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SITE DETAILS:
Hospital address:
Galsworthy Road, Kingston upon Thames, Surrey KT2 7QB
Main switchboard: 0208 5467711
Many extensions can be accessed directly by dialling 0208 934 xxxx (local extension).
Most of the Hospital’s extensions and bleep numbers are on the Induction app.
Nearest station: Norbiton Rail Station
Parking on site: by application for staff, policy below

Car Parking Policy

Parking office – ext. 2004, email: sonia.gopala@kingstonhospital.nhs.uk
Please report to Debbie Vearncombe, staffing coordinator (see below) on your first day. Her
office is located next to the staff room in the “ED basement”.
Parking off-site: most of the roads by the hospital are resident only either until 18:30 or
22:30. The council has pages referring to the CPZs (ones next to the hospital are H and N).
Parkopedia has a map of the zones and car parks.
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THE EMERGENCY DEPARTMENT
Welcome to the ED Team!!
The aim of the Emergency Department is to respond to all patients who attend. We believe
that the patient is an individual who should be treated holistically and is considered the main
focus of our attention. We believe life-threatening or potentially life-threatening conditions
remain our first priority, and operate a systematic nursing assessment known at Triage.
We work as a multidisciplinary Team, which is committed to health education and the
promotion of healthier lifestyles. We believe that we can empower patients, providing
information and facilitating informed decision making with regard to their individual needs.
The Team aims to provide competent, compassionate and effective care to patients and
their relatives. Our decisions are based on evidence-based practice and best evidence, and
our practice is audited to ensure that it is clinically effective. The Team works in a
collaborative manner with other disciplines, and offers mutual support, co-operation and
respect to all colleagues. The professional development of staff is recognized as being vital,
in order to equip them with the necessary skills they require in order to provide a high-quality
standard of care to patients. Being part of the ED Team requires being prepared for ALL
patients that may potentially come through our doors at any time of the day or night.
Kingston ED is one of the busiest in the UK. It saw 118,000 patients in 2017, a significant
proportion (36,000) of attendances are children. Kingston is one of few departments (the
only one in SW London) that still sees minor injuries, has the longest consultant cover hours
for a district general hospital, some of the lowest conversion rates (attendance: admission) in
the UK.
Department:
The ED is an annex of the main hospital that can be accessed from Galsworthy Road, from
the Hospital’s main corridor on Level 3 and from the staff car park (card access).
Some areas / doors have key-code locks; Debbie will hand you pocket-friendly laminates
with the codes when you commence.
To provide a service to our users the ED department is made up of different areas:
Reception: is covered 24 hrs per day and is the first contact walk-in patients have with our
staff. The reception staff will book the patient in on the computer and then sit the patient in
the waiting area for initial assessment (triage). The streaming nurse will then access the
notes on CRS and call the patients into the streaming room. If reception is particularly
worried about a patient who books in, they will inform the steaming nurse or the Nurse in
Charge to get them seen immediately. This situation may be a patient who walks in with
chest pain, stroke symptoms or a patient who is contaminated in a hazardous substance.
Training is provided for what to do in the event of a patient or group of patients attending and
requiring isolation after contamination with a hazardous substance.
Streaming: a Senior Nurse is assigned to streaming area 24 hrs per day. This nurse
assesses the patients who walk in to the department using ‘The Manchester Triage’
(Manchester Triage Group, 2006). This is a systematic assessment that highlights the
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priority in which patients need to be seen by the appropriate clinician. Patients are put in
categories to ensure the life threatening or potential life threatening conditions remain our
first priority. Following triage, patients are moved to appropriate area in the department and
their notes are placed in either in the folders matching their cubicle number if in the main
department (Majors) or will remain with them if streamed to the Majors Waiting Room or
Urgent Treatment Centre. depending on their personal care requirement.
A second Steaming team (Nurse and Healthcare Assistant) works in the Ambulance RAP
area assessing the patients who comes in by ambulance using the same systematic
assessment tool, The Manchester Triage. A senior doctor is given the responsibility of
oversight of this area to ensure that investigations/referrals are expedited in order to improve
patient flow thorough the department. Junior doctors may be required to assess see patients
in this area during times of departmental crowding when all Majors cubicles are occupied.
Investigations Rooms: There are two investigation rooms where patients in the Majors
Waiting Room receive initial workup i.e. bloods and ECG. These rooms are staffed by HCAs
with extended skills.
Main (Majors) Waiting Room (MWR): Patients who need to be seen in the Emergency
Department but do not require a cubicle are placed in the Majors waiting room while waiting
for investigations/assessment by clinician. Please be aware that this area is “unstaffed” and
therefore if you deem the patient to be unwell or requiring additional observations or
treatment please discuss with the Nurse in Charge so that the patient is moved to a Majors
cubicle.
Urgent Treatment Centre (UTC): This is the new name for what used to be called an
Urgent Care Centre (UTCs have a more extended scope). Currently open between the hours
of 8am and 12 midnight. Both Nurse practitioners (ACPs (Advance Care Practitioners &
ANPs (Advanced Nurse Practitioners)) and Doctors (ED colleagues and GPs who do
specific shifts) see patients with minor illnesses and injuries, along with a staff nurse/HCA
completing the treatments for the UTC patients before discharging them. The UTC is made
up of 5 assessment/treatment rooms; 3 standard rooms, 1 eye room containing a slit lamp
and separate adult and paediatric waiting rooms. The ED Review Clinic is also run out of
the UTC in the morning. (This clinic is where patients who have been seen previously in
UTC are brought back to be reassessed by the DR/NP e.g. a burn or scald to ensure it is
healing well).
Trainees are rostered into shifts in the UTC where the curricula require experience in minor
ailments or injuries.
Majors: we have 20 Majors cubicles where patients are assessed by the nursing staff and
the Doctors, a treatment plan is made and implemented and then the patient is either
discharged if appropriate or referred to a speciality, such as medics, surgeons, orthopaedics
etc, for further treatment and investigation.
Cubicle 1 and 2 are closest to the nurses’ station and has additional monitoring facilities.
Cubicle 7 and 11 have doors and toilet facilities and therefore suitable for isolation of
infectious patients as well as being more secure for gynae patients who may be having an
intimate examination.
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Cubicle 16 is next to the nurses’ station and has been set up for mental health patients.
Cubicle 20-25 are at the back of the Majors area and are our “Dementia Friendly” zone.
The major’s area in general has all the equipment required by the nurses and the Dr’s. Such
as cannulation and venepuncture trolleys, ECG machine, Dressing trolley, Gynae trolley,
catheter trolley and patient hygiene trolley. Should you require any additional items that are
not found on the trolleys e.g. suturing kit these can be obtained from the departmental stock
rooms next to the Matrons Office. The door has a code lock which can be obtained from the
Nurse in Charge.
Between cubicle 15 and 16 is a POD that leads to the laboratory for blood specimens.
Please only send biochemistry and haematology specimens in this POD. Specimens for
microbiology need to be placed in the POD next to the Nurses station. Only the smaller (not
culture) blood (not urine or other body fluids) bottles can be sent via the POD, all other
specimens in a yellow box next to the nurses’ station. The POD operates once you put a
capsule in it, not button-pressing required! Specimens that need to go to blood bank urgently
should be given to a messenger or porter to ensure that these are delivered to blood bank
timeously. The resuscitation trolley is opposite Cubicle 1 (around the corner from the Nurses
Station). Next to cubicle 1 is the clean and dirty utility room and the drug room storing the
majority of the medication we use in the department.
Resus: We have a 7 bedded resuscitation area for potentially life threatening or extremely
unwell patients. Resus is also used to give sedation to patients who require treatment under
sedation (such as manipulation of a fractured limb).
The 6 bays are all set up the same with monitoring, airway and cannulation trolley and
Oxygen/Suction source. Bay 7 is set up for paediatrics and therefore any paediatric requiring
resus will be placed in Bay 7. The resuscitation room is also equipped with a blood gas
machine, ultrasound machine, ventilators and non-invasive ventilator. Please familiarise
yourself with the use of these pieces of equipment should the particular make be new to you.
Paeds ED: The paediatric area of the department is consisting of a waiting room, triage
room, 8 cubicles and a drug room. Cubicles 1-5 have trollies and monitoring facilities.
Cubicles 1 and 2 have doors on for isolation purposes. Cubicle 3 has been set up for
resuscitation. Cubicles 6-8 are seated cubicles. This area is staffed by nurses with paediatric
training as well as rotational nurses and students.
Clinical Decisions Unit (CDU): The CDU is located in the corridor that leads to the rest of
the hospital. It consists of 6 beds in separate cubicles and is designed to accommodate 3
male and 3 female patients. It may however be turned into a unisex unit depending on
demand. This unit is staffed by trained nurse an HCA. A doctor is allocated to oversee
patients in this area under the supervision of a Consultant, however the admitting doctor of
patients to this area may be required to retain responsibility for the patient.
Consultation Rooms: There are 3 Consultant Rooms off the corridor opposite CDU. These
are used for assessing and examining patients who are located in the Majors Waiting Room.
These rooms are equipped with a venepunture/cannulation trolley. Once you are finished
examining a patient in these room the patient is to be returned to the Majors Waiting Room
to free up the room for the next patient. Please do not leave patients in these rooms and
5|Page

ensure that you have left the room in a tidy state so that it is ready for the next patient.
Please note that there is no one who will tidy up after you! Should your patient require
treatment administration please inform the Nurse in Charge of the Department of such
treatments to ensure that these happen timeously.
Other areas we have for use include a relatives room situated opposite resus, a viewing
room, sluice, patient toilets with baby change facility available in waiting room toilet or,
waiting room with vending machines, sub wait area at reception, various storage rooms,
offices, kitchen and staff room.
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USEFUL CONTACTS
ED USEFUL CONTACTS
Clinical
Medical

Contact

Recommended: “Induction App”

Bleep

Wards

Type

ASP : 504 / x3157

Bleep

Ext

SHO

172/173/175

AAU

Mixed Medical

322

2886/3656/3351/3658

Reg

174

Blythe

Medical

689

3252/3253/2567

Matron

652

Bronte

Medical

689

2894/2895

SHO

630

Coombe

Private Medical

Reg

632

Derwent

Medical

281

3181/3868

Matron

802

Hamble

Medical

687

2900/2809/6369

SHO

908

Hardy

Medical

686

2313/2315/2316

Reg

909

Keats

Medical

545

2189/2025/2697

Matron

661

Kennet

Medical

688

3263/3264

SHO

307

Cambridge

Ortho

665

2330/2329/2177

Reg

331

Canbury

Ortho

665

2323/3178

SHO

919/318

Claremont

Ortho

665

2459

Reg

911/922

Astor

Surgical

666

2305/3143/3156

SHO

730

Alexandra

Surgical

666

2301/3152

Reg

732

Isabella

Gynae/Surgery

666

2302/3134

Reg

009

Jasmine

Early Pregnancy

Psych

509/ x3509

Sunshine

Paeds

674/676

2325/2326

OT/PT

725/ x6195

Dolphin

Paeds

674/676

2328

Reg

374

CCU

Cardiac

2265/2266

Cons

380

HDU

Cardiac

2265/2266/2267/2268

Matron

389/ x6245

ITU

Sister

373

GP Rm

x6193

Ortho

Surgical

Gynae

Urology

Paeds

ITU

A&E

ED

Contact

CT Scan

2839

Main Xray

351/ x2157

DVT Nurse

6416

AEC

390/ x3651/ x3883

Biochem lab

x2052 / 540 OOH

Haematology lab

x2044 / 541 OOH

6224

2625/2627

Pt Coord
Depts

3906/6021

Other

Ext
375/
x2178

Contact

Health Visitor

494

CAMHS

0208 2961381

Triage

2931

Transport Mgr

07958 397169

Resus

2177

Transport OOH

0208 6054400

Majors

2180

LAS DSO Local

0203 2775071

Minors

2371

AEC

0208 9343651

Paeds

2915

Toxbase

RAP

6104

U/S “STUDY”
P/W “POISONS”
Fax: 0208 9343274

Rec’tion

6147/2
181

SW Portal

U/S “genericae”
P/W “aegeneric2”

S&T

2934/6
184

LAS call

X6191

SGH call

X6139

Bank office

3304

Hospital Number

0208 5467711

Rapid Response

0208 2747088

Porters

222/ x2245

Security

216/ x3886

Pharmacy

2202/ x2096

Transport

2185

Sis’s Office

6191

Equipment Issues

123/124/ x2057

Admin Mgr

3660

Theatres

2730

AAU Sis

322

Most of the Hospital’s extensions and bleep numbers are on the Induction app.
To bleep, dial 77 (bleep number) (extension you are on), wait for the prompt then hang up
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THE EMERGENCY DEPARTMENT TEAM:
Working in Emergency Medicine requires team work. Everyone is approachable and
everyone has different skills, experiences and knowledge. We ALL ask questions every day
and that’s how we learn and provide our patients with the right care. If you are unsure of
anything, on day 1 or day 101 just ask, and someone will point you in the right direction
The ED has medical, nursing, allied and administrative staff.

Medical:
Consultants:
Dr Lindy-Lee Folscher, Adult and Paeds EM Consultant, Clinical Director for Cluster 1
(ED/AAU/ICU). Resus Lead and Orthopaedic liaison.
Dr Gavin Wilson, Clinical and Paeds EM Lead & RCEM Speciality Tutor in Emergency
Medicine. Oversees the junior (FY2 – ST6) Rota.
Anna Forrest-Hay, Adult & Paeds EM Consultant, Simulation and Ultrasound Lead. BMA
Representative. Works part-time.
Muthana Hussein, Clinical Audit Lead.
Dr Sumit Dutta, Education Lead for the Foundation and Core Trainees. Owns and
administers the department’s website.
Dr Rachel Vivian, Trauma Lead. Also oversees medical student training. Radiology Liasion.
Dr Emily Ormerod, CDU Lead and departmental Clinical Educator.
Dr Sally El-Sayah, Quality Improvement and Major Incident Lead and mental health liaison.
Dr Satwinder Palia, Pharmacy Liaison and Medicine safety Lead. Works part-time
Dr Helen Draper, UTC Lead and Foundation Programme Director (F2). Works part-time.

Staff and Associate Specialists and Specialist Trainees:
Ali Al-Hussaini, Dancho Konstantinov, Simon Lancashire, Deepika Pyda, Janaki
Panchakumar, Merhad Yazdani, Masoud Abotorabi and Florent Pumu.
3 - 4 ST4-6 Emergency Medicine trainees (varies by intake)

Junior Doctors (varies by intake):
2 GPVTS trainees
2 ACCS trainees
Junior Clinical Fellows
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12 Foundation Year 2 doctors
2 Physicians Associates

Nursing and Admin:
Service line manager – Caroline Moulton
Matrons - Stella Davey, Kay Philcox, Laura Hughes, Pretty
ANP’s – Lindsey Maouhoub (Lead ANP), Emma Smith, Nicky Johnson, Diago Martin
ECP – Craig Daniel
Physio Practitioner – Mirriam Willaims
Practice Development Nurse – Deona Watson
With an additional 114 nurses and HCA’s of all grades
Flow Co-ordinations - Marilyn Pepperrell, Joseph Moran, Dario Cordeiro
TARN Co-ordinator: Bilan Hassan
Administration Manager – Gloria Leko
Rota Co-ordinator – Debbie Vearncombe
And 19 Admin staff
In addition to these team members we work closely with the following key teams to provide
holistic care:
•
•
•
•
•
•

Mental health practitioners
Frailty team consisting of Consultant/GP/Occupational Therapist and Physical
Therapist
Outreach nurses
Trust Resuscitation Officers
NIV Practitioners
Paediatric Play therapists
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ROTA:
Responsible people:
Debbie Vearncombe, staffing coordinator (ext.2991) – your first port of call.
Gavin Wilson, Consultant.
Currently an 10-week rolling rota. You can chose when you want to take your annual leave;
at present, this equates to 9 days if you are an F2 trainee over a 4 month rotation. You will
have your rota sent to you around six weeks before commencing your post with both this
document and a copy of your educational contract.
Trust leave and sickness policies.

Medical Staff Leave
Policy - Kingston

Trust study leave
policy will be here
when ratified

Rota / leave rules:
1. Six weeks’ notice for lieu days for bank holidays and for the study days that you want
to claim back is required. Lieu days are not granted when you are on nights or
weekend shifts.
2. Six weeks’ notice is required for study leave and any other forms of leave.
3. For annual leave, please note that you cannot take time off when are on nights or
shifts over a weekend. However, extenuating circumstances will be considered on
an individual basis and you can swap shifts with colleagues to facilitate your time off.
4. Please plan ahead as only two people are permitted to be off at any one time for
each grade of doctor.
5. Some study leave requests require additional authorisation, like those for foundation
doctors. All study leave requests that require funding have to be approved by the
Education Centre.
6. Debbie must be notified of any swaps, with both parties confirming the swap before it
is accepted and put formally on the rota.
7. Study leave forms need to be signed by your educational supervisor (this includes
foundation doctors; Foundation Programme Director rules) and then handed to
Debbie. Debbie will need to confirm the possibility of you being released; as a result,
please do not book or pay for courses without conferring with Debbie and (if required)
the Foundation Programme administrator (as they scrutinise leave requests further).
8. Sickness is to be reported to an ED Consultant between the hours of 0800 and 0000
(see the rota grid for am and pm consultants) and to Debbie 0800-1600. Out of these
times, the ED registrar on bleep 374. Emails, texts and random calls to the
department will not be considered authorised leave. Please inform us as soon as you
think you are not fit to work. You need to speak to the person you call, not leave them
a voicemail.
Please direct any leave or rota queries to Debbie only.
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IT FACILITIES:
Most of the Hospital, apart from paediatrics, is “paper light”. We track, clerk, prescribe and
order investigations electronically. You will be allocated training sessions to use our Care
Records Service (CRS) during your trust induction with shorter sessions for posts that use
different interfaces. CRS in Kingston is provided by Cerner.
X-rays and their reports are available on PACS (Picture Archiving and Communication
System).
You will be provided with network and email access during the generic induction. The trust
uses email via NHS.net accounts which can be accessed offsite. We will use your both trust
and personal emails for different types of communication – PLEASE DO NOT SEND ANY
PATIENT IDENTIFIABLE INFORMATION OUT FROM PERSONAL EMAIL ADDRESSES.
The majority of Trust emails are (firstname.surname@nhs.net)

TRAINING FACILITIES AND TEACHING
PROGRAMME
The hospital has an Education Centre which houses a library, simulation suite, lecture
theatre and numerous seminar rooms. In addition to this the Emergency Department has a
seminar room and simulation room for in-house teaching sessions. There are frequent
clinical seminars and lectures in the Postgraduate Medical Centre and a multi-disciplinary
library is available for the use of all staff. There is a comprehensive teaching programme
within the CMG itself, which includes journal reviews, pathology sessions, topic teaching and
X-ray meetings as well as audit and clinical meetings.
Departmental teaching is protected and takes place each week for both juniors and specialty
trainees. F2 and ACCS doctor teaching takes place on a Wednesday afternoon from 14:0016:00 and will generally have a lecture based session and practical/simulation session.
Juniors are expected to contribute to this programme by delivering presentations on a topic
of interest to develop their teaching portfolio. Slots for delivery of these presentations will be
co-ordinated by Dr Dutta. Teaching sessions for Specialty trainees take place every
alternate Thursday from 08:30-12:00 and include a simulation session followed by
discussion/lecture based session. Teaching sessions are presented by EM Consultants as
well as field experts from within and external to the Trust. Teaching for GPVTS trainees will
occur in conjunction with our ANP training programme on a Friday morning at 10:00.
Attendance of teaching sessions are compulsory unless you are on night shift or annual
leave. The teaching programme is available in the notice board.
The department also runs a WhatsApp group for the EM registrars and EM ACCS trainees in
which clinical pearls are published daily and anonymised cases with key learning points may
be highlighted. If you do not wish to be included in these, please contact Dr Folscher.
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INDUCTION PROGRAMME:
You will have:
1. A generic Trust induction on commencement.
2. “Classroom” departmental induction within your first week. Those who are rostered to
do nights can choose not to attend this induction. Please report to a consultant when
you come in for a tour of the department. We will repeat the classroom induction for
those who miss it.
3. A tour of the department.
4. Blood gas analyser training.
5. A meeting with your Clinical Supervisor (CS). Please try to do this within the first two
weeks. You should then meet with your Educational Supervisor (ES) as soon as
possible after this.
6. IT (CRS) training.
7. This booklet.
8. Risk training.
9. The Kingston ED webpage: (password is ked) this will have the most commonly used
guidelines in the trust as well as some of our weekly teaching sessions.
10. Policies and Procedures: can only be accessed on-site, unfortunately. The most
relevant ones have been attached to this document.’

SUPERVISION:
Each trainee is allocated a Clinical Supervisor (CS) from the ED consultant group. You need
to arrange a meeting with your CS as soon as possible and certainly within two weeks.
Please make Debbie aware of your meeting date. Any issues with supervision need to be
reported to the Specialty Tutor in Emergency Medicine or the Foundation Programme
Director (F2). The consultant body constitutes a contiguous educational faculty that oversees
all trainees in the ED. We are all part of the trust’s Educational Faculty where all trainee
groups have representatives that sit on a quarterly trust meeting that you are expected to
feed into. The trust is commissioned (paid) in part for your training and has obligations
towards you. You need to highlight to us any difficulties you have as soon as possible
please.
Getting the adequate number of Supervised Learning Events (SLEs) is your responsibility.
Do not leave them to the end of your placement to avoid frustration; many grievances arise
from trainees chasing trainers in the last two weeks before sign off. The ideal is to do the
assessment on the shop-floor and to avoid tickets, if anything to ensure compliance from
your assessors. You should do a few SLEs with your ES, otherwise all consultants and
middle grade doctors are happy to oblige. Do not be detracted from requesting the
assessments when the department seems busy, an assessment only adds a few minutes to
your patient discussion.
Let your CS know if you have problems getting Team Assessment for Behaviour (TAB)
returns; as they can access your portfolio and can speak to the assessors directly.
Occasionally, CS’s or ES’s might send further TAB requests on your behalf.
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Any training (and personal issues, if you wish) can be discussed with your ES or any of the
other consultants in their stead, confidentiality is guaranteed by your educational contract. If
you have issues that you do not want to raise through the department, you can approach
your ES or your relevant educational administrator (Serena Kang for Foundation doctors,
Susan Haynes for the ACCS trainees and Deborah Bedford for the GPVTS trainees).
Local Faculty Group(s):
This term refers to educational provision and feedback for all practitioners within their grades
and specialities, specifically for doctors:
1. A junior local faculty group: all the Foundation and Core Trainees. They will
nominate a rep who will hold a closed faculty meeting every two months to
discuss training and operational issues in the department. The rep will minute the
meeting and points raised anonymously and pass those onto the College Tutor.
2. Specialist trainee and SAS faculty group: as above, meets quarterly.
3. Consultant faculty group: meets fortnightly to discuss all trainees and training
issues. Reps are invited to these meetings. All meetings are minuted and fed
back to the office of the Director of Medical Education (DME).

ROLES, RESPONSIBILITIES & PATIENT
FLOW:
The Role of the ED Doctor:
“Emergency Medicine is a rapidly expanding and exciting specialty concerned with the initial
diagnosis and management of the acute and urgent aspects of illness and injury affecting
patients of all age groups with the full spectrum of undifferentiated physical and behavioral
disorders. It is the specialty in which time is critical. Doctors working in the ED should be
able to look after patients with a range of pathologies from the life threatening to the selflimiting, in all age groups. They are therefore required to:
•

Be experts in identifying the critically ill and injured, providing safe and effective
immediate care.

•

Be expert in resuscitation and skilled in the practical procedures needed

•

Be able to establish the diagnosis and differential diagnoses rapidly, and initiate or
plan for definitive care.

•

Work with all the inpatient specialties as well as primary care and pre-hospital
services

•

Be able to correctly identify who needs admission and who can safely be sent home.”
(From RCEM curriculum document August 2015).

This may seem a tall order for those of your starting out in the Emergency Department but
with enthusiasm and the careful supervision of senior staff of the shop floor you will develop
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the skill and competence required to meet many of the above requirements by the end of
your rotation.
There is a consultant in the department 0800-0000. Please present to one when you start
your shift to be allocated to an area within the ED. Patients are normally seen by time order
from registration, unless there is clinical need when you might be approached to see certain
patients out of that order.
We have different “streams” in different areas of the department. For adults, a trained nurse
makes brief contact after registration for walk-in patients and “streams” them either to
Resus/Majors or the Urgent Treatment Centre for minor illness/injury. These allocations are
based on a brief assessment with a set of observations. See and treat is for minor injuries,
Majors B for perceived minor ailments, Majors A for potentially sicker and more dependant
patients. Patient requiring immediate assessment and management are taken to resus.
Children are directed to the dedicated Paediatric area (Paediatric ED, PED) after booking
in. Ambulances bringing in children go directly to the PED also. Adult patients brought in by
ambulance are assessed in a dedicated bay and then moved into different parts of the
department. Priority (Blue Call) ambulance arrivals get seen in resus. We get a pre-alert for
these on a dedicated phone line by the two ambulance services (the London Ambulance
Service (LAS) and the Southeast Coast Ambulance Service (SECAMB)) that cover our
catchment area.
Trainees are expected to discuss all patients they see with a senior (consultant or registrar)
at least for the first two weeks and preferably for the entirety of the placement. How
independent you become is an individual consideration that needs to be cleared with your
Clinical Supervisor (CS). We expect patients to be presented through the SBAR
communication tool; this presentation needs to mirror your documentation. We might want to
physically review your patient if we need to clarify areas of history or physical examination.
Similarly, please ask us to do so if you are not certain of your findings.
Certain conditions require Consultant Sign Off; these are:
1. Atraumatic chest pain in patients aged 30 years and over.
2. Fever in children under 1 year of age.
3. Patients making an unscheduled return to the ED with the same condition within 72
hours of discharge.
4. Abdominal pain in patients aged 70 years and over.
This is a quality standard. Any senior (Consultant SAS, ST4-6) qualifies for this sign off.
This discussion MUST be documented in the patient’s notes.
Supervised Learning Events (SLEs, old WBEs) can be requested any time you find an
interesting case or one that fulfills a curricular requirement. Best practice is to do those on
the spot and not to send out tickets retrospectively. You can invoke an SLE form your eportfolio and have that completed while you are presenting your patient (or following a
procedure). This also guarantees that you get the required assessments and that you get
real time, face to face feedback on your performance.
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Responsibilities by Level of Training
Lead Registrar (bleep 374):
•
•
•
•
•

See or allocate doctors to see blue calls
Lead all 2222 calls in Resus
Familiarise yourself with all patients in Resus and ensure that they have appropriate
management plans (including prompt referrals)
Deputise for the CiC when they are away
Respond to emergency calls within the ED

Night Registrar:
• Deputises for the last CiC (usually the on-call consultant for the day) from when that
consultant leaves the ED at night. Emphasis will be more towards service provision
out of the CiC duties
• Be aware of the patients in CDU and take responsibility for their on-going care
CDU doctor:
•
Do a ward round on commencement of shift. This will entail:
§ Familiarising yourself with ALL the CDU patients, including any speciality
referred patients.
§ Complete any jobs required for the patients.
§ Check that speciality reviews have happened.
§ Report to the CiC with the state of the patients in CDU.
§ Document your ward round.
§ Complete (or check for completeness) all drug charts
§ Complete the VTE assessment
§ Ensure Frailty Assessment has been completed
§ Complete incident reports for patients not meeting the CDU admission
criteria
•
Later Ward Rounds (1200 & 2200)
§ Follow up on plans from the early WR
§ Familiarise yourself with new patients as above
§ Handover to the evening allocated doctor
Paediatric ED doctor:
• See patients in paediatrics
• See expected priorities with the support of Consultant if required
• Review patients with the junior doctors if no Consultant is allocated to the PED
• Periodically check and ensure that children referred to the UTC do not meet the
exclusion criteria for the UTC
• Ensure that patients referred to PAU are streamed there without delay
• Help out with complex / difficult procedures
• Escalate any long waits to the CiC
UTC Allocated doctor:
• Follow UTC Roles and Responsibilities
• Report long waits to the CiC
• Support junior doctors and ANP/ECP’s working in the UTC
• Ensure that treatments are carried out promptly and report to the NiC if this is not
the case
Rapid Assessment Doctor:
(only senior, capable doctors should be allocated this role)
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•
•

•
•

Works as part of the Ambulance Assessment and the initial ambulant adult
assessment teams
Selectively pick patients that are either:
§ Seem to require immediate clinical intervention - initiate treatment and
delegate to other clinicians
§ Seem to require in-patient care (but not immediate intervention as above).
Initiate any required investigations and treatment and refer.
§ Seem to require investigations that the nursing staff cannot request and
facilitate
§ Selectively see and discharge patients that do not require the services
provided by an ED. Provide advice and a safety net.
Ensure prompt waiting times for assessment and ambulance handovers
Liaise with the CiC and NiC to relieve any bottlenecks in patient flow from the rapid
assessment areas

General expectations for all other doctors:
Junior Doctors (FY2, CT1 and Junior Clinical Fellows):
• Liaise with CiC or Lead Registrar to be allocated patients or to areas in the
department
• Present your patients through the SBAR tool once you assess them and before you
clerk them on CRS
• Document (by name) who gave you advice on managing your patient and who you
handover to
• Ensure analgesia is prescribed as soon as you realise your patient is on pain
• Ensure that antibiotics administered as long as sepsis is recognised
• Include your name and GMC number in your all clerking entries if you are not listed
as a practitioner in CRS
Other senior doctors other than the those with the allocated duties above (this
includes locum consultants and ST3 and above equivalent doctors):
• Liaise with CiC or Lead Registrar to be allocated patients or to areas in the
department
• Communicate your management plans ASAP to either the CiC or the NiC
• You can hand over to any doctor under the heading above. Document who you
handed over to and what exactly you expect of them
• Include your name and GMC number in your all clerking entries if you are not listed
as a practitioner in CRS

THE ED OPERATIONAL STANDARDS
Our aim is to have all patients assessed by a triage nurse within 15 minutes of arrival in to
the department.
We aim for the patient to have been seen by a Dr or Nurse practitioner within 1 hour of
arrival with a relevant plan of treatment in place. This may include X-rays, ECG’s,
medication, and then further reassessment to continue the care plan. Please communicate
this plan to the Nurse in Charge and flow co-ordinator in order for them to assist in
expediting the required tasks/investigations.
Patients should have been seen, treated and discharged from the ED within 4 hrs of arrival,
ensuring the 4 hour breach target is met. This includes ALL patients, whether they are
admitted in to the hospital, discharged home or discharged to another health care provider.
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It is important to keep our patients fully informed throughout their ED journey. We are well
praised by our patients with thank you cards and letters but also do get some complaints at
times. Keeping our patients and their relatives informed at all times allows for a smoother
journey and when people are aware of what’s likely to happen, even if this requires waiting
for something, they feel, overall, well cared for.
As a department we always aim to ensure the simple needs of our patients are met to the
best of our ability. This may include providing sandwiches and cups of tea! If a patient’s
presenting complaint is pain, please ensure that analgesia is given as a matter of urgency!
We must endeavour to control pain in all our patients. NO patient should be left in pain
without analgesia being offered if appropriate.
“Emergency Care is a high profile area of work in Kingston Hospital. It is often also
the first time patients interact with our services and it can leave a lasting impression.
Always be polite and helpful and never forget why we are here – for the patients. The
4 hour emergency target is one driven by achieving high standards of patient
experience and care. All staff working in the Emergency Department are absolutely
vital if we are to achieve this critical target. Always try to do the best you can, be
efficient and committed and you will be admired by staff and patients alike. Ask for
help when you feel challenged, talk to your medical and nursing colleagues with
respect and never be afraid to admit the day has been hard, because they are, but
they are also very rewarding”

WORKING IN THE ED
Dress code:
Please always adhere to the Trust Uniform Policy. Key points of the policy include:
•
•
•
•
•
•
•
•

Wearing appropriate uniform i.e. the blue scrubs supplied to the department for
doctors.
Ensure scrubs are clean and you are well presented.
Being bare below the elbows at all times when working clinically. A single metal
wedding band may be worn, as long as there are not stones set into the ring.
Clothing worn under scrubs must not be visible, e.g. no long sleeve undershirts.
Stud earrings are the only type of visible jewellery that may be worn while in uniform.
Hair longer than shoulder length to be tied back.
No nail varnish or false nails may be worn while in uniform.
ID badge must be worn at all times and be clearly visible to patients and visitors.

Shift Patterns and breaks
You should be familiar with your shift patterns over your ED placement.
ED doctors are expected to start and finish their shifts on time. There is no expectation to
stay late. Please inform the supervising consultant in your area within your last hour of work
and they will attempt to manage workloads to ensure minimal handover and have you away
on time. In the rare event of a consultant request to extend your working hours you are
expected to claim those hours at staff bank rates or receive time in lieu.
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Breaks are encouraged – 30 minute breaks for every 4 hours worked, Please inform the
Consultant in Charge/Lead Registrar so breaks are co-ordinated.

Area Allocation
Within your weekly rotas you will notice that some doctors are pre-allocated to an area within
the department. This has been designed to ensure an even exposure to all clinical areas for
doctors. There may be occasions when allocations need to be adjusted to meet
departmental needs. Irrespective of your pre-allocated area, all doctors are to report to the
Consultant in Charge at the start of each shift.

Do NOT:
•

Delay referrals when agreed by the CiC or Lead Registrar

•

Seek advice from senior clinicians other than the CiC/Lead Registrar or PED
allocated registrar

•

Seek advice from speciality doctors before your ED seniors

•

Hand over patients but to a more senior grade

•

Make definitive diagnoses and communicate them to your patients without
being certain

•

Give instructions to your patient's GP based on an ED assessment that does
not reach a diagnostic conclusion in patient who do not require further ED /
inpatient input. Let the GP decide on the appropriate care plan. DO provide
the GP with as much information as you can.

•

Place the patients notes outside the allocated trolley

•

Leave your CRS Card unattended

•

Clutter the shop-floor!

•

Behave unprofessionally whilst at work. Follow local Workforce procedures
and the GMC's Good Medical Practice

Documentation
Good clinical documentation is an essential element of emergency care and underscores the
excellent care we provide for our patients. We have set very high standards and your
documentation will be reviewed regularly by your educational supervisor and be specifically
commented on in your feedback. All documentation should be completed
contemporaneously. Remember that in keeping with GMC standards for good record
keeping, your notes while concise should be relevant, legible and contain important negative
and positive findings. It may be that you are required to present your case before a court at a
later stage or respond to a complaint and your notes will be the only thing you have in your
defence.
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Written Documentation
Please familiarise yourselves with the various clerking templates that hold your written notes.
They have been tailored specifically for this ED and they contain very useful information to
help you manage ED patients to a high standard.
The standard for documentation is that all medical documentation should contain:
• Patient name and hospital number (automatically generated on CRS)
• Your name
• Date and time
• Your signature and printed name (ideally a name stamp) at the end (for paper
prescriptions or paper proformas)
• Investigations ordered and their results, if available. If results are pending you MUST
state who has responsibility for following the results up e.g. the named ED doctor taking
handover, the CDU doctor or the admitting team.
• Your impression and management plan
• The NAMES of other clinicians involved in the patients care. Titles e.g. ‘Med Reg’ or
‘ED senior’ are not acceptable.
For patients requiring admission the department is now using a “Single Doctor Clerking
Template” to reduce inefficiency and duplication of work. Please ensure that you have
documented your clerking on this template and ensure it is as complete as possible.
Admission Clerking
For patients being admitted to hospital admission we have an admission clerking template
that is to be used. This allows for a complete clerk from the outset and enables us to avoid
duplication of work during the patient journey. Currently this document is mandatory for all
medical admissions and will eventually become mandatory for all other admissions. If the
patient you are seeing is definitely being admitted please do all your notes on this form so
that you do not have to duplicate things. You will be shown how to negotiate your way
around this form during your CRS induction.
Trauma documentation
Trauma documentation charts are consistent across the trauma network. They are separate
from the usual charts used in the department and it is important for you to familiarise yourself
with them.
Discharge summaries
CRS is the electronic patient tracking system used within the department. It generates a
discharge summary to the patient’s GP which is emailed out automatically.
We expect high quality but brief letters to be written for patients being discharged. GPs
would like to know:
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• A working diagnosis, if possible
• The results of investigations
• Any changes to treatment
• Any follow up arrangements
• If GP review is requested, what do they need to do?
You are responsible to ensure that all discharge summaries are completed for the patients
you have seen before the end of your shift. This includes patients who have been referred
to Specialty teams. For these patients in the management plan outline the ED management
and then state the Speciality the patient was referred to so that should the GP have further
questions, they know who to contact. For doctors who are working bank shifts, timesheets
will not be submitted with the resultant delay in payment if there are any incomplete
discharge summaries for patients seen by the clinician. Other doctors failing to comply with
appropriate documentation standards by be subject to disciplinary action.
Templates available to CRS include:
These templates can be found under “pre-configured” in the document tab on CRS by typing
in ED in the search bar.
•
•
•
•

•

•
•
•

•

•

Clerking template
Procedural Sedation and invasive procedures checklist – to be completed for all
patients undergoing sedation.
RSI checklist – to be completed for all RSI’s
Cardiac Arrest Audit Form – Please use this document all cardiac arrest
Resuscitations. This should replace a clerking note in order to avoid unnecessary
duplication of work. This form will allow you to accurately record the events of the
resuscitation to a high standard and will support the audit of these events to highlight
areas of excellence and direct effort for improvement.
NOF proforma – please use this for all patients with Neck of Femur fractures to
document their management and insertion of FIB block. Completion of this not only
assists in us demonstrating good performance in the management of these patients
but also allows us to Fast Track patients to an orthopaedic bed along the agreed
pathway.
Clerking Proforma for Minor Injuries – it is mandatory that all patients referred to
the Trauma Triage Clinic (Fracture Clinic) for further management of fractures
Mental Capacity Assessment (MCA 2007)
Asthma Admission Clerking and Asthma Discharge Bundle - please use this
template to document the attendance of all patients managed in the ED with asthma.
The discharge bundle is designed to be saved on CRS for the particular attendance,
printed out and given to the patient on discharge.
CDU admission and handover form – this must be completed for all patients
admitted to CDU by the admitting doctor. No patient should be moved to CDU
without this form being completed. This form is designed to capture the pertinent
diagnoses and outstanding investigations/treatment and discharge plan.
Paediatric Head Injury – to be used for all paediatric head injuries
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Radiology Requests
Please ensure that you have assessed the patient before requesting any radiology
investigation. For x-ray requests, it is essential that you provide adequate clinical information
on the request form to assist the radiographers ensure that the appropriate views are
obtained. The are proformas following proformas are used to expedite CT scan requests: CT
HEAD for adult and paediatric patients with head injury <24 hours and CT KUB – if the
patient meets all the criteria on these forms the request is placed on CRS and the form
dropped off at the CT scan department. Additional proformas include: Trauma CT and Cspine CT and CTPA for PE – these proformas should be completed but discussion is still
required with the duty radiologist to have the scan vetted. Discussion of any scan should be
at Consultant/Registrar level. CT requests and reporting after 20:00 is done via Fourways.
The ED does not have any access to requesting MRI scanning. Patient presenting with
concerning features for cauda equina are referred to the orthopaedic team for further
assessment +/- referral as per the departmental Back Pain Pathway. If any radiology images
need to be shared with a referral facility e.g. St Georges Hospital and Image Transfer
Request Form is to be filled out and taken to ED X-ray department. Failure to do this will
result in a delay in the patient pathway. Once this is done please follow up with the receiving
facility to ensure that the images have been received.

Test Results
Failure to follow up and / or document test results represents an area of high clinical risk in
this Emergency Department. Key responsibilities include:
1. The results of all investigations must be available and checked by the responsible
clinician prior to discharge. Decisions to allow patients home prior to the results of
investigations being available can only be made at Consultant level. It is the
Consultant’s responsibility to ensure that the results of these patients are checked
and patients informed
2. For patients transferred to CDU, the responsibility for checking test results
transfers to the CDU doctor at the time of referral. However, it is the responsibility of
the transferring doctor to inform the CDU doctor of any key results (either pending or
already back) which may significantly influence management. These should be
documented in the management plan.
3. For patients referred to the specialty teams, the responsibility for checking test
results transfers to the specialty teams at the time of referral. However, it is the
responsibility of the referring doctor to inform the specialty doctor of any key results
(either pending or already back) which may significantly influence management
There are also set pathways being developed for the follow-up of radiology reports and
microbiology reports.

Prescribing
Always ensure that you are prescribing the medication for the correct patient and that
allergies are documented.
Never dispense your own prescriptions.
21 | P a g e

Never prescribe to a patient that you have not personally seen.
Before prescribing anticoagulation for your patient, ensure that you have performed the
appropriate risk assessment and checked whether they are already on anticoagulation.
All prescriptions for adult patients are electronic on CRS but paediatric prescriptions are
currently paper-based.
TTOs are provided from the hospital pharmacy in hours. After hours there is a limited supply
of TTO medications in the ED. Patients must pay for all prescriptions (unless exempt). There
are prescription payment machines located in the Majors area and UTC and is managed by
the Nurse in Charge. There is a small supply of FP10 prescription forms for patients to
obtain medications from a pharmacy outside of the hospital. These are kept in the Resus
drug cupboard and use of these should be approved by the Consultant in Charge/Lead
Registrar at Night.

Answering the Phone:
Calls to ED come from many different people, both from within the hospital and from the
outside. You will never know who the person calling is until you have spoken to them, and
they may not be certain of where they are ringing. Therefore, you should always answer the
telephone as quickly and politely as possible


Greet the caller



State your location



State your position and name and your area



Ask how you may help.

If a caller makes an enquiry about a patient in your care you must establish who is making
the call and their relationship to the patient. Before disclosing any information about a
patient, go and ask the patient for permission to discuss their care over the telephone. If this
is not possible then details must NOT be given over the telephone. Remember, you can
never be sure who is on the other end.
If you are telephoning anyone about a patient, for example handover to a Ward, booking
transport, or to another Doctor, we ask that you adhere to the SBAR approach. SBAR is a
structured method for communicating information that requires immediate attention and
action contributing to effective escalation and increased patient safety.
Situation Background Assessment Recommendation/Request

The RED STANDBY phone
This phone is located on the wall next to the Nurses Station and is the point of contact for
receiving Emergency Stand By calls from LAS. It is generally answered by the Nurse in
Charge of ED, a senior nurse or the Senior Dr. If you are requested to answer this phone,
please record the information conveyed by the caller on the record form found on the
clipboard next to the phone and ensure that the information in given immediately to the
Nurse in Charge or Consultant in Charge/Lead Registrar.
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? STROKE patients
If a stroke patient attends ED (by foot or ambulance) they are triaged as high priority, some
stroke patients can have a treatment which can dramatically affect their prognosis and
outcome. This thrombolysis treatment can only be given in certain situations and is time
critical. These patients require urgent transfer to St Georges Hospital (our Stoke referral
centre) if presenting within 4 hours of onset of symptoms. Never delay is getting a patient
seen if they present with symptoms of a Stroke.

ECG and STEMI
All patients presenting with chest pain should have an ECG done within 10 minutes of arrival
since time critical interventions are required in the case of a ST elevation MI. All ECG’s are
to be reviewed by a doctor and signed as soon as they have been done. NO junior doctor is
to sign an ECG – this can only be done by ST4+ and above Registrar and Consultant.
Should an ECG reveal a STEMI the patient should be sent via BLUE LIGHT AMBULANCE
to ST Georges Hospital which is our PCI centre. The Nurse in Charge will assist in coordinating this transfer.

THE EARLY WARNING SCORES IN ED
The National Early Warning Scoring System (NEWS) and Paediatric Early Warning Scoring
System (PEWS) are Observation Charts used within the Trust as the point of documentation
for Observations. These tools aim to improve the quality of Acute Care ensuring:
•

More timely Intensive Care Admissions

•

Reduction in Cardiac Arrests

•

Reduction in Preventable Deaths

•

The NEWS Trigger System is adapted for ED, so please be familiar with it and the
NEWS Action Algorithm.

You will find this filled in by the nursing staff and they will use this tool as a trigger to raise
concern about certain patients so please be familiar with it and pay attention when they raise
alarm.
NEWS
All adult observation taken will generate a NEWs score and will determine the:
•
•
•

Urgency of response.
The seniority and clinical competencies of clinical staff required to attend to the
patient.
The setting in which the on-going clinical care should be delivered. ie should the
patient be moved to resus

A low score (NEWS score 1–4) should prompt assessment by a competent registered nurse
who should decide if a change to frequency of clinical monitoring or an escalation of clinical
care is required.
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A medium score (i.e. NEWS score of 5–6 or 3 in one parameter) should prompt an urgent
review by a clinician skilled with competencies in the assessment of acute illness – usually a
Registrar , who should consider whether escalation of care and moving of the patient to
resus
A high score (NEWS score of 7 or more) should prompt emergency assessment by a
clinical team with critical-care competencies and consider transfer of the patient to a higher
dependency care area.
Any patient with a NEWS score of 5 or a score of 3 in 1 parameter will be escalated to be
seen by a Doctor, These patients must be screened for Sepsis and if they trigger then the
Sepsis 6 including IV antibiotics must be commenced within 60 minutes.
PEWS
Any child who has a PEWS score of SEVERE and/or any RED FLAG on the sepsis
screening tool must be reviewed immediately by a Registrar and the NIC made aware. A
Consultant or lead Registrar at night should clinically review the child within 30 MINUTES,
and decide if the Paediatric Sepsis 6 needs implementing or whether it is safe to deescalate.

Working in RESUS
Resus is staffed by a by a team comprising an Emergency Care Nurse/Paramedic (in Blue
Scrubs) who take the lead in Resus and provide support to nursing and medical staff. There
department has a Resuscitation Policy to guide management of patients in Resus. There are
various levels of Resuscitation Team activation depending on the patient presentation and
condition. The decision as to the level of activation is made by the Consultant in
Charge/Lead Registrar or Resuscitation Team Leader. You should be familiar with your role
in the Resuscitation Team and accompanying action cards. These roles will be reinforced
through simulation training. Your role will be designated on the rota as either “D1 or D2”
(Doctor 1 or Doctor 2). While junior doctors should not work in Resus alone, they should be
encouraged to assess and manage critically ill patients under supervision to broaden their
exposure.

Frailty Assessment tool
The Trust has established a multidisciplinary Frailty Team to ensure that Frail patients are
rapidly identified, assessed and appropriate management plans developed early on in their
pathway. In order to support this work a frailty assessment tool is available on CRS to assist
in the identification of appropriate patients for input from the team. This assessment is found
in CRS by clicking on Äd Hoc” (found on the top bar)– Medical – Frailty Screening Tool. Any
patient who has a score of 4 – 7 should be referred to the frailty team by contacting the
bleep holder or mobile phone via switchboard.

SEPSIS Management and SEPSIS proforma
Severe Sepsis is a life-threatening condition and delays in treatment is associated with
increased mortality. For this reason, all patients presenting to the ED are screened for
sepsis. We aim to ensure that 95% of patients screened for sepsis receive in appropriate
treatment within 1 hour of identification of sepsis. This includes:
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•
•
•
•
•
•

Administer high flow oxygen in hypoxaemic
Obtain blood cultures but do not delay antibiotic therapy if not already done
Administer broad spectrum antibiotics
Administer crystalloid fluid bolus at 30ml/kg if hypotensive or lactate >4
Measure serial lactates
Monitor urine output

The ED uses a SEPSIS PROFORMA in order to expedite the delivery of the Sepsis bundle
of care. This allows rapid prescription of fluids and antibiotics on the paper proforma. Please
ensure that you still prescribe these items on CRS while completing your documentation for
the patient. CRS also has a sepsis screening trigger that automatically activates once a
patient meets certain parameters. Please do not simply ignore this trigger but ensure that it
has been completed as this screening tool is used for audit purposes.

Admissions to CDU
Guiding Principles:
•
•

The Clinical Decisions Unit is part of the Emergency Department
It is managed by the Consultants, Matrons and ‘Nurse in Charge’ of the
Emergency Department. It will be a joint decision between the Consultant/Lead
Registrar and the NIC jointly as to who can be admitted to the CDU.
No manager or clinician of any grade from any other speciality has admitting
rights to the CDU
Any patient for whom the episode of care will likely take > 12 hours is not
appropriate for the CDU
No patient of any speciality other than Emergency Medicine will go there
Maximum of 2 patients overnight for OT/PT

•
•
•
•

The above principles will be upheld when the ED and the Trust is operating under normal
circumstances and not under special management conditions (eg: escalation protocols for
winter pressures/internal incident/divert)
The principles above may be deviated from in the above circumstances on DISCUSSION
BETWEEN THE CONSULTANTS, MATRONS AND ON CALL and BED MANAGERS on a
CASE BY CASE BASIS. The SPECIALITY REGISTRAR OR CONSULTANT INVOLVED
MUST also be made aware of their out-lying patients. In these circumstances, it will be
optimal to keep 2 beds free in CDU for the ED to continue the management of certain
patients despite maximal bed occupancy in the rest of the trust the following day. The
following two principles are NEVER to be deviated from:
•

•

ALL PATIENTS WHO GO THERE TO HAVE THE CDU HANDOVER FORM ON
CRS COMPLETED and remain the responsibility of the doctor who admits there
unless clearly documented and communicated handover of patient care. The
name of the Consultant and NIC authorising MUST be documented
Anyone choosing to go against these principles regarding documentation or
admission/exclusion criteria without express discussion or mandate will be
responsible for any untoward incident that occurs for that patient in the CDU

Absolute Exclusion:
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•
•
•
•
•
•
•
•
•
•

Any patient who cannot mobilise with the minimal assistance of 1 person
Any patient with an oxygen requirement
Any patient with a communicable illness (flu, diarrhoea and vomiting)
Any patient with a NEWS > 3, or, 2 or more in any one parameter
Any patient with any kind of confusion state
Abdominal pain in patients > 50 years old
Chest pain with elevated troponin
Any elevated troponin
Any patient who may be reasonably anticipated to have a seizure
Any patient with a head injury which is NICE compliant for CT who has not had
that CT scan done and looked at by the consultant
Any intoxicated patient
Any acutely confused patient (if in doubt, assume acute confusion)

•
•
Criteria:
•
•

•

•
•

Patients on stretchers awaiting transport home with no medical needs can be
moved there to wait for hospital arranged transport
Any ED, not speciality, patient (without presence of exclusion factors) for whom a
diagnostic result will influence a clinical decision for admission under speciality or
discharge home can be admitted to CDU awaiting the result of the test with a clear
plan (ie the differentials considered are safe to go there – not a patient for whom
diagnosis is unclear)
Any patients admitted to CDU for any reason who are > 75 years of age must
have a resuscitation status discussion and a red form completed, or not as the
case may be
Patients requiring OT/PT may be admitted up until 1400. This can be exceeded for
a maximum of 2 patients
Any patients fitting the criteria for CDU pathways (to be discussed/confirmed –
low-risk CP, renal colic, urinary retention, new stable AF, SAH rule out)

Ambulatory Care Pathways
There are carious ambulatory pathways available to the Emergency Department. These
include:
•

•

Cellulitis Pathway: for the outpatient management of lower limb cellulitis in patients
requiring intravenous antibiotics. The patient is given their initial dose of intravenous
antibiotics in the ED. The cannulae is left in-situ and the patient then returns for
subsequent doses to the Medical Ambulatory Care Unit (AEC) located on the 3rd floor
of the Kingston Surgical Centre. Please complete the proforma (found on CRS in the
add document tab under preconfigured templates), save it on CRS, print a coly and
drop it off at reception. Patients with upper limb cellulitis are brought back to the ED
for subsequent antibiotics doses and those requiring admission for elevation/ are
systemically unwell are admitted under the orthopaedic team
DVT and PE Pathway: patients at high risk for PE or DVT/positive Dimer with DVT
or PE being the most likely diagnosis are given the first dose of dalteparin in the ED
after appropriate bleeding risk stratification. They will then return the next working
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•

•

•
•

•

•

day for formal Ultrasound and assessment in AEC. Please complete the proforma,
save it on CRS, print a copy and drop it off at reception.
Surgical Ambulatory Care Pathway: Currently the conditions covered in this
pathway are patients presenting with right upper quadrant pain or right iliac fossa
pain where a surgical cause is the most likely diagnosis. Patients included in this
pathway should have normal observations and relatively normal blood results. The
patient is then referred to the surgical junior doctor on call to add their name to the
list for SAEC the following day. Patients are advised to come to Albany Unit at 08:00
the next morning in a fasted state and can expect the following: repeat blood tests,
ultrasound or CT scan and then a review by Surgical Doctor (Senior Registrar or
Consultant). Patients should expect to be here from 08:00-12:00 at the minimum and
may be admitted from there if indicated. This pathway is being expanded and will in
the future incorporate additional conditions that can be managed/followed up in an
outpatient setting.
Renal/ureteric Stone Pathway: This pathway is used for the outpatient workup and
management of patients suspected of having a ureteric/renal stone as their most
likely diagnosis. Patients who’s pain in not under control or have abnormal blood
results/vital signs should not be placed on this pathway. When using the pathway
please complete the preform, save it on CRS and drop a printed copy off at
reception. Also print out the patient information letter that is found on CRS and hand
it to the patients. Patients will return to ED after they have had their CT scan for
results and should then be referred to the Stone clinic if deemed appropriate.
First Fit Clinic: referral for this pathway is found on the Kingston ED website and
allows for further investigation of patients presenting with new onset seizures.
Rapid access Chest Pain clinic referrals: The purpose of this pathway is for the
workup of exertional chest pain that is deemed to be cardiac in nature. Referrals are
completed and emailed to the address on the bottom of the referral form. The aim is
for these patients to be seen by this service within 2 weeks.
TIA Clinic Referrals: This is for the workup of patients suspected of having a TIA
and aims at a review in the TIA Clinic the following day, therefore if a patient presents
on Friday/Saturday they will require admission as the TIA clinic only works from
Monday-Friday.
Trauma Triage Clinic Referrals: all patients seen in the ED with minor injuries/
injuries requiring referral to Fracture Clinic should have their visit documented on the
“ED Clerking for minor injuries” template document under pre-configured template.
This document also serves as the referral document for the fracture clinic. Should the
patient require fracture clinic follow-up, you need to ensure that the patient goes to
the ED Reception before leaving the hospital to have their name added to the TTC
referral list and this list is then managed by the Orthopaedic Team after reviewing the
Clerking form on CRS and patient are then prioritised and given appointments
accordingly. IF the patient does not stop at reception and have their name
added to the list they will be lost to follow-up which is not only obviously
detrimental to the patient but opens us up to great liability. Please note also:
any patient returning to the ED with a cast C/O increasing pain under the cast MUST
have the cast immediately removed and the skin under the cast assessed.
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Urgent Specialty Referral Pathways:
Stroke Pathway: for rapid transfer to SGH (as described previously)
Back/cervical spine Pain Pathway: outlines the approach and management within
the Trust
STEMI Pathway: for rapid transfer to SGH via Bluelight irrespective of bed status
etc.
Heart Block Pathway: Kingston does not have a CCU nor the facilities for inserting
implantable pacemakers. For this reason, all patients presenting with second degree
type 2 or complete heart block should be sent to St Georges Hospital and cannot be
admitted locally. If SGH has no bed capacity then arrangements should be made with
St Thomas’ or The Brompton for admission.
Major Trauma Pathway: Identifies patients who should be transferred over to SGH
after discussion with the Resus Consultant at SGH.
Metastatic Cord Compression Pathway

•
•
•
•

•
•

Safeguarding
Safeguarding is the action that is taken to promote the welfare of children and vulnerable
adults and protect them from harm. It means
•
•
•
•

protecting these vulnerable patients from abuse and maltreatment
preventing harm to the individuals health or development
ensuring children grow up with the provision of safe and effective care
taking action to enable all children and vulnerable patients to have the best
outcomes.

When assessing any child or vulnerable adult please consider if an alert to the safeguarding
team is indicated. The paediatric triage form has a section for safeguarding screening that
helps to alert us to the possibility of problems. Please ensure that this section has been
completed for every paediatric patient that is seen. In addition, should the patient present
with any concerning features that you deem require additional investigation, please ensure
that a PSI (patient safety incident) has been completed on the incident reporting system.
You can ask the nurse co-ordinator or paediatric nurse to assist you with this if required.
•

ALL cases of paediatric intoxication need a referral to youth drug and alcohol
services & social services

•

ALL cases of deliberate self-harm need to be referred to CAMHS and must be
reviewed by their own GP within 2 weeks of discharge from the ED; this must be
documented in the discharge summary

Identifying abuse
Presentation of any signs below notwithstanding individuals with suspected mental health
disorders.
•
•
•
•

multiple bruising or finger marks
injuries the person cannot give a good reason for
deterioration of health for no apparent reason
unexplained loss of weight
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•
•
•
•
•

inappropriate or inadequate clothing
withdrawal or mood changes
a carer who is unwilling to allow access to the person
an individual who is unwilling to be alone with a particular carer
unexplained shortage of money

Reporting abuse
If there is Suspected Abuse/ Safeguarding concern of an ‘Adult at Risk’ or patient presenting
with a ‘Mental Health Problem’ is identified, take immediate action to ensure patient is safe.
Please click here Safeguarding Adult Flowchart *All completed Safeguarding alert forms
must be sent directly to the responsible Local Authority and to be forwarded to the Kingston
Hospital’s Adult safeguarding team.
Adult Safeguarding Team: Kerrie Reidy- Adult Safeguarding Lead Nurse Bleep: 656 |
kerrie.reidy@nhs.net

Mental Capacity Assessment and Restraint/sedation
Principles:
•
•
•
•

Everyone has capacity unless proved otherwise
Proving otherwise requires all practicable steps be taken
Unwise decisions do not equal a lack of capacity
If capacity is shown to be lacking then ‘Best Interests’ must be applied

‘Best Interests’ is the most good for the least harm and the least restrictive option
recognising any legal considerations (eg Human Rights).
Deprivation of Liberty?
The Mental Capacity Act authorises providing care or treatment to a patient lacking capacity
to consent to it, to use restrictions if:
•
•
•

they reasonably believe it is in the person’s best interests;
they believe it is necessary to prevent harm to the person;
it is proportionate to the likelihood and seriousness of the harm.

Assessing Capacity
To assess capacity there must be a clearly defined ‘matter’ at hand, for example the ability to
accept or refuse the offer of care or treatment.
If someone had capacity on admission but has since lost capacity to decide whether to
remain in hospital, and deprivation of liberty is taking place, an application for authorisation
must be made.
A formal Mental Capacity Assessment (MCA) must be conducted to determine the patient’s
capacity for specific ‘matter’ regarding remaining in hospital for care, support or treatment.
This must be documented. There is a pre-configured template form on CRS where all the
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other proformas are kept – please ensure this is completed when making a mental capacity
assessment.
*All completed DoLs applications must be sent directly to the responsible Local Authority and
a copy forwarded to the Kingston Hospital’s Deprivation of Liberty Safeguards team.
DOLs@kingstonhospital.nhs.uk
Any patient requiring physical or chemical restraint whilst in ED must have the best
interest decision documented in the patient’s notes alongside a capacity assessment.
If chemical restraint is used then the patient must be observed post chemical restraint
and observations documented

Raising Concerns and speak up guardian
If you see any unsafe practices or you have any concerns whilst in ED the Consultants and
matrons would like you to feel able to raise these concerns with them .
They will listen and provide feedback on any actions taken as a result of the concerns
raised.
It may take some time to provide feedback if an investigation is required.
There is also the incident reporting page found on the Trust home page go to
•
•

Incident reporting
Report an Incident

We would encourage you to report any clinical incident or near miss through this root and we
will complete an investigation and then feedback to you, but do talk to us too.
If you feel you need to escalate a concern outside of ED then you can contact the Trust's
speak up guardian Amanada Ross, outpatient matron via switchboard.

Duty of Candor
New rules to toughen transparency in NHS organisations to increase patient confidence
within the delivery of care has resulted in the Government creating Statutory Regulations
relating to Duty of Candour. Candour means frankness, openness and honesty.
The aim of the regulation is to ensure that providers of healthcare, like hospitals, are open
and honest with patients when things go wrong with their care and treatment. To meet the
requirements of the regulation, a provider has to:
•
•
•

Make sure it has an open and honest culture across and at all levels within its
organisation.
Tell patients in a timely manner when particular incidents have occurred.
Provide in writing a truthful account of the incident and an explanation about the
enquiries and investigations that organisation will carry out.
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•
•

Offer an apology in writing.
Provide reasonable support to the person after the incident.

The regulations apply to the patient themselves and, in certain situations, to people acting
on their behalf, for example when something happens to a child - or to a person over the age
of 16 who lacks the capacity to make decisions about their care.
How do you comply with the Duty of Candour?
1. Tell someone if you have been involved in and/or observed where a patient may
have been harmed or had the potential to be harmed by something not being done.
2. Report the actual and or potential incident on Datix (our integrated risk management
system). By doing this, this will inform others and allow for a level of investigation to
take place to see what/how/why happened and to learn to ensure what occurred
does not happen again.
Steps the Trust and Department takes to ensure that the Duty of Candor takes place:
For incidents that have led to moderate harm and or severe permanent harm and or death
(Serious Incident Investigations) we ensure the following:
1. Support patients and family to deal with the consequences and have a key contact
identified for the incident
2. An appropriate level of investigation
3. Inform the patient/family/patient representative within 10 working days of the decision
that the incident is a moderate/permanent harm incident
4. Ideally offer a face to face initial notification which is accompanied with an offer of a
written notification
5. Provide an apology and documentation of this in the patient notes
6. Provision of a step by step explanation as soon as possible pending the investigation
7. Full written documentation of all meetings are kept with the patient/family and filed in
Datix for future reference
8. Full written documentation is kept of all staff interviews and meetings about the
incident and filed in the incident/complaint account in Datix
9. Share the final investigation with the patient/family/patient representative within 10
days of approval
10. The Trust is monitored by the Commissioners as part of our monthly Quality Contract
around our contractual obligations to comply with Duty of Candour

Emergency preparedness
The Emergency Department must be prepared for any major incident that may occur. This
may involve you being contacted at home on days off, any time of day or night and be asked
to come in to work. (Fortunately it is rare, but it does happen and appropriate training will be
provided.)
A Major Incident is defined as an incident producing more live casualties than the
Emergency Department (ED) and other hospital services across KH are normally staffed to
handle. KH is classed as a Category One Responder under the Civil Contingencies Act
2004 and we have to adopt the principles of the legislations to be able to work differently in
emergency situations.
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KH have plans for major incidents, chemical incidents, fuel emergences, adverse weather,
pandemic flu etc. and all these can be found along with other relevant information and
training and exercising information on the Emergency Preparedness webpage on the
intranet - click on services and select the emergency preparedness drop down icon.
Training sessions and exercises are run in the department on a regular basis and you will be
invited to attend these.
You must ensure that you inform the unit manager if your contact details change for the call
in list and be aware of the departmental call in procedure.
Once an incident has occurred the central switchboard will activate the appropriate response
on the relevant site. An incident could occur at any time - 24 hours a day, 7 days a week and
the notification that a MI has occurred will be made by the relevant Emergency Service
Control Centre usually LAS.
In the event that ED discover that a MI has occurred before being notified by the emergency
services, the Senior Nurse and Doctor on duty in the ED may put the plan into operation
(after consultation with the ED Consultant on duty.)

INTERNAL PROFESSIONAL STANDARDS
1) All referrals must be made to the agreed bleep holder.
a. For Medicine this is the Medical registrar on Bleep 174. The registrar is the only
person who should add patients to the medical take list. They will triage the
patients for urgency and clinical need and whether they are appropriate for AEC
or fast-track.
b. For Surgery and Orthopaedics this is the SHO.
c. For Paediatrics, this is the Paediatric Registrar.
d. If the ED team is unable to get hold of the agreed referral taker within a
reasonable time period with a resultant delay in the patients care pathway the ED
Consultant or Lead Registrar is to contact the relevant Speciality Consultant for
patient referral.
2) A decision making doctor should see patients and document a plan within 60 minutes of
the decision being made for a full clerking.
3) No admitting team can refuse a request to assess a patient in ED. Diagnostic results do
not necessarily need to be available for a referral to be made unless they will significantly
affect a patient’s referral to the right place first time.
4) If the medicine (or other specialty) team feel that a patient would be more appropriately
treated under a different specialty – it is the responsibility of that team (and not ED) to speak
to and discuss with that specialty for the referral.
5) If there are any disputes over which specialty should care for a patient, this can be
discussed with the ED Consultant in charge.
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6) Patients will not be transferred from outpatient areas to ED unless discussed with the ED
Consultant in Charge who will contact most appropriate specialty Consultant to ensure
clinical responsibility and admission.
7) If a Specialty team has accepted a patient from primary care or other hospitals, they take
full responsibility for evaluating those patients. These expected patients should go straight to
the relevant Speciality Assessment Area provided they are stable. (For medical patients,
these will be marked as TCI on the medical take list.)
8) The patient’s nurse or Nurse in Charge should be aware of the plan for the patient once
this has been documented by the speciality team.
9) The Trust will not admit patients to any Specialty Ward who are likely to go home from ED
just to avoid a breach of the emergency care quality indicators.
10) Once a patient has been accepted by a Specialty, the nursing staff can contact the bed
manager to book a bed.

CLINICAL GOVERNANCE
“Clinical Governance (CG) is a system through which NHS organisations are accountable
for continuously improving the quality of their services and safeguarding high standards of
care by creating an environment in which excellence in clinical care will flourish.”
CG is one of the cornerstones to excellent, safe clinical care. At the forefront is complaints,
DATIX, SI’s etc - but CG runs through every aspect of the department - Audit, Guidelines,
Education, Supervision etc. There are monthly CG meetings. The dates for these meeting
can be found on the information notice board opposite Debbie’s office. You are expected to
contribute to CG through audit, DATIX, teaching etc. Please make an effort to attend at least
one meeting during your rotation in the department.

TRUST GUIDANCE:
As the guidance is not accessible externally, a few relevant policies have been included in
this document. The documents below are for reference, please refer to the Policies
Information Management System (PIMS, the Trust guidelines portal) for up to date versions.

Ambulatory Care and ED Related Pathways

Cellulitis
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DVT

AEC Guide

Paracentesis

Transfusion

Acute Oncology

Upper Limb
Thrombosis

Sepsis Guideline

Head Injuries

Acute Kidney Injury Deliberate Self Harm

Superficial Vein
Thrombosis

HI in Anticoagulated Intranasal Fentany Ketamine Sedation in
Patients
in Children
Children

Spinal Pathway

Secondary Transfers

TIA Pathway

Risk Management
Strategy

Fracture
Renal stone Pathway
Management Guidelines

Back pain Pathway

Surgical AEC
Pathway

The “Blue Book” is an aggregate of guidelines that the Trust reviews and publishes twice a
year.

The Blue Book

Paediatric Guidelines

Child Not Using A
Limb

Febrile seizures

Limping

Febrile Child

Fever Traffic Light

Burns (as of 7.12.2016)

LSEBN Burns Referral
Criteria.pdf

2016

20160901 Burns
Flowchart KED.docx

Final words:
Use your induction time wisely, observe and learn as much as you can. This is the time to
really get a feel for the whole department and familiarise yourself with the staff. Ask any
questions you may have, no matter how silly you think it may sound, someone else will have
asked the very same question in the past.
We have a fantastic team of people who all work together in this department, and we are a
TEAM. None of us can function and do our jobs without the others. Have fun, enjoy your
work and learn as much as you can. Days and situation will be challenging and you will face
34 | P a g e

new and unfamiliar situations. Ask for help and support. If something in particular has upset
you and you need to discuss it, then do so. Speak to your mentor or any other member of
staff in confidence. We all have difficult days but knowing you have done your job to the best
of your ability and your patients have been well cared for allows you to finish your shift with a
smile.
We are all here to welcome you and really hope you enjoy being part of the team.
And remember: WHAT YOU DO MATTERS!
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