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Executive Summary

Since the publication in 2006 of the ‘Emergency Models of
Care’ document for NSW Hospitals, the acceptance and
implementation of emergency care models have broadened.
This has been coupled with the creation of new models to
assist Emergency Departments (ED) to provide safe and
timely access to emergency care. Six years later,
PricewaterhouseCoopers has been engaged to, in
consultation with the NSW Ministry of Health (NSW Health),
the Emergency Care Institute and the community of those
involved in Emergency Care, revise this document.

In 2011, NSW Health carried out a review to discover what
current models of care (MOC) are in place in EDs and the
effectiveness of these models for managing demand for
their services. The review identified challenges faced by EDs
in the operation of current models, key principles required
for models to operate effectively and monitoring measures
for ongoing review and quality improvement. The review
also aimed to create a standardised suite of models of care
to assist hospitals to provide access to timely, safe and
quality emergency care and to meet the National
Emergency Access Target.

Based on this review and our consultations, this revised
Models of Emergency Care Document (the Document)
includes ten Emergency Department models of care and a
number that are external to the ED and support the
hospital in managing demand for emergency care. Each
model has been designed to facilitate the ideal patient
journey through ED.

The Document includes models that are likely to be in place
in EDs currently and require revision, as well as those that
have been newly developed in NSW. It is intended that
Hospital Executives and the ED use the Document to:

= Assess the current Models of Care in their Emergency
Departments using the given criteria

= Assess the potential to introduce models to their
hospitals that may improve patient care and flow, the
patient experience and clinical outcomes
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= Complete a self-assessment of each relevant MOC to
identify opportunities for improvement within their own
hospitals, as well as to identify key areas that require
ongoing monitoring for their effectiveness.

After considering the components of each model, the ED
and hospital should have a clear understanding of how the
model works, what data is required to demonstrate a need
for the model, key factors required to implement the model
and measures to assess the model’s effectiveness.

The Document also describes the benefits and challenges
experienced by EDs who have previously introduced these
Models of Care. Reflecting on these lessons, the hospital
and ED can plan accordingly for a model’s implementation
in their own location. A ‘case for implementation’ is given
for each MOC which will enable the ED and hospital to
address key questions related to the need for
implementation, and hence improve decision-making for
planning and implementation.

Created to support this document is a self-assessment tool
for each Emergency Model of Care. The purpose of the tool
is to allow Local Health Districts to assess if a MOC is
appropriate for their ED or if an implemented MOC is
functioning to its utmost potential. The tool is intended to
be used at an ED level in a collaborative approach with all
key stakeholders.

The Self-Assessment tool rates the effectiveness of each
model. Results of the self-assessment are then linked to
responses based on the key principles described for each
MOC. A robust evaluation of each model can be used to
generate an action plan for an ED to improve the
functioning of current Models of Care being used, or to
consider the implementation of new models.

It is recognised that not all of the Models of Emergency
Care are applicable for all NSW Emergency Departments.
Decisions to implement them will be made based on the
staff, patient presentations and space available in the ED to
operate each model.



The demands placed on Emergency Departments are
obvious, as are the needs for the efficient use of resources
and processes to improve the timeliness, safety and quality
of emergency care. The Models of Care presented in this
document represent a synthesis of the most current
information and analysis of options for the effective
operation of EDs. They should be considered an important
resource for improving emergency care for patients, and
part of a whole-of-hospital approach that will support the
ideal patient journey and achievement of the National
Emergency Access Targets.

Models of Emergency Care NSW HEALTH PAGE 3



SECTION 1

The need for Emergency Care Models

11 Emergency Care in Australia

Emergency Departments (EDs) are under increasing pressure
due to the high demand for ED access to available inpatient
beds. This lack of available resources to meet emergency
demand is leading to crowding and access block resulting in
prolonged patients waits for an inpatient bed.

While efforts are being made to address this, including
improving available bed stock and the development of
hospital avoidance programs, EDs must continue to improve
their operational efficiency. ED presentations across all
triage categories have increased in NSW EDs ', resulting in
increased admission workloads, ED crowding and delayed
access to emergency care. The number of attendances has
increased to the point that 11 NSW EDs in 2010/11 had
greater than 50,000 presentations 2.

One way to meet the demand for emergency care is to
optimise ED and hospital bed capacity. The recent ‘National
Health Reform Agreement on Improving Public Hospital
Services' includes a measure to improve this. The National
Emergency Access Target (NEAT) aims to improve access to
emergency care by reducing access block and its associated
negative outcomes. This target requires ED patients to be
admitted, referred for treatment in an inpatient unit, or
discharged within four hours.

Only by engaging a whole-of-hospital can the obstacles to
effective patient flow be removed and the NEAT target
achieved 3. For example, effective patient discharge and
ward transfer mechanisms can facilitate the timely transit of
the emergency patient into a hospital bed, as can improving
the time to inpatient acceptance for ED patients. However,
in NSW hospitals, the target is currently not being achieved.
Significant changes will need to occur in the acute hospital
and community care settings to do this.

1 NSW Health Annual Report: Total ED Attendances by Year 2000-01 to 2008-09 &
*DPE Predictions: 2009/10 to 2010/11.

2 NSW Ministry of Health, Health Information Exchange extraction on 6th October
2011,

3 Department of Health and Ageing. National Health Reform. Expert Panel Review
of Elective Surgery and Emergency Access Targets under the National Partnership
Agreement on Improving Public Hospital Services. Section 3: The Way Forward
— Emergency Departments. (Accessed 04.04.12) http://www.yourhealth.gov.au/
internet/yourhealth/publishing.nsf/Content/Expert-Panel-Report~Section-3
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ED overcrowding has been increasingly prevalent for over
20 years 4,> . Evidence from initiatives to address
overcrowding suggests a need to change current practices
throughout the system to meet access targets, make better
use of resources and maintain the quality of care delivery.

The limitations of current ED and hospital processes include:

= When ED front-end processes are not streamlined.
These processes include: patient arrival and triage,
registration, bed or clinical area placement, a review by
a nurse and the medical assessment. The patient can
often encounter lengthy periods of waiting between
each of these processes.

= When the patient is assessed by a senior medical officer
only after spending considerable time with junior
medical staff, or other clinical providers, leading to
delays in decision-making and implementing treatment.

= When patients are placed into a bed on their arrival,
regardless of whether their presentation necessitates a
bed. This can lead to subsequent bed block within ED
rather than the efficient use of beds.

= When there are an increasing number of
undifferentiated patients in the ED waiting room who
are at risk of deterioration.

= When there is a delay for review and acceptance of
emergency admissions by the inpatient team, which
may be due to many factors including competing work
demands, and lower prioritisation of new admissions.

= When there is a lack of available beds in the hospital,
resulting in access block, crowding and no treatment
and/or bed spaces in the ED. As a result, ED patients
may be managed outside the allocated clinical spaces of
ED. Furthermore, ambulances may off-load ED patients
into unmonitored areas.

= When hospital back-end processes are not streamlined,
resulting in delayed discharge, and the ‘least sick’
patients occupying designated inpatient beds while
new, emergency-admitted patients queue in the ED
awaiting an inpatient bed.

4 Wilner J, Gentle C, Halfpenny J, Heins A, Mehrotra A, Mikhail M, & Fite D,
Optimizing Emergency Front-End Operations, Annals of Emergency Medicine, 2010,
vol. 55, no.2, pp142-160

5 Forero, R., Hillman, K. M., McCarthy, S., Fatovich, D. M., Joseph, A. P. and
Richardson, D. B. (2010), Access block and ED overcrowding. Emergency Medicine
Australasia, 22: pp. 119-135. doi: 10.1111/].1742-6723.2010.01270.x



12 A review of Emergency Models
of Care in NSW

In 2006, as part of the Clinical Services Redesign Program
for NSW Health, a Models of Emergency Care 6 (MOQC)
document was created. The models of care document
aimed to assist Emergency Departments and hospitals in
providing the ideal patient journey as developed by the
NSW Health Emergency Care Taskforce. It provided a
summarised set of possible ED processes and included
experiences from NSW EDs, other jurisdictions and
published literature. Since publication, there has been
widespread acceptance and introduction of these models
into NSW EDs, albeit in different forms.

With increasing workload pressures on EDs and hospitals,
the NSW Ministry of Health carried out a review in 2011 to
examine the effectiveness of existing Models of Care and
discover any new models in place. The purpose of the
review was to construct a standardised suite of models of
care that will assist hospitals to provide access to timely,
safe and quality emergency care, while reconfiguring
downstream operations to assist the hospital to meet the
National Emergency Access Target.

The review set out to:

= Define high-level principles for contemporary models
= Explore new ED models

= Inform capital planning of future EDs.

The review considered multiple sources of data and

consulted widely with key emergency care stakeholders. A

summary of issues revealed:

= ED models of care are not standardised.

= Proven models of care have not been implemented
using a standardised process.

= Model of care business rules are not consistently
adhered to, resulting in the reduced effectiveness of the
models.

= A lack of confidence in the models of care by clinicians
can result in a decline in their application.

Findings from the review revealed the need to revise and

update the previous 2006 Models of Emergency Care to

include:

= A revision of existing models of emergency care

= Contemporaneous and innovative models that have
since been developed

6  NSW Department of Health, 2006, Models of Emergency Care, NSW Health Clinical
Redesign Program.

A set of high-level principles for each model

A summary of the challenges and lessons learnt from
other EDs in implementing the models

A self-assessment checklist for EDs and hospitals to
evaluate their existing Models of Care and take action
to improve and standardise current practice.
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SECTION 2

The ideal ED patient journey

The Ideal Emergency Department Journey outlines elements
and principles that support the ideal journey of all patients
as they travel through an Emergency Department (ED) in
NSW.

It is a fundamental and underlying principle that only
patients requiring the specialist care that an ED can provide
should be managed in an ED. Patients who do not require
medical assessment or resuscitation, but do require hospital
admission for further care, should not be admitted via the
ED. Similarly, patients for whom another community or
hospital service can provide the required care should access
that service directly. In general, transferring patients from
one ED to another for repeated assessment represents an
inefficient use of health service resources and should be
avoided. If a health service, for local reasons, decides to use
an ED to provide non-ED services, this must be explicit in
service agreements and the resourcing of that ED.

The ideal patient journey has been used to develop the new
models of care described in this document. To deliver the
ideal journey there must be a strict focus on:

= Getting the right patient to the right place for their
care that is supported by the right resources to ensure
the smooth flow of patients through the ED.

= Early assessment and streaming to an appropriate MOC
both within the ED and outside the ED.

= Designated specialty MOC for patient cohorts.

= A team approach to patient care.

= Ensuring tasks are performed by the provider who can
most efficiently perform the task (where ‘efficiency’
balances quality, cost and minimising duplication of
work).

= Coordinated patient care including between specialist
consultants, diagnostics services and community care.

= Strong monitoring and evaluation measures.

= Adherence to the principles of the new models of care.

The ideal journey has several key areas:
= Beginning the journey

= Triage and registration

= Resuscitation and trauma
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= Acute Care of complex, non-ambulatory, high acuity
patients (see Acute careand 2 : 1 : 1)

= Early senior assessment and streaming of patients to
appropriate MOC (see early ED Senior Assessment
Streaming, Clinical Initiatives Nurse)

= Care for lower acuity, complex, non-ambulatory patients
(see Sub-acute, Early Treatment Zone)

= Care for non-complex, ambulatory patients (see Fast
Track and the currently being piloted ‘Urgent Care
Centres’)

= Non- ED models (see Short Stay Units, Medical and
Surgical Assessment Units).

2.1 Characteristics of the Ideal ED
Patient Journey

The characteristics of the ideal ED patient journey are part

of a patient-centric approach to the management of patient

cohorts. They are aimed at:

= Reducing the delays in the patient journey through early
senior medical assessment of patients, fast tracking and
early initiation of clinical care.

= Providing faster access to care through:

a coordinated team approach to patient care
- eliminating duplication of processes
— reducing unproductive waiting periods
— reducing the total time spent in an ED
— standardising care to reduce variation for conditions

such as chest pain.

= Providing multiple MOC options to assess and treat
patients.

= Realigning staff roles and resources to establish Models
of Care.

= Streaming patients to the correct MOC, reducing the
incidence of models blocked with inappropriate patients
for that model.

= Using designated beds for patients who need a further
period of assessment, investigation or observation
before movement to the next MOC or being discharged
home.

= Ensuring that people with minor injuries or illness are
treated and discharged efficiently.

= Providing appropriate locations outside the ED for



patients who need only a short-stay admission.

= Promoting the NSW Health policy for the direct
admission from the ED to the inpatient unit.

= Promotion and provision of whole-of-hospital resources
to support the streamlined flow of patients from ED to
the inpatient units and back to the community.

= |mproving the patient experience when accessing
Emergency care.

22  ldeal patient journey

The Figure 1 illustrates the desired patient flow through an
ED in a NSW hospital. The emphasis of the journey is to
stream patients into the most appropriate model of care for
them as early as possible. This is achieved by focusing on a
quick triage and promoting early assessment, intervention
and disposition.

Not all patients will be assessed and treated by the Clinical
Initiatives Nurse as part of the ideal patient journey.
Additionally, the triage nurse can for a small number of
presentations, refer the patient to areas outside ED.
Examples of this are to the Medical Assessment Unit or the
trial of the’ Urgent Care Centre’.

It is important to note that a critical part of the ideal patient
journey is the patient experience. The patient experience is
influenced by many factors - the attitudes of staff, access to
timely and appropriate care, the patient’s confidence in the
staff caring for them, and the quality of the care provided.
Patient experience is also influenced by whether it meets
the patient’s expectations and the level of communication
provided along all points in the patient journey. A positive
patient experience is considered an important indicator of
the effectiveness and quality of care 7.

2.3 Direct referrals

There are many patient presentation types to acute care
that do not need ED care and would benefit from a direct
referral to an alternative service, a speciality service or
Model of Care. A direct referral to another provider would
be the ideal patient journey for those patients who need
care, but do not require emergency care. These referrals
should be made directly from the referral source or from
Triage under appropriate guidelines. Examples of patient
groups and referral destinations are provided below. This

7 Ontario Hospital Association, 2011, Leading Practices in Emergency Department
Patient Experience, Prepared for the Ontario Hospital Association by InfoFinders
2010/2011.

list is not exhaustive and includes:

Mental health

Dental

Sexual assault without injuries requiring ED
management

Early pregnancy assessment service

Palliative care

Aged care assessment and rehabilitation
Specialist referral (rooms or direct to inpatient ward)
Hospital in the home and post-acute care services
Outpatient’s clinic referral

Urgent Care Centre

Medical Assessment Unit

Surgical Assessment Unit

Post-operative review patients

Drug and alcohol patients

Fracture reviews.
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SECTION 3

Emergency Department Models of Care

The following section describes all the Models of Care in
the ideal ED patient journey. It provides detailed information
about the current ED models, developed to improve patient
flow through the ED and explains how they work, the
benefits and challenges, the case for change and
monitoring measures for success.

The Models of Care are relevant to all EDs that are level
three and above. While they may not be applicable to EDs
with no onsite medical staff, the principles are the same for
all NSW EDs. These principles are that: EDs cater to
emergency patients — patients who would be better served
by an alternative care provider should be referred directly to
that provider; the ED should not be used as an alternative
when other services are unavailable; care should be
streamlined; and there should be no duplication of
assessment and treatment.

The information in each MOC will help the ED and hospital

to understand:

= The key principles of the model.

= The key requirements to operate the model.

= Considerations to help understand why your ED would
use the model.

= Benefits and challenges of using the model.

= The monitoring measures that can be used to assess the
model effectiveness and success.

The following descriptions should be used as a guide to

understand the potential options available to improve

patient flow and clinical outcomes in your ED. The models

are set out in tables and provide the user with essential

information to determine if the model is suitable for your

ED. The MOC tables include the following sections:

= What is the model? This section explains how the model
functions. Use this to determine if the characteristics of
the model meet the needs of your ED to improve
patient flow and clinical outcomes.

= Why use the model? This section details the reasons
why the ED would implement this model by highlighting
key areas of ED that the model can improve. Use this
information to determine if the model can assist your
ED to improve patient flow and clinical outcomes.

Key principles. This section explains in more detail the
essential requirements of the model to function
effectively. Without these principles in place the
likelihood of the model failing is high. Determine if your
ED can successfully adhere to the principles. Also use
this section as a reference when determining business
rules, policies and processes for the model in your ED.
Benefits of the model. This section reveals the expected
benefits of the model and provides examples of
potential improvements that you may expect if the
model is implemented correctly. Analyse your current
performance data to determine if these benefits can
improve patient flow, clinical outcomes and
performance measures in your ED.

Challenges. This section highlights key challenges that
have been experienced by others when implementing
the model. Use this as a guide when designing your
implementation plan to mitigate potential issues that
may arise.

Case for implementation. This section includes questions
to support the need of the ED to implement the MOC.
Use these questions as a reference to determine if there
is readiness in your ED to implement the model. They
can also be used when designing your implementation
plan or when assessing if your model has been
implemented correctly.

What you need to run the model. This section explains
the essential requirements to run the model successfully
in your ED. This includes the physical space, staffing and
business rules of the model. It is important to use this
section as a reference when designing your
implementation plan and when assessing if your model
has been implemented correctly.

Monitoring measures. This section outlines suggested
monitoring measures that your hospital can use to
evaluate the effectiveness of the model. Use these
measures when implementing or assessing an
established MOC as they will help to determine the
effectiveness and highlight any weakness of the model.

After considering each component of the model, your
Emergency Department should have a clear understanding
of how the model works, the potential benefits and
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challenges, the key aspects of what is needed to implement
the model and the measures to assess the model’s
effectiveness.

Other model of care considerations
Paediatric emergency patients

The Model of Care document is applicable to both
paediatric and adult emergency patients. The principles and
other information included in each model can be applied to
the care of the paediatric patient.

For the majority of EDs, catering to a mix of paediatric and
adult patients, the unique needs of paediatric patients and
their families must be considered. The factors for
consideration in model selection and implementation are:
1. The physical space and geographical layout of the ED.
This will influence the care of paediatric patients in the
different models of care.
In EDs with a separate and designated paediatric area,
streaming to that area may be all that is required. For
other EDs, local guidelines will determine the
applicability of the model for paediatric patients and
whether they will be assessed and treated in an area
that also treats adult patients. For example, paediatric
patients streamed to a mixed Fast Track model for
assessment and treatment.
In considering the model for both paediatric and adult
patients, it is important to consider the emotional needs
of a sick or injured child, and that they should be
protected from stressful situations in ED and where
possible, exposure to adult patients.

2. The skills and level of experience of staff in caring for
paediatric patients. In an ED it is necessary to have staff
with appropriate training and experience in the
emergency management of children and adolescents —
this includes medical and nursing staff. The skill level of
staff is an essential component of any model of care
that caters to children and needs to be well thought-out
when planning and implementing a model of care.

The Australasian College for Emergency Medicine policy on
Hospital Emergency Department Services for Children can
be found at: http://www.acem.org.au/media/P11_Hosp_
ED_Services_for_Children_-ACP-ACEM.pdf. The Royal
Australasian College of Physicians also has guidelines on
standards for the care of children and adolescents in health
services.®

8  National Standards for the Care of Children and Adolescents in Health Services
RACP, 2008: http://www.racp.edu.au/index.cfm?objectid=393E4ADA-CDAA-D1AF
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Staffing the ED Models of Care

Operating multiple models of care in an ED requires good
governance and coordination, and sufficient numbers of
appropriately skilled staff to operate each model. A lack of
appropriately skilled staff can lead to failure of the model
and suboptimal clinical outcomes for the patient. For
successful operation and staffing of multiple models, several
factors need consideration.

Clinical Leadership. To effectively staff multiple models of
care in an Emergency Department requires clinical
leadership for effective governance, operation and safe
delivery of care for patients. The ED medical and nursing
leaders are responsible for the effective communication and
coordination of care across all ED models in place. With
multiple models, it is essential that there is a well
coordinated approach to delivery of care to avoid any one
model operating effectively at the expense of other areas of
ED, and to prevent models operating in isolation.

Clinical Expertise. The models of care in this document
provide guidance to the skill mix of staff required for each
model. To effectively operate multiple models in your ED,
the staffing levels and skill mix requirements should be
determined based upon analysis of activity data and the
volume of patients who will be treated.

The skill mix and expertise of staff needs to match the
requirements of each model to deliver care — providing the
right skills in the right place to make the right
decisions. There is recognition of the specialist emergency
nursing skills available, such as the Nurse Practitioner,
Clinical Initiatives Nurse, Advanced Clinical Nurse and the
First Line Emergency Care (FLEC) trained nursing staff.

This document also recognises the importance of the
availability of senior medical clinical skills for optimal
decision making and resource allocation at the earliest point
in the patient’s journey, supervision of ED clinical care
delivery, and the important additional roles of specialist
senior medical staff in supervision and training of junior
clinical staff.

In providing clinical expertise in each model appropriate
training and education of staff is essential and this requires
ongoing and updated training as required. Establishing and
maintaining the skills and expertise of staff is critical to
providing safe and quality emergency care.



In determining your skill mix requirements for the ED, you
can refer to the NSW Health Emergency Department

Workforce Research Project ® and ED Workforce Analysis
Tool 19 and other specific resources .

NSW Department of Health, 2010, NSW Health Emergency Department Workforce
Research Project: Final Report. 2010 http://www.health.nsw.gov.au/pubs/2010/
ed_workforce_research.html

NSW Health 2011, Emergency Department Workforce Analysis Tool, 2nd Edition
http://www.health.nsw.gov.au/pubs/2011/edwat_ed2.html

ACEM recommendations http://www.acem.org.au/media/policies_and_guidelines/
G23_Constr_Workforce.pdf
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What is the preferred
model?

Triage and registration is streamlined to facilitate an efficient process that does not itself
create a barrier to further assessment and clinical care. Only essential triage functions should
occur at the point of triage: the determination of patient acuity and level of urgency, basic
first aid if needed, and referral to the most appropriate area for treatment. This can include
models of care both within the ED and within the hospital.

This is followed by a quick registration by a clerical officer co-located with the triage nurse
which is an essential element of the process. Full registration of patients can then be
completed by clerical staff at the bedside or another ED location.

Why use the preferred
model?

By focusing on the core role of triage and limiting triage assessments to under 5 minutes,
the time spent waiting to be triaged can be reduced and timely patient access to care
improved. This can also reduce the pressure on triage staff, reducing workload by limiting
redundant assessments or treatment interventions.

Key principles

= Triage is the first point of contact for the patient on arrival in ED.
= To reduce queuing, co-locate triage and registration or use mobile registration by clerical
staff.
= Promote ‘quick triage’ by:
- Limiting triage to an under 5 minute encounter
- Removing patient interventions at triage apart from basic first aid
- Avoiding duplication of processes by multiple care providers (doctors, nurses), such as
non-decision-makers taking a detailed medical history.
- Facilitating the timely movement of patients to the next clinical process by maintaining
available bed or treatment spaces in the ED.
= Adopt a flexible approach to triage with documented plans for peak periods or surges in
demand.
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Benefits of the model

= Improved patient and staff experience

= Reduced waiting time to be triaged

= A faster triage process

= Early streaming to Models of Care

= Reduced unnecessary workload for the triage nurse

= Mobile (bedside) clerical registration allows clinical care to be prioritised over clerical
processes.

Challenges

= Physical barriers to co-locating clerical registration and triage

= The lack of existing capacity to support quick triage (i.e. space to move the patient to)

= The existing health service culture of requesting additional interventions at triage

= Inadequate clinical resources in smaller EDs lead to increased pressure on the triage nurse
to undertake detailed assessments at triage and commence clinical care.

= Inflexible local processes whereby patients are not referred to more appropriate hospital
or community services.

Case for implementation

To assess the successful implementation of this model in your ED, consider the following:

= Triage is a fundamental component of ED management; all presenting patients undergo
triage. The exception is triage bypass for a specific cohort of patients, for example, when
pre-arrangements have been made to transfer patients directly to the cardiac catheter
laboratory.

= What competency frameworks are in place for triage staff?

= What staff have achieved competency to work at triage?

= What are the expectations of staff working at triage?

= Are there flexible and documented processes in place to manage peak periods or surges
of demand at triage (for example, additional staff available to triage for short periods of
time during the peaks)?

= What models of care are in place to support a quick triage process?

= What capacity do you have to support a quick triage process?

What you need to run
the model

Staff

= Triage should be undertaken by suitably trained and skilled Registered Nurses as per
‘PD2008_009 Triage of Patients in NSW Emergency Departments’.

= Each hospital or LHD should have local protocols for triage competence. It is
recommended at a minimum that the Emergency Triage Education Kit (ETEK) is
completed in conjunction with a period of supervision.

= Fluctuations in triage demand will require EDs to assess if one or two triage staff are
required to meet demand for short periods. This needs to be a detailed and standardised
practice.

Business rules

= Guidelines on what activities should and should not be undertaken at triage should be in
place.

= Well-documented processes should be in place for triage and registration that are
understood by all Emergency Department staff.

= Develop monitoring guidelines to assess if quick triage is being undertaken by staff.

= ED processes and available capacity are in place to enable a quick triage and avoid
‘defensive’ triage practices, for example carrying out a lengthy and detailed triage during
busy periods when a patient may be required to wait.
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Monitoring and = Time from start to end of triage
evaluation = The appropriateness of triage category allocation
= Number of occasions when flexible plans were activated to support peak periods of
demand; analysis to understand the underlying causes (for example, growth in ED
presentations, downstream system delays)
= Time to treatment by a clinician, by triage category.
= Patient complaints and adverse events.
= Staff feedback
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3.2 Clinical Initiatives Nurse
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What is the model? The Clinical Initiatives Nurse (CIN) is a senior nursing role to manage patients queuing in the
ED waiting room. The three priorities of the CIN role in the emergency department waiting
rooms are:

1. Review patients within their triage benchmark time to ensure they remain clinically safe

2. Provide ongoing communication with the patient

3. Initiate diagnostics or treatment with a particular emphasis on managing the patient’s pain
(NSW Ministry of Health 2012). For detailed information about CIN, please refer to http:/
www.ecinsw.com.au/CIN

It should be noted that this model may not be utilised in rural EDs where Registered Nurses
in the rural sector may complete the First Line Emergency Care Course (FLECC). This course
prepares and credentials them as an Advanced Clinical Nurse (ACN) who can provide early
appropriate management of acute and life threatening conditions, and relieve pain and
discomfort for patients at hospitals where Medical Officers are not immediately available.
More information can be found at:

http://www.ecinsw.com.au/flecc

Why use the model? To improve the quality of care for patients in the waiting room. This includes reassessment of
waiting room patients, early commencement of diagnostics and treatment and
communication of wait times and ED processes.

Key principles = Maintain a nursing presence in the ED waiting room to facilitate a safe clinical

environment

= Communicate with patients and carers regarding ED processes and provision of relevant
education on their health issues

= Assess patients following triage with a view to:
- initiate diagnostics or treatment (with a set end point)
- escalate care, if required.

= Refer patients to appropriate services that may be external to the ED, for example a
Medical Assessment Unit (MAU).
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Benefits of the model m

The triage process is streamlined by allowing the triage nurse to focus on assessment of
acuity while the CIN monitors the waiting room

Improved safety in the waiting room by monitoring patients to detect changes in clinical
urgency and escalating care if needed

Reduced anxiety and aggression in the waiting room by communicating waiting status
and ED processes to patients and family

Ability to commence early diagnostics services or treatment

Improved patient flow by referring patients to other MOCs.

Challenges = During times of peak activity, the CIN becomes a second triage nurse, covers meal breaks
of other ED staff or is utilised as an ‘extra’ nursing staff member within the ED — this
leaves waiting room patients unattended.

= Triage staff may become complacent about sending patients to the waiting room as they
know the CIN will be monitoring the waiting room.

= Medical staff waiting to attend patients until after the CIN nurse has carried out
diagnostics testing, or being delayed in assessing patient by CIN assessment process.

Case for implementation To assess the need for implementation or the refinement of this model in your ED, consider

the following:

= Does your ED have significant capacity challenges requiring clinical queue management in
the waiting room?

= Does your ED have an appropriate system for monitoring the waiting room?

= Does your ED have established communication processes for patients in the waiting
room?

= How is your ED performing in triage to treatment times (especially in category 4-5)?

= What is the percentage of patients in your ED who did not wait?

= Has your ED experienced adverse events and incidents for patients in the waiting room?

= Are there multiple complaints from patients and family in the waiting room?

What you need to run Staff

the model = A Registered Nurse with appropriate emergency nursing experience across a broad range

of ED roles

The completion of the CIN educational program and competency in the use of relevant
CIN practice protocols

Recognition by the organisation of the CIN role as a dedicated resource, not to be
implemented on an ad-hoc basis or regularly removed during peak activity or to cover
unplanned leave or other vacancies.

Skills required by staff

Confidence, knowledge and experience to practise proactively in a self-directed role with
awareness of the role scope and boundaries, whilst maintaining good communication
with other ED team members. This requires a balance of judgment and the assertiveness
to seek assistance when required
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= Demonstrated ability to interact and respond to others in a personable and professional
manner that takes into account unexpressed concerns. This requires well-developed
listening and questioning skills and the ability to negotiate for desired outcomes.

= Working knowledge of local service delivery models and appropriate referral pathways.

Physical space
The CIN will need space that is separate but close to the waiting room to perform patient
assessment, diagnostics and treatment duties.

The physical requirements will depend on the type and volume of patients likely to be
managed in the area.

Consider:

= the need to be close to the triage and waiting rooms

= access to pathology and other diagnostic/treatment equipment
= physical space for write up areas and workspace for the CIN.

Equipment needs

Clinical equipment that the CIN may require access to includes the following:
= Emergency trolley and basic airway, emergency drugs and administration equipment
= Blood Glucose monitoring machine

= Dressing and wound care equipment

= Pharmacy cupboard and fridge

= Splinting/ supportive bandages

= Procedure trolleys and examination lights

= A trolley, bench or chair in the examination area

= A vital signs monitor with pulse oximeter

= Wheelchairs.

Business rules
= Develop diagnostics and treatment protocols for the CIN to work within, approved by the
usual ED clinical governance procedures

= Ensure strong management and adherence to operational policies.

Monitoring and = Patient experience:

evaluation - Pain control

- Provision of information about their condition and treatment
Did Not Wait data

Waiting time for treatment by triage category

= Time to analgesia for patients triaged to the waiting room

Adverse events in the waiting room, patient incidents and complaints

= Appropriateness of diagnostics orders: number and rate of unnecessary or inappropriate
pathology and imaging tests

Feedback from ED staff.
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3.3  Resuscitation (including trauma)
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What is the model?

The Resuscitation Model of Care is a set of guidelines that outline the most appropriate
clinical and preparatory processes and team model that should be used in the resuscitation of
patients in the ED (including trauma management).

It is recognised that all EDs have many of these processes in place, yet there remains variation
in the implementation of training and support and communication processes.

Why use the model?

The resuscitation MOC describes a coordinated and strategic approach to managing
resuscitation patients.

It allows the ED to appropriately allocate resources to provide quality care and to minimise

disruptions to the rest of the ED. The key reason for implementing the Resuscitation MOC is

to provide:

= A coordinated team approach to better manage patients requiring resuscitation

= A structured process for resuscitation patients

= Standardised communication between pre-hospital personnel and ED staff who will
assume care for the inbound patient(s)

= Appropriate delivery and turnaround times for diagnostic services

= Optimal allocation of staffing resources — this will allow senior ED decision makers to
provide oversight of the care of the patient requiring resuscitation whist minimising delays
to the general ED workflow.

Key Principles

Establish team, training and guidelines

= Establish a resuscitation and trauma team, defining membership, leadership, roles and
responsibilities

= Conduct training for the team to improve team competencies (knowledge, skills attitudes)
and achieve desirable performance outcomes (timely responses, high quality decision-
making, and reduced patient safety risks).

= Use clinical guidelines to enhance decision-making in trauma/resuscitation management
(ITIM/EMST/ALS).

= Use clinical protocols to enhance decision-making in the management of the severely ill or
injured child.

Information management

= Use the standardised handover tools of IMIST — AMBO to obtain handover from pre-
hospital personnel

= Standardise the communication process to the relevant team members following pre-
hospital notification of an inbound critically ill patient.
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Predictive planning

= Formalise resuscitation and trauma activation procedures

= Develop a contingency plan for multiple resuscitation and trauma presentations so there
is minimal impact on other models of care in the ED

= Align hospital services to support the response to patients requiring resuscitation and
trauma management, for example, collaboration with specialty services to expedite care
such as general surgery, intensive care and anaesthetics.

= Define the trauma call criteria

= Use a tiered trauma call criteria if required

= Document procedures to stand down members of the resuscitation and trauma team
when their role is no longer required.

= Equip and organise the resuscitation and trauma bays using the principles of lean
thinking.

Diagnostic services

= Align diagnostic services (e.g. medical imaging, pathology, blood bank) to support
resuscitation and trauma team decision-making. This includes making available to them
equipment, diagnostic staff, reported results and patient transport services.

Benefits of the model = A standardised approach to managing clinical support aspects of resuscitation and trauma
in the ED
= A coordinated team-based approach to managing resuscitation and trauma patients in ED
= Appropriate staffing of resuscitation and trauma management which allows the ED to
function efficiently during resuscitation or trauma management.

Challenges = Establishing a culture of coordination and a team approach to managing resuscitation and

trauma throughout the hospital

= Ensuring staff adhere to their roles and responsibilities during a resuscitation and trauma
so the rest of the ED continues to function effectively

= Timely access to diagnostics services and turnaround times for results

= Limited access to ICU, HDU, CCU beds, and delays due to ongoing negotiations with
specialty groups for ED patients to access such beds

= Access block in the ED resulting from a lack of available inpatients beds leading to ED
crowding and the use of resuscitation beds for patients who do not require resuscitation
management.

Case for implementation To assess the need for implementation of this model in your ED, consider the following:
= All EDs should have a dedicated area for the resuscitation of patients.
= Isyour ED a designated trauma centre that requires the ability to respond to patients
presenting by ambulance with multiple trauma?
= What volume of resuscitation/trauma patients are managed by your ED?
= Does your ED have established communication tools and processes in place?
= Is there a coordinated response from staff members for t