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INTRODUCTION 
TO THE ED 



The ED is a unique working environment. It will throw 
you in at the deep end, testing your diagnostic and 
risk juggling skills, whilst being the most supported 
environment you're likely to work in. We work closely 
with most other specialties, and we are the specialty 
that provides the barometer for the rest of the trust. If 
the ED provides poor care or compassion, the rest of 
the patient's journey will be affected. We're 
important!

The ED will provide you with opportunity to hone 
practical and procedural skills. Never underestimate 

the importance of excellent communication - in the 
ED you'll see what a difference it can make. 
Communication can make the difference between a 
patient complaining and not complaining.
Communication can make the difference between a 
patient with non-epileptic seizures being admitted or 
going home. Communication can make the 
difference to patient experience. Communication can 
make the difference between a patient with new 
onset atrial fibrillation returning home or being 
referred. Communication can make the difference 
between a lonely patient admitting their loneliness or 
fabricating a medical presentation. Communication is 
the difference between life and death and will be one 
of the important, yet underrated, achievements of 
your ED placement.

UNIQUE WORKING 
ENVIRONMENT
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Thanks for reading our second induction 
iBook. You can read the first here We’ve 
written these blogs to welcome you to the 
Emergency Department (ED), and give you 
a few handy tips and tricks of the trade to 
ease you on your journey.

Induction Book 1

Introduction to the ED 

https://www.rcemlearning.co.uk/foamed/ed-starter-pack-blog-book/
https://www.rcemlearning.co.uk/foamed/ed-starter-pack-blog-book/
https://www.rcemlearning.co.uk/foamed/ed-starter-pack-blog-book/
https://www.rcemlearning.co.uk/foamed/ed-starter-pack-blog-book/
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Introduction to the ED 

Every ED works to the same principles, but 
also has its own unique processes, strengths 
and weaknesses. You may think you know 
what to expect from your department, and you 
may be right, but you may be wrong! Your 
department will be delighted if you can build up 
their strengths, and if you have suggestions for 
converting their weaknesses to strengths.
You'll find loads of resources online that are 
there to help you. Be careful about trying to 
read everything all at once. Concentrate on the 
induction blogs, and then go from there. St 
Emlyns has a great set of induction blogs, and 
we've got our first iBook. If there's anything you 
want to know more about RCEMLearning is a 
great place to start. The blogs, podcasts, cases 
and reference section are all free to anyone to 
access. If you like those, you could join RCEM 
to get access to the online modules! There are 
some emergency medicine modules on eLFH.
Twitter will also give you loads of support and 
tips but be careful your number of Twitter 
notifications doesn't get overwhelming!

How to use these blogs

These blogs should be a really useful 
introduction for you but you might not 
remember everything just by reading. Read the 
relevant article, see the patient, discuss your 
local adaptations, then reflect and document 
how your hospital management varies. You can 
put this straight on your e-portfolio and 
curriculum map it. Sorted!

The ED Mindset

The mindset in ED is very different to what you 
may have encountered elsewhere. We want to 
know the salient points that will change our 
management. Do we care that they’ve got a 
budgie called Bob? Not if they’ve come in with 
a broken leg. Only ask the questions you want 
to know the answers to. Other doctors dwell on 
the questions: “what does this patient have?” 
What’s the diagnosis? We’re constantly thinking 
“what does this patient need?”
In the ED you must focus on the patient in front 
of you, but also be aware of those in the queue. 

There are lots of distractions and 
a chronic cacophony of noises.

And only order the tests that will 
change what you do. Ordering a 
magnesium level in the fitting 
patient may make you look 
clever, but will the results change 
what you do? No, and it’s not 
evidence-based either. Will bowel 
sounds change whether your 
patient is going home or to the 
surgeons? No. Challenge the 
dogma and perform evidence-
based medicine.
You will become an expert in 
communicating diagnostic 
uncertainty.

This can sometimes cause 
difficult interactions with other 
specialties. Stand your ground, 
and remember, you are the 
patient’s advocate.

http://stemlynsblog.org/induction/
http://stemlynsblog.org/induction/
https://www.rcemlearning.co.uk/foamed/ed-starter-pack-blog-book/
https://www.rcemlearning.co.uk/foamed/ed-starter-pack-blog-book/
http://www.rcemlearning.co.uk
http://www.rcemlearning.co.uk
https://www.rcem.ac.uk/
https://www.rcem.ac.uk/
https://portal.e-lfh.org.uk/
https://portal.e-lfh.org.uk/
https://first10em.com/communicating-diagnostic-uncertainty/
https://first10em.com/communicating-diagnostic-uncertainty/
https://first10em.com/communicating-diagnostic-uncertainty/
https://first10em.com/communicating-diagnostic-uncertainty/
https://first10em.com/communicating-diagnostic-uncertainty/
https://first10em.com/communicating-diagnostic-uncertainty/
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Rudeness is always a hinderance, and just like specialties don’t always understand how the ED works, 
we often don’t understand their specific challenges. Be nice and advocate for your patient and speak to 
your seniors sooner rather than later. They are used to navigating these pitfalls.

The Four Hour target

You’ve all heard of the four hour target. Before the 
target, emergency care was terrible. Patients would 
wait on the corridors of the hospital for significant 
amounts of time as there was no incentive to see 
them. Broken arms might wait eight hours or more. 
Then the target came along, and suddenly, there 
was an incentive to see and discharge patients 
within four hours.
It’s evolved, and has its own problems, but 
generally, the four hour target is considered to be a 
good thing. It provides a surrogate marker for how 
the rest of the hospital is working and is really 
important. If your patient breaches the four hour 
target because there’s no inpatient bed, that’s a 
hospital failing. If your patient breaches because 
there weren’t enough clinicians to see them 
promptly, that’s a staffing failing. If your patient 
breaches because you didn’t make a decision on what to do with them, that’s a departmental failing. All 
of these breach reasons will be investigated, as it’s important for patient safety and patient flow. Be 
aware of it, it’s not just a target for managers. 

Introduction to the ED 

https://www.kingsfund.org.uk/projects/urgent-emergency-care/urgent-and-emergency-care-mythbusters
https://www.kingsfund.org.uk/projects/urgent-emergency-care/urgent-and-emergency-care-mythbusters
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Introduction to the ED 

Most trusts aim to have:

0 - 15min Triage
0 - 60min First seen by Doctor
0 – 120min Referral to specialty, if needed
0 – 180min Seen by specialty
0 - 240min Transferred to ward

How to cope with crowding (and generally be a good ED doc)

Last Winter was bad. There were no beds anywhere, and patients were waiting long times to be seen in 
corridors. Different departments have different strategies for managing this, but everyone agrees, it 
makes ED a difficult place to work. Many staff feel powerless. 

There are a few things you can do:

Address the elephant

Yes, your patient is cross they've waited a long time. Yes, they don't think you should see them in a 
corridor. Start by saying "thank you for your patience in waiting so long. I'm sorry we're seeing you in a 
corridor -- as you can see we're all doing the best we can in these difficult circumstances".

Treat aggressively and early

Don't start with paracetamol in a patient with back pain. Hit them hard and early with appropriate 
treatment. Discuss early. This means your plans can be adjusted, and your patient can go home. This is 
really important. Think about an elderly patient who fell at home. Your plan is await x-rays and hopefully 
get them home. You discuss, and the plan changes to analgesia, x-ray and admission avoidance. This 
means you manage to refer the patient to admission avoidance team before they go home, preventing 
an overnight stay on your observation ward.

Use your observation ward / clinical decisions unit. 

Most departments now have one of these. Use it for your ED patients as much as possible, but stick to 
your department's policies to prevent your CDU becoming blocked with referred patients. Your low risk 
chest pain who needs a repeat troponin but you think will go home? Most departments would be happy 
for that patient to go to CDU. Your patient with chest pain that occurred at rest, and you think it's 
unstable angina...not suitable for CDU. Your patient you're not sure what to do with, and don't have a 
plan for? Not suitable for CDU!

Escalate and deescalate early

If your patient is in the waiting room, but should be in resus – let your seniors know. This might be a 
verbal update, or a computer annotation, but they need to know. Likewise, if your patient is in resus but 
doesn't need to be, let someone know. Space is always a premium.

Anticipate the course

If your patient is going to be in hospital for 24 hours, consider writing up their next dose of antibiotics. 
Yes, it’s probably the medical team's job, but it's in the patient's best interests. Was your patient 
admitted for pain control reasons? Write up their next dose of "as needed" analgesia to stop you being 
chased to find it.

https://www.rcemlearning.co.uk/foamed/words-matter/
https://www.rcemlearning.co.uk/foamed/words-matter/
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Introduction to the ED 

It's always your job

You didn't train to push trolleys, but sometimes, that's what is needed. To meet the sepsis targets, you 
might need to hang the IV fluids yourself. If you don't know how to do these things – always ask.

Reporting crowding

The impact of crowding will vary from hospital to hospital. If bad things happen, incident report it. Speak 
to your bosses to see what they want you to do.

Ensure you have your breaks, and rest

Aim to see one majors patient an hour. This is likely to be what your Consultants are expecting. Yes, 
some people are fast, some are slow – but it's good to have a target!

Why do EDs struggle to see their patients? (ignoring “flow”). On average a clinician sees 1 patient per 
hour (you just have to believe me on this. It’s true I promise). In a 100K ED 5% leave before being seen. 

Therefore you need 95,000 clinician hours per year.
Iain Beardsell (@docib) March 29, 2018

Clinical knowledge

It will be a steep learning curve in the ED and this induction booklet can't teach you everything. Identify 
your resources early. Most departments would rather you discuss with an ED senior, rather than the 
specialty registrar. Most departments would rather you discuss with an ED senior than spend hours 
ploughing through Uptodate or another resource. Most departments would rather you use their own 
departmental policies, rather than googling for others. Find out what your department prefers and whilst 
you wait for the ED registrar to be free, you can always use RCEMReference!

Never forget that what ever is happening, you are still a clinician and still able to be compassionate, 
provide analgesia and communicate with your patient.

Tips from a long term SHO

• Trust your instincts but never take any risks. If you feel your patient looks unwell but the bloods/
investigations are normal, don't be afraid to ask for a review by a senior. Same goes for those with 
abnormal bloods/investigations but otherwise look very well.

• Beware handovers! The Oxford Handbook of Emergency Medicine says so, and you really should. 
Always accept handovers but check that a plan has been documented. Treat the patient as "my 
patient" and not a "handover patient". The discharge summary will have your name on it and not your 
colleague's. Check the investigations results yourself, ask/do a set of obs and briefly re-examine the 
patient (in regards to the presenting complaint) prior to discharge.

• Do handover patients when it is time to go home, teaching etc. As above, ensure you've documented 
a plan. It is nice to let your patient know that you will be handing them over to another doctor and 
introduce them to your patient if you can. It takes an 10 extra seconds after the handover to do that 
but patients really appreciate it.

http://www.emtraineesassociation.co.uk/rest.html
http://www.emtraineesassociation.co.uk/rest.html
https://www.rcemlearning.co.uk/reference-layout/
https://www.rcemlearning.co.uk/reference-layout/
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Introduction to the ED 

• It’s the 21st century. Most EDs have comprehensive electronic systems. You wouldn’t copy the notes 
by hand twice, so why copy them from paper to the computer? Choose which one you prefer but 
check with your department. If you do go the paper way, write a brief summary in the electronic 
system. If you go the electronic way, it helps to print the notes and attach to the physical notes if you 
are handing over the patient or going on a break (remember crash teams look through physical notes 
in the first instance).

Contributors

This iBook wouldn’t have been possible without a fantastic team of people. All these people have given 
up their time to share their cumulative wisdom. Their trusts are obviously fantastic supportive places to 
work!

Thanks go to:

Nikki Abela, RCEMLearning blog lead
Daryl Hardy, Hayley Mackie & Chris Walsh,  RCEMLearning team
Nigel Taylor, RCEMLearning Creative Design and iBook creator
All the authors



MAKING A 
GOOD REFERRAL

Author: Thomas Wiles / Codes: CC5, CC7



Sound familiar? We’d like not to refer patients like 
this, but unfortunately we all do! Making a referral is 
a fundamental skill that we are required to have in 

order to provide safe care to patients in our ED’s. 
Despite this, I was never formally taught how to do 
this during any ED induction programmes when 
training. I can recall making unclear and poorly 
communicated referrals as a result. Having 
overheard many referrals made by others in our ED I 
know that I was not alone in feeling underprepared 
as a trainee, and that this is an art that we all need to 
develop as ED doctors.

In the first few weeks of your first ED placement, 
there is a steep learning curve as you work out which 
patients need to be referred, which specialty to refer 
them to, how the referral pathways work in your ED 
and how to articulate your referrals in order to make 
the process run smoothly. In this blog, I shall try to 
describe some lessons that I have learnt from trial 
and error over the last fifteen years. It is based on 
personal experience and is by no means definitive. I 
encourage you to check out all the references listed 
at the end.

FUNDAMENTAL SKILL
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Can I…ummm…refer…umm….a 52, no a 
55, no, a 69-year-old lady presenting with 
chest pain. Well, she said it was chest 
pain, but it’s actually a wierd tightness, 
with a bit of epigastric pain. It started last 
Tuesday when she was watering the 
garden. She bent down, and the pain 
started. So she had a cup of tea. Umm. 
And it still didn’t go. She’s got no medical 
problems but takes GTN spray 
occasionally, and aspirin. I wasn’t sure 
what was going on, so thought it was 
safest to refer to you. But she doesn’t 
want to come in because she’s got two 
cats – Poppy and Seed – who need 
feeding tonight.

Making a good referRal



The first thing to consider is why we make referrals from the ED. Here are the main circumstances in which I 
think that we make referrals:

1. A specialty has a skill that we don’t have (e.g. a surgical procedure or an imaging investigation)
2. A specialty has knowledge or experience that we don’t have (e.g. the ongoing care of an acute condition 

after initial management/resuscitation in the ED)
3. A specialty has access to a resource we don’t have (e.g. a bed space on a ward for a patient to receive a 

few days of intravenous therapy)

There may also be rare occasions in which we ask a specialty doctor to perform a skill that we can do in the ED 
if the acuity of other sick patients mean that we cannot provide an EM doctor to perform the technique. This 
might occur in the early hours of the morning when there may be just one EM HST or middle grade working 
with more junior colleagues.

It should be rare for you to have to ring a specialty colleague to ask for advice on patient management. All 
advice should initially be provided by your senior colleagues in the ED (they will have a wealth of knowledge 
and it is unlikely that the advice you require cannot be provided by them). However, if they do not know the 
answer to your question they may suggest that you speak to another specialty.

The other issue to be aware of is that the person receiving the phone call is likely to already have a large 
amount of work to do, and the last thing they may want when they speak to you is to have another referral to 
see. This is no excuse for them being rude or obstructive but we should be aware that we are not the only 
specialty under lots of pressure.

So here are some tips which I think will help you make excellent referrals:

1. Always be polite. This should go without saying and should be maintained even if we believe the person 
we are referring to is being unhelpful.

2. Give the patient’s name to them before you present the clinical features. I believe that once they have 
written the patients name down on their “to see” list, psychologically they have already started to take 
some ownership of that patient’s care, and this seems to smooth the process somewhat.

3. Summarise the history and examination findings succinctly and leave in only the features that are relevant. 
It may be worth preparing what you are going to say by writing up your clinical notes before you make the 
referral.

4. If you ask a senior EM colleague for advice and they tell you to refer the patient on to a specialty but you 
do not fully understand why you have been asked to make that referral, politely ask your colleague to 
explain to you exactly what you need from that receiving specialty. If you are referring a patient who has 
been reviewed by one of your consultants or seniors, explain this to the person receiving the referral.

5. Be explicit about what you expect of the person that you are referring to. If you only require advice say so, 
if you want them to see the patient make that clear to them.

6. Acknowledge that the person to whom you are referring may have lots of other things to do. I often start 
my referrals by saying something like “I’m afraid that I have another referral for you to see”.

7. Consider if there are things that you can do that will benefit the patient on behalf of the specialty you are 
referring to. This may include investigations. You could offer to organise for them to have been performed 
before they see the patient.
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8. There are some occasions when you will be asking a colleague to verify or perform a procedure or 
investigation that you have requested via your hospital’s electronic system (e.g. a CT or endoscopy). 
Under these circumstances, it is better to say that you have requested the investigation/procedure rather 
than ‘ordered’ it.

9. Make sure that you don’t make any promises to the patient in expectation of what the receiving specialty 
may do (unless you are absolutely sure of what will occur). This will reduce the possibility of complaints 
later if expectations are not met.

10. Do not allow the person receiving the referral to tell you to do something (e.g. send the patient home) if 
you are not comfortable with it. Find a senior colleague and discuss what you have been advised.

11. Do not get into any arguments with a specialty colleague. If they decline to see the patient you are 
referring to them and you cannot persuade them otherwise, politely end the conversation and discuss with 
your senior EM colleague (ideally a consultant). It may be that the person you are referring to is correct, if 
not, any further discussions with them should be made by your boss.

12. Follow up your patients later and keep track of their clinical course. Electronic notes have made this 
process much easier and allows us to check whether our impression and decision making was correct in 
the hours, days and weeks after our patient contact in the ED.

For further reading please look at the following 
resources:

St Emlyns: Making a referral with Iain Beardsell
Life in the Fastlane: Referring Patients from the 
Emergency Department
Academic Life in Emergency Medicine: MEdIC: 
The Case of the Difficult Consult Expert and 
Community Response
Handover Notes
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http://stemlynsblog.org/making-a-referral-with-iain-beardsell-st-emlyns/
http://stemlynsblog.org/making-a-referral-with-iain-beardsell-st-emlyns/
https://lifeinthefastlane.com/referring-patients-from-the-emergency-department/
https://lifeinthefastlane.com/referring-patients-from-the-emergency-department/
https://lifeinthefastlane.com/referring-patients-from-the-emergency-department/
https://lifeinthefastlane.com/referring-patients-from-the-emergency-department/
https://www.aliem.com/2013/09/medic-the-case-of-the-difficult-consult-expert-and-community-response/
https://www.aliem.com/2013/09/medic-the-case-of-the-difficult-consult-expert-and-community-response/
https://www.aliem.com/2013/09/medic-the-case-of-the-difficult-consult-expert-and-community-response/
https://www.aliem.com/2013/09/medic-the-case-of-the-difficult-consult-expert-and-community-response/
https://www.aliem.com/2013/09/medic-the-case-of-the-difficult-consult-expert-and-community-response/
https://www.aliem.com/2013/09/medic-the-case-of-the-difficult-consult-expert-and-community-response/


THE ED ROTA… 
AND REST!
Author: Amar Mashru / Codes: CC15



The reason the rotas can be so tough is simply that 
we have to provide a 24h high quality service and the 
reality is that a large bulk of that service, is 
dependent on SHOs. That’s not to say that there isn’t 
value in the different learning available on different 
shifts – there certainly is. The exposure, the hands-
on, the excitement of managing all sorts of patients 
with the much smaller, seniority-and-management 
stripped team of the night shift is a fantastic time to 
hone and develop skills that will benefit you career 
long. However, in return for working these rapidly 
cycling shifts, particularly those at night, the Trust 
and the Department owe you good quality rest and 

sleep facilities, and a culture that prioritises your 
safety and wellbeing so that you can continue to care 
for patients and care for them well.

Rule number one: if you feel too tired to drive home at 
the end of a (night) shift, don’t. The Trust should 
absolutely be supporting your decision and providing 
alternatives. It is a safety critical necessity.

Check out the BMA Fatigue & Facilities Charter here.

The truth is that the decision to get behind the wheel 
of a car and drive is your own, just as it would be if 
you were drunk. In fact, being awake for 16-18h has 
similar effects in function to being exactly that. There 
is no judge who (no matter how sympathetic they may 
be) could deny that the decision to drive was yours. 
What is worrying, however, is that the evidence 
suggests that when we are fatigued our decision 
making is impaired. What is worse is that that our 
insight into our impaired decision making is reduced, 
i.e. our confidence in our decision making remains the 
same whilst our ability to make safe decisions falls. 
Imagine this when applying it to the decision to drive 
home, or a critical decision affecting patient care.

Our breaks are not a luxury, they are an absolute 
necessity to maintain patient safety. Our breaks are 
there to protect us and our patients. Please take the 
time to review the contract you are employed on, 

OUR BREAKS ARE NOT 
LUXURY 
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You are about to embark on one of the 
most challenging rotas of your career. I 
mean, let’s be honest, for many of you, 
you will consider this the worst rota of 
your career. Let me start by reassuring 
you, if it stayed that bad, none of us would 
keep doing it. So for those of you 
considering EM as a career, first things 
first; it gets better, for lots of reasons. 
Honest.

The ED Rota… and rest!

https://www.bma.org.uk/advice/employment/working-hours/fatigue-and-facilities-charter
https://www.bma.org.uk/advice/employment/working-hours/fatigue-and-facilities-charter
https://www.ncbi.nlm.nih.gov/pubmed/28154887
https://www.ncbi.nlm.nih.gov/pubmed/28154887


and make sure your break entitlements are stipulated. We are painfully far away from the level of legislation 
that regulates other safety critical industries, but the least we must start with is recognising our own rights and 
the expectations of our employers if we have hope of improving from there. Know how many and how long your 
breaks should be, and take them. Don’t miss your break and ask if you can leave early instead; no boss would 
want you looking after their mother after nine and a half hours of working straight. You wouldn’t either. Please, 
leave on time. Nearly everything can and should be handed over, and you may find you very quickly struggle to 
manage a rota when you’ve added an extra hour or two onto the end of each day. The ED runs an an ongoing 
baton handover relay. We are used to it, and please get used to it as soon as you can. Avoid staying late on 
every shift; it might be a different senior saying 'thank you' on every occasion, and it's not a healthy habit to get 
into. 

We have a personal responsibility to recognise and prevent fatigue in ourselves, to consciously develop sleep 
routines and habits that reduce the negative effects of shift work on our health and our rest.   
Those phones should not be going to bed with you – they shouldn’t even be in the room. Your bedroom should 
be cool and dark (especially important when sleeping in the day - get a decent eye mask or even blackout 
blinds). White noise can be valuable, not drinking caffeine towards the end of the day, getting into a good 
exercise routine, not eating just before bed. It’s not all the rota, the speciality and the department, some of it 
can be significantly improved by making a few simple changes, but they do need to be thought about and can 
require some discipline.

The Emergency Medicine Trainees’ Association and RCEM launched a #RestEM campaign in the Spring of 
2018. The campaign looked to remind staff that they should be proud and supported to achieve some incredible 
things in their career, but they must not forget that, no matter how superhuman their feats of achievement may 
be, their physiology is mundanely human and must be respected as such. We need our breaks, we need good 
quality and regular sleep, and we need to accept nothing less than a speciality culture that respects these 
values in staff wellbeing.

The campaign posters were sent to all EDs so you should see them around. But if not they are available for 
download for printing here. The tips and advice boxes scattered within this chapter are reproduced courtesy of 
Dr Mike Farquhar of Guy’s and St Thomas’ Hospital, who has been instrumental in raising awareness of our 
requirement to better understand sleep, breaks, rest and shift/night work. Mike’s work is absolutely worth a read 
and can be found here. The AAGBI Fatigue Work Group resources, particularly the checklists on how to 
recognise fatigue in yourself and colleagues, are also a great resource. 

Our culture starts with our behaviour and it takes each and every one of us to change it!

Trainers: If you are looking to include Sleep and Shift Work Management in your Trust/Departmental induction I 
would urge you to check out this video.

Written by Dr Amar Mashru, HST Emergency Medicine: Campaign Lead #RestEM, Emergency Medicine 
Trainees Association with thanks, as always, to Dr Mike Farquhar (@DrMikeFarquhar) for his endless 
dedication to work in this field.

Other Links
RCEM Learning Sleep Podcast
15 Minute Consultation
EMTA Rest Resources
Guys and Tommies Resources
AAGBI Resources
BMA Advice
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http://www.emtraineesassociation.co.uk/rest.html
http://www.emtraineesassociation.co.uk/rest.html
http://www.emtraineesassociation.co.uk/rest.html
http://www.emtraineesassociation.co.uk/rest.html
http://www.emtraineesassociation.co.uk/rest.html
http://www.emtraineesassociation.co.uk/rest.html
http://www.guysandstthomaseducation.com/project/sleep-looking-after-your-wellbeing/
http://www.guysandstthomaseducation.com/project/sleep-looking-after-your-wellbeing/
https://www.aagbi.org/professionals/wellbeing/fatigue/fatigue-resources
https://www.aagbi.org/professionals/wellbeing/fatigue/fatigue-resources
https://www.aagbi.org/professionals/wellbeing/fatigue/fatigue-resources
https://www.aagbi.org/professionals/wellbeing/fatigue/fatigue-resources
https://www.rcemlearning.co.uk/foamed/march-2018/
https://www.rcemlearning.co.uk/foamed/march-2018/
https://www.ncbi.nlm.nih.gov/pubmed/27986787
https://www.ncbi.nlm.nih.gov/pubmed/27986787
https://t.co/UwF3salr5g
https://t.co/UwF3salr5g
http://www.guysandstthomaseducation.com/project/sleep-looking-after-your-wellbeing/
http://www.guysandstthomaseducation.com/project/sleep-looking-after-your-wellbeing/
https://www.aagbi.org/professionals/wellbeing/fatigue/fatigue-resources
https://www.aagbi.org/professionals/wellbeing/fatigue/fatigue-resources
https://www.bma.org.uk/advice/employment/working-hours/fatigue-and-facilities-charter
https://www.bma.org.uk/advice/employment/working-hours/fatigue-and-facilities-charter


HEAD INJURY
Author: Josh Bickley / Codes: CMP3, HMP3



Most of these are minor and can safely be 
discharged but missing serious pathology can have 
major implications. It is important, therefore, to be 
able to recognise the red flag features and instigate 
appropriate investigations, management and 
specialist referral early. Possibly the biggest pitfall in 
managing these patients is to dismiss people as 
simply intoxicated. Drug and alcohol intoxication 
increases the risk of significant head injury and can 
have similar clinical features. There have been 
countless examples of missed intracerebral bleeds 
that led to potentially avoidable poor outcomes. In a 
combative, drunk patient with a head injury think 
bleed!

The primary investigation for suspected traumatic 
brain injury and skull fracture is a non-contrast CT 

head and your history and examination should be 
focussed towards features that would lead you to 
perform a scan. All EDs should have round the clock 
access to this investigation and accompanying report 
from a radiologist. There is no indication for plain film 
radiograph (x-ray) of the skull (in adults) to assess 
for skull fracture.

Your exam must include GCS, pupils and degree of 
limb movement, as well as an assessment of wounds 
on the head including any evidence of a base of skull 
fracture (see NICE guidelines).

The NICE guidelines are fairly clear on which adults 
with head trauma should receive a CT head, and 
also give a time frame in which it should be 
performed. If you ever get stuck these are a good 
reference point. There are also RCEM standards 
(currently under review) that offer guidance about the 
patient's suitability for a scan, and how quickly they 
should be assessed. They suggest patients should 
receive written head injury advice and reattenders 

THINK BLEED! 
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Patients with head injuries are the most 
common type of trauma seen in the ED 
and can represent up to 10% of all 
presentations.
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should be seen by a senior clinician. They also suggest that if GCS < 15 observations should be recorded 
every 30 minutes until the GCS is 15 (tricky for confused patients). Once admitted, patients should have 
observations half-hourly for 2 hours, then 1 hourly for 4 hours, then 2 hourly thereafter.

People on warfarin or other anticoagulants who attend an 
emergency department after a head injury should have a CT 
scan within 8 hours regardless of other risk factors (unless 
meeting criteria for an earlier scan). Interestingly, the NICE 
guidelines don’t 
specify that patients 
on DOACS should 
have a scan, simply 
because there 
wasn’t enough 
evidence at the time 
of recommendation – 
not because they 
shouldn’t be 
scanned!! The 
AHEAD study is a 
trial looking at the 
rates of bleeds in 
warfarinised patients.  
It’s worth a read and 
make sure you 
appraise it yourself!

It’s worth noting that 
there are a very 
small proportion of 
patients who will 
bleed later, and even 
with a normal scan 
safety netting is 
important.

In many places, although CT reports are quick, they’re at least 
10 minutes after the scan was performed. It pays to be able to 
interpret them, neurosurgery may have accepted your patient by 
the time the scan is reported! Haemorrhage on CT differs in 
appearance depending on the location of the bleeding. 

The most common traumatic bleeds are subdural (usually slower bleeding from bridging veins in the subdural 
space, typically in older patients) and extradural haematomas (arterial bleed that appears lentiform in shape as 
the blood is unable to cross the tight adhesions of the dura mater to the skull.) Other types of bleeding include 
cerebral contusions in the parenchyma that can cause significant mass effect and diffuse axonal injury that is 
associated with poor prognosis. Always wait for a formal report before sending a patient home after a CT scan. 
Subarachnoid bleeding may be traumatic in origin but may also precede trauma due to reduced consciousness.
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Case courtesy of Dr Henry Knipe, Radiopaedia.org. 
From the case rID: 28888

Primary or Secondary Brain Injury?

Primary brain injury is the damage caused to brain 
tissue from the initial force applied to the brain, 
which clinicians can’t prevent. The aim in the 
management of patients with major head injuries is 
generally to prevent secondary brain injury. 
Secondary injury occurs in the hours to weeks 
following a primary injury, and is caused by many 
different structural and chemical changes that lead 
to further destruction of brain tissue.

The most important contributors to secondary brain 
injury are cerebral oedema, expanding haematoma, 
hypoxia and hypotension. Depending on local 
guidance, you will find that most intracranial bleeds 
should be discussed with neurosurgery, as should 
base of skull fractures and depressed skull fractures.

More worrying features are signs of raised 
intracranial pressure on CT or reducing GCS. 
Neurosurgery can often prevent secondary 
injury by preventing further haematoma 
expansion (and therefore further oedema 
and raised intracranial pressure). It’s 
imperative in the ED that patients are 
resuscitated aggressively to prevent 
prolonged hypoxia and hypotension which 
causes further brain ischaemia. Patients who 
have intracerebral bleeding on 
anticoagulants should have this reversed 
with vitamin K and either octaplex/FFP 
depending on haematologist advice. 
Traditional advice is to avoid nasopharyngeal 
airways and nasogastric tubes in any patient 
suspected of a base of skull fracture. Many 
pre-hospital services now would put in NPs.

In people who do not meet the criteria for CT 
scan there may be other factors to consider, 
such as wounds that need to be addressed 
and those who you suspect may have a 
facial fracture. Consider orbital fractures in 
patients with injuries around the eye, 
especially if they have diplopia. Assess the 
orbit for symmetry and bony tenderness, eye 

movements, pupils and visual acuity. Imaging 
options include X-ray and CT of the facial bones.

It’s easy to miss other injuries, especially in those 
with a reduced GCS that may not be able to give a 
good history, and a thorough secondary survey is 
often required. Remember the head is attached to 
the neck so do a good assessment of the cervical 
spine, and in cases where this is not possible due to 
reduced GCS or major distracting injury it is 
important to immobilise the C-spine and perform 
imaging.

Patients should only be discharged if they have a 
safe place to go and a responsible (sober) adult who 
can watch them to ensure they don’t deteriorate. 
Most departments have advice leaflets for patients 
being discharged and it’s particularly important to 
warn about vomiting or increasing drowsiness. If a 
patient can’t get anyone to keep a close eye on them 
then they need to stay in hospital for observation 
after the injury until you are satisfied they are safe to 

1818

Head Injury



go home. This is usually in the observation unit of the ED.

What if it’s a “minor” Head Injury? 

Most of the adults you see with head injuries won’t need a CT scan. Many will have symptoms that don’t need 
a scan, but they’ll be very worried. Some may even have concussion.

Post-concussive syndrome is a well recognised, highly variable collection of symptoms that generally involves 
a headache and difficulty in concentration. Dizziness is a common feature. It’s discussed well on the RCEM 
learning podcast and the BMJ has a great infographic. Concussion can last for several weeks and can be very 
disabling and anxiety inducing.

Second impact syndrome can occur when a patient with post-concussion syndrome receives a further head 
injury the second trauma can lead to herniation and death. It is important to warn patients about this following a 
head injury (particularly those who play contact sports) to have a gradual return to play after a period of rest, 
and get some brain rest, drink plenty of fluids and avoid the alcoholic kind! If your patient wishes to return to 
playing sport, check out their organisation’s rules, RFA and MSA.

Further Reading 

NICE Guidelines
LITFL
Traumatic Brain Injury
Facial Trauma
PDF
St Emlyns Blog
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When you tell people you work in the ED, they 
invariably ask you for your great stories, but they 
also ask you for help and advice when needed. Most 
of the time, you can confidently say “it’s not life 
threatening, go and speak to your GP”. But what if it 
is? You know how to treat cardiac arrest…
anaphylaxis…but ED is likely to be your first 
exposure to trauma. So when your neighbour falls 
down the stairs, you need to remember a systematic 
approach so that you can confidently manage trauma 
whilst you wait for equipment, and specialists to 

arrive. If you’re in the department, the principles 
remain the same!

If you ask most people to think up a “trauma” 
scenario, it is likely to involve multiple injuries, high 
velocity injuries (cars, planes, entrapment) and an 
unwell patient. In reality, trauma is less dramatic and 
will involve something like falling down the stairs, 
falling off the monkey bars or maybe falling off a 
push bike. Whether it is major trauma, “silver 
trauma”, or minor trauma, the same logical process 
should be used. In some circumstances it takes a 
long time to finish assessing the airway. Sometimes, 
the whole process can be followed very quickly. This 
blog post isn’t going to turn you into a trauma expert, 
but it will remind you of the basics - and often doing 
the basics well is what saves lives.

SYSTEMATIC 
APPROACH 
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bridge”

Trauma



Scene Safety

Scene safety always seems obvious, but is frequently overlooked. Think about the danger to yourself, then 
bystanders, and then the patient. Consider whether you are dressed appropriately, and fit to proceed. Think 
about other traffic; cars, bikes and other “helpful” bystanders. Think about broken glass, debris, falling walls. If 
it’s not safe, or you’re not sure, don’t put yourself in danger.
If you’re in the department, your safety should be assured. What if the person who stabbed your trauma patient 
is following them in? More realistically, is it safe for you to manage this patient solo do you need to ask for 
help? Trauma call?

Mechanism of Injury

As you approach any trauma patient, think about what forces are involved. If their car is very smashed, there 
will be lots of energy involved and the patient must go to hospital as soon as possible. If they’ve fallen from the 
monkey bars, the forces are lower. Elderly people need really low levels of energy to sustain significant injuries, 
falling down the stairs is likely to break lots of bones. Falling against a wall could break a rib. Be suspicious and 
have a read of the London elderly trauma guidelines or the HECTOR handbook to make you think.

Children are very good at bouncing but often appear well until suddenly they’re not. Observe carefully, and read 
our post on paediatric anatomy to make you think of some of the differences.

Catastrophic Haemorrhage

Is there any haemorrhage that is going to kill the patient if it’s not dealt with immediately? Are they pumping all 
of their circulation out of an amputation or a significant wound? If so, put pressure immediately on the wound. If 
you don’t have appropriate personal protective equipment, ask the patient to apply the pressure! A tourniquet 
might be useful here. In mass casualty situations, tourniquets are recommended. Why not look at the citizen 
aid app to remind yourself about what steps to take.

Airway

Most patients we see will have a patent airway, but you still need to assess it as part of your primary survey. If 
the patient needs their airway opening make sure they are in resus and your seniors are aware! We normally 
use a head tilt and chin lift, but if trauma is involved, we should use a jaw thrust. Check out this module for a 
reminder of basic airway manoeuveres.

An open airway is the most important thing for everyone, so although a head tilt chin lift would move the c-
spine, an open airway gives your patient the greatest chance of survival, so if a jaw thrust isn’t working and 
help isn’t there yet it’s better than doing nothing.

C-Spine Immobilisation

If you are worried the patient has damaged their c-spine, now is the time to start quickly manually immobilising 
it. Put your hands around their head to keep it still. Unless there’s lots of help available, don’t faff around with 
collars at this point. There are still life threatening injuries you need to look for and the benefit of collars is 
controversial. Manually immobilise until help has arrived!
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Breathing

You need to make sure your patient is breathing. If 
they’re not – start CPR. Assuming they are, check 
their respiratory rate. Check the saturations if 
available and put on high flow oxygen what ever the 
result and your seniors can remove it later. Look at 
the chest for any open “sucking” chest wounds. 
These may suck more air in and cause a tension 
pneumothorax. Cover them up with a gauze 
dressing. Then have a quick look to check both 
sides of the chest are moving, if one side isn’t 
moving and you’re pre-hospital, make sure your 
ambulance is on the way.
If you’re in hospital, think “could this be a tension 
pneumothorax?” If it could be (hyperresonant to 
percussion, absent breath sounds), perform a 
needle decompression. If you don’t think it could be, 
make sure you have urgent senior help and arrange 
a chest x-ray.

Think “could this be a massive haemothorax” (dull to 
percussion, likely shocked patient). Make sure 
senior help is arriving, move on to circulation, and 
prepare for chest drain insertion.
There are six life threatening chest injuries 
traditionally taught, although they are going out of 
fashion. I like the mneumonic ATOM FC – check for 
airway obstruction, tension pnemothorax, open 
pneumothorax, massive haemothorax, flail chest or 
cardiac tamponade.

Circulation

Have a look for any bleeding. If you can see any 
obvious bleeding, apply pressure to stop the 
bleeding – as you would normally.
Check a pulse rate.

Traditionally, there can be bleeding in five places; 
the floor (external haemorrhage), and four more,  
chest, abdomen, pelvis, and long bones. Bleeding in 
the chest has been (hopefully) identified in your B 
assessment. Inspect the abdomen for bruising and 
palpate for any guarding. This will guide you towards 
intra-abdominal bleeding. The pelvis can bleed a lot. 
If you think the patient may have a pelvic injury, 
figure a way to splint the pelvis and close the book to 
stop the bleeding. In hospital, this will be application 

of a pelvic splint. Pre-hospital you may need to tie 
your bed sheets around the patient’s pelvis or tie 
their legs together which helps. Don’t rock the pelvis 
to check its stability. If you want to touch something, 
feel the greater trochanters to see if there is any 
pain.
If you think the patient has broken their femur the 
patient is likely to have lots of bleeding. Splinting the 
leg can help with this.

Gain IV access – the biggest cannula you can in 
both antecubital fossae. Take bloods: FBC, U&E, 
LFT, Amylase, pregnancy test, group and save, 
clotting, lactate, venous blood gas. Your seniors will 
decide if these are all really needed, you can always 
throw the blood away before it hits the lab!

Don’t rush to give any IV fluids until your senior is 
present, as IV fluids can dilute clotting factors and 
make things worse. Blood is often best!

Disability

This is another chance to assess how awake the 
patient is. Assess their consciousness level using 
AVPU. Have a quick chat with them - are they 
confused? Do they know where they are?
Have a look for any head injuries.
Get a pain score and give some analgesia. Running 
IV paracetamol through is often a quick and easy 
way of improving pain and it’s in before the CD keys 
have even been found (yes I know its apparently no 
more effective than oral). Remember that reassuring 
patients is a very effective way of relieving pain.

Exposure

Exposure has a few components. The most 
important part of this is to make sure your patient 
isn’t cold; if you’re cold, your blood doesn’t clot as 
quickly. This is *really* important. You loose a lot of 
heat just by lying on a cold floor, try it. Pre-hospitally, 
cover the patient above and below. In hospital, we 
often strip the patient off to examine them, but why 
not be the one that covers them up to prevent loss of 
dignity, as well as loss of heat?
The next part of this is to think about doing a 
secondary survey and looking for further injuries. To 
do this properly, you need to get down to skin, 
expose a bit at a time and re-cover it up when you’ve 
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done. It’s not often practical to do this pre-hospitally, and even in hospital you often need imaging and time 
before this can be properly performed.

Packaging and Transport

If your patient is unconscious, you need to decide what position to put them in. In most of our patients we use 
the recovery position as a nice safe position. This moves the c-spine quite a lot. If there are enough of you, 
consider log rolling the patient instead, to minimise spinal movement.

If you’re pre-hospital, you then need to plan how your patient is going to get to definitive care and where they’re 
going to go. This decision is best made by the pre-hospital practitioners who fully understand all the nuances.

Helicopter Transport: if you think the patient needs helicopter transport to hospital, you should have already 
dialled 999 and the operators make that decision.

Emergency Ambulance: an emergency ambulance is needed if the patient needs treatment en route to hospital, 
or wouldn’t manage to get in to a car.

Own Transport: If the patient doesn’t need an ambulance, they can make their own way to hospital for 
assessment. They do not need to arrive in the ED in an ambulance to get seen. It doesn’t get you assessed 
any quicker. If you think the patient has broken their arm, they don’t need an ambulance to get to hospital. If 
they have wounds that need suturing, they don’t need an ambulance to get to hospital. Chances are, your 
patient will be waiting over an hour for an ambulance by which time, they could have already made their way to 
the emergency department, been booked in and triaged.

If you’re in hospital, your seniors will help you decide whether the patient needs transporting elsewhere or not. 
Trauma care has all been centralised. Trauma units are local hospitals that can deal with most things and 
stabilise patients. Major Trauma Centres are bigger units that have all trauma specialties on site and can often 
provide more unified care for the multiply injured patient. Some patients will need transferring from your trauma 
unit to your major trauma centre. In London, our MTCs are centrally based which is great if you live inside the 
M25, but if you get transferred from Hastings to Kings, your journey home is quite long!

Re-stock

Normally for trauma we have used kit and equipment. We would now need to re-stock and clean any 
equipment used, don’t rely on anyone else doing it. We also need to think about whether we are still physically 
and emotionally prepared to continue at work, we may need a quick debrief.

If this has wet your appetite for more trauma care, have a look at all our trauma resources on RCEMLearning. 
We have podcasts, blogs, and e-learning. Your hospital is likely to run trauma simulation courses. ATLS is a 
great starter course for anyone wanting to learn trauma systems. Although much complained about, it still 
provides a basic, core common language for anyone involved in trauma care.
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FILL EVERYONE WITH 
DREAD 

History

Take a thorough but concise history. Your seniors 
won’t appreciate you knowing how many pets your 
patient has if they’ve come with leg pain, but won’t 
be impressed if you don’t know if they’re sexually 
active or not if they’ve presented with abdominal 
pain.

Examination

Examine the abdomen carefully. The role of the 
vaginal examination, and the speculum examination 
in the ED is much debated. Generally, do a vaginal 
examination/ speculum examination if it’ll change 
your management. That means look for adnexal 
tenderness if you suspect PID. Look and examine if 
there’s a retained foreign body. And do a speculum 
examination if you think there’s cervical shock.

Special Tests

Always consider ectopic pregnancy, and do a 
pregnancy test. It’s unlikely your department will 
arrange an ultrasound scan – most of the time, any 
patients that need ultrasounds get them arranged via 
the GP, or the acute gynae team.

Abdominal Pain

You’ll get adept at knowing which patients need 
admission, and which need referring. If you think 
there is a gynaecological cause of the abdominal 
pain, and the patient needs to see gynae, it always 
helps to suggest some differentials:

• Ovarian torsion (sudden onset) escalate and refer. 
Until proven otherwise, treat as ectopic pregnancy.

• Cyst rupture (sudden onset).
• Degenerating fibroids (usually presents with PV 

bleed).
• Cervical shock (see vaginal bleeding in early 

pregnancy).
• Pelvic inflammatory disease.

Abdominal Pain in Pregnancy
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Gynae presentations to the ED are fairly 
common, yet fill everyone with dread. The 
management is similar to any other 
medical problem
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Always give analgesia at the earliest 
opportunity. Paracetamol and dihydrocodeine 
are both safe in pregnancy. NSAIDs including 
ibuprofen are contraindicated.

In early pregnancy always assume ectopic, 
escalate and refer. There are other causes of 
bleeding in pregnancy covered in our first 
induction iBook.

In later pregnancy, always request an obstetric 
review – but keep your mind open to non 
obstetric causes, like appendicitis.

Differentials include:

Always consider ectopic pregnancy.

Urinary tract related

• Urinary tract infection (most common)
Increased susceptibility in pregnancy due to 
increased bladder volume, decreased detrusor 
tone, increased ureteric dilatation and 
glycosuria. Treat empirically in the absence of 
positive urine dip if symptomatic (dysuria/
frequency). Start appropriate antibiotics as per 
local antimicrobial guidelines and send MSU.
Nitrofurantoin is safe in the first trimester. 
Trimethoprim is associated with teratogenic risk 
in first trimester, so avoid.

• Pyelonephritis. Admit all suspected cases of pyelonephritis under medical team.
• Renal colic. Arrange for USS in ED if apyrexial, colicky pain characteristic of a renal colic. Admit all cases with 

hydronephrosis, obstruction, infected stones under urology. Remember NSAIDs are contraindicated in 
pregnancy.

Surgical including cholecystitis, biliary colic and of course appendicitis. Just because a woman is pregnant 
doesn’t mean she can’t have appendicitis as well! Diagnosis can be challenging as the appendix is upwardly 
displaced with advancing gestation making clinical signs less reliable. Referral to surgical team can be even 
more challenging.

Consider STIs refer to GUM.

Admit if haemodynamically unstable or pain does not settle with analgesia.

Hyperemesis gravidarum 2727

Gynae

https://www.rcemlearning.co.uk/foamed/induction-bleeding-in-early-pregnancy/
https://www.rcemlearning.co.uk/foamed/induction-bleeding-in-early-pregnancy/
https://www.rcemlearning.co.uk/foamed/induction-bleeding-in-early-pregnancy/
https://www.rcemlearning.co.uk/foamed/induction-bleeding-in-early-pregnancy/


Hyperemesis gravidarum is a complication of 
pregnancy, mainly in the first trimester, causing 
severe nausea and excessive vomiting that can lead 
to further complications including dehydration, 
ketosis, electrolyte imbalance and weight loss. Your 
trust will have a guideline on treatment – check out 
our podcast for more information.

The mainstay of treatment is rehydration and 
antiemetic therapy as well as control of other 
symptoms such as pain. Admit to CDU if local 
pathway allows. Start treatment as soon as possible.

You will be asked about urine ketones when you 
refer. 4+ seems to be the magic number for referral 
(16mmol/L or 160mg/dL). Do urine ketones before 
and after IV fluids (but do not delay treatment if 
patient is unable to provide sample). There is no 
hard and fast rule. Check local guidelines regarding 
urine ketones and discharge/admission criteria as 
these differ.

Generally admit irrespective of ketonesthose who 
are haemodynamically unstable and/or not tolerating 
fluids after combination antiemetics or those with 
acute kidney injury.

Discharge patients who have Ketones <4+, able to 
tolerate fluids and are haemodynamically stable. 
Ensure they have EPAU follow up if no previous 
scan confirming intra-uterine pregnancy. Discuss: 
Ketones 4+ but tolerating oral fluid and 
haemodynamically stable: assess patient, most can 
be safely discharged but discuss with senior ED or 
gynae on call. 

Chickenpox & Pregnancy

Chicken pox is caused by varicella-zoster virus 
(VZV).

Potential exposure to chickenpox in pregnancy

Clarify significance of the contact: length, type of 
exposure (in same room for >15minutes, face to 
face) and duration since contact.

If previous history of chickenpox, then reassure and 
discharge.
If uncertain about previous chickenpox, check blood 
VZV IgG (varicella-zoster Immunoglobulin G, check 
booking sample if available)

• Immune: reassure and discharge.
• Not immune: give VZIG (varicella-zoster 

immunoglobulin) ASAP up to 10 days from 
exposure, refer to normal antenatal care. Advise 
potentially infectious from 828 days after contact.

If exposure to chickenpox or shingles (regardless of 
whether they have received VZIG), advise the 
patient to inform their GP or midwife as soon as 
possible early if a rash develops.

Confirmed chickenpox in pregnancy

Most are referred to their GP from antenatal clinic. 
However, some are still referred to ED. Check with a 
senior and discuss with gynae on call if in doubt. 
Remember that Acyclovir is not licenced for use in 
pregnancy.

RCOG recommends:

• Symptomatic treatment and hygiene is advised to 
prevent secondary bacterial infection of the 
lesions.

• Presents < 24 hours of the appearance of the rash 
and 20+0 weeks of gestation, prescribe acyclovir 
800mg 5 times a day for a week. o If the woman 
presents < 24 hours of the appearance of the rash 
and she is < 20+0 weeks of gestation, consider 
acyclovir. Check with senior ED or gynae on call. 
Will require foetal medicine specialist referral. 
When to admit Admit all with dense rash with or 
without mucosal lesions Chest/neurological 
symptoms Haemorrhagic rash Immunosuppressed 
patient Generally, if in doubt, remember the basics, 
and speak to an ED senior1

Gynae
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Bones have been healing for longer than orthopods 
have been around. There are two types of fixation- 
with absolute and relative stability which affects the 
mechanism of bone healing. The general rule is that 
all displaced fractures should be “reduced” (either 
open or closed) and then held in position through 
plaster of paris casts or plates/screws/intra and 
extramedullary fixation devices until healed.

First up is “should I x-ray”? If you’re not sure, have a 
chat with your senior. There are some decision tools 
to help you look at the ankle, knee and c-spine. 
Generally, we don’t x-ray toes, as the management 
doesn’t alter, and we x-ray the pelvis of every frail 
patient who falls.

All fractures

Prior to referring always comment on neurovascular 
status, ensure that the joint above and below is 
examined and imaged.

Document when the patient last ate or drank.
Consult seniors in the ED and/or radiology reporting 
before speaking to orthopaedics to “review” an x-ray.

Not all fractures need to be admitted into the hospital 
as many of these patients will be managed via the 
fracture-clinic pathway. Operations can be arranged 
via the fracture clinic, but the majority of patients 
need conservative management.

Specific Fractures

We’ve not covered all the fractures you’ll see here. 
Just the common ones. For more details, look at your 

“SHOULD I X-RAY”? 
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With the advent of urgent care centres, 
your exposure to orthopaedics won’t be 
what it used to be. However, if you follow 
some of the basic tips here, your 
orthopaedic surgeons and patients will be 
happy!
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Trust’s guidelines, or some of the RCEMLearning 
reference guides.

Colles Fracture 

This is a stable fracture of the wrist, with a traditional 
dinner fork deformity on x-ray. It needs reducing, 
normally with a haematoma block, and the patient 
put in a Colles (Below elbow) backslab with fracture 
clinic follow up. Smiths and Bartons fractures are 
managed similarly – speak to your ED senior.

Proximal Humerus 

Fractures in the elderly without associated joint 
dislocation and gross rotational deformity can be 
managed with collar & cuff and be seen in fracture-
clinic. Midshaft humerus fractures require a U-slab 
and discussion with the ortho SHO. Some of these 
may be suitable for conservative management – 
some need an operation.

Clavicle 

Surgical management depends on the fracture 
location (medial, midshaft, lateral), pre-injury 
function, neurovascular injury and the state of the 
overlying skin. If there is any neurovascular injury 
and/or open fractures surgical fixation is needed. If 
neither is present, place the affected side into a 
Polysling and refer for outpatient management.

Femur

You will see a lot of neck of femur fractures (NOFs), 
and most departments have a fractured neck of 
femur pathway. These patients require an ECG, 
chest xray, baseline bloods (including 2x group and 
save) and fascia iliaca block to be done in the 
emergency department, prior to referring to the T&O 
SHO.

Ankle

Extremely common. Fracture/dislocations are 
reduced swiftly in the ED – if the ankle looks wobbly, 
let your senior know ASAP! Ankle fractures need 
immobilisation – have a look at the Weber catagory 
to see if they need a boot, or a plaster of paris. Most 
trusts agree that tubigrip isn’t worth using.

Tarsal/Metatarsals

Undisplaced metatarsal head fractures are generally 
managed conservatively with protected weight-
bearing. However, pay close attention to the clinical 
history. Lisfranc fractures can be easily missed, if not 
considered.

Other Diagnoses

Open fractures

Administer prophylactic antibiotics, consider tetanus, 
mini-washouts outside the operating theatre are not 
indicated, as per BOAST guideline.

Septic arthritis

Consider this diagnosis in any patient with an acute 
joint swelling in association with being clinically 
unwell and inability to weightbear. Joint aspirate may 
be indicated but a negative tap does not rule out a 
septic joint. Clinical history and correlation is 
paramount.

Necrotising fasciitis

These patients are generally extremely unwell. 
LRINEC criteria can be used to score these patients 
however, clinical judgement is most important. 
Escalate these patients urgently to your seniors with 
prompt involvement of intensive care is mandated 
but immediate surgical consultant for potential 
operative debridement is key.
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Abdominal pain is common in the ED, accounting for 
5-10% of presentations and the differentials are 
incredibly wide ranging. The key to narrowing down 
potential diagnoses lies in a systematic approach, an 
efficient yet comprehensive history and thorough 
examination. Most of these patients will be 
discharged from the department, but a small 
percentage of them will be referred to the surgical 
team.

When assessing a patient presenting with abdominal 
pain I keep this diagram in mind which, along with 
sex and age, helps to identify the important and 
common causes of their symptoms.

You’ve learnt about many of the common abdominal 
diagnoses in medical school - here's a few tips about 
how to manage the import and immediately life-
threatening in the ED 

Ruptured AAA

The classic history of sudden onset abdominal pain 
radiating to the back is not always the case. Always 
have AAA in mind, especially in the over 50s 
presenting with abdominal pain and features of 
shock. ED seniors are always keen to perform a 
bedside ultrasound to rule this out (note this is 

5-10% OF 
PRESENTATIONS 
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It’s your second day on the ‘shop floor’ 
and your next patient is handed over as a 
51-year-old man who has been brought in 
by ambulance with sudden onset 
generalised abdominal pain and vomiting. 
You have a spidey sense something is 
wrong, what next?

Abdominal Pain



different from a FAST scan which aims to identify free fluid in the abdomen following trauma). It’s good to 
observe as many bedside ultrasound scans as you can, as it gives you a good amount of practice, and 
refreshes your anatomy knowledge.
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Cholecystitis

Simple gallstones present frequently with right upper 
quadrant pain. The mainstay of managing these 
patients is an accurate diagnosis and analgesia. In 
most departments if they are pain free and have 
normal liver function tests they can go home. If 
they’re in lots of pain, many departments will want 
you to refer before blood results come back.

Patients with pain and fever may have an infected 
cholangitis. This should be treated aggressively with 
antibiotics and surgical referral. They are mostly 
Murphy’s positive (not always) but the elderly 
present bizarrely. This is why RCEM has a guideline 

saying all old people with abdominal pain should be 
discussed with a senior.

Appendicitis

This is probably one of the main worries of many of 
our patients, “do I have appendicitis?” Appendicitis is 
a triad of anorexia, migratory pain, fevers and 
vomiting.

When examining a patient in whom you suspect 
appendicitis remember the anatomy and special 
tests:

•  McBurney’s point – 2/3rds from umbilicus to ASIS
•  Blumberg’s sign – rebound tenderness over 

McBurneys point
•  Rovsing’s sign – if palpation of the left lower 

quadrant results in increased pain in the right 
lower quadrant it may indicate appendicitis

•  Psoas sign – pain on right hip extension indicates 
inflamed retro-caecal appendix

•  Obturator sign – pain on rotation of right flexed hip 
indicates irritation of the obturator internus muscle

To be thorough, or even just as an easy way to 
remember the salient signs and symptoms, you can 
use the Alvarado scoring system. A score of 6 
indicates appendicitis is more likely. This is really 
useful as it helps us to differentiate appendicitis from 
gynae causes if it’s just RIF pain, appendicitis is 
unlikely!

Diverticulitis

This is most commonly left lower quadrant pain with 
change in bowel habit and fever. Most of these need 
admission to the surgeons, if their observations are 
abnormal you don’t even need to wait for bloods! 
The surgeons will ask for a PR exam so do one as 
part of your initial assessment. If the patient is well, 
have a chat with your senior and they may be able to 
go home with oral antibiotics, or with no antibiotics.
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Ischaemic bowel

This is one of the “don’t miss” diagnoses, that’s often really tricky to make. If you have a patient with AF, who is 
elderly with pain out of proportion despite analgesia and high lactate, think “could this be ischaemic bowel”. 
There have been cases of ischaemic bowel presenting with a normal lactate but always think of this in a patient 
with an isolated high lactate the pain often doesn’t fit any pattern. Remember CT isn’t 100% sensitive.

Bowel Obstruction

We all know the symptoms of bowel obstruction. If you think it’s obstruction, a CT may be more useful than an 
x-ray, especially in small bowel obstruction where x-ray is only about 50% sensitive. Depending on your 
department, ED may organise the CT or you may refer to your surgeons, and depending on your surgeons they 
may or may not mandate an AXR first! If you don’t think they’re obstructed but you do think they’re constipated, 
please don’t request an abdominal x-ray, especially in young people!

Pancreatitis

Most often presents with severe epigastric pain and vomiting so start treatment in these patients quickly, at 
least analgesia, IV fluids and anti-emetics.
Amylase peaks at approximately twelve hours and a diagnosis of pancreatitis can be made when it is 2-3 
above the upper limit of normal. But if you’re still suspicious with a normal amylase speak to your senior, and 
then the surgeons!

Don’t forget:

Blood gas – your surgical team will often ask you to do an ABG to score the patient. A VBG is just as good and 
in most emergency departments we do the diagnostic tests and the accepting team does the prognostic test!

Constipation

Constipation is a diagnosis of exclusion, especially in the elderly. Think carefully about how you’ll treat it, your 
colleagues will not think much of you if you admit everyone to CDU for enemas when they’ve got perfectly good 
toilets they could poo in at home. There’s no guidelines on how to treat constipation in adults but some 
thoughts based on the paediatric literature are here.

Non-specific abdominal pain

You’ll see a lot of this in the ED they come in with pain, fit no pattern, bloods normal (if done), tummy soft. 
Clearly they don’t need to need a surgeon or a gynaecologist. Practice what you’ll say to these patients 
something like; “there’s nothing acutely wrong with your tummy. The best thing to do is watch, wait and see 
what happens. If the pain persists attend your GP for review”. Always, always safety net with the GP.
Sometimes patients will have non-specific pain but they’ll need referral because their pain is so severe. Refer 
honestly to the surgeons or gynaecologists and see what surprises the investigations reveal.

Golden rules:

They are in pain, prescribe them analgesia and reassess!
Always keep in mind the diagnoses you don’t want to miss e.g. the ruptured AAA and ischaemic bowel
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What surgeons will invariably ask for:

Lactate, lactate, lactate!
Pregnancy test and urine dip
Previous imaging e.g. ultrasound in RUQ pain/suspected pancreatitis, previous colonoscopy if your main 
differential is diverticulitis and any previous CT scans
When did the patient last eat and drink, especially in the acute abdomen that may require emergency surgery
Group and save clotting, again in those that may require emergency surgery

And remember

Not all abdominal pain needs to be admitted. Up to 80% of patients are discharged with non-specific abdominal 
pain, and are often pain free within 2 weeks.
You may not have a specific diagnosis when referring but offer differentials.
If you’re not sure if they’ll need surgery it’s best to keep them nil by mouth until the surgical team review or 
check when referring.
Diagnoses like appendicitis / diverticulitis do not require abdominal x-rays. (unless it helps to rule out another 
differential).
Abdominal pain can be gynaecological (ectopic / ovarian torsion / tube-ovarian abscess), urological (testicular 
torsion / renal colic) and even medical! (think DKA and pyelonephritis).

References and further reading

Abdo Pain
Pancreatitis
Bowel Obstruction
Appendicitis
ED Management of Abdo Pain
Non Specific Abdo Pain
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It might sound obvious but many people don’t really 
know. Palliative care refers to a change in focus of 
care towards supportive comfort measures and 
dignity. It’s about a new goal of care and making it as 
individualised as possible.
This doesn’t mean that the patient is imminently 
dying. If your patient is dying, it’s important to 
diagnose this like any other diagnosis. Not that the 
patient is palliative or End of Life, these are just 
euphemisms and we need to avoid them when we’re 
talking about a patient in their final days or weeks of 

life. If you do expect your patient to die in the next 12 
months, then #havetheconversation.
This doesn’t mean that we should stop treating 
problems. It’s about individualised care so mending 
the fractured neck of femur or treating the spinal cord 
compression might give a hospice patient an extra 
month or two comfortably talking with their family.

Which patients should / could be referred to 
palliative care

If unsure, pick up the phone and speak to the team. 
As perhaps expected, they are the nicest people in 
the hospital and always willing to give advice.
In general, refer patients with symptom management 
requirements who are likely in the end stage of their 
disease process, whether their disease is cancer or a 
non-malignant disease like heart failure. In addition 
to this, the palliative care team will help support 
patients and their important people (not always just 
their family) psychologically with the prospect of 
deteriorating health and death. They can also help 
with discharge planning and referral to hospice.

WHAT IS PALLIATIVE 
CARE? 
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A patient attends majors with sepsis. You 
overhear someone saying “they’re 
palliative care, so we don’t need to do 
anything.” You know they’re wrong. 
There’s more to palliative care than letting 
people die… read on to find more!
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Remember, it isn’t just oncology patients that would 
benefit from palliative care!

Which patients should / could be referred to a 
hospice

Every hospice has their own individual criteria, and 
your local hospital palliative care team will be able to 
assist. Broadly speaking, hospices will accept patients 
with:

Complex symptom management needs e.g. 
Uncontrolled pain.

A prognosis of likely days to short weeks, where they 
would go to die.

If your patient is not suitable for hospice admission, 
refer to the community palliative care team and they 
can support your patient with symptoms/ psychological 
needs in their home or nursing home.

“The Bread and Butter of Palliative 
Care”

Always think of the key symptoms that we 
ask about for every patient to ensure they 
are comfortable. Even if your patient isn’t 
palliative, you’d do well to remember these 
key symptoms!

PAIN Don’t be afraid to give high doses of 
opioids if your patient is already taking 
them and give an appropriate PRN dose 
(i.e. a sixth of the total daily dose).

BREATHLESSNESS Again, don’t be afraid 
to give opioids. Don’t forget to check the 
renal function and prescribe oxycodone if 
eGFR <30 NAUSEA and VOMITING.

Think why? And don't prescribe 
ondansetron. It will only worsen the 
constipation. 

SECRETIONS glycoperronium is a good 
choice AGITATION check if there's an 
underlying cause.

Are they constipated, do they have an infection. Midazolam is there too. In a patient who is dying, ensure that 
these symptoms are addressed and prescribe subcutaneously on the PRN side. Your hospital will have 
guidelines. There are also guidelines online. 404 0
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Treatment Escalation Plans

Even if you only have a short time with a patient, 
start getting into the habit of wondering “what should 
the treatment escalation plan be?” Involve your 
patient and their important people in this decision 
and don’t be afraid to have the difficult conversations 
early. It’ll save the patient unnecessary distress later 
on when millions of people are stabbing them with 
needles and getting flustered around them at 3am.

In A&E, you are not expected to definitively decide 
whether your patient is not for MET calls or ward-
based care. But you need to have started these 
discussions. and think about whether they are at risk 

of deteriorating and documented it clearly in the 
notes. It will help guide the team into the most 
appropriate focus of care.

Always check whether your patient already has a 
treatment escalation plan from the community. Don’t 
forget: the DNAR form is only a small part of the 
escalation of treatment.

This is all summarised wonderfully here.
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A VERY COMMON 
PRESENTATION

You’ve just arrived for your first ED shift, 
excited to be allocated to resus. The red 
phone rings. A 45-year-old female, 
amitriptyline overdose, P120, BP85/45, 
GCS 5, ETA 5 minutes.

occasionally the guidelines change, so it’s worth 
double checking. The paracetamol guidelines for 
staggered overdose changed six months ago and 
some people still haven’t realised. Oops.

Approach to the poisoned patient:

Luckily, there are many similarities in the 
management of the poisoned patient and if you 
follow a simple, and generic approach, you’ll cover 
most of the bases, most of the time.
Ensure airway adequacy and early intubation if 
peri-arrest:

Activated Charcoal "PHAILS" To Work 
via Sean Varney @SanAntonioEM

Hmm, 
A... GCS 5 - do you fast bleep anaesthetics or not? 
B... C... they’re tachy, do we ask the resus nurse to 
grab lots of sodium bicarbonate or wait for the ECG? 
IV fluids?
Poisoning is a very common presentation to the ED. 
The vast majority of patients who present with 
poisoning have mixed overdose and require little 
more than a period of observation and good 
supportive care. There are some drugs however that 
require more specific treatment and some that 
require reversal with antidotes. I always have a look 
on TOXBASE when I’m not sure, and occasionally 

https://www.rcemlearning.co.uk/foamed/paracetamol-overdose-2/
https://www.rcemlearning.co.uk/foamed/paracetamol-overdose-2/
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• IV access
• Bloods: Venous blood gas (VBG), FBC, U&E, LFT, 

INR, CK, 
• Paracetamol & salicylate levels (at 4 hours)
• ECG to assess QRS, QT interval and arrhythmias 

with early sodium bicarbonate if QRS is broad.
• IV fluids if hypotensive
• IV lorazepam for seizures
• Monitor capillary blood glucose and temperature
• Consider antidote if available
• Examine for any associated injuries
• Consult TOXBASE for recommended period of 

observation
• Psychiatric assessment by the crisis team once 

medically fit

In cases of cardiac arrest, TOXBASE usually 
recommends a minimum of 1 hour of CPR and 
discussion with NPIS.
And that covers 99% of toxicology! Just doing those 
simple things will get you out of jail most of the time. 
You can access toxbase using your trust’s log in 
(they log numbers of cases, and if it’s an unusual 
presentation may contact you for further details) or 
the toxbase app (android and apple). And if you’re 
stuck for a password, sign up for toxicology e-
learning to get one!

There are a few special other things to consider and 
give.

Activated Charcoal

If the patient is lucky enough to present within one 
hour of ingestion, activated charcoal should be 
considered. The triage nurse will often ask you to 
prescribe it as the patient is booking in. It is 
unpleasant for the patient to drink and won’t work for 
all toxins, although TOXBASE recommends it for 
many. If the patient presents 65 minutes after their 
overdose should you still give charcoal? Well what’s 
the harm going to be!

The dose for adults is 50g orally within 1 hour of 
ingestion. It is thought to work by absorbing toxins 
onto the charcoal surface by weak electrostatic 
forces thus preventing absorption of the ingested 
drug.

You can give charcoal for most drugs, including 
amitriptyline, aspirin, benzodiazepines, digoxin and 
paracetamol. 44
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The only contraindication is patients with an altered 
level of consciousness who are at risk of aspiration. 
Charcoal lungs is very bad news.

High dose Insulin Euglycaemic Therapy

HIET is a relatively new treatment for cardiogenic 
shock secondary to Calcium Channel Blocker or 
Beta-Blocker overdose refractory to normal 
treatment. It involves giving really high doses of 
insulin (1unit / kg = 70 units in an average person!) 
as a bolus, followed by an infusion. It works really 
well, but often the nurses are antsy about giving such 
high doses of insulin!

Active elimination

Active elimination is rarely indicated in poisoning but 
should be considered in severe cases. We don’t do 
“stomach pumps” to “teach people a lesson” any 
more, but there are two main types we might use, 
and TOXBASE will guide you further:

1. Urinary alkalinization
This enhances urinary excretion of weak acids (e.g 
aspirin, amitriptyline) by giving sodium bicarbonate 
infusion 1.5L of 1.26% over 2 hours.

2. Haemodialysis
Indications include (SLIME):
Salicylate
Lithium
Isopropanol
Methanol
Ethylene glycol

Specific Antidotes

There’s loads of different antidotes for different 
toxins. TOXBASE lists them all and RCEM has 
suggested a list of which antidotes should be 
available in your department, your hospital and your 
region. It’s good for exams to know antidotes,

https://play.google.com/store/apps/details?id=uk.co.issolutions.toxbasemobileandroid.activity&hl=en_GB
https://play.google.com/store/apps/details?id=uk.co.issolutions.toxbasemobileandroid.activity&hl=en_GB
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https://itunes.apple.com/gb/app/toxbase/id519248940?mt=8
https://www.toxlearning.co.uk/login/index.php
https://www.toxlearning.co.uk/login/index.php
https://www.toxlearning.co.uk/login/index.php
https://www.toxlearning.co.uk/login/index.php
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but you’ll find you slowly remember the common ones. 

Significant Toxins

There are loads of toxins we could talk about but we’ve identified a few of the key and deadly ones, especially 
as the uninitiated might think they’re harmless.

Amitriptyline

Tricyclic antidepressants (TCAs) are highly dangerous in overdose. These patients need to be managed 
aggressively in resus, even if they seem well initially. At least make sure you discuss them with a senior! The 
potentially toxic dose of amitriptyline is 15mg/kg.

Toxicity of these highly protein-bound drugs is due to blockade of cardiac sodium channels and alpha1 
adrenoceptors, causing QRS widening. The amount of unbound (active) TCA rises in acidosis so administering 
sodium bicarbonate as an antidote reverses the antidote, and hence the available amount of TCA. They can 
cause an anticholinergic toxidrome.

Management is to follow the generic principles mentioned above, with the “antidote” of Sodium bicarbonate 
50ml of 8.4% aiming for pH > 7.5 if:

• QRS > 120 on ECG
• Arrhythmias
• Hypotension
• Metabolic acidosis

If a rapid sequence induction is performed, hyperventilate to target pH > 7.5. Seizures are common, and treated 
as per standard but avoid Phenytoin as it blocks sodium channels.
Glucagon is useful if there is persistent hypotension despite IV fluids and sodium bicarbonate.
Vasopressors (e.g noradrenaline) and intralipid for refractory hypotension.

Paracetamol

Paracetamol is metabolised in the liver producing toxic NAPQI which is inactivated by conjugation with 
glutathione. Once glutathione reserves are depleted, NAPQI causes hepatic necrosis.

Regardless of how much paracetamol they’ve taken, the plan is to check blood paracetamol level at 4 hours 
post-ingestion and plot on paracetamol treatment nomogram to decide if treatment is warranted. Treatment of 
staggered overdose is slightly different (listen to our podcast), and if they’ve injected a potentially toxic amount, 
they need NAC whilst awaiting bloods.
If the patient has a delayed presentation, check TOXBASE – they may need NAC pre levels.

Allergic reactions often occur during first bag. If so, stop infusion, give Chlorphenamine and restart at slowest 
rate once resolved.

https://www.rcemlearning.co.uk/foamed/paracetamol-overdose-2/
https://www.rcemlearning.co.uk/foamed/paracetamol-overdose-2/
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Criteria for Liver Transplant:

• pH < 7.3 PT > 100
• Creatinine > 300
• Grade 3 or 4 encephalopathy
• Lactate > 3.5 on admission or > 3.0 24 hours post-

ingestion

Opioid Overdose

Consider in patients presenting with the opioid 
toxidrome; respiratory depression, hypotension, 
reduced level of consciousness, and pin-point pupils. 
There is usually a background of IVDU or chronic 
pain.
Naloxone is a competitive opioid receptor antagonist 
which reverses the effects of opioids. It can be given 
most routes (IV, SC, IM, intra-nasally) and usually 
works within 2 minutes, although IV is the preferred 
and most predictable route. It’s effects last for 
approximately 45 minutes and repeated doses are 
frequently required.

Naxolone dose

it is recommended that you dilute 400mcg of 
naloxone to 10mL (40mcg/mL) and titrate to effect. 
Remember you want these patients awake and 
rousbale, not fully reversed. EXCEPT in cases of 
cardiorespiratory arrest where it is apporpirate to 
given 400mcg bolus, given small doses. Large doses 
of Naloxone risk causing a patient to go into 
withdrawal - this can have serious consequences 
ranging from agitation to seizures and arrhythmias

Cocaine

These patients often arrive extremely agitated and 
restrained in police custody on a Saturday night 
displaying signs of the sympathomimetic toxidrome.
Management is as per TOXBASE, making sure you 
treat their agitation aggressively. These patients 
often need benzodiazapines. They may have chest 
pain. Listen here for guidance.

Toxic Alcohol Ingestion

These could be Ethylene Glycol (anti-freeze) or 
Methanol (anti-freeze, windscreen wiper liquid). Both 
of these toxic alcohols are rapidly absorbed from the 
gastro intestinal tract and rapidly penetrate the CNS . 
They have a small toxic dose of about 30ml, 
depending on the strength. Ingestion of both can 
present with symptoms similar to alcohol intoxication, 
but may also cause a visual disturbance. You should 
consider these in any inebriated patient who looks 
unwell with a normal blood alcohol level. If you’re not 
sure do a blood gas, as that will tell you the answer! 
The venous blood gas normally has a:

• High osmolar gap > 10
• High anion gap metabolic acidosis
• Normal blood alcohol level

The antidote is fomepizole (inhibits alcohol 
dehydrogenase) or ethanol with haemodialysis for 
severe cases.

What if I don’t know? 

If you’re not sure what drug your patient has taken, 
treat them logically and systematically, with an 
ABCDE approach. Then have a look for signs of 
some of the standard toxidromes

• Anticholinergic Syndrome
• Cholinergic Syndrome
• Sympathomimetic Syndrome
• Sedative/ Hypnotic
• Opioid

There’s loads of great tables comparing the different 
features of these syndromes but it’s really useful to 
help you guide your management if you pick them 
up. Kloss and Bruce do great pictures of these 
syndromes, well worth a look.

https://www.rcemlearning.co.uk/foamed/october-2017/#1506935293501-58366840-b88f
https://www.rcemlearning.co.uk/foamed/october-2017/#1506935293501-58366840-b88f
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Summary

• Get a detailed account of drugs involved, doses 
and timings.

• Always check a lactate, paracetamol & salicylate 
levels.

• Get an ECG.
• Consult TOXBASE.
• Consider if there is an antidote available.
• Prepare for early RSI and lots of sodium 

bicarbonate in Amitriptyline overdoses.
• In paracetamol overdoses that are staggered or 

the timing is unclear, start NAC.
• Don’t forget glucagon for refractory hypotension 

secondary to TCAs, beta-blockers and calcium 
channel blockers. 
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Drug and alcohol related attendances I think it’s safe 
to say fall under the challenging category! Alcohol 
related attendances in the ED pose a significant 
burden on the National Health Service and other 
emergency services including the police. Despite the 
challenges we face with this particular group of 
patients we still have a duty of care and must provide 
safe effective treatment options and support in the 
department (and community) on discharge with the 
help of substance misuse teams and specialist 
nurses.

This blog includes a list of the most common 
presentations that you may encounter on your shift. 

But before we go ahead here are a few quick points 
to remember during your assessment;

In alcohol intoxication there is NO evidence that 
fluids speed up recovery.
In liver failure prescribe half the dose of 
chlordiazepoxide.
If severe liver failure use diazepam as it is not 
hepatically metabolised.
CIWA score is a helpful scoring system used to 
assess patients presenting with acute withdrawal.
Offer prophylactic thiamine (pabrinex) to patients 
who are malnourished or have a risk of 
decompensated liver disease.

Acute Intoxication 

Patients often presents with agitation, reduced 
consciousness level, or “found outside”. They may 
be aggressive or lucid. They may smell of alcohol, 

CHALLENGING 
CATEGORY! 
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Working in the ED, you are guaranteed to 
see and treat patients from all specialties 
of medicine and surgery. Most will prove 
to be interesting but also challenging at 
the same time.

Alcohol related ED

https://bestbets.org/bets/bet.php?id=701
https://bestbets.org/bets/bet.php?id=701
https://www.mdcalc.com/ciwa-ar-alcohol-withdrawal
https://www.mdcalc.com/ciwa-ar-alcohol-withdrawal
https://www.nice.org.uk/guidance/cg115
https://www.nice.org.uk/guidance/cg115


but there may be other substances involved, including deliberate overdose of medications. Check a blood 
sugar (mandatory), and other bloods (including venous blood gas) and imaging as clinical condition dictates. 
Perform a full clinical examination, and check carefully for any other injuries i.e. head injury. Refer to substance 
misuse team as outpatient or inpatient.

Withdrawal 

These patients will present with the “CIWA Score” features – shaky, agitated, anxious and sweaty. They should 
have a blood sugar and a CIWA score done at triage, with chlordiazepoxide as appropriate, according to your 
trust’s policy. IV fluids should be considered. The majority of these patients will need to be discharged with 
advice to keep drinking, and to seek help in the community.

New or existing alcohol related seizures (withdrawal)
Follow the seizure standard treatment algorithm. These patients must have regular CIWA scoring and 
chlordiazepoxide after their seizure, and be depending on your local guidelines, will either be referred to the 
medical team or discharged home.

Wernicke’s encephalopathy

Treat as per local trust protocol and refer to the medical team if any one sign present. A CT head may be 
indicated but should not delay medical referral:

• Acute confusion
• Memory disturbance
• Ataxia/unsteadiness
• Opthalmoplegia
• Nystagmus
• Unexplained hypotension with hypothermia
• Decreased consciousness level

Alcoholic Liver Disease

Presentation is usually after a long history of alcohol use. Consequent features may be alcoholic liver disease 
i.e. liver cirrhosis, liver failure, jaundice, ascites and generalised lethargy. Patients may need admission for 
ascetic drains.

Look carefully for signs of hepatic encephalopathy confusion with raised ammonia and upper GI bleeds.
Admit patients on the basis of their clinical presentation, not on the degree of blood test abnormality.

So essentially most ED patients with alcohol related problems will fall under one of these five categories, each 
case will be unique and some may present with co-existing mental health conditions i.e. self-harm or drug 
overdoses. Ask for senior help if you’re unsure of what to do and never assume a patient is “just drunk”.
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Alcohol related ED

https://www.rcemlearning.co.uk/foamed/october-2017/#1506935209928-6564af96-6ae4
https://www.rcemlearning.co.uk/foamed/october-2017/#1506935209928-6564af96-6ae4
https://www.mdcalc.com/ciwa-ar-alcohol-withdrawal
https://www.mdcalc.com/ciwa-ar-alcohol-withdrawal
https://www.rcemlearning.co.uk/references/alcoholic-liver-disease/
https://www.rcemlearning.co.uk/references/alcoholic-liver-disease/


MEDICAL 
EMERGENCIES
Author: Charlotte Davies / Codes: HMP1-5, CMP1-5



1. Go to the Toilet

OK, so we’ve started with a non-medical 
“emergency” first but if you need to urinate, then you 
will not be giving 100% to your patient. It’s not tough 
to “hold it” and “wait” but it’s not cool to have not 
peed for the whole shift. Drink and then wee when 
needed. Your patients can (mostly) wait 5 minutes for 
you to relieve yourself. 

You’ve all heard of “HALT” mistakes are more likely 
if you are Hungry, Angry, Late or needing the Loo, or 
Tired going to the loo is the easy one to resolve. So, 
if you need to micturate - just do it!

2. Cardiac Arrest

Most of the time, our patients are brought in to the 
department in cardiac arrest but occasionally, you 
will see a patient who has deteriorated 
unexpectedly. Remember your basics first call for 
help the emergency buzzers are a good place to 
start! Be systematic. If no signs of life, start CPR 
and follow the resus council UK algorithm. In some 
places the patient will move to resus for arrest care, 
in other places a crash trolley will come to the 
patient. Find out what happens in your hospital and 
find out where your emergency buzzers are.

JUST DO IT!

52

We all work in the ED because we think 
there’s going to be lots of “emergencies”. 
We quickly realise that some things are 
more time critical and need a prompt 
response. You should know how to deal 
with everything; after all, you did complete 
medical school — but here’s a handy 
revision list of the things we think you 
need to know!

Medical Emergencies

Adult Advanced Life 
Support Algorithm 
@Nrtaylor101

https://www.rcemlearning.co.uk/foamed/situational-awareness-ed/
https://www.rcemlearning.co.uk/foamed/situational-awareness-ed/
https://www.rcemlearning.co.uk/foamed/situational-awareness-ed/
https://www.rcemlearning.co.uk/foamed/situational-awareness-ed/
https://twitter.com/Nrtaylor101
https://twitter.com/Nrtaylor101


In peri-arrest patients, start assessing the patient with an ABCDE approach and follow the principles you would 
on a ward. Let your registrar or consultant know but don’t stop doing anything, you’re still a Doctor, and can still 
manage unwell patients! If the patient is under the care of a specialty team, make sure someone is informing 
the specialty their patient is unwell but don’t stop resuscitating them!

After a cardiac arrest or dealing with an unwell patient you may need some time to stop, pause and think. 
Speak to the boss, and say “I need a break because dealing with that patient has taken it out of me”, they’ll be 
understanding.

3.  Anaphylaxis

Anaphylaxis or allergic reaction? Often difficult to know but the general feeling is “if it’s more than skin, get the 
epi in”. Follow the resus council algorithm (you can get this as an app on your phone too) — stop the trigger (if 
you can identify it), and give 500mcg (0.5 ml of 1:1000) intra-muscular adrenaline. Then move the patient to 
resus for further monitoring! Often these patients will get better but sometimes they won’t, it’s difficult to predict 
which is which. The adrenaline dose we’d expect you to know, Chlorpheniramine and Hydrocortisone, you 
should know too!

4.  Severe Shortness of Breath

Lots of patients have severe shortness of breath but if you think systematically, you can always manage to 
stabilise them until help arrives. After you’ve called for help, be reassuring and calming. Don’t lie to the patient 
but always avoid nocebo and say something like; “I’m here to help, you’re in the right place. We’re going to do 
everything we can to make you better”. Sit the patient up and give the patient high flow oxygen. Make sure you 
pinch the metal strip over their nose. If they’re really hypoxic, turn the dial up to above 15 lpm! It really goes up 
high! Listen to their chest if they’re wheezy give some nebs. If they could have a pneumothorax and you think 
it’s tensioning perform a needle thoracocentesis.

We’ve talked about shortness of breath in our first induction blog remember, you don’t need to know the cause 
of shortness of breath to be able to treat it properly!

5. Seizures

Seizures can be frightening. I remember the first time I actually saw a patient fit was in the ED. I’d done ward 
cover but they’d always stopped by the time I saw them! This patient in the ED started fitting, and I didn’t know 
what to do but I called for help (always important) and a burly paramedic responded to my plea, rolled the 
patient on their side (to protect their airway) and suggested I put some oxygen on them. I suctioned their 
airway, and then gained IV access. By the time we’d done all that, the patient had stopped fitting! If your patient 
hasn’t stopped fitting, benzodiazepines are the first line treatment and there’s a nice flowchart to follow in the 
NICE guidelines.

Even if you know what to do, you’re unlikely to have enough hands to manage seizures, don’t forget to call for 
help!

6. The Unconscious Patient

Unconscious patients are always tricky, as there are so many reasons why a patient could be unconscious. 
Remember to follow your ABCDE approach if their airway isn’t maintained; do a head tilt chin lift or jaw thrust 
(airway reminder here) and shout for some help. Sometimes, a good jaw thrust wakes these patients up and 
your problem is solved! If your senior doesn’t know that you have an unconscious patient, alert them quickly so 
they can help you hone down your differential.
We have an e-learning module on this if you’d like to learn more! 53
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https://www.rcemlearning.co.uk/foamed/ed-starter-pack-blog-book/
https://www.rcemlearning.co.uk/foamed/ed-starter-pack-blog-book/
https://www.nice.org.uk/guidance/cg137/resources/epilepsies-diagnosis-and-management-pdf-35109515407813
https://www.nice.org.uk/guidance/cg137/resources/epilepsies-diagnosis-and-management-pdf-35109515407813
https://www.rcemlearning.co.uk/references/basic-airway-management/
https://www.rcemlearning.co.uk/references/basic-airway-management/


7. The STEMI

“Can you look at this ECG for me” is a frequent 
occurrence in the ED. If you think the patient is 
having a STEMI, ask the person who performed the 
ECG to alert a senior. Whilst they are alerting a 
senior, stop what you are doing, go and see the 
patient. Nothing frustrates me more than an ECG 
tech waiting for me to finish discussing a patient, to 
say “the doctor in minors asked me to show you 
this”. It’s only by seeing these patients you’ll get 
good at them!

If the patient is having a STEMI, give them Aspirin 
and the antiplatelet of your trust’s choice, arrange 
PCI as per your local guidance, write some notes, 
photocopy the notes, bingo, STEMI treated. Back to 
what you were doing and you’ve scored some resus 
experience.

If there are ischaemic changes and you’re not sure, 
go and have a look at the patient. Don’t let them wait 
with their chest pain for two hours until they’re seen. 
Their ischaemic changes may then have changed 
into a STEMI! There’s loads of resources on ECGs, 
but obviously our induction blog is the best!

8. The Hyperkalaemia

We have a podcast and e-learning module on this 
already. The key thing is look at the ECG! If the ECG 
suggests hyperkalaemia, get the patient treated 
ASAP. If the ECG is normal, review the clinical 
history. If hyperkalaemia is possible, and the result is 
unlikely to be spurious, get the potassium treated. If 
you are unable to do this straight away yourself, 
speak to a senior.

9. Stroke Thrombolysis

If you have a patient with any symptoms suggestive 
of a stroke that started within four hours, get the 
patient seen as soon as possible - they may be 
suitable for thrombolysis. Don’t assume their 
symptoms started an hour ago, we’ve still got three. 
Because the quicker thrombolysis is performed, the 
better the outcomes, and even if you’re in a 
thrombolysis centre, getting the patient to CT isn’t as 
quick as all that. Some of these patients may be 
missed by the ambulance service or triage so don’t 

assume “triage didn’t think it was a stroke, so it can’t 
be a stroke”. Always alert your senior.
If you’re not sure about the evidence for lytics in 
stroke, read the evidence, but follow your Trust 
guidelines.

10. End of Life

Some patients are allowed to die. Sometimes this 
conversation has been had with the relatives 
already. Sometimes it hasn’t but the relatives know 
what’s happening. It’s really, really important that we 
recognise these patients early, so we can 
appropriately manage their symptoms and 
expectations. If you have a patient likely to die in the 
next four hours, spending two of those hours 
struggling to get IVs for their fluids isn’t going to 
help. Speak to your patient, the family and your 
senior. Don’t wait until the patient arrests to make 
decisions.

This is such an important topic, we’ve had another 
blog on it!

We hope that’s a useful overview to some of the top 
10 emergency presentations. Manage these well 
and the majority of your work is done! We’re not 
saying nothing else is important but get these right 
and you may save lives.
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