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BACKGROUND

AR

NONEEEERE

The role of Emergency Department (ED) Care

{@ Coordination interdisciplinary services is to minimise
NS hospital use by facilitating timely access to an
WHO integrated system of community-based services. s s

At Monash Health, and many health networks,
presentations related to homelessness and mental
health issues are common reasons for ED
attendance. :

“integrated social
and medical
services can be
10 times more
effective than
waiting for
families to visits

VISt This is reflective of social changes and predicted to
health services” s

continue whereby the current workforce need to
rethink how to optimise efficiency, utilisation and
skills to provide best and safe care. :

OBJECTIVE

Enhance the patient experience and standardise
care across sites

BM]

"a positive patient experience with healthcare
leads to improved clinical outcomes” 4

METHODOLOGY
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Monash Health consumers have a right to receive inform
treatment, care options and costs in a clear and open wa

m “key step in timely discharge to involve patient and carer” 2

NMonashHealth

Monash Health, ED Care Coordination Team

RESULTS

Four new pamphlets

E] Better Access
m Care Coordinators Teamwork

eImproved assess to eConsistent and eCare Coordination

E] Emergency Support

E] Supports E] Support Services

comprehensive, timely care role clearly defined
clear and concise standardised across across three EDs
information three EDs and acute Allied

Health

CONCLUSION

Informed patient care
Improved efficiency
Standardised care

NMonashHealth

Contact Sarah.Miller@monashhealth.org
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Interagency collaboration in the implementation of a
rural urgent care clinical review process

Catherine Church, Sarah Finlayson, Carol Reid, Danielle Beekman,
Numurkah District Health Service and University of Melbourne

Aim: Introduction: Conclusion:

The interagency clinical review process was The clinical review process is an opportunity for multiple Prior to the implementation of this clinical review
implemented as part of the Urgent Care organisations to engage in peer learning, improve staff process there had been no formal forum within
Centre (UCC) project which aimed to reduce knowledge and client outcomes. this space.

the pressure on the Regional Emergency The aim was to create a meeting where confidential and

It is a powerful tool for multiple organisations to

Department (ED) by diverting lower open discussion occurs without blame and confrontation. . .
. collaborate together to improve communication,
complexity cases to rural Urgent Care ) i )
Centres and Primary Health Services, R It . identify and work on common issues as a group to
esu S- improve client outcomes.
Our project has ended but all partners have
v . .
Method . Workforce/workload continued to participate in the clinical review

challenges identified O process
j_{':f: ® D
Monthiy Meetings ,. #® 57 A 7 Urgent Care Acknowledgment:

7 Partners -4 Urgent Care Centres,

Ambulance ViCtoria'Elgurray PHN, Regional -0 : Q Centre This work is part of a larger Urgent Care Centre Project
: : : _ ' @ Path funded by Better Care Victoria Innovation Fund
Chaired by Director of Medical Services | ' athways 2017/2018. It involved four rural health services in
"Roster created to outline when partners were created North Central Victoria- Numurkah District Health
presenting J Service, Cobram District Health, Nathalia District

(" Videoconferencing available for sites unable

L Hospital and Kyabram District Health Service
to make meeting in person

Catherine Church, Deputy Director of Nursing- Catherine.Church@ndhs.org.au



easternhealth

Background: Improvement work commissioned in October 2017 in response to a prioritised issue: The management of the patient presenting with acute severe behavioural disturbance and aggressive behaviour

in the context of suspected illicit substance abuse. Patients may or may not have psychiatric features and the cause of the behavioural disturbance may be unclear and require further investigation.

Previous Performance: No single standardised clinical care pathway for the management of these patients existed. Expected Performance: a single standardised clinical care pathway was to be developed, including;
measured multidisciplinary team response at key points; process for admission into the ED; use of chemical restraint as per an agreed guideline; intubation and ICU admission as required; extubation and transfer of care.
Outcome: The below Evaluation and Sustainability A3 document was reported to our Clinical Executive Committee in April 2019 and represents the culmination of this project.

Contacts: Lisa Watson, Clinical Lead Occupational Violence and Aggression Lisa.Watson@easternhealth.org.au or Lisa Shaw-Stuart, Program Director Mental Health Lisa.Shaw-Stuart@easternhealth.org.au

Management of the Patient with Acute Severe Behavioural Disturbance (ASBD)

Sooust 2097
wugust 20

Eastern Health Improvement Model Phase 4 — Evaluation and Sustainability

Program of Work: PManagement of the Intoxicated Patient with Severe Behavioural Disturbance

Completed By: LisaWatson, LisaShaw-Stuart Document Date: March 2019

Exec Sponsor: Karen Fox Project Owner: LisasShaw-Stuart

1. Problem

Prewvious Performance: 0 I | Mew Performance: 1 I

Statement of achiewvement: A comprehensive guideline has been developed toinform the managementof patients
exhibiting scute severe behavioural disturba nce from presentstion through to discharge, with the primary aim of
reducing riskof harm to the patent, st=ff and others.

2. Solutions Implemented

Solution implemented Date implemented

Development of new PG " Management of the patientwith Acute Severs Published October 2012
Behawvioural Disturbance’ to address initial acute emargaency managemeant incudins

= Initial st=ff response

= Rapid MDT referral, response and assessment

=  Phy=sical andchemical restraint

= Extended scope toEH acutesites

Within abowve CPG, provide details ona range of IM and I'VY medicationoptions Published October 2018

awvailable induding indications, contraindications and doses
Published October 2018 as

I1CU specific attachments
abowve PG

De=sign and document a standard proces=sfor the MDT collaboration, care planning,
controlled extubation and ongoing management of this patient group within
Intensive CareServices, Consider as an adjunct fattachment to the above new CPG.

3. Success ZWeasures

Prewvious [(2017F) Achieved (2018)

WHINMS OHS ISR2 incidents 2= to Fe o 14

Acute Severe Behawvioural

Dristurbance mediatedaggression _ - -

EH wide [Staff response istimehy and l:— 4233 reduction in

effective == reduced harm } harm)

WHIMS OHS incidents 2= ta [all ECr cuw Dresired trend Er» o

reported) aggression in our EDs and ISR a 1 decrease ISR2 - 1 o

ICUs [Staff response to aggression is == S = decresss ISRZ ar 1=

timely and effective) 1SR4 55 4 IIncrease I=R4 2B 1

CLIMICAL INCIDENTS OF

AGGERESSIONMN BHH MIH A Dresired trend BHH MWIH AH

* Code Greys reported in WHIMS 382 250 1z= nOnEa e i:am ﬁiﬂ ;;:
WilsonSecurity logged Code Greys 536 17.2%G Z.a increase IT. T 39,5 5.5

Dwerall Reporting Rate

EH S5taff Survey on Violence &

Commissioning Driagnostic Solution Design &
Implementation

October 2017 Mow 2017 February 2018 April 2019

4. Return on Investment Achieved

Financial {i.e. value released such as beds, theatre time, ED cubicles) QI.I ﬂ.lit" {i.e. no of patients who

don't hawe a fall or infection)
Reduction in WHIMS OHS ISR 2
correspondswith reduction in
staff harm

Reduction in work cowver claims and LTl 2= staff harm Incurred due
to aggression.

20T 2018
Lost time injuries 29 20
WorkCower claims - standard 14 10
WorkCowver claims costs - standard claims only 53.56M S92 5K

MOTE: Clhaims costs in 2017 indude those associated with two seriows ncdents

5. Key Learnings

= Comprehensive implementation of this guideline and it's direct impact on the prevention and
mitigation of harm isdifficult to measure in isolation. As part of a suite of improwvement
initiatives, an owverall reductionin harm to staff and improwved reporting rates in WHIRMS despite
anowverallincrease in Code Grey incidents isincredibbhy pleasing.

= Collaboration within the working party allowed for a focus on shared problems and forged
greater collegiality between clinical areas and roles, enhancing visibility of the work and
improwed teamwork at the frontline.

= AnnualAggression Survey prowvides a usefulforum for communicating the existence of these
guidelines andwill prowvide an ongoing measure of staff knowledge of relevant guidelines,
content, processes, and satisfactionwith their application. The 2018 survey prowvides a useful
baseline against which annual comparison can now occur.

= Further implementation of the guideline is required along operational lines in particularthose
areas at highest riskof exposure to acute sewvere behawvioural disturbance and related
aggression.

= Remainingsolutionsvyvetto be addressed include developing a standard admission diagnosis and
resulting automated referrals/alert to be given future consideration—added to Aggression
MManagement Expert Advisory Committee (EAC) Innowvation and Improvement Plan (1IF).

. Sustainability Plan

Ongoing governance
arrangements
Asgsression Management EAC

Agreed interventions

Annual EH Staff
Survey on Viclence

Report on finding/trends from the survey and sharewith
Program Direccor=—report to be fikered by site and

Ageression - O- Stafflewvel of
K ‘g off T el tofthe
Ppatient with Acwte Severe
Behawioural DNstor

Staff not aware of the guideline
Staff avwrare but hawve not read it
Staff have read/ accessed guideline

EH wikde, 1329 dindcians nespoinsded to this guee-stiom:
* of which 41 identified as working in 1O0U
* of which 121 identified as working in ED

EH wide (L=} ED»

35.75% =1 ) 38.8%
22 5% 34 1% 249 8%
32 7% 20 3% 36545

=and Agsression

Assression Management EAC Routine monitoring
and reporting of
WHIMS and Wilson

Security data

Workcover claims
and LTI

Agsression Management EAC 8
OHE Steering Committes:

location. Disseminate results via operstional lines.

Bi-annual reports in development for sharing with high risk
areas for local level discussion and reporting at program
level &S committees

Rewview and reporting of Workcowver cdaimsand LTI
secondary to st=ff harm incurred due to aggressive
incidents
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Paediatric Emergency Department Access
to External Diagnostic Imaging

Assoc. Prof David Krieser, Dr Melissa Barnett and Mr lan Law

Department of Emergency Medicine; Sunshine Hospital

Background

* Medical diagnostic imaging is integral to paediatric
emergency medicine, but must be carefully considered given
radiation risk, potential need for procedural sedation,
financial cost and increased length of stay in emergency
departments (EDs).

* Patients are frequently referred to EDs by primary health
clinicians having already obtained imaging at external
radiology facilities

* Anecdotally, there are barriers to obtaining or visualizing
these results, resulting in unnecessary imaging duplication in
hospital

* There is a paucity of information regarding the accessibility of
external diagnostic imaging, completed prior to patient
presentation, to the Emergency Department.

Project Aim

To quantify whether paediatric emergency clinicians are able to
access diagnostic imaging, performed outside the hospital
setting, prior to ED presentation, to determine whether
unnecessary study duplication is occurring.

Methods

* Prospective, convenience sample, pilot study of clinicians
managing of 0-18 year olds presenting to Sunshine Hospital
ED with imaging completed prior to their presentation, from
June 8 2017 to March 31 2018.

* Paediatric ED clinicians were asked to complete a
questionnaire for patients who had received DI prior to
presentation.

Results

* 212 presentations were captured

* Patients had external imaging completed at 14 different
radiology providers

* The most common external imaging modality was x-ray
(91%).

* Diagnostic images were available for 77% and a radiology
report was available for 51% of patients.

* 8% of patients with prior imaging presented without the
report or images.

* 16% of patients with prior imaging underwent repeat imaging
in ED

* The majority (79%) were repeated due to inability to access
prior studies.

* The odds of reimaging if prior studies were not accessible
was extremely high (OR 28 (95% ClI 10 - 86)).

Figure 1: Relationship between image or report Patients recruited

n=212

access and repeated diagnostic imaging (D)

\®

Western Health

Wrongshe Graph 1: Reasons for patients undergoing

Wrong modality repeat imaging

Poor image quality [ NN
Inadequate views _

other [N
Imaging inaccessibie |
o0 2 4 6 8 10 12 14 16 18 20
Number of patients
Conclusions

External medical imaging was not adequately accessible for ED
clinicians. A significant proportion of medical imaging is repeated
due to inability to access prior studies.

Improved integration between public and private information
systems may reduce the costs and risks associated with
unnecessary test repetition

y

Patients with access
to report only

v

Patients with access
to imaging only

n=29 n =87

!

Patients with access
to both imaging and
report n =79

¥

Patients with access
to neither imaging
nor reportn =17
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DI repeated DI not repeated Dl repeated

DI not repeated
n=18 n=10 n=4 n=a3

Dl repeated DI not repeated
n=3 n=76

DI repeated DI not repeated
n=8 n=9




An exploration of the Loddon Mallee Regional need and

benefit from Emergency Medical Telehealth Support Q
In the current climate of Dr Diana Badcock, Bendigo Health

ever increasing Emergency Dr Berenika Turchin, Bendigo Health ;&_
Department demand and =3 Results
acuity of presentations, 58 Consults provided by a FACEM to 8
combined with regional Aim Urgent Care Centres and 2 Emergency
deficits in Medical support, Departments in October 2015

12 transfers avoided and treated
locally

To enhance the quality and 6 transfers’ care was optimised by

acute Telehealth care is safety of emergency care at IS AT - providing direct access to the

key to the provision of local centres and reduce ATl required service

equitable qua“_ty care unnecessary transfers. ATS CATS3 - 25 High level of satisfaction expressed
across the region. ATS CAT4&5 - 15 by patients and clinicians

Conclusion

There was a clear need for Emergency Telehealth service in the region, with
benefits ranging from reduced unnecessary transfers, to improved local and
definitive care.

This pilot subsequently led to the Out of Hours Urgent Care Emergency
Department Project undertaken in 2018 sponsored by the DHHS. This served to
demonstrate how the current gap in medical service provision by Urgent Care
Centres after hours is in need of Senior Emergency Medicine Telehealth
providers.

Both the study and subsequent investigative work showed that a dedicated
clinician is imperative for the service to be delivered in a safe and effective
manner.

<6;§flixcellent Care. Every Person. Every Time.

"The telehealth system increases the senior medical
leadership and experience in our

local ED significantly by bringing the Bendigo Duty
Consultants into the room with us”

"We should do telehealth before we take any
transfers. We can support and give

advice and keep some of these patients treated
locally. Those that come can benefit

from having access to our skill set earlier. *




School of Public Health and Preventive Medicine

Wide variation in the management of agitated and aggressive patients by emergency medical services.

Background and Aims

* Clinical aggression leads to the
deterioration of patient outcomes and
negatively affects the safety of
emergency medical service (EMS)
providers (Bigham et al 2014, Prehosp
Emerg Care).

Clinical aggression is typically preceded by
acute agitation, and EMS use
predetermined guidelines to minimise
risk and safely treat and transport
patients.

Aim: Describe and compare clinical
practice guidelines (CPG) for the
management of agitated and aggressive
patients in the ten Australian and New
Zealand EMS.

Using publicly available data, we
retrieved current (as of December 2018)
EMS CPG in Australia and New Zealand
for non-trauma undifferentiated
agitation. Data extraction included tools
to measure agitation and sedation, de-
escalation, restraint and sedation.

Dhanya Nambiar, Natalie Liu, James Pearce, Janet Bray, Karen Smith, Peter Cameron

Guidelines included in this study:

1.

2.

9.

Ambulance Victoria CPG A0708 Agitated
patient v4 2018

St John Ambulance Western Australia CPG
2.5 Disturbed and Abnormal Behaviour July
2017

. South Australia Ambulance Service

Intensive Care Paramedic CPG 065
Challenging Behaviours v4.0, Paramedic
CPG 027 Behavioural Emergencies v4.1

. Queensland Ambulance Service CPG

Behavioural Disturbances/ Acute
behavioural disturbance October 2017, CPP
Behavioural Disturbances/ Sedation- acute
behavioural disturbance October 2017

. St John Ambulance New Zealand CPG 5.1

Agitated delirium

. New South Wales Ambulance CPP A7

Management of acute severe behavioural
disturbance

. St John Ambulance Northern Territory CPG

10-02 Agitated patient, CPP 05 Sedation &
procedural sedation

. Australian Capital Territory Ambulance

Service CMG 33 Behavioural and
psychiatric emergencies, CMG 37
Management of combative and agitated
patients

Ambulance Tasmania CPG A708 Agitated
patient

10.Wellington Free Ambulance CPG 5.1

Agitated delirium

*5 & 10 use the same guidelines.

A L

Used a validated tool for assessing agitation (ex Sedation
Assessment Tool, Glasgow Coma Scale, Mental Health
Assessment)

Guidelines had detailed descriptions of mild, moderate and
severe agitation

Pharmacological management for mild to moderate
agitation

Benzodiazepines:

. Midazolam (6/9)

. Lorazepam (1/9)
Antipsychotics: Droperidol

Ketamine

Pharmacological management for severe agitation
. Benzodiazepines: Midazolam
© Ketamine

. Antipsychotics: Droperidol
Maximum dose for ketamine:

IM:

. 200mg (3/5)

. 400mg (2/5)

IV: 1.5mg/kg

Contraindications for ketamine:
Hypertension, psychiatric conditions/ psychosis
Allergy, Cardiac disease

Noted ketamine-induced emergence reaction
Provided guidelines on management of ketamine-induced
emergence reaction

Results Conclusions

2/9

3/9

6/9
1/9
3/9
1/9

5/9
5/9
1/9

3/5
2/5
5/5

a/5

3/5
2/3

-
ol
W pecanz

Observational studies are needed to
establish the impact of these
variations on patient outcomes to
identify best practice for agitated and
aggressive patients.
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inders @ = @

TheAlfred




