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Introduction
The aim of this SOP is provide an overview of the management of patients on presentation
to the Emergency Department at Worcestershire Royal Hospital.
The document covers each of the individual operational areas within the Emergency
Department.

Scope of this document
The standard operating procedure covers the Emergency Department only. Separate SOPs
are in place for each of the Emergency Assessment Units at WRH.

Responsibility and Duties
Implementation of the policy is the responsibility of the Chief Operating Officer and Divisional
clinical and management teams with responsibility.
Approval Process
The approval process is completed by the ED team initially. The process is led by the
Clinical Lead and Matron. The SOP is drafted and agreed by the ED senior team. The
senior team includes Consultant, Nursing and Managerial staff. The initial draft is the shared
with the division for sign off. The committee that completes the sign off is the Medicine
Divisional Management Board (DMB). DMB are responsible for overall sign off and
ratification of the SOP
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Appendix 1 - WRH ED SOP Minors (11 November 2016) DRAFT
INTRODUCTION
This policy does not cover the use of the Isolation Room in the event of it being needed for
an ‘infected case’, – please see separate policy
It is accepted that the term ‘minors’ is a wholly inappropriate description of the patients in the
emergency department who neither fit into the Resus stream or into the trolleyed area within
the department, however operationally ED is still often thought of in terms of ‘majors’ and
‘minors’. The aim of this policy is to describe which patient groups should and should not be
streamed to the ambulatory area within the Minors foot print and the resources which are
required to operate that stream. Triage is considered in a separate policy.
Staffing
24/7
ED Doctors
GPs
HCA to

‘minors’ SN supported by a HCA at peak times
variable with the intention of a nominated doctor 09-24:00
variable as part of a pilot 14:00-22:00 which should include
support the GP.

Performance Standard
All patients seen and discharge / admitted within 4hrs of arrival in the ED
PATIENT FLOWS
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Ambulatory Area Stream
This stream should aim to see patients who are ambulatory and well enough to wait in the
waiting room and not require a trolley for initial assessment and treatment. The stream will
consist of minor illness, primary care cases (when GP absent from the department) and
ambulatory ‘majors’ cases but not minor injury cases ( as these are seen by ENPS) or
patients suitable for streaming directly to the Ambulatory Emergency Care unit .
The ‘Ambulatory Area’ stream should ideally operate independently of both the majors
stream and minor injury streams (run by ENPs from consulting rooms 1, 2, 3). It is important
that the ‘minors injuries stream has free flow and is not ‘clogged up’ by either majors’
patients or specialty expected patients or patients from the ambulatory area.
The ambulatory area stream will run out of the treatment area in minors, utilising the
treatment room, treatment area as well as GP consulting rooms when available. The stream
cannot be used unless there is a trained nurse assigned to the area who will be working both
in minors and the ambulatory area as well as a designated doctor. When a GP is working in
the department there will be a degree of interplay between which patients are suitable for the
primary care stream and which for the ambulatory area (more likely to require extended
investigations and treatments)
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Patients suitable for the Ambulatory AREA will be:
 Ambulant
 NEWS score <5
 Requiring extended investigations and treatments e.g. IV fluids, IV antibiotics prior to
discharge
 Children in the absence of a paediatric cubicle
Patients not suitable for the Ambulatory AREA include:








NEWS score >4
Requirement for oxygen therapy, variable rate infusions
Any condition that has the potential to rapidly and severely deteriorate
Any condition where vital signs monitoring of more than 2hrly frequency is required
Infected cases such as diarrhoea and vomiting
Any case which is likely to require admission – must be moved to the trolleyed area
of the department
Specialty teams are only permitted to clerk patients in the ambulatory area when
asked to do so by the Nurse Coordinator, in exceptional circumstances. As a matter
of routine, this must be done either on the appropriate assessment unit or another
area of the emergency department

Those presenting with the following symptoms:























Diarrhoea / vomiting
Alcohol intoxication
Seizure
Collapse and any abnormality of BP, HR, ECG, BM or oxygen saturations.
Non-traumatic Chest Pain with any ECG abnormality
Weakness arm / leg / face
Short of breath
Abdominal pain
Coughing / vomiting blood
Testicular pain
Poisoning
Anaphylactic reaction (excludes simple allergy)
PV bleed / miscarriage with any abnormality of BP, HR or a positive pregnancy test
Rectal blood
Possible fracture femur
Possible dislocation elbow / knee / ankle / hip
Arrival in collar and blocks around neck
Unable to pass urine
In labour
Significant mental health issues
Stridor
Uncontrolled epistaxis with any abnormality of BP or HR.

The Role of the Ambulatory Area Nurse
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Co-ordinate the minors area, including highlighting assessment delays (ED and
specialty) to the shift co-ordinator

Version








Liaise with the ED co-ordinator
Work flexibly with the triage nurse
Undertake any necessary treatments or investigations
Vital signs and analgesia assessments
Review Clinic
Supervise the minors HCA and GP HCA when these are present.

Review Clinic Role



Ensure notes and patient list available together with consulting area and computer
access
Check patient list for those patients who may require removal of dressings or plaster
prior to being seen

James France, Consultant Emergency Medicine (A&E)
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Appendix 2 - WRH ED SOP Triage
Introduction
The aim of this policy is to describe the flow of patients once they have self-presented via
the main entrance into the Emergency Department. Triage is the rapid assessment of these
patients to identify the order of priority based on their presenting complaint. This will ensure
patient safety regarding:
Staffing
 Reception – reception is covered twenty four hours a day, seven days a week by
variable amounts of staff dependant on the time of the day
 Triage nurse – a senior staff nurse with extra skills in assessment. Including x-ray
requesting, medication administration via agreed Patient Group Directions (PGDs).
Twenty four hour cover, seven days a week
 Minor’s nurse – to act as a second triage nurse in times of patient number surges. To
ensure flow is maintained through the minor’s areas. Assisting the ED doctors and GPs
with treatments as required. Twenty four hour cover, seven days a week
 Emergency Nurse Practitioner – 2-3 ENPs provide a service from 0800-0000 seven
days a week. Variable numbers of ENP’s are on duty dependant on the time of day. At
the beginning and end of each day there will be 1 ENP on duty. They will
see/treat/discharge patients that present with minor injuries that are within agreed
guidelines
 ED doctors – variable depending on need. A doctor is always identified to work within
minors to see the patients that the ENP team are unable to see
 GPs – Current pilot into service being provided. Current hours are variable but cover
1000-2200 at the weekends
Quality indicators
Triage/Initial assessment occurs after registration with reception staff
All patients that present to the Emergency department will be triaged within 15 minutes of
their arrival. It must be remembered that the national standard is set for ambulance
attendances.
Patients that present with a minor injury are seen and treated by the Emergency Nurse
Practitioner team.
70% of minor’s patients to be seen and discharged within 2 hours.
All children under 18 should have a weight documented. The child protection register and
the missing child register should be checked for all children attending.
All patients with mental health problems should have the mental health triage document
completed
Patient Journey
 Patient approaches the reception desk, and provides the reception staff with the
patient’s details and presenting complaint. This information is used to book the
patient onto the patient first system utilised by Worcestershire Royal Hospital
Emergency Department
 Patients that present with chest pain or symptoms of a stroke are subject to the initial
recognition algorithm ( insert red flag)
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The triage nurse will assess patients within 15 minutes of their arrival to establish
their priority status. They will use assessment tools such as baseline observation
recordings to calculate NEWS/PEWS score, X-ray requesting, ECG recordings etc.
To ensure the triage nurse is available at all time’s prolonged assessments such as
ECGs should be performed by the minors nurse
The triage nurse should administer medications where appropriate via agreed Patient
Group Directions. Analgesia should be administered for all patients that present in
pain or clear documentation that the patient has declined
All children under 16 should be weighed. A set of scales in the triage room will
ensure this can be done. Paediatric patients are highlighted with a date sticker on
the right hand side of the card
The ENP’s will closely monitor the triage queue and will aim to all the patients that
assessed within 15 minutes and employ see and treat when workload permits and 15
minutes not compromised
The minor’s nurse/ENP will revert to the second triage room at times where there is a
surge of patients self-presenting to the department to ensure all patients are promptly
triaged
The triage nurse should print off the appropriate set of notes for the patient e.g. child,
adult, over 65, eye. Additional documentation is available on the drop down
selections such as mental health matrix, stroke assessment, and head injury. The
triage nurse should familiarise themselves with the options available
The triaged patient will highlight for the Nurse Practitioner, ED Doctor or the GP
stream. This can be done by placing patient notes into relevant trays for all
Practitioners (Nursing and Medical) to collect. They will be allocated to the
appropriate box on the patient first whiteboard

Patients will be asked to sit in one of the zones in the waiting room (streaming of
illness/injury /zones to be confirmed post expansion)
 Patients in the waiting room are advised to return to the triage nurse if their
symptoms worsen or change. If appropriate the triage nurse can liaise with the nurse
in charge to transfer the patient to majors/trolley
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Appendix 3 - WRH ED SOP Paeds and Paeds waiting area
Physical layout
The Paediatric area will consist of a zoned waiting area with separate play facilities for very
young children and a quieter area for adolescents, and three Paediatric cubicles, as shown

Staffing
A nurse should be allocated to the Paediatric area 24/7, ideally with enhanced Paediatric
skills.
Patients may be seen by the ED doctors, ENPs or a GP working within the ED depending on
their presenting complaint.
Operation
This area is for the use of children and young people up and including the age of 17 years.
This area should not be used for children and young people who are unwell enough to
require resuscitation facilities.
Children arriving by ambulance who do not need to be seen in Resus may be taken into the
Paediatric cubicles for assessment and treatment.
Self-presenting paediatric patients, once triaged, will be directed to the appropriate waiting
area or taken into a cubicle if it is not appropriate for them to remain in the waiting area.
There will be a nurse allocated to the area who will be responsible for any treatments and
repeat observations that are needed. Patients and their parents will be advised to let the
nurse know if their condition changes while they are waiting to be seen.
Paediatric patients presenting with minor illnesses or injuries may be called through and
seen in one of the minor’s cubicles. Patients who are likely to require admission or a short
period of observation to allow safe discharge should be seen in one of the Paediatric
cubicles to preserve the flow of the minors area.
The security doors for entry to and exit from the Paediatric area should be kept closed at all
times.
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Appendix 4 - WRH ED SOP Seminar room
This room is intended for educational and multi-disciplinary meetings of the ED staff and
should not be used for other purposes.
Bookings for the room will be made via the ED secretaries who will monitor its use.
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Appendix 5 - WRH ED SOP SIAN Ambulance off load
Introduction
Our aim is to provide a robust service that facilitates the initial assessment of all patients
arriving by ambulance to the Emergency Department within 15 minutes. Therefore we have
identified a need for a robust process facilitating initial assessment that fulfils:



The 15 minute target for WRH to obtain handover from WMAS; set by the CCG’s and
Commissioners and measured as a national performance standard
Time to Initial Assessment (TTIA) of less than 15 minutes by a clinician; an Emergency
Access Standard (EAS) set to ensure patient safety and early prioritisation of those most
in need. We currently report this performance to the CQC on a weekly basis.

Staffing
Essential (24/7)


An experienced A&E Nurse will be the senior initial assessment nurse (SIAN)
Available Band 2/3 Healthcare Assistant to assist with ECG’s
 Receptionist trained in use of WMAS Safe Triage & Patient First patient registration
Desirable


To be managed as per available staffing whilst current ED Expansion recruitment
process underway
 A band 2/3 Health Care Assistant, allocated as SIAN HCA to assist SIAN Nurse
 Porter to manage available trolleys and transfer of patients to appropriate areas of
department – inclusive of x-ray
 Consultant or Senior Clinician – to assist in facilitation of rapid assessment
process signposting to appropriate speciality and organising further investigations
The role of the SIAN will be to ensure ambulance crews are released on CAD within
15minutes and ensure that each patient has an initial assessment within 15 mins of
registration on patient first by an ED receptionist.
Process
15 minute time to WMAS release
 The patient arrives by ambulance and is transferred onto either a trolley or
wheelchair depending on clinical condition.

Any patients requiring resus or pre-

alerted will be taken directly to resus


Crew member (driver) books patient into WRH at reception



A verbal handover occurs between WRH and WMAS (attendee)



The Patient Record Form (PRF) or Electronic Patient Record Form (ePRF) is signed
by WRH.



The PIN uniquely allocated to each patient case is entered into the CAD system. It is
the responsibility of the SIAN team to ensure this is completed promptly

TTIA (Time to initial assessment/triage)
 WRH (SIAN) receives verbal handover from WMAS and signs PRF – this is TTIA
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The patient record will appear on Patient First following their registration by
receptionist and triage documentation will be inputted and printed generating ED
Notes on a computer within the SIAN area.



Nursing Documentation Bundle commenced, first page completed including
sepsis screen



Full set of observations carried out – documented in both bundle and front of
CAS notes.



If necessary ECG undertaken – only when required if the ECG is likely to
influence immediate patient treatment or triage decision.



Where appropriate radiology (XRAY) requested



Patient streamed to appropriate area of department dependent on clinical need.



Triage category assigned



EPRF to be printed for each patient

When the corridor has 10 patients with 2 corridor nurses or 5 patients with 1 corridor nurse
the SIAN will continue to assess the next two attendances to the trolleyed areas
(e.g. WMAS, main triage) and keep clinical responsibility for them until the ED co-ordinator
has found cubicles for these patient or they are transferred to the care of the corridor
nurse. It is accepted that whilst this will help maintain the 15mins triage time for these two
patients, the extra responsibility taken on by the SIAN may make it difficult for subsequent
attenders to the WMAS cohort area to be jointly assessed in a timely manner. The area has
2 emergency call buzzers.
Environment
At time of document the SIAN process occurs beyond the ambulance doors. WMAS enter
WRH ED and meet the SIAN nurse by reception allowing for ease of booking in/handover
process.
As part on the ED expansion process a 2 trolley space Rapid Assessment Area is being
created to allow this process to continue within a more appropriate environment allowing for
protection of patients dignity and improved flow.
NB: Access to an area where ECG’s can be carried out does not currently fall within SIAN
area but will following ED Expansion. The area for this process currently will be a cubicle in
majors or where appropriate minors or plaster room during times of high capacity.
Resources and Equipment
Equipment
 Trolleys with full working Oxygen cylinders and Suction units
 Access to wheelchairs
 Observation Machine (charged) with ability to monitor Blood Pressure, Oxygen
Saturations, Pulse and Temperature
 A Blood Glucose machine, calibrated and stocked to allow measurement of blood
sugars.

Ref

Version






Storage area for name bands and nursing documentation bundles
ECG machine – following ED Expansion
A computer with CAD and Patient First installed and in full working order
A printer within close vicinity of the area allowing collaboration of the patients notes
prior to continuing their journey through ED

Role of the Hospital Ambulance Liaison Officer (HALO)
The HALO role is designed to assist with the smooth transition of patient care from WMAS to
WRH. They should where possible work closely with the SIAN team to reduce anything that
may result in delaying the SIAN process.
Audit
The achievement of the TTIA target is closely monitored internally and is currently reported
weekly to the CQC under our section 31. The quality of care provided is audited by means
of harm review and so far has showed an improvement in the early identification of sepsis
and achievement to CQUIN.
WMAS also collect daily figures and submit to CCG’s. This data can be made regularly
available to the department for purpose of audit.
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Appendix 6 - WRH ED SOP Reception
Introduction
Our aim is to provide a professional and friendly registration service to all patients arriving
through the doors of Accident and Emergency or CDU either as a walk-in patient or by
ambulance. The aim of the Receptionist will be to Register the patient and explain the
process as their journey begins through the Department.
Staffing
 15 Receptionists trained to use Patient First and Oasis


1 Apprentice



A Supervisor trained to use Patient First and Oasis to supervise and ensure the
smooth running of the Reception Area

The role of the Staff will be to ensure patients are registered in a timely manner so each
patient can have an initial assessment within 15 minutes.
Process
 Staff will foremost ensure the patient is most welcome and will try to ensure the
patient is at ease where possible when booking in


Staff through conversation with the patient/carer will proceed to find the Patient on
Oasis and update any information



If the patient has not attended the Department before the Receptionist will undertake
a new registration for the patient on Oasis



The information from Oasis is transferred over to Patient First and the final process of
registering the Patient on Patient First is completed ensuring all questions are asked
and completed accurately.



Staff will give each patient a Patient Survey Card to complete after treatment and
explain the process which will data inputted at a later stage



After registering any patient entering Majors/Resus or being Admitted at a later stage
will require a label for a wristband and further labels for their journey through the
Department



Further paperwork will be required to be completed for patients having not lived in
the UK for over 12 months

Telephones
Telephones should be answered in a professional and timely manner whenever possible that
ring within the Reception Area of the Department
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Telephone calls will come into the Department from relatives, friends, Carers, the
Police looking for patients either in the Emergency Department or in the Worcester
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Royal Hospital and relevant questions should be asked in terms of Patient
Confidentiality
Staff will look up on Oasis and Patient First to establish where the patient is within
either the Department or within the Trust ensuring safeguarding processes are
adhered to when giving information over the telephone
Staff will transfer any relevant telephone calls and introduce call to relevant person

Appointments
Follow up appointments within the Department are requested for Trauma and Review Clinic
and should be undertaken before the patient leaves the Department


Staff will book the relevant appointments on Oasis and Patient First and update the
relevant paperwork and write appointment cards

Admitting Patients
Patients are admitted to the relevant Department when requested:





Staff will scan the relevant paperwork for the patient
Admit the patient on Oasis
Print off labels when required
Track the patient to the relevant Ward
Make up relevant folder

Scanning
 All patients that are discharged from the Department will require the paperwork to be
scanned correctly to the relevant patient
 Paperwork filed in correct order (a) Date of attendance at Hospital (b) Surname in the
cabinet
GP Discharge Letters and Health Visitor Letters
All GP Discharge Letters are generated by the Receptionist for any patient that has attended
the Emergency Department and either electronically sent to the GP Practice or posted out to
the relevant GP Practice
Health Visitor letters are generated by the Receptionist for any children that has attended the
Emergency Department and they are followed up most days by the Liaison Team
TIA
Staff scan TIAs and email them through relevant process updating folder
Coroners
Staff scan and email them through relevant process updating folder
Reports
A report is created weekly for Neutropenic Sepsis and Needle stick Injuries within the
Department
Resources
Stationery from Service Point
The Supervisor orders weekly on a Monday Medical Staffing paperwork from Service
Point and keeps a check on when stock is running low or changing
IPROC Stationery
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The Supervisor will order stationery through IPROC for the Department on a weekly
basis. Example A4 paper, toners for printers etc.
Equipment
 Three computers with Patient First and Oasis in working order
 Two printers within the Reception Area
 Three telephones
 Photocopier within the Reception Area
 Three Scanning machines
 Two label machines
 Necessary stationery e.g. A4 paper
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Appendix 7 - WRH ED SOP Mental Health Assessment Room (revised February 2017)
Role of the Mental Health Assessment Room
To provide a safe, private area in which doctors, nurses, members of the mental health
liaison team and community emergency psychiatric services can undertake mental health
assessments involving patients who present to the emergency department (ED) and those
who have been admitted to the clinical decision unit (CDU).
Clinical Responsibility
Clinical Director or Clinical Lead of the emergency department in conjunction with the sister
in charge of the CDU.
Features of the Mental Health Assessment Room
It is a private, sound proofed room that enables an assessment to be conducted whilst
maintaining confidentiality but also include standard safety features:




Panic button
Two exit routes and
furniture and fittings that cannot be used as offensive weapons

There is adequate space for up to 6 people to move about, with a minimum floor space of
12m2.
For safety the room has two doors, and the doors to the room open outwards and are not
lockable from the inside. The room has an observation window to allow for regular checks
(eg. every 5 minutes) by staff when an assessment is being completed.
There is an alarm system with connection to staff in the main ED and Observation ward
(alarm is distinctive and different to current emergency / cardiac arrest alarm). A nurse call
system is in operation.
The room is well lit and decorated in calming colours. Furniture and fittings have been
selected so that they cannot be used as weapons. The atmosphere will be informal with
comfortable easy chairs upholstered in washable fabric. Ideally a sofa or similar will be
present and a coffee table.
Smoking will be forbidden in the room.
The room is not used as a ‘store cupboard’.
The room is not used to ‘detoxify’ patients.
The room is not be used to undertake clinical procedures such as phlebotomy or
cannulation.
Operation of Psychiatric Interview Room
The decision whether or not to use the mental health assessment room for a particular
patient resides with the assessing clinician or mental health liaison nurse.

Ref

Version

Patients from either the emergency department or the CDU may use the mental health
assessment room. Patients who have attended the emergency department specifically for
psychiatric follow-up with the mental health liaison team (ie. previously discharged from the
ED) may also use the room.
The room may be used by other mental health patients from other parts of the hospital but
only at the discretion of the ED Co-ordinator and CDU nurse on the understanding that the
patient must never be left in the room unattended.
Patients are not left unattended in the mental health assessment room whilst awaiting their
first assessment by either doctor or mental health liaison team. Patients will either wait in
the main waiting room, cubicle in the main department or as an admitted patient on the CDU.
The ED Co-ordinator or CDU nurse must be informed whenever a patient is taken to the
mental health assessment room.
Before patients are taken into the mental health assessment room the interviewing doctor /
nurse / practitioner must ensure that both doors are unlocked and that there are safe exit
routes. It will be an exceptional occurrence that either door is locked and in particular care
must be taken to ensure a member of staff is not left in the assessment room with either or
both doors locked as these doors can only be unlocked from outside the room.
A patient with or without a relative will be assessed by either a doctor or members of the
psychiatric team. With regard to those patients who may be psychotic or are likely to be
unpredictable in their behaviour then the use of a chaperone is to be encouraged.
Adults and adolescents will be seen in the mental health assessment room as well as
children if deemed appropriate by the ED Co-ordinator and senior doctor on duty. The room
is not routinely used for paediatric assessments.
When a patient is in the mental assessment health room, observations (through the window)
must be undertaken every 5-10 minutes by the CDU nurse.
High risk patients are not left unattended in the mental health assessment room.
Patients will not be left unattended for prolonged periods of time in the mental health
assessment room. There may be occasions when it is appropriate for a patient to wait in the
mental health assessment room e.g. awaiting further psychiatric review or imminent transfer
to a psychiatric facility but it must be clear as to who is responsible for ensuring that the
patient remains safe whilst in the room (e.g. CDU nurse, MHL team).
The mental health assessment room is not to be used as a substitute for admission to either
an acute in-patient bed or a psychiatric facility.
The location of the mental health assessment room on the CDU, within the ED does not in of
itself denote that the patient can be classified as ‘admitted’.
The mental health assessment room is not a substitute for the section 136 suite (‘Elgar
Suite’).
The mental health assessment room is not designed for the containment of the very
aggressive or very disturbed patient and it’s location on the CDU (an in-patient setting)
makes it even less suitable. However if a crisis arises that necessitates locking either or
both doors then extreme care must be exercised to avoid locking a member of staff in the
room with a very disturbed patient, the CDU nurse will be responsible for providing constant
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observations. In the exceptional event that both doors are locked with a patient inside then
the co-ordinator and senior doctor must informed immediately.
Patient Flow Mental Health Assessment Room – CDU

Patient in
CDU

Patient in
ED cubicle

Patient in
ED waiting
room

Patient is a
booked follow-up
by MHL

Ambulatory care
waiting area CDU
(ward attender)

Patient discharged or
booked into the ED as a
new patient pending
further assessment

Patient
assessed and
returned to
CDU bed

Ref

Patient
assessed and
returned to ED
Cubicle to await
further
assessment,
investigations
or discharge

Patient returned to
ED waiting room or
cubicle if closer
observation is
deemed necessary
or patient
discharged
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Appendix 8 - WRH ED SOP CDU (24 November 2016)
1. Role of the Clinical Decision Unit
1.1 The clinical decision unit (CDU) will be used to accommodate patients who require a
short intense period of investigation or a brief period of treatment and observation, typically
lasting 4-12 hours.
1.2 Provide an alternative to specialty admission for patients requiring extended periods of
observation (less than 24 hours) e.g. Head injury, moderate anaphylaxis.
1.3 Provide an area for extended investigations / diagnostics (and prevent admission) for
appropriate risk stratified patients, e.g. Low risk chest pains.
1.4 Identify and observe those patients who will require more than 4 hours ED shop-floor
treatment e.g. Paracetamol overdoses.
1.5 Identify and prevent unnecessary referral for appropriate patients who may be managed
in an ambulatory care setting e.g. Cellulitis
1.6 Provide an environment in which social needs can be rapidly assessed and safe
discharge arranged for vulnerable patient groups. The CDU has excellent links to Rapid
Response (facilitating discharge for medically fit elderly falls), Mental Health liaison (for
deliberate self-harm / overdose patients) and Alcohol liaison (for alcohol related admissions)
1.7 The following principles apply:
A. The CDU will be run by the ED clinical team.
B. There will be regular review by a senior ED doctor.
C. The maximum length of stay will be 24 hours, although many patients will stay for
less than 12 hours.
D. All patients admitted to the CDU will have a management plan including reason for
admission, relevant investigations and discharge plans.
E. Management of patients on the CDU will be protocol-driven.
F. The CDU beds are not to be used by admitting teams as a default for failure in
hospital capacity planning.
G. All patients MUST have a plan – the CDU is not a dumping ground for “difficult”
patients in whom a diagnosis cannot be made, or who a specialist team refuse
to see.
2. Clinical Responsibility
2.1 The medical lead for the CDU is Dr James France. The Nurse lead is Sr Sister Laurie
Jewkes who is responsible to the ED Matron Clare Bush.
2.2 There will be at least one daily ward round either by the ED duty consultant or ED middle
grade.
2.3 The duty ED consultant has overall daily responsibility for the CDU. ‘Out of hours’ the
ED middle grade is responsible for the CDU. Formal handover between the duty ED
consultant and the ED middle grade will take place before the duty consultant leaves the ED.
Similarly there will also be a formal handover between the late shift and night shift ED middle
grades.
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2.4 Once the admitting doctor has gained approval (from the duty ED consultant or ‘out of
hours’ the ED middle grade) for the patient to be admitted to the CDU then the admitting
doctor must discuss the case with the ED shift co-ordinator who will liaise with the CDU
nurse to ensure an appropriate clinical space is available, nursing needs are able to be met
and the aims of the admission. The reason for admission must be written on the appropriate
admission document.
2.5 No patient is to be sent to the CDU without completion of the appropriate admission
document and a drug chart. Analgesia must be prescribed where appropriate
2.6 All patients admitted to the CDU must have accurate coding of investigations and
treatment on Patient First. An accurate diagnosis must also be entered. It is the doctor’s
responsibility to complete this.
2.7 The admitting ED doctor remains responsible for the care (reviewing test results,
Ensuring on-going treatment, review of clinical condition etc.) of their patient whilst on the
CDU. At the end of their shift ED doctors should handover any patient who requires
diagnostic or clinical review before the following morning ward round, to one of their
colleagues. This will ensure continuity of care and should be documented in the patient
notes. The CDU nurse should also be informed that review is required.
2.8 In the event of a patient deteriorating on the CDU a senior doctor must be informed
(consultant or middle grade). Out of hours the middle grade doctor will be responsible. The
senior doctor may delegate patient assessment to an SHO after the initial contact has been
made, however it will remain the senior doctor’s responsibility to ensure adequate
assessment, treatment and specialty referral (if necessary) has taken place.
2.9 In the (rare) event of patients residing on the CDU who have been referred to in-patient
specialty teams whilst awaiting in-patient beds, the responsibility for these patients lies with
the admitting in-patient team.
3. Nursing
3.1 Clinical responsibility lies with Sr Laurie Jewkes who is in turn responsible to the ED
matron Clare Bush. The day to day responsibility for running the CDU rests with the
allocated trained staff nurse who is responsible to the ED shift co-ordinator.
3.2 The CDU consists of 8 beds, with a nursing complement of two trained staff nurse (band
5 or higher) and one health care assistant for the whole 24 hour period.
3.3 The nurse in charge of the CDU may refuse admission to a patient but only if the ED shift
co-ordinator is also in agreement. It is envisaged that this will be an infrequent occurrence
and on the basis of insufficient resources to meet the patients need appropriately.
3.4 The CDU nurse will have the following competencies, measurement BMs, urine testing
(dipstix, pregnancy), performing observations including blood pressure, pulse, temperature,
oxygen saturations, respiratory rate, urine output and head injury. Other competencies will
include performing ECGs, phlebotomy, (venflon insertion preferable) and information
technology skills to allow checking of blood and radiology results.
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3.5 The status of the patients on the CDU must be kept up to date on the CDU Whiteboard.
Training is available on request.
3.6 No patient is allowed onto the CDU without the CDU admission document having been
completed and signed by a senior doctor (ED consultant or middle grade) – See 5.8.4 for
exception. A verbal handover and explanation of the aims for the admission should take
place between the admitting doctor and the ED shift co-ordinator who will liaise with the CDU
nurse.
3.7 On arrival in the CDU the patient should have a repeat set of observations measured
and the PAR score completed. PAR score of more than 2 should lead to the admitting
doctor being informed and the appropriateness of the admission to the CDU being
questioned and the involvement of senior staff as necessary. Assessment of pain should
take place on admission and the score recorded in the CDU notes or chart.
3.8 On welcoming the patient to the CDU, the following information should be discussed;
location of toilet, how to call for help, meal / drink times, visiting hours and how to complain.
3.9 All admissions must be recorded in the CDU admission book.
3.10 All patients on the CDU will have a minimum of 3 sets of observations in any given 24
hour period. All the morning observations will be performed before 08:00 hours. Additional
observations in line with admission document. A PARS score will be calculated for every set
of observations performed.
3.11 All elderly falls should have baseline blood tests, and ECG and postural blood
pressures. These should be performed in the main department but it is the responsibility of
the CDU nurse to ensure that these have been done before the CDU ward round.
3.12 The CDU nurse should assist the ED FY1 in collating investigations and solving simple
problems prior to the CDU Ward round.
3.13 The CDU nurse work accompany the Consultant / Middle Grade and the ED FY1 on the
morning Ward round. The ED FY1 will be responsible for ensuring that the “jobs” defined on
the Ward Round are completed.
3.14 Visiting times 15:00 to 17:00 and 19:00 to 20:00 hours
3.15 The nature of the work carried out by the CDU will necessitate admissions during the
night and early hours of the morning, however the ward will endeavour to have lights out at
23:00 hours and lights on at 07:30 hours.
3.16 The night CDU nurse should ensure that all patient notes are accurately filed in the
patient notes in preparation for the morning Ward Round.
3.17 One member of staff must be on the CDU at all times, unless the unit has no patients.
3.18 In the event of a patient deteriorating on the CDU a senior doctor must be informed
(consultant or middle grade). Out of hours the middle grade doctor will be responsible.
3.19 The CDU nurse will be responsible for ensuring the safety of any patients and staff
whilst the mental health assessment room is in operation (see separate policy).
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3.20 The nurse in-charge will be responsible for ensuring the electronic whiteboard is up to
date, particularly with respect to which specialty teams are looking after which patients.
4. Admission Policy
4.1 All admissions must be discussed with duty ED consultant or ‘out of hours’ the duty ED
middle grade and the ED shift co-ordinator. The appropriate admission document must be
fully completed by the ED doctor and signed by either the duty ED consultant or middle
grade.
4.2 All patients admitted to the CDU must be clinically stable (PARS>2 is usually an
exclusion).
4.3 It is recommended that patients under the age of 17 are not admitted to CDU.
Paediatrics are happy to accept anyone under 17 years old, and anybody under 18 years
old who wishes to be managed as a child and is in full time education (i.e. sixth form).
However a patient over the age of 16 who wishes to be managed as an adult may be
admitted to the CDU if appropriate. Common sense is advised.
4.4 Patients are to stay on the CDU for a maximum of 24 hours only, unless sanctioned by
the ED consultant. If further care is required then this should be as an in-patient on another
ward under the care of an appropriate specialty team.
4.5 Patients are not to be admitted to the CDU if at the end of the 24 hour period it is unlikely
that they will be discharged out of the hospital. This is known as the ‘yellow box’ policy;
before admission to the ward the patient’s route of departure must be clear. It is the role of
the duty ED consultant or ED middle grade to assess this in conjunction with the admitting
doctor. The ED shift co-ordinator will also be able to provide valuable advice on the
suitability of individual patients for admission to the CDU. Out of hours, disputes between
the middle grade and ED shift co-ordinator about the appropriateness of admissions may be
an indication to contact the on-call consultant.
Those patients who will clearly require longer than 24 hours on the CDU because the access
to the necessary diagnostic, social, physiotherapy or psychiatric services is unavailable
should be admitted under the care of an appropriate in-patient specialty team directly from
the emergency department and not admitted to the CDU. Similarly if treatment is likely to
exceed more than 24 hours then consideration should be given to referral to appropriate inpatient specialty for continuing management. Patients who have multiple or complex
problems (medical and or social) which are unlikely to be resolved satisfactorily during a 24
hour stay are similarly unsuitable for the CDU.
4.6 It should be noted that in elderly patients that new onset confusion, blackouts / syncope
and “collapse?cause” are specific exclusions to CDU admission. These should be referred
to an appropriate in-patient specialty. If there is resistance from in-patient teams the case
should be discussed with the ED consultant.
4.7 All patients admitted to the CDU should have a clearly defined plan or goal for the period
of observation or treatment prior to admission.
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4.8 The shift co-ordinator for the main department, after discussion with the nurse in-charge
of the CDU may refuse admission to a patient on the grounds that the patient will not be able
to receive the appropriate level of nursing care due to staffing constraints on the CDU.
Patients with high dependency nursing requirements are unsuitable for admission to the
CDU.
4.9 No patient who has been referred to a specialty in-patient team and is awaiting specialty
review (or admission) should be admitted to the CDU irrespective of whether or not they will
breach the 4 hour target. The CDU beds are not to be used as a holding bay for such
patients even if a bed in the main hospital has been identified.
4.10 Patients with purely psychiatric symptoms that are not related to alcohol or deliberate
self-harm are not to be admitted to the CDU. If they are not in need of acute medical
intervention they will not benefit a period of stabilisation or treatment on the ward and should
therefore wait in the department to be assessed for psychiatric admission.
4.11 In the event of a possible 12 hour breach (within the main department) of a specialty
referred patient it will be entirely at the discretion of the duty ED consultant whether to allow
that patient onto the CDU after discussion with the bed manager. The ED consultant may in
certain circumstances devolve this responsibility to the ED nurse shift co-ordinator. The ED
consultant or shift coordinator’s decision may only be overridden by the Chief Executive.
4.12 Patients who have been admitted to the CDU and subsequently referred to an in-patient
specialty (e.g. deterioration in condition or positive diagnostic test result) will become a
priority for in-patient bed allocation over those patients already waiting for a bed in the main
emergency department.
4.13 Under no circumstances are patients to be transferred from wards within the hospital
(including MAU) to the CDU.
4.14 Under no circumstances are patients to be transferred from theatres to CDU.
4.15 The CDU is full when the 8 beds have been filled. The ED have agreed to be clinically
responsible for 8 ED CDU beds only.
4.16 In the event of the CDU being full and there being suitable patients in the main ED for
CDU admission then the senior duty ED doctor should liaise with the CDU nurse to identify
suitable patients for discharge from the CDU (see flow diagram below).
If there are no suitable candidates for discharge and the CDU is full then patients who
normally would have been admitted to the CDU should be referred to an appropriate inpatient specialty team for a bed (see box below). In keeping with all ED patients these
patients should not stay in the main ED for longer than 4 hours. Once a patient has been
identified as requiring admission to the CDU but there is no bed available for them on the
CDU then these patients must be given a decision to admit (DTA) time.
If a patient who is suitable for CDU admission is unable to be admitted to the CDU because
of their sex (i.e. that particular single sex bay is full) then they should be referred to an
appropriate in-patient specialty team (see box below)

Ref

Version

Examples of who to refer patients to for the most common ED CDU admissions are shown below:

Head Injury

Trauma & Orthopaedics

Deliberate Self harm / Overdose

Medicine

Anaphylaxis / Allergy

Medicine

Seizure

Medicine

Chest Pain

Medicine

Elderly Fall requiring no acute orthopaedic input

Medicine

Elderly Fall requiring orthopaedic input

Trauma & Orthopaedics

Alcohol intoxication

Medicine

Patients who are candidates for CDU admission but no suitable bed is available must not be
left in the main EDU for an ‘extended CDU ward round’ they must be referred to an in-patient
specialty team.
4.17 In the rare event of patients being present on the CDU referred to in-patient specialty
teams by the ED and awaiting in-patient beds, they remain the responsibility of the admitting
in-patient team. The bed manager should be informed immediately of the need for a
specialty bed. If no bed has been made available 4 hours after having informed the bed
manager then the ED shift co-ordinator in discussion with the senior doctor should consider
on a case by case basis whether the specialty referred patient should be moved back into
the main department to free up a CDU bed for a patient in the main department and ensure
that the specialty patient gets allocated an appropriate bed as soon as possible. In these
circumstances an ED patient waiting in the main department for a CDU bed should remain
under the care of ED even if this means they breach the 4 hour target. However the ED
should never take responsibility for more than 8 CDU patients in total.
4.18 Although medically fit patients should not be admitted to the CDU, there may be times
when this is appropriate (for example if a patient has had an RTC and is far from home). All
alternatives should be fully explored, but if these fail an admission under emergency
medicine may be the most humane option remaining.
4.19 Current patient categories considered suitable for admission to the CDU are listed
below. Admissions Protocols can be found in this folder – each contains explicit inclusion
and exclusion criteria. It is imperative that these are followed.
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i) Diagnostic Protocols
Low risk chest pain rule out pathway, first seizure, renal colic, low risk upper GI bleeds
ii) Observation and Risk Stratification
Head injury, observation following alcohol intoxication, management of self-harm and
overdose, post sedation, observation after anaphylaxis, post-ictal, post RTC
iii) Short Term Therapy
Parvolex therapy (it is accepted that this will result in a stay longer than 24hrs),
hypoglycaemia, pain control after soft tissue trauma, impacted food bolus, moderate asthma.
iv) Multidisciplinary Assessment
Rapid Response (medically fit elderly patients following a fall), mental health liaison team
(following an overdose or deliberate self-harm), alcohol liaison (alcohol related problems).
v) Awaiting Transport
Those patients that have been deemed medically fit for discharge from the main department
but for either social or geographical reasons need to await transport but are unable to do so
in the main department
vi) Ambulatory pathways
Cellulitis, DVT, PE, renal colic
Suitability for ambulatory care must be confirmed by completing the appropriate risk
stratification documentation (available in the ED “post-box”). Confirmation that this has been
completed must be demonstrated in the Ambulatory Care Log (see 5.9)
4.20 Venous thromboembolism prophylaxis is an important consideration for in-patients, but
as all CDU patients should be discharged within 24 hours VTE prophylaxis is less relevant in
this population. Therefore it should only be commenced if specific concerns
4.21 Co-morbities must be completed for all patients. There are also Trust-Wide initiatives
that we engage with to ensure quality and financial targets are met.
4.22 The ED consultants have decided by virtue of the clinical guidelines that they have put
in place as to which patients they are prepared to look after on the CDU, it is NOT for other
specialty teams to determine which patients the ED team should look after on the CDU. If
there is a dispute about suitability of a patient to be cared for by the ED team as a result of a
specialty team’s refusal to look after a patient then this should be escalated to the senior
doctor in the ED and on-call consultant if necessary.
4.12 Absolute exclusion criteria for admission
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Under 16 years old (Under 17 is a relative contraindication).
Patient not clinically stable or requiring resuscitation or HDU / ICU bed.
Patient has serious illness or injury.
Patient at risk of sudden deterioration, particularly airway compromise.
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Patient requires cardiac monitoring.
Patient violent or abusive or aggressive or likely to be disruptive to the ward.
Patient’s nursing needs will not adequately be met by the CDU.
Patients with spinal fractures or suspected cauda equina syndrome.
Active psychosis or patient awaiting psychiatric assessment for admission.
Self-harm patients who score HIGH RISK on the mental health matrix.
Patients addicted to heroin and requiring on-going replacement therapy for their
addiction as per the Trust methadone guideline.
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4.19 Flow chart – ED Clinical Decision Unit admission process
Emergency Department patient

Patient may benefit from stay on CDU

No to either




Is the patient clinically stable (PARS>2)
Is the patient >= 17yrs old?

not

Yes to all





Will the patient stay >24 hours?
Does the patient require ECG monitoring?
Does patient require specialty assessment / bed?

Yes to any

suitable

No to all

for

Discuss case with duty ED consultant or ‘out of hours’ ED middle grade and ED
shift co-ordinator

the

No to all
not suitable for
Obs ward

Is there an appropriate bed on the CDU ?
No

Can you discharge an
existing CDU patient to
make room for a new
admission ?

Yes

Complete CDU admission document (including comorbidities, VTE box and
other Trust initiatives), ED consultant or ED middle grade signature and drug
chart if necessary

CDU

Yes
No

Discharge patient from CDU yourself (complete patient first discharge
summary) or if going off duty handover patient

refer to an appropriate
inpatient specialty team.
Ensure patient has a
decision to admit time.

Actions in the event of all 8 ED CDU beds being filled or the patient is the ‘wrong sex’ for the single sex bay
and a patient in the main department fulfils the criteria for CDU admission.
Patient in main department fulfils
criteria for ED CDU bed

Can someone already in an ED
CDU bed be discharged home or
sent to the discharge lounge?
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ED CDU bed ‘created’ for
patient in main department
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Documentation
CDU admission document (including co-morbidities VTE box and other Trust initiatives) –
completed on all admissions. These must be signed by the ED consultant (middle grade
out-of-hours)
Discharge summary +/- TTOs – completed on Patient First for all admissions.
Observation chart.
Observation ward admission book – completed for all admissions
Critical incident reporting.
Sticky label addressographs – for all admissions.
Multidisciplinary clinical history sheets – on all admissions.
The CDU admissions book
5.8.1 The CDU admissions book is central to auditing the CDU’s work and it is therefore
imperative that this is kept up to date and is an accurate reflection of the admissions and
discharges from the ward.
Data to be completed for each patient admitted to the CDU (irrespective of length of stay or
whether patient occupies a bed or chair):
 Name
 DOB
 Hospital number
 Complaint
 Date and time of admission
 Date, time and place of discharge (home / in-patient / intermediate care)
Failure to accurately record workload could adversely affect funding for the CDU and lead to
a reduction in resources available for direct patient care without a concurrent reduction in
workload.
All patients who are MEDICALLY FIT FOR DISCHARGE but awaiting ambulance transport.
If deemed appropriate these patients may be cared for on the CDU whilst waiting for their
transport. If a patient is moved to CDU for this reason the usual A&E CDU admission
documentation need not be completed. The patient should however be moved on Patient
First to the “CDU” area. The Nurses and Doctors may continue to document any entry onto
the A&E notes for up to 4 hrs. after admission. After this time the patient must be admitted
via OASIS formally using the usual procedure. (This will be the responsibility of the nurse on
CDU to ensure this happens)
Ambulatory Care Log
The Ambulatory Care Log is central to auditing the CDU’s work it is therefore imperative that
this is kept up to date and is an accurate reflection of the activity through the ward.
Data to be completed for each patient placed on an ambulatory care pathway:
 Patient Addressograph
 Ambulatory care pathway
 Date and time of admission
 Confirmation that the paperwork has been completed to risk stratify the patients and
ensure appropriateness for Ambulatory care
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Failure to accurately record workload could adversely affect funding for the CDU and lead to
a reduction in resources available for direct patient care without a concurrent reduction in
workload
Patient Notes
The patient’s ED notes will be scanned before they are sent to the CDU and placed in clear
plastic wallet marked ‘CDU Patient’. A new set of patient addressographs will be printed.
Patient’s notes will be kept in ring binders in the notes trolley in a secure location in the
CDU. They must be filed using the ring-binders
Patients who are admitted (to another ward in the hospital) from the CDU must have their
notes scanned before the patient leaves the CDU, at which time a temporary (yellow) notes
folder can be issued.
Patients who are discharged home should have the CDU notes placed in the discharge tray
on the CDU, these notes will be scanned the next working day, after which they will be sent
for coding and insertion into the main hospital notes.
Patient notes must not be removed from the CDU this applies equally to the doctors &
nurses as it does to the multidisciplinary teams (RRT, mental health liaison).
Clinical staff must document assessments / prescribe etc. using the multidisciplinary history
sheet or hospital drug charts; they must not write in the ED notes after they have been
scanned.
Clinical Governance
The medical lead for the CDU is Dr James France. The Nurse lead is Sr Sister Laurie
Jewkes who is responsible to the ED matron Clare Bush.
Clinical practise will be subject to regular review and audit.
The CDU will take part in critical incident reporting and the necessary steps will be taken to
ensure that appropriate changes in practise or process are implemented as recommended
by any inquiry into such an incident.
The admission book is central to auditing the CDU work and it is therefore imperative that
this is kept up to date and is an accurate reflection of admissions and discharges from the
ward.
The CDU will be subject to regular review under the two broad categories of utilisation and
quality. Audit of the CDU’s work may include any or all of the following:
Utilisation
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Volume:
 Total number of patients per defined period
 Discharge diagnosis
 Percentage of patients admitted (models of clinical decision units are based on a
presumed discharge rate of > 85%. If the figure is lower than this it suggest that
patients selection is inappropriate)
 CDU patients as a percentage of all ED visits for the defined period
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Timeliness of care:
 Average length of stay in the CDU: All patients
 Average length of stay in the CDU: Admitted patients
 Patients staying in the CDU for more than 24 hours

Quality
 Admitted patients leaving against medical advice
 Mortality
o In CDU
o Within 48 hours of hospital admission
 Adverse patient occurrences and Incident reports
 Complaints
 Patient and relative satisfaction surveys
 Comparison of admitting versus discharge diagnosis
 Patient returns within 48 hours
 Repeated admissions to CDU
 Appropriateness of admissions judged against admission criteria
 Documentation completeness (process audit)
Environment
Patients will be nursed in male and female only bays in the CDU and have access to
separate toileting and showering facilities.
Author: Emergency Medicine Directorate
Date of review: November 2017
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Appendix 9 - WRH ED SOP Majors
Role of Majors including Staff Base
To provide an environment in which to safely assess and treat patients presenting to the ED
with illness or injury significant enough to require a trolley
Clinical Responsibility
ED Clinical Lead and Matron
Features of Majors
12 cubicles, of which 3 have monitoring facilities and 3 have solid doors. All cubicles have
an ED trolley, wall oxygen, wall suction and a centralised call bell system.
4 “M” rapid assessment spaces
Central Base with access to PCs, telephones and essential documents. This base provides
workspace area for clinical and administrative staff.
Operation of Resuscitation Room
Patients with a clinical need for assessment on a trolley will be identified either by SIAN or
triage nurse at point of initial assessment, or as a “step down” from resus or high care.
Once identified, the nurse in charge will be informed of the need for a cubicle and the patient
will be moved into the next available majors space.
Patients will be “handed over” to the relevant cubicle nurse by the nurse identifying the need
for a cubicle.
Once clinically stable, patients can be “stepped down” to the waiting room or transferred to
CDU if required.
Once referred, patients will be transferred to a ward as need dictates. If no ward beds are
available, patients may be moved from the majors are to the corridor to await ward
placement
If a patient deteriorates clinically and requires “step up” to either high care or resus, this will
be organised via the Nurse in Charge and the Senior Clinician
Staffing
2 ED nurses at all times, supported by HCA as required (accessed via DCS)
ED Doctors as required (accessed by DCS)
Specialty doctors as required (accessed by bleep)
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Appendix 10 - WRH ED SOP Resus (Updated January 2017)
Role of the Resuscitation Room
To provide immediate resuscitation and high care to patients requiring urgent, lifesaving
treatments
Clinical Responsibility
ED Clinical Lead and Matron
Features of the Resuscitation Room
4 bedded room with resuscitation equipment and full monitoring facilities for adults and
children (in line with Resuscitation Council (UK) Guidelines 2013)
Operation of Resuscitation Room
Patients with a clinical need for immediate resuscitation or high care will be admitted into
Resus. Clinical need will be identified by either WMAS staff (as a pre alert) or by WRH ED
staff.
Once identified, the patient will be moved without delay into the Resus room and the relevant
staff called via Departmental Call System (DCS). The Nurse in Charge will be informed as
soon as possible, once clinical situation allows.
Once clinically stable, patients will be “stepped down” either into ED High Care or ED Majors
as need dictates.
Once referred, patients will be transferred to either ITU, High Care or a ward as need
dictates.
Staffing
2 ED nurses at all times, supported by HCA as required (accessed via DCS)
ED Doctors as required (accessed by DCS)
Specialty doctors as required (accessed by bleep)
Resuscitation Room Need above Capacity
In the event of a resus space being required by a patient, either adult or child, when the
resus room is full, the following will occur.
Senior shop floor doctor (ST4+) in corroboration with Nurse in Charge (NIC) and the Senior
Nurse’s in resus will identify the most suitable patient in resus to step down. Capacity will be
created in either high care or majors. Secondary moves of patients to the corridor may be
required to facilitate this.
Should the patient requiring resus arrive prior to the resus space being cleared, the patient
will be initially managed in the centre of resus on the ambulance stretcher, until the resus is
available.
The decision to move patients from resus spaces will be made on individual case needs
based on the clinical scenario of both the existing resus patients and the requirements of
new patients, be they adult or paediatric.
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Appendix 11 - WRH ED SOP High Care (6 June 2016) DRAFT
Introduction
This policy has been written prior to the completion of any internal building works (phase 3,
interim ED build 2016) to create the proposed high care area. It is as an illustrative guide as
to the types of patient to be cared for in this new clinical area. It is fully anticipated that once
the area becomes operational, the policy will be amended to take into account clinical
experience gained working in the new area.
Aim of the High Care is to provide an area that allows more frequent patient monitoring as
well as the ability to offer more intensive therapy for those patients not suitable for the
majors area but who do not require immediate access to the resuscitation room.
Staffing
Staff Nurse
ED Doctors
EDA

24/7 ‘high care’ SN (with resus competencies) supported by a
HCA
variable - part of majors / resus complement
variable but daily – stocking up role

High Care Stream

Key to the successful running of the high care area is the selection of suitable patients for
the area, with the emphasis on safety and trying to prevent under triage i.e. those patients
who really require the facilities of a resus room should go there directly rather than using
High Care as an intermediate stepping stone which will result in the unnecessary duplication
of many aspects of care.
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There is the potential for the nursing staff to feel relatively isolated, it is therefore important
for the senior doctor and nurse on shift to make regular contact with the nurse on duty in the
High Care area.
It should be noted that the resuscitation trolley for High Care is located directly OUTSIDE
High Care at Ambulance Triage station.
Patients will only be placed on beds after discussion with the co-ordinator
Performance Target: 90% of high care patients seen by a doctor within 2 hours.
Patients suitable for the HIGH CARE AREA (not exhaustive):









Undergoing thrombolysis for stroke / pulmonary embolus
Non-invasive ventilation where ceiling of care does not extend to intubation &
ventilation (maximum 2 patients NIV patients at any one time)
Procedures that require little in the way of procedural sedation e.g. central lines,
chest drains
Those patients requiring complex variable infusions
Those patients who have arterial lines in-situ
Haemodynamically stable ‘major trauma’ patients unlikely to require ventilatory
support after discussion with senior doctor
Haemodynamically unstable / critical ill patients whose ceiling of care has already
been determined and does not extend to ICU admission and/or cardiopulmonary
resuscitation.
Patients who would otherwise be managed in the ‘majors’ area but space does not
allow

Patients not suitable for the High Care AREA include:









Children
Those likely to encounter airway problems and need rapid intubation e.g. stridor,
anaphylaxis
Those likely to require procedural sedation e.g. dislocations, atrial fibrillation
Those likely to require rapid sequence induction
Those at significant risk of sudden cardiac arrest e.g. awaiting PPCI, some types of
unstable overdoses e.g. TCAs
Those whose condition is so acute that the patient is likely to consume all the nursing
resource for the area to the detriment of the other patients in High Care.
Predicted clinical course highly likely to include ICU admission within 2 hours of
arrival.
Likely to require activation of Massive Haemorrhage Protocol

The Role of the High Care Nurse
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Co-ordinate the high care area, including highlighting assessment delays (ED and
specialty) to the shift co-ordinator
Liaise with the ED co-ordinator
Use of tannoy to inform doctor of new patient
Work flexibly with the RAT / triage nurse / Resus nurses
Undertake any necessary treatments or investigations and if time permits collate results
Supervise the HCA
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Controlled drug checks
Resus trolley check, stock checks

Protocol Written by:
Clare Bush – ED Matron
Dr James France - Consultant Emergency Medicine
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Appendix 12 - WRH ED SOP Hot Desk (10 June 2016) DRAFT
Introduction
This policy has been written prior to the completion (phase 2, interim ED build 2016) to
create the proposed ‘hot desk’ area. It is fully anticipated that once the area becomes
operational, the policy will be amended to take into account clinical experience gained
working in the new area.
It is anticipated that the hot desk area will provide an area for doctors and nurse to work
quietly and efficiently and allow any patient sensitive discussions to take in a private
environment. The hot desk area will be the place where the shift handover takes place as
well as acting as a clinical resource room.
Staffing
EDAs variable, to replenish supplies of various forms / documents
A designated member of the nursing staff team as well as a doctor will be responsible for the
clinical materials that will be on display on the notice boards.
Patient Flows
No patients to be allowed access to the area.
Hot Desk Area
Functions include (not exhaustive):







Whole team handover area
X-ray viewing facility on large screen
Location of clinical policies and documents
Area for confidential telephone calls related to patient care
Patient administration undertaken by doctors and nurses.
Area where new clinical information / policies / notices will be displayed to allow all
team to keep up to date with issues within the department and the Trust as a whole.

Area is not to be used as a ‘thorough-fare’ between minors and majors.
Area is not to be used as a general meeting room because no other booked alternative is
available
Protocol Written by:
Clare Bush – ED Matron
Dr James France - Consultant Emergency Medicine (A&E)
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Appendix 13 - WRH ED SOP Isolation Room (8 September 2016) DRAFT
Introduction
This policy has been written prior to the completion (phase 2, interim ED build 2016) to
create the proposed Isolation room. It is as an illustrative guide as to the types of patient to
be cared for in this clinical area. It is fully anticipated that once the area becomes
operational, the policy will be amended to take into account clinical experience gained
working in the new area.
This policy does not cover the use of Isolation Room in its more frequent guise as a
treatment room as part of the minors area. This policy does not cover specifics with regards
to the management of specific infections.
Aim of the Isolation Room is to provide an area that allows for the rapid and safe isolation of
known and potentially infectious patients that could pose a significant risk to other ED
patients and staff e.g. MERS-CoV, SARs, Ebola i.e. highly contagious and serious infections
spread primarily by respiratory / droplet means.
The room is NOT a substitute for the designated isolation beds elsewhere in the hospital
(Laurel 3) and is not designed for extended periods of nursing, which are best carried out on
a specialist ward.
Staffing
Staff Nurse

from Majors side of the department i.e. NOT the Minors Nurse
supported by other nursing staff as required.

ED Doctors

part of majors / resus complement

EDA

daily check to ensure necessary equipment and pathway
documentation present

Isolation Room – see slide
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Isolation Room can be ‘activated’ by any member of staff if concern exists about a
patient and their particular symptom complex if they fulfil pre-determined activation
criteria e.g. fever [>38oC] or history of fever in past 24 hours AND has returned from
(or is currently residing in) a VHF endemic country
Inform co-ordinator and senior doctor
Ensure safe transfer of patient into Isolation Room via outside of building
Create and enforce ‘lock down’ area (see diagram)
Address any immediate patient needs
Locate appropriate disease management protocol / pathway
Liaise with nurse co-ordinator, for assignment of roles
Ensure communications cascade started (duty manager, security etc.)
Start clinical assessment as per pathway
Keep up constant communication via intercom / telephone with patient & Nurse Coordinator
Consider need for staff breaks
Ensure Minors area keeps functioning normally whilst in ‘lock down’ mode.

Version





Use remote monitoring system for vital signs recording
Keep careful records
Inform co-ordinator when need for isolation room no longer exists (patient given ‘all
clear’ or transferred out) and arrange for appropriate decontamination procedure and
restoration of Treatment Room function

The Role of the Isolation Room Nurse
 Depends on disease specific pathway and training
Patient Pathways

Ref

Version

Patient Journey into Isolation Room
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Monitoring the Pressure in the Isolation Room
The double doors to the Isolation Room should be kept closed at all times.

Using the ‘slave’ Monitor
The Isolation room has the facility to monitor the patient’s vital signs without a member of
staff having to be constantly present in the room with the patient. A vital signs monitor which
has a VGA connector can be connected up to the service panel of the Isolation Room wall
and whatever is displayed on the vital signs monitor will be relayed to the flat screen monitor
which is situated outside the isolation room by the nurses desk area.
The VGA lead which connects the vital signs monitor to the service panel of the isolation
room wall needs its own power supply to ‘boost’ the signal, it therefore needs to be plugged
into the mains. The flat panel monitor outside of the isolation room also needs to plugged
into the mains and the switch on the front of the monitor turned on.

Using the ‘slave’ Monitor
The Isolation room has the facility to monitor the patient’s vital signs without a member of
staff having to be constantly present in the room with the patient. A vital signs monitor which
has a VGA connector can be connected up to the service panel of the Isolation Room wall
and whatever is displayed on the vital signs monitor will be relayed to the flat screen monitor
which is situated outside the isolation room by the nurses desk area.
The VGA lead which connects the vital signs monitor to the service panel of the isolation
room wall needs its own power supply to ‘boost’ the signal, it therefore needs to be plugged
into the mains. The flat panel monitor outside of the isolation room also needs to plugged
into the mains and the switch on the front of the monitor turned on.
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Appendix 14 - WRH ED SOP Reverse Queuing 4 July 2016 DRAFT
Introduction
This policy has been written to mitigate against the continuing high levels of ‘Crowding’ in the
WRH Emergency Department (ED). One of the major factors currently affecting the WRH
ED is ‘Exit Block’ (crowding due to patients waiting for bed on a ward or admission area).
This policy is primarily aimed at those patients waiting for admission to a ward / admission
area. WRH ED already has to routinely care for patients in the corridor and whilst not
wanting this to be seen as acceptable practise, pragmatism and safe care dictates that the
ED has to use its resource as best it can for the benefit of the ED patients. Patients have
traditionally queued to get into the department, this policy describes what should happen to
enable patients to queue to get out of the department – ‘reverse queuing’.
Rationale
The primary role of the ED is to undertake the initial assessment, treatment and emergency
management of undifferentiated patient patients presenting either by ambulance or as selfpresenters. The role of the ED is not to provide care that should and could be better
provided by a ward / admission area.
Safety of patients in the ED is of paramount importance and those patients who have long
waits for initial assessment, due to lack of physical space in which to be assessed; may
ultimately have their care compromised as a result of the ED resource being put into patients
already in cubicles who have been seen and assessed and waiting for a bed on a ward /
admission unit. It is important that the assessment of the ED undifferentiated patient is
prioritised over those patients who have already been assessed and a treatment plan
commenced.
The ED team need to be able to prioritise the care of the ED patients to ensure safety and
compliance with national standards around emergency access (e.g. 4 hour target).
NHS England is clear that as part of each organisation’s resilience plan that ‘boarding’ in a
ward corridor is acceptable, this policy merely uses the same principle ‘if the patient is in the
ED corridor why can’t they be on a corridor in the ward for which they are awaiting a bed’.
Research suggests that patients would rather be in a ward corridor than an ED corridor.
Those patients waiting for placement on a ward / admission area, often have different
requirements to those awaiting assessment by the ED team e.g. drug rounds.
If extra staffing resource is provided from the wards at times of peak demand / surge then it
makes sense that this can be directed to a cohort of patients who would otherwise (if it were
not for ‘Exit Block’) be on a ward.
Staffing
Staff Nurse

5 corridor patients to one nurse, two staff nurses required to
maximise use of the corridor (10 patients)

When to Implement This Policy
When all Cubicles and High Care are full, excluding the M bays, the paeds area, the resus
room.
Maximum of 10 ED patients in the corridor excluding any patients ‘cohorted’ by WMAS
Which Patients Are Not Suitable For Reverse Queuing
 Those requiring the facilities of the Resus Room
Ref
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Those who are on a bed rather than a trolley (if on a bed they can be placed in M2,
M3, M4 as part of this policy)
Those on a variable drug infusion
Those requiring cardiac monitoring
Those at risk of rapid airway decline
Those on NIV
Those at risk of imminent death
GCS<8
NEWS>5 or single vital sign scoring 3 unless both senior nurse and doctor agree
Mental health patients who are awaiting psychiatric admission (rather than
assessment)
Those patients who require isolation in side room due to likely infectious complaints
e.g. diarhorea & vomiting

The following are NOT reasons not to apply the ‘Reverse Queuing’ policy to individual
patients (i.e. they can be moved to the corridor):
 Requiring Oxygen
 Requiring Nebulisers
 Requiring intravenous Fluids
 Age
 Still awaiting to be seen by a specialty team following referral from the ED [M1 to be
used as a specialty assessment space – patients must be put back in the corridor
afterwards]
Application of ‘Reverse Queuing’ and Role of Corridor Nurse
 Document time of decision to move patient to the corridor in ED notes
 Explain to the patient that they are going to be moved to the corridor
 Give patient a corridor patient information leaflet, if available
 Change the patient’s Patient First location status to ensure their name is pre-fixed
with ‘Corr’
 Vital signs assessment
 Pain assessment
 Ensure clearly documented whether can eat and drink
 Ensure continuity of treatment plan
All patients in the corridor will be on trolleys and will face away from the ambulance entrance
and towards the in-patient wards.
If a patient deteriorates whilst in the corridor then the ED nurse responsible for that patient
will inform either the ED team (if patient not yet seen by specialty team following referral) or
the specialty team responsible for that patient’s care, with the option of informing the critical
care outreach team if the specialty team are unable to provide an appropriate response.
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Patient Pathways
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Reverse Queuing Areas
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Appendix 15 - WRH ED Patient First Disruption to Function Operational Policy (22
June 2016) DRAFT
Introduction
Patient First is the emergency department IT system, it is critical to the functioning of the
emergency department (ED). It allows the real time monitoring of patients on their journey
through the ED, supplying performance data (e.g. breach times), patient clinical pathways
(e.g. sedation proforma), patient advice leaflets as well as being an archive for previous ED
attendances. Interruption to the functioning of Patient First (PF) has implications for ED
efficiency and patient safety. This brief guide describes the actions to be taken when
planning for downtime or in the event of unplanned ‘downtime’ i.e. crash /system failure.
Patient First Stops Functioning
Planned
Preparation
Before planned downtime agreed it must be
‘signed-off’ by ED manager after consultation with
senior clinical team including head receptionist.
Tuesday mornings often chosen as a suitable day
at time of writing.
ED Manager to ensure Application Support Team
on-site during downtime and necessary resource
to ensure downtime kept as short as possible.
ED Manager confirms exact downtime date and
time with Matron; Band 7 team and head
receptionist.
ED Manager to ensure planned downtime is
communicated to Operations Team.
Matron / Band 7 team inform ED co-ordinators and
Consultants of exact time and date of planned
downtime

Unplanned
Patient First stops working for more than 1
minute without prior notice:
ED Nurse Co-ordinator
Informs on call / duty Senior Manager and
requests them to contact:
IT help desk immediately as well as the Application
Support Team.
Informs bleep 401 and explain the significant
impact that this will have on the functioning of the
ED.
Documents time at which PF ceases to function
and if other system are affected e.g. PACS,
OASIS, ICE on co-ordinator’s log
Informs triage nurse and reception staff and tells
them what action they must take (see over).

On Day of DOWNTIME

Delegates senior member of nursing team to
ensure all nurses on shift understand PF no longer
working and what action they must take.

ED co-ordinator in conjunction with the duty
Consultant ensures all clinical staff and
receptionists aware of planned downtime and that
everyone is aware of their roles.

Delegates senior doctor to ensure all doctors on
shift understand PF no longer working and what
action they must take (see over).

Immediately prior to DOWNTIME
ED co-ordinator prints out a screen shot of Patient
1
First and ensures white board is up to date.

Patient stops functioning:
See Roles & Responsibilities next page
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ON RETURN OF PATIENT FIRST FUNCTION
Document time of return of function on coordinator’s log and submits a DATIX and informs
duty manager.
1. PF Screenshot
Press print screen (top right hand corner of
keyboard), which will put a copy of the screen onto
the clip board, then use paint or word to paste the
copy into a document & print it.
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Roles and Responsibilities for Patient First Downtime
ED Co-ordinator
Keeps manual list of activity in and out of the department
 DTA
 Time left the department
 Destination
Records downtime event (including start & finish times) on the ED co-ordinator’s sheet
Ensures / delegates that manual recording of patient’s arrival times, projected 4 hour breach
times, allocated nurse etc. is constantly kept up to date on the whiteboard in-front of the coordinator’s desk.
Informs Matron / Band 7 of downtime episode at an appropriate time and submits DATIX.
Receptionist
Resort to manual booking in using pre-prepared paper Cas cards.
Keeps a manual list of all patients booked in, in numerical order.
During downtime, ensure all ED notes for admitted patients are photocopied (and kept for
scanning for when Patient first comes back online) prior to the patient leaving the ED.
When system comes back online ensure all attendances are booked back onto the Patient
First system.
Triage Nurse
Locates paper X-ray request forms and distributes throughout dept. (original for
photocopying can be found in Additional Documents folder)
Locates (Secretary’s Office – shelf right handside) Patient First backup folders containing
additional documents (e.g. mental health matrix, renal colic fax referral etc.) and patient
advice leaflet folder (e.g. head injury etc.) – ensures only photocopies of original documents
are used.
Records Triage time accurately in patient’s notes.
Doctors / ENPS
Record timings accurately in notes
 Time patient seen
 Time patient referred
 Time patient discharged
 Delays e.g. long waits for bloods, X-ray, CDU beds etc.
Keeps co-ordinator informed of progress with their patient including if they are referred.
Majors – update whiteboard with attending doctor’s initials, referrals, brief plans e.g. ‘ABWR,
?H’
Know where to find the Additional Documents and Patient Advice Leaflet folder and that
originals MUST be photocopied.
Matron / Band 7s
Plans made to supply resource to retrospectively input data onto patient first when system
up and running.
Clare Bush, Matron
James France, Consultant Emergency Medicine (A&E)
Useful telephone numbers: IT Help Desk
Application Support
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Ext 38888
Ext 33410
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