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REVIEW OF ACCIDENT AND EMERGENCY SERVICES

In April 2000, the Acute Services Group (ASG) began a review of emergency and
critical care services locally. The project was divided into individual components

and was anticipated to take 18 months to complete.

Members began the review by looking at the emergency ambulance service —
meeting with WYMAS managers and accompanying crews on two separate
days. Following on from this, they met with the service managers for A&E
services and the medical assessment unit in order to gain a greater
understanding of the operation of those departments and any developments

anticipated for the new hospital.

This was followed in October/November by a seven-day series of visits to the
A&E department. The aims of the study were to:

Carry out a comparative review before and after the new A&E department
opens in the new hospital in May 2001.

“ Carry out a review of the service in the light of the reconfiguration of
services across Huddersfield and Calderdale in order to try and ensure that
patients continue to receive a high quality emergency service and review
ways in which that service could be enhanced.

w To gain a better understanding of how the A&E department links with the
other emergency services — such as the GP out of hours service, the
medical assessment unit and intensive care/coronary care and the acute

mental health service.

This report contains the findings of the study.

Members of the ASG visited the Accident and Emergency Department on
several occasions during the week commencing 30" October and finishing on
November 5. Visiting the department in pairs, members sought to assess the
quality and range of services available for patients presenting with different
conditions. Members spoke to patients, their attendants and staff about:

The physical environment including the maintenance of privacy
The organisation of the department including triage procedures
Patient and relative experiences

Provision for children attending
Dealing with distressed people, bereaved people, aggressive people

Supporting people with mental health problems
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» Diagnostic support

» Staffing & Security issues
= Liaison with other services such as the emergency ambulance teams and the

GP ‘out of hours’ service
= Continuity of Care issues
= Transfers from A&E.

Times visited were as follows:

Monday 30" October 9am -11am
Tuesday 31% October 2pm - 4pm
Wednesday 1% November 5pm - 8pm
Friday 3" November 11 pm- 2 am
Saturday 4™ November 4pm - 6 pm
Sunday 5™ November 6 pm - 9pm

In our previous seven-day study carried out in 1995, we noted that as the
Accident and Emergency service had developed as a separate specialty over the
years, the accommodation had become more cramped. At that time, there was a
real need for expansion and development in order to meet patients needs.

Five years on, the problems still exist, however on this occasion, the CHC and
AS&E staff were able to look forward to the opening in May 20010of a dedicated
A&E department and Medical Assessment Unit as part of the new hospital.

The A&E department in Calderdale deals with some 58,000 attendances
annually with approximately 159 people being seen each day. As with any
department there are peaks and troughs in the numbers of people attending.
The A&E department sees an increase in attendances ‘out of hours’ and over

Friday night and the weekend.

The A&E department deals predominately with surgical, obstetric or medical
patients who self refer and with surgical or obstetric emergencies brought in by
emergency ambulance. During our visits, there were occasions when the
department was also receiving patients with medical conditions from the
emergency services. This was due to the pressures on the Medical Assessment
Unit at the General Hospital. (A review of the Medical Assessment/Admissions
Unit has also been carried out by members and will be the subject of a separate

report.)
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2.1 Staffing

Staffing varied dependent upon the time of day or night and day of the week.
The receptionists, nursing staff, healthcare assistants and clinical staff worked

different to shift rotations.

1-2 receptionists

1 A&E Sister 1-2  Senior House Officer
2 Staff Nurses (E grade) 1 A&E middle grade registrar
3 RGN (D grade) 1 A&E Consultant

Core staff between 21:00 pm and 07:45 am were as follows:

One Senior House Officer
One ward Sister

One triage nurse
One senior staff nurse and one healthcare assistant.(21:00 pm — 02:00 am)

A middle grade doctor works from 18:00 pm to 08:30 am

In addition, a Consultant General Surgeon is on-call within the hospital and was,
in fact working in the A&E department for sometime during the visit held on ¢ i

November.

Recent changes to the opening hours for pubs and clubs has had an impact on
the A&E service with the department being relatively quiet during the night until
closing time at 4.00 am. In the light of this, should working times be adjusted in
order to reflect the demands which now occur later in the night ?

When we visited on the 4" November, staff from the Temporary Nurse Register
(TNR) were working in the department because of staff sickness. Consultant and
registrar cover was felt to be adequate. The A&E Consultant holds a meeting
with staff usually on a Tuesday lunchtime as well as holding a trauma review
clinic each morning. However, the apparent lack of A&E Consultant presence
overall, leads us to question whether there is sufficient involvement in the

department.

During some of the visits we found that the department was receiving both
medical and surgical emergencies because of pressures on the medical
assessment unit at the HGH. We were informed that the pressure on the MAU
was, in turn, being caused by the lack of staffed beds in the HGH.

The handling of medical emergencies by A&E staff was a matter of concern as

there appeared to be insufficient support of a General Physician or specialist
medical nurse allocated to the A&E department.
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The situation should be improved in the new hospital because the medical
assessment unit will be adjacent to the A&E department allowing cross cover.
However, this does not resolve the underlying problem of a shortage of staffed
beds. The overall reduction in beds continues to be a matter of real concern.

Recommendation: That there are sufficient staff with the appropriate skill mix to
respond to the demands of later pub and club closing times in Halifax.

Recommendation: There needs to be sufficient medical support by clinicians
and specialist nursing staff available with the A&E department whenever
they are receiving medical emergencies.

The majority of patients attending A&E during our visits had self referred and
were ‘walking wounded’ with relatively minor injuries including sports injuries and
injuries sustained at work. Some children had been referred by their school.

During our visits staff dealt with patients presenting with a range of problems.
These included an elderly man with severe bleeding; a young lady who was 14
weeks pregnant with bleeding and a young lady with a suspected drug overdose.
A patient with mental health problems was brought in by the police and A&E staff
took care to contact the correct community psychiatric nurse.

A few patients had been referred by their GP or deputising service. We were
informed that the department sometimes experienced problems with GPs
referring their patients directly to A&E, but no trends had emerged. PENDOC
appeared to be working well with no problems although the numbers of referrals
to A&E appeared to depend on which doctor was on duty at the time.

One woman praised NHS Direct who had arranged an ambulance for her
husband and advised her that she should pack a bag, as her husband might
have to be admitted. Her husband appeared calm whilst waiting to be
transferred to the coronary care unit. The importance of patients and their
relatives being dealt with in a calm and reassuring manner with clear instructions
from the moment they contact the emergency service was highlighted by this

case.
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3.2 Signposting and car parking

Signposting to the department was felt to be good and clearly displayed. Car
parking is becoming increasingly difficult at the RHI and we received a number of
complaints about the lack of parking for patients attending A&E. We are also
aware from previous visits that parking spaces intended for disabled people are
often blocked by other cars. The issue of parking at the new hospital is a major

cause for concern.

Recommendation: That sufficient car parking is provided for all patients
attending A&E.

Recommendation: That A&E patients/attendants are not charged for parking.

Patients arriving at A&E were booked in by the reception staff who were efficient
and friendly.

Patients brought by emergency ambulance or in need of urgent or immediate
attention are taken straight through to the treatment area.

4.1 Physical environment

The reception area varied in terms of cleanliness and overall tidiness depending
on when CHC members visited.

The main waiting area could seat up to 16 people. On some occasions, there
were only just enough chairs to cope with the numbers of people waiting to be
seen and the waiting area became crowded. On one visit there were 24
patients/attendants in the waiting area and five occupied cubicles. It is hoped that
there will be more space in the new hospital for people waiting in A&E.

4.2 Facilities for people who are disabled or who do not have English as
their first language.

We felt that the facilities did not cater well for disabled patients/relatives
attending. It was difficult to manoeuvre wheelchairs around the room and
through the main doors. There was no indication of alternative access. We were
also unsure how the department would cater for someone who was hard of
hearing or who used BSL as a first language. The only interpreter service
appeared to be that provided by Calderdale MBC — a service which generally
needs to be booked in advance and so does not lend itself to the

ad-hoc/emergency situation.
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We were informed that there was an interpreter at the hospital for people who did
not speak English. However, we are aware that there is no interpreter at the RHI
and only one Punjabi interpreter at the HGH during office hours. We suspect that
over-reliance is placed on bilingual relatives accompanying the patient — raising
concerns over privacy, confidentiality and miscommunication.

Recommendation: Overall, we felt that signs and communication for people
with different disabilities needed improvement as well as the ability to cater for

people who did not speak English.
4.3 Other facilities

= The toilets were clean.

* The public telephone was generally working, but was out of order on the 3™
November. The location of other telephones was given.

« Refreshments - cold drinks were available in the waiting area and warm
drinks were available from the restaurant. Unfortunately there was no sign to
inform patients of this. Since our visits, this problem has been rectified with
warm drinks now being supplied in the A&E department. We are sure that
this move will be welcomed by patients and their relatives who - on some
occasions — have to wait for several hours without a drink, in case they are
called through to the treatment area. We hope that this arrangement will be

continued in the new hospital.

= The TV was on all the time in the waiting area. No doubt this helped to calm
people attending.

4.4 Information for patients and their attendants

An electronic sign, situated in the reception area, gives information regarding the
name of the senior sister, the name of the triage nurse and of the reception
clerks. It also quotes the total number of new patients seen so far in the current
year. However this figure did not change during the week we visited.

The sign also indicates the approximate waiting time to see a doctor. On some
occasions the electronic notice was kept reasonably up to date with regard to
waiting times, however on a number of occasions, patients were not waiting as
long as the sign indicated. We were concerned that this might lead to
unnecessary frustration — an important issue when considering the health and

safety of staff.

Recommendation: That a member of staff be given clear responsibility to keep
the electronic information up to date.
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4.5 Computers in reception

The computer system used to log patient attendances appeared to be working
well. When we attended on the 31% October there appeared to be no hold-ups

or delays.

Code numbers are used to indicate a patient’'s mode of referral, for example:
self-referral, GP referral, 999 ambulance. There are 14 different categories. In
some instances the computer system was felt to be slower than the old ledger
system. Staff accepted that these systems were useful for analysis, however
there appeared to be a need for feedback to reception staff from any audit work

undertaken.
4.6 Medical Records and Continuity of Care

If a patient, already under the care of a Consultant, attends A&E with symptoms
that appear to relate to the existing condition; their medical records are collected
from the records’ office. Such information enables staff to reach a correct

diagnosis and any treatment plan.

If the patient is subsequently admitted, their A&E card is photocopied and édded
to the medical records which accompany them onto the ward. In this way, staff in
A&E and on the ward should be able to track the medical history of the patient

and provide appropriate treatment.

Once booked in, patients and their attendants sit in the main waiting room until
they are called into the triage room.

Patients are called into the triage room in order of arrival (unless they require
immediate attention). They are assessed by a senior nurse with relevant training
and experience. The urgency of their need for treatment is assessed according

to the national triage scale:

Immediate resuscitation
Very urgent — seriously ill or injured but life not in immediate danger

Urgent — serious problems but apparently condition is stable
Standard — routine A&E cases without immediate danger or distress
Non- urgent — patients whose conditions are not true accidents or

emergencies

ObhWN =

During our visits, patients were called into the triage room from the reception
area quickly and in order with patients waiting between two and ten minutes to be
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seen. Any preliminary treatment need (for example, the application of dressings)
is given whilst the patient is being triaged.

Unfortunately the notices explaining the triage system were displayed (in small
typeface) in the corridor leading into the treatment area. As a consequence,
patients and their attendants expressed frustration at seeing some patients who
had arrived after them, receiving treatment before them.

Recommendation: There needs to be a large and clear sign explaining the
system in order to reduce the levels of frustration.

Once a patient has been triaged, they return to the main waiting area until they
are called to the treatment area.

Patients brought in by ambulance or assessed as urgent cases are taken straight
through into the treatment area. The remaining patients are called into the
treatment area according to their triage assessment. Here they are seen by one
of the duty clinicians with a nurse assisting. The waiting time before being seen
varied during our visits from 30 minutes to three hours. Most patients were
critical of the length of waiting time after seeing a triage nurse within five minutes.
The electronic board informing patients of the approximate waiting time did not
appear to reflect the actual length of wait and possibly added to the
dissatisfaction of patients. During one visit, the published time was 1 % hours,
on other occasions the board registered a wait of 2 or 3 hours. On most
occasions patients were in fact, seen well before the times indicated.

We are aware that some patients are ‘professional’ in their attendance of A&E
departments. Some patients ring A&E in different towns in order to find out the
waiting time — attending the department with the shortest time. Others, we were
told, come into the waiting area and if it is busy, say that they will return the next
day. This obviously shows an incorrect usage of the A&E service, the reasons

for which may need further review.

The treatment area is divided into booths which are semi-partitioned and can
have curtains drawn to increase privacy. However, whilst staff tried to respect
patient privacy in the treatment area, this was not easy in the small booths and

conversations were easily overheard.

Patients awaiting X-ray or results can sit in an annexe area — off the treatment
area. Some patients prefer to return to the main waiting room.
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X ray is immediately adjacent to the treatment area and therefore easily
accessible.

Visiting the A&E department during the working week as well as ‘out of hours’ we
were able to compare service provision in areas such as diagnostics. Whilst this
service is quick and efficient during normal ‘office hours’, we became aware of
problems out of hours. After 5 pm there is only one duty radiographer available in
each hospital. The duty radiographer for the RHI is often required in theatre.

This means that the radiographer on call at the HGH, has to cover both hospitals.
On the 4™ November we visited between 4 pm — 6 pm as previously arranged.

At that time the duty radiographer at the HGH had 11 cases to deal with and the
duty radiographer at the RHI was in theatre for up to two hours. This meant that
patients requiring X-ray in A&E had a lengthy wait. Whilst patients were always
informed of such circumstances, the situation was of concern to staff and

patients alike.

Recommendation: That diagnostic services supporting A&E services are
reviewed.

.

Babies and children are treated as a priority and dealt with sympathetically by all
staff. During our visits a Consultant Paediatrician was on-call from the HGH and
if necessary the child was taken to the children’s ward at the HGH for

assessment.

There was a children’s area in the main waiting room with toys suitable for
children aged 2 — 9 years. The toys were well used whilst we were there and

appeared extremely popular.

We spoke to a number of parents attending with their children. The children
were attending with a variety of falls, bangs, bruises or rashes causing concern.
Parents were often in need of reassurance and felt that they were being dealt

with sympathetically and efficiently.

In the past, A&E staff included Registered Sick Children’s Nurses (RSCNs).
However, the RSCNs often felt isolated and under- utilised and so tended to
move to other employment. In the light of this we welcome a new initiative which
aims to rotate qualified staff from the children’s unit in the new hospital to A&E.

This should have a number of advantages:
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. It will enable RSCNs to advise and support A&E staff, thereby further
increasing their skill in dealing with children and parents.

= It will enable the RSCNs to increase their skill and knowledge of A&E.
. The RSCNs will feel part of the children’s team and therefore less likely to
feel isolated.

We look forward to the introduction of this arrangement in the new hospital.
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Clinicians have the responsibility for discharging patients. The decision is
discussed with the patient by one of the nurses on duty. The patient's GP should

be notified in writing within three — four days of the visit.

If necessary, social services will be contacted in respect of emergency care if ‘out
of hours’ or the hospital social worker during working hours. Staff within the
department can experience difficulties in contacting the appropriate person out of
hours. This is of particular concern where child protection issues are involved.

Recommendation: That the issue of contacting social services and child
protection support agencies ‘out of hours’ is reviewed with the local authority.
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Staff working within A&E and other patients are at risk from those patients or
attendants who are violent or aggressive. Staff informed us that they had
experienced a number of incidents over recent months, which had increased
their levels of anxiety and increased their sense of vulnerability — particularly on
Thursday, Friday, Saturday and Sunday nights. We were told that this anxiety

had led to one member of staff leaving.

We were told that the Trust holds a contract with a local security firm in order to
increase staff and patient safety. A security guard is employed between 10 pm
and 4 am for the whole of the hospital (both external and internal). His role is to
be ‘seen’; to calm and appease difficult patients and attendants where
necessary; to telephone the police if the situation becomes difficult. He should
also escort staff leaving the department when required. There appeared
however to be a number of concerns about the security service provided:

» The security guard was apparently based at the A&E department, however,
some staff felt that they rarely saw him.

= We were informed that he had received basic training but none that was
specific to the hospital.
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= The staff perception was that the guards were very young and often
inexperienced. It was also felt that the guards had received little or no
training in dealing with difficult situations and tended to let the staff resolve

issues.

= We were also informed that the police office in the hospital was rarely
occupied. Staff spoke of seeing the community constable for as little as 30
minutes per day — more recently the police officer was rarely seen.

= When we visited in 1995, staff had access to panic buttons. This is no longer
the case.

Staff spoke of their frustration over the apparent lack of progress in improving the
situation - despite meeting with Trust managers.

Recommendation: That the concerns of staff regarding security be addressed
as a matter of some urgency.

Dealing with Bereaved or Distressed Relatives

A separate room is available for staff to use when they need to comfort,
reassure or support patient's relatives in privacy. It was pleasant and
comfortable. Bereaved relatives are provided with the details of referral contacts
and a named nurse who can be telephoned or seen at a later date if wished.

Organ donation

As in 1995, we found that the issue of organ donation is not broached by A&E
staff, but responded to positively if the patients’ family raise the matter. Whilst
we are aware that this issue usually falls within the remit of the intensive care
staff who have appropriate training, it may be an issue which will need to be
addressed at a national level if the number of organs donated is to increase.

We very much welcomed the opportunity to spend so much time in the A&E
department understanding the operation of the service and listening to the views

of patients and staff. We would like to thank the staff for taking the time to
explain their roles and show us around.
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We found the staff to be caring, hard working and efficient in the way they deailt
with patients and their attendants.

The A&E department overall appeared to be providing a good service despite the
cramped and outdated facilities — much of which will be improved by the move to

the new hospital in May.

We remain concerned however, that the A&E department is receiving medical
patients without the specialist nursing and clinical staff to deal with them. We

believe that this needs addressing as a matter of urgency.

We hope that this recommendation, together with the other recommendations
contained within the body of the report are taken up by the Trust.
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