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Development of the UK
Emergency Medicine System
— learning points?

peter driscoll




Objectives

= Why have EM departments?

= Who works in EM departments?
= What is happening to ED’s now?
m Top Ten Tips




Why have EM departments?

In the beginning there were ....




In the beginning there were ....

Patients (lots)
Worried junior staff
Few permanent staff
Absent consultants
Concerned politicians
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Forces for change

m Patient
= Number
m Demand

s Physical size of ] Political pressure
departments *

m Lack of leadership
= Hospital specialisation Medicine is created

Emergency




EM Med

m Organisation
= Association
= Remit of the speciality
= Remit of being a consultant in EM

m Selection & Training




Emergency Medicine

Huge numbers
General
Exposed
Under resourced
Stressful
Exciting

= Dynamic

= Social




Who works best in the ED?

What are the characteristics of EM
personnel?




Emergency personnel

Sharp intellect
Decision makers
Team players
Like new skills
Adaptable
Pragmatic
Prioritise




Selection

= Historical
= Missionary
= Dedicated
m All specialities
m Current
n Early identification & exposure
s Head hunting




Training

= Previous
s General training 23 years
m Specific training 3 -5 years
m Current
m 5-7 years

» Knowledge, skills, communication,
psychology




Emergency personnel

Sharp intellect
Decision makers
Team players
Like new skills
Adaptable
Pragmatic
Prioritise




Emergency personnel

= Sharp intellect

m Decision makers
m Team players

m Like new skills

m Adaptable

= Pragmatic

m Prioritise

Limited attention span
Assertive/ rude

Hunt in packs

“Have a go” mentality
Sloppy

Poor concentration
Pessimistic
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Forces for change

m Patient
x Number

m Specialisation |

= Emergency medicine  /
= Need Increase
Emergency
Medicine role

= Demand ] Political pressure

= Capability




Intra-specialty forces

Variable community needs

Variable ideas of the consultant role
Variable ideas of the nursing role
Variable ideas of the ED role

= EM standardisation




Examination

s FCEM

s Standard of a first day consultant
= Knowledge, skills, communications
» Clinical, academic & management

s MCEM

s Standard of a first day specialist trainee
= Knowledge, skills, communications
s Applied basic sciences




International awareness

= Joint meeting
s Standards
s Resources
s Training
= Joint curriculum & exam development
m Australia & NZ
s South Africa
s Far East
s Europe




EM Med

Organisation
Selection & Training
Examination

International
awareness

Increase in
confidence in own
abilities

Increase appreciation
of what is needed

Poor at assessing
resources

Politically naive




Inter departmental forces

m Specialty
m Specialisation
s Poor understanding
= Influence
s Commitment

m Hospital priorities
m Elective cases
s Diagnostics

m Resources
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Forces for change

m Patient

= Number
= Demand ] Political pressure

m Specialisation

= Emergency medicine l

= Need ED Targets
s Capability




Surrogate markers of efficiency

Time to triage

Time to see a doctor

Time in deaprtment

Time to reply to complaints




EM development

m Organisation m Clinical governance
m Selection & Training = Clinical standards

s Examination = Audit
= International = Risk management
awareness m Political awareness
s Transience
m Lack of direct input
s Community link
= Need for strategy
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Forces for change: 2005-7

m Specialisation
= Patient

= Emergency medicine
= Need
= Capability
= Reduction in hospital beds
= Abdication of primary care




Forces for change - 2007
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Forces for change - 2007

Specialisation

Patient
Emergency medicine ] Political pressure

m Need

s Capability l

Reduction in hospital beds Whole system

Abdication of primary review
care




Proposed Model of Care

Service | Blue Light /
Self Referral l

1 Intermediate

ED Care

Direct Booked l

OP Consultation Diagnostics
by GP Direct GP referral
t following consultation
with Hospital Specialist

General Practice

Emergency Care
Unit (72 Hour A

\ 4
Stay) Rehabilitation

Hospital




Top Ten tips

m EM evolved as a practical necessity
m Subject to changing external forces

m Most specialities do not understand EM
but feel they can run it better

= No other speciality wants to see all the
patients

= Patients' will always find the easiest
route to care




Top Ten tips

= Unique group of personalities
s Last remaining generalist in hospital
s Team workers
x Community linked

m Selection & training is key

= Need to adequately resource all initiatives
m Be politically wise from an early age

m Consider whole system effects













Time out

m What makes us feel we have done a
good job?




False gods

Your not dead until:
A&E - Intubated and 2 IV’s inserted




False gods - Your not dead until:

A&E

ET and 2 IV’s inserted

Ortho

Straight limbs

ICU

Normal electrolytes

Medicine

Fully investigated

Psychiatry

Have insight

Plastic surgery

Beautiful




