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ORIENTATION FOR DOCTORS ON ROTATION TO THE EMERGENCY DEPARTMENT
1.
ORIENTATION CHECKLIST
Before
 you start work ensure you complete access forms for the EDIS information system.
Medical Administration should have issued you with forms for Auscare (Pathology) and Groupwise (email). See the Departmental Support Officer (Gail McBean) for training. 
Ensure that you are shown the following:
Departmental
 Layout

Resuscitation Cubicles and Equipment
Shift Coordinator Station
Disaster Room and Retrieval Packs
Cubicles
Consulting Rooms
Relatives Room
Mental Health Areas
Minor  Theatres
Toilets
Medical Imaging
Ultrasound Machine
Clean Utility Room
After
-hours drug cupboard and keys
Workstations

Chart
 Boxes and Triage Procedures
Pathology
  & Radiology Programs
Prescription pads
Sick certificates and Workers Compensation paperwork
Emergency
 Department Info on g:/ drive
Pathology, Medical Imaging and other request forms including Mental Health
Phone number lists and Paging Technique
Lamson System
Duress Alarms
Triage Room and Reception

Patient Education Handouts
Office Suite

Director’s Office
Seminar Room
Senior Medical Officer’s Office
Mail
 Boxes for ED Staff
Lockers

Short Stay Unit
Subacute Clinic
ALL
 STAFF MUST MAKE AN APPOINTMENT WITH THEIR CLINICAL SUPERVISOR WITHIN ONE WEEK OF COMMENCEMENT TO DISCUSS LEARNING OBJECTIVES.
2.
FUNCTION OF THE EMERGENCY DEPARTMENT
The primary roles of the Emergency Department
(a) 
Treat emergent conditions efficiently and effectively. This means prioritising 
resources and staffing
(b)
 Determine disposition: admission, discharge or transfer. Senior medical and nursing 
staff on duty must to be informed as soon as this decision is made. 
(c)
Stream patients according to need into areas facilitating rapid transit through the 
Department
(d) 
Liaison with health care staff responsible for care when patients leave the 
Department to ensure patient management continues seamlessly and safely. 
3.
HOUSE OF IPSWICH RULES 
These are a humorous take on how we run the Department. 
1. Collateral, Collateral, Collateral.
2. No patient is complete without a discharge summary.
3. Handover patients with a management plan. Handover is the most dangerous period in a patient’s care. Avoid it if possible.  
4. Listen to the nurses.
5. Having your views challenged is confronting but it is the only way you learn.  When people question what you do, so should you.
6. Consult early.  State your hypothesis and be clear about what you want from your consultant. Consult before you have written your medical notes.
7. Expand your horizons, challenge your fears, log on to patients you fear.
8. If you want to make the transition from medical student to doctor - develop a differential diagnosis & management plan. This should include disposition. 
9. It is socially acceptable for ED doctors to pry into a patient’s social situation.
10. You are often interested in what the patient  does not  have.  Develop a differential diagnosis, exclude the ‘unmissable’, and remember COMMON THINGS ARE COMMON.
4.
ASK YOURSELF 
1. Does the patient require immediate resuscitation?  
CALL FOR HELP
2. Does the patient obviously need admission? 
START THE PROCESS (public/private?)
3. What other information do I need?
GATHER IT EARLY/ORGANISE INVESTIGATIONS
4. Is the condition better addressed by LMO or specialist at a later date?
ENSURE ADEQUATE COMMUNICATION
5. 
LEARNING OBJECTIVES
1. Triage skills. The ability to differentiate between patients requiring immediate attention from those with less serious conditions.
2. The ability to differentiate patients requiring hospital-based care from those who can safely be sent home.
3. Consulting skills with a multi-disciplinary team. Junior staff are expected to have come to some conclusion regarding differential diagnosis and management options.
4. Multi-tasking. Medical staff work in an emotionally exhausting environment coping with fragmented histories, mixing acute resuscitation with ongoing examination and management, with frequent interruptions.
5.  Respect for people’s individuality, privacy, and right to courteous health care. This may include management of difficult and aggressive patients. Include patients and carers in decision-making processes.
6. Familiarity with the continuum of care. Doctors should consider the need to include General Practitioners, Community Health and other agencies in ongoing care.
7. A wide range of clinical skill such as cannulation, suturing, fracture management, wound care, airway management and resuscitation, investigative procedures, and insertion of intercostal catheters.
8. The importance of accurate and concise medical records.
9. Medico-legal issues. Medical officers will be exposed to issues concerning Mental Health, Consent, and Forensic Issues.
10. Time management, Time Management, TIME MANAGEMENT.
6. 
CONSULTING WITH SENIOR STAFF
One of the most difficult lessons in the transition from medical student to intern is learning how to communicate effectively with Senior Medical Staff. Senior Medical Staff will expect clear communication allowing them to deal efficiently and effectively with your request. 
In the early days of your internship, Senior Staff will expect you to discuss all cases with them. As your skills grow, and they become confident that you know your clinical limitations, they will loosen the ties and allow you to work more independently. 
Here are some hints to improve the success of your consultations. 
1. Unless
 your consultation is urgent, do not interrupt Senior Staff. You may wish to indicate politely that you would like to talk to them when they are free. 
2. State what you want from your consultant as soon as you approach them. 
(a) I want to discuss a patient case with you.
(b) Can you come to examine this patient with me because I am not sure if this physical finding is present or significant?
(c) Quick! This patient is really sick and I need some help.
(d) I really have no idea what is going on with this patient. Can you come and see them?
(e) Can you show me how to perform this procedure? 
(f) Can you look at this xray for me? (State what you are looking for)
3. Always have a differential diagnosis and provisional management plan developed before you consult. Even if you are uncertain, present what you would propose to do if you did not have access to advice. 
4. Start with your opinion. 
5. In this Department we prefer the SBAR form of handover and patient presentation. 

S –  Situation. How & Why the patient presented.

B – Background. Relevant background history, medications.

A – Assessment. What you found on examination & investigation. What is your 

       provisional diagnosis?

R – Response. How you intend to manage this patient including admission or 
  
      discharge plans  
6. Ensure you understand instructions and the reasons for them.
7. On
 each shift there is a designated Senior Doctor for consultation. 
8. Complete tasks before you re-consult. Before re-consulting, direct your Consultant’s focus to your patient by briefly stating your patient’s details. 
Most 
Consultants are friendly and interested in your professional development. They will be keen to share their knowledge and to learn from any additional reading or research you have done.  
7.
INTRODUCTION TO THE DEPARTMENT
The Emergency Department of Ipswich Hospital is a busy unit serving a district population of about 200 000. It is accredited for 6 months advanced registrar training by the Australasian College for Emergency Medicine. A Paediatric logbook may be maintained for ACEM training. It is also recognised for training by the Royal Australian College of General Practitioners.  There are about 48 000 attendances annually (about 130 
patients per day). About 24% of patients are admitted. The Paediatric workload is about 25% of the total.
There is an after-hours general practice on-site until 2100hr daily. Patients presenting with minor injuries and illnesses should be encouraged to attend their own general practitioner for follow-up and for future non-urgent care. A Sub-Acute Clinic (SAC) is run to facilitate flow for patients whose stay is likely to be less that 2-4 hours.You may be rostered to work this Clinic. 


There are three outlying rural hospitals in the District - Boonah, Laidley and Esk. The Emergency Department sometimes provides a retrieval service for critically-ill patients initially treated at these hospitals. Emergency Services in the area may request the attendance of a medivac team (nurse and doctor) at accident sites. 

8.          STAFFING AND SHIFTS
Medical staff complement in the Emergency Department consists of:
1. Director – Daniel Bitmead
2. Deputy Director – Kenny Tay
3. Two fulltime Staff Specialist in Emergency Medicine –  Kylie Baker, and Bev Coyne. Kylie is the Director of Emergency Medicine Training (DEMT).
4. Part-time Staff  Specialists-Karen Richards
5. Senior Medical Officers-Nick Milns,Quentin Shaw,Peter Ivermee
6. Junior Medical Staff: 12 Principal and 14 Junior House Officers/Interns. 

There is an SMO on-duty from 0800-2330hr 7 days a week. They are on-call at all other times. Please be familiar with the Mandatory SMO Call Criteria below. 
Junior medical staff work a mixture of 6, 8.5 and 10.5 hours shifts.
 These include an unpaid ½ hour for meals. This ½ should not be claimed for unless you genuinely cannot take a meal break. An 0800 to 1830 hr shift is claimed as a 10 hour shift unless a meal break cannot be taken. Night shifts are 10 hours duration and staff are permitted to have ½ hour break within the Department termed a crib break. 
Try to avoid incurring overtime: don’t start seeing patients with complex problems just prior to your “knock-off time.” Either see a patient with a simple problem or go home early and deduct the time from overtime worked later in the week. “It all works out in the wash.”
 
Nights are staffed by 4 doctors - a PHO/SHO and a JHO/Intern.. One of these doctors covers the wards during these hours. 


All staff are asked to be prompt and to be dressed respectably. Surgical scrubs are permissible attire. 
If you are unable to present for a shift because of illness or unforeseen circumstances, please notify the Senior Medical Officer as soon as possible (preferably the day before) so roster adjustments can be made. (Please carefully consider the implications of calling in sick on night duty – they are difficult shifts to fill. 
All leave & roster requests should be made at least 6 (preferably 8) weeks in advance. After that time, it is your responsibility to arrange suitable roster changes with your work colleagues. 
If you are stay back or are called back to work and there is less than 10 hours till your next shift, please assume you are entitled to fatigue leave. Leave a message with the night staff. We will call you back in if the situation in ED becomes desperate.
9.        HANDOVER
Medical officers must ensure that patient care continues after they have completed a shift. Formal handover rounds are conducted at change of shift – either by walking around the Department or from the computer. 

10.
NURSING STAFF
The Emergency Department works as a team. It is important to communicate with nursing staff politely and effectively. The Department is fortunate in having a well-trained team of Emergency Nurses with a great deal of experience. Their opinion should be listened to and respected.
The Nurse Unit Manager  is Melissa Heather.
Most registered nurses are able to cannulate and take blood from adults but will ask you to do it if they are overwhelmed with work or if the patient has difficult IV access. Sometimes it is easier to perform simple nursing duties yourself than to find a nurse busy in another area. 
If you cannot find the Nurse who has been allocated to you patient, you can ask the Shift Coordinator to coordinate your care instructions.
11.
NATIONAL TRIAGE SCALE
The Department uses the Australian National Triage Scale to prioritise patient care. 
Category 1: Immediate assessment and treatment
Category 2: Within 10 minutes
Category 3: Within 30 minutes
Category 4: Within 1 hour
Category 5: Within 2 hours
In reality patients are managed in three patient streams:
1. Those requiring critical care (Category 1 & 2) who are seen on arrival.
2. Those with urgent conditions seen in the main Department
3. Those with semi-urgent conditions managed in Sub-Acute Clinic (SAC)
There is a Category 2 doctor allocated to most shifts. This doctor performs a rapid assessment, enters a time into the time-seen field, but may not assume responsibility for ongoing care. 
12.
TEACHING
Most teaching in the Department is informal on-the-job training. There is ample opportunity to question Senior Medical Staff about patient management and clinical medicine. When investigative and management procedures are being carried out in the Department, junior medical staff are encouraged to perform them under supervision. Please alert Senior Medical Officers if you need experience in particular skills such as lumbar puncture, intercostal catheter insertion, reduction of fractures and dislocations, tendon repairs etc.
Formal teaching sessions are held according to the roster on weekday afternoons from 1300-1500. PHO’s and JHO’s present a case and related journal article. SMO’s deliver tutorials on a given subject. Please check the noticeboard for your allotted presentation time.

The Hospital plaster orderly is available to teach casting techniques. Page through switch. 
13. 
INFORMATION SYSTEMS
The
 data base system in the Department is essential in monitoring patient flows in the Department. Please ensure you know how to use the system. Training can be organised through the Departmental Secretary. Please enter your “seen time” accurately. The diagnosis section is commonly used to crosscheck pathology and imaging results. It is useful if you record any prescribed antibiotics in the Clinical Notes section so that sensitivities can be checked when available. 


Clinicians Knowledge Network


This web-based information package is available on all computers in the Department. There is access to guidelines, textbooks, drug information MIMS, medical journals and Medline.
Radiology & Medical Imaging
Radiology images and reports and pathology results are available on computer within the Department.
Journals
Many journals can be accessed at computer terminal via QHEPS. Go to Business support and click on QH Libraries. 
Website

There is a Departmental website at www.ipswiched.org.au Please see Daniel Bitmead for access.
Department Protocols
Can be found on g:/ed clinical info
14.
TELEPHONE ADVICE
Please be careful about what advice is given over the phone to patients: it is a considerable source of complaints and medico-legal action. Where possible, advice should be restricted to first-aid advice and advice to seek medical attention if concerns persist. Be careful of confidentiality issues when speaking to carers and family.

Do not speak to the media without consultation with senior staff.

Results are not to be given out on the phone unless you have made specific arrangements to speak to your patient at a pre-specified time. 

15.
SUBACUTE CLINIC (SAC)
SAC consists of 4 beds and a seated area. It is staffed by a nurse and medical officer. At times there is also a Nurse Practitioner. It is designed to see patients from Categories 3 -5 who are ambulatory and who have more simple conditions that are likely to require a 2 -4 hour transit time through the Emergency Department. 
16. 
SHORT STAY UNIT & MAPU 
(WARD 4A)
Ward 4A consists of 6 short stay unit beds and 6 Medical Admission & Planning Unit beds. A short management proforma is completed before admission. All admissions must be discussed
 with the senior medical staff member on-duty. 
Medical staff must identify admissions who could safely wait in MAPU for medical registrar assessment. These cases should be discussed with the Senior Medical Officer. 
17.      COMMUNICATION
The efficient delivery of health care depends on good communication between all providers of care. Before discharging a patient, ensure you have communicated all the necessary details to those assuming ongoing care (eg general practitioners, community nursing services, nursing homes, corrective services). 
Discharge letters can be placed in the box in the chart area for faxing to GPs the following day.
18. 
PATIENT FOLLOW-UP & SPECIALIST OUTPATIENTS
The Emergency Department does not have right to referral to Specialist Outpatients. The patient should be referred back to their GP to organise the referral. This reduces unnecessary referrals, allows the patient to consider private referral, and ensures medical care continues during the long waits for specialist appointments. 
The Fracture Clinic accepts direct referrals from Emergency Department. 
Ensure all pathology and investigations are followed up. This may be facilitated by faxing notes to the patient’s GP. Notes can be placed in the fax box in the doctor’s area.
19. 
ACUTE TRAUMA
Junior medical staff should actively be involved in the management of acute multi-trauma patients. This should be supervised by a senior medical staff member. Management of the acute multiply-injured patient requires a coordinated team approach. Surgical, Orthopaedic, Anaesthetic registrars must be called under the Departmental Trauma Call Protocol. They should be placed on stand-by if the Department is notified of the impending arrival of multiple casualties.
The Ipswich Hospital Emergency Plan should be consulted if the imminent arrival of multiple casualties is confirmed.
Following a traumatic event, medical staff should avail themselves of defusing and debriefing session held in the Department.
20.
MANDATORY CRITERIA FOR CALLING THE SMO OVERNIGHT
The SMO on-call must be informed of:
1. Any Cat 1 patient.
2. A call from QAS that Code 1 patient in transport
3. Any airway problems or impending airway problems
4. Transfers or retrievals requiring Medical Escort
5. Thrombolysis
6. Seriously ill children, infants, babies
7. Patients in shock
8. Any Trauma Call
9. Political / Medico-legal / Interdepartmental conflict and concerns
10. Ramping 
11. Compromised safety for patients in Categories 1-3 due to excessive waits.  
The call to the SMO can be initiated by the senior doctor or nurse on-duty. 
When the Department is busy after-hours there is a Medical Officer rostered to remote-call who may be called in to assist. 
21.
MEAL BREAKS
Please take time-out for meal breaks at morning tea, lunch, afternoon tea, dinner and supper. You will probably work much more efficiently on return after a break. This includes night-duty. 
Meals, snacks and drinks should not be consumed in the work area. It looks unprofessional to patients who believe they are waiting because you are taking a break. 
22.
AUDITS
The Department audits all deaths and cardiopulmonary resuscitation. There is also a safety audit of procedural sedation. Please assist by completing the relevant forms.
23.      SICKNESS CERTIFICATES
Ensure that the correct type of certificate is issued. There are 3 types depending on the need.

(a) Routine Certificates for people with accrued sick leave entitlements from their work
(b) Social Security Certificates for those who are, or will be dependent on Social Welfare for their income
(c) Workers Compensation Certificates: these cover any work-related injury or illness. It covers travel to and from work. Please place the additional white copy in the patient record. 
24.
MEDICAL IMAGING
The Medical Imaging Department offers a wide variety of services including plain xrays, ultrasound, computerised tomography, and fluoroscopy. Plain xrays are available form 0730-2330hr seven days a week. An on-call service is available at other times. The decision to call the radiographer in should be made by the most senior medical staff member on-duty, using the available guidelines in the Protocol Manual. 
After-hours CT and ultrasound are available as a call-in service after discussion with the senior medical staff member on-duty. After-hours requests for non-urgent investigations can be placed in the Request Box provided and the patient instructed to phone for an appointment the following working day.
All medical imaging results must be signed before filing. Reports requiring follow-up should be handed to the Receptionist so the patient record can be recalled. 

25.  
PATHOLOGY
Please refer to the pathology test ordering matrix to ensure rational, cost-effective ordering of tests. It is to be found in each cubicle and in g:/ed clinical info.All results viewed on Auscare must be signed off electronically.
26. 
AWAITING TESTS
If a patient is stable and awaiting results, they should wait in the Waiting Room because space within the Department is at a premium. Alternatively, they can be asked to contact their GP for results. Remember Xray reports may not be available for several days. 
27.
PHARMACY
The Department has an after-hours drug cupboard for dispensing most acutely needed medications required by patients. There are local pharmacies open until 9pm daily and doctors are encouraged to issue scripts. During office hours, scripts can be filled at the Hospital Pharmacy if the patient prefers this.
28. 
WORKPLACE HEALTH & SAFETY
It is the responsibility of all staff to maintain a safe workplace. Doctors have a duty  to maintain a tidy clutter-free environment.

Medical officers are responsible for clearing away all “sharps” used during any procedure.

Queensland Health has a “Zero Tolerance” of violent behaviour. Medical officers should practise aggression minimisation skills, but should be prepared to call security or the police if patient, carers or visitors display unacceptable behaviour.

29. 
ROSTER AND LEAVE REQUESTS & ROSTER SWAPS
All requests for leave (recreational, professional development, accrued rostered days off, exam etc) are made through the ED SMO responsible for the roster. Currently this Nick Milns. 
Email requests can be directed to IGH ED Rosters via your groupwise email.
Unless there are extenuating circumstances, requests are dealt with on a first-in basis. Do not book airfares or tickets until you have received written acknowledgement that your leave has been approved.  
Roster swaps must be approved by an SMO who will make the necessary changes on the electronic copy.
30.
CONCLUSION
Your term in the Emergency Department will be a time of solid learning and skill acquisition. It is a stressful term because of time constraints, long shifts, and difficult patients. Doctors must look after their own health and take time-out for meal and tea breaks. Please do not hesitate to talk to the Director or Senior Medical Officers if you are having personal difficulties or problems coping with the workload.
We hope your term will be a valuable and enjoyable experience. 
�


As a checklist???


�


Needs refining to current department


�


Now in SAC clean utility


�


not relevant


�


not relevant


�


should have separate section


�


Should have Hand over roon in SAC as separate bit - it has mailboxes for juniors


�


Don’t think they have them!


�


As part of the “checklist”


�


Can this be worded better??


�


for each team


�


“Most”....sounds discouraging


�


140 on average,up to 160


�


the time frame not relevant any more - more for fast track and ambulant patients


will be rostered, but with a reg or consultant, also a NP works there


�


No longer true.


�


Numbers now different


�


ARH!!!


�


Think this should be changed.


Not pick up complex patients, request senior to indicate where to be utilised eg SAC, orwhich patient to see


�


That ward call goes straight ot the ward


�


RAELENE DONOVAN � DATE \@ "MMM d, ''yy, h:mm AM/PM" �Jun 5, '13, 10:53 AM�


�


EDIS


�


Also can we get them to enter “consultation requested”


�


not yet!


�


CDU


�


also encourgare to complete a 4 hour plan, and discharge letter and medications/fluids and remember to handover patient









