
PMH VT / VF / cardiac arrest
Age >65yrs and no prodromal
symptoms
New / unexplained
breathlessness

Systolic murmur
Signs of heart failure
Systolic<90mmHg
?PE
AAA detected
New neurological signs
detected
Suspicions of CVE or SAH
FOB or suspicion of GI
bleed

Mobitz type II or Wenckebach or Bi /
tri fasicular block or Complete HB
Inappropriate bradycardia
Any ventricular arrhythmia
WPW
QTc>450ms or QT<350ms
New ST / T changes or BBB
 left or right ventricular hypertrophy
pathological Q waves
sustained atrial arrhythmia
paced rhythm
Brugada’s syndrome

Petkar
S et al MANAGEMENT
Postgrad Med J 2006; 82: 630-641,
MJ Emerg MedCOMA
J 2007; 24: 270-275,
NICE Aug 2010
GUIDELINES FOR
THE
OF Reed
DIABETIC
IN ADULTS
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DIABETES EMERGENCIS
Coma in adults with diabetes is usually due to one of the following:
 Hypoglycaemia BM <4.0mmol/L
 Diabetic ketoacidodsis
 Hyperosmolar non-ketotic state (HONK)
Hypoglycaemia
Neuroglycopenia
Confusion, drowsy, incoordination, slurred speech, odd behaviour
Autonomic
sweating, palpitations, hunger, shaking
General Malaise
headache, nausea
Focal neurology – ‘stroke like’
Coma
Tachycardia, Palpitations, Anxiety, Pallor, Tremor
Causes include Alcohol, Addison’s disease, DSH-insulin OD, pituitary failure, liver failure, malaria, post gastric
failure.
Conscious & can swallow – Glucogel (formerly hypostop) 1 tubes every 15mins until BM>4.0, if this fails
consider either IV Dextrose 10% or 20% 50mls/hr or IM Glucagon 1mg (see below).
Unconscious or Seizures – IV Dextrose 10% or 20% 50mls stat. If access difficult then IM Glucagon 1mg (can
take up to 15mins to work, less effective if malnourished or on sulphonylureas).
After all cases give something to eat and drink or start IV Dextrose 10%, 1l over 12 hours
Patients on sulphonylureas (chlorpropramide, glibenclamide, glicazide, tolbutamide) who present with
hypoglycaemia should be admitted under the care of the medical team with an ongoing dextrose infusion. Most
DM with hypoglycaemia can be discharged - See Observation ward protocol for hypoglycaemia in diabetics
protocol.
Remember a high glucose load can precipitate Wernicke’s encephalopathy in alcoholics / malnourished
therefore consider co-administering pabrinex

Diabetic ketoacidodsis
Please note there is a separate guideline for children
The diagnosis is confirmed by significant ketonuria (++ or greater) and acidosis (bicarb <16mmol/l) with elevated
blood glucose. Ketoacidosis can occasionally occur even if the glucose is only moderately elevated. If the
diagnosis is suspected it should be confirmed by blood gas analysis, not by blood glucose alone.
If ketocidsosis suspected take blood for:
 U&E’s, gluc, FBC,
 Blood gases
 Urinalysis for ketones,
 CXR, ECG in patients over 50
Treatment:
Fluid replacement/potassium
0.9% N/saline - 1 litre over 60 mins
-then 1 litre over 2 hours
-then 1 litre over 2 hours
-then 1 litre over 4 hours
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Add 10% dextrose 1 litre over 8 hours when glucose is less than 14 mmol/l
Repeat serum potassium 2 hours after starting treatment
Potassium level
potassium >5.5 mmol
potassium 3.5-5.5 mmol
Potassium < 3-5 mmol

Action
do not add potassium
Add 40 mmol/l KCL
Seek senior advice

Repeat serum potassium after a further 2 hours and adjust KCL as necessary.
Bicarbonate administration is not recommended.
Insulin:
 Commence sol insulin 0.1 units/Kg per hour IV after the first bag of fluids has been given.
 Check blood glucose hourly, and venous gas 2hourly initially.
 Continue sc insulin when patient well and able to eat and basal insulin when normal due and the long acting
sc insulin as soon as possible .
 Stop fixed rate once pH >7.3
Other treatments:
 NG tube if patient drowsy
 If decreasing level of consciousness in-patient under 30 consider cerebral oedema. Needs CT scan,
mannitol and referral to ITU.
 Phosphate supplements have not been shown to improve outcome
 Respiratory failure is unusual but ventilatory support may be required
 DIC occurs rarely and should be treated appropriately
 Prophylactic sc heparin should be commenced unless c/i.
If the patient does not respond quickly to treatment seek specialist advice early!

Hyperglycaemic Hyperosmolar state in Adults (HHS)
Elderly patients can present with severe hyperglycaemia and dehydration in the absence of ketoacidosis. HONK
is confirmed by a calculated serum osmolality of >350mmol/l (Multipy sum of serum Na and K by 2, then add
urea and glucose concentrations). It has a mortality of 10-20%.
Once SBP is above 90mmHg follow fluid replacement the same as DKA including KCL
Add KCL as you would for DKA
•

Only use hypotonic saline ( 0.45%) if osmolality is not declining

Insulin IV insulin at 0.05 units/kg/hour ( eg 60 kg = 3 units/hour)
Immediately if Ketones > 1mmol/L or ++
After the glucose has started to fall with fluids alone if Ketones <1mmol/L or +
b)all patients require sc LMW
c)A precipitating cause is usually present and should be sought vigorously.
Precipitating causes:
 Poor compliance with insulin
 Infections – such as UTI, chest inf, meningitis, foot infections
 MI
 Pulmonary embolus
Give antibiotics if infection is identified – treat appropriately and aggressively
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MANAGEMENT OF UPPER GI BLEEDS
ROCKALL SCORE
Age
< 60 yrs
60 – 79 yrs

Score
0
1

> 80 yrs

2

Rockall
Score
>4
2-3
<2

Risk

Shock
None
Pulse > 100 +
syst BP >100
Systolic BP < 100

high
moderate
low

Score
0
1
2

Co-morbidity
None
Cardiac failure, IHD or
major co-morbidity
Renal / liver failure or
disseminated
malignancy

Score
0
2
3

Predicted preendoscopy mortality
25-50%
6-11%
0.2-2.5%

Management












High Flow Oxygen.
Two large bore (orange) venflons.
Xmatch 4units of bloods.
Give IV Crystalloid unless massive haemorrhage in which case request Shock Pack from
Haematology.
FBC, Coag, U&Es, LFTs, glucose, Calcium.
Manage as per haemorhagic shock aim:
systolic >100mmHg or MAP>65mmHg,
insert urinary catheter aiming for urine output 0.5mls/Kg/hr.
consider CVP monitoring and aim for CVP 8-12mmHg.
Patients on anticoagulants or severely deranged coagulation – discuss with haematologist.
Refer to RMO for upper GI bleeds, refer to RSO for lower GI bleeds.
Omeprazole 40mg orally may be of benefit. Do not use IV preparation.
NBM.

Massive / Life Threatening Haemorrhage eg. Variceal bleed











As above
Request shock-pack
Get senior ED help urgently.
Consider need for Sengstaken tube (resus room fridge ).
Terlipressin 2mg IV (followed by 1-2mg every 4-6 hours till bleeding controlled, up to
72hrs).
Metoclopramide 10-20mg IV (increases lower eosophageal sphincter tone)
Ceftriaxone 1 g IV.
Use blood products appropriately (13mls/Kg FFP if INR>1.5, give platelets if <50).
Inform both medical & surgical teams urgently.
Need for intubation (hypoxia, marked agitation, evidence of aspiration, severe
uncontrolled bleed).
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 UPPER GI BLEED
LOW RISK


The Glasgow-Blatchford Score is a screening tool to assess the likelihood that a patient with an acute upper GI bleed will
need to have medical intervention (e.g. blood transfusion) or endoscopic intervention.
Patients with a GBS of 0 are low risk and can safely be discharged directly from the ED with GP follow-up
Inclusion Criteria
 Symptoms suggestive of upper GI bleed
o Haematemesis, melaena
 Glasgow Blatchford score of 1 or 2
o Less likely to require inpatient OGD – require
period of observation on CDU
Exclusion Criteria
 Glasgow-Blatchford score of 3 or more
o Require inpatient medical admission
 Suspected variceal bleeding
 Abnormal clotting studies
 Postural blood pressure drop >30mmHg
 Isolated coffee-ground vomit
 History clearly suggestive of Mallory-Weiss tear in
patient under 50
 PARS >2
 Co-morbidity or social reason requiring hospital admission
 Pregnant
 Another clinical reason admission
 Haemoptysis

Glasgow Blatchford score
Systolic BP (mmHg)
>110
100-109
90-99
<90
Hb (g/dL)
Male
>13.0
12.0-12.9
10.0-11.9
<10.0
Urea (mmol/L)
<6.5
6.5-7.9
8.0-9.9
10.0-24.9
>25.0
Others
HR>100
Melaena
Syncope
Hepatic failure
Cardiac failure

0
1
2
3
Female
>12.0
10.0-11.9
<10.0

0
1
3
6
0
2
3
4
6
1
1
2
2
2

Management plan


Ensure that the following have been done (in the main department)
o FBC, U&E, LFT, clotting, G&S and at least one IV access (18G or larger)
o ECG (if over 50)
o Postural blood pressures
o PR examination
 Perform 2 hourly HR and blood pressure for the first 8 hours then 4 hourly thereafter
 Review on the next day’s ward round
o If observations have been stable fill in endoscopy request form and send / fax to Endoscopy. It is
good practice to telephone Endoscopy and speak to a gastroenterologist if possible.
o Patient can then be discharged. The gastroenterologists will action the request (not the GP).
o OGD should be performed in the next 7 days – specify this on the form
 If patient has melaena or fresh haematemesis or becomes tachycardic (HR>100) / hypotensive
(SBP<100mmHg) on the CDU contact Medical SpR for consideration of urgent endoscopy
o In the interim commence crystalloid to replace volume and cross match 4 units of blood from
blood bank. Consider a urinary catheter
Discharge Criteria





Haemodynamically stable
Discharge letter to the GP outlining management plan
o In patients under 50 with dyspepsia GP may choose to check H. pylori status
Prescribe omeprazole 20mg po daily as a TTO and consider stopping any gastro-toxic drugs (aspirin,
NSAID’s, COX-2 inhibitors etc)
Patient Advice Leaflet
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ACUTE CONFUSIONAL STATE
Delirium (acute confusional state) is a common condition in older people, affecting up to 30% of all older patients admitted
to hospital. The hospital environment often precipitates or exacerbates episodes of delirium. Patients who develop
delirium have high mortality, institutionalisation and complication rates, and have longer lengths of stay than non-delirious
patients. Acute confusion may be unrecognised by doctors and nurses in up to 2/3 of patients. It is good practice to
document an AMT on elderly patients who are admitted.
The underlying cause of delirium is often multifactorial. Common causes include:











infection (eg pneumonia, urinary tract infection)
respiratory disorder (eg pulmonary embolus, hypoxia)
cardiological illness (eg myocardial infarction, heart failure)
neurological problem (eg stroke, subdural haematoma, epilepsy, encephalitis)
electrolyte imbalance (eg dehydration, renal failure, hyponatraemia)
endocrine and metabolic disorder (eg cachexia, thiamine deficiency, thyroid dysfunction)
drugs (particularly those with anticholinergic side effects, eg tricyclic antidepressants, anti-parkinsonian drugs, opiates,
analgesics, steroids)
drug withdrawal, especially benzodiazepines and alcohol
urinary retention/faecal impaction
severe pain

Assessment should include:








conscious level
nutritional status
evidence of pyrexia
search for infection: lungs, urine, abdomen, skin
evidence of alcohol abuse or withdrawal (eg tremor)
cognitive function screening
neurological examination (including assessment of speech)

The following investigations are likely to be appropriate:






FBC, U&E, glucose (consider the need for LFT, TFT, Ca, B12, folate)
Consider need urinalysis or other cultures
CXR
ECG
Pulse oximetry (consider need for ABG)

A CT scan is appropriate where there is acute confusion following a fall or head injury, any focal neurological deficit or any
evidence of raised ICP.

ED management:
If there is a likelihood of infection antibiotics should be given promptly after appropriate cultures have been taken (do not delay
antibiotics waiting for urine cultures).
Give pabrinex if there is evidence of malnutrition or alcohol dependency.
Consider the need to correct electrolyte abnormalities.
Refer for admission
Adapted from “The prevention, diagnosis and management of delirium in older people” National Guideline number 6. British Geriatrics Society. June
2006
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MANAGEMENT OF ELDERLY CONFUSED PATIENTS IN ED
New acute confusion / delirium should be admitted under the care of the medical team (not to the ED
Observation ward) for further investigation. Appropriate investigations in the ED may include glucose, U&Es,
LFTs, FBC, ECG, urinalysis, ABG (incl. carboxyhaemoglobin), CXR.
A CT scan may on occasions be appropriate if the history or examination suggests CVE, intracranial bleed
(SAH, subdural bleed), trauma, metastases, anticoagulant therapy, cancer or HIV.
Abbreviated Mini Mental Examination
1. Age
2. Time (nearest hour)
3. 42 West Street – address for recall at end of test
4. Year
5. Place
6. Recognition of two people
7. Date of birth (day and month)
8. Year world war I or II
9. ”Who is on the Prime Minister at the moment ?”
10. Count backwards from 20 to 1
Each correct answer scores 1 (no halves). Healthy elderly score 8 or more.
Deterioration in mental state in patients with known dementia consider the possibility of intercurrent infection
(eg.chest), head trauma following fall (eg. chronic subdural), medication issues (interactions, strength, recent
changes, non-concordance, sedatives), silent AMI.
Only discharge if safe to do so (see below). Admit under the care of the physicians (do not admit to the
Observation ward under the care of the ED team).
1. Discharges of any patients age 75 and over should be avoided after 5 pm unless their home
circumstances are known to be adequate, preferably with a carer available to see them into their own
home.
2. It is particularly important that the home circumstances of demented patients are assessed as adequate
prior to discharge. Be aware of the possibility of elderly abuse. (Increased risk in demented patients)
3. Ensure that they and their carers are able to understand any treatments and drugs supplied and are able
to take the medication. (Do not forget to check compatibility with current medication.
4. The GP of all patients over 75 and patients with dementia returning to their own homes, should be
notified within 24 hours where a home visit is considered appropriate.

FALLS CLINIC
Only GPs can refer to the falls clinic.

131

132

MANAGEMENT OF INFECTIOUS DIARRHOEA
Note:Avoid anti-diarrhoeal agents in infective diarrhoea.
History:
 duration and severity
 contacts
 foreign travel
 presence of blood
 drug/toxin ingestion
 associated symptoms
Differential diagnoses:
 Commonest cause is campylobacter
 E. coli 0157 is uncommon but is responsible for haemolytic-uraemic syndrome and may be associated
with outbreaks. It is now the commonest infectious cause of acute renal failure in children.
 Salmonella may result from eating inadequately cooked poultry or eggs.
 Other causative organisms include viruses (including HIV), shigella, cholera, amoebae and giardia and
bacterial toxins such as staphylococcal food poisoning.
 Consider clostridium difficile if infection acquired in hospital or in closed community (esp. if history of
antibiotics)
 Consider ischaemic colitis - presents with abdominal pain and bloody diarrhoea
 Also consider ischaemic bowel - non-specific tender abdo, increasing metabolic acidosis and dilated,
oedematous bowel loops on AXR
Management:
 Ensure adequate hydration and electrolyte replacement
 mild dehydration may be managed with oral rehydration
 if more severely dehydrated, check FBC, U&E's etc and commence IV fluids. 1/2 N/saline is fluid of choice.
 send fresh stool for culture especially if foreign travel. If amoeba suspected request thermos flask (from
microbiology) for transport of warm stool.
 if feverish take blood cultures
 use anti-emetics if associated with vomiting but avoid anti-emetics if patient <20 years old.
Avoid antibiotics except in following circumstances:
 ciprofloxacin for salmonella or shigella gastro-enteritis which is not resolving spontaneously or if
systemically toxic
 metronidazole for amoebic dysentry and giardiasis.
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Sepsis screening in children.
All children with a PEWS ≥ 3 should be assessed for sepsis using the
paediatric proforma
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Emergency Department Neutropenic Sepsis Protocol
Triage Assessment
Identify
Assume
Observations
Calculate

all patients within 6 weeks of chemotherapy or known haematological malignancy
neutropenic sepsis until proven otherwise, document any recent use of anti-pyretic
temp, pulse, BP, RR, O2 Sats, BM, AVPU
PAR score

Resuscitation
room

SEVERE SEPSIS ?
Rash or
Altered Mental State or
Hypoxia (O2 Sats<94%) or
Shock (systolic<100mmHg)

Yes

No

● Inform Senior doctor
& Contacy on call haematologist/oncologist
● High flow Oxygen
● Establish large bore IV access
● Send blood* tests urgently
● Contact haematology lab urgently
● IV antibiotics** within 1 hour
● 1 litre 0.9% Saline stat
● CXR, ECG, ABG (Lactate), Urinalysis, swabs
● Urinary catheter
● Identify potential sources of infection

2 or more of below present ?
0

Yes

● Temperature >38.3 or <36 C
● Heart rate >90bpm
● Respiratory rate> 20 bpm
● Glucose >6.6mmol/L (unless DM)

No

● Treat presenting complaint / Co-morbidity
● Early involvement of ICU / medics / ANP

Resuscitation Targets
Urine output >0.5mls/Kg/hour

Medical Assessment
● Identify possible sources of infection
● Treat presenting complaint / co-morbidity
● Send FBC and any other appropriate blood tests,
consider performing lactate
● Contact ANP / chemotherapy unit

Laboratory confirmation of neutropenia (<1.0*109/L), regardless of total WCC
Yes

No

Admit medics (even if only low grade pyrexia, ≥37.50C)

Discharge only if physiologically stable & when co-

Differentiate between sepsis & neutropenic sepsis.
Ensure IV antibiotic** given within 1 hour.
Minimum observations every 30 minutes until stable then
2 hourly for 4 hours then 4 hourly if stable.
Medical team will liaise with haematology / oncology.

morbidity treated. The ANP/chemotherapy unit has
responsibility for ensuring the patient is followed up the
next day via telephone and the treating clinician / on call
haematology / oncology consultant is informed within 24
hours.

First Line Antibiotics in Neutropenic Sepsis**
Preferred regime
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Meropenem 1g tds

If Patient has suffered anaphylaxis in last year to meropenem contact the oncall Haematologist/Oncologist and Microbiologist for advice. Usually
Vancomycin 1g BD, Ciprofloxacin 400mg BD and Gentamycn daily

*Blood tests:

lactate, blood
cultures, , FBC, U&Es, LFTs

Neutropenic Sepsis in the Emergency Department Patients
Patients who receive chemotherapy are at risk from neutropenic sepsis, which if not detected and treated in an
appropriate and timely manner, can have serious life threatening consequences. Patients with neutropenic fever
may appear deceptively well and this group of patients require a proactive approach to assessment and
treatment. Patients on steroids or analgesics or who are dehydrated may not present with pyrexia but may still
have infection.
Key principles

Patients within 6 weeks of chemotherapy are at risk of neutropenia.

Door to needle time for first antibiotics should be less than one hour.

Patients should be closely monitored and frequently re-assessed to ensure response to treatment.

Involve a senior doctor early.

Follow the emergency department neutropenic algorithm.

The admitting medical team will be responsible for liaising with the haematologist / oncologist.
Definitions
Fever
tympanic temp of ≥380C for one hour or 38.30C
Neutropenia less than 1.0*109 (escalating risk of infection with decreased counts, increasing duration
of neutropenia and the faster the rate of decline).

Symptoms relevant to immunosuppressed patients (chemotherapy /
radiotherapy)
Symptom
Nausea
Stomatitis
Constipation
Fever
Rash

Referral / severity criteria
unable to drink
painful erythema with difficulty
drinking
no bowel movement for 72hr
>37.50C or generally unwell –
see neutropenia algorithm
symptomatically unwell

Symptom
vomiting
Diarrhorea
Fatigue
SOB

Referral / severity criteria
6-10 episodes in 24hrs
>7 episodes a day or
incontinence or grossly bloody
bedridden or disabling
dyspnoea on normal activity
(infection, embolism)

Neurosensory /
motor

severe sensory loss,
paraesthesia or weakness that
interferes with function
(spinal cord compression)

Infection post TRANS-RECTAL ULTRASOUND-GUIDED PROSTATIC BIOPSY
(TRUS).
This can be fatal. Ciprofloxacin is used prophylactly so do not use.
Follow trust guidelines.
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ANTICIPATORY MEDICATION AT THE END OF LIFE
It is important to have immediate availability to a small range of subcutaneous medications for PRN administration at
the end of life. We recommend routine prescription of the following drugs for the following indications:

INDICATION

MEDICATION

NOTES

PAIN

Morphine
Sulphate 2.5-5mg
SC PRN (max
hourly)
Levomepromazine
6.25mg sc PRN
(max 2hrly)

For patients already taking opioid analgesia this dose
may need adjusting (see algorithm).
If patients have hepatic or renal impairment
(eGFR<30) – contact Palliative Care Team
Higher doses may be used as an antipsychotic but
6.25mg - 25mg* over 24h is usually sufficient to
control nausea and vomiting.
If the patient is already taking an effective antiemetic
please continue this drug – most anti-emetics can be
given subcutaneously.
Usual dose range in syringe driver is 60-120mg* over
24hrs (maximum 120mg/24hrs).

NAUSEA

RESPIRATORY
SECRETIONS

Hyoscine
Butylbromide
20mg SC PRN
(max hourly)
RESTLESSNESS/ANXIETY Midazolam 2.55mg SC PRN

Can be given every 30mins until the patient is settled.
Usual dose range in syringe driver 10-30mg* over
24hrs. Higher doses may be required – contact the
palliative care team.

If the patient is being discharged please ensure ANTICIPATORY MEDICATION is prescribed as above.

In some instances it might be appropriate to alter or add to the PRN medications as follows:

INDICATION
ACTIVE SEIZURE
OR CATASTROPHIC
HAEMORRHAGE

MEDICATION
Midazolam 510mg IV/SC PRN
(IV preferable if IV
access available)
Haloperidol 1.52.5mg* SC PRN
(max 4 hrly)

NOTES
Can be given every 5mins until the patient is settled.

HALLUCINATIONS
Maximum dose in 24hrs = 10mg
& DELIRIUM
(patients not on
regular
Levomepromazine)
HALLUCINATIONS
Levomepromazine Usual syringe driver dose range 12.5-75mg* over 24hrs.
& DELIRIUM
12.5mg SC PRN
(patients on
(max 2hrly)
regular
Levomepromazine)
USE END OF LIFE PROFORMA on PF
*Start at lowest dose in the range especially in the frail elderly. Review dose every 24hrs & increase if necessary
according to additional as required doses.
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Prescribing Morphine in the Dying Patient
Patient in Pain

Review at least every
24 hours

Is Patient Already
Taking Oral Morphine?

Yes

No

Pain is Controlled

Is Patient Already
Taking Oral Morphine?

Prescribe Anticipatory Medication:
Morphine 2.5 - 5mg s/c PRN hrly

Convert the daily oral dose of
Morphine including
breakthrough medication taken in
previous 24 hours to Morphine s/c
via syringe driver. To do this divide
the total daily dose of oral
Morphine by 2.

Yes

To convert a patient from
oral Morphine to a 24 hr
s/c infusion of Morphine
divide the total daily oral
dose of morphine by 2

Prescribe ‘as required’ (PRN) doses of Morphine: 1/6 of the 24
hour dose in the syringe driver; maximum dose interval 1 hour.
TRANSDERMAL PATCHES: If already on buprenorphine/fentanyl
transdermal patch, leave in situ and add in additional analgesia via
syringe driver as above if required. Remember to include patch strength
when calculating PRN dose of morphine.
Fentanyl 25mcg/hr = Oral Morphine 60mg/24hrs
DO NOT commence transdermal analgesic patches in the dying phase.
RENAL FAILURE (eGFR <30): Contact specialist palliative care/renal
team for advice on analgesic prescribing. Be aware: Morphine
accumulates in renal failure – alternative opioids may be preferable.
Oral Morphine 30mg = s/c Morphine 15mg
Oral Oxycodone 30mg = s/c Oxycodone 15mg
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MANAGEMENT OF PYREXIA OF UNKNOWN ORIGIN
PYREXIA OF UNKNOWN ORIGIN
History:
Include:recent travel
occupation
contacts (human and animal)
recent surgery
bone and joint pain
Consider:
 Infection should be excluded before other possible causes
 Exclude urinary tract infection, wound infections, chest infections, meningitis,
collections of pus.
 Consider specific infections e.g. malaria, TB, Legionnaires disease, Weils disease.
 Consider imported disease such as typhoid fever or brucellosis
 Zoonoses with a long time course include toxoplasmosis or q-fever
 Other causes include bacterial endocarditis, sinusitis, neoplasm such as
lymphomata and leukaemias, connective tissue diseases.
 Consider causes of immunosuppression such as diabetes, steroids. HIV infection
etc.
 Factitious fever induced deliberately by the patient
 If travel history suggests contact with viral haemorrhagic fever contact consultant
microbiologist immediately
Management:
 Cooling measures such as tepid sponging, paracetamol, fans etc. for symptomatic
relief.
 Consider the following investigations as appropriate;
 FBC, Blood cultures, Thick and thin films for malaria (remember may be negative in
10% cases), glandular fever screen, LFT’s, viral serology, MSU, lumbar puncture
(do not delay giving antibiotics if blood cultures already taken pending LP), other
swabs, CXR, USS, CT scan.
 Take as many collections for culture as possible before commencement of
antibiotics.
 Avoid treating blindly with antibiotics unless life-threatening infection.
If risk of serious infectious or imported disease keep patient isolated in side room (see
infection control policy) and discuss with microbiologist as soon as possible.
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ANTIBIOTIC GUIDELINES (Tazocin is NOT on this list)
1.Skin and soft tissue infections.
a.Suspected streptococcus
e.g.cellulitis, lymphangitis
b.Suspected staphylococcal e.g.
abscesses, in-growing toe-nails etc
c.Prophylaxis for very dirty wounds
i.e. soil or faecal contamination
e.Human bites (all) + dog bites and
cat bites(if deep puncture wounds)

Amoxil &
Flucloxacillin
Flucloxacillin

500mg tds
1g qds
500mg qds

Augmentin

625mg tds

Augmentin

625mg tds

In all the above cases, if patient known to be allergic to penicillin, use Erythromycin
except use ciprofloxacin and metronidazole for animal bites in adults known to be
allergic to penicillin.
1. Prophylaxis for compound fractures
a.Minor fractures e.g. Crush Flucloxacillin
500mg qds
injuries to finger tip or minor wound (clarithromycin if
over more significant fracture.
penicillin allergic)
b.Major compound fractures i.e. Co-amoxiclav &
1.2g IV
likely to require surgical intervention Gentamicin
5mg/kg IV
In the case of b) give IV antibiotics as soon as possible and clean and cover the
wound.
Facial fractures
Clarithromycin
250mg bd
Note: all facial fractures require prophylactic antibiotics because a very high
proportion are compound into the mouth or sinuses
3.ENT/dental
Dental abscesses

Tonsillitis

Otitis media

Amoxycillin
(clarithromycin if
penicillin allergic)
Penicillin V
(clarithromycin if
penicillin allergic)
Amoxycillin
(clarithromycin if
penicillin allergic)

500mg tds

500mg qds

500mg tds

CHECK WITH TRUST GUIDELINE AS THEY DO CHANGE.
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4. Respiratory tract infections
Acute
exacerbation
of
chronic bronchitis
Pneumonia (if well enough to
go home)

Pneumonia (penicillin allergy)

Amoxycillin
Or Doxycycline
Amoxycillin
Consider augmentin if
patient
has
already
st
taken 1 line agents or
CURB65 3 or more
Levofloxacin

500mg tds
200mg daily
500mg tds

500mg

5.Meningitis
Suspected meningitis
Cefotaxime
2g tds
Give antibiotics IV after taking blood cultures but prior to lumbar puncture.
See also meningitis guidelines on intranet.
6.Others
Pelvic inflammatory disease

Doxycycline and
Metronidazole

Take HVS first.
Pelvic inflammatory disease Augmentin
(unable
to
exclude and clarithromycin
pregnancy)
Urinary tract infections
Trimethoprim

100mg BD
400mg BD
625mg TDS
500mg qds
200mg BD 3/7

2nd line
Cephalexin
250mg TDS
rd
3 line
Ciprofloxacin
250mg BD
Severe
diarrhoea
with Ciprofloxacin
500mg BD
systemic
symptoms
or
bloody diarrhoea
Ensure specimens taken for MC&S
If antibiotics necessary in children use Erythromycin
a) In all the above cases if allergic to penicillins use clarithromycin instead.
b) Check that female patients are not pregnant and are using contraception before
prescribing tetracyclines.
c) Advise women on the contraceptive pill to use additional precautions for two weeks if
taking any antibiotics and document this advice in the notes. If before the 2 weeks is up
they get to the end of a packet of OCP, they should start the next packet immediately
without the usual 7 day break.
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Parenteral Gentamicin in the Emergency Department
Gentamicin is an extremely effective aminoglycoside antibiotic, active against a broad range of bacteria including
some gram positive and many gram negative organisms including pseudomonas aeruginosa. Gentamicin is not
absorbed from the gut and so is usually given parenterally (with the exception of ear drops). Gentamicin is often
recommended in the Trust antibiotic guideline (WAHT-PHA-001) along with other antibiotics for the treatment of a
wide range of conditions including severe sepsis of indeterminate cause.
Gentamicin has side effects which include otoxicity and nephrotoxicity with the elderly and patients with renal failure
being particularly susceptible. Gentamicin should preferable not be given with ototoxic diuretics (eg. furosemide).
Gentamicin impairs neuromuscular transmission and should not be given to patients with myasthenia gravis.
WANHT uses an extended interval (EI) gentamicin protocol as this has been shown to be safe, effective and more
convenient. Giving gentamicin as a single large dose, rather than using the traditional two or three times per day
regimes, offers several definite advantages. These include:
●Therapeutic level of gentamicin guaranteed
●Timing of dose less critical (as giving the dose an hour or two early or late makes much less difference to potential
toxicity than with a multiple daily dose regime)
●Reduced staff time in taking blood for levels
●Once daily administration is at least as safe as multiple daily dose regimen
However this regime should not be used for the following patients groups / illnesses: endocarditis, ascites, major
burns (>20%), amputees, and those patients with established renal impairment.
It is good practise after giving a patient the first dose of gentamicin in the ED to print off the gentamicin level request
form from Patient First additional documents section – you only need to complete the date and time that the first
dose was given – the form remains with the patient and when the admitting team have assessed the patient they will
take a post dose gentamicin level (6-14hrs after the initial dose) and on receipt of the result will use the Urban-Craig
nomogram to determine the timing of the next dose of gentamicin (in practice all assays are interpreted by the
authorising microbiologist, as long as all relevant information is provided with the request).
It can be difficult to decide whether to give the first dose of gentamicin when confronted by a critically unwell septic
patient in the resus room, particularly in the elderly, without knowing their creatinine clearance and the added
pressure of the 1 hour door to needle time target.
●It should be remembered that gentamicin is rarely the only antibiotic prescribed; other antibiotics can be given
before the gentamicin.
●The clinical situation (how unwell the patient is, the availability of previous blood results, past medical history etc.)
will dictate whether it is in the patient’s best interests to administer the gentamicin as soon as possible or wait for a
creatinine level.
The table overleaf gives guidance based on the information that may well be available to you (sex, estimated ideal
body weight and creatinine level) within that first hour regarding which patients it is safe to give EI dose gentamicin to
without the need to perform complex calculations. Advice is also available from the duty microbiologist as well as the
ED pharmacy team.
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NEEDLE STICK INCIDENT POLICY
A full copy of the needle stick incident policy for members of staff is available on
the intranet and should be consulted in all cases of occupational needle stick
injuries.
This policy also applies to human bites.
ACTION TO BE TAKEN IN A & E DEPARTMENTS
ALL INOCULATION INJURY / BODY FLUID CONTAMINATION INCIDENTS
WILL REQUIRE IMMEDIATE ATTENTION and should be fast tracked for
assessment, as treatment may need to be instigated within a very short period of
time.
1. Obtain detailed history of incident, using the proforma.
2. Record clearly in the notes the factors that lead to the risk assessment conclusion.
3. Arrange follow-up as below if significant risk of Hepatitis B, Hepatitis C or HIV
infection.
4. Counsel exposed member of staff / other person regarding level of risk, taking into
account immunisation status.
5. Blood should be taken from the exposed member of staff / other person and sent to
the Microbiology Department, labelled “(Staff) inoculation injury – for storage”,
ensuring the name of the source of injury (this may be a patient, member of
staff, or other person) is clearly stated on the pathology request form under
clinical details. Please also state if source is not known. It should be noted that
staff or other persons have the right to refuse this test; if they choose to do so, and if
appropriate their occupational health / clinical notes should record that they have
been counselled, and have declined to have blood taken.
6. Check member of staff’s / exposed person’s Hepatitis B immunisation record. If
necessary give Hepatitis B vaccine booster, commence accelerated vaccine course
and / or give immunoglobulin as appropriate. If source is known or found to be
Hepatitis B sAg positive management will depend on immunisation status of
exposed person (See Table page 7 of full policy available on intranet).
7. If source patient is known or found to be Hepatitis C positive, arrange future
samples from member of staff / exposed person: EDTA blood sample for PCR at 6
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and 12 weeks and clotted blood sample at 12 and 24 weeks for anti-HCV antibody
testing.
8. If source is unknown treat as a potential for Hepatitis C and Hepatitis B
transmission at time of injury, risk will depend on the circumstances of the injury.
Arrange future samples from member of staff / exposed person, as appropriate:
EDTA sample for Hepatitis C PCR at 6 and 12 weeks and clotted blood sample for
anti-HCV antibody testing at 12 and 24 weeks for high risk exposures and PCR at
6 weeks for low risk incidents. The risk of Hepatitis B transmission should also be
considered (see 6 above).
9. If appropriate, take the opportunity to address issues of safe practice and
avoidance of such incidents and the use of personal protective equipment.
10. If a significant risk of possible HIV infection is identified via the risk
assessment of the source, the circumstances (where source unknown) and type
of exposure, the on-call designated person (see below) MUST be contacted
IMMEDIATELY for advice on the appropriate course of treatment / action to be
taken. For the MIU also see point 14 below.
Community inoculation injuries with discarded sharps are low risk for HIV
transmission.
11. When post exposure prophylaxis (PEP) against HIV is recommended, it should be
administered within 1 to 2 hours of exposure if possible, although it should also be
considered up to 2 weeks after the exposure
NB: A pregnancy test should be performed for all females if pregnancy is
possible and PEP is to be considered.
12. Support and information must be made available to the member of staff / exposed
person and notify HIV / Sexual Health Nurse Specialist if PEP issued .
13. Advise the member of staff / exposed person to notify their Occupational Health
Department (OHD) of their injury themselves on the next working day or to leave
their details on the OHD answer phone. This enables the OHD to ensure that the
appropriate course of action has been taken promptly.
14. The proforma should be completed to record any telephone instructions given by
the Microbiology / GU Medicine / Infectious Diseases Consultant who has requested
PEP be administered. This will enable nursing staff to be able to dispense and
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administer PEP treatment in the absence of medical staff, eg Minor Injuries Unit,
Kidderminster.
Information required will include:
 Injured person’s details including any current medication or herbal supplements
and serious illness resulting in renal and / or liver impairment
 Ward or department
 Source person ID if known
 Date and time of telephone contact with and
 the name of Consultant Microbiologist / GU Medicine / Infectious Diseases
requesting PEP
 Record full and accurate details of the conversation held, including information
given to the Microbiology / GU Medicine / Infectious Diseases Consultant and
their recommended course of action.
 Record full and accurate details of PEP prescription including each drug’s name
and dosage.

The Microbiology / GU Medicine / Infectious Diseases Consultant will confirm their
prescription by sending a fax or hard copy of the completed and signed standard letter
within 48 hours, to A & E / Minor Injuries Unit, Kidderminster / Occupational Health
Department.
Look at HIV prophylaxis in the Obs & Gynae section
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WOUND MANAGEMENT
Principles:
1. Clean wound thoroughly, debride if necessary. Use copious amounts of normal
saline.
2. Inspect wound, looking for damage to underlying structures. Remember, tendons will
appear to be functionally intact even if partially divided, but may still require repair.
Altered sensation distal to a laceration, is a sign of a divided nerve, not just complete
loss of sensation.
3. Remove foreign bodies/material from wounds. The majority of glass wounds will
require an X-ray to exclude glass, unless the patient is absolutely certain there is no
glass in the wound.
4. Oppose edges accurately. Over tense sutures will cause local tissue ischaemia and
impair healing.
5. Consider steristrips. Most doctors use sutures when the wound could have been
adequately closed with steristrips. Most finger lacerations, most pre-tibial lacerations
can and should be closed with steristrips. They are more pleasant for the patient
because they do not require local anaesthetic, and cause less scarring. However, they
must be kept dry for a week, and this is sometimes a problem.
6. Only use histoacryl glue for small scalp wounds or other hairy areas where it is not
possible to use steristrips.
7. Call the maxillo-facial surgeons for difficult facial suturing, or if in a cosmetically
prominent position, e.g. crossing lip margin - they are usually very willing to help.
Call ophthalmic surgeons if crossing lid margin or if possibility of duct involvement.
8. Consider antibiotic prophylaxis for dirty wounds which cannot be adequately cleaned
or potentially devitalised wound or diabetes(see antibiotic guidelines)
9. Consider & note tetanus status
10. Junior doctors should NOT glue facial wounds. This should be done by experienced
nurses or senior doctors
11..Bites should only be sutured in very exceptional circumstances.
12. Amputations proximal to the DIP joint contact plastics at QEH or BCH. DO NOT
PUT THE TISSUE IN ICE. It is best in icy water 4 C

148

Suture Selection
SITE

SUTURE SIZE

REMOVAL OF
SUTURES

Hands

4/0 ethilon

7 days

Face

5/0 or 6/0 ethilon

3-5 days

Scalp

4/0 ethilon or silk

7 days

Upper limb

4/0 ethilon

7 days

Lower limb

4/0 ethilon

10 days

Back/buttocks

3/0 ethilon

14 days

Remember you can minimise facial scarring by removing sutures at 3 days and
replacing with steristrips.
Antibiotics are not required for most wounds
Consider antibiotics in:
1)
2)
3)
4)
5)
6)
7)
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Infected or contaminated wounds
Puncture wounds
Human / cat / rat bites (especially to the hand)
Complex intraoral wounds
Wounds >6 hours old
Increased medical risk (eg. Diabetes)
High risk occupation

TETANUS IMMUNISATION
Tetanus immunisation is now considered life long if the patient has had 5 doses of
vaccine.
5 doses will have been given to all school children if they have had
(a) 3 infant doses
1 pre-school dose -This immunisation programme began in 1961
1 school leaving dose )
(b)

tetanus course (3 doses)
followed by 2 ten year boosters

Boosters are therefore only required if: There is a tetanus prone wound and the individual has not received the full 5
dose course.
o Tetanus-prone wounds include:
Wound> 6 hours old
Significant devitalized tissue
Puncture wound
Contamination with soil or manure
 The immunisation status is unknown
If the wound is contaminated Human Tetanus Immunoglobulin should be given – if the
wound is heavily contaminated eg, manure Human immunoglobulin should be
given even if the patient is fully immunized – “high risk”
Td Vaccine
Tetanus immunisation is given as Td Vaccine and contains low dose diphtheria – all
patients should be informed of this fact.
Side effects for Td are similar to tetanus booster alone and immunisation should not be
given to those who have had previous anaphylactic reaction.
Children under the age of thirteen who have not been fully immunized should be written
up for the child vaccine (ie full dose diptheria vaccine)
Safe to use in pregnancy.
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Thorough cleaning of wounds is essential. If the wound , burn or injury is considered
to be high risk, human tetanus immunoglobulin 250IU IM (500IU if >24hrs
since injury or heavy contamination or following burns) should be given for
immediate protection, irrespective of the tetanus history immunisation history.
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LOCAL ANAESTHETICS
Potential toxic effects:Convulsions
Hypotension
Arrhythmia’s-including cardiac arrest
Avoid the above by using doses within safe limits
 There is no advantage to using 2% instead of 1% or 0.5% lidocaine.
 Lidocaine and adrenaline has 2 advantages
1) longer acting
2) less capillary bleeding
therefore it is quite useful for facial and scalp wounds.
DO NOT USE IN EXTREMITIES - FINGERS, TOES, EARS, PENIS etc.
It is kept separately in resuscitation if you do want it.
Doses:-

3mg/kg plain lignocaine
7mg/kg lignocaine with adrenaline

Therefore for an average 70 kg person:1% lignocaine - maximum 25 mls
0.5% lignocaine - maximum 50 mls
1% + adrenaline - maximum 50 mls
Beware - it very easy to exceed maximally safe doses in young children. Always check
their weight and correct dose.
Get a senior to teach you regional techniques such as ring blocks, femoral nerve
blocks, Biers blocks and haematoma blocks.
Maximum doses of local anaesthetics in children
Age
6 mths
1 yr
3 yrs
5 yrs
7 yrs
10 yrs
12 yrs
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Av weight in kg
7.5
10
14
20
22
28
40

1% Lignocaine
2 ml
3 mls
4 mls
6 mls
7 mls
8 mls
12 mls

Local Anaesthetic Toxicity
Neurol – numbness & tingling mouth & tongue, slurred speech, lightheaded, tinnitus,
confusion, drowsiness, muscle twitching, seizues, coma.
CVS – tachycardia & hypertension then bradycardia (heart blocks) & hypotension,
ventricular arrhythmias.
Management
● Stop procedure, get help immediately, move to resus room
● Maintain airway, 100% oxygen
● IV access
● Monitor ECG, heart rate, BP, resp rate , GCS
● Treat convulsions with oxygen & diazepam 5-10mg slowly IV (0.10.2mg/kg child).
● Treat hypotension, raise foot of trolley, 500mls of crystalloid (20ml/kg in
child if BP<70mmHg).
● Bradycardia usually resolve but may require atropine / pacing
● Consider 20% lipid emulsion / intralipid® (kept in theatres) if CVS
instability or cardiac arrest.
● Cardiac arrest start CPR as per protocol. Administer 20% lipid emulsion
bolus 1.5mg/kg (≈100mls) followed by infusion 0.25ml/kg/min (≈400mls
over 20minutes).

BIERS BLOCK (IV regional anaesthesia)
The ED Proforma must be used.
Only trained doctors should perform this procedure.
1. Consent must be obtained.
2. A doctor must be present throughout the procedure to manage the
anaesthesia and another doctor or ENP does the proceedure.
3.Check the cuff before starting the procedure.
4.Have a "safety line" in the opposite limb as well as the fractured arm.
5 There must be 3 lead ECG, BP and Oxygen monitoring.
Contra-indications:Sickle cell disease
Neurological or vascular insufficiency of the limb.
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Procedure:1.Check the patient's blood pressure.
2.Elevate the affected limb for 1 min.
3.Inflate the cuff up to 75 mg above the patients systolic pressure, then lower the limb.
4.Check that the cuff is secure and that it is maintaining pressure.
5.Slowly inject 0.5% prilocaine in a dose according to the chart below.
6.Someone should have sole responsibility for watching the cuff pressure.
7.Full anaesthesia should be obtained in 5 minutes. If not wait a little longer.
8.Reduce the fracture, immobilise in a back slab. Obtain portable check x-rays in resus
before deflating the cuff.
9.The cuff can be deflated after 20 minutes from the time of injection. There is no
advantage to deflating the cuff and immediately re-inflating it for a further few minutes.
10.Record return of normal circulation.

Doses of prilocaine for bier’s block
PATIENTS WEIGHT

INJECTION VOL 0.5%
PRILOCAINE

40 kg

25 mls

50 kg

30 mls

60 kg

35 mls

70 kg

40 mls

It should not be necessary to use more than 40 mls (30mls in frail / elderly)
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SEDATION IN A&E
Introduction
All procedural sedation should be performed in the resuscitation room.
All patients undergoing procedural sedation must have the sedation form completed
(bottom drawer resus) including the consent section – ensure patient advice sheet is
given.
Sedation can potential cause harm to a patient. It should only be performed by staff
trained to do so. ONLY ED AND ANAESTHETIC/ITU STAFF ARE PERMITTED TO
SEDATE PATIENTS IN THE ED unless this agreed by the senior doctor in the ED that
another can perform sedation.
Also note that sedation is NOT ANALGESIA so the patient should be given adequate
analgesia for any procedure and THIS MAY POTENTIATE THE EFFECTS OF
MIDAZOLAM.
Aims of using iv midazolam
A) Sedation WITHOUT loss of consciousness or verbal contact
B) Patient co-operation
C) Anterograde amnesia
Pharmacology of midazolam
A) Powerful sedation, approx. two and a half times more potent than diazepam.
B) Wide variation in dose requirement
C) Short elimination half life, and no relevant long acting metabolites like diazepam.
D) Can cause marked venodilation contributing to a fall in cardiac output and blood
pressure. Maintenance of cardiac output is compromised by hypovolaemia,
hypertension, beta-blockers and increasing age. Ischaemic heart disease and CCF are
not in themselves contra-indications to the use of midazolam.
E) Will potentiate other CNS depressants (alcohol, pethidine etc.)
F) Causes loss of consciousness, with loss of protective reflexes with risk of aspiration.
G) Can cause apnoea.
Potential risks of iv midazolam
Apnoea
Loss of consciousness and respiratory obstruction
Loss of cough reflex with risk of aspiration
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Pre-sedation risk assessment
a) Any pre-existing medical conditions e.g. blood loss, hypertension, beta-blockers.
b) Does difficulty of procedure suggest regional or general anaesthetic would be
preferable.
c) Is patient at particular risk if over sedated e.g. full stomach, CNS depression.

CLINICAL ADMINISTRATION OF MIDAZOLAM
1) Patient should be on a tipping trolley, consented and WHERE FEASIBLE starved
for four hours.
2) IV cannula should be inserted
3) Suction and resuscitation equipment should be ready.
4) Apply dinamapp, check BP and apply pulse oximeter.
5) A trained nurse must be present at ALL TIMES as well as the ‘sedationist’. A second
doctor should be available within the department.
6) Note safe dose
2.5 -7.5mg for 70kg man under 70 years
Less in elderly (max 3.5mg)
7) Dilute it to 1 mg/ml strength
8) Give a quarter max. dose as a starter dose and titrate 0.5-1mg doses slowly every 2
mins in younger patients and 4 mins in the elderly.
Avoid loss of verbal contact and loss of consciousness
9) DO NOT GIVE INCREMENTAL DOSES IF:Oxygen saturation is less than 94%
Systolic BP has dropped by more than 20%
Resp rate less than 8/ min
Patient is so obtunded they have lost verbal contact.
156

10) Oxygen should be administered if the 02 saturation falls below 95%.
11) Flumazenil (Anexate®) may be given to reverse significant respiratory depression
induced by benzodiazepines (midazolam); 200mcg IV over 15 seconds, followed if
necessary by further 100mcg IV boluses (max total dose 1mg). It should be remember
that the half life of flumazenil is substantially less than that of the benzodiazepines and
patients who have had flumazenil should undergo prolonged observation during the
recovery phase to monitor for re-sedation.It is inappropriate and unsafe to deliberately
employ a sedation technique that will rely on having to use
flumazenil.(NPSA/2008/RR011)
12) The patient must be able to walk freely unassisted before discharge home, but not
less than 1 hour after sedation.
13) Instruct patients NOT TO DRIVE, NOT TO DRINK ALCOHOL, TAKE SEDATIVES
AND NOT TO OPERATE MACHINERY FOR 24 HOURS.
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ANALGESIA IN ED
We are very keen to improve the level of prescribing analgesia in the department. All
patients have a pain score assessed by a member of the nursing staff on arrival.
Anyone with a pain shouldbe offered analgesia. If the nurses ask you to prescribe
some, make a brief assessment of the patient and write some up. They do not
necessarily need to “jump the queue” for a full medical examination but at least they will
be more comfortable whilst they are waiting.
Every time you see or review a patient ask if they have any pain, and record it in the
notes using the pain score: mild 1-3/10, moderate 4-6/10 or severe 7-10/10. If they are
in pain please try to reduce it including medication. Then go back and reassess their
pain after 30-40 minutes and record it in the notes.
It is important that patients in pain are given analgesia as soon as possible, but please
consider the following points:1) At least 2 hours should elapse after giving opiates before sending a patient home
and they should be fully alert therefore try to avoid giving opiates if the patient is likely
to go home in the near future.
2) If using non-steroidal anti-inflammatories either as a stat dose or as T.T.O’s, enquire
about NSAI triggering asthma or peptic ulceration. Beware of NSAID’s causing renal
failure especially in “shocked” elderly patients.
3) You should not withhold adequate analgesia for acute abdomens whilst waiting a
surgical opinion. Analgesia does not generally mask surgical signs, and if in doubt,
opiate analgesia can be reversed.
4) Neither should you withhold analgesia from head injured patients. Codeine
phosphate may be used as a first option, but if this is not sufficient for the associated
injuries, then give a stronger opiate. If in doubt about deteriorating level of
consciousness the opiates can be reversed.
5) Be careful using opiate analgesia if patients have excessive levels of alcohol,
onboard or if combination with sedation such as midazolam. (However, sedation is not
analgesia and should not be used in isolation for painful procedures.)
6) Do not use I.M. opiates in patients, because of variable absorption. Titrate in small
doses of I.V. opiates, preferably morphine or diamorphine rather than pethidine.
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7) A single dose of oral analgesia will not delay a general anaesthetic if this prove
necessary.
8) Pain from limb fractures is eases with immobilization and elevation.
9) Consider nerve blocks eg. Femoral block for femoral fractures
10) Whenever you review a patient who has been given analgesia please repeat
the pain score and if necessary give further analgesia
Suggested analgesia
Adult Pain Ladder:
Severe pain
Morphine iv titrated or Diclofenac 100mg PR (eg renal colic) Note
point 2. (reassess pain within 30 mins)
Moderate pain Oral opiates such as Cocodamol/Codydramol/Codeine paracetamol
and NSAI if not given (reassess pain within 30 mins)
Mild pain
Paracetamol or Ibuprufen.
Paediatric Pain Ladder
Severe pain
Diamorphine 0.1 mg/Kg intranasal. Occasionally morphine iv.
(reassess pain within 30 mins)
Moderate pain Paracetamol and Ibuprufen, or diclofenac 1mg/kg (reassess pain
within 60 mins)
Mild pain
Paracetamol 15-20 mg/kg or Ibuprufen 5mg/kg
Before prescribing any medication please check what they have had recently
including on the ambulance sheet and if they have allergies.
Paracetamol and Ibuprofen are available over the counter and patients should be
encouraged to buy them rather than be given as a prescription.
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BURNS AND SMOKE INHALATION
Print of Burns Additional documents form Patient First
Remember AIRWAY
BREATHING
CIRCULATION
Try and predict facial swelling and intubate early, if necessary. Look for signs of smoke
inhalation:
- burn in a confined space
- carbonaceous sputum
- hoarse voice / stridor
- singed eyebrows / nasal hair
- face / neck burns
Listen to the chest, check and document the PEFR.
Commonest cause of early death after a burn is respiratory problems. Involve an
anaesthetist early!
If smoke inhalation possibility, send bloods for carboxyhaemoglobin and blood gases.
Pulse oximetry may be unreliable due to carbon monoxide poisoning. Remember
confusion may be due to hypoxia.
If signs of smoke inhalation perform baseline CXR.
If necessary, commence iv fluids according to Lund and Browder charts (available in
resus)
IV fluids required if burn area >15% in an adult > 10% in child
Expose fully but then cover as quickly as possible to avoid hypothermia. Do not leave
saline soaks on large areas of burn - cover with cling-film.
Do not forget TETANUS PROPHYLAXIS for ALL burns.
Give adequate analgesia. Burns are much more comfortable when dressed, and deep
burns are painless, but some patients may require IV opiates.
Assess area of burn according to the charts available in resus room. The patients hand
approximates to 1 % of the body surface area.
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Remember not to include areas of simple erythema.
Calculate the fluid requirements using the following ATLS formula:2 mls x weight (kg) x %burn
Half to be given in first 8 hours – remainder in next 16 hours. + maintence.
Initial indication for referral to a specialised burns service. Discuss with the Senior Doctor if unsure.
 A child with a partial thickness burn greater than 2% TBSA
 An adult with a partial thickness burn greater than 3% TBSA
In addition to the % TBSA thresholds described for children and adults any patient with a burn injury regardless of
age or %TBSA that presents with any of the following should be discussed with the local burn service and
consideration given for the need for referral:

Please get the senior doctor to review prior to any referral, to make sure the
appropriate Tx has been initiated and if they need to be referred.














Inhalation injury is defined as visual evidence of suspected upper airway smoke inhalation, laryngoscopic
and/or bronchoscopic evidence of tracheal or more distal contamination / injury or suspicion of inhalation of
non-soluble toxic gases.
All full thickness burn greater than 1% TBSA
Burns to special areas (hands, face, neck, feet, perineum)
Burns to an area involving a joint which may adversely affect mobility and function
Electrical burns
Chemical burns
Safeguarding concerns. Any burn with suspicion of non-accidental injury should be referred to a specialised
burn service for an expert assessment within 24 hours.
A burn associated with major trauma
A burn associated with significant co-morbidities
All Circumferential burns
Any burn not healed in 2 weeks
Any cold injury
unwell/febrile child

For Adults (≥17)
Children ( ≤16)

Refer to UHB via NORSE. If urgent, direct telephone call to burns team.
Refer to BCH via direct telephone call to burns team.

Most burn can be discharged with and given a Burns Advice leaflet.
Burns patients that need dressing should be review after 48 hours in clinic for
assessment
Do not use flamazine initially as it make it very difficult to assess the depth of
burn on review either in our review clinic or at the burns unit.
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ELECTRICAL INJURIES
Injury severity depends on:
1.

Voltage

Domestic voltage is 240 volts
Lightning is 100,000 volts
Electricity pylons carry 400,000 volts
Any voltage below 1000 volts can clinically be considered low
voltage.

2.

Current

Depends on resistance of skin, muscle, etc.

3.

Contact Time

The longer the flow, the greater the damage.
Most domestic electricity is AC (alternating current) which is more
likely to cause tetany and longer contact times than DC (direct
current).
Examples of DC are batteries and lightening.

Pathophysiology
Burns

Flash
Arc

Direct

Often superficial unless clothing catches fire.
The victim may have touched the high voltage source which
can jump 3cm for every 1000 volts. The victim may be thrown and
suffer secondary injury.
Muscles carry least resistance. Look for entry and exit sites and
full thickness skin burns.

Dysfunction of Conduction Systems
In the heart this causes VF.
In the brain, loss of consciousness or respiratory depression
Cellular Damage
Neurological and muscle tissue are particularly at risk. This may occur as an
early or late symptom

Secondary Injuries
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Example, due to fall, blast, smoke, etc.

ED MANAGEMENT OF LOW VOLTAGE INJURY IN ALERT PATIENT
History including voltage, contact time - was patient thrown?
Did they have difficulty letting go?
Remember to check tetanus status.
Examination: ABC. Glasgow coma scale, contact burns - ?depth, size.
Investigation: ECG
Referral :
- Dependent on symptoms: Loss of consciousness at any time
 Significant burn
 New ECG or cardiovascular abnormalities
 High voltage injury
 Any neurological signs and symptoms
 Known cardio-respiratory disease
If no signs or symptoms, normal cardiovascular exam and normal ECG - send HOME.
If ECG and general examination normal, refer a full thickness burn >1cm diameter to
Burns Unit at QE or BCH.
High Voltage (>1000v) Injury/Lightning
Do not forget risk of secondary injury.
Follow ABC/ATLS principles in resus.
Consider early tracheal intubation.
Treat arrhythmias conventionally.
Measure CPK.
Early catheter. Urine output > 1.5ml/kg/hr.
Risks renal failure (myoglobinuria) and compartment syndromes.
Lightning strike victims have a high incidence of neurological sequelae ranging from
memory problems and personality change to autonomic nervous system dysfunction to
peripheral neuropathy. There is some evidence that taking ibuprofen for a week may help
reduce the risk of suck sequelae. Advise the patient to see their GP if they are
experiencing strange symptoms or have any concerns in the weeks or months following
the event.
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DROWNING
 Commence resuscitation immediately
 Obtain history - time and duration of immersion/pre hospital treatment/temperature of
fluid/underlying conditions, eg alcohol or drugs
 Remember the possibility of coexistent injury - head & cervical spine
 Suspect aspiration in patients with abnormal respiratory signs
 Investigations - ABGs/CXR/Glucose/U&Es.12 lead ECG/Rectal temperature
Management
 Attempt to rewarm to about 34ºC. DO NOT OVERWARM as this can have adverse
effects.
 Handle gently as stimulation may provoke VF or fitting.
Patient Conscious
 High flow oxygen by trauma face mask
 Development of respiratory symptoms and signs commonly (secondary drowning)
occur and may require assisted ventilation. Therefore all patients must be observed
clinically and biochemically for at least 6 hours. If there are no abnormal respiratory
symptoms or signs, plus normal CXR and ABGs after 6 hours, the patient may be
discharged into responsible care with advice to return if symptoms develop.
Patient Unconscious
 Clear oropharynx/suction
 If breathing spontaneously with palpable pulse, give high flow oxygen by face mask
and immobilise cervical spine until cleared. Pass NGT to empty stomach. Watch for
regurgitation and intubate if necessary.
 If apnoeic, ventilate with bag & mask and arrange urgent intubation (remember that
pharyngeal stimulation may provoke VF if hypothermic)
 If apnoeic with no pulse, commence Basic Life Support and follow ALS guidelines.
Cannulate a large proximal vein.
 Bradycardia and atrial fibrillation usually respond to re-warming.
 Ventricular fibrillation may be resistant to DC shock until myocardial temp > 30º
centigrade – limit defibrillation attempts to three & withhold iv drugs until temp >30º,
then give drugs every 6 minutes rather than every 3 minutes until temp >35o.
 Resuscitation must continue even in the face of apparent death. Remember the saying
`Not dead until warm and dead`, ie DO NOT discontinue resuscitation until core
temperature is > 30º centigrade or active re-warming has failed to achieve a rise in
temperature.
 Other poor prognostic indicators that may aid a decision to stop resuscitation include a
pH <7.0 despite resuscitation, a pO2<8 despite full ventilatory support and a K+>10.
 Arrange admission to ITU
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Heat Illness
Hot weather, heavy exercise, lack of fitness or acclimatisation, fever
drugs (Amphetamines, Antichlolinergics)
Intact Thermoregulation
Heat Cramps
 Muscle pain develops during heavy exercise in hot weather
 Temp < 38º C
 Rest in cool room/oral fluids with added salt (0.1%)/observe
Heat Exhaustion
 Thirst, headache, anorexia, dizziness, nausea & vomiting
 Flushed & sweaty/core temp 38-40º C
 Tachycardia & hypotension
 Rest in cool room/ give 1-2 litres cool N.saline IV according to response
 Tepid sponging & fan
 Check FBC, U&E and glucose
 Admit if patient fails to respond to above measures

Thermoregulatory Failure
Heat Stroke - a medical emergency (elderly in heatwave; younger due to exertion in
high temp/humidity)
 Collapse with rectal temp > 40.6º C
 Flushed with dry skin (loss of sweat)
 Confusion, LOC, severe hypotension, arrhymthmias
 Pupils dilated, muscle rigidity, neurological abnormalities
 May lead to rhabdomyoloysis or DIC
 Respiratory failure
Management
 ABC and get senior help/100% oxygen/IV access
 Remove clothing/soak sheets on tepid water and fan
 Ice packs to axillae, groin and behind neck
 FBC, U&E, glucose, CK & ABGs (adjust temp)
 2-3 litres cool N.saline IV
 Catheterise and check urine for blood or myoglobin
 Monitor rectal temp, GCS, pulse, BP and ECG
 If temperature does not fall, give ice water lavage (gastric, bladder, peritoneum)
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 Continue IV fluids according to clinical response and urine output
 Treat hypoglycaemia/hyperglycaemia and fits (diazepam)
 Admit to ITU
Based on Oxford Handbook of A&E Medicine & ALS 5th Edition

Hypothermia
 Core temp < 35º centigrade
 Beware pronouncing death
 Full neurological recovery possible despite prolonged circulatory arrest (especially
children)
 Domestic hypothermia in elderly often associated with another illness or injury
 Restrict use of drugs during resuscitation: do not give any until temp >30o and give half
as often as normal util temp>35o.
 Careful handling essential to avoid provoking VF eg. pharyngeal stimulation

 History
Examination
 Age
Rectal temperature
 Duration of exposure
Underlying illness, eg CVA, pneumonia
 Speed of cooling
Injury - head & neck, hip
 Illness/Trauma
Pressure sores/Frostbite
 Drugs/Alcohol
 PMH & medication
 Social circumstance
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Management
 ABC with large vein access and oxygen
 Remove wet clothing, cover with blankets
 Monitor pulse, BP, GCS, ECG & rectal temperature
 Measure FBC, U&E, glucose, ABGs (adjust for temp) & TFTs in elderly
 Catheterise & monitor urine output
 Warm IV fluids but do not overload cold myocardium
Rewarming
1. Passive: slow peripheral rewarming is safest with core temp > 30º C
 Blankets, head cover & warm room
 Aim to raise core temp by 0.5º C per hour
2. Active Peripheral: young, healthy with acute hypothermia, eg immersion
 If conscious, place in warm bath (40º C)
 Rapid vasodilation may cause “rewarming shock” when cold peripheral blood returns
to the core
 Do not give active peripheral rewarming to the elderly
3.






Active Core: indicated for core temp < 30º C and cardiac arrest
Warmed humidified oxygen (ITU equipment)
BEAR hugger
Warmed IV fluids (beware overload)
Warm fluid lavage of stomach/bladder/peritoneum/pleura
ITU have system for the head and body to warm or cool patients.
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SNAKES
Adder bites
 Adder (Vipera bersus) is the only native venomous snake (others are kept in zoos
and as pets)
 Less than 50% bites cause evenomation
 Local features pain, swelling, lymphadenopathy
 Systemic features: vomiting, abdominal pain, tachycardia, hypotension, collapse,
coma, non-specific ECG changes. ARF, pulmonary oedema and anaphylaxis are
very rare.
Management
 Apply firm bandage above bite to prevent venous return
 Rest limb below level of the heart
 Do not use arterial tourniquet, incision, suction or ice
 Large bore IV access/send blood for FBC, U&E, clotting, CK
 Monitor ECG
 Give tetanus toxoid as required
 Treat hypotension with oxygen and crystalloid fluids
 Admit all snake bites for 12 hours observation minimum
Indications for Zagreb Antivenom
 Persistent or recurrent hypotension
 Leucocytosis > 20,000 per cubic mm
 ECG changes
 Extensive swelling within 4 hours of the bite

Exotic snakes
Refer to TOXBASE and the national poisons centre.
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WRH Emergency Department Cellulitis Guideline
Cellulitis reflects bacterial skin infection, look for a wound, record in notes important background factors such as
immunodeficiency, diabetes, steroid therapy etc. Ascertain whether there is any systemic upset. The affected area of
skin is red, warm to touch with poorly defined margins – mark extent of spread. Document any ascending
lymphangitis or lymphadenopathy. Full set of vital signs including temperature.
Localized limb infection and no evidence of systemic involvement; treat with oral antibiotics, strongly encourage limb
elevation / rest, follow-up with GP. Flucloxacillin 1g qds orally 7 days supply. If penicillin allergic Clindamicin 450mg
qds orally (600mg qds if weight over 70kg).
Spreading infections or those who are systemically unwell or failure to respond to initial oral antibiotic (of an
appropriate strength) should have IV antibiotics and be considered for either admission or outpatient IV therapy.
Perform FBC, U&E, LFT, glucose, blood cultures (if temp >380C) and IV access . Analgesia / antipyretic (e.g.
paracetamol 1g qds) and elevate affected limb. Intravenous antibiotics: Initially one dose of Teicoplanin 800mg iv
(over 2-4 mins). Repeat BM if patient diabetic. Draw around edge of cellulitis with marker pen.
Referral to Home IV team in hours - 01905 681818, unless exclusion criteria in box 1 below, otherwise refer to medical
team, unless cellulitis associated with suspected underlying bone or joint involvement (referral to T&O) or cellulitis at
site of recent surgery (refer back to appropriate surgical speciality or team). Do not admit to CDU under the care of an
ED consultant. Do not request that the patient returns for further IV antibiotics doses under the care of the ED team.

Box 1 Home IV team Exclusion Criteria
●Infection of hand or involving joints: urgent orthopaedic review/admission
●Facial/Peri-Orbital Cellulitis: refer maxillofacial/ENT
●Suspected Necrotising Fasciitis e.g. moderate/severe pain- admit T&O
●Rapidly progressive Cellulitis- admit
●Patient constitutionally unwell e.g. vomiting/temp ≥390C- admit
●Major co-morbidity or BM glucose over 28 – admit
●IV Drug User
●Alcoholism
●Unsupervised with Dementia
●Mental Health issues
●Absence of telephone
●Pregnancy
●under 16 years
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X-RAYS
A large proportion of patients attending A&E will require X-rays, but most SHO's
request an excessive number. These guidelines are for your guidance but ultimately the
clinical decision whether to x-ray lies with the doctor seeing the patient
9 commandments of accident and emergency radiology (BMJ 1995;310:642-648)
Indications for X-rays
1. Treat the patient, not the radiograph
2. Take a history and examine the patient before requesting a radiograph
3. Request a radiograph only when necessary
4. Never look at a radiograph without seeing the patient, and never see the patient
without the looking at the radiograph
5. Look at every radiograph, the whole radiograph, and the radiograph as a whole
6. Re-examine the patient when there is an incongruity between the radiograph and the
expected findings
7. The rule of twos
Two views--Because of its alignment, a fracture may be visible in only one view. Two
views of a radio-opaque foreign body clear from bone are needed to localise it.
Two joints--Because of the risk of associated dislocation or subluxation when a fracture
is suspected, the radiograph must include the joint at either end of the long bones
Two occasions--The natural course of certain conditions makes it necessary for
radiographs to be repeated at a later date to show the
not be visible for 10-14
days.
8. Take radiographs before and after procedures.
9. If a radiograph does not look quite right ask and listen: there is probably something
wrong.
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General principals:
1. Fractures cause significant swelling and localised tenderness. If neither of these is
present, an x-ray is not warranted.
2. X-rays should only be taken if they will alter clinical management. Not for medicolegal purposes e.g. fractured noses in assaults.
3. You will nearly always need to x-ray patients who are non-wt bearing, no matter how
convinced you are that they are “not genuine”.
4. Always try and review any x-ray which you requested yourself. If you are asked to
look at films on behalf of another doctor who has gone off-duty or when a nurse
practitioner has requested the x-rays, always make a brief reassessment of the patient.
5. Do not forget to exclude pregnancy in any woman of child bearing age who you are
requesting an x-ray between the "diaphragm and the knees". There is a negligible risk
to the foetus of a pregnant woman having x-rays of arms and lower legs if she is
wearing a lead gown. Nevertheless most pregnant women would still not wish to be xrayed, therefore only request x-rays if absolutely essential.
6.Avoid x-raying non-urgent cases after midnight. As a rule, limb injuries which present
more than 2 hours after injury can generally be given analgesia and support and asked
to return in the morning for x-ray.
INDICATIONS FOR SKULL X-RAY.
Since the advent of the NICE guidelines, the indications for skull x-ray have significantly
reduced . Therefore, they should only have a role in the identification of NAI in children,
intra cranial foreign bodies and when CT scanning facilities are not available.
See section on management of head injuries.
CERVICAL SPINE X-RAYS see pathway below
CT neck in the following circumstances:1. GCS less than 15 at the time of assessment (note that life threatening injuries
take priority and in line immobilisation should be maintained until c-spine injury
can be properly excluded.
2. Parasthesia in the extremities.
3. Focal neurological deficit
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4. Not possible to assess for range of movement (ROM) in the neck. ROM may
safely be assessed in the following – simple rear end shunt, sitting position in
A&E, ambulatory at any time, delayed onset of pain absence of midline
tenderness.)
5. Patient not able to rotate neck to 45 degrees to left and right (if assessment is
possible)
Imaging should also be obtained in the following circumstances:Patients with traumatic neck pain and
 Over 65 years of age (best CT scan)
 Dangerous mechanism of injury eg high speed motor vehicle accident or
fall from a height of > 1 metre
Whiplash injury is very common. The usual history is pain and stiffness developing
hours after the trauma, with tenderness over the paravertebral region rather than the
actual spine and no neurology. If none of the indications given for x-ray are present
then you do not need to x-ray them. See section on management of orthopaedic
injuries.
X-RAYS FOR BACK PAIN
Very few people presenting to A&E will require a back x-ray, unless any of the following
apply.
1. Recent trauma
2. Neurological signs
3. Any suggestion of pathological fracture e.g. known malignancy.
Otherwise refer back to GP.

What else NOT to x-ray:1. Toes - unless possible compound # or deformity.
2. Nasal bones.
3. CXR's for isolated rib fractures.
4. Avoid multiple CXR's in asthmatics, unless signs/symptoms of focal chest infection
or pneumothorax.
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INDICATION FOR ANKLE AND FOOT X-RAYS
OTTAWA ANKLE RULES
Ankle x-rays should be requested only if there is any pain in the malleolar zone and
any of these findings
 Bone tenderness at A
 Bone tenderness at B
 Inability to weight bear both immediately and in the Emergency department
Foot x-rays should only be requested if there is pain in the mid-foot zone and any of
these findings
 Bone tenderness at C
 Bone tenderness at D
 Inability to weight bear both immediately and in the A&E department.

Notes – It should rarely be necessary to x-ray both foot and ankle.
Ankle sprains in children are rare, therefore if in doubt x-ray to exclude a fracture.
INDICATIONS FOR KNEE X-RAY
OTTAWA KNEE RULES
A knee x-ray series is only required for knee injury patients with any of these findings:
 Age 55 years or older
 Isolated tenderness of the patella
 Tenderness at the head of the fibula
 Inability to flex to 90 degrees
 Inability to weight bear both immediately and in the A&E department (4 steps;
unable to transfer weight twice onto each lower limb regardless of limping)
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MANAGEMENT OF COMMON FRACTURES AND ORTHOPAEDIC
INJURIES
General principles
1. Fractures cause significant swelling and localised bony tenderness. If neither of
these signs exist there is very little likelihood of a fracture and the patient does not
warrant an x-ray.
2. Always check and document neuro-vascular status with any suspected fracture.
3. Any wound near a fracture site, regardless of whether or not it is comminuting with
the fracture, must be treated as a compound fracture and referred to the
orthopaedic surgeons prior to discharge from the department. They all require
prophylactic antibiotics (see antibiotic guidelines)
4. Make sure X-rays are adequate, to prevent the patient having to be moved
unnecessarily back to X-ray after admission:
 remove jewellery from a relevant part
 C-spine X-rays must show top of T1
 include the joint above and below the fracture.
5. Fractures seen within 24 hours of an injury will normally be put in a back-slab rather
than a full cast to allow for further swelling. Exceptions are scaphoid fractures and
minor greenstick fractures. Buckle fractures can be treated in splints, see later.
6. Give adequate analgesia. IV opiate analgesia is preferable if multiple injuries. Titrate
it in slowly (following an anti-emetic in adults). IM voltarol or oral analgesia may be
adequate in less serious injuries. Intranasal diamorphine is very effective in children
with fractures which require admission for reduction. Oramorph is an alternative. Don't
forget analgesia in the elderly - they generally don't make much fuss! Remember,
reduction and immobilisation is the best form of analgesia. In very unstable fractures, it
will be preferable to immobilise the fracture in a temporary backslab prior to X-ray.
Get a senior to teach you how to put in a femoral nerve block. It is a very useful
technique for femoral shaft fractures.
7. Reduce dislocations as soon as possible, under suitable analgesia/sedation. If you
do not feel confident to do it yourself, ask an ED consultant/ staff grade doctor. If none
of these is available, request the orthopaedic registrar to come to ED.
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8. If you have manipulated a fracture or dislocation always get a check X-ray
afterwards. Recheck and document neurovascular status.
9. The usual rule is to plaster the joint above and below the fracture. Exceptions include
Colles fractures and minor ankle fractures.
10. Scotchcast plasters are lightweight, waterproof and quickly acquire full strength,
and are therefore useful in certain circumstances, e.g. an elderly patient with an ankle
fracture who cannot manage crutches and therefore needs to walk on the plaster early.
Remember it is much more expensive than ordinary plaster and should be
reserved for essential cases only! They also can have sharp edges.
11. Give the patient verbal and printed plaster instructions. Recommend elevation for
the 1st 48 hours if possible.
12. If a patient in a plaster cast returns complaining of increasing pain you should have
a low threshold for removing the plaster and examining the limb. You should consider
and exclude too tight plaster, DVT, compartment syndrome, pressure sores, or cellulitis
from underlying wounds.
13. Most open fracture need T&O referral, this does not include phalangeal tuft
fractures. Consider a saline soaked dressing covered with an occlusive layer. Check
tetanus staus and give antibiotics according to trust guidelines
13. All patietns who have their leg immobilised in a POP must have VTE
assessment (see additional documents for form) which may them to require
starting rivaroxaban/ enoxaparin.
FOOT INJURIES
Fractured toes
DO NOT REQUIRE X-RAY unless deformity or compound fracture suspected. Reduce
dislocated toes/displaced fractures under ring block. Neighbour strapping for comfort
(tell patients to remove it if it does not help.) Advise comfortable shoes and analgesia.
Approx 6 weeks to heal. No follow up necessary.
Fracture 5th metatarsal
Avulsion fractures of proximal 5th MT is a common injury. Does not require a POP.
Crutches are occasionally needed. Review A&E clinic 4 weeks if not resolving. Beware,
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epiphysis may look like a fracture in children.
Fractures of the proximal shaft 5th MT have incidence of non-union and should be
referred to fracture clinic for further management with a POP and crutches.
Multiple metatarsal fractures
Below knee backslab, elevation, trauma clinic.
If displaced, will require reduction and internal fixation, therefore refer orthopods.
Fracture tarsal bone
Serious injury because of risk of avascular necrosis. If undisplaced, below knee
backslab, non-weight bearing, trauma clinic.
If displaced, immediate referral to orthopaedics.
Calcaneal fractures
Usually sustained jumping or falling from a height. May be missed - check Bohlers
angle is preserved. Associated with fractures of knees, hips and spine, therefore
exclude other injuries. Refer all fractures of the calcaneum for admission.
ANKLE INJURIES
Ankle sprains
Exclude:
 ruptured Achilles’ tendon
 calcaneum
 base 5th metatarsal
 malleoli
 check for AP instability
treatment:-, advise ice & elevation, analgesia, encourage early mobilisation and
exercises (give advice leaflet). If severe a POP for 10-14 dayscan be helpful. Return to
review clinic.
Crutches/stick if necessary, advise follow up at GP's if necessary

Achilles tendon rupture
over 40 years - eqinuus plaster & trauma clinic
under 40 years - discuss with orthopaedics.
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Malleolar fractures
If undisplaced & stable fracture of the lateral malleolus, below knee backslab, crutches,
non-weight bearing & refer next fracture clinic.
Fracture dislocations will require urgent reduction under analgesia and sedation in the
A&E dept.
If displaced, back-slab and refer to Orthopaedics for admission. Check mortice joint
spacing, should be symmetrical on both sides.
Bimalleolar and tri-malleolar fractures will often require open reduction & fixation &
advice should be sought from a senior or an orthopod.
Fractured tibia/fibula
Can cause compartment syndrome. If displaced will require backslab, elevation and
admission. Minor undisplaced fractures can be put in a POP, non- weight bearing,
stress importance of elevation and that the patient should return if increasing pain or
other symptoms of compartment syndrome developing.
KNEE INJURIES
General principles
Fractures of the knee are less common but ligamentous and/or menisceal injuries are
very common.
Effusions which develop within 1-2 hours are haemarthroses and should be aspirated
using an aseptic technique, as should other tense effusions, this relieves pain and aids
examination. Look for fat on the surface of the aspirated blood as this indicates an
under lying fracture. Excluding an unstable knee joint is much easier after aspiration of
the effusion.
All knees with haemarthroses should be referred to trauma clinic for follow up. Other
knees which required aspiration can be followed up in A&E review clinic if no fracture
and knee appears stable.
Fractured patella
 If undisplaced, plaster cylinder, crutches, trauma clinic.
 If displaced, long leg backslab and refer for admission.
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Dislocated patella
Common injury. Classically teenage girls. Any story of "dislocated knee" requires
careful history. It may be true dislocated patella which has already relocated or may be
menisceal injury. If still dislocated, is usually reduced under entonox by extending the
leg and gentle medial pressure on the patella at the same time. If first episode, cylinder
cast or cricket splint, crutches and refer trauma clinic. If recurrent, wool and crepe with
crutches and refer trauma clinic.
Tibial plateau fractures
Often missed. Request opinion from senior A&E doctor or orthopaedic surgeon.
Fracture fibula neck
Exclude associated foot drop, support bandage, crutches, trauma clinic.
THIGH/HIP INJURIES Complete the Traumatic Hip Pain Proforma
Fractured femur
Fractures of the shaft of femur cause significant blood loss, therefore they should all
have venous access obtained other injuries.) Ensure adequate analgesia. Femoral
nerve blocks are useful for mid/lower third fractures. Arrange Thomas splint after
analgesia, and transfer to orthopaedics.
Fractured neck of femur
These are nearly all elderly patients and the trust policy is to give them priority. A
separate care pathway is being developed for fractured neck of femurs. We have
agreed that the SHO’s will be responsible for he following part of the pathway until the
orthopaedic SHO’s are resident on site. If clinically obvious fracture, give suitable
analgesia, preferably opiates prior to x-ray. If in doubt, use voltarol, but be aware of the
risk of peptic ulceration and renal failure in elderly.
Fracture neck of femur in a young patient (<60yrs) is potentially an orthopaedic
emergency and should be referred to the T&O registrar if after 20.00.
1.Cannulate patient (preferably at least 16G) and take bloods for FBC,
U&Es (including creatinine),Glucose, G&S and clotting if indicated.
2.Arterial blood gases should be performed if the patient is overtly short
of breath, & the patient should be given O2 via a mask or nasal prongs.
3.
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Provide patient with adequate analgesia such as IV morphine. Consider femoral
nerve block.

4.

Ask ED nurses to perform ECG and bloods on the proforma

5.

Request CXR if history of respiratory or cardiac symptoms or patient has signs of
respiratory or cardiac failure. A&E doctors should try and ensure all films are of
an adequate quality and request repeat films where appropriate.

6.

If significant concurrent medical illness is identified that might delay surgery, such
as severe COPD, congestive cardiac failure or uncontrolled diabetes, please
request RMO review for advice on
further management prior to the patient being transferred Orthos.

7.

Patients with uncomplicated fractured neck of femur do not need to remain
starved whilst in A&E as they will not normally be taken to theatre the same day.
The exception is patients under 65 years – in these cases please check with
the orthopaedic SHO.

8.

Nursing staff in A&E will ensure a contact number for carers or relatives is
documented in the notes of any patients who are unable to give an adequate
history for themselves.

Regarding occult fracture neck of femurs (3-5% of all #NoFs) - patients who
attend due to a fall and have hip pain but a normal hip / pelvis X-ray should be
considered for CT scan if they are not able to be mobilised following adequate
analgesi
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UPPER LIMB INJURIES
Fractured clavicle
Exclude neurological damage. Usually managed conservatively unless protruding
spicule of bone jeopardising overlying skin. Broad arm sling, advise analgesia and refer
trauma clinic.
Acromio-clavicular joint dislocation
Tender prominence of A-C joint. If necessary request stress views of both shoulders. If
just subluxed can be managed conservatively with broad arm sling, analgesia and
physiotherapy. See SOS. If complete disruption, broad arm sling, analgesia, refer
trauma clinic.
Dislocated shoulder
Anterior dislocation usually obvious clinically due to loss of the shoulder contour.
Posterior dislocation more difficult to diagnose clinically. "Lightbulb" sign on AP view
and check lateral or axillary view.
Exclude damage to axillary nerve (loss of sensation over badge area) and radial nerve
(wrist drop).
Always X-ray prior to reduction except in very exceptional cases i.e. multiple previous
episodes and minimal force required to dislocate joint.
Methods of reduction. Usually reduced under sedation in A&E. See section on
sedation.
Two methods:- Kochers and Hippocratic method. Get a senior to teach you both
techniques but do not use Kochers in the elderly because risk of fracture of humeral
neck.
Refer trauma clinic unless multiple previous dislocation.
Fracture head/neck of humerus
Common in the elderly. Usually managed conservatively in collar and cuff or BAS.
Comminuted fractures of the head of humerus in patients under the age of 60 years discuss with senior doctor in A&E or orthopaedics.
Fracture shaft of humerus
Exclude damage to the radial nerve (wrist drop).
U-slab, oral analgesia, trauma clinic.
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Supracondylar fractures
Very common in children. Undisplaced fractures frequently missed. Examine X-rays
very carefully for fracture if effusion present. Check pulse and sensation. If undisplaced
and minimal swelling, collar and cuff, analgesia, and trauma clinic. Give careful advice
to parents about checking colour and sensation in limb. If displaced and/or swollen refer
for admission.
Fracture of radial head
Very common in adults. Usually fall onto outstretched hand. Again is often missed so
check carefully if effusion is present. Collar and cuff, analgesia, trauma clinic. If very
comminuted may require excision.
Other elbow fractures
Epiphyseal fracture in children can be notoriously difficult to diagnose and significant
fractures can be missed, with important consequences for subsequent growth and
function. If in doubt ask for a senior opinion and/or comparative views of the other
elbow.
Dislocated elbow
In the absence of any significant fracture these can be manipulated under sedation in
the A&E department by simple traction with the elbow in a slightly flexed and supinated
position. Immobilise in a backslab, sling, analgesia, refer trauma clinic.
Pulled elbow
Very common in children between one and six years. Usually due to traction on the arm
but you may not always get this history. Usually the child dangles the arm by the side
but will not use it. There is no tenderness or swelling but the child does not like the
elbow being moved. If in doubt, X-ray prior to manipulation, but this is often not
necessary. Manipulate it by putting a thumb on the radial head, fully extending and
supinating the arm and then flexing it at the elbow joint whilst keeping it fully supinated.
A definite click should be felt. Leave the child alone for 10 mins and they will usually
start to use the arm again. If manipulation is not successful, X-ray the elbow if you have
not already done so, put the arm in a collar & cuff, advise analgesia and review in A&E
in one week.
Fracture mid-shaft radius and/or ulna
X-rays must include joint above and below the fracture. If single bone is fractured with
angulation there must be disruption of the superior or inferior radio-ulnar joint. Refer
orthopaedics. If undisplaced above elbow backslab, sling analgesia, refer trauma clinic.
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Colles fracture
Strictly speaking these should be called fractures of the distal radius with dorsal
angulation. Can be manipulated in the A&E department under Biers block. Get a senior
to supervise your first attempts. Haematoma block is a second choice if an
anaesthetist is not available, but this theoretically turns a closed fracture into an open
fracture and does not provide such good analgesia. Put in backslab, elevate in high
sling, analgesia and trauma clinic.
Smiths Fracture
I.e. fracture distal radius with ventral angulation. These can also be manipulated under
Biers block (traction followed by dorsal/ulna pressure) but require a volar slab with an
above elbow extension. As usual sling, analgesia and trauma clinic.

Buckle fracture of the wrist.
These fractures are often very subtle and can be easily missed. The all heal and
immobilisation is for pain control only. A futura splint is usually enough and can be
removed when the wrist is pain free, usually within 2 weeks with no routine follow up.
Rarely this does not give enough analgesia or the wrist is too small for a splint so a
back slab can be applied and the child can return to the review clinic after 2 week.
Scaphoid fractures
Common source of medico-legal cases. If fracture visible on initial x-ray, then scaphoid
plaster, trauma clinic. If no fracture visible but high risk of scaphoid fracture clinically i.e.
swelling and/or marked tenderness anatomical snuff-box then scaphoid cast and review
A&E clinic at 14 days. If lower risk of scaphoid fracture i.e. no swelling but definite
tenderness in ASB then futura splint and review A&E clinic in 14 days.
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HAND FRACTURES
Fracture metacarpals
Fracture first metacarpal. Only called a Bennets fracture if associated with subluxation
at carpo-metacarpal joint. Reduction in the A&E department is usually ineffective
because the reduction is difficult to maintain without internal fixation. Therefore Bennets
plaster, high sling and refer orthopaedics.
Single shaft or proximal metacarpal fractures need neighbour strapping, high arm sling,
analgesia and trauma clinic.If there is rotation they will need surgery.
Fracture neck 5th metacarpals:- Beware cuts/grazes overlying the knuckles because
these may be caused by human teeth and are therefore highly prone to infection &
should be treated accordingly.
If less than 30 degrees angulated, neighbour strap & crepe bandage for 10 days, high
sling for 48 hours, and analgesia. Advise the patient that the fracture will heal with a
"bump" but the function of the hand will not be affected. See SOS.
If greater than 30 degrees angulated then same treatment but follow up in trauma clinic
so that the orthopods can consider manipulation/internal fixation.
Multiple metacarpal fractures and shaft of metacarpals :- backslab, elevation
analgesia, trauma clinic.
Multiple fractures at base of metacarpals can dislocate over a period, therefore
orthopaedic review is essential.
Fractured phalanges
Often compound injuries. Therefore any wounds must be cleaned properly and closed often steristrips can be adequate.
Beware rotational deformity - often missed. If fracture undisplaced, can be treated in
neighbour strapping for 10 days. Minor fractures do not require formal follow-up. See
SOS.
Displaced fractures and dislocations can be reduced under ring block. Green stick
fractures of base of little finger are very commonly missed. Always check that the
patient has full adduction at all fingers. If not able to adduct little finger fully, it may be
due to swelling, but look carefully for greenstick fracture at base of proximal phalanx. If
unstable, refer to plastic surgeons at Selly Oak or orthopaedic surgeons for fixation.
Dislocation of phalanges
Reduce under ring block or entonox. Neighbour strap for 10 days. Dislocations at DIP
joint can be discharged with advice re: self-physio. Dislocations at PIP joint or MCPJ
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should be reviewed in A&E at 10 days.
Mallet fingers
Very common injury and again is often missed. Always document full extension in all
finger injuries. Treat in Mallet splint for 6 weeks with an advice leaflet. Fracture clinic
follow up.
ALL HAND INJURIES TO BE REFERRED TO THE T&O SERVICES AT WRH. WE
NO LONGER ARE ABLE TO REFER DIRECT TO THE ALEX HAND SERVICE.

SPINAL INJURIES
All patients with paraplegia/quadriplegia should be seen or reviewed by a middle grade
doctor/consultant. Nurse flat. Catheterise early using strict aseptic technique. Try and
avoid early development of bed sores. Beware hypotension due to neurogenic shock,
but make sure you have excluded surgical and other causes of shock. Neurological
damage may be present even in the absence of a fracture, especially in children.
Manage as per an unstable fracture.
All patients with significant spinal injuries or spinal fractures must be referred to the
orthopaedic and trauma team – they are responsible for arranging any further
investigations and liaising with tertiary referral centres (Royal Orthopaedic Hospital).
Wedge fractures
These are usually stable injuries but all spinal fractures should be discussed with a
senior or an orthopaedic surgeon. Wedge fractures occuring in the elderly with minimal
trauma may be fit for discharge if they can mobilise satisfactorily with analgesia. Most
other spinal fractures will require admission unless positive confirmation that the
fracture is stable.
RIB INJURIES (see page on rib trauma for multiple fractures etc)
V. Common. Examine chest and abdomen carefully. If no respiratory distress and no
clinical signs of internal injury e.g. pneumothorax then X-ray is not warranted. Advise
regular analgesia and regular deep breathing exercises. Discharge patient and advise
further medical advice if increasing respiratory symptoms.
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WRH Emergency Department Management of Non-Traumatic Spinal Pain
Pain felt in the back that has not come on as a result of direct trauma (within last week) and is not the result of a
significant fall from height. Low back is a common condition effecting 4 out of 5 adults over the age of 16 years, the
majority of which can appropriately be managed in the community.
However there are a number of orthopaedic (cauda equina syndrome, spinal cord compression, nerve root entrapment,
epidural abscess, discitis ) and ‘non-orthopaedic’ (aortic aneurysm, renal colic, pancreatitis, psoas abscess) diagnoses
which should not be missed. Patients on warfarin are at increased risk of haematomas which may compress the spinal
cord or nerve roots.
The flow chart below describes which patient should be referred to the on-call orthopaedic / medical teams and which
may be managed in the ED and discharged back to the GP. It is not the role of the ED to be arranging MRI scans.
Patients with low back pain may not be admitted to the observation ward under the care of the ED team – if patients are
not fit for discharge after 4 hours they should be discussed with the most senior ED doctor present in the dept. before
being referred to the orthopaedic team.
1. Red Flag Signs
 age <20 or >55yr
 thoracic pain
 PMH steroid / HIV / cancer/

History & examination incl. spinal
palpation & neurological
examination incl. PR
Full set of observations – include
temp

immunosuppression / IVDU

symptoms & signs suggestive of
spinal cord compression or
1
cauda equina syndrome ?

yes

no

NBM, IV fluids
History of possible
metastases or cancer ?
yes

yes

no

Symptoms AND
progressive motor signs
suggestive of nerve root
2
entrapment ?
Or intractable pain
no

Contact Oncology
- In hours bleep
398 or Ext 30049
- OOH via
switchboard – oncall consultant
(Refer medics if
inpatient care
required
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yes

Refer to oncall
orthopaedic
team

Any red flag
signs ?3
no

Aim for discharge back to GP after:
 Analgesia (voltarol & cocodamol)
 +/- muscle relaxant (diazepam 5mg)
 Patient advice leaflet
 Do not perform X-ray or blood tests

 Pyrexia / systemic
symptoms
 Weight loss
 Widespread neurological
symptoms
 Structural spinal deformity
 Warfarin
 unrelated to time or activity
 Increasing pain at night or
at rest or when lying
down
 Severe pain unrelated to
trauma or not in keeping with
mechanism
2. Cauda Equina Syndrome
 Sphincter disturbance
(bowel or bladder)
 Altered sensation of
perineum – saddle
anaesthesia
 Disturbance of gait (apart
from antalgic)
 Bilateral neurological
symptoms& signs
3. Nerve Root Entrapment
 Unilateral leg pain more
than low back pain
 Pain radiates to foot / toes
 Numbness & paraesthesia
in same distribution
 Localised neurology to one
nerve root
 Crossed straight leg raise

Assessment
 Carry out diagnostic triage
 X-rays are not routinely indicated in low back pain
 Consider psychosocial factors
Drug therapy
 Prescribe analgesia at regular intervals (not prn)
 Start with paracetamol. If inadequate, substitute NSAIDS, and then codydramol. Finally consider
short course of muscle relaxants e.g. diazepam or baclofen.
 Avoid narcotics if possible
Bed rest
 Do not recommend or use bed rest as a treatment for simple back pain
 Some patients may confine themselves to bed for a few days because of the pain but this should
not be considered a treatment
Advice on staying active
 Advise patients to stay as active as possible and to continue normal daily activities
 Advise patients to increase their physical activities gradually over the next few weeks
 If patient is working advise them to return to work as soon as possible
Simple backache
 Give positive messages e.g. simple backache, nothing to worry about, no sign of serious damage
or disease
Nerve root pain
 Give guarded positive messages e.g. no cause for alarm, no sign of disease, conservative should
suffice but may take a month or two
Both these categories of patient should be referred back to their GP for further management
Spinal epidural abscess may cause the following symptoms/signs:


Fever and back/neck pain



Neurological changes (decreased sensation/weakness)

High risk patients are those with known blood infections, recent surgery/procedure involving
the spine and patients who inject intravenous drugs.
Any patient with these symptoms/signs should be escalated to a senior doctor for
consideration of further investigations (CT/MRI)
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Indications for contacting the on call Orthopaedic
Registrar
After 20:00hours at the Worcestershire Royal Hospital there is no resident orthopaedic cover in the hospital. All
admissions after 20:00 the Surgical FY2 needs to be bleep and informed although the ED doctors will need to fill
in the clerking form, drug card and VTE assessment sheet. There is a middle grade who is on-call from home
and the surgical SHO who only provides cover for ward problems that arise with the orthopaedic patients.
Below is a list of conditions that the emergency department team should contact the on-call orthopaedic middle
grade with to inform him / her that the patient is being admitted. The list is not designed to be exhaustive but
provide guidance and does not preclude the ED from contacting the orthopaedic middle grade for advice about
conditions which are not listed below should individual clinicians feel it appropriate.













Any limb injury resulting in compromised vasculature or skin or a neurological deficit
Possible compartment syndrome
Open fractures
Large joint dislocations (hip, shoulder, ankle, knee, elbow) which have not been relocated
Fracture femur
Fracture neck of femur in young patients (<60 years)
Spinal fractures
Back pain patients
Patients with multiple fractures at multiple sites
Possible septic joints
Supracondylar fractures in children with marked swelling
? Cauda Equina and patient not currently under the care of an oncology

Septic Arthritis
Consider septic arthritis in non traumatic painful joints.
The pain is worse on movement and usually severe.
It is usually hot and swollen but does not have to be.
It is more come at the extremes of age, joint replacements, immunosuppressed,
including Diabetes patients.
They may or may not have a fever.
If they have a history of Gout in the same joint this is more likely
If you are thinking of a septic joint refer to T&O and take bloods for U&Es, FBC, ESR,
CRP and (BC if febrile)
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HEAD INJURY
Use this information to guide whether to request a CT Head scan (after discussion with ED consultant) and ensure the
following is clearly documented in the Patient’s ED notes:
● Time & date of injury
● Mechanism of injury and where it occurred
● Whether alcohol or drugs were involved
● Any wounds (tetanus status etc.)
● Medication (eg. warfarin, NOAC)
● Neck examination
● Neurological examination (incl. evidence confusion, abnormalities of gait / speech / hearing)
● Any concerns about NAI (children & the elderly)
Adult patients who present after midnight and have an ‘8 hour’ indication for CT scan but have no focal neurology and
are GCS 15 can be admitted to the CDU overnight for CT scan in the morning unless they deteriorate.
When discharging patients home following a head injury ensure they are given an advice leaflet and that there is a
responsible adult at home with them. Ensure all treatments (eg.sutures ) are documented in the notes and coded on
Patient First.

INDICATIONS FOR CT HEAD SCAN IN ADULT PATIENTS
If any of the factors below are present request
CT scan within 1 hr
● GCS < 13 on initial assessment in ED
● GCS <15 two hours after injury on assessment in ED
● Suspected open/depressed skull #
● Signs of base of skull #
● Post traumatic seizure
● Focal neurological deficit
● > 1 episode of vomiting
1. in patients who are GCS 15 without focal neurology and present late
at night consider CDU admission and CT scan in the morning unless
their condition deteriorates.
2. ejection from vehicle; fall > 1 metre or 5 stairs; Cyclist or pedestrian
struck by vehicle.

If any of the factors below are present
request CT scan within 8 hour 1
● Any patient with head injury on warfarin or novel
anticoagulant without any other indication for CT
● Loss of consciousness OR Amnesia AND
>65years old
● Loss of consciousness OR Amnesia AND
2
● Dangerous mechanism of injury
● Loss of consciousness OR Amnesia AND
history of bleeding or clotting disorder
● Loss of consciousness AND
● Retrograde amnesia >30 minutes

INDICATIONS FOR CT HEAD SCAN IN PATIENTS AGED 0-16yrs
If any of the factors below are present request CT head scan within 1 hour
● Suspicion of non-accidental injury
● Post-traumatic seizure, but no history of epilepsy
● On initial assessment GCS<14, or for children <1year GCS (paediatric)<15
● At 2 hours after injury GCS<15
● Suspected open or depressed skull injury or tense fontanelle
● Any sign of basal skull fracture (haemotympanum, ‘panda eyes’, CSF leak ear or nose, Battle’s sign
● Focal neurological deficit
● For children <1year, presence of bruise, swelling or laceration of >5cm on head

If >1 of the factors below are present request CT head scan within 1 hour
If only one of the factors below is present then Observe for ≥4 hours post injury
● Witnessed loss of consciousness >5minutes
● Abnormal drowsiness
● Dangerous mechanism (high speed RTC, fall>3 metres, high speed injury from an object)
● Amnesia (anterograde or retrograde) lasting>5mins [usually only assessable in >5yr old]
● 3 or more discrete episodes of vomiting

If any of the factors below are present request CT head scan within 8 hour
● Current warfarin treatment
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If after 4 hrs of observation post injury, any of the factors below are present then arrange a CT head scan
 GCS<15
 further vomiting
 further episodes of abnormal drowsiness

Glasgow coma score
Best motor response

Obeys commands
Localises pain
Withdraws to pain
Abnormal flexion
Extends to pain
No response

6
5
4
3
2
1

Best verbal response

Orientated
Confused
Inappropriate words
Incomprehensible
sounds
No response

5
4
3
2
1

Eye opening

Spontaneous
To speech
To pain
No response

4
3
2
1

PLEASE USE THE HEAD INJURY/NECK INJURY PROFORMA on Patient First
extra documents AND DOCUMENT EXAMINATION OF THE CERVICAL SPINE.
CONSIDER IF CERVICAL X-RAY IMAGING IS INDICATED.
Traumatic head injuries that need urgent neurological treatment contact the
trauma desk for hyperacute referrals to QE.
Trauma head injuries that do not need emergency treatment refer to QE
Neurosurgeons via NORSE giving the T&O SHO contact detail and refer to T&O.
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Emergency Department referral pathways for the Head Injury
Therapy Service (HITS)
Patient with traumatic brain injury
&
Symptoms suggestive of concussion1

Admitted CDU/ EDU
In patient OT
Ext 39118 or bleep 131
Monday-Friday 08:30-16:30

Discharged from Emergency
Department
Out patient OT
complete email referral form
(additional documents section of Patient First)

Concussion Symptoms1
headache
dizziness fatigue irritability
insomnia
concentration
oversensitivity to light
over sensitivity to noise
intolerance of stress
intolerance of emotion

impaired memory

impaired

Service Description
The Head Injury Therapy Service (HITS) is able to follow up patients who are
suffering symptoms suggestive of post concussion syndrome following their
head injury.
1) The out patient service is able to make initial contact with the patient either
by telephone or a booked outpatients appointment in the occupational
therapy department on the 1st floor of the Aconbury West at WRH.
The service offers cognitive and memory assessment of particular value to
those patients who are having difficulty with everyday tasks or returning to
work following their head injury. The service is unable to offer routine followup to all head injury patients.
Patients must consent to be contacted by the service and provide a telephone
number and be over the age of 16years. Cognitive impairment must be
attributable to recent brain injury rather other illnesses such as dementia or
stroke.
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2) The inpatient service is able to provide assessment of a patient’s cognitive
ability and everyday tasks. They can also then refer on to out patient OT as
above.

Guidelines for the Management of Sickle Cell Crises
REMEMBER AT ALL TIMES: The patient or relative generally knows if he/she has
sickle cell disease and is usually knowledgeable about the disease. The pain of sickle
cell crisis is genuine, can be excruciating and can be greater than that of childbirth.
Sickle cell disease patients often have a higher pain threshold than others.
Disease Definition
Those at risk include patients with an ethnic background from Africa, West Indies, India,
the Mediterranean or the Middle East. Sickle cell crisis may present with a variety of
clinical syndromes including severe pain in limbs, chest, abdomen, and/or systemic
conditions. The pain is often severe but limb, hip or back pains may be vague in the
early stages of an attack. The pain is caused by blockage of small vessels by sickled
red blood cells. The immediate result of sickling is a reduction in oxygen delivery to
tissues. The local fall in oxygen saturation may be precipitated by a number of factors
such as minor infections.
Management Aims:
1. Parenteral analgesia within 15 minutes
2. IV fluids within 30 minutes
3. Admit to ward within two hours
4. Warmth, reassurance
5. Identify the cause of pain
6. Obtain expert haematological advice early and/or contact the patient’s base
hospital if any of the following is present:
Shock
Pregnancy > 12weeks
Dyspnoea
Silent abdomen
Organ involvement
Vomiting/dehydration >10%
Abdominal pain/distension
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TREATMENT OF THE PAINFUL CRISIS
Triage Nurse
Place on a trolley
Check oxygen saturation
Give oxygen
Wrap in warm blankets if patient feels cold
Triage to resuscitation room if:







SaO2 <85%
Neurological deficit
Hgb <5
Shock
Organ involvement
Priapism

Contact patient’s base hospital for information

ED Doctor
 Give high flow oxygen, ensure adequate ventilation. Obtain IV access.
 Take bloods for FBC, reticulocytes, group/save, urea/electrolytes, viral titres, blood
cultures
 Commence IV infusion (1 litre 0.9% NaC1 over 3 hours in an adult)
 Do not x-ray sites of pain.
 Give amoxicillin 500 mgs and penicillin G 1200 mgs IV.
 In case of allergy give clarithromycin/erythromycin and seek advice.
 Give IV morphine except in case of allergy/pregnancy/liver disease
Do not use pethidine routinely.
SECONDARY SURVEY
There are certain recognised syndromes and complications which may occur during
sickle cell crises.
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Chest Syndrome: Suspect from chest pain, tachypnoea, chest wall tenderness and
SaO2 <95%. Often misdiagnosed as clinical signs and chest x-ray changes may
present late. Look for signs of coincidental illness. Monitor arterial gases; If pAO2 < 9
kp contact anaesthetist, consider CPAP. If pAO2 < 8kp ask haematologist about
possible exchange transfusion.
Infections: Prone to pneumococcus and parvovirus B.19 especially if hyposplenic.
Pyrexia may be only sign. Do blood cultures, sputum cultures, throat swab,
MSU,/urinalysis. Discuss with consultant microbiologist and haematologist.
Neurological: Strokes, fits and TIAs can present with no associated pain. Discuss with
a haematologist.
Abdominal Syndrome: Usually pain, no peritoneal signs and normal bowel sounds.
Sometimes like surgical abdomen. Do abdominal x-rays and serum amylase. Keep nil
by mouth and monitor carefully. If the patient is on desferrioxamine and develops
diarrhoea, stop the drug. Check yersinia titre and treat if positive.
Aplastic Crisis: Characterised by: high output CCF and decreased haematocrit and
reticulocytes. Associated with parvovirus B.19 infection. Siblings may be source of
parvovirus. Senior haematology opinion essential.
Sequestration: Presents with severe anaemia. Age <5 years generally splenomegally.
Age >5 years generally hepatomegally. May need urgent transfusion. Seek immediate
advice from a consultant haematologist.
MANAGEMENT OF CHILDREN WITH SICKLE CELL
Seek expert assistance early. IV access may be difficult; start oral rehydration
immediately. Give paracetamol early orally/rectally. Morphine sulphate SC as follows:
up to 1 month give 0.150 mg/kg; 1 – 12 months give 0.200 mg/kg; 1 – 12 years give
(0.1-0.2 mgs/kg). Guide to weight in kg for children aged less than 10 years = (age + 4)
x 2. Provide good emotional support for the child and parents. Some children may
appear angry and rebellious but try and imagine what they have been through.
Pitfalls
 Do not underestimate the requirement for pain relief
 Avoid damage to veins if IV access if very difficult, take patient’s advice on best
vein
 If IV access impossible, try NG or rectal fluids
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Do not transfuse the patient, except under direct advice of haematologist
Watch for signs of organ involvement
Look for signs of advancing crisis
Treat early to avoid late complications

DEFINITIVE CARE
Admit to medical/paediatric ward for ongoing treatment and further haematological
opinion.

Haemophilia Patients
Advice regarding haemophilia patients can be sought from the Regional Haemophilia
Unit

There is always a registrar on call, with access to the consultant at the Haemophilia
Unit at the QE. It is always appropriate to speak to them if you want advice. In hours
8.30-4.30 the number for the Haemophilia Unit is 01216272353 they would now almost
expect to be called whenever we have a registered bleeding disorders patient needing
attention in Worcestershire
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SURGICAL TOPICS
URGENT BLOOD TRANSFUSION
 IMMEDIATELY
O NEGATIVE “FLYING SQUAD” BLOOD is always available for immediate transfusion.





Please send porter to the blood bank with a request slip with the patient’s details and products required on it.
The patient must be allocated a unique identifying number on admission because porter has to enter these
details into the blood register (eg: Unknown Male, A&E number)
A group and cross match should be taken on admission and sent to the lab as soon as possible.
Liaise with the lab let them know what is happening. Haematology out of hours Bleep 848

 10 MINUTES
Group specific blood can be issued within 10 minutes but a sample with correct patient
identification must have reached the lab. (eg: Unknown Male, A&E number)
 Check on ICE has the blood been issued?
 Again send porter down with request slip

 40 MINUTES
Major Haemorrhage policy: call 2222 “Major Haemorrage, location, tel No.”
If the consultant decides to activate the major haemorrhage policy because of ongoing haemorrhage and additional
clotting factors are required, the lab will cross match:
6 - Units red cells
2 - Units FFP (needs 30 mins to defrost)
1 - Adult therapeutic dose of platelets
(Platelets may not be available and lab must order by blue light)
Remember Transexamic Acid ASAP and infusion

 CROSS MATCHED BLOOD TAKES AT LEAST 40 MINUTES TO BE PROCESSED




If blood is required immediately use the other options above
The major haemorrhage components do not come in a pre prepared box
As components become available the porter can collect them.

Blood coordinator:




In a major haemorrhage situation make one person responsible for communicating to the blood bank what is
required.
If you are on the phone to the lab they cannot issue the products as quickly.
The porter should act as a liaison between A&E and the Lab. Taking samples to the lab and collecting
blood/blood components as it becomes available



Good communication is essential to ensure that blood reaches the patient in a timely manner.
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ACUTE URINARY RETENTION
BEWARE painless urinary retention – always remember to consider Cauda Equina/CNS pathology

Confirm retention with bladder scan and record findings
Use # 14-16 Catheter – difficult catheterisation may require SPC insertion
Document final post-catheterisation residual volume 15 -30 mins post-insertion
Perform digital rectal examination; urinalysis and send CSU if evidence of infection
Check renal function urgently
Admit patients under Urology with evidence of:
Sepsis
New onset renal impairment or acute on chronic renal failure
Heavy haematuria post-catheter insertion
Social circumstances/co-morbidity precluding safe discharge
*Renal impairment specifics
Carefully record observations and initiate hourly input and urine output monitoring
Diuresis can be a normal feature post-catheterisation
Only consider IV fluids if: Significant post-obstructive diuresis (>200 ml/hour for 12 hours) or
CVS instability
Can this patient be discharged home safely?
Oral Alpha blocker e.g. Tamsulosin 400 mcg od (2 weeks) will improve TWOC outcome in men
with BPH
If discharged – EMAIL copy of ED COMPLETED Retention Proforma to Mr Paul Rajjayabun’s
Secretary Give the completed proforma to the receptionist to send.
This is for management of males >45 in urinary retention
Males <45 and all females should be referred to urology for assessment
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Renal Colic
Acute renal colic is responsible for sudden episodes of unilateral extreme pain. It does not cross over the
midline. The ED management is focused on excluding other serious diagnoses and providing rapid &
adequate analgesia. Approximately 80% of patients will pass the stone spontaneously without hospitalisation
or need for invasive intervention.
 History (note particularly previous episodes UTI or renal colic & drugs) and examination (examine
thoroughly for pulsatile abdominal masses and re-examine when pain free if necessary)
 Consider / exclude leaking abdominal aortic aneurysm especially in patients >60yr presenting
with their first episode of ‘renal colic’ perform ED Ultrasound
 Analgesia ASAP (within 10 minutes) – 1st line - PR diclofenac 100mg1 (assuming no contraindications) otherwise IV morphine. Do not give pethidine2 or buscopan®3 or entonox®
 Obtain IV access and take bloods for FBC, U&Es, LFTs, Ca & Amylase. If dehydrated start IV fluids 1 litre of normal saline over 1 hour, there may be benefit in IV fluids even if not dehydrated.
 Obtain urinalysis (and hCG in females of child bearing age). Gross or microscopic haematuria is
present in 90% of cases4 – absence does not exclude the diagnosis - D/W ED senior if concerned.

Arrange CT KUB Indications for Urology Referral See next page.
– the urology team are based at the Alexandra Hospital, Redditch.

Discharge from the ED
 Discharge those patients following CT KUB and X ray KUB, to see if the stone is visible on a
standard KUB for follow up, not fulfilling any of the above criteria
AND pain is relieved,
no longer vomiting,
apyrexial,
WBC<12.1*109/l,
Creatinine<132mol/l
have passed urine.
 If a stone is present <6mm and in the mid / lower ureter fax a COMPLETED referral form to the
urology team on Ext 33613, who will arrange for further assessment.
 Discharge the patient home with oral voltarol 50mg PO TDS and Tamsulosin 400 micrograms daily
for 2 weeks.
 Provide a GP letter stating diagnosis and results of investigations (including CT scan) and follow up.
 Provide the advice leaflet as to what to expected and when to return
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WRH Emergency Department CT KUB Requests for Suspected Renal
Colic
Suspected Renal Colic

Typical history, Blood on urine dipstix

09:00 19:00hrs
D/W ED
Consultant

ED Doctor D/W
Radiology
Consultant

19:00 09:00hrs
D/W ED Consultant
or ED Senior doctor

Radiographer
on-site ?

No

Can patient go
home ?
(see box1)

Yes

Yes

No

ED Cons D/W
Radiology
Consultant
19-21:00
ED Doctor D/W
On-call
radiographer
21:00-09:00

Discharge patient with
advice sheet and
analgesics as required.
Patient to return to
WRH ED 09:00 to be
re-booked in and CT
scan requested.

CT KUB

Box 1
Discharge
Criteria – see full
guideline for more info

● Pain free
● Not vomiting
● Apyrexial
9
● WBC<12.1*10 /l
● Creatinine<132mol/l
● Has passed urine.
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Box 2 Indications for referral to Urology at AH
●Dehydration.
●Persisting pain or ongoing requirement for opiates.
●Suspicion of infection** ●Persisting vomiting despite anti-emetic
●Single functioning kidney.
●Transplanted kidney
●Pregnant.
●Any hydronephrosis or hydro-ureter
●Renal failure.
●Stone present - >6mm or <6mm and in upper ureter
**infected hydronephrosis – pyuria >5 WBC/hpf is almost always present but not
5
diagnostic; a small study has showed that >50% of patients with infected hydronephrosis
0
9
had one of the following, temp >38 C, creatinine >115mol/l, WBC>10*10 /l

Abdominal Pain
Take a history and examination.
If peritonism or or possible obstruction request an erect CXR and AXR and refer to surgeons.
Exceptions.
All women of reproductive arge need a urinary HCG. If positive refer to the Gynaecology Reg.
BEWARE OF ECTOPIC PREGNANCY
If a lady is of reproductive age and has a sudden onset of severe unilateral pelvic pain and vomiting at
the same time consider overian torsion and discuss the case with the gynaecological registrar.
Over 60 year olds rule out ABDOMINAL AORTIC ANEURYSM. Ask for an ED ultra sound. Refer to
the Surgical Registrar but if you cannot get a response contact the Vascular Consultant on call
Beware
Do not discharge elderly patients still in pain. Ask for a surgical review. They do not always have the
classical signs of peritionism and ischaemic bowel is not uncommon.
FAST is only a rule in for intra abdominal fluid it does NOT exclude intra abdominal trauma. All patients
with abdominal pain after trauma needs to be reviewed by the surgical team.
Pateints with abdominal pain should not be referred to the medical team.

Possible Testicular Torsion.
GP’s and Minor Injury Units are to refer patients with suspected torsion to the Alex on-call RSO for urgent
assessment with support from on call Urology SpR/Consultant - Patient to remain starved until definitive
treatment. Ideally surgery should be performed within 6 hours from the time the pain started.
If patients present to WRH ED directly, Triage Nurses are to arrange immediate WRH ED medical
assessment - if torsion suspected refer to Urology registrar (Alex) . If unavailable call the urology consultant.
Patient to remain starved until definitive treatment.
Children under 16 years of age should be referred to urology at BCH
Adults will need an urgent transfer to the Alexandra Hospital, ED.
In the very rare situation where a patient is unable to attend the Alex site from Worcester ED the patient will
be urgently assessed by the WRH GS RSO and the Urology on-call SpR initially consulted for further advice
and management. If the Urology SpR is unavailable the on-call Urology Consultant will be contacted. If the
Urology SpR and on call Urology Consultant are both unavailable due to another emergency commitment the
General Surgical SpR may be required to offer review.
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Caring for Adult Patients Suspected of having Concealed Illicit Drugs
Patients thought to have ingested or concealed illicit drugs are sometimes brought to the ED.
For full and informative guidance and detailed treatment algorithms google - RCEM
concealed drugs.
Body Packers or “Mules” intentionally conceal well wrapped drug packages by swallowing
them, in order to smuggle them across borders or into prisons. The commonest drugs are
heroin, cocaine, amphetamines and cannabis. Packers will usually have swallowed large
quantities of packets of drugs, which if they leak have a high risk of severe or fatal toxicity.
Abdominal X-ray (AXR) can be used as a screening test for body packers. If negative or
inconclusive, proceed to low dose CT scanning. If a proven body packer is asymptomatic
they may be discharged to the UK border authority (UKBA) border force who will observe
them in designated customs suites.
Body Stuffers tend to ingest drugs that are more poorly packaged in an unplanned attempt
to avoid detection by the police. These tend to be smaller quantities than packers but are
less well wrapped. They may also conceal drugs in their rectum or vagina, this is known as
pushing. Pushers are rare and have few complications. Body stuffers should be admitted
and observed for 6-8 hours post ingestion.
If a patient is brought to the Emergency Department (ED) by police, radiological imaging can
only be undertaken with both the patient’s consent and a request from the rank of an
inspector or equivalent. Similarly intimate examination requires patient consent and a police
request from inspector or equivalent. This should only be carried out by a forensic physician.
ED staff should not handle drug packages at any time as this represents forensic evidence
and the chain of evidence must be preserved.
Treat toxidromes as per toxbase guidelines. Indications for urgent surgical removal of
packages include Obstruction or ileus or Cocaine or amphetamine toxicity. Opiate toxicity
can be managed with a naloxone infusion and consideration of surgery.
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WRH ED Management of Rib Fractures
Rib fractures may be seen in the multiple trauma patient as well as those patients with more isolated injuries. A rib fracture is
suggested by rib pain on palpation, rib step-off upon palpation and crepitus. Isolated single rib fractures do not require CXR
unless underlying injury is suspected eg. pneumothorax (SOB, ↓AE). Patients with suspected multiple rib fractures must have an
X-ray and the diagnosis of flail segment actively excluded clinically and radiologically.
Rib fractures may be associated with not only underlying lung injury but also intra-abdominal injury depending on mechanism and
location of fractures and advice should be sought regarding the need for CT scanning of chest and abdomen. However CT scan
should not be performed with the sole intent of diagnosing rib fractures.
Multiple rib fractures (3 or more) are associated with significant morbidity as well as an increase in mortality as are rib fracture in
the elderly. Associated injuries may be intra-thoracic (pneumothorax, haemothorax) as well as intra-abdominal (spleen and liver),
the risk of pulmonary contusion should not be under estimated in the elderly.

Patient with traumatic Rib Fractures
and flail segment excluded

Complicated / High
Risk Rib Fractures*
● ≥3 rib fractures

1-2 Rib Fractures and no
High Risk features*

≥ 3 Rib Fractures or ANY
High Risk feature*

● >65yrs old
● Unable to control pain
with oral analgesia

●Control pain with oral
analgesia initially and then
review, aiming for discharge.
●Patient advice leaflet and
emphasise need for analgesia
to allow breathing exercises
and to be able to cough without
pain.
●Analgesia – NSAID plus
Cocodamol.
●Advise return if worsening
SOB or uncontrolled pain.
●Advise likely to be painful for
at least 3 weeks
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●Consider age appropriate IV dose
of opiate in the ED
●Ensure ABG and ECG performed
●Depending on co-existent injuries
– judicious IV fluids
●Oxygen to maintain Sats >94%
(>89% if co-existent resp disease)
●½hrly Obs including continuous
O2Sats monitoring
●Refer General Surgical team

General Surgical Team will:
●Assess & admit the patient
●Determine whether the patient
needs to be transferred to the MTC
-UHB QE II Birmingham.
●Liaise with the anaesthetists
regarding thoracic epidural / PCA –
bleep 700
●Liaise with critical care outreach
as necessary

● Significant co-existent
respiratory co-morbidity
● Chest drain
● Increased significant risk
of bleeding due to
medication (eg. warfarin
but not aspirin or
clopidogrel) or illness (eg.
haemophilia)
● >6 rib fractures – requires
ICU admission

The Mental Capacity Act 2005
A sound understanding and application of the Mental Capacity Act (MCA), the Deprivation of
Liberty Safeguards (DoLS), common law, and professional responsibilities relating to consent,
is essential for ED clinicians. For the full version of this guidance please Google: RCEM Mental
Capacity Act.
When might the principles of the MCA apply in the Emergency Department?
●Patients who refuse treatment.
●Patients who abscond.
●Patients suffering from long term conditions that impair their ability to make decisions such
as dementia.
●Patients suffering from temporary lack of capacity due to intoxication, delirium, or reduced
level of consciousness.
●Some patients at end of life.
●Patients whose mental health condition impairs their ability to make decisions.
What situations are not covered by the MCA?
●The Act does not generally apply to children under 16.
●Mental Health Act matters are excluded.
What are the key principles of the MCA?
1. A presumption of capacity - Every adult (aged 16 or over) has the right to make his or her
own decisions and must be assumed to have capacity to do so unless it is proved otherwise.
2. The right for individuals to be supported to make their own decisions - A person is not to
be treated as unable to make a decision unless all practicable steps to help him to do so have
been taken without success.
3. The right to make what might be seen as eccentric or unwise decisions- It is important to
acknowledge the difference between unwise decisions, which a person has the right to make
and decisions based on a lack of understanding of risks or inability to weigh up the
information about a decision.
4. Best interests – A decision made, under this Act on behalf of a person who lacks capacity
must be made, in their best interests.
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5. Less restrictive intervention -Before the act is done, or the decision is made, it should be
considered if the outcome is less restrictive of the person’s rights and future freedom of
action.
When we assess a patient’s capacity, we make an assessment based on the patient’s ability
to make a specific decision at a specific time. Capacity to make this decision may fluctuate,
and a patient may be able to make that decision e.g. to consent to examination, but not to
be able to make other decisions e.g. to decide to leave the ED.
How to assess capacity using the two stage capacity test:
Stage 1 Does the person have an impairment or disturbance of the functioning of their
mind or brain? (eg. Dementia, Learning Disability, Brain damage, Confusion, Delirium, Drug
or alcohol intoxication) If yes then proceed to stage two.
Stage 2 Does the impairment or disturbance of their mind or brain mean that the person is
unable to make a particular decision? (box)
A person is unable to make a decision if they cannot:
1.
Understand information about the decision to be made
2.
Retain that information in their mind
3.
Use or Weigh that information as part of the decisionmaking process, or
4.
Communicate their decision (by any means)
If ‘yes’ to both stages then the patient lacks capacity.
Record in the notes the specific decision for which capacity was assessed, how capacity was
assessed, why you think the patient lacks capacity. This should also include the nature of the
impairment, what steps were taken to promote ability to make decision. An assessment of
capacity is often worded “I believe looking at the balance of probabilities that this person has
/ lacks capacity to make this decision because...” Record what the outcome of the decision is
(e.g. the patient may need continuous observation).
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MENTAL HEALTH DIRECTORATE
DELIBERATE SELF HARM ASSESSMENT TEAM
All patients under 18 must be assessed prior discharge.
See below for current path way

205

Principles Governing the Joint Working between the WRH Emergency
Department and Mental Health Liaison
NOTE: these standards apply to joint working between the ED and the MHL team, they do not apply to joint
working with the Crisis Team (Elgar Suite).
1. Dignity and equality of access
• Access to mental health care should follow the same principles as access to any other hospital specialty
and be guided at all times by the needs of the patient. Timing of mental health assistance should be based
on the needs of both the patient and referrers rather than rules around ‘medical clearance’. Even prior to
interview, liaison psychiatry staff can give advice on the basis of past records, take collateral history from
family or carers, support patients, advise clinical teams and plan appropriate timing for psychiatry interview.
If a person is agitated, distressed or aggressive then timely assistance from mental health professionals may
alleviate distress, prevent escalation and improve both safety and patient experience.
• Above all, the purpose of mental health assistance in the acute hospital should be to promote dignity,
ensure a positive experience of healthcare and advocate for all the person’s needs being met. Interventions
which are aimed at discouraging hospital attendance or discouraging help-seeking are not effective, can be
harmful and should not be used.
• People with mental health or addiction-related needs in acute hospitals must have access to staff with
sufficient expertise in liaison psychiatry to help them, including: advice on investigation; diagnosis and
treatment; advice on mental health and capacity law; and sufficient knowledge and skills to help people who
have concurrent psychiatric, addiction-related and medical conditions. Where a senior liaison psychiatry
opinion is needed this should be as timely and accessible as for any other hospital specialty.
2. Working side by side
● Reciprocal competences: All medical staff working directly with patients must have adequate appropriate
competence in assessing and responding to people with mental health needs, including in investigating or
excluding medical causes for psychiatric symptoms. In turn, mental health staff must have sufficient
competence to provide timely assistance whilst medical care is ongoing. Arrangements should be supported
by clear local good practice pathways for collaborative working.
• Joint ownership: Patients who are being helped by mental health teams while receiving concurrent
medical care must remain under joint care. Given that liaison psychiatry services rarely have direct access to
beds, there should not be an expectation of mental health services taking over care of patients until the
point at which they have left the hospital.
3. Clarity of communication
• Referrals should be made to liaison psychiatry as soon as it becomes clear that a patient has a mental
health need which requires specialist assistance. The purpose of referral should be made as clear as possible
at the outset and include a brief narrative handover including the patient’s current medical needs, mental
health concerns, planned investigations and treatment.
• The terms ‘fit for assessment’, ‘fit for review’ and ‘fit for discharge’ are useful to allow prioritisation of
patients needing assessment by liaison psychiatry and to know where the patient is in the process of joint
assessment. However, caution should be taken that these terms do not merely replace the phrases
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‘medically cleared’ or ‘medically fit’ in deferring mental health assistance without achieving meaningful
improvements in collaborative working.
• Where care is transferred to either a psychiatry inpatient ward or to a community-based mental health
service, there should be local standards for handover. These may include: a narrative handover; completed
discharge summary; details of medications; details of outstanding investigations; and an action plan with
recommendations about what to do in the event of deteriorating health.

Notes
1 Do not use the term ‘medically cleared’. This is ambiguous and does not affect timing of psychiatry
assessment.
2 Patients remain under JOINT CARE of ED and psychiatry until they have left the ED – psychiatry cannot
‘take over’ patients in the ED.
3 Even if a patient cannot be interviewed, liaison psychiatry assistance may be needed in taking collateral
history, supporting a distressed patient to receive medical care or advising staff on diagnosis or treatment.
4 Delirium is a clinical diagnosis based on acuity of onset, fluctuating course and clouding of consciousness
and can occur even with normal observations and investigations. Most hallucinating/confused elderly
patients should be referred to medicine rather than psychiatry.
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5 Breathalysers or drug/toxicology screening may form part of a clinical assessment but should not be used
to delay psychiatric assistance where this is needed.Enhanced Mental

Health Cover to the

Emergency Department
Additional Funding has been made available until March 2018 to allow Mental Health
services to increase their support to the Emergency Department at WRH. Between the
hours of 22:00 – 08:00 the Mental Health Services will be based in the Crisis Assessment
Suite (CAS), Elgar Unit, rather than the ED. Telephone No. 01905 681915
During these periods ED staff may refer to the CAS any patient where there is concern for
their mental health and an assessment may be required. Patients will either be seen in the
Crisis Assessment Suite or if this is not practical in the ED.
When requesting an assessment from the CAS, ED staff need to not only be clear that your
patient is fit for psychiatric assessment (not intoxicated through drugs or alcohol) but also
how your patient will get to the Crisis Assessment Suite – ambulance transport is usually
required at night. Where waiting on transport will generate an unacceptable delay ED
staff and CAS staff should discuss other appropriate options. As is usual, patients need to
be informed that they are being referred to a mental health team, some will be capable of
consent and some won’t by virtue of their underlying condition those objecting to a
referral should be discussed with staff at CAS.
If, for whatever reason, the MH team are unable to see / assess your patient then they will
tell you this and where appropriate give you advice about further management options.
The above process is operational between the hours of 10pm and 8am and the team can
be contacted on the usual number of 01905 681915.
The day time service of Mental Health Liaison is not affected by this and will continue to be
available via bleep 195.
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Referrals will be accepted from both nursing or medical staff. If in any doubt, contact on
bleep 195 or extension 33262 and seek assistance.
RISK ASSESSMENT FOLLOWING AN ACT OF DELIBERATE SELF HARM
All acts of deliberate self harm should be referred to the team for assessment however,
following an act of deliberate self harm the individual involved may remain at some risk
of repeat behaviour, until appropriate treatment or support can commence. It is,
therefore, imperative to make an initial assessment of the immediate risk to the
individual to reduce the risk or repeated self harm before a thorough assessment can
be made.
Listed below are behaviours or actions that may highlight the need for increased
observation levels but you should know the whereabouts at all times of all patients who
have self harmed.
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Assess the risk using the Mental Health Matrix
Communication
 Listen to what the patient is saying:
 Openly saying they will repeat self harm
 Expressing negative ideas, ie, no point in going on; no hope in the future
 reduced communication, ie single word answers; avoids answering
questions
Non-Verbal Communication
Observe the patient's non-verbal behaviour:
 poor eye contact
 increased distress levels
 overly happy about events
 attempt to isolate themselves
If these very basic signs are evident or your assessment indicates a risk you should:
 ensure the patient is observed AT ALL TIMES
 place patient in a bed that is visible to nurses station wherever possible
Assessment profile
The following profile is used by the Deliberate Self Harm Assessment team as a
framework for assessment. A private, quiet, low stimulus environment, free of any
distractions is essential to facilitate an accurate assessment of the patient's needs.
A = history
History of the deliberate self harm event, including:
 Any precipitating events?
 Motives for the self harm.
In what circumstances was the deliberate self harm committed? Look closely at the 48
hours prior to deliberate self harm.
 Any preparatory acts or precautions against discovery?
 How was the self harm committed?
 Any symptoms of depression prior to act?
 Any abuse of alcohol/drugs?
 General Psychiatric and Medical History:
 Any previous acts of deliberate self harm?
 Any previous mental health problems? If so, what treatment?
 Any family mental health problems?
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Any evidence of previous or current physical illness?
Social Circumstances:
Housing - any problems?
Does the patient live alone?
What family support is available, if any?
Employment status - any identifiable problems?
Any evidence of physical, sexual or emotional abuse?

Background:
 Broad family and personal history?
 Any family history of drug or alcohol misuse?
 Any evidence of criminal record?

B = MENTAL STATE EXAMINATION
 Any evidence from patient's appearance - poor eye contact, tearfulness, dejected,
agitation, anger, withdrawal, restlessness.
 Any evidence of diurnal variation?
 Sleep patterns?
 Appetite and weight loss or gain?
 Motivation levels?
 Concentration?
 Any feelings of guilt, unworthiness or self blame? If so, do others feature in these
feelings?
 Specific questioning about suicidal ideas, thoughts and intentions?
 What level of optimism or pessimism is identified, ie, Substance Misuse?
C = formulation





Why the act of deliberate self harm was committed?
Assessment of risk regarding reoccurrence?
Any areas of concern identified that need further follow up or referral?
Does the patient need to be assessed by a psychiatrist for psychiatric medical
assessment?
 Action to be taken?
 GP notification and file copy to be completed within 24 hours.
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THE INTERVIEW PROCESS
When carrying out the assessment the following should be followed:
 The interview must be conducted in a quiet are away from the ward area and as free
from interruption as possible.
 Do not hurry
 Open non-directive questioning.
 Allow the patient to freely ventilate any feelings or thoughts that they find important.
 Use language appropriate to the patient, taking into account any cultural or religious
beliefs.
 Try to establish a rapport and trust quickly.
 Avoid a brusque challenging and judgmental approach.
 Listen closely to what the patient says and allow repetition if necessary.
 Take note of any non-verbal behaviour.
 Take note of patient's physical condition.
 Take time to evaluate recent events and patient's mental state.
 Closely evaluate suicidal motivation
 Evaluate what the patient will accept.
POST ASSESSMENT
Before leaving the interview area the assessing team member will:




Make appropriate referral (see above)
Discuss the outcome with the patient.
Report to the named nurse or nurse in charge.
Report to the medical team either face to face or by writing in the medical notes as
appropriate the outcome of the assessment.
 Ensure the patient understands the outcome of the assessment and any planned
follow up.
 Complete letter to GP within 24 hours of assessment.
 Complete monitoring form on reverse of referral to indicate outcome.
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SUBSTANCE ABUSE
BACKGROUND
There are both physical and behavioural changes related to the abuse of drugs,
(including alcohol), the side effects of medications and exposure to toxic substances.
The substance described in DSM - IV are grouped into eleven classes:
- Alcohol
- Amphetamines or similarly acting sympathomimetics
- Caffeine
- Cannabis
- Cocaine
- Hallucinogens
- Inhalants
- Nicotine
- Opioids
- Phencyclidine (PCP) or related substances
- Sedatives, hypnotics or anxiolytics
Substance related disorders are divided into two groups :
2. Substance use disorders which include substance
dependency and abuse
2. Substance induced disorders which include intoxication, withdrawal, delirium,
persisting dementia, persisting amnesic disorder, psychotic disorder, anxiety
disorder, sexual dysfunction and sleep disorder
DEFINITIONS
SUBSTANCE DEPENDENCE - is defined as a maladaptive pattern of substance use
leading to clinically significant impairment or distress.
The hall marks are:
- Tolerance - the need for increased amounts for the desired effect
- Withdrawal - uncomfortable and maladaptive physiological and cognitive
behavioural changes that are associated with lowered blood or tissue
concentrations of a substance after an individual has been engaged in heavy use
- Compulsive use - the need for larger amounts than intended, making unsuccessful
attempts to regulate or cut down substance use. Devoting a great deal of time to
obtaining, using and recovering from the effects of the substance, and continuing to
use it despite the recognition of adverse effects.
SUBSTANCE ABUSE - is characterised by a pattern of repeated use of substance
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that is maladaptive, in that significant consequences occur. Examples include; the
failure to fulfil major role obligations; using the substances in physically hazardous
situations; and recurrent social and relationship problems.
SUBSTANCE INTOXICATION - refers to a reversible syndrome of maladaptive
physiological behavioural changes, that are due to the effects of the substance on the
persons central nervous system.
The syndrome includes disturbances of mood, (such as mood lability and belligerence)
perception, sleep cycle, attention, thinking, judgement and psychomotor as well as
interpersonal behaviour.
SUBSTANCE WITHDRAWAL - refers to the development of maladaptive
physiological and cognitive changes that are due to reducing or stopping the heavy and
regular use of a substance. Substance withdrawal syndrome is associated with
distress and/or impairment in important areas of social functioning.

Alcohol misuse and dependence
May be associated with depression, causal relationship may be difficult to establish.
Alcohol will generally deepen existing depression.
Signs of alcohol intoxication
May be accompanied by smell of fresh or stale alcohol on the breath or be deliberately
masked.
Presentation varies depending on acquired tolerance, social, behavioural and
personality issues.
With increased consumption the following spectrum of effects occur:
 slurred speech
 restlessness
 disinhibition over friendliness or aggression (verbal or physical)
 slowed reactions
 clumsiness
 amnesia for recent events
 disorientation
 loss of consciousness
 coma requiring life support
Patients who have also been misusing stimulant and/or hallucinogenic drugs in
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association with alcohol may be particularly unpredictable and aggressive whilst
intoxicated.
Patterns of Alcohol Misuse
Alcohol consumption in Britain is increasing, 1:4 men and 1:10 women drink
hazardously, 1:3 young men and 1:4 young women regularly binge drink.
Hazardous drinker
Man who drinks more than 21 units of alcohol
or more, woman 14 units or more per week.
Binge or episode drinker Man who drinks 8 or more units woman 6 or
more units at a single session.
Harmful drinker

Man who drinks 45 units or more woman who
drinks 30 units or more per week with
identifiable damage to mental / physical health

Dependent drinker

Three or more of the following 6 manifestations,
Occurring together for at least 1 month or
repeatedly within a 1 year period:
Compulsion to drink, Loss of control,
withdrawal symptoms, tolerance, salience
persistent use despite harmful consequences.
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Alcohol Withdrawal Syndrome
Can appear within 6 and 72 hours following last use of alcohol.
Range and severity of symptoms do not always follow a linear progression of severity, i.e.
first presentation may be tonic-clonic fits.
See suggested management algorithm on page 182
Delirium Tremens (D.T.s)
May be a complication of Alcohol Withdrawal Syndrome.
Is an acute confusional state, there is severe memory disturbance, agitation, anorexia and
hallucinations. Its onset can be unpredictable and can last for 5 days. If untreated is
associated with 15% mortality.
It should be treated as a medical emergency and requires admission.
See suggested management algorithm on page 182
Wernicke`s encephalopathy
Neuropsychiatic complication of Vit B and Thiamine depletion, often associated with alcohol
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misuse as alcohol blocks dietary uptake of Vit B thiamine
Classically present with acute confusion(+/- short term memory loss), ophthalmoplegia
(nystagmus) and cerebellar ataxia
Associated with >15% mortality with 85% of survivors irreversibly proceeding to Korsakoff
Psychosis.
See suggested management algorithm on page 181
Guidelines for managing alcohol misuse in ED
Consider possibility of alcohol as contributory factor in all attendances.
Ask about alcohol use and use Paddington Alcohol Tool to screen if appropriate.
Offer Alcohol Liaison Nurse Service (as preventative measure) to hazardous as well as
dependent drinkers.
Intoxicated patients- observe for other signs of injury, i.e. head injury and treat accordingly.
Check Blood sugar, Temp and base line obs. treat accordingly.
 If under 17 check blood glucose and refer to paediatricians for admission.
 Please consider child protection/neglect in cases where child welfare may be
compromised by own or carers drinking or drug use and report appropriately.
 Observe in A+E and discharge with adult supervision when sober.
TTO`s
Benzodiazepines should only be issued if G.P. for patient can be demonstrated and
corroborated.
Alcohol Liaison Nurse available 9-5 Mon-Fri Bleep 565
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ALCOHOL LIASON NURSE A+E INTERVENTION
ALGORITHM
PATIENT in A+E SCREENED FOR ALCOHOL USE
(P.A.T., CAGE AUDIT-PC etc and/or CLINICAL PRESENTATION)
TREATMENT FOR ALCOHOL WITHDRAWAL +
PROPHYLACTIC PABRINEX Considered
CASE
MANAGEMENT
SUPPORT
REQUIRED?
Bleep 565

/Initiated
PATIENT ACCEPTS OFFER TO
SEE ALCOHOL LIAISON NURSE
Bleep 565

NO

YES
Alcohol Liaison Nurse
Assessment
Onward referral as
appropriate

Offer advice leaflet,
WCAT contact info
and/or
health advice

Key: ALN =Alcohol liaison Nurse
AUDIT = Alcohol Use Disorders
Identification Test
PAT = Paddington Alcohol Test

OUT OF
HOURS
Patient
Accepts offer
of telephone
contact?

YES

Leave
your
request
and CAS.
Card in
ALN tray
In Senior
Nurse
Office
For ALN
Follow up

Patients with alcohol misuse and mental health disorders access non-emergency services
via their GP.
Swanswell is the single Point of Contact on 0300 303 8200 for the whole County
for professional and self-referrals
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Management algorithm for Wernicke`s encephalopathy
Known/suspected alcohol misuser
Any one or more from:
 Acute confusion
 Decreased
consciousness/unconscious/coma
 Memory disturbance
 Ataxia/unsteadiness
 Opthalmoplegia
 Nystagmus
No
YE
Yes
Risk factors for Wernicke`s
encephalopathy
 Intercurrent illness
 D.Ts /treatment for D.Ts
 Alcohol related
seizures/treatment for
alcohol related seizures
 IV glucose
 Significant weight loss
 Poor diet
 Signs of malnutrition
 Recent diarrhoea / vomiting
 Drinking > 20 units per day
No

Pabrinex not
indicated
(unless indicated
by

Wernicke`s encephalopathy

START
Pabrinex IV
2 Ampoule pairs tds for 2-3 days
Then
1 Ampoule pair daily for 3-5
days

Yes = risk of Wernickes
encephalopathy

START
Pabrinex IV
1 Amp pair daily
For up to 3-5 days

Admit and continue
treatment

Administration of Pabrinex IV
Ampoule pairs diluted in 50 mls to 100 mls Normal Saline or 5% w/v
glucose
Infuse over 30 minutes
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NB. Small risk of anaphylaxis. Facilities to manage should be available

Management algorithm for the alcohol withdrawal syndrome
COMPLETET ALCOHOL WITHDRAWAL FORM ON PATIENT FIRST
Characteristics symptoms of DTs
Auditory/visual illusions/hallucinations
Clouding of consciousness
Confusion/disorientation
Delusions
Severe tremor/Agitation
Tachycardia
Fever
NO

Plus symptoms of autonomic over activity
Impaired attention /marked anxiety
Paranoid ideas
Systolic hypertension
Tachypnoea
Insomnia
Drenching sweats (1-3 Litres in 24 hrs)

YES=D.T.

s
withdrawal symptoms/signs
Anxiety/Agitation/Irritability
Tremor of hands, tongue, eyelids
Sweating
Nausea/Vomiting/Retching
Insomnia
Fever
Tachycardia
Hallucinations in clear sensorium

Chlordiazepoxide 50 Mgs P.O. 2 hourly
Or Diazepam 10-20 Mgs P.R
Lorazepam 2-4mgs IV at 30 min intervals
Pabrinex IV 2 ampoule pairs tds* (4 amps)
(If benzodiazepines not controlling severe
psychosis consider Haloperidol 1-5 mgs
IV/PO bd/tds Max daily dose 18mgs)

-max daily dose 18mgs)
Obtain expert advice

Mild

Moderate/Severe

Oral Chlordiazepoxide** with
Pabrinex IV 1 amp pair O.D (2

Admit and continue
treatment

amps)

Risk Factors for progression to severe withdrawal
High alcohol intake(>15 units/day)
High level of anxiety
History of withdrawal fits /D.T.s
Hypoglycaemia
Concomitant use of other Psychotropic drugs Hypokalaemia
Dual diagnosis
Respiratory Alkalosis
Poor physical health
Fever
NO

No Treatment

necessary
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Sweating
Insomnia
Tachycardia
Hypocalcaemia

YES

Oral chlordiazepoxide** with
Pabrinex IV 1 Amp Pair O.D.
Admit and continue treatment

** a suggested Oral chlordiazepoxide regime
Day morning midday afternoon night TOTAL
1
30mg 30 mg 30mg 30mg 120mg
2
30mg 20mg
20 mg 30mg 100mg
3
20mg 20 mg 20mg 20mg
80mg
4
20mg 10mg
10mg 20mg
60mg
5
10mg 10mg
10mg 10mg
40mg
6
10mg
10mg
10mg
30mg
7
10mg
10mg
20mg
Add prn 5mgs -10 mgs titrated to individual patient
response, aim for comfort without sedation.
Review regime if patient over sedated.

*Administration of
Pabrinex IV
Ampoule pairs
diluted in 50-100ml
NaCl or 5%
dextrose
Infuse over 30
mins
NB : Risk of
anaphylaxis.
Facilities to
manage should be
available

If requiring referral for detoxification programme:
Single Point of Contact number 0300 303 8200 for the whole County for
professional and self-referrals to the community substance misuse treatment and
recovery services provided by Swanswell; this includes family and carer support.
Professional referrals can be emailed to worcsref@swanswell.org
It is important to emphasis to chronic alcoholics that they should not attempt to
withdraw from their alcohol addiction without medical supervision.
Patients cannot arrive in ED and ask to be detoxed but need to be referred to the above
programme. However, if they need to be admitted for a medical reason they may need
to start the detoxication.
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DRUG ABUSE
NARCOTICS (codeine, heroin, morphine, methadone)
Psychological Effects - Euphoria
- Impaired attention/memory
- Lethargy
- Insensitivity to pain

- Agitation
- Apathy
- Relaxed, pleasurable feeling

Physical
- Cardiovascular - decreased BP, arrhythmias, clammy skin and tachycardia
- Gastrointestinal - nausea, vomiting, constipation, cramps during withdrawal,
decreased appetite
- Neurological - pin point pupils, convulsions
- Respiratory - shallow slow breathing
- Renal - urine retention
Treatment of toxicity
Unconscious: ABC
Naloxone 0.4-2mg IV (repeat at 2 minutes if no response)
Observe carefully as short duration of action (may require infusion)
10mg in 50ml 5% dextrose @ 60% initial dose/hr
Conscious:
Consider activated charcoal if taken within 1 hour
If symptoms of toxicity ?naloxone IV (observe 6 hours after last dose)
If none observe 4 hours
Withdrawal Effects (presents like influenza)
Dilated pupils, runny nose, sweating, diarrhoea, fever, muscle and joint pain, loss of
appetite Time frame for withdrawal Few hours after last dose of short acting opioid ie: heroin
With methadone, may not appear for 2 - 3 days, then last for 1 - 2 weeks
Dangers and Implications
Death
Pulmonary oedema
Opioid poisoning (coma, shock, respiratory depression)
Malnutrition
Hepatitis infections
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HALLUCINOGENS ( LSD, PCP )
Physical Effects Cardiovascular - increased BP, pulse and temperature, sweating, chills, palpitations,
arrhythmias
Gastrointestinal - abdominal cramps, dry mouth, nausea, vomiting, anorexia,
diarrhoea
Neuromuscular - dizziness, dilated pupils with overdose, but constricted in
intoxication, fits
Respiratory - rate increased
Psychological Effects
Euphoria, delusions hallucinations, poor perception of time and distance, excitation and
psychosis: sudden behavioural changes, blank stare, distortion of sight, hearing, touch
and body image
Treatment of toxicity
CNS : control fits with 4mg lorazepam
Acid/base : correct metabolic acidosis with 50ml 8.4% bicarbonate
If not corrected by fluid resuscitation / oxygen
Temperature : Consider ice bath / dantrolene if rectal temp>39
Dangers and Complications
Unpredictable behaviour may cause harm to self or others
Flashbacks
PCP psychosis
Death
Suicide
STIMULANTS - Cocaine, amphetamines
Physical Effects
- Cardiovascular - increased BP and pulse arrhythmia, angina, headache
- Gastrointestinal-anorexia, dry mouth and throat, vomiting
- Neuromuscular – dilated pupils, overdose,hyperactivity, hyper- reflexia, picking of
skin
- Respiratory - rate increased, shortness of breath
Treatment of toxicity
CNS: benzodiazepines if fits
CVS: chest pain – aspirin / GTN (expert help if not ease or ECG changes)
Hypertension – GTN 1-2mg/hr
222

Tachycardia – avoid beta blocker unopposed alpha effects)
Temperature: Consider ice bath / dantrolene if rectal temp>39
Amphetamine withdrawal -depression, fatigue,
dreaming, restlessness
Dangers and Complications - CVA, depression, hyper pyrexia, convulsions, suicide
Cocaine withdrawal after 24 hours - severe craving, fatigue, psychomotor agitation
and hypersomnia
Dangers and Complications - syncope, fever, chest pain, depression, death from
convulsions, cardiac/respiratory arrest
SEDATIVES AND DEPRESSANTS - Benzodiazepines, barbiturates
Physical Effects
- Cardiovascular -decreased BP and pulse, cold clammy
skin
- Gastrointestinal - abdominal cramps
- CNS - depressed responses
- Neuromuscular - dizziness, headache, nystagmus, ataxia, slurred speech,
decrease reflexes
- Respiratory - shallow slow breathing
Pysychological Effects - Drowsiness, confusion, poor memory, depression, relaxation,
anxiety
intoxicated appearance
Treatment of toxicity
ABC
Flumazenil rarely required
Avoid flumazenil in a mixed overdose or as a diagnostic test
- can result in convulsions / arrythmias and precipitate withdrawal
If asymptomatic at 4 hours unlikely to develop symptoms
Withdrawal - Nausea/vomiting, malaise, hyperactivity, tachycardia, sweating, tremor
of hands, tongue and eyelids, fits and hallucinations
Dangers and complications - CNS depression, possible OD and death, especially if
mixed with alcohol
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INHALANTS - volatile substances eg: hairspray, lighter fuel, solvents
Physical Effects
- Gastrointestinal (nausea / vomiting)
- Vascular
- blurred vision, paralysis of vocal chords, bone marrow depression,
- CNS - Brain damage, depression
- Renal - Liver damage
- Respiratory - Respiratory arrest

Pyschological Effects - symptoms similar to alcohol intoxication, lack of co-ordination,
hallucinations, poor judgement, memory impairment, may develop dependence
Withdrawal - No symptoms
Dangers and complications - Ventricular fibrillation, decreased cardiac output,
respiratory arrest.

CANNABIS - Marijuana
Physical Effects
Cardiovascular - Increased heart rate, dilated pupils
Gastrointestinal - Dry mouth, increased appetite and thirst, craving for sweets
Neuromuscular - Fatigue, conjunctival irritation,
Fertility - impaired ovulation/sperm count and motility
Psychological Effects - initial anxiety the euphoria, altered perception, sensation of
slowed time, decreased motivation and concentration, passivity, loss of short term
memory, paranoid ideation, impaired judgement
Dangers and complications - liver damage, psychological dependence, panic reaction,
impaired driving ability

Single Point of Contact number 0300 303 8200 for the whole County for
professional and self-referrals to the community substance misuse treatment
and recovery services provided by Swanswell
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GUIDELINES FOR THE MANAGEMENT OF PATIENTS PRESENTING WITH DRUG
ABUSE
Drug related problems are common in Accident and Emergency Departments. It is
important to adopt a non-judgemental approach to drug abusers. Staff should be
concerned with minimising the potential damage. The presentation is usually with
overdose, physical, psychological complications and social problems.
BE AWARE OF THE RISK OF HEPATITIS B, C, AND HIV
OVERDOSE
- See separate section on management of overdoses.
PHYSICAL EFFECTS
IV drug users may present with abscesses, septicaemia, complications of infection of
Hepatitis B or HIV. This should be assessed and referred to the relevant speciality.
Ensure patient confidentiality at all times, but when sending specimens to the
laboratory, label with BIO HAZARD labels, even if infection has not yet been confirmed.
WITHDRAWAL SYNDROMES
Most withdrawal syndromes are characterised by a combination of psychological and
physical problems
Opiate - withdrawal presents with unpleasant symptoms, but is not especially severe,
it resolves without lasting effects in the majority of cases.
Barbiturate - withdrawal is potentially life threatening, medical emergency and
requires admission under the Physicians. Features are similar to the DT's in alcohol
withdrawal.
Benzodiazepine - withdrawal occasionally causes acute confusional state or fits,
which may require treatment. Most of the other effects are mild and do not require
hospital treatment.
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PSYCHOLOGICAL EFFECTS
Anxiety, depression, suicidal behaviour, aggression and psychosis.
The persistent use of some illicit drugs may be linked with the development of a
psychotic illness, which are indistinguishable from true mental illness, especially
schizophrenia.
Factors suggestive of drug induced origin include 1. recent and abrupt onset in young patients
2. previous history of alcohol or drug abuse
3. Physical signs of abuse, needle marks, thrombosed veins and damage to nasal
septum.
The initial management should be the same as other forms of psychosis. Preferably
patients should be observed and managed without medication, but neuroleptic drugs
are often required due to the severity of the drug induced states.
SOCIAL EFFECTS
Homelessness - Refer to Social Services
Needle Supply - Use of Accident and Emergency needle exchange for out of hours use
only.
The patient should only be allowed to use the exchange on presentation of a full sharps
bin. Their name or D number should be recorded, and advised to use turning Point
facility, if possible, in the future.
Concern re: HIV, Hep B/C - refer to Sexual Health Services –01905 619884 for
counselling & blood tests.
Certain patients may resort to deception. Theft of prescription pads and headed note
paper is a recognised problem, as is the disappearance of medical equipment, needles,
swabs, syringes etc. A supportive approach is, therefore, best combined with an
element of extra vigilance.

226

REFERRAL POINTS
The community substance misuse service has been retendered to an organisation
called “CRANTOUN”
The new numbers are….
03003038200
Samaritans
Sansome Place
Worcester
01905 21121 or 0345 909090
Alcoholics Anonymous 0121 2120111
Narcotics Anonymous 0300 9991212
Cocaine Anonymous 0300 111 2285
Drinkline: National Alcohol Helpline 0300 1231110
Voluntary fellowship of men and women who help each other achieve and maintain
sobriety.
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DOMESTIC VIOLENCE:
Recognition and Management in the Emergency Dept.
These guidelines focus on violence directed against women. This is because the
incidence of victimisation and the resulting mortality, morbidity and socio-economic
difficulties presently affect women very much more than men. It is recognised,
however, that the number of male victims is increasing and much of the following
guidance is applicable to both sexes.
The Size of the Problem
25% of women surveyed attending US EDs presented a clinical picture consistent with
abuse, but only 3% of women attending were identified as victims of domestic violence.
25% of women questioned in UK studies reported being the victim of domestic violence
at some time.
25% of all assaults reported to the police are the result of domestic violence
50% of murdered women are killed by their partner or ex-partner.
The Legal Position
Domestic violence is a crime like all other violent crimes. It should be prosecuted once
reported in the same way as all other such crimes. The victim can be subpoenaed as a
witness. Where the patient does not wish to report their assault to the police, this
should be respected. Admission may buy time for discussion and reflection
where the clinician feels that the risk of homicide or serious injury is great but
the patient refuses police involvement. Where the patient is incapable of
consent, the consultant in charge must be consulted whether to release
information when a ‘serious, arrestable offence; has occurred. The victim may
also take action through the civil law, eg exclusion and non-molestation orders.
Presentation
Domestic violence affects women of all classes, races and creed. Maintain a high level
of suspicion. It may commence at times of acute stress, eg unemployment. There is
an association between the beginning of violence and first pregnancy.
Presenting Complaints
Injury, often multiple
Psychiatric illness/substance
Rape
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Pelvic pain
Suicide/parasuicide
Multiple somatic complaints

Pattern of Attendance
Patient attends late
May be frequent attender
Partner answers for patient

Multiple prescribed drugs
Over-vehement denial of abuse
Patient may be pregnant

NB: The presenting complaint is only part of the picture enquire about, and with the
patient’s consent look for, other symptoms and signs of abuse.
Indicators of Abuse
Patient:
Evasive, embarrassed,
apologetic
Anxious, depressed,
passive

Characteristic
Injuries
Facial Injury
Perforated eardrums
Detached retina
Neck injury, esp
marks
Breast injury
Abdominal injury
when pregnant
Genital injuries
Burns, scalds,
bruises

Document
Time, date, place of
abuse
Witness to incident
Injury: size, pattern,
age location abuse
Signs of sexual abuse
Non-bodily evidence,
eg torn clothing
Patients explanation
Your opinion re
causation

Injuries
Affect areas normally
clothed
Inconsistent with
mechanism at multiple
sites
Symmetrically distributed
of differing ages
Document meticulously. Photograph injuries with patient’s written consent. Sign and
date all notes and photographs and attach firmly to patient’s medical record.
Approach to the Patient
Exclude partner, interview in privacy, stress confidentiality.
 Ask direct questions gently, stating that domestic violence is common and it is
routine to enquire about home circumstances when there is a possibility of abuse
on clinical grounds.
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 Be non-judgemental, do not directly condemn partner, do not criticise patient for
staying with them.
 Emphasise the appropriateness of the patient’s attendance.
 Focus on informing the patient: stress that violence in the home is illegal, that
expert help is available and legal intervention is possible. Supply contact details
for support organisations etc. Women’s Aid.
 Discuss safety: how much at risk does the patient feel – of homicide, of suicide?
Are there weapons in the house? What has she tried before? What sources or
support does she have? What possible safe havens? Are there children? Are
they safe? Help her examine her options. Move at the patient’s own pace.
Nurture the patient’s right to make her own decisions.
Treatment
 Treat the physical illness or injury.
 Seek psychiatric help where depression is prominent or for parasuicide.
Hospitalise if there is no other safe option, or the patient is too emotionally
exhausted to make her own decisions.
What happens Next?
 The patient should be believed. Enquiry about the extent and severity of the abuse
should be made in a non-judgemental manner.
 An assessment should be made of the victim’s immediate safety.
 Specific inquiry should identify whether there are any children living with the victim or
perpetrator. Injuries, if present, should be photographed.
 If an Independent Domestic Violence Advocate (IDVA) is available immediately then
they will make adequate records, but if not, as much information as possible should be
recorded at the time of disclosure. West Mercia Women’s Aid 0800 980 3331
 If an IDVA is not available the website http://www.westmerciawomensaid.org/ has a
referral form for professionals to use, so long as the victim has given consent (and
provides a safe contact phone number), an IDVA will contact them after a few days
later.
 Contact with the police and outside agencies should be offered from the safety of the
emergency department.
 Information about local shelters and support agencies should be given to the patient.
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The risks to children growing up in an abusive household are greatly increased. Any
non-urgent concerns about child welfare should be noted in the Health visitor’s liaison
book at the co-ordinator’s desk. More urgent concerns should be discussed with the
senior ED doctor and further guidance can be found on the Trust Safeguarding Intranet
page.
 If the patient is returning to her partner: give her contact numbers and written
information (on legal options, help available etc.) offer referral, help her plan an
escape route for emergency, advise her to keep money and important financial
and legal documents hidden in a safe place. If the children are at risk, consider
referral to social services, preferably with patient’s consent.
 If the patient does not wish to return and needs a place of safety, consider friends
or relatives, try emergency housing (contact duty social worker), contact local
refuge, police may offer protected accommodation, hospitalise if all else fails.
Other useful contacts:
Worcestershire 24 hour Domestic Abuse Helpline:
The Glade: Sexual Assault Referral Centre:
Worcestershire Rape & Sexual Abuse Helpline
National DV Helpline
National Mens DV Helpline
Respect Helpline
Police if so requested by patient
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0800 9803331
01886 833555
01905 724514
0808 2000247
0808 8010327
0808 8024040

PAEDIATRIC PROBLEMS
Small children can be difficult to assess and may present in different ways to older children or adults. It may be
difficult to ascertain whether a history given is compatible with the child’s expected developmental stage. There
is also the family’s social situation to be taken into account. Because of this we would like you to:
Discuss with the paediatric team or ED consultant:
ALL children less than one year of age with a medical problem
ALL deliberate overdoses
ALL first convulsions
ALL children brought in dead.

Discuss with a senior in A&E:
ANY other doubt or worry
ALL children less than 1 year of age with a head injury
ALL children less than 1 year of age with a fracture

Paediatric History taking
We all have a duty to safeguard children, so at each presentation to hospital we should be asking ourselves if
there is any cause for concern about the child’s social situation.
It is good practice to always ascertain who is accompanying the child and whether they have parental
responsibility. Ask whether they have a social worker.
Consider:
Has there been any unexplained delay in presentation?
Is the history consistent and compatible (both with the injury and the developmental development of the child)?
Are there any unexplained injuries?
Is the child behaving and interacting appropriately?
Any concerns at all in this regard should be discussed with a senior.
ANY suspected NAI must be discussed with the A&E consultant
who will refer on the Paediatric consultant if they feel it is appropriate to do so.

Remember to consider other forms of abuse such as emotional abuse, sexual abuse, neglect and
Munshausen’s by proxy.
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Other safeguarding issues
If you feel that there are minor concerns around a family or a particular injury (lack of awareness of safety issues,
chaotic family etc) this can be flagged up to the Paediatric Liaison Team by leaving details in the liaison book
which is kept by the nurse coordinator’s computer. The team are also happy to be phoned for advice.
Remember that patients you see may be carers for children. It is particularly important to ask victims of domestic
violence whether they have children at home and who is caring for them. Consider asking the same of parents
who come in having taken an overdose or under the influence of alcohol or drugs.
If you have concerns about the welfare of contact Children’s Social Care
–
–

01905 768054 between 08:30-1700,
01905 768020 out of hours.

If you are subsequently asked to fill out a Children’s Social Care referral form which can be found on the
Worcestershire Council Safeguarding website.

Safeguarding sexually active children
Under 13 years of age: these children are considered to be too young to consent to sexual activity under the
Sexual Offences Act 2003. Children’s Social Care will need to be involved but the referral pathway is via the
Emergency Department Consultant as above.
13-15 years of age: An assessment needs to be made of their competency to give consent and the nature of the
relationship. Causes for concern include: power imbalance (differences in age, maturity etc), learning
difficulties, use of sex for favours, evidence of grooming. If in doubt discuss with a senior.
16-17 years of age: Remember these children can still be abused. Vulnerable groups include those with
disabilities, unsettled lifestyles or living away from home.
Positions of trust: It is a serious offence for sexual activity to take place between a young person under 18 years
of age and an adult who is in a position of trust, eg working in a youth club, residential care setting, school or
college.
Remember to consider these issues in any child attending requesting a pregnancy test or emergency
contraception.
To see the full trust safeguarding children policy follow the link below:
http://www.treatmentpathways.worcsacute.nhs.uk/childrens/childrenspaediatrics/safeguardingchildrenrefguide/safeguarding
/safeguardingpolicy/

Named doctors for safeguarding are:
Dr A Mills (Community Paediatrician)
Dr D Castling (Hospital Paediatrician)
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The crying baby
There may be many reasons why babies cry. Consider:
 Infection:-UTI, URTI, Otitis media, meningitis
 Colic or oesophagitis
 Torsion of the testis
 Severe nappy rash
 Constipation
 Pain from an unrecognized fracture
 Teething
 Strands of hair wrapped around digits.
Also always consider whether there is a possibility of NAI, or risk of NAI if the crying continues. If the baby
won’t settle consider admission for observation and/or parental respite.

How referral works between ED/Paediatrics
If you are unsure about whether to refer to Paediatrics or just want some general advice discuss the child with the
ED middle grade or consultant initially.
When consulting the Paediatric team consider whether you want an opinion over the phone, wish the child to be
seen and assessed, or feel the child definitely needs admitting. There is a single bleep number (676) which will
be answered either by a Paediatric consultant or a senior middle grade in Paediatrics.
Children who are going to be admitted are sent directly to the ward. Children referred for assessment may be
seen either on the ward or within A&E. In all cases the children should not be waiting in A&E for more than one
hour for either admission or assessment. If the Paediatric ward is concerned about receiving the child due to
possible disruption or violence the case should be discussed with the A&E and Paeds middle grades +/- the A&E
consultant.
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Specific situations:
If a child is expected as an alert or is moved into resus the Paediatric middle grade and SHO should be informed
immediately.
Children (<17 yrs of age) with abdominal pain should be admitted under Paediatrics rather than Surgery, those
under 5 years of age will normally be seen by the Paediatricians first.
If you are having difficulty referring 16-17yr olds due to confusion whether they should come under Paediatrics
or adult services inform the middle grade +/- consultant. The official line is that all children up to their 17th
birthday will be accepted by Paediatrics, children up to their 18th birthday will be accepted if in full time
education, so long as the young person wishes to be treated as a child rather than an adult. The exception is
children under 18 who have pregnancy-related problems – these are admitted under the obs/gynae team.
If after discussion with the Paediatric team it is felt the child should be seen in a Paediatric outpatient clinic the
case needs to be discussed with the A&E consultant who will refer to the Paediatric consultant if appropriate.
This is an exceptional circumstance; usually the parents should be advised to seek referral via their GP.

Discharging children
When sending a child home, especially at night consider:





Do the parents understand why the child is safe to go home or have they concerns that have not yet been
addressed?
Have you explained to them what to look out for if the child becomes more unwell?
Do they understand when they should seek advice from their GP and when it would be appropriate to
return directly to the ED?
Where possible give them written advice with a contact telephone number

Other useful contacts
When doing procedures in children remember we can enlist the help of the paediatric play specialist. Good
quality distraction will often prevent the need for sedation.
We also have the support of some specialist paediatric nurses who can often either come and see the family while
they are in the Emergency Department or arrange to see them at another time:
 Asthma nurse
Nick Wedgeberry
ext 30957
 Epilepsy nurse
Cheryl Bird
ext 30655
 Diabetic nurse
Esther Harrison
ext 33814
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Pain relief in children
This is often forgotten or inadequate. Always record a pain score and re-evaluate 15-30 mins after giving
analgesia and record the repeat pain score in the front of the notes.
If the pain has not improved move up the pain ladder. Consider whether local anaesthesia will be effective as a
means of pain relief
Local anaesthesia in children
Always warm the lignocaine prior to use (stand the vial in warm water) and use the smallest possible needle. If
time permits consider the use of topical anaesthesia (ametop/emla) prior to the injection(s). Older children may
wish to use entonox during the injection. Always make use of distraction.
Age
6 mths
1 yr
3 yrs
5 yrs
7 yrs
10 yrs
12 yrs

Av weight in kg
7.5
10.0
14.5
18.0
23.0
30.0
40.0

1% Lignocaine
2 ml
3 mls
4 mls
5 mls
7 mls
9 mls
12 mls

Oral and parenteral analgesia
 Mild pain - paracetamol 15-20mg/kg, +/- ibuprofen 5mg/kg
 Moderate pain - add in soluble diclofenac 1mg/kg
 Severe pain - opiates (see below)
note - children should not be prescribed anti- emetics even with opiates.
Age

Average weight in kg

Paracetamol dose in mg

2 yrs

12 kg

180 mg

4 yrs

16 kg

240 mg

5 yrs

18 kg

250 mg

6 yrs

20 kg

300 mg

8 yrs

24 kg

360 mg

9 yrs

26 kg

375 mg

10-12yrs

30 kg

500 mg

Age

Average weight in kg

Ibuprofen dose in mg

2 yrs

12 kg

50 mg

4 yrs

16 kg

75 mg

6 yrs

20 kg

100 mg

10-12yrs

30 kg

150 mg

IV morphine should be given slowly and titrated to pain, conscious level and respiratory rate. The usual dose is
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0.1mg/kg but more may be needed – give “enough” to achieve analgesia.
Oramorph is very effective in children, particularly toddlers. However in older children, or those at risk of
gastric stasis ask yourself if IV or IN would be more appropriate
Dose is 0.25mg per kg. Oral morphine solution = 2mg/ml.
All children must be weighed prior to prescribing opiates.
Age

Average weight in kg

Oramorph dose in mg

Oramorph dose in mls

2 yrs

12 kg

3 mg

1.5 mls

3 yrs

14 kg

3.5 mg

1.75 mls

4 yrs

16 kg

4 mg

2 mls

5 yrs

18 kg

4.5 mg

2.25 mls

6 yrs

20 kg

5 mg

2.5 mls

7 yrs

22 kg

5.5 mg

2.75 mls

8 yrs

24 kg

6 mg

3 mls

9 yrs

26 kg

6.5 mg

3.25 mls

10-12yrs

30 kg

7.5 mg

3.75 mls

Intra-nasal diamorphine works more quickly than oramorph without the need for an injection. It is usually
more appropriate to use than oramorph in older children.
Add the volume of saline shown below to a 5mg vial of diamorphine. Use 0.2mls intranasally. Note it is always
the same volume but you will have mixed up different concentrations depending on the size of the child.
Weight (kg)
15
20
25
30
35
40
50
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Volume of saline(mls)
0.65
0.5
0.4
0.35
0.3
0.25
0.2

Sedation in children
Always ask yourself whether sedation is really necessary or whether the procedure can be done with analgesia
and distraction. Consider the risks of airway difficulties – should the child be referred for a GA? Use the
sedation proforma to aid assessment and documentation.
If they are not full the Children’s Day Case Unit is happy to observe children post-sedation. Criteria for nurseled discharge must be clearly documented.
Oral midazolam in children
Oral midazolam may be used for the sedation of children over the age of two years, in A&E for minor
procedures. Establish the need and appropriateness of the procedure. The dose is
0.5 mg/kg up to a max of
20 mg (the child must be accurately weighed.) The intravenous preparation can be used and made up in a little
fruit juice or jam. This to disguise the bitter taste.
Maximum effects are usually obtained at 30 mins+/- 15 mins. The child should be in a quiet, calm environment
while the medication is taking effect. If the department is busy consider contacting the Children’s Day Case Unit
to see if they will observe the child and phone you when the child is adequately sedated for the procedure.
Children must be assessed as fit and well without actual or potential airway compromise and without the presence
of contraindications to sedation. Use the sedation proforma to aid with assessment and documentation. Give the
parents the information sheet to read prior to gaining informed consent.








There must be a member of staff in the dept with APLS or equivalent training for the duration of the
procedure
Consent of parent must be gained and documented prior to sedation being carried out.
Parents must be informed of any potential side effects due to sedation and the possibility that sedation
may not be successful
All children to be assessed for suitability of appropriateness for sedation prior to sedation being given. Pre
existing illness conditions/ any contraindications to sedation to be identified and documented. Sedation
not to be carried out in presence of contraindications. e.g Temperature related to respiratory infection or
condition, airway compromise, uncontrolled epilepsy, recent head injury, tracheal stenosis, hepatic, renal
or metabolic instability
Sedation for procedure will only be administered once child assessed as fit to undergo sedation. Ideally
the child should be fasted of solids for 4 hours and fluids for 2 hours.
Respiratory and cardiovascular status of child will be monitored and recorded from time sedation
administered until child is fully alert following procedure.

One to one supervision must be maintained for the first hour and the child kept for observation until fully
recovered. Parents must be given the relevant information sheet on discharge. Check their understanding and
ensure you have answered any questions they may have.

Ketamine
This is a very effective sedative but must only be used by doctors experienced in its use and capable of dealing
with any airway complications. Sedation must take place in resus with at least two doctors and a nurse present
and full monitoring throughout the procedure. Onset of sedation is usually within 5 mins and lasts 15-30 mins –
ketamine should not be used for prolonged procedures.
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Suitable indications include:
 Suturing
 Fracture reduction / manipulation
 Wound exploration
 Foreign body removal
 Tube thoracostomy insertion
It may be used in children over 2 years of age in the absence of the following
Contraindications:
 A high risk of laryngospasm (active respiratory infection, active asthma)
 Unstable or abnormal airway. Tracheal surgery or stenosis.
 Active upper or lower respiratory tract infection
 Proposed procedure within the mouth or pharynx
 Patients with severe psychological problems such as cognitive or motor delay or severe behavioural
problems.
 Significant cardiac disease (angina, heart failure, malignant hypertension)
 Recent significant head injury or reduced level of consciousness
 Intracranial hypertension with CSF obstruction.
 Intra-ocular pathology (glaucoma, penetrating injury)
 Previous psychotic illness
 Uncontrolled epilepsy
 Hyperthyroidism or Thyroid medication
 Porphyria
 Prior adverse reaction to Ketamine
 Meal within 3 hours (relative contraindication)
Potential complications:
 Agitation (mild, 20%, moderate or severe 1.5%)
 Transient clonic movements (<5%)
 Lacrimation and salivation (10%)
 Transient rash (10%)
 Vomiting (5-10%) – usually occurs during recovery
 Noisy breathing (<1%) – usually resolves with careful airway positioning +/- adjuncts
 Laryngospasm (0.3%) – not reported with low doses of ketamine as advised here, requires intubation
in 0.02%
The dose must be calculated on an accurate weight measured in the department:
0.5-1mg/kg IV slow injection over one minute OR
2.5mg/kg as a single IM injection (if time permits use ametop prior to injection)
Encourage the child and carers to talk about pleasant things as this reduces the risk of emergence
phenomenon. After the procedure the child must be monitored one-to-one for the first hour. Full recovery is
expected after two hours. Eating and drinking should be avoided for two hours after discharge due to the risk
of nausea and vomiting. Ensure the carers are given an advice sheet and that all their questions have been
answered.
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Common Complaints
Fever in children
Take parental reporting of fever seriously even if the child’s temperature is normal in the department. Consider
whether there are signs of serious illness and whether there is a clear focus of infection. Remember to discuss all
unwell children under one year of age prior to discharge – babies under one month are usually admitted and
further investigations are often done in babies 1-3 months of age.
Observations:
- Temperature should be measured with an electronic thermometer in the axilla in babies less than 1 month
of age. Axillary or tympanic measurements are acceptable in older children.
- Heart rate, respiratory rate and capillary refill must be recorded
Examination/Investigation:
- Consider the general “wellness” of the child – if they are drowsy, irritable, pale, floppy or mottled ask for
senior help
- Look for signs of dehydration or shock, if present get senior help and give a fluid bolus of 20ml/kg
n.saline
- Look for signs of menigicoccal disease, if present get senior help and give ceftriaxone 80mg/kg or
cefotaxime 50mg/kg
- Look for signs of pneumonia, consider a CXR in any child with fever >39oC and no other obvious focus
of infection
- Search for other foci of infection – skin, joints, ENT – check a urine sample if no obvious alternative
focus found
- Consider the possibility of Kawasaki’s disease if the fever has been going on for more than 5 days – look
for red eyes, lymphadenopathy, rash, swollen, red or peeling extremities, cracked lips, red throat,
strawberry tongue
- Systemically unwell children should be referred, if inserting a cannula do FBC, CRP, blood cultures
Management if systemically well:
- Give an antipyretic – usually paracetamol. If fever persists add in ibuprofen so long as the child is
drinking
- Ensure child is tolerating fluids
- Check a urine sample if no other focus of infection found
- Observe to ensure temperature settles and child remains well
- If going home advise to return or see GP if there are any concerns
- Give an advice leaflet on signs to look out for that may indicate a serious illness

Sepsis screening in children.
All children with a PEWS ≥ 3 should be assessed for sepsis using the
paediatric proforma
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Respiratory
The most common respiratory problems are a simple URTI, LRTI, asthma, croup and bronchiolitis. Less
common but important causes include inhaled foreign body, anaphylaxis and tracheitis/epiglottitis. In the flu
season if a patient presents within 48 hours of the onset of the illness consider whether they are high risk enough
to need antiviral therapy (discuss this with the Paeds Reg if unsure).

History:
Consider how long the child has been unwell, whether the onset was gradual or sudden, and the course of the
illness. Ask about the ability of the child to feed, levels of activity, wet nappies etc. Ask about contacts and
immunizations.

Examination:
A: ensure airway is patent with the child crying or talking, look for stridor
B: consider effort and efficacy of breathing: respiratory rate, effort (tracheal tug, recession, grunting), noisy
breathing (wheeze, stridor), air entry, oxygen saturation.
C: assess hydration, look for tachycardia due to increased work of breathing
D: consider alertness and general wellness of child, beware of any evidence of exhaustion
Check temperature and consider BM

Investigations:
Consider need for CXR.
Peak flow in wheezy children over 6 years of age.

Management:
Oxygen, calm and cool the child. Avoid upsetting the child as this will always make respiratory problems worse.
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Bronchiolitis
Bronchiolitis is a very common viral illness affecting up to 90% of all infants. It is uncommon over the age of
1yr. Typically infants start with coryzal symptoms and a cough which worsen over the course of 5 days. The
majority will also be wheezy with recession. After 5 days there is usually a gradual improvement with recovery
after 2 wks, though the child will tend to wheeze with subsequent URTIs up to the age of 3-5 yrs.
Secondary bacterial infection is rare so CXR or antibiotics are seldom helpful. Treatment is purely supportive.
Severe bronchiolitis particularly in small infants may lead to admission for NG feeds, CPAP or even intubation
and ventilation.
Do not routinely give salbutamol, ipratropium, adrenaline, steroids or antibiotics or CXR.

Risk factors for severe bronchiolitis include: age <6 wks, premature birth, chronic lung disease, congenital
heart disease, immunodeficiency.

Clinical features of severe disease include: poor feeding (<50% of usual intake in preceding 24hrs), apnoea,
RR>70, nasal flaring, grunting, severe recession, cyanosis. Sats< 92%
Infants with any of these features must be referred to the Paediatric team. There should also be a low threshold
for admitting anyone who represents to the ED within 48 hours or anyone with unsatisfactory home
circumstances.
Care should be taken in discharging babies under 6 months of age who present early in the illness, if discharged it
should be made clear to the family that they may get worse and need to return for admission. “Happy wheezers”
(feeding well without any of the above features) may be allowed home but parents need to be advised that the
child may get worse and told when to seek further medical advice. Discharge only if sasts 92% or over including
when asleep.

To see the full trust guideline on bronchiolitis follow the link below:
http://www.treatmentpathways.worcsacute.nhs.uk/childrens/childrenspaediatrics/paediatrics/respiratorypathway/acute-paediatric-respiratory-pathway/bronchiolitis/

242

Asthma
Remember that asthma still kills children in the UK – take children with asthma seriously and follow the
guidelines. There is a Paediatric asthma proforma to help you.
Make an assessment of severity. A quiet cooperative child is usually a child in difficulty!
signs of life threatening asthma call for help immediately.

If there are any

As in adults, it is important that full observations are recorded in the notes – heart rate, respiratory rate and
oxygen saturation. Children over the age of 5 are usually able to do a peak flow. Always ask whether they
monitor peak flow at home and what they usually achieve. When reviewing the child 15-20 minutes after the
initial treatment record full observations again.
The first line treatment for all but severe asthma attacks is inhaled salbutamol via a spacer device. There
is a lot of evidence that this is as effective and possibly better for the child than giving a nebuliser. If you are
asked to write up a nebuliser ask whether the child is too unwell to have an inhaler – if the answer is yes go and
see the child straight away.
Steroids are an important part of treatment and should be given early. Recent studies suggest they can have
a beneficial effect within 3-4 hours of administration. Any child who needs a nebuliser or repeated doses of
inhaled salbutamol should be given prednisolone. Do not wait for the paediatric team to prescribe it. If
the child is subsequently discharged from the ED they should be given 2 more doses of prednisolone to take
home with them with instructions to see the GP within 48 hours if the symptoms are not settling (they may
require more than 3 days of steroid therapy.)
If the child is fit do be discharged home always ask about the baseline control of the asthma. How often has the
child needed to come to hospital or to have steroids? Are they needing to take salbutamol to relieve symptoms
every day? Advise them to use their inhalers regularly for the next week and to see the GP within the week for
follow up.
If the child has not already received inhaled steroids in the department check inhaler technique prior to discharge
and make sure both the child and the parents understand the correct use of the device.
Always give the parents a clear plan of action for any subsequent attack including when to bring the child back to
the department. They should be given a letter for the GP to take with them and a copy of this must go in the
notes. There is also an advice leaflet to give them.
To see the full trust guideline on acute asthma in children follow the link below:
http://www.treatmentpathways.worcsacute.nhs.uk/childrens/childrenspaediatrics/paediatrics/respiratorypathway/acute-paediatric-respiratory-pathway/asthma/
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Name:

DOB:
ASSESSMENT

OBS ON ARRIVAL
Pulse
Resps
GCS
PEFR (If >5yrs):

Hosp Number:

BP
Sats

Degree of breathlessness:
- Able to feed
- Complete Sentences
Tracheal Tug
Amount of wheeze

Predicted/Personal Best:
% of above:

Recession

BILATERAL AIR ENTRY?

ADDITIONAL INFORMATION
Born as a premature baby?
ITU Admissions?

Y / N
Y / N

Previous admissions?
Y / N
- Number
- Date of last admission

Treatment already given prior to attendance:
MILD TO MODERATE
Sats > 92%
SALBUTAMOL

PEFR > 50%

Able to talk or feed

- up to 10 Puffs Via Spacer

Reassess after 15 minutes. If improved observe a further 45 mins.
If still wheezy:
SALBUTAMOL

- 10 puffs via spacer

PREDNISOLONE

- 2-5 years 20mg
- > 5 years 30mg

Repeat up to twice
Refer if still wheezy after 3 doses

Discharge once observed for 60 mins with no need of additional inhaled therapy. (see over)
Refer if wheezy again within the hour.
ACUTE SEVERE (Any of following)
Sats < 92%

PEFR 33-50%

Too breathless to talk or feed

>5Yrs: Pulse > 125 Resps > 30

2-5 Yrs: Pulse > 140 Resps > 40

Inform Doctor
SALBUTAMOL
Nebulised on O2

- 2-5 years 2.5mg
- > 5 years 5mg

Repeat salbutamol every 15 mins as needed.
If not improving add:

PREDNISOLONE

- 2-5 years 20mg
- > 5 years 30mg

IPRATROPIUM 0.25 mg
nebulised on O2
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OXYGEN prescribed to keep sats >94%

15mcg/kg.

Refer. Consider IV salbutamol

LIFE THREATENING (Any of following)
PEFR < 33%
Cyanosis
Agitation
Exhaustion / Poor resp effort

Hypotension
Silent chest
Altered conscious level

Immediate Doctor Review
Move to resus, call for senior help
SALBUTAMOL
Nebulised on O2

- 2-5 years 2.5mg
- >5 years 5mg

IPRATROPIUM

- 2-5 years 0.25mg
- > 5 years 0.5mg

PREDNISOLONE

- 2-5 years 20mg
- >5 years 30mg

OR
HYDROCORTISONE

- 2-5 years 50mg
- > 5 years 100mg

HIGH FLOW OXYGEN prescribed
CXR
If not improving give back to back nebulisers, call Paeds and ITU.
Consider:
IV salbutamol bolus 15mcg/kg over 10 mins
Magnesium or aminophylline may also be considered – seek expert advice.

DISCHARGE DETAILS
Observed for over 60 minutes since last bronchodilator
PEFR > 75%, Sats > 94%
Parents happy with discharge plan
Prednisolone 2 further doses as TTOs
Inhaler/Spacer technique checked
GP follow up advised after the steroids have been taken
Advice leaflet and action plan given
Parental understand the plan and when to return with the child.
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Croup (viral laryngotracheobronchitis)
This is a common viral illness particularly prevalent in the winter months. Children may present with a barking
cough, hoarse voice, stridor and recession. There is often mild pyrexia.
Assess severity:
– Mild - cough, stridor when upset, no recession, good air entry on auscultation, happy to eat, drink and
play
– Moderate - stridor at rest, increased resp effort at rest, mild recession but child comfortable and can
talk and drink, good air entry on auscultation
– Severe - stridor at rest, severely increased resp effort, reduced air entry, hypoxic, tachycardic
Caution:
If the child is drowsy, hypoxic, toxic, drooling or in extreme resp distress, seek immediate
senior/anaesthetic support (differential diagnosis is epiglottitis/tracheitis)
Treatment:
Oxygen if hypoxic (sats <94%). Steroids: dexamethazone syrup 0.15mg/kg or budesonide 2mg nebulised.
Antipyretics if needed. Avoid upsetting the child.
Assess response:
* Children with mild croup or moderate croup that has responded to a dose of steroids may be discharged with an
advice leaflet. Consider a second dose of dexamethasone syrup (0.15mg/Kg) to be taken at 12 hours post
discharge.
* Moderate and severe cases - seek senior help / referral to Paeds
Remember to think of other diagnoses and look at/consider the social/family situation. Greater caution should
be exercised in discharging at night, or when a child presents early in the evening as symptoms are likely
to worsen in the early hours of the morning.
Full trust guideline available at:
http://www.treatmentpathways.worcsacute.nhs.uk/childrens/childrenspaediatrics/paediatrics/respiratorypathway/acute-paediatric-respiratory-pathway/croup/

LRTI
In young children up to 1/3 of lower respiratory tract infections are viral. BTS guidelines state that antibiotics do
not need to be given to young children with mild signs/symptoms who are managed at home. If given,
amoxicillin is the antibiotic of choice in <5’s and clarithromycin or erythromycin in children over 5 (mycoplasma
pneumonia is more prevalent in this age group).
Children under the age of 3yrs with fever >38.5 and respiratory signs should be considered to have bacterial
pneumonia. In older children a history of breathlessness and cough is significant in the absence of wheeze.
These children should be referred. If unwell enough to require IV antibiotics they should receive co-amoxiclav
or a cephalosporin.
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Anaphylaxis
Anaphylaxis can be life threatening because of the rapid onset of airway compromise due to laryngeal oedema,
breathing difficulties due to sudden severe broncho-constriction and/or the development of shock due to acute
vasodilatation and fluid loss from the intravascular space caused by increased capillary permeability.
Key points in the history may point to a severe reaction. These are shown in the box
Previous severe reaction
History of increasingly severe reaction
History of asthma
Treatment with B Blockers
Symptoms and signs vary according to the body’s response to the allergen.
Symptoms

Signs

Mild

Burning sensation in mouth
Itching of lips, mouth, throat
Feeling of warmth
Nausea
Abdominal pain

Urticarial rash
Angio-oedema
Conjunctivitis

Moderate (Mild +)

Coughing/wheezing
Loose bowel motions
Sweating
Irritability

Bronchospasm
Tachycardia
Pallor

Severe (Moderate +)

Difficulty breathing
Collapse
Vomiting
Uncontrolled defaecation

Severe bronchospasm
Laryngeal oedema
Shock
Respiratory arrest
Cardiac arrest

The management of anaphylactic shock requires good airway management, administration of adrenaline and
aggressive fluid resuscitation.
The intramuscular route is preferred for the delivery of adrenaline. Intravenous adrenaline should be reserved for
children with life-threatening shock for whom intramuscular injection has been ineffective. The patient must be
carefully monitored.
In addition to adrenaline it is also customary to give patients with anaphylaxis an antihistamine and steroids. Their
onset of action is too delayed to be of much benefit in the first hour but they may help reduce the likelihood and
severity of a second phase reaction. Children will need admitting for observation following treatment for anaphylaxis.
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Anaphylaxis
Remove allergen

Assess Airway

No
Problem

Partial
obstruction/
stridor

Adrenaline 10mcg/kg IM
Nebulised adrenaline (epinephrine) 5ml of 1:1000
Repeat nebuliser every 10 mins as required
Hydrocortisone

Complete
obstruction

Intubation with cricoid pressure or surgical airway or
laryngeal mask

Assess breathing

Adrenaline (epinephrine) IM
Nebulised salbutamol 2.5 mg if < 5 yrs; 5mg > 5 yrs
Repeat salbutamol as required
Hydrocortisone 4mg/kg initial dose then 2-4mg/kg 6 hrly
Consider aminophylline 5mg/kg IV over 15 minutes or
Intravenous salbutamol 15mcg/kg

Wheeze

Apnoea

Bag-mask ventilation
Adrenaline (epinephrine) 10mcg/kg IM

No
Problem
Assess circulation

Basic and advanced life support

No pulse

No
Problem

Reassess ABC

Shock

Adrenaline (epinephrine) IM 10mcg/kg, repeat every 5
minutes if necessary
0.9% saline 20ml/kg IV
Infusion dose of adrenaline (epinephrine)
0.15-5.0. mcg/kg/min

No problem

Chlorpheniramine tds for 48 hours to prevent
recurrence

Figure 9.1 Emergency treatment of anaphylaxis
Anaphylaxis Guidelines, APLS 2006, updated 2010

Drug doses in anaphylaxis
Adrenaline IM 10 micrograms/kg
Chlorpheniramine
Hydrocortisone
Chlorpheniramine
Hydrocortisone
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<6/12

6/12-6yrs

250 micrograms/kg
2.5mg
(0.1ml/kg 1:10,000 for infants,
25mg
50mg
250 micrograms/kg
2.5mg
25mg

50mg

6-12yrs

>12 yrs

5mg
10mg
0.01ml/kg 1:1000 for older children)
100mg
5mg
10mg
100mg

200mg

GI/GU
Vomiting – consider causes:
Gastroenteritis
Meningitis
Surgical problems

DKA
UTI
Reflux

Ask how many times the child is vomiting and whether it is immediately after oral intake. If fluids are staying
down 15-20 minutes before the child vomits some will be absorbed. How much is the child drinking, and are
they still passing good amounts of urine?
Ask about fever, diarrhoea, contact with farm animals, foreign travel, unwell contacts.
Look for signs of dehydration:
Up to 5% (mild) – no signs - lips may be dry but tongue is moist
5 – 10% (moderate) - Child may be restless or irritable, have sunken eyes/fontanelle, not cry tears, have dry
mouth and tongue, be thirsty, have reduced skin turgor, be oliguric
Greater than 10% - This is severe dehydration. This child will be dry with sunken eyes/fontanelle, oliguria
or anuria and poor perfusion. They may have a reduced level of consciousness and may have lost the
drive of thirst. They will be oliguric or anuric and may have poor perfusion. These children require
urgent treatment (see trust guideline).
Children that appear well with <10% dehydration may be observed for a short period in the department. Give
calpol if appropriate and clear fluids to be taken little and often (eg 5-10mls at a time). Request a urine sample.
If they tolerate clear fluids, pass a reasonable amount of urine and have no evidence of serious underlying
infection they can be discharged with clear advice about oral rehydration and when to seek further medical
attention.
Recently guidance has changed and it is now considered acceptable to use ondansetron for the management of
vomiting in children. It does not shorten the course of the illness but may alleviate nausea for long enough to
encourage the child to start drinking again and to allow oral rehydration.

Gastroenteritis
There are detailed guidelines on the intranet for the management of acute gastroenteritis. In general it should be
considered a diagnosis of exclusion. A stool sample should usually be sent for virology and bacteriology.
Parents should be warned that the diarrhoea will persist until the child has been back on their normal diet for 2448 hours. Children should not go to school or nursery until 48 hours after the symptoms have settled.
Children sometimes develop a lactose intolerance following rotavirus infections – suspect this if they have
persistent diarrhoea with offensive, irritant stools but are otherwise well. Avoiding dairy products for a few
months is usually sufficient.
To see the trust policy use the following link: http://10.153.15.69/paedsgeneral/urgentcare.pdf (look at pg 16)
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Clinical assessment tool for paediatric patients presenting
with suspected gastroenteritis in the ED

No current evidence of
clinical dehydration
Start fluid challenge to
prevent dehydration
Weigh child and calculate
amounts (overleaf)
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Evidence of clinical
dehydration
Consider escalation to
doctor
Start fluid challenge to
rehydrate child
Weigh child and
calculate amounts
(overleaf)

Clinical shock
suspected
Urgent
escalation
required as may
need intravenous
fluid challenge

UTI
Any child with fever without an obvious focus should have a urinalysis performed to exclude UTI. The full
NICE guidelines for UTI in children is available on the intranet. Children under 1yr of age need to be discussed
with Paediatrics.
Children considered to have upper urinary infection (bacteriuria with fever >38C or loin pain and tenderness)
should receive 7-10 days of antibiotics, preferably orally. Consider the need for admission for an initial 24-48
hrs of IV therapy.
Children with bacteriuria but no systemic symptoms and signs should be considered to have lower urinary
tract infection, and can be treated with 3 days of oral antibiotics. Parents should be advised to seek further
medical advice if the child is still unwell after 24-48 hrs of treatment. There is no need for a repeat urine
sample at the end of treatment so long as the child is clinically better, and no need for prophylaxis after a
single UTI.

Abdominal pain
Abdominal pain may be caused by many things in children, including constipation, appendicitis, mesenteric
adenitis, UTI, pneumonia, ENT infections, gastroenteritis, DKA, intussusception, obstructed hernia, ovarian cyst,
testicular torsion, sickle cell disease, HSP etc. A significant number will have non specific abdominal pain where
no organic cause is found.
Ask about duration and onset of the pain, response to any analgesia given, bowel habit, vomiting or diarrhoea,
fever, whether the child is eating and drinking, and the effect on sleep and activities.
Consider: Is the child systemically unwell? Any signs of dehydration or shock? Any evidence of a surgical
abdomen with peritonitis or obstruction? To avoid serious mistakes always check a urine sample, always exclude
testicular torsion in boys and always exclude pregnancy in girls over 12 years of age. In the absence of any of the
above it may be appropriate to send the child home with advice about analgesia, but the parents should be
advised to return if the symptoms worsen and to see the GP if the symptoms persist without worsening. If in
doubt always discuss with a senior.
Children with abdominal pain are referred to the paediatricians.
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Diabetic Ketoacidosis (DKA)
Children still die from DKA so take it seriously and enlist senior help.
They die from:
Cerebral oedema (25% mortality):
This is more common in younger children and newly diagnosed diabetics.
The risk is reduced by not giving fluid boluses routinely. If you feel the child is shocked only use a single
10ml/kg bolus and call for senior help.
Risk is also reduced by not starting insulin straight away. A delay of at least 1 hour is needed, starting insulin
within 2 hours is still early enough. Do not give insulin boluses. If a child has an insulin pump turn it off
when commencing treatment for DKA.
Suspect cerebral oedema if a child has headache, agitation/irritability, unexpected fall in heart rate, raised
blood pressure. Call the Paediatric consultant immediately.
Consider treatment with either: 0.5-1g/kg of mannitol 20% over 10-15 minutes or 2.5-5ml/kg of 3% saline
over 10-15 minutes.

Hypokalaemia: Make sure 20mmols KCl is added to each 500mls of saline and monitor serum potassium

Aspiration pneumonia: Use an NG tube if the child’s conscious level is depressed.
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A fluid calculator is available on the BSPED website: http://www.bsped.org.uk/clinical/docs/DKA%20Calc%20%20Disclaimer.pdf

The full Paediatric guideline is available here:
http://www.treatmentpathways.worcsacute.nhs.uk/childrens/childrenspaediatrics/paediatrics/endocrine-andmetabolism/bsped-dka-guidelines/

254

Neurological problems
Neurological assessment should only be performed after airway, breathing and circulation have been assessed
and treated. Both respiratory and circulatory failure will have central neurological effects. Some conditions with
direct central neurological effects (such as meningitis, raised intracranial pressure from trauma and status
epilepticus) may also have respiratory and circulatory consequences.
Conscious level
A rapid assessment of conscious level can be made using the AVPU scale. A child who is unresponsive or who
only responds to pain has a significant degree of coma, equivalent to 8 or less on the Glasgow Coma Scale. Call
for senior help urgently and consider the need for intubation.
Posture
Is the child floppy and hypotonic or is there any decerebrate or decorticate posturing? Is there neck stiffness?
Pupils
Many drugs and cerebral lesions have effects on pupil size and reactions. Consider if there is dilatation,
unreactivity or inequality, which indicate possible serious brain disorder.
Don’t ever forget glucose! Check a BM urgently on any child with an altered conscious level. Correct
hypoglycaemia with 5ml/kg 10% dextrose IV after sending a formal lab glucose plus a couple of orange topped
bottles to the lab for storage (will need testing for metabolic disorders but the Paediatricians can request the exact
tests once the child is referred, or see miscellaneous below). A capillary or venous blood gas is also useful to
check the lactate.

Always take parental concern about a child being lethargic or irritable seriously. They generally know their
child best, and will notice a change from normal behaviour. Always consider whether there is a possibility of
CNS infection. Any fits or funny turns should be discussed with the Paediatric team.
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Head injury
Minor head injury in children is very common, but always ask yourself if there is any possibility of NAI.
Children under one year of age should be discussed with a senior.
NICE head injury guidelines should be followed - always fill in the children’s head injury proforma. See Page
155. The full guidelines are available on the intranet:
http://www.treatmentpathways.worcsacute.nhs.uk/childrens/childrenspaediatrics/paediatrics/neurologypathway/head-injury-early-management/
If the child meets the NICE guidelines criteria for CT they will be discussed with the oncall consultant. However
in some cases at the discretion of the consultant they may be admitted for observation rather than scanned, in
keeping with the local guidelines from the Birmingham Children’s Hospital. It is worth remembering that
children are often pale or sleepy immediately after a bump on the head. Giving some calpol and reevaluating
after half an hour may produce a very different picture.
If the child is going home ensure you have given a head injury advice card, explained it verbally, and checked
that the carers understand when to return.

Febrile convulsions
About 3 in 100 children have a febrile convulsion sometime before their 6th birthday. They most commonly
occur between the ages of 18 months and three years. They are rare in children under six months old and over the
age of six years, and therefore alternative diagnoses should be actively sought in these children.
Any illness which causes a fever can cause a febrile convulsion. Most occur with common illnesses such as ear
infections, coughs, colds, flu, and other virus infections. Serious infections such as pneumonia or UTI are less
common causes. Any child in whom a source of infection cannot be found or with a first febrile convulsion
should be discussed with Paediatrics – they may still be allowed home but in some cases follow up may be
arranged. A child with a typical history who has had a previous febrile convulsion, who has a focus of infection
to explain the fever, and who is systemically well may be suitable for discharge home after a period of
observation in A&E with an advice leaflet. This should be discussed with an A&E senior.
Febrile convulsions are very frightening for parents who may have been convinced that their child was about to
die in front of them. They are often keen to know whether their child will go on to have recurrent fits. About 3
in 10 children who have a febrile convulsion will have a second convulsion with a future feverish illness.
Recurrent febrile convulsion is more likely if the first occurs in a child younger than 15 months, or if there is a
family history of febrile convulsions in close relatives. Once the child is past three years old, the chance of a
recurrence becomes much less likely. About 1 in 100 children who have two or more febrile convulsions develop
epilepsy in later childhood. This is slightly higher than the chance of epilepsy developing in children who have
not had a febrile convulsion.
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FITTING CHILD: APLS GUIDELINE 2006 updated 2010
AIRWAY
HIGH FLOW OXYGEN
Check BM

VASCULAR ACCESS ?

YES

NO

LORAZEPAM 0.1 MG/KG IV/IO
(max 4mg)
Or Diazepam 0.25mg/kg (max 10mg)
10 MINUTES

BUCCOLAM
(dose age specific – see chart)
Or Diazepam 0.5mg/kg PR
10 MINUTES

Access obtained

LORAZEPAM 0.1 MG/KG IV/IO (max
4mg)
Or Diazepam 0.25mg/kg (max 10mg)
10 MINUTES

BUCCOLAM
(dose age specific – see chart)
Or Diazepam 0.5mg/kg PR

Get phenytoin ready

PHENYTOIN
18 mg/kg IV/IO over 20 min
or if already on phenytoin, give
PHENOBARBITONE 20mg/kg IV/IO over 10 min
(and wait 10 min for effect)

NO
PARALDEYHDE
0.4 ml/kg per rectum
DILUTED WITH EQUAL VOLUME OF
N/SALINE OR OLIVE OIL
Get phenytoin ready

CALL
ANAESTHETIST

20 MINUTES
RSI WITH THIOPENTONE
4mg/kg IV/IO

257

Many children with known epilepsy have their own personalized treatment plan
– ask their carer and check the folder in triage.

Diazepam dose IV
For patients weighing 10kg or less:
Dilute 10mg (2ml) of diazepam with 8ml of 0.9% sodium chloride to give 1mg/ml
Dose of 0.25mg/kg = 0.25ml/kg
Weight of child
2.5 kg
5 kg
7.5 kg
10 kg

Dose mls (mg)
0.6ml (0.6mg)
1.2ml (1.2mg)
1.8ml (1.8mg)
2.5ml (2.5mg)

For patients over 10kg:
Give diazepam undiluted 10mg/2ml
Dose of 0.25mg/kg = 0.05ml/kg
Weight of child
12.5kg
15kg
17.5kg
20-29kg
30-40kg
>40kg

Dose mls (mg)
0.6ml (3mg)
0.75ml (3.75mg)
0.9ml (4.5mg)
1.2ml (6mg)
1.8ml (9mg)
2ml (10mg)

Buccal midazolam doses
Buccolam is stocked in this hospital and is licensed for infants, children and adolescents from 3 months to 18
years of age. It comes in age-specific, colour-coded syringes.
Doses shown below are approximately 0.3mg/kg.
Age of child
1-3 months
>3 months to < 1 year
1 year to < 5 years
5 years to < 10 years
10 years to <18 years

Dose mg
1.25mg (half the syringe)
2.5mg
5mg
7.5mg
10mg

Colour of syringe label
Yellow
Yellow
Blue
Purple
Orange

Full trust guidelines available here:
Status: http://10.153.15.69/paedsrenal/epilepticus.pdf
Buccal midazolam:
http://www.treatmentpathways.worcsacute.nhs.uk/childrens/childrenspaediatrics/paediatrics/neurologypathway/emergency-rescue-medication/
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Early Management of Meningococcal Disease in Children
RECOGNITION
May present as SEPTICAEMIA (with shock), MENINGITIS (with raised ICP) or both.
Purpuric/petechial non-blanching rash. Rash may be atypical or absent in some cases.

Call consultant in A&E, Paediatrics, Anaesthesia or Intensive Care
• Initial assessment, looking for features of early shock/raised ICP
• DO NOT ATTEMPT LUMBAR PUNCTURE until these have been assessed
• IV Ceftriaxone (80mg/kg od) or Cefotaxime (50mg/kg tds) if giving calcium

SIGNS OF SHOCK?
Tachycardia, cool peripheries/pallor
Increased capillary refill time
Tachypnoea/pulse oximetry < 95%
Confusion/drowsiness/decreased conscious level
Poor urine output (< 1ml/kg/hr)
Hypotension (late sign)

YES
• ABC and Oxygen (10 l/min), bedside glucose
• Insert 2 large i.v. cannulae (or intra-osseous)
VOLUME RESUSCITATION
• Bolus 20ml/kg normal saline over 5-10
minutes and review, if still shocked:
• Repeat 20ml/kg saline or 4.5% albumin over 510 minutes
• Observe closely for response/deterioration
If still shocked give 3rd bolus and call ITU
Arrange for transfer to PICU
Do not attempt lumbar puncture

SIGNS OF
RAISED INTRACRANIAL PRESSURE ?
Low or fluctuating level of consciousness
Hypertension and relative bradycardia
Unequal, dilated or poorly reacting pupils
Focal neurological signs
Abnormal posturing or Seizures
Papilloedema (late sign)
Abnormal doll’s eye movements

YES
• ABC and Oxygen (10 l/min), bedside glucose
Call ITU
• Give Mannitol (0.25g/kg) bolus over 5 minutes
followed by Frusemide (1mg/kg)
Treat fits as per fitting child protocol
• Treat shock if present, but be aware of the risk of
giving too much fluid
LIASE WITH PICU EARLY
Do not attempt lumbar puncture

SIGNS OF MENINGITIS WITHOUT SHOCK OR RAISED ICP?
Headache, vomiting, lethargy, irritability
Stiff neck and back, bulging fontanelle
Photophobia

YES
CONTRAINDICATIONS TO LUMBAR PUNCTURE?
Extensive or spreading purpura, fitting, coagulation abnormalities
Respiratory distress
Infection over LP site
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NO

Lumbar puncture
(usually by Paeds)
If bacterial meningitis
confirmed and no risk of
TB give dexamethasone
0.15mg/kg (max 10mg)

qds for 4 days

NICE guidelines: Bacterial meningitis and meningococcal septicaemia in children. June 2010

Management of petechial rash

Examine for signs of meningitis or septicaemia
If present treat for meningococcal disease
Give IV ceftriaxone 80mg/kg if any of the
following occur at any point:
- Petechiae start to spread
- Rash becomes purpuric
- Child appears systemically unwell
- Signs of meningitis or septicaemia
develop

Does the child have a
fever or history of fever?

NO

YES
FBC, CRP, clotting, glucose,
blood cultures, blood gas, PCR

Well child, rash not spreading,
no fever consider:
- Other diagnoses
- checking FBC/clotting

CRP or WBC raised?

NO

Observe 4-6 hours with
hourly observations.

If discharged advise parents to
return if child becomes unwell
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YES

Give IV ceftriaxone 80mg/kg
Or cefotaxime 50mg/kg if
giving calcium.

Admit

NICE guidelines: Bacterial meningitis and meningococcal septicaemia in children. June 2010

BRUE
Brief resolved unexplained events (previously known as ALTEs) occur in infants under one year of age who
stop breathing and go pale, blue or floppy. Usually by the time they have arrived in hospital they look well
and seem completely normal. 95% of cases will be simple apneas or reflux with no concerning diagnosis.
Serious causes are more common in babies over 2 months of age.
In those eventually given a firm diagnosis, causes include:
- GI (50%) – reflux, intussusception, volvulus
- NS (30%) – fits, vasovagal, hydrocephalous, tumours, infection
- RS (20%) – RSV, pertussis, apnoea of prematurity, laryngotracheomalacia
- CVS (5%) – congenital heart defects, arrhythmias
- Metabolic (<5%) – inborn errors of metabolism, endocrine disorder
- Infection – UTI, sepsis (always consider in infants <1/12)
- NAI (1%) – smothering, Munchausen’s by proxy, shaken baby
History
Of the event: proximity to a feed, any choking or regurgitation, increased tone or floppiness, duration of
episode, any intervention needed (stimulation, CPR)
Recent illness: fever, drowsiness, irritability, reduced feeding, contact with others who are unwell
PMH: birth history including prematurity, developmental milestones, trauma, similar previous episodes, FH
(SIDS, neurological or cardiac history)
Examination
Evidence of infection particularly shock or respiratory distress. Neurological exam including fontanelle, tone,
level of consciousness. CVS exam particularly looking for heart murmurs or weak or delayed femoral pulses.
Check BM.
Management
Discuss all cases with Paeds even if they appear completely well with no abnormality on examination. It is
likely that if the child is over 2 months of age, born at more than 30/40, had a single episode and did not need
CPR they will be allowed home, but expert advice is recommended. Get senior help to initiate treatment if
you suspect cardiac abnormalities, sepsis, or metabolic disorders.
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Hypoglycaemia & Fluid requirements
Biochemical tests in suspected hypoglycaemia
Hypoglycaemia in children is an important diagnosis. Determination of the cause
requires samples to be taken before administration of glucose. Only treat prior to a
formal laboratory blood glucose measurement if the child is drowsy or fitting. Put
“hypoglycaemia” and the bedside BM measurement on the request form.
Please do the following:
Fluoride specimen for glucose and lactate.
2 mls in lithium heparin tube for insulin
2 mls in plain tube for cortisol and growth hormone
Urine for ketones
Venous blood gas for initial assessment of pH and lactate
Then treat with 2ml/Kg of 10% Dextrose followed by infusion of 5% dextrose or
Dextrose/Saline 5%/0.45%

IV fluid requirements
Daily maintenance fluids:
100mls/kg for the first 10 kg
50 mls/kg for the next 10 kg
20 mls /kg fo subsequent kg
Replacement fluids
Calculate deficit: eg 10% dehydrated means a child of 10 kg will have a deficit = 10% x
10 kg = 1 kg = 1,000 mls
then give replacement plus deficit over 24 hours (unless hypernatraemic)
Initial resuscitation should be with 0.9% N/saline
Full trust guideline on IV fluids in children:
https://www.nice.org.uk/guidance/ng29
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Musculoskeletal problems
Small children rarely exaggerate symptoms so if they are limping or not using a limb there is usually a
significant cause. Ask for a second opinion if there is no obvious diagnosis.

Pulled elbow
The radial head can sublux through the annular ligament in children up to the age of 4 or 5 years. The typical
history of the child pulling away from a parent or falling with their hand held is present in only 50% of cases,
so pulled elbow should be suspected in any child holding their arm in extension but not in any pain or
distress. If there is no tenderness on palpation of the arm (don’t forget the clavicle!) xray is not needed and
manipulation should be attempted. Warn the parents that the child will cry for a minute. Apply pressure to
the radial head, pronate and supinate the arm while flexing the elbow. A click is often felt. Ask the child to
play in the playroom and reevaluate after 10 minutes – the child should be using the arm normally again.

Limping child
A limp in a child may be caused by anything from poorly fitting shoes to malignancy. Don’t forget to examine
the spine as well as the lower limbs.
Check temp. If apyrexial and examination normal bring back to review clinic in approx 48 hours.

Differential Diagnosis of the Acutely Limping Child by Age
All ages
Septic arthritis
Osteomyelitis
Cellulitis
Stress fracture
Neoplasm (including leukemia)
Neuromuscular
Toddler (ages one to three)
Septic hip
Developmental dysplasia of the hip
Occult fractures
Leg-length discrepancy
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Child (ages four to 10)
Legg-Calvé-Perthes disease
Transient synovitis
Juvenile rheumatoid arthritis
Adolescent (ages 11 to 16)
Slipped capital femoral epiphysis
Avascular necrosis of femoral head
Overuse syndromes
Tarsal coalitions
Gonococcal septic arthritis

Management of the limping child
Is the pain localized to the hip?
Examine each joint in isolation.
Remember knee pain may be referred
from the hip.

NO

YES
Give
analgesia
Consider
AP and
frog lateral
hip

Consider and investigate for:
- Referred pain from back
- Other lower limb pathology
eg toddler’s fracture, foot
fracture
- Osteomyelitis eg of pelvis,
femur, knee
- Psoas abscess
- Arthritis
- Haematological disorder
- Bone tumour eg
osteosarcoma around the
knee

-

Is there a history of
trauma or likelihood
of SUFE?

NO

x-rays
Is infection likely?
Consider high risk if:
- Child looks unwell
- Fever or history of fever with
Temp > 38oC
- Previous healthcare attendance with
same problem
- Severe pain or spasm of hip (fixed
flexion or markedly reduced range of
movement)
- True non-weight bearing
- Tenderness over hip or pelvis

NO

-

YES

Infection unlikely
Regular analgesia (NSAIDs)
Advice to return immediately
if child becomes unwell or
has severe pain
Follow up clinic 48-72 hours

NO

Senior
review
YES

Ongoing symptoms
If still limping on review or returns
will need:
- FBC, CRP, ESR.
- AP and frog lateral hip x-rays
Consider referral to T&O team

Infection likely
Refer to T&O +/- Paeds
- Analgesia
- FBC, CRP, ESR
- Blood cultures, urine cultures
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Toddler’s fracture
Suspect this in a young child who has fallen and is unwilling to weight bear on one leg. There are often
minimal signs with no swelling or bruising and just mild tenderness or slightly increased warmth over the
tibia. Xray tibia and fibula rather than the ankle, but bear in mind these films may look normal even in the
presence of a fracture. Treatment is with a below knee POP for 10-14 days followed by review. Repeat xray
at this time will often show healing bone laid down round an undisplaced fracture.

Irritable hip (transient synovitis)
This is most common in 3-6 year olds and should always be a diagnosis of exclusion. It commonly follows
on from a viral URTI with inflammation of the synovial lining of the hip joint leading to an effusion. The
child is limping with mildly reduced range of hip movement but is systemically well. Examination of the hip
causes discomfort rather than severe pain. A systemically unwell child with severe pain on hip movement has
septic arthritis until proven otherwise, and should be referred urgently to T&O. In grey cases where diagnosis
is uncertain, FBC and frog lateral xray of the hips should be performed.
If after discussion with a senior it is felt that irritable hip is most likely the child can be allowed home with
advice to take regular analgesia and rest. They should be brought back to a review clinic after two days, at
which point if the symptoms are not settling they should have FBC, frog lateral of the hips +/- hip USS.

Slipped upper femoral epiphysis
Classically this occurs in adolescents during sporting activity with sudden hip pain accompanied by external
rotation of the hip when attempting to flex the hip. However it may also occur with a chronic presentation of
gradually worsening pain and limp. AP and frog lateral xrays of the pelvis should be performed.
Rare but serious causes of limp
Chronic pain around the knee should raise suspicion of osteosarcoma. A haematological problem such as
leukaemia may cause ill defined migratory bone or joint pain. A neuroblastoma can produce nerve
impingement. Limited spinal flexion accompanied by a stiff posture and local tenderness is suggestive of
discitis. Discuss any such concerns with a senior.

Fingertip injuries
Children frequently get fingers trapped in doors resulting in partial avulsions or fingertip amputations. These
generally heal amazingly well over time with minimal intervention. In most cases the wound should be
steristripped and dressed with a review clinic appointment for 3-5 days. Give antibiotics if there is a fracture
or the bone is exposed.
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CHILD PROTECTION PROCEDURES
The full set of guidelines can be found on the intranet and should be adhered to.
http://www.treatmentpathways.worcsacute.nhs.uk/childrens/childrenspaediatrics/safeguardingchildrenrefguide/s
afeguarding/

This is a brief précis of sections relevant to A&E.
Definitions.
Child abuse
A child is considered to be abused or at risk of abuse by parents or other care givers
when the basic needs of the child are not being met through avoidable acts or either
omission or commission.
Categories:
1.Physical abuse
Physical abuse implies physical harmful action directed at a child. It is usually defined
by any inflicted injuries such as bruises, burns, head injuries, fractures, visceral injuries
or poisoning.
2. Sexual abuse
Sexual abuse is defined as "the involvement of dependent, developmentally immature
children and adolescents in sexual activities they do not fully comprehend, to which
they are unable to give informed consent, or that violate the taboos of family roles.
In this context the sexual abuse will include any exploitation of children under the age of
sixteen years for the sexual pleasure, gratification or profit of an adult or significantly
older person. This ranges from obscene telephone calls, indecent exposure, taking
pornographic pictures, attempted intercourse, rape, or incest.
3. Emotional abuse.
Emotional abuse includes a child being continually terrorized, berated or rejected.
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4. Neglect.
Neglect can be a very serious form of maltreatment which can go on for a long time. It
implies the failure of a parent or carer to act properly in safeguarding the health, safety
and well-being of a child. It includes nutritional neglect, including non-organic failure to
thrive, failure to provide medical care or to protect the child from physical or social
danger.
5.Munchausen Syndrome by Proxy.(MSPB)
MSPB is defined as deliberate poisoning, suffocation or the fabrication of illness by a
parent or carer. Abuse of this nature often occurs in the context of physical abuse
and/or emotional abuse or neglect.
Management
Staff need to be particularly alert for injuries that may be non-accidental and suggest a
possibility of child abuse. Specialist advice should be sought if any suspicions are
raised.
1.If a child has been referred to the A&E department for a case of possible child abuse,
refer directly to the senior paediatrician on-call who will act. This will usually be the
consultant paediatrician or experienced middle grade doctor.
2. If child abuse is suspected on history or examination, or x-ray findings:
a) Record the history and all clinical findings carefully, note the date and time of
presentation and who was present. Record comments verbatim. Diagrams are
essential.
b) It is important to work in partnership with parents, therefore explain to the parents or
caregivers courteously and without accusation that the child has injuries which require
further assessment and investigation.
c) Discuss with the senior paediatrician who will then act appropriately. It is the senior
paediatricians responsibility to contact the social service department (hospital social
service department or area duty officer or emergency duty team) to co-ordinate the rest
of the child protection procedures.
d) Ensure the nursing staff are aware that child abuse is suspected and realize the
need for discretion.
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e) If parents or carers refuse to cooperate, seek the assistance of the social service
department or police and notify the consultant paediatrician on-call.
f) Any child less than one year of age with fractures or suspected fractures should be
reviewed with a senior colleague or radiologist
g) If a child needs treatment, referral should be made to relevant team e.g.
orthopaedics but a referral to paediatrics should be made at the same time to minimize
delays.
h) Social services should be notified when a child on the at risk register attends A&E
with any injury (Note the register will include children resident in the Kidderminster area)
Discuss with the Paediatrician on-call.
Sexual abuse:
Genital injuries can be suspicious and if you have any worries about the history
accompanying the injury or any other concerns, these should be discussed with the
senior paediatrician on-call.
If child sexual abuse is suspected do not examine the child yourself but refer to the
senior paediatrician on-call.
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POISONING
YOU MUST PRINT OUT AND USE THE OVERDOSE DOCUMENT
YOU MUST PRINT OUT READ AND SIGN TOXBASE ADVICE
TOXBASE
We have a computer link to the poisons centre at the nurses base. Unless you are
certain that a substance is harmless or that you know the appropriate treatment,
please ask for a print-out. Sometimes the most innocent accidental ingestion’s can be
toxic e.g. chocolate ex-lax (a laxative) can cause arrhythmia’s in children in overdose.
1. Immediate treatment is normal resuscitation i.e. A B C’s
2.Gastric Lavage –there are now very few indications for this. It is contra-indicated if
corrosive substances or hydrocarbons have been ingested. should only be done if
advised by the poisons centre.
3. Protect airway with endotracheal tube if consciousness is impaired. If the patient
does not have an adequate gag reflex but requires gastric lavage, please call an
anaesthetist to intubate the patient.
4.Activated charcoal (50g single dose or 25g in <12yr olds) will absorb many drugs if
given within 1 hour of ingestion – this includes paracetamol – consult Toxbase for other
drugs. It will not work for iron,
lithium, cyanide, ethanol, ethylene glycol, methanol,
organophosphates or petroleum distillates. Repeated doses of activated charcoal may
be useful in life threatening poisoning with carbmazepine, digoxin and theophylline.
5.Whole bowel irrigation (eg.Klean-prep®)may be indicated for certain poisons eg.
sustained release preparations of iron or lithium – consult Toxbase.
6) Salicylate levels should be only requested if indicated eg. Aspirin OD, symptoms of
toxicity, unexplained acidosis, AKI, hypokalaemia, abnormal glucose, low platelets, DIC
or unexplained ECG changes
Psychological aspects
1) Not all patients need admission and/or a psychiatric opinion, but you must perform a
proper assessment of their psychological status and risk. Use the mental health matrix
to do a self-harm risk assessment. If you have any concerns about the level of risk of
further overdoses, please request a psychiatric opinion (usually via the PES team
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unless it is a Kidderminster patient out of hours)
2) Please try to ensure any patient being discharged from A&E following an overdose is
accompanied by a responsible adult.
3) All children under 16 with deliberate overdoses should be referred.
4) Don’t forget apparent “accidental poisoning” in children can be a form of child abuse
or Munchausens by proxy.
Other
1) Drug screens are expensive and don’t often alter the management, therefore reserve
for exceptional cases.
2) If you suspect an opiate overdose, try an IV dose of Narcan. If 2 IV doses of narcan
have no effect, opiate overdose is highly unlikely to be the principle cause of the coma.
Remember narcan is shorter acting than most opiates so you may require repeat
doses. If you think the patient might end up taking there own discharge, you might try
loading them up with a couple of IM doses!
3) Use of the benzodiazepine antagonist flumazenil can be hazardous, particularly in
mixed overdoses involving tricyclic antidepressants or in benzodiazepine-dependent
patients. Flumazenil should be used on expert advice only. It is not licensed in the UK
for acute overdose. NOT TO BE USED IN MIXED OVERDOSE OR AS A
"DIAGNOSTIC" TEST [BNF, Toxbase]
4) Do not forget iron tablets are potentially very toxic to children. If in doubt whether
they have ingested any they may show up on an abdominal x-ray.
Help for the management of specific poisons can be found on:
www.toxbase.org
Ask nurses for the pass word
Further help can be obtained from:
National Poisons Information Service (NPIS) 0344 892 0111
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Paracetamol overdose: new guidance on the use of intravenous
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 treatment of paracetamol 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 below).
The duration of administration of the first dose of intravenous 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 II, below).

These changes are intended to simplify treatment decisions, minimise allergic reactions and
reduce prescribing errors. They reflect the findings of the Commission on Human Medicines
that risk factor assessment was difficult and inconsistently applied in clinical practice. There
have also been many reports of prescribing and administration errors.
This new guidance will be published in the next edition of the British National Formulary (BNF).
We would therefore recommend that you introduce these changes as soon as possible, and
cascade this information to all clinical staff in your Emergency Department.
Full details regarding the CHM recommendations can be found on the MHRA website
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PARACETAMOL POISONING
There is a chart on the wall in A&E with treatment guidelines. If in doubt, refer to it.
● If the patient presents within 1 hour of overdose administer activated charcoal.
● Determine whether the patient has taken all the tablets at once or whether they were
spaced out over one hour or more (‘staggered’ - see below).
● Within 4 hours:
Only take blood for a paracetamol level at or after 4 hours post overdose. Document
clearly in notes time of blood test relative to overdose.
● Between 4-8 hours
Wait for the blood result before starting NAC.
When interpreting the paracetamol level on the graph be cautious – anything on the line
or near the line (as well as above)
- Methionine (discuss with UK NPIS 0844 892 0111) or Acetylcysteine ORAL dosing
schedule (unlicensed - see Toxbase, discuss with senior). Oral therapy is less effective
than IV therapy, methionine supply is very limited.
● Between 8-15 hours
If the paracetamol blood level result will not be back from the laboratory within 8hours
of the overdose commence parvolex (N’acetylcysteine / NAC). If paracetamol level
returns below treatment line and patients well stop the infusion
● Above 15 hours
Treat immediately and measure paracetamol, U&E, INR, LFT. Complete infusion
regardless of levels (accuracy of graph uncertain after 15 hours)
● Staggered OD ,>75mg/kg of paracetamol has been ingested separated by more than
one hour in a 24 hour period then commence and complete course of parvolex
irrespective of the blood paracetamol level. See next page
Use 110 Kg as a maximum weight for this calculation of risk and dose of treatment

Management of Staggered Paracetamol Overdose in Adults
Managing patents who have taken an excess amount of paracetamol over more than one hour (‘staggered’) requires
careful consideration and clinicians should ere on the side of caution particularly with regard to timings and doses.
The overdose maybe the result of self-harm or non-self-harm eg. treatment of pain (dental) or fever.
Self-Harm: doses consistently <75mg/Kg in any 24hr period are very unlikely to be toxic.
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Non Self-Harm: maximum dose ingested consistently <24hr licensed dose (4g in an adult) and consistently less than
75mgK/Kg over preceding 24hr does not require further assessment.
Patient First has drug charts for N’Acetylcysteine (NAC) prescription already completed without the need to perform
any calculations. Toxbase is available for the most up to date guidance.

Staggered Overdose

Start N’Acetylcysteine Immediately

Y

Box.1.

Nausea
Vomiting
Abdominal pain
Jaundice
AKI
Hepatic encephalopathy
Coma

>150mg/Kg in 24hr
Self-Harm or non Self-Harm
N

Y

>75mg/Kg in any 24hr period for 2 or
more days
Self-Harm or non Self-Harm

Pregnancy &
Obesity
Toxicity Calculation
Obese >110kg - assume
body weight of 110Kg
Pregnancy - assume
pre-pregnancy body
weight
Box 2.

N
Y

>75mg/Kg in any 24hr period and any
symptoms (see box1)
Non Self-Harm

N’Acetylcysteine Dose
Obese - 110mg/Kg IVI
Pregnancy – use actual
pregnant weight

N

>4g but <75mg/Kg/24hr or preceding
2 days
Non-Self Harm AND
Y

any symptoms
(see box1)

Increased Risk of
Paracetamol Toxicity
Phenytoin
Carbmazepine
Barbiturate
Rifampicin
Primidone
St.John’s Wort
Regular excess ETOH
Eating disorders
Cystic fibrosis
HIV
Starvation
Cachexia
Box 3.

●Doubt about dose OR
●Increased risk hepatotoxicity

(see box3)

N

Blood Tests taken at >4hr post last ingestion:
FBC, INR, Paracetamol, LFTS, U&ES, Creatinine, bicarb

N

Continue
(or commence)

NAC
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All the following apply:
● Paracetamol
<10mg/L
● ALT normal
● INR<1.3
● No symptoms (see box 1)

Symptoms &
Signs

Creatinine
normal
Y
N

Re-check
Creatinine in 812hrs

Y

●Discontinue
NAC
●Give PAL
-return if abdo pain /
vomiting

●Suitable for
Discharge

GUIDELINE FOR PREGNANT AND RECENTLY DELIVERED WOMEN
OR PREGNANT WOMEN SEEN IN THE HOSPITAL WITH NON-OBSTETRIC
EMERGENCIES
Introduction
Pregnant women booked for delivery at Worcestershire Acute Hospitals NHS Trust are advised to contact
the Delivery Suite, their community midwife, GP, or the Antenatal Day Assessment Unit or Maternity triage if
they have symptoms which concern them.
However pregnant women do present to the A&E or other emergency department e.g. acute Medical
assessment unit (AMAU) following an accident/injury, domestic violence or with a medical problem.
“All pregnant women attending A & E departments should be seen quickly, by a doctor, and those with
anything other than very minor physical injuries should be seen in conjunction with an obstetrician or senior
midwife”. “Individual obstetric units should develop protocols for the management of pregnant woman who
are acutely ill/collapsed for non-obstetric reasons” (CEMACH 2000-2002)
The obstetric registrar and maternity triage should be contacted ASAP if a patient needs admission.
Always ask and document in the notes about Fetal Movements. If there are any concerns this must
be passed onto the maternity services.
Recommendations from The MBRRACE Report - Saving Lives, Improving Mothers’ Care 2015 state that all
pregnant and postnatal women presenting to the Emergency Department with medical problems should be
discussed with a member of the maternity medical team. This should ensure appropriate investigations and
treatments for pulmonary embolism are not withheld and prophylaxis is prescribed where appropriate.
Details of Pathway: See appendix 3
Worcestershire Royal Hospital: Prior to 16 weeks refer to Gynaecology SHO, who will liaise with
gynaecology inpatient staff or Early Pregnancy Assessment Unit, as appropriate. After 16 weeks and in the
postnatal period refer to Obstetric SHO and Delivery Suite Co-ordinator.
Pregnancy Related Problems
All pregnant women carry their own notes during pregnancy “Pregnancy Notes” All professionals should
ascertain if the woman has these with her, to assist in management of her care.
Initial Obstetric assessment should include:
 Gestation
 Signs and symptoms of labour
 Presence of fetal movements/fetal heart sounds
 Blood pressure, pulse, respiration rate and temperature
 Urinalysis (presence of blood and protein can be a sign of urinary tract infection, but also of ruptured
membranes and proteinuria with raised blood pressure is a sign of pre-eclampsia)
If the woman is over 16 weeks gestation a call should be made to delivery suite and advice will be given as
to whether the woman should go up to the delivery suite or be seen in the Day Assessment Unit or maternity
triage.
The Day Assessment Unit hours are: WRH :08.00 – 20.00 hrs Monday to Friday
If a birth appears imminent, contact the maternity unit coordinator bleep 223 who will arrange for a midwife to
attend A&E immediately. (NB: Delivery Packs are available in the A&E department.)
The on-call Consultant Obstetrician should be informed of all sick pregnant women in the hospital who have
an obstetric problem.
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If the woman is less than 16 weeks gestation, the Gynaecology Registrar should be called to assess the
woman.

All Rhesus negative pregnant women should receive Anti D intramuscularly (250 iu if 12 - 20
weeks and 500 iu if > 20 weeks) if there is a history of vaginal bleeding or abdominal trauma, this
needs to be done within 72 hours.

Apparent Non-Pregnancy Related Problems:
The pregnant woman who presents in the emergency department with an apparent non-pregnancy related
problem, will still need careful assessment of her pregnancy. When assessing these women, remember that
certain serious pregnancy related problems can manifest as other conditions e.g. DVT, pulmonary embolism,
eclampsia.
See appendix 1 for Pathway for pregnant women >16 weeks who present with suspected DVT or PE; If < 16
weeks contact the Gynaecology team via switch board
All pregnant women attending emergency departments with anything other than minor complaints should be
seen quickly. Obstetric on-call team / delivery suite should be informed so appropriate review / follow up can
be arranged.
If a women attending A& E with minor non-pregnancy related complaint requests reassurance for fetal
wellbeing the delivery suite should be informed who will the make the appropriate arrangements.
It may not be necessary for the woman to be seen by the obstetric/midwifery team at that time depending on
the presenting condition, but the midwife may advise an earlier appointment with her own midwife/GP.
If the condition of the woman warrants admission to a medical/surgical ward the Obstetric Registrar and
Maternity Bleep holder must be informed and they will ensure that she is reviewed as appropriate to
monitor the maternal and fetal wellbeing. The Obstetric Consultant should be informed of the admission at
the next opportune occasion. Should the woman require admission to ITU or HDU the Obstetric Consultant
on call should be notified immediately.
Pregnant women who are not booked
Any woman, who presents and is apparently pregnant at any gestation, must be asked if she has booked for
maternity care or has an appointment to be seen for booking. If she has not, the delivery suite should be
informed and the maternity bleep holder will arrange for either a midwife to see her in the emergency
department or for the community midwife to see the woman. If not booked with our trust or out of areas
ensure that safeguarding checks are carried out.
RTA
Any pregnant woman over 20 weeks’ gestation involved in an RTA, however minor, must have an
assessment of fetal wellbeing by a midwife or an obstetrician. If the condition of the woman is serious
following the RTA, a clinical decision will be made by the A&E team on the most appropriate time to inform
the obstetric team.
Postnatal Period
The postnatal periods extends to the 28th day following delivery for midwifery care and up to 42 days
following delivery for obstetric care. Should a mother be referred to the emergency department in the
postnatal period, there should be an initial assessment by the emergency care staff and appropriate
measures taken to address the woman’s symptoms/complaint.
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If the reason for referral, or the women has symptoms of a well-recognised postnatal complication i.e.
thrombosis, postpartum haemorrhage the Obstetric Registrar on call/maternity bleep holder should be
informed. They will see the women in the A&E Department if clinically necessary or advise re the
appropriate action.
If the condition of the woman warrants admission to a medical/surgical ward the Obstetric Registrar and
Maternity Bleep holder must be informed and they will ensure that she is reviewed as appropriate to
monitor the maternal wellbeing. The Obstetric Consultant should be informed of the admission at the next
opportune occasion. Should the woman require admission to ITU or HDU the Obstetric Consultant on call
should be notified immediately.
Place of Admission
If the postnatal mother (with baby) needs admission for maternal complication, the place of her admission
needs to be assessed carefully. The patient must be admitted in an appropriate ward after discussion
between The Consultant Obstetrician and Maternity Bleep holder. If the postnatal mother (with baby)
requires admission to ITU/HDU the baby needs to be cared for by the family. In individual circumstances
where this is not possible the on-going care for the baby must be discussed with the neonatal unit.
Maternal Deaths
We have a statutory requirement to report all Maternal Deaths up to 1 year following birth, miscarriage or
termination of pregnancy irrespective of the reason for that death. The maternity service will co-ordinate all
reporting to MBRRACE. If a woman meets this criteria, the maternity bleep holder must be informed and she
will make the necessary arrangements for reporting. See protocol for Maternal Death in treatment pathways

Appendix 1 Pathway for pregnant women >16 weeks who present with suspected DVT or PE
(If < 16 weeks contact the on call Gynaecology team via switch board)
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EMERGENCY CONTRACEPTION IN THE ED
Post-coital contraception may now be purchased “over-the-counter” but costs £25 !!
Patients should be given the same advice whether or not you prescribe it for them or
refer them to a local pharmacy. However, there is evidence that it is more effective if
commenced as soon as possible. Therefore if the pharmacy is not open at the time that
the patient attends A&E, the patient should have it prescribed within A&E.
The A&E department stocks levonelle-one step as emergency contraception Please
note that this may be prescribed for girls under sixteen without informing their parents
provided they are deemed to be “Gillick competent.” Inside the pack of tablets is a
patient information leaflet, which the patient should be encouraged to read fully before
taking the tablets.
The pack contains 1 tablet:
 It tablets should be taken as soon as possible after unprotected sex (within 72
hours)
Before prescribing emergency contraception CHECK:
1. The patient is not pregnant already
2. Patient does not have any of the following:
 abnormal vaginal bleeding of unknown cause
 history of migraine
 history of acute porphyria
 history of liver disease
 history of DVT/ thrombosis
 history of diabetes
 history of hypertension
A common side effect is N&V. Advise the patient to return to A&E if they vomit within 2
hours of either tablet. They should then be given a repeat dose with an anti-emetic such
as domperidone.
Advise patient to attend GP after 3 weeks for a pregnancy test or before if:
 next period is more than 7 days late
 abnormal bleeding +/- abdominal pain
Advise patient not to have unprotected intercourse again before next period and to
seek advice from the GP or family planning clinic re: regular contraception.
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Suspected Sexually transmitted disease
Consider in cases of genital ulceration / sores, or in urethritis
It is important that cases of potential sexually transmitted diseases are appropriately
referred and investigated.
If treatment cannot wait until GU appointment, make glass slide of discharge and dry
in air before commencing doxycycline. Advise patient to take slide to clinic.
The special clinic in Worcester is in Aconbury
Telephone 01905 351601
Opening hours
Mon 13.30 – 19.30
Tues 08.30 – 16.30
Wed 08.30-12.00
Thurs 13.30 – 19.30
Fri 08.30 – 12.00
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Post Exposure Prophylaxis for HIV following Sexual Exposure
In hours patients presenting to the ED should be referred immediately to the John Anthony Centre clinic. The use of
Post Exposure Prophylaxis following potential exposure to HIV is only recommended where the individual presents
within 72 hours of exposure and it needs to be given AS EARLY AS POSSIBLE.
All recommendations are for either unprotected sexual exposure or where condoms have failed. Risk of transmission
is dependent on many factors including type of sexual exposure, geographical considerations and other risk factors
such as IVDU, blood transfusions.
High prevalence groups are Men having sex with men (MSM), heterosexuals from sub-Saharan Africa (particularly
females), IVDUs from London
Transmission of HIV is also increased if there is a high viral load (eg. Primary HIV), genital ulcer disease, genital trauma
and presence of other sexually transmitted illness (STI).

Has the patient been a victim of Rape ?
Yes, use Column A to decide
whether PEP is needed

No

Is the Source individual known to be HIV
positive ?

No / Not known

Source individual HIV status unknown but
from high prevalence HIV area or group

?

No

A
B
TYPE OF EXPOSURE
R
R
Receptive anal sex
R
C
Insertive anal sex
R
C
Receptive vaginal sex
R
C
Insertive vaginal sex
C
NR
Receptive oral sex with ejaculate
C
NR
Splash of semen to eye
NR
NR
Receptive oral sex without ejaculate
NR
NR
Oral sex (male on female)
R
C
Sharing of injecting equipment
NR
NR
Human bite
R – PEP Recommended
C – Consider, D/W on-call micro / GU / ID consultant
NR – PEP NOT recommended

Any sexual assault resulting in injury to
genital tract or anus?
Yes, use Column B to decide
whether PEP is needed
No

Source is not from group or area of high
prevalence, HIV PEP is NOT
recommended

What to do if HIV PEP is NOT
Recommended
Reassure patient, address any concerns
regarding pregnancy, give patient
telephone number (0300 123 1731) and
directions for the John Anthony Centre.
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What to do if HIV PEP is Recommended
• Act swiftly, this is time critical therapy.
Ensure you have accurate times and it is within 72 hrs of
potential exposure.
• Perform urine βhCG on all females if pregnancy is
possible.
• Take a Drug and Allergy history
• Contact the on-call microbiologist/GU medicine/ID
consultant.
• PEP packs contain patient advice leaflet
• Consultant Micro/GU/ID will arrange follow-up for the
patient.

THE MANAGEMENT OF P.V. BLEEDING AND OBSTETRIC
EMERGENCIES IN A&E
Note: We receive an excellent service from the obs and gynae department. Any
pregnant women involved in trauma or otherwise giving cause for concern regarding
the pregnancy should be referred to the gynaecologists or labour ward (if greater than
approx 20-22 weeks pregnant) for further assessment and CTG if necessary.
Spontaneous abortion
Threatened miscarriage: vaginal bleeding through closed os
Inevitable abortion: cervix dilated or passing products of conception
Do not do pv examination if you have already made the decision to refer, unless
bleeding heavily
If shocked with low BP and bradycardia do pv to exclude products at os etc. and
remove with sponge forceps ASAP
Patients must be given anti-D prior to discharge, if rhesus negative, and
bleeding or trauma beyond 12 weeks gestation.
If bleeding very heavily, then resuscitate and consider ergometrine 500microgram IV.
Ectopic pregnancies
All women of child bearing age presenting to A&E with abdominal pain, pv bleeding
or shock of unknown cause should have the diagnosis of ectopic pregnancy excluded,
especially if associated with syncope
Remember:
Usually approx 6-12 weeks pregnant. Usually pain with pv bleeding.
Frequently a more chronic or atypical history. May not have history of missed period or
may be light / irregular bleeding.
Negative pregnancy test does not exclude ectopic. (Remember false negatives)
Do not accept denials of pregnancy especially in young girls. If suspicious, ask patients
permission to perform a pregnancy test.
If suspected ectopic, but not shocked, take bloods for FBC, serum BetaHCG and Group
and save and refer gynae SHO (consider rhesus status)
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WRH ED Management of Patients with <20/40 PVB or Non-Pregnant PVB

Cardio Vascular
Instability
(See box 1)

YES

Not known to be
pregnant
Urine
ᵝhCG

Requires ED
doctor review
within 30
minutes

NO

Pos+

known to be
pregnant
previous scan
confirmed not
ectopic
pregnancy?
NO
YES

Neg-

Consider;

Cannula
Bloods (incl.
ᵝhCG)
IV fluid
O2
Pregnancy
test
Resus /
Majors
URGENT
Gynae referral
(Reg and, if
not available,
Consultanton-call) after
ED
assessment
Consider PV
examination
and possibility
of cervical
shock
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not pregnant
CVS stable
blood loss
assessed as
not heavy
Needs ED
Doctor
assessment
Then decision
about discharge
or referral.

Cannula
Bloods
GAU
admission
after referral to
Gynae team
GAU for
assessment
Cannula and
bloods not
necessary

BOX 1
Any abnormal
physiology or
heavy PV blood
loss
●HR >100 or <60
●BP < 100
MMHG
●NEWS >4
OR
Heavy PV blood
loss confirmed
(See box 2)

BOX 2 Box 1
Assessment of
PV blood loss
Consider blood
loss heavy if:
●Constant trickle
●Clots (actively being
passed)

●On-going regular
pad changes

Criteria for transfer of patient to GAU to await assessment

● Suitable presenting condition (PVB)
● CVS stable
● Cannula and bloods performed if indicated
● Any blood loss assessed- (constant trickle / clots being
actively passed / on-going regular sanitary pad changes).
● Pregnancy status ascertained
● Analgesia + IV fluids administered indicated
● Case discussed with senior ED doctor prior to transfer if any
concern about appropriation or safety of transfer.

If shocked and exsanguinating:
 ABC
 Contact gynae registrar directly
 Contact anaesthetist and theatre
 Give oxygen and IV crystalloid
 FBC and cross-match 4 units
Ante-partum haemorrhage
Any patient presenting at 24+ weeks should be transferred directly to labour ward.
Discuss with midwives prior to transfer.
Resuscitate first if necessary.
Never perform a PV in A&E until placenta praevia has been excluded as you may
precipitate torrential haemmorhage.
Pre-eclampsia and eclampsia
Usually present at 28+ weeks but upto 6 weeks postpartum
Pre-eclampsia: hypertension, proteinuria +/- oedema
Eclampsia: progresses to fitting and may therefore present to A&E
Fits should be managed by normal resuscitative measures (oxygen, airway, BM) as
well as magnesium sulphate IV 4g over 10 minutes
Consider benzodiazepine in addition
May need labetolol to lower BP if greater than 110mmhg diastolic (20mg IV over 5
mins)
Contact obstetrics / anaesthetist with a view to urgent delivery of foetus
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Acute PID/Salpingitis
Minimum criteria of lower abdo pain, adnexal tenderness and cervical excitation.
May present acutely with fever, deep dyspareunia, vaginal discharge
Management:
 Do not treat blindly with antibiotics!
 Remove IUCD if present (after checking when last had sexual intercourse. If within
last 7 days will lead to risk of pregnancy)
 Send high vaginal swab for culture and urethral and endocervical swabs for
chlamydia and gonococcus.
 Exclude pregnancy and other causes of pain.
 If able to go home treat with ofloxacin and metronidazole (both 400mg orally b.d. for
2 weeks).
 Make sure the patient is appropriately followed up, preferably in the special clinic or
alternatively by their GP.
 Admission required if acutely unwell, pregnant, cannot exclude surgical cause or
poor response to treatment / concerns re: compliance
 Remember contact tracing is of paramount importance.
The management of pv bleeding in the non-pregnant patient
 Exclude pregnancy!
 Exclude local genital or cervical lesion
 For simple menorrhagia, tranexamic acid (1g qds) will reduce the blood flow until
review can be arranged by the GP or gynae OPD. Do not use if history of
thomboembolic disease.
 Norethisterone 5-10 mg tds should stop the bleeding associated with anovulatory
cycles.
If history assault/rape then the police surgeon should attend (with the agreement
of the patient.

Adult and Childrens Sexual Assault Service: They will deal with everything from
forensics, STD counseling etc
The Glade, Bransford, Worcestershire, WR6 5JD
Email: pSASWestMids@uk.g4s.com.cjsm.net
www.bhamcommunity.nhs.uk/PSAS
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COMMUNICATION IN THE ED
Communication is the process by which information, ideas or feelings are exchanged
using both verbal and non verbal messages. It is an essential part of every health care
workers role and to do our jobs well we need to communicate effectively.
The topic of communication in healthcare has been widely researched and the
beneficial effects of good communication have been clearly demonstrated. The
provision of clear information and understandable explanations on admission to
hospital and prior to medical procedures have been shown to reduce pain, anxiety and
the side effects of treatment.
Unfortunately we do not always communicate with our patients and colleagues as well
as we should. Poor communication or communication breakdowns are a common
theme running through many complaints received by the department.
There are four points during a patient’s visit to the A&E department when good
communication is particularly vital. These are:
Initial assessment
Examination
Treatment
Discharge
Initial Assessment
It is good practice to:
Introduce yourself to the patient
Always address patients by their proper name- unless they ask you not to do so.
Explain clearly what you are doing and what will happen next.
If appropriate/necessary offer to contact relatives or friends
Examination
It is good practice to:
Introduce yourself to the patient.
Listen while the patient tells you why they have attended A&E and describes their
injury/illness.
Ask if they want a chaperone and document in the notes their answer: see later about
SOP concerning chaperones
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Explain simply and clearly your diagnosis, any investigations required and your
proposed treatment.
Involve the patient in your decision-making and check that they are in agreement with
your treatment plan.
Give the patient the opportunity to ask questions.
If the patient does not agree with your proposal they should be given the opportunity to
discuss alternative treatments available.
If treatment is refused the patient should be informed of the consequences of nontreatment.
Treatment
It is good practice to:
Introduce yourself to the patient.
Always explain what you are going to do before you start any treatments.
Ensure that the patient agrees to the proposed treatment plan.
Give the patient the opportunity to ask questions.
Discharge
Prior to discharge ensure that the patient understands:
How to manage his injury/illness.
When / where to attend for follow-up.
What to do if the problem does not resolve.
It is good practice to:
Reinforce verbal treatment information with written advice sheets.
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Standard Operating Procedure Chaperones
This policy applies equally to male and female patients. A chaperone should:
a. be sensitive and respect the patient’s dignity and confidentiality

b.
c.
d.
e.

reassure the patient if they show signs of distress or discomfort
be familiar with the procedures involved in a routine intimate examination
stay for the whole examination and be able to see what the doctor is doing, if practical
be prepared to raise concerns if they are concerned about the doctor’s behaviour or actions.

In the absence of specially trained chaperones then members of the ED nursing team are able to perform
the chaperone role, including Health Care Assistants. Student nurses and doctors may also act as
chaperones as long as they are familiar with the examination / procedure being undertaken.
The choice of sex of the chaperone should be one that the patient is comfortable with.
A chaperone cannot be a member of the patient’s family.
A chaperone should be offered before every intimate examination (breast, genitalia and rectum) as well as any
examination that takes place between the clavicle and knees. In patients who are especially vulnerable (eg. previously
been the subject of abuse) then consideration should be given to offering a chaperone for any examination. The
closeness of a fundoscopic ophthalmic examination should not only prompt a prior explanation of the procedure but
also the offer of a chaperone.
All patients attending the ED should be given a leaflet informing of their right to request a chaperone should they wish
one.
A patient’s wish to have a chaperone should be respected and every effort should be made to find one unless delay
will adversely affect their care, in which case the patient should be informed of this and clinical judgement used as to
whether to proceed or not with the examination depending on the threat to life or limb and the patient’s mental state
(in practise these patients are likely to have a nurse with them) .
A patient’s wish to decline a chaperone should be respected, however if this is for an intimate examination then the
clinician may feel it is their own interests to have a chaperone present, in which case this should be discussed with the
patient.
A senior member of the ED team should be consulted if the assessing clinician is unhappy to proceed with an
examination without a chaperone despite the patient’s stated desire not to have a chaperone.
The offer of a chaperone should be recorded in the ED notes as well as the patient’s response. Where appropriate,

the name of the chaperone should similarly be recorded and the patient should be informed. If a chaperone
was present for only part of the examination (eg.rectal) then this should be recorded.

Bad news is any news that drastically and negatively alters the view of the future.
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BREAKING BAD NEWS
Breaking bad news is an important part of every healthcare workers role and in order
for it to be done well it needs experience and expertise.
While working in the A&E department you will be exposed to many situations where
you will be charged with this responsibility. In particular you will be dealing with sudden
life-threatening illness, major trauma and bereavement.
As a general rule bad news should, whenever possible be given face-to face. If this is
impossible because the relatives live miles away make use of the local police force.
Contact with a sympathetic police officer is usually better than an unexpected telephone
call from an unknown hospital. There may be times when a telephone call is
unavoidable and in these circumstances an experienced nurse or doctor should make
the call.
Who should break the news?
There are no hard and fast rules but ideally it should be the doctor who certified death,
together with the nurse who has been looking after the relatives.
Advice for the news breaker
Prepare yourself before going to see the relatives. Think about what you are going to
say before you go into the relative’s room.
Take someone with you – usually there will be a nurse who has been dealing with the
relatives.
Check what the relatives already know.
Introduce yourself and confirm that you are talking to the correct relatives (mistakes
have happened in the past)
Sit down so that you are at eye level with the patient’s closest relative.
Look at the person you are talking to – be honest, direct and come straight to the point.
If the patient has died warn the relatives that you have some very bad news and then
tell them what has happened using the terms, death or dead. If death is imminent do
not raise false hopes of recovery.
After breaking bad news – allow a period of silence for them to absorb the facts.
Be prepared for a variety of reactions, which may include acute distress, denial, anger,
guilt and numbness.
Do not rush out of the room but be prepared to spend time with the relatives.
Give the relatives the chance to ask questions.
Be honest, sympathetic and non-judgmental.
Avoid useless phrases or platitudes.
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Do not be afraid of periods of silence.
Offer the relatives the opportunity to see the body.
Offer some tea!
Religious issues
Remember to use the services of the hospital chaplain.
If the person who has died belongs to a minority ethnic group find out what procedures
need to be followed after death. There is an information folder in the sisters office and
there are on-call contact numbers for all religious faiths in the on call folder in triage.

This has been intended to help improve communication within the department, for more
information on the management of sudden death please see the department
operational policy.
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DEATH POLICY
IN HOURS
NURSES
DOCTORS
Complete Sudden
Complete coroner’s form
death check list –
on PF
separate list for adults additionaldocumentation.
and children
Give to receptionist to email
Contact GP
Ensure fax sent
Complete details in
death book

Consider contacting
police if ? not natural
death/suspicious
circumstances/related
to illegal drugs/child
death
Offer religious
support to family
Give family trust
bereavement booklet
Complete datix form
for all child deaths
Complete and send
notice of death slips
to heath records and
bereavement office

Ring the coroner ‘s
officer to discuss the
death

OUT OF HOURS
NURSES
DOCTORS
Complete Sudden
Complete coroner’s
death check list –
fax
separate list for adults
and children
Contact PCC

Ensure fax sent
Complete details in
death book – Lyn
Green to contact
coroner on next
working day

Consider contacting
police if ? not natural
death/suspicious
circumstances/related
to illegal drugs/child
death
Offer religious
support to family
Give family trust
bereavement booklet
Complete datix form
for all child deaths
Complete and send
notice of death slips
to heath records and
bereavement office

Families should be given a card with the ED secretaries numbers so that they can ask
to talk to a consultant if they should wish to do so.
Concider organ donation: all the 4 following are present in a patient
a)
b)
c)
d)

GCS 3
Intubated
Planning withdrawal of treatment
Relatively stable
Note: age is not an absolute contra indication

Call Specialist Nurse for Organ Donation on 07659180773. They will approproach the family if
appropriate.

Concider tissue donation: Ask the family if the patient was on the donor register. If so phone
08004320559 with details including relatives phone number. The call centre will phone back and get
verbal consent to have the eyes removed for corneal grafts within 4 hrs. They will organize everything
else.
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COMMUNICATION WITH OTHER DOCTORS
Patients who are handed over to other doctors are more likely to have clinical incidents.
A good system to use is SBAR.
Situation:
Who you are, The patients name age and location.
Presenting complaint.
Background
A very brief focused history.
Assessment
Observations and positive findings
Recommnedation What you want the doctor to do.
SBAR is also an excellent system to use when referring patients to specialties or
discussing a case with a senior.
Once a patient has been referred to a specialty they cannot refer them back to
the ED even if think that an alternative specialty needs to review the patient
See next page.

To promote good quality patient care we have a departmental policy of: “Respectful
Challenge”. This means all staff what ever grade must be open to questioning of their
decision by anyone of any grade. However, this must be done in a respectful and
courteous way.
Effective incommunication works better when there is kindness rather than
shouting or anger.
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WORCESTERSHIRE ACUTE HOSPITALS NHS TRUST

Policy on Referral and Acceptance of Patients from the Emergency Departments

1. If a patient attending the Emergency Department (ED) requires admission, the patient will be referred by
ED team to the appropriate specialty – this will normally be determined by the provisional diagnosis.
2. The first specialty team that is asked to see the patient can only discharge the patient home from the ED
(if appropriate) if seen by a senior clinical decision-maker (registrar or consultant level) from that
specialty.
3. Where a subsequent opinion or takeover of care from another specialty team is required, this will be
requested by the first specialty team, who after assessing the patient, will remain responsible for the
patient’s care until the other team has agreed to take over the patient’s care. Patients will not be
bounced back to the ED team if the first specialty team feels that transfer to another specialty would be
more appropriate.
4. Patients can be seen in the ED by the specialty teams and a decision should be made regarding
admission or discharge from there within 1 hour of referral. However, if the patient is clinically stable, or if
there are unnecessary delays from the in-patient teams, the ED team can admit patients directly to the
speciality wards / assessment units. The formal ‘clerking’ of these patients can then occur there in the
same way GP referrals are dealt with.
5. During Out-of-Hours, if the ED is busy and several patients are waiting to be seen by the ED team, those
patients who will obviously need admission can be referred directly to the appropriate specialty team by
a senior clinical decision-maker (registrar / middle grade or consultant level). The triage nurse in the ED
can also ask the Hospital at Night Nurse Practitioner for assistance from the duty specialty junior doctors
in assessing and discharging ED patients.
6. Any delays from the specialty teams in responding to ED referrals will be acted upon as per the
escalation policy.

Dr S Vathenen
Divisional Medical Director – Emergency Care Division
Dr S Digby
Divisional Medical Director – Elective Care Division
Dr C Ashton
Medical Director
July 2010
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INFECTIOUS DISEASES/NOTIFIABLE DISEASES
A copy of the Hospital infection control manual is kept in the sisters office in A&E, You
should familiarise yourself with its contents.
It deals with the following areas:
 Disinfection policy
 Isolation policy
 Notifying infections
 Major outbreak plans: food poisoning or communicable diseases.
 Policy to prevent the spread of HIV and Hepatitis
 Guidelines for the control of meningococcus in the hospital and community.
 Management of MRSA
 Special departments (theatres/ICU)
 Management of Clostridium Difficile
 Parasite policy
 Needlestick/innoculation injury management
The diseases listed below, whether suspected or confirmed are notifiable to the Proper
Officer (Dept of Public Health). The doctor who diagnoses the patient is
responsible for notification.
Acute encephalitis
Paratyphoid fever
Acute meningitis
Plague
Acute poliomyelitis
Rabies
Anthrax
Relapsing fever
Cholera
Rubella
Diptheria
Scarlett fever
Food poisoning
Small pox
Leprosy
Tetanus
Leptospirosis
Tuberculosis
Malaria
Typhoid fever
Measles
Typhus fever
Meningococcus septicaemia
Viral haemorrhagic fever
Mumps
Viral hepatitis
Opthalmia neonatorum
Whooping cough
Yellow fever
Notification certificates are kept on ward 12 and the paediatric ward. Forms should be
returned to the Dept of Public Health.

298

Medical Students
From time to time we have medical students in the dept. Please make them welcome.
3rd year students are only here for a half day and just shadow someone in the
department. It is best if they spend their time in the minors area. Please explain what
you are doing and why.
5th year students have an initial half day to see what goes on in the department and
are then expected to see patients themselves, write the history and examination in the
notes, and then present the patient and suggest a management plan. You must
confirm the key history and examination findings with the patient and go through the
management plan with the patient and the student. Make any additions to the notes
that are required and then countersign them. You do not have to rewrite a whole set of
notes. The patients care is still your responsibility.
Please note that the students should not undertake intimate examinations nor should
the medical student be giving the patient any advice about their treatment.
All medical students may undertake certain procedures such as taking blood, putting in
cannulae, provided they have their clinical skills passport previously signed to confirm
they have been trained to undertake the procedure. Do not pressure them into
undertaking skills or procedures which they do not feel confident to undertake.
Please remember they are here to learn, and help them make the most of their time in
A&E
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