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Preamble

The Emergency Departments of healthcare establishment has pivetal role in providing access to
emergency medical care, and backup support to the primary health care facilities including BHU, RHCs,
smaller hospitals settings and clinics of family physicians in the private sector. The Emergency
Department is also an important interface for a variety of indoor and outdoor services operating in
the healthcare establishment, as a large proportion of total admissions to inpatient wards are via
Emergency Departments.

These guidelines are only intended to provide an outline towards integration of clinical requirements,
functional needs and practical logistic and space requirements for an Emergency Department of a
typical hospital. The document is not intended to provide an exhaustive guide or a prescriptive list of
medical equipment and other requirements, as such information is essentially dynamic and can
become outdated quickly. Rather these guidelines are aimed to highlight critical aspects, mode of care,
and optimal patient pathways leading to smooth flow of patients and eliminating the chances of mis-
management or poor or un-intended outcome.

Mo matter how much diligence is observed in planning a hospital emergency department, models of
care may rapidly change in the real case scenario, as a result of change in government policy, new
initiatives, change in staffing of the Emergency Department in view of change in patients’ needs anc
demographics, tachnology, physical and social environment related factors. In the private sector, the
Emergency Department and Emergency Care is Influenced by a number of factors including the
business model, etc. The Emergency Physicians, nurses, allied health staff actually working in the
Emergency Departments being the key stakeholders can provide valuable inputs during designing
phase® of the hospital emergency services.

As per the ICI Survey Process®, Hospitals providing services that are available 365 days a year, and
ensures that all direct patient care as well as ancillary and support services as needed for emergent,
urgent, and/or emergency needs of patients, such as diagnostic testing, laboratory, and operating
theatre, as appropriate to the type of acute care haospital are operational 24 /7 basis are eligible to
apply for JCl accreditation.

Emergency Department of the hospital is often the gateway to healthcare system and point of first
contact for many patients coming with acute illnesses or are suffering from some imminent
complication of chronic health problem. Commanly presenting emergencies include obstetric cases,
complications during pregnancy and post-partum, non-communicable diseases e.g. asthma, heart
attacks, strokes, surgical issues, road traffic accident, environmental and man-made disasters
exacerbations of acute life threatening infections e.g. sepsis, Covid-19, dengue, Congo Hemaorrhagic
Fever, and psychiatric illnesses etc.

' Emergency Depa.tment Design G wdednas by Aust alian Codege .ur Emeraenc, Medicing, 2J14
= JCl survey Process Guize ™ Ldificn, 202 1),
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These Guidelines are intended to supplement the requirements mandated under the Minimum
Service Delivery Standards prescribed by the Punjab Healthcare Commission (PHC) and notified by the
Gowvernment of the Punjab, to improve quality of health services delivery in the hospitals and to ensure
patient and provider safety. The Health Facilities will be required to give effect to the provisions of the
guidelines as applicable within their declared scope of work, and in terms of the provisions of the
License granted by the Punjab Healthcare Commission.

National Scenario

Whenever an injured person is brought to a hospital, it is mandatory to provide medical aid without
delay on priority basis. This medical aid will be provided irrespective of any other consideration
including medico legal formalities and no police officer shall interfere during the peried an injured
person is under treatment in a hospitaP. The Injured Persons (Medical Aid) Act, 2004 further explains
“injured person” as a person injured due to traffic accident, assault or any other couse who is in need of
on immediote tregiment. The Act in terms of Section 6 also provige thut on injured person shall not be
shifted from a hospital until he is stabilized or the requisite treatment is not available in such hospital
and while shifting to another hospital, the doctor concerned shall complete the relevant documents
with regard to the clinical conditions of the patient and hand over such documents to the concerned
doctor of the receiving hospital.

In order to provide for early transport of the injured orill parsonin a life threatening situation, section
5 of the Punjab Emergency Service Act, 2006° empowers Rescue Service to arrange transport
(transport vehicle or ambulance) where necessary for carrying persons requiring emergency medical
treatment to the nearest hospital emergency or healthcare unit having such arrangements. Section
17 of the said Act also enables the Emergency Officer or the Rescuer to administer such life safety
procedures as are consistent with their training and competence.

Mational Reference Manual on Planning and Infrastructure Standards® formulated by the Government
of Pakistan provided long term goal of 5 hospital beds per thousand population, whereas the sixth five
year plan envisaged a target of 0.63 beds per 1000 population. As a general guide, Standards for Health
Facilities envisaged a Tehsil hospital of 60 beds having three basic specialties and dentistry service,
whereas every district should have one 100 to 250 bedded referral hospital with all medical facilities
including 6 to 10 specialties. In larger cities, in addition to one district hospital, one general hospital
of 100 to 250 beds with all medical facilities and 5 to 10 specialties was also envisaged.

On provincial and regional basis, the standards provided for teaching hospital having all specialtias in
a 500 to 1000 bedded facility, whereas in metropolitan cities and hill stations, specialized hospitals
e.g. Mental hospitals, T.B Sanatoriums were envisaged. The standards also considered the scope of

i Injured Persons Medical Aid Act, 2004
* Punjab Emergency Service Act, 2006

° Mational Reerence Manual on Pranming and Infrastructure ~tandards, ainistry o, Housing and Works,
Environment and rban Affairs, Govermment of Pakistan 1986
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private clinics to take some load in larger urban centres and in upper income communities thus
reducing the need for public provision.

The National Reference Manual also provided that coordination with other emergency services was
crucial for a comprehensive efficient service and thus required that a hospital should at least be in
communication with peolice, ambulance and fire servicas, and the ambulance service should be
focused on district/general hospital upwards in the hierarchy. The Guidelines provided that there
should be adequate parking near emergency wards/cardiology units, and access should be separate
for ambulances from the main public entrance.

The Reference Manual also provides Elements and Covered areas of health facilities that require
10,576 square meters covered area for a 250 bedded district hospital, and 10%¢ beds to be in single
rooms for intensive care with space requirement per bed: 16.5 sg meters for adults and 18.5 Sg meters
per bed for children ward. The Manual requires 464 5g meter space for Accident & Emergancy
Department of such a secondary referral hospital and 30 to 35% of the net area to be allocated as
circulation space and facilities for the ward.

In order to review the prevailing situation and to make recommendations for improvement, a working
group comprising of the local emergency care experts was constituted by the Ministry of National
Health Services and Coordination, Islamabad to undertake assessment of Emergency System in
Pakistan in collaboration with the WHO. After detailed review and inputs from the key informants, the
raport submitted by the working group®, inter-alia, made the following recommendations:

) Implement use of system-wide standardized clinical forms /S0Ps in Emergency Units

Il)  Establish minimum standard guidance / standardized clinical forms for use in emergency
based on WHO standards

I} Establish an emergency registry platform in the Ministry to provide guidance on emergency
care and for pre-hospital care; and a coordination mechanism at national and provincial
level for collecting, analyzing and utilization of emergency care data at policy level

IV} Standardize criteria and process for designation of trauma centres

V] Set standards for first aid kit, and provide standardized training

VI})  Establish single national universal access number for emergency healthcare; and
implementation of accreditation mechanism and oversight for ambulances (public and
private)

VIl)  Establish national level minimum service guidance on clinical care and communication
protocols for inter-facility emergency transfer

VIl Implement formal emergency unit triage process at every district hospital and tertiary care
level in line with WHO tools

iX) Implement dedicated training in basic emergency care for front line emergency care
providers

% Acgessment of Emergency System in Pakistan, 2014
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X) Establish core or dedicated {non-rotating personnel) clinical response teams at emergency
units of all levels

I} Establish minimum standards & guidelines for emergency Units regarding level of services,
processes (triage, length of stay, handover or discharge], infrastructure, staffing,
equipment, supplies at national level

X)) Integrate emergency care training in undergraduate medical and nursing curricula, and to
initiate additional medical emergency specialty training programmes

xM1} The federal regulatory council to make it mandatory for ongoing practice a basic emergancy
care training for healthcare professionals providing services in emergency units

AIV) Provide a mechanism for enforcement of accreditation standards in the emergency care
elements in public and private hospitals

xV) Develop pre-hospital and in-facility security plans at all levels of service delivery to protect
staff, patients and infrastructure from violence

*W) Conduct regular assessment of the capacity of emergency care system to mobilize resources
in case of disasters, outbreaks and large scale emergencies, and to strengthen such capacity
by prior planning and coordination at national and provincial level.
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Provincial Scenario: vear 2000 onwards

In Punjab province, the mainstay of emergency services rests with the public sector hospitals, which
provide round the clock free medical cover for all incoming patients, while no patient is denied
emergency care. Emergency Departments of the Teaching and tertiary care hospitals provide basic
and specialized medical cover round the clock, while most of the district and tehsil hospitals provide
24/7 hour basic medical and surgical cover in the emergency departments, including medico legal
services. Similarly, the rural health centers are open for 24/7-hour basic medical cover, and medico-
legal services.

Since late 1950° and early 2000, the Cardiology Institutes and Pediatric hospitals provide specialized
caronary and pediatric care in cities like Lahore, Multan, Faisalabad and Rawalpindi, However, these
facilities draw their strength and backup from the regular set ups provided in the neighboring public
sector tertiary care hospitals for other specialties’ services. In 2002-2003, 3 major initiative was
undertaken by the government when emergency departments of seven major teaching hospitals were
planned for upgradation. In order fo optimize operation of the upgraded emergency facilities, a
Manual of Standard Operating Procedures (SOP)” was framed by the Health Department, Government
of the Punjab in October, 2003. The Manual inter-alai, contained the following important
recommendations:

(i). Establishment of Ambulance Stations on highways /major intersections and provide linkage
with ambulances and the referral hospitals, with a target time of 20 minutes to reach at
accident site

(if). Purchase, equip and staff the ambulances with basic life support facilities

(iif}. Improve the DHQO hospitals by commissioning intensive care of at least 4 beds capacity with
equipment and trained staff

{iwv). Increasing the number of general surgeons, orthopedic and neurosurgeon in each DHQ
hospital, and ensure 24 hours availability of operation theaters

(). An additional medial superintendent as in-charge of emergency in DHO hospital

The Manual also provided the job descriptions of key staff members including CMO, Nursing staff, and
documented procedures for reception, registration, and management /transfer of patients in the
emergency department. It also included 50% extra pay for regular emergency staff and provisions and
procedures for emergency lab, radiology and blood bank facilities. The Manual also provided a
summary of axisting capacities in RHCs, THQ Hospitals, DHQO and Teaching hospitals, and the desirad
performance levels /capacity to be achieved as a result of the government initiative. The manual also
provided a monitoring instrument / check list as per WHO guidealines,

in 2016, the Primary and Secondary Healthcare Department undertook baseline assessment of 25
district headquarter hospitals and 15 tehsil headguarter hospitals towards getting these hospitals

7 Standard Operating Procedures {S.0.P) Manual for Emergency Medical Services in Teac ing Hospitals of th.e
Pun;ab; uepartment of Health, Govermnment of the Punjab, October 2003
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licensed with the Punjab Healthcare Commission. As a result, a substantial transformation programme
was undertaken with focus on upgrading the following:

i). Medical infrastructure
ii).

ii).

Hospital infrastructure
Human resource

iv). technology / EMR
v). Outsourcing of non-clinical services
vi}. Implementation of best practices /SOPs

Following hospitals were included in the transformation programme

DHQ Hospitals THQ Hospitals
1. DHQ Attock Z. DHQO Muzzafargarh 1. THQ Hazro
3. DHQ Bahawalnagar | 4. DHQ Nankana Sahib 2. THQ Chistian
5. DHQ Bhakkar 6. DHQ Narowal 3. THQ Ahmedpur East
7. DHQ Chakwal 8. Agdditional DHO Okara 4. THQ Taunsa Sharif
5. DHQ Chiniot 10. DHQ Okara 5. THO kamoke
11. DHQ Hafizabad 12. DHO Pakpattan 6. THQO Mian Channu
13, DHQ Jhang 14. DHQ Rajanpur 7. THQ Noorpur Thal
15. DHQ lhelum 16. DHQ Sheikupora 8. THQ Esa Khel
17. DHO Kasur 18. DHQ TT Singh 5. THQ Shuja Abad
13. DHQ Khanewal 20. DHQ Vehari 10. THQ Kot Addu
21. DHQ Khushab 22. DHQ Mandi Bahauddin 11. THQ Arifwala
23. DHQ Layyah 24, DHO Mianwali 12. THO Chichawatni
25. DHQ Lodhran 13. THQ Daska
12, THQO Gaojra
15. TH{ Burewala

In 2021-22, the Government of the Punjab envisaged to develop 250 bedded new emergency and
trauma centre in Jinnah hospital Lahore, and a new hospital near Arfa Kareem tower in Lahore with
an estimated bed strength of 1000, and having 250 bedded emergency department as per the

following suggested breakup;

Departments Proposed Bed Count
General Surgery 36+36 bads
General Medicine 60 beds
Orthopedic/Spinal surgery 24 beds
Modular Surgical ICU/Modular Medical ICU 14 beds

High Dependency Unit 21 beds
Emergency Dialysis Room 06 beds
Triage Accidents & emergency 48 beds

Code Blue Room 06 beds
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Total Beds 251 beds
Modular OT Suites 06 beds
Minor OT 03 Tables

The above schemes are in the scrutiny process before approval under the Annual Development
Programme (ADF), and once approved, will be setting new standards for emergency care in Punjab.
On the contrary, dedicated emergency set ups in private hospitals are comparatively less develoied
ogrring a few. It is primarily due to the foct that private nospitals are never sure tat all clients in
emerrency ..c.ld be affordinn to poy all e penses.

As per the need assessn-ent ol Trauma Centres undertaken in the Punjab®, there were 20 dedicated
trauma centres in Punjab, out of which 8 were non-functional, while accident and emergancy
departments of teaching hospitals in Punjab were providing round the clock access to trauma care.
The study observed that while there was no level-| specialized state of the art trauma care facility in
Punjab as per WHO guidelines, the DHO hospitals in Punjab wera providing services equivalent to
tevel-lll trauma centres, whereas services at independent trauma centres were of leval-I\.

The study revealed that there were no neurosurgeons in the trauma centres, while only 25% trauma
centers had anesthetists. Only 17% of the DHQ hospitals and 63% of the teaching hospitals had
neurosurgeons. Only 17% DHO hospitals had the CT scan facility. Due to such shortages, there were
frequent referrals to the higher level health facilities. In addition to the budgetary constraints, the
independent trauma centres at Phool-nagar, Bhakkar, Layyah, Bahawalpur and 5huja abad had no
specialized trauma team. Only 60% of the independent trauma centres had access to blood bank
services. Only 25% of trauma centers were providing acute surgical care.

The study concluded that establishing new trauma centres was not a viable option, till the shortages
in the existing facilities were met. It was emphasized that management of trauma patients requires a
multidisciplinary approach, and specialized trauma care teams. It was recommended that formal
education and specialized training in trauma care be introduced, and be made mandatory for
personnel involved; PM&DC may introduce special courses of trauma care, and regular capacity
building sessions be arranged for trauma care service providers, and be made essential for dealing
with emergencies. The study also recommended to develop and update trauma protocols, regular
trauma team training sessions.

The study concluded that if at all the trauma centres were to be established, these must be done in
the existing DHQ Hospitals, which are more accessible for road accident victims, and where basic
infrastructure and backup support is already available. The study also recommended to lay emphasis
on proper siabilization of the road accident cases at nearest level 4 trauma facilities located around
the main roads in Punjab, before referral for definitive management.

% Need Assessment of Trauma Centres in Punjab, 2018 by Punjab Economic Research Institute (PERI)
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Level 1

Level 1 facilities provide the highest level of trauma care for patients. These facilities have a
full range of all types of specialists and equipment available 24 hours a day. These facilities
also offer teaching and research-components,

Spaciatists 24 Hours

Level li

Level || facilities provide the same services as Level | facility without the research
component or a surgical residency programme. Level Il facilities may not have specialist on-
hand 24/7, but they have them on call.

Specialists 24 Hours

LEVEL Il

Level lll facilities do not have the full availability of specialists as Level | & Level Il centres
do, but they do have resources for emergency surgery and intensive care. In some cases,
the facility might have to transfer patients.

Surgory

Level IV
Level |V facilities provide initial evaluation, stabilization and diagnostic capability but will

likely have to transfer the patient to a trauma care centre with a higher designation.

Evaluation Stabilize Dlagnastic Transfer

Fig-1: Levels of Emergency Facilities *

¥ Meed Assessment of Trauma Centres in Punjab, 2018 P: 24
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PHC Regulatory Framework: Minimum Service Leliviry Stancaras

The Punjab Healthcare Commission (PHC), established through promulgation of the Punjab Healthcare
Commission Act, 2010 framed the first Minimum Service Delivery Standards (M3DS) for hospitals in
2012. Based on a comprehensive, internationally accepted framework, the MSDS encompass all
aspects of service delivery and focus on inculcating a culture of Clinical Governance, integral to the
healthcare systems based on the principles of responsibility and accountability. While standards are
broadly categarized as pertaining to ‘clinical care’ or ‘'operational management’, the procedures and
practices prescribed within are interdependent and when implemented together, they deliver a
patient centered system of care that prevents avoidable errors and protect the patients from harm.

The MSDS prescribed by the PHC lay due emphasis on provision of emergency services in accordance
with law, with the objective to ensure patient safety and better treatment outcome. The Standard 3,
under the functional area titled "Care of Patients (COP)’, require the healthcare establishments (HCEs)
to develop Policies, Procedures and S0Ps for provision of the Emergency Services. The standards
further require to ensure that services are guided by and provided in accordance with Policies,
Procedures, S0OPs, the Applicable law and Regulations. As such, the hospitals need to have an
Emergency Care Policy and plan, covering all the aspects including, the administration of the
emergency area, triage, waiting times, admission/registration, legal reporting requirements, discharge
and patient transfer etc.

The guidelines provided in the Reference Manual®®, explain further the standards that require the
HCEs to have well thought out and documented policies and procedures for emergency care, in line
with statutory requirements. These policies and procedures, developed in the light of applicable laws,
shall guide and encourage patient safety as the overall principle for providing healthcare services to
patients.

These policy documents should include SOPs/Protocols to provide both, general emergency care as
well as management of specific conditions, e.g. myocardial infarction, acute abdomen, poisoning etc.
and shall address both adult and pediatric patients. The procedure shall incorporate at least
identification of patients, assessment and provision of care. The HCE policy should spell out and ensure
availability of all the necessary equipment in the Emergency Department (ED) in working order and
functional round the clock (24/7) without interruption of its services and in accordance with the
international standards.

As per the reference manual, the Emergency Department should be appropriately staffed and must
have one to two Emergency Medical Officers (EMOs)/ CMOs depending upon the patient load of the
HCE in each shift of 8-1/2 hours, with a half hour overlap of duties for handing/taking over of charge.
Instead of night duty of 12 hours i.e, from 8PM to 8AM, a uniform duty of 8-1/2 hour must be enforced.
it should be mandatory to have sufficient experience and/or a house job in Medicine/Allied and

0 Minimum Service Delivery Standards Reference Manual, 2013
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life support (ATLS) and advance cardiac life support [ACLS) for the appointment of CMO/EMO.

As per the guidelines provided in the Reference Manual with the M3D5 for hospitals, the Hospital

should make policies and develop 30Ps/SMPs, on at least the following topics:

1. Triage Admission of patient for definitive care
3. Patient assessment and care 4 Return of admitted patients fto the
Emergency Department
5. Emergency Depariment design B. Length of stay in the Emergency Department
beyond 8 hours (as prescribed)
7. Initial screening exam 8. Injury prevention of uncanscious, confused
or irritable patients
8. Staffing of emergency servicas 10. Social works services consultation
11. Emergency medical services (EMS) 12. Release of information to media
13. Continuing education 14. Poisonings / Pesticide poisoning
15, Disaster plan 16. Patient discharge
17, Medications 18. Infection control
158, Equipment and supplies 20. Blood borne pathogen exposure in patients
presenting to the Emergency Department
21, Electrical safety and Power failure 22. Visitors/ attendants
23, Fire plan 24, Medical records
25. Security/traffic control 26. Elective sedation and analgesia
27. Inter-hospital transfers 28. Patients pronounced dead in the Emergency
Department
29. Laboratory down time procedure 30. Tetanus prophylaxis
31. Consent 32. Rabies prophylaxis
33. Confidentiality of patient information 34, Major adult trauma
35. Shock-trauma area 36. Major paediatric trauma
37. Patients’ belongings and valuables 38. Adult Medical Resuscitations
39. Standing orders 4. Paediatric Medical Resuscitations
41, Integration of diagnostic radiology with | 42. Paediatric Medication Administration
Emergency Department
43, Integration of operating room with | 44. Emergency Department Control Register (ED
Emergency Department log)
45, Integration of special care units with | 46. Quality Control
Emergency Department

CG-Z5EMGL-Ed1-261227
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47. Reporting of criminal injury/ medico | 48. Follow-Up programme - Call Back

legal cases
45, Invasive procedures 50. Patient Follow-Up procedure
" 51. General anaesthesia 52. Continuous li‘lEIri’qf Improvement ECQL]I i
53. Special procedures 54, Admission of patient for definitive care

55, Patient transport for radiological | 56. Return of admitted patients to the
procedures Emergency Department

As perthe Indicator 16 provided under the above said standard, the hospital policy shall be in line with
legal requirements with reference to documentation and intimation to the police. Medico Legal Cases/
Medico Legal Reports (MLC/MLR) will be defined by the HCE in the light of the statutory rules.
MLC/MLR must be handled by the medical officers of the Forensic Department where it is available,
as in teaching hospitals; vis-a-vis where a Forensic Department is not available then CMOs must be
given capacity building training. Female victims of medico-legal cases must be dealt by female doctors.
If not available in the Emerpency Department, then a female doctor from the Gynaecology
Department must be appainted in the emergency department, with her name and telephone number
noted. An approved Government Policy/Procedure is to be followed while handling and reporting
Medico Legal Cases. Details are provided in the SOPs* developed by the Project Management Unit,
Primary & Secondary Healthcare Department, Government of the Punjab.

The Indicator 17 would require that the hospital staff receives awareness and training regarding the
emergency policies and procedures. Similarly, Indicator 18 requires that the hospital policies and
procedures guide the triage of patients for initiation of appropriate care. The Guidelines provided by
the Punjab Healthcare Commission with the abowe said standards provide that for efficient
management of patient workload, the following points need to be spelled out by the administration
in consultation with Head of the Emergency Department:

i.  Criteria for identification of "non-emergerc case " prese. Zirg to the EL and requrng titt'w orro
linicar care ard not aeedirg ass ss™ ni by a cons_itant at the ED. Tne criteria s o1d ennst
inclusiors ard wlus‘ons ~nd . pecified 4., lines jor marage nent

ii.  muwolicsjprocedure to sort aru manage non-emergar oy patients

ji.  Acsessment criteria snould ‘nclode evalaation o itar signs. age. mobility anu absenc of co
morbiditi_

i . nsure tnat S0r- regaroirg Triage and Tr-at.nent are well v inad ara unoerstood vy all staff

Y. The _uPs should include manag. m nt protocols tor each cctegory of patient viz cardiac, road
tratfic accident and poisoning etc

wi. Ensure clearly defined . .ol = Znd -esporsibilities

" Section 14, 37, 33 & 42 of the A&E Department S0OPs_ 2019
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The Reference Manual provided with the MSDS for hospitals further explains that the patients are
TRIAGED on the Basis of the Urgency with which they need medical attention. The Triage Murse
allocates a Triage Category to a patient based on the statement and/or the condition of the patient
as evaluated by the Emergency Medical Officer. The guidelines under indicator 19 and 20 also
elaborate that the hospital staff is made aware of, and trained on providing emergency care, while all
admissions and discharge / referrals are documented.
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ALGORITHM OF ACTIVITIES IN ACCIDENT AND EMERGENCY

ARRIVAL OF PATIENTS

TRIAGE SYSTEM

l l 1 l

Critical Urgent Semi Urgent MNon Urgent

Resuscitation

Investigate Investigate Inve tigate Investigation
Shift to ICU Emergency Treatment  =murgency Treatm.nt Er_‘n&rgen:y 5
Deiinitive | reatment
L 4 -
Stasize  'atient Urgent Treatment

v v L J

Shift to Speciadst Unit  Shift to Specialist Unit  Shift to Specialist Unit

L 3 w L
Definitive Treatment Definitive Treatment Definitive Treatment
L v v b
Discharge Discharge Discharge Discharge

Fig-2: Algorithm of Activities in A&E Deptt: how does Triage System work?

CG-Z5EMGL-Ed1-261227 Page 21 of 129



GUIDELINES FOR EMERGEMNCY DEPARTMENTS OF HOSPITALS

State of Emergency Departments in Pakistan

Health systems in all countries evolve within
the prevailing social norms, cultural value
system, and sustain within the bounds of
economic

and social development. While it is an
established norm that the
services in private sector are only accessible
io those who can afford to pay, emergency

healthcara

services in public sector hospitals are
cansidered to be free to all, and accessible to
every walk-in customer, and must be
attended at the earliest without regard to
the number of medics available on duty,
number and seriousness of patients already
in the emergency, and available bed-
strength.

In our public sector teaching and tertiary
care hospitals, emergency departments are
purpose built facilities, where full time
medical, nursing and allied staff is appointed
in shifts, to attend the emergencies. The
specialist services like surgery, medicing,
obstetrics, pediatrics, Neurosurgery,
orthopedics, are provided by the wvisiting /
consulting staff on rotation basis, usually
through pre-determined rosters as to which
unit will be on emergency duty on a specific
week-day. Dedicated pharmacy, blood bank,
radiology and Lab services for emergency
cases are available round the clock in such
hospitals. In smaller private and public
sector (first referral or secondary referral)
hospitals, usually there is one medical officer
on emergency duty with paramedical staff,
during off hours on shift basis. However,
there are many concerns regarding quality of
care in the emergency departments,
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Table 1: Presenting characteristics and emergency
Services of patients in the Pakistan National Emergency Department

Surveillance Study.
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Results of a multicenter large scale emergency room surveillance® of trauma cases entertained in the
year 2010-11 in seven tertiary care hospitals of Pakistan are depicted in Table 1 here. The study results
reveal that most patients (70.7%) were not triaged. Only 23.1% had any vital sign noted; while 50% of
patients had some form of physical examination performed. All the hospitals included in the study had
formal emergency departments operational 24 hours a day, with heavy patient load exceeding 75,000
patients annually, and a daily patient to physician ratio of owver 25:1. These hospitals included two
private and five public sector tertiary care hospitals.

Accarding to the statistics provided in 2019* the number of emergency cases entertained by the 18
public sector teaching hospital of Punjab rose from 8,445,334 patients attended in 2015 to 11,043,824
patients in the year 2019. The DHQ hospitals in Punjab attended 6,556,530 emergency cases in 2019
while the THO hospitals managed 7,741,555 emergency cases in year 2018, Bed occupancy in teaching
hospitals of Punjab remained 94%, and in the DHQ hospitals 91% during 2019. Given this amount of
workload, it is no wonder that parameters for quality of care would have suffered.

A number of pilot studies conducted in local hospitals have documented introduction of triage system,
e.g., implementation of South African Triage Scale in the Emergency Department of Fatima Memaorial
Hospital Lahore in 2017%%; establishing triage desk in AKUH-ED in year 2000*%; implementation of a
triage score system in an emergency room in Timergara, Pakistan in June, 2011*® have demonstrated
an improvement in safe disposal of patients and better patient satisfaction, However, need for making
adequate provisions of staff trained in emergency procedures has also been established.

Mr. R. Rehmani from the Aga Khan University Karachi*’in his Editorial published in the Journal of
Pakistan Medical Association in May 2004, highlighted the need to initiate residency training programs
in emergency medicine. The College of Physicians and Surgeons Pakistan approved FCPS training
programme in Emergency Medicine in 2010, The program started at Aga Khan University Hospital
Karachi and Shifa International Hospital. Presently, 13 institutions in Pakistan have bean approved by
the College of Physicians and Surgeons Pakistan (CPSF) for such training. However, public sector
institutions In Punjab are lagging behind In taking up emergency medicine fellowship training
programme. Lately, one year Certification Programme in Emergency Medicine {CPEM) was also started
by Indus Hospital in 2018%, in collaboration with Brigham & Women Hospital (a teaching affiliate of
Harvard Medical School Boston).

Taking an account of what is the current status of emergency care in hospitals of Punjab compared to
the working of hospital emergency departments in Australia, Dr. Naveed Aziz {a Pakistani doctor
settled in Australia)® stated that an emergency department cannot work successfully without the

*2 Hyder A A, He. 5., & Zafar W_et al “The Royal Society of ~uu™  Healn" . 247
" Aoyl no * 2019, N=a.ct realth | #:mafon Systam, DGHS | unjab

"= Viuhammad L A.ct al PLAHS Vo' 12, No.4 Cct-Dec =% .8

¥ Muna: ar K el .l J Ayub Med Zoll Abboitasad 2Aa5 7703

U ME. Dalwal =tal *HA 2013, 1) 335

"3 Rehmani JMPA Volad, fo 5 ay 2004

'=Syed G Saleem et al, «V'est J Emarg Med 2020 Mar 21(2)

'8 Email by Dr. Naveed Aziz dated 285 Feb, 2022
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whole hospital behind it supporting its performance and backing it up. While declaring the current
hospital emergency departments’ model operational in Pakistan as an obsolete version fraught wit’
danger, as young doctors are put in emergency with no formal training or supervision in managing
emergency, resulting in low level of care.

DOr. Naveed stated that in the first hour “"the golden nour” you need senior and experienced clinicians
who can manage critical emergencies in an organized and methodical manner. He concluded that the
emergancy departments should be managed by doctors trained in emergency medicine who should
provide leadership and ownership of the department. Dr. Naveed also recommended to inculcate
triage practice, based on urgency (and not essentially on severity of disease); and advised to
implement the triage practice fairly, with an attempt to distribute available resources equally and
equitably. Dr. Maveed suggested to organize hospltal emergency departments with these major
functional sub-divisions internally:

Reception
Easy access, close w public iranspury, aad adequacely sign posted

Triage
Triage should be done by specially trained nurses

Resuscitation Rooms

With 2-3 beds with oxygen ports, suction outlets, airway, breathing and circ_lation
resuscitation eyuipment,

Mursing ratio Lia

Acute beds

With monitoring equipment

MNursing ratio 1:3

Sub-acute beds

Intermittent monitoring (to assess deterioration or escalation periodically)

Nursing ratio 1:5

Consultatirn Rooms

Procedure Rooms
— Suturing
— Plaster application
— Procedures under Minor anesthesia

Allied Facilities like staff room, conference / education room, offices for Nursing,

medical and admin staff, distressed relatives room, security, stores and toilets
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LEVELS OF CARE - INJURED/EMERGENCY PATIENT

Following are the progressive stages of care for the patients falling in an emergency situation.
Preparedness and ability of those in attendance to respond appropriately can greatly reduce the
extent of damage that is possible as a final outcome of trauma or emergency situation.

a) Pre-hospital care
1. Detection/Notification/Announcement
2 Early intervention
3. Transportation
b' Hospital care
1. Emergency care
2 Critical care
3 Definitive Treatment
c) Rehabilitation

Countries and communities where the populations have developed good understanding and foresight
into possible causes and events leading to the emergency situation, and have developed
understanding amongst the people to identify the early signs, and fo act smartly towards seeking help;
and have social structures capable of being helpful (e.g., calling 15 or 1122 for ambulance service,
rescue service, fire service, civil defense, etc.) can minimize the risks of fatality or help to reduce
morbidity. Equally important is education and capacity building of volunteers and general public about
“what to do" in an emergency scenario, before the medics can take over the care of patient.

Availability of good emergency services in hospitals is a cost and resource intensive activity and it takes
years of sustained input and efforts to develop high tech and efficient surgical or medical teams and
systems fo meet the challenge. The medical doctors, nurses and allied health professionals, all need
to be trained on life saving skills, and use of technology in time, to be effective.

Finally, once the emergency situation is over, the victim may very often need rehabilitation services
to become fully functional. Such services are obligatory to the institutional care of sericus trauma
patients like spine injuries, head injury, burns, stroke, etc. Even though such services fall outside the
scope of emergency services, these services, coupled with social support networks, are extremely
important to harvest maximum benefit from the life-saving efforts of emergency services.

Public Policy owners, therefore have the responsibility to design and build the whole systems in a way
that is comprehensive, and is able to deliver best possible outcome while working in work in tandem
and harmony to achieve "health’ status for the population. in this regard, importance of life saving
measures to be undertaken during first hour after trauma or injury cannot ne over emphasized.
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Golden Hour Management

Goiden Hour is the critical petiod of one hour after an injury, accident or trauma, as the mortality
would considerably increase if efficient care was not provided within sixty minutes after the trauma
. Trauma in many countries is the leading cause of death during the first four decades of life . In
cases where death occurs within seconds to minutes due to laceration of brain stem, heart or large
vessals, it is difficult to save such lives.

In the second common mode, death may occur within minutes to hours later, as a result of diverse
injuries like haemo-pneumothorax, rupture of spleen, subdural hematoma or long bone fractures
leading to massive blood loss. Here an aggressive and appropriate timely management can save many
lives. The concept of Golden Hour has come out of this scenario.

Tri-modal Distribution of Death from Trauma

400
350
300

250
200
150
100

50

Deaths Immediate deaths

Early deaths Late deaths

Hours
Time atter injury

Source: Gill Cryer MD

The concept of Golden Hour lays emphasis on time, promptness and provision of life saving services
at the earliest, during the first hour of injury or trauma. This is only possible if well trained medics and
paramedics are available on call, 24 hours a day at various locations in the urban locations. The system
would require availability of well-equipped ambulances with necessary logistics and staff deployed
throughout the year. The quality of emergency care during golden hour would also depend upon the
stringent training protocols and drilis. In this regard, availability of 1122 rescue service in Punjab is a
substantial Input towards saving lives during golden hour.

2 Adonis N et al, 2020
21 Kundavaram P. A & A Sivanandzn. 2020
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Third common mode of deaths would occur days or weeks after the initial injury and would be most
commenly the result of sepsis, or multiple organ fallure. Such deaths may sometimes be inevitable
due to subsequent complications of trauma, poor definitive or follow up or as a result of pre-existing
medical conditions predisposing to poor survival. The very basic principles in early managament of
trauma are as under:

il. treatthe greatest threat to the life first;
ii). lack of a definitive diagnosis should never stop from starting an indicated treatment;

iii}. adetailed history is not a pre-requisite to begin the evaluation of an acutely injured patient

Following are the order of priority for management of trauma in the Golden Hour:

A Airway
B: Braathing
C: Circulation

The primary assessment of the trauma patient is undertaken in a sequential manner to identify life
and limb-threatening injuries. The primary assessment and resuscitation Is often undertaken togather,
in the following manner:

o Assess patency of airway first; clear speech in a conscious patient is a good indicator

o MNoisy breathing is an indication of airway obstruction —suction of mouth with a chin lift or jaw
thrust maneuver will prevent the airway from obstruction in most cases

o Oro-pharyngeal airway will be helpful to maintain airway in in comatose patient
o Endotracheal intubation may be considered in severe cases (for expert hands only)

o In patients where endotracheal intubation is not possible, surgical airway may have to be
established without delay, in case such patients appear to have lost airway protective reflaxes
and have risk of gastric aspiration

8}

Measures to establish airway should also include protection of the cervical spine

In a case with altered level of consciousness having blunt injury above the clavicle, or a patient
with multisystem trauma, always assume that the patient has a cervical spine injury

&}

o Undertake manual in-line stabilization of the neck [ by an assistant) in such cases to prevent
un-intentional movemeant of the cervical spine during oro-tracheal intubation

o Once the airway is established, oxygen may be administered; followed by inspection,
palpation, and auscultation of the patient’s chest

o Mo chest wall movement with abdominal breathing may indicate a cervical cord lesion

o Observe for chest excursions and symmetry of breathing: paradoxical chest wall motion may
indicate the presence of a flail chest injury

o Massive hemothorax, tension pneumothorax and open pneumothorax need to be treated
immediately (consider needle thoracotomy as emergency measura)
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Once the airway has been taken care of, assess pulse, blood pressure and neurclogical status

Rapid and thread pulse iz early sign of hypovolemia

A restless or an unusually cooperative patient is usually because of decreased cerebral
perfusion

Immediately secure IV line with two large bore branula for infusing fluids rapidly in case it is
needed.

Apply pressure to obvious external bleed
In case of hypotension, bolus of one to two one liter of Ringers Lactate may be life-saving.

in case the hypotension persists, look for a continuing bleed —Hemorrhage must be controlled
before proceeding with rest of the primary assessment

Be cautious: Raising blood pressure to normal in the presence of an ongoing bleed may cause
more damage

A rapid neurological evaluation should be performed during primary assessment; Glasgow Coma Scale
(GCS) can help to assess consciousness level
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GLASGOW COMA SCALE

E?REEg:gﬁ!;gG Spontaneous 4
To sound ————— 3

To pressure 2

None 1

REFEES#IIF;E Orientated —— 5
Confused —— 4

Words 3

))) Sounds 2

None 1

RESEE?JI'ISE Obey commands — 6
Localising—— 5

Normal flexion |

‘\ Abnormal flexion — 3
Extension ——————— 2

l None 1

GLASGOW COMA SCALE

Mild Moderate Severe
13-15 9-.12 3-8
MEDICHeTESTS #1EMT & PARAMEDIC EXAM PREP

Fig 3. Glasgow Coma Scale lllustration
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Complete disrobing of the patient is mandatory of occult injuries are to be identified;
undergarments may be retained after the physical examination, if there is socio-cultural
sensitivity

Examination of the external genitalia and rectal examination is part of the secondary
gssessment

Resuscitation should follow the ABC pattern of primary assessment, and should be performed
simultaneously.

o]

8}

&}

if the airway is compromised, primary assessment should be suspended fill the airway is
secured

Compromised breathing may require decompression if there Is a tension pneumothorax, or a
massive hemothorax.

Endotracheal intubation and mechanical ventilation may be required if not breathing
adequately

During resuscitation of circulation, if there is indication of blood loss, blood sample for cross-
match, serum electrolytes and hemoglobin assessment may be needed.

ECG monitoring is essential for all trauma patients, so that volume loss (indicated by increasing
heart rate) and arrhythmias {due to blunt injury to the chest) can be identified

The pulseless electrical activity evident from ECG trace without a palpable pulse can be due
to tension pneumothorax or cardiac tamponade

Monitoring by Pulse oximetry is an indirect means of measuring the adequacy of ventilation

Following are the goals of primary assessment and resuscitation:

Airway established and maintained

Supplemental oxygen initiated

Cervical spine immuobilized

Two large-bore intravenous lines started

Blood drawn for baseline investigations and cross-match
External hemorrhage control achieved

Electrocardiography (ECG), blood pressure, and 530 monitoring
Brief neurological examination completed

Full exposure and environmental control done,

The secondary assessment should be performed after the completion of the primary assessment. it

is a head-to-toe systematic and comprehensive evaluation of all organ systems, Patient’s detailed
history can be obtained during this phase. This would include screening for

(=]

Allergies
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Medications (especially anticoagulants, insulin, and cardiovascular medications)
Previous medical/surgical history

Last meal (time)

Events (recall of} leading to injury or bio-mechanism of injury.

Examination of the head and face

Immaobilize the neck with a hard cervical collar until the cervical spine X-ray is done and cleared. With
an assistant immobilizing the head, remove the cervical collar and examine the neck for any

lacerations, tenderness, bogginass, or step deformities indicating the possibility of a cervical spine

injury

Scalp lacerations tend o bleed profusely because of abundant vascular supply. Apply direct
pressure to control any bleeding,

Check the continuity of the cranium with a gloved hand, palpating gently with the fingertips.
Beware of small puncture wounds of the scalp, which may indicate penetrating injury of the
brain

Assess the GCS
Examine the nose and ears for bleeding and leakage of cerebrospinal fluid

Inspect the mouth for lacerations, broken teeth, or vomitus since they could jeopardize the
airway.

Examination of the thorax

Although assessed during the primary assessment, the thorax should again be reviewed for injuries.
Check 5p0: to assess peripheral oxygen saturation.

Examination of the abdomen; abdominal assessment includes inspection for contusions, abrasions,
and distension. Discoloration of the flanks may indicate retroperitoneal bleeding. Any wound above

the umbilicus may have penetrated the thorax

o]

o

[§]

u}

Femoral pulse should be simultaneously palpated bilaterally and assessed for equality

The integrity of the pelvis should be evaluated by pushing on the wings of the iliac bone to
determine if this action elicits pain

Examine the urinary meatus for the presence of blood, which may indicate ruptured urethra
Perform a digital pelvic examination in females to look for the presence of vaginal bleeding

The patient should be logrolled with the head aligned to the body and the spine evaluated for
asymmetry and the presence of tenderness

Dwring the logroll, perform a rectal examination to evaluate the sphincter tone and presence
of blood.
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Examination of the extremities

-
=

o

Palpate the extremities fortenderness, crepitus, and deformities

Evaluate for quality and integrity of pulses. Diminished pulses suggest disrupted blood vessels.
Traction generally restores blood flow

If the patient is conscious, assess sensory and motor functions

Suspected fractures and dislocations should be splinted for further radiographic and
diagnostic evaluation.

Adjuncts to secondary assessment

A urinary catheter is a vital adjunct for poly-trauma management. The urine output is an
excellent way of assessing perfusion in patients with an intact renal function. Moreover, blood
in the urine may indicate renal trauma.

The urinary catheter should be inserted only after ensuring that there are no pelvic fractures
that could have injured the urethra.

Blood in the meatus, perianal hematoma, or a high-riding prostate on rectal examination
should raise suspicion of urethral injury.

Under these circumstances, urinary catheterization should only be attempted after an
ascending urethrogram

The nasogastric tube needs to be inserted to avoid stomach distension and to reduce the risk
of aspiration.

When a base of skull fracture is suspected, the gastric tube should be inserted orally to pravent
the intracranial passage

If available, obtain an ABG to assess the Haematocrit, Pa0,, and the degree of acidosis.

Mandatory radiology in trauma evaluation for all high-velocity accidents includes the chest,
lateral cervical spine, and pelvis.

Focused assessment with sonography for trauma (FAST) is indicated if an intra-abdominal
injury is suspected.

Pre-hospital care plays a vital role in the early resuscitation of trauma victims. There is an urgent need
io train paramedics in trauma management, and to put resources in deploying the trained medics in

resuscitation, at locations from where they can reach to the accident site, and evacuate the injured
persons to hospital emergency departments / trauma centres for definitive treatment. The system

would require connectivity of well-equipped ambulances with adequate logistics, so as to improve

mortality and morbidity associated with trauma, and to optimize the care of injured during the Golden
Hour, to save maximum number of lives.

The system would also require geographically accessible hospitals that are well equipped, well
prepared, with available bed capacity and trained and gualified human resource ready to take up the

trauma cases, operational for 24 hours a day and seven days a week.
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Planning of Emergency Services

Planning for making provision of Emergency Services is based not merely on a piece of land and a fancy
design, rather on the following pragmatic considerations:

Demand of Services, as evident from statistical data comprising inflow of patients, number of
emergency patients visiting in the area hospitals, their average length of stay and the type and nature
of emergencies being received, or referred. The demand is calculated for a period of time into the
future [Time Horizon over the base year data). The planning of facility includes recommendations for

the following parameters:

Mumber of beds for a variety of types (acute beds, recovery beds, etc)
Mumber of operating rooms,

Number of Labor rooms,

Consultation/examination rooms

Emergency treatment beds /areas

Diagnostic facilities (Labs, Radiology, Angiography, etc)

| R = T T =

Similarly, planning for emergency services would also take into account the supply side, i.e., current
supply of health facilities and the range of services they cater for; and identifying potential gaps for
making provisions accordingly. This process would include needs analysis, feasibility and devising
appropriate business model.

The hospital emergency building design should cater for natural light, privacy (including acoustic
privacy in areas of confidential conversation), noise reduction, and ergonomic factors for occupational
safety of employeeas. Services should include telephone lines, IT/Communication facilities including
data connections, and facilities for teleconferencing, etc. The planning should also take into account
the local building design, and safety regulations®. A lot will depend upon local customs and traditions,
for example, providing access to recovery area for family and relatives, separation of male and female
treatment areas, recovery areas, and waiting areas; prayer rcoms, and independent male and female
inpatient units for accommaodating patients in a culturally appropriate mode.

Clear access ways and designated parking lots need to be demarcated clearly. For service vehicles
like delivery and waste management vehicles, loading docks should be designed compatible with the
type of vehicles (clean versus dirty). In rush hours, traffic control arrangements may be needed for
segregation of vehicles according to priority of use, and patient access is not interfered with
emergency and service vehicle access. Similarly, parking facility should also cater for ease of access for
the disabled, and those with special needs. Such parking areas should have a firm, plane surface and
a continuous accessible path of travel should be provided between each parking space to an accessible
entrance or the lift, identified with the international symbol of access for pecple with disabilities

2 |ndian Health facility Guide ines. July 2014
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The International Health Facility Guidelines, 2017 provide sample layout designs as per the following
requirements:

al Small Emergency Unifs Minimum 5 to 10 treatment spaces
b) Medium Minimum 11 to 30 treatment spaces
c) Large Minimum 31 to 100 or more treatment spaces

Calculation of the areas should take into account the space required for departmental corridors, Plant
rooms, fire hose reels, Fire stairs, Lift shafts, Service Cupboards and ramps. The location of parking
areas require proximity to staff, patients and other users, location of main waiting area, For private
and emergency vehicles, the car park or drop off areas should be in accordance with the local bullding
authority guidelines. For ambulances, designated ambulance drop-off and parking is essential.

An electronic Emergency Information system may be installed to support clinical management,
patient tracking and departmental administration. Sufficient number of terminals, peripheral devices,
keyboards, drives and printers should be provided to support functioning of the emergency
departments. An Intercom and public address system that can reach all areas of the emergency
department would be greatly helpful. All patient spaces and clinical areas including beds, patients
toilets and bathrooms, treatment areas and lounges should have access to the emergency call facllity,
so that help can be called through a central module situated adjacent to the staff station.

The following IT/ Communications systems shall be provided within the Emergency Department:

a. Voice and data points for telephones and computers/ internet

b. Data provision for electronic medical records and patient management systems as required
c. Accessto a Picture Archival Communications System (PACS] in clinical areas

d. Queue management system.

g. Murse and emergency call systems should be installed in all clinical areas including patient
lounge areas and patient toilets to assist staff and patients

f. A duress alarm system should be designed into Reception, Interview rooms and Cashier
positions.

Entry points, doors and openings to the Admission and Discharge area should be a minimum of 1200
mim wide, unobstructed, and doors used for bed transfers should be a minimum of 1400mm wide,
unobstructed®. Doors must provide acoustic privacy, and door openings must allow risk free passage
of patients, staff and maneuvering space for equipment, wheelchairs and trolleys where necassary.

The Emergency Department should be at ground floor for ease of access, and accessible by two
separate entrances; one for ambulance patients and the other for ambulant patients™, Each entrance

# International Health Facility Guidelines, Part B; Oct 2016

24 |nternational Health facility Guridelines, Version 52017
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area should have a separate foyer that can be sealed remotely by activating the security doors, and
both entrances should direct the patient flow to the reception / triage area. It is recommendead that a
decontamination area is provided near the ambulance bay, and provided with shower hose spray, and
floar drain.

The Entrance to the Emergency Department must be at grade-level (same ground level), well-marked,
illuminated and covered. A ramp should be provided for pedestrian and wheelchair access. At the
Emergency Entrance, waiting area should provide sufficient space for waiting patients as well as
relatives, and have adequate seating capacity. The area should be open and easily observed from
triage and reception areas. Space should be allowed for wheelchairs, prams and walking aids. Children
play area, television, health literature and access to drinking water is desirable, Fittings must not
provide the opportunity for self-harm or harm to staff. Waiting area should have access to triage and
reception, toilets, light refreshments, and telephone.

The Triage facility should be co-located with the reception desk and ambulance entry. In a smaller
facility, the triage nurse may interview the patients, perform observations and provide first-aid in
relative privacy in the triage area {bed-bay or cubicle}. Another senior nurse may manage the patients
in the waiting area after triage, and awaiting treatment. After the triage and registration, patient may
be transferred into a separate clinical area called “early treatment zone” where patients are to be
managed for a short time before they are moved to the appropriate area (acute care or waiting-for-
discharge area)

Some health facilities dedicate a separate "fast-track or Urgent Primary care” after the triage point,
usually on the model of extended late hour GP service. Patients who are ambulant with non-complex
conditions such as contagious diseases, minor injuries, and pediatric illnesses are mostly managed
here. The facility includes a consultation / examination area, basic resuscitation, stabilization and
minor procedures taken care by senior GPs and Registered Murses. The patients who may need more
specialized care are transferred to the main emergency department.

In larger tertiary care hospital settings patients may be managed in different areas according to the
specialty of service they require, i.e., grouping of patients by specialty. The examples include separate
bay for Chest pain paediatrics, obstetrics, or acute treatment with complex investigation and discharge
pathway. Patients may be triaged from a central arrival point, or from separate ambulance entry
points. Such a model would require separate staffing for each area, and separate workspaces for staff.

Another functional model provides grouping by patient acuity or urgency, where patients of similar
intensity are treated in the same zone. Such facility may have separate areas for resuscitation, acute
monitoring beds, acute non-monitoring beds and ambulatory treatment bays allocated separately.
The facility may have separate entry points or triage points for different areas, with separate staff
allocation. Short stay wards / emergency medical unit or observation bays may be incorporated into
one emergency unit, thus allowing sharing of staff and support facilities.
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A significant proportion of patients attending Emergency Departments can also be managed in general
practice easily=. In England, policies require such patients attending the Emergency Departments to
be directed or ‘streamed’ to General Practitioners working in or parallel to the Emergency
Departments.

Major Function:.i Area: in the Hospital X mcrgenc,

Al ENTPANCE / RECEPTION / TIAGE:

s Receiving of patients and visitors and administration

s fAssessment for patiants

s Designated area at the entrance for holding wheel-chairs and patient trolleys along with
porters ready to receive the patient and shifting the patient to appropriate treatment area
after triage

B: PATIENT TREATMENT AREAS:

Assessment and treatment areas including Resuscitation, Acute Treatment bays/ rooms,
Seclusion Room and Decontamination Facility, Paediatric patient areas, Procedure Rooms
Short-Stay Ward/ Emergency Medicine Unit/ Observation Unit;
s Primary Care Area - for patients with low acuity conditions;
s Stepdown Area - for patients awaiting test results, considerad safe, but requiring observation
prior to admission or discharge.

C: STAFF AND SUPPORT AREAS

0

Clean and Dirty Utility Rooms

Store rooms

Linen

Waste Holding/ Cleaners rooms

Staff amenities, administrative and teaching functions;
Ambulance facilities.

o oo

B

The main aggregation of clinical staff will be at the Staff Station in the Acute Treatment/ Resuscitation
Area. This should be the focus around which the other clinical areas are grouped. The
Entrance/Reception Area is the focus of initial presentation.

D: ADDITIONAL DESIGNATED AREAS

In addition to standard treatment areas, some departments may require additional, specifically
designed areas to fulfil special roles, such as:

= Management of paediatric patients

o Management of major trauma patients

u}

Management of psychiatric patients

23 panderson H et al, 2021
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o Management of patients following sexual assault

o Extended observation and management of patients
o Undergraduate and postgraduate teaching

o Transport and retrieval services

o Tele-medical referral/ consultation service

E. ENTRAMCE AREA

The entrance to the Emergency Unit must be at grade-level, well-marked, illuminated, and covered. It
shall provide direct access from public roads for ambulance and vehicle traffic, with the entrance and
driveway clearly marked. A ramp shall be provided for pedestrian and wheelchair access. The entrance
to the Emergency Unit shall be paved to allow discharge of patients from cars and ambulances.
Temporary parking should be provided close to the entrance.

F: WAITING AREA

Waiting Area should provide space for patients in waiting, as well as relatives/ escorts. The area should
be open and easily observed from the Triage and Reception areas. Seating should be comfortable and
adequate. Space should be available for wheelchairs, prams, walking aids and for patienis being
assisted. There should be an area where children can play.

G SUPPORT FACILITIES

Support facilities, such as a television should be available. Fittings must not provide the opportunity
for self-harm or harm towards staff. Waiting Areas shall be negatively pressured.
From the Waiting Area there must be access to:

Triage and Reception Areas

Toilets; Baby Change Room

Light refreshment facilities which may include automatic beverage dispensing machines
. Telephone and change machines; Health literature

8]

oo

It is desirable to have separate waiting areas particularly for children. Child play areas may also provide
equipment suitable for safe play activities, including a television. It shall be separated for sound from
the general Waiting Rooms and must be visible to the Triage Nurse. The area should be monitored to
safeguard security and to ensure patient’s wellbeing.

H. RECEPTION / CLERICAL AREAS

The Reception Area should accommodate for:
o Reception of patients and visitors
o Registration interviews of patients
o Collation of clinical records

o Printing of identification labels.
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The counter should provide seating and be partitioned for privacy at the interview area. There should
be direct communication with the Reception / Triage area and the 5taff Station in the Acute Treatment
/ Dhservation Area. The Reception/Clerical Area should be designed with due consideration for the
safety of staff. This area requires a duress alarm.

l. RECEPTION / TRIAGE

The Reception / Triage and Staff Station shall be located where staff can observe and control access
to treatment areas, pedestrian and ambulance entrances, and public waiting areas. This area requires
a duress alarm. The Emergency Unit should be accessible by two separate entrances: one for
ambulance patients and the other for ambulant or walk-in patients. it is recommended that each
entrance area contains a separate foyer that can be sealed by remotely activating the security doors,
Access to Treatment Areas should also be resiricted by the use of security doors. The Ambulance
Entrance should be screened as much as possible for sight and sound from the ambulant patient
entrance. Both entrances should direct patient flow towards the Reception/Triage Area.

The Reception / Triage area should have clear 3 vision to the Waiting "com, the children’s play area
{if provided) and the ambulance entrance. The Reception / Triage Area may perform observations and
provide first aid in relativa privacy.

INTERNAL LINKAGES
The Hospital Emergency Department would require ready access to the following key functional
areas:
= Nedical Imaging Unit
=  Operating Unit - rapid access is highly desirable for surgical emergencies
=  Coronary Care Unit
= Pathology / Blood Bank Unit
= (linical Records Unit
= [npatient Accommaodation Unit
=  Pharmacy Unit - proximity is required
=  Qutpatients (if an outpatient service is provided adjacent to the Emergency Linit)
=  Mortuary
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There should be a separate negatively pressured waiting area for use by patients presenting with
suspected pandemic infections. Otherwise, the emergency department should have appropriate alr
conditioning that allows control of temperature and humidity within sach functional area. For the
purpose of Infection control, hand-basins should be located in close proximity to each treatment bays
and must be included in each enclosed bay or treatment room. All hand-basins in clinical areas should
be of surgical type-A with hands free activation. Dispensers for non-sterile latex gloves should be
available in the vicinity of each hand-basin and each treatment area.

The resuscitation Room or bay requires adequate space for resuscitation bed, enough to provide 360
degree access to all parts of the patient for un-interrupted procedures, and circulation space to allow
movement of staff and equipment around the work area. The resuscitation area should care for
maximum visual and auditory privacy for the occupants, other patients and ralatives. This area should
be close to ambulance entrance and separate from the patient circulation area, with easy access to
the staff station of the acute treatment fobservation area. The facility should include full range of
physiological monitoring and resuscitation equipment. In case partitions are required form other
areas, these should be solid. Each resuscitation bay should be equipped with physiological monitors
with facility for ECG, Non-invasive blood pressure monitoring (NIBP), 5p0? monitoring, temperature
probe, CO2 monitor, a2 procedure light, equipment to hang IV fluids and to attach infusion pumps. The
resuscitation area should have a resuscitation patient trolley, and clinical scrub basin with paper
towel and soap fittings. The imaging fadlities should include overhead X-ray or mobile digital x-ray, X-
ray screening (lead lining) of walls and partitions between beds, and patient resuscitation bed, with X-
ray capability.

Once the patient has been triaged and resuscitated, he or she is moved to Acute or MNon Acute
Treatment Areas, depending upon the condition. Acute Treatment Areas are meant for management
of acutely ill patients, whereas the patients who are not critical but require observation or
investigation prior to discharge are managed in non-acute treatment area. Essential requirements are
bed bays to fit a standard mobile bed, storage space for essential equipment and supplies to be used
at the bed side, and space to allow for monitoring equipment.

Wall mountad air/vacuum Suction points, or mobile Sucker machines; and Medical gases may be
provided within selected recliner/ bed bays as required by the facility's operational policy. All
treatment bays in the hospital emergency department including triage are, would require the
following facilities:

3. Service panel with medical gases, power and data

b. Examination light, focused with a power cutput of 30,000 lux to llluminate field size of at least
150 mm

c. Wall mounted sphygmomanometer

d. Waste bins and sharp containers

e, Emergency call facilities {e.g., 15 or 1122)
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The Acute and non-acute patient areas must provide the patient toilet / Ensuite facilities as under:

MNo. of beds / treatment bays Mumber of Toilets /Ensuites
Up to eight treatment bays two patient toilets / Ensuite facility for; one each for male and

female patients

Between 9 and 20 treatment bays | Four patient toilets / Ensuites (2 male, 2 for female)

Between 21 to 40 treatment bays | Six patient toilets {three each for male / female)

Maore than 40 treatment bays Eight patient toilets (four each for male/female)

At least two of the above tollets /Ensuites should be accessible to wheelchair; one for male and one
for female.

Design and dimensions of counters and workstations should ensure privacy and security for patients,
visitors and the staff. Same counter heights should be made for both patients/ visitors and staff to
enhance communication and to minimize aggressive behaviour. Seating in the waiting areas should
be provided at a range of heights to cater for the different mobility levels of patients. The following
security issues shall be addressed when designing the Emergency Departments:

a. Counters should be designed so as to enable unobstructed vision to waiting areas™

b. Duress alarm and access to egress points must be provided at reception counters

c. Waiting areas shall have no visibility to the staff and/or cashier area behind the counter
d. Controlled after-hours access to prevent un-authorized entry and theft

e. Provision of CCTV to monitor movement and behaviour within the Unit

f.  Provide training to staff on procedures to follow during an armed hold-up

g. Design should maximize observation of waiting area by the staff

Colors should be chosen for Internal finishes of the emergency department, especially where patient
observation is critical, in such a way that these do not alter the observer’'s perception of skin color.
Acoustic properties, durability, ease of cleaning, infection control, fire safety and ease of movement
of equipment are key features in selection of materials. The floor finishers in patient care areas, and
corridors should be non-slip, impermeable to water, and body fluids, durable, easy to clean and of
such acoustic properties that reduce sound transmission, and help to absorb shock to optimize staff
comfort, but facilitate bed movement. All wall surfaces that come into contact with mobile equipment
or beds should be reinforced and protected with buffer rails. Windows should be durable and easy to
clean, and may use double glazing with integral blinds, tinted glass, reflective glass, exterior overhangs
or louvers to control the level of lighting,

The Hospital Emergency Departments receive a large number of patients and their relatives /visitor,
many of whom may be distressed agitated, intoxicated or have tendency towards viclence. The

8 |nternational Health Facility Guidelines, September, 2017
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hospital management has a duty of care to provide for the safety and security of employees, patients
and visitors. Hence, policies should be in place to minimize injury, psychological tfrauma and damage
or loss to property after undertaking a detailed security risk assessment. The security office should
preferably be located near the entrance, allowing clear view of the waiting room, triage and reception
area, while allowing remote monitoring of other areas by CCTV and immediate response to staff
duress alarm.

Height of the counter should be at 850 mm (=/-20 mm) to allow for standing interactions, and reduced
io 720 mm if a seated position is required. Depth of the counter should not be more than 1400 mm.
Usually the standard hospital bed (97 cm or 36 inch wise) is enough?’. However, for patients having
Body Mass Index of more than 45 kg/m? should be put on larger bariatric beds.

A minimum of 1400 mm clear opening is recommended for doors reguiring bed/trolley access.
Treatment bed area should be at least 2.4 meters of clear floor space between the centres of each
bed and a minimum of 300 mm clear space at the sides and foot of each bed. Hospital corridors should
gllow the passage of two hospital beds without difficulty.

The Emergency Medical Ward is typically a short stay facility. Patients requiring observation,
diagnostic services, therapy or follow up that may take up to 24 hours. Mostly such patients would be
discharged home or admitted to an in-patient unit, in case their condition does not allow them
discharge to home.

A number of hospitals have separate areas or blocks allocated for pediatric emergencies, In case there
i= no such allocation, a separate zone with restricted access should be designated for pediatric
assessment and treatment. Such unit should have beds/cot bays and chair bays for nebulizer therapy,
and pediatric consultant rooms.

For patients coming up with mental health issues, or behavioral problems, the emergency department
should have adequate facilities for reception, assessment, stabilization and initial treatment. Such
facility would not be meant for prolonged observation of uncontrolled patients, but rather to provide
a safe and appropriate space to interview and stabilize the patient. Environment of a busy medial
emergency department may not be conducive to the care of patients with acute mental health crises,
whereas such patients have the potential to disrupt the normal operations of the emergency
department. The acute mental health and behavioral assessment area should be separate enough
from adjacent patient care areas to allow privacy for the mental health patient and protection of other
patients form potential disturbance or violence. Following are the recommended settings for such
facility:

Interview Room (Mental Health) with

*  Two exit doors, swinging outward and lockable from outside, to allow for the escape of staff
members when one exit is blocked; one door should be large encugh to allow a patient to be
carried through it; consideration should be given to solid core doors with safety viewing glass

= Design that permits observation of the patient by staff outside the room at all times; this may
be backed up with closed circuit television for the safety of staff

27 Neal Wiggermann et al, 2017
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»  Acoustic shielding from external noise

s Soft furnishings with no hard edges

* Mo patient access to air vents or hanging points
* Smoke detectors fitted

s Duress alarm at each exit.

Treatment room {Mental Health) with the following features:

o Thercom should be immediately adjacent to the Interview room and should contain adequate
facilities for physical examination of the patient; however, the inclusion of unnecessary and
easily dislodged equipment should be avoided; a lockable retractable door or panel to services
is recommended.

o [foperational policy dictates that intravenous sedation is to occur in this area, the room should
include appropriate facilities and monitoring equipment, mounted out of reach of a
potentially violent patient. The room should contain the minimum of additional fittings or
hard furnishings that could be used to harm an uncontrolled patient. It should be of sufficient
size to allow a restraint team of five people to surround a patient on a standard Emergency
Unit bed and should be at least 14 m2 in floor area.

Patient flow should be separated and a separate secure entrance for use by community emergency
mental health team and police may be required. Patient should be under continuous observation
directly or through CCTV, and assistance when required, should be readily available. The area should
not have the objects that can be thrown at staff. The area should be free of heavy or breakable
furniture, sharp of hard surfaces which could injure an uncontrolled patient, and should incorporate
tamper resistant electrical fittings. There should be two separate exit doors opening outwards, and
should be lockable from outside. The window drapes or blinds should be operable from outside. All
areas should have easy access to duress alarms.

Additional facilities in the Hospital Emergency Department may include vital signs room having
weighing scale, stadiometer for height measurement, and vital signs monitoring equipment, holding
room for the storage of bodies of the deceased patients.

In-house radiology facility and easy linkages with main radiology department of the hospital should

exist, for detailed investigation where necessary.

The in-house facility of blood bank and provision of biood preparations, or anappropriate linkage with
the main blood bank facility of the hospital should be available.

Similarly, basic pathology testing through anin-house lab facility, including point of care services, or
a connected set up with the main hospital laboratory (through a shoot or duct) should be operational,
ensuring safety of samples, time saving and efficiency.

Triage System

Triage is a French word meaning to sort or to choose. Triage is therefore a process whereby each
patient is prioritized amongst the randomly approaching patients in the Accident & Emergency
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Department/rescue area for emergency care. Sorting of patients into priority categories is often
performed by an experienced doctor/surgeon or a senior health professional/nurse.

The triage nurse/health professional shall quickly assess the patient’s condition, interpret the clinical
features and then exercise interventions in the early phase to prevent deterioration and death. The
objective of the triage is to defer a patient who can wait, while give priority to those who are in
imminent danger, and whose life can be saved by a timely intervention.

How Does Triage Work

The triage system is meant to be implementead in all Accident & Emergency Departments (A&EDs) so
as to help and determine the relative priority of individual patient needs. Emergency patients are to
be given immediate treatment, while those with non-acute symptoms may have to wait longer.
Assessment process during the triage need to be balanced with the extent of patient flow, as
expanding the assessment process during triage may slow down the patient flow and may lead to
delay in emergency service provision®,

Upon arrival at the A & E department, the patients will first be assessed by a health professional like
an experienced doctor/triage nurse, according to the severity and nature of their medical conditions,
and priority will be given to urgent cases. The Patients are divided into the following four categories
according to their medical condition;

* Critical

* Urgent

*  Semiurge

* Non urgent

Critical patients, who are in life threatening condition, are accorded top priority and attended
immediately by medical and nursing staff without delay. The non-urgent cases will be treated in the
order of their arrival and should expect a longer waiting time.

Objectives of the Triage.

*  Ensure early recognition and assessment of patient’s condition and prioritize the
treatment according to severity of the condition

* Reduce unnecessary delay of treatment

* Give brief first aid advice

* [nitiate immediate diagnosis test intervention and nursing treatment

» Allow effective utilization of staff and resources by allocating patients to appropriate
treatment according to their condition

* |Improve patient staff relationship and deparimental image through greeting and
communication during process of triage

* Promote public relationship by immediate interview with patients

* Enable direct communication with pre-hospital care providers

s Provide staff training and decision making

2 Ajani K., JPMA 2012
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In order to understand the proportion of resources a health facility can commit for the Emergency
Department, capacity of the hospital in terms of the following parameters need to be understood.

Hospital Treatment Capacity (HTC): the number of casualties that can be treated in the hospital in an
hour and is usually calculated as 3% of total number of beds.

Hospital Surgical Capacity (HSC): the number of seriously injured patients that can be operated upon
within a 12 hour pericd, i.e. HSC=Number of operation rooms x7x0.25 operations /12 hours.

Surge Capacity: The ability of a health service to expand beyond normal capacity to meet increasad
demand for clinical care. It is an important factor of hospital disaster response and should be
addressed early in planning process. Following factors are critical to augment surge capacity of a
hospital:

L Total number of beds available
ii. Human resource

iii. Essential equipment, logistics and supplies

v, Adaptability of available facility space for critical care
V. Estimating the increased demand on hospital resources
i, Options or available methods of expanding hospital inpatient capacity, considering

gvailable physical space, staff, supplies and processes

vii. Designating areas for care in case of patient overflow, e.g. auditorium, lobby

viii. Outsourcing the care of non-critical patients to appropriate alternative treatment facilities

ix. Assigning home care for non-critical patients and chronic care facilities for long term
patients

X Availability of vehicles for transportation of patients, contingency plan to transfer patients

in case the traditional methods of transportation fail

®i. Identify potential gaps and address the gaps, especially in critical care in coordination with
hospital networks/neighborhoods

i, identify additional sites for converting onto patient care units e.g. convalescent homes,
hotels, schools, community centres, gyms, etc.

xiii, Prioritize or cancel non-essential services e.g., elective surgery, adapt hospital admission
and discharge criteria and prioritize clinical interventions according to available treatment
capacity and demand

Xiv, Designate an area for use as a temporary morgue and ensure availability of adequate
number of body bags, and formulate a contingency plan for post-mortem care with
appropriate partners.

Emergency situation can be classified keeping in view, either the total number of similarly disposed

patients received in the Emergency Department in a given time, or based on type of casualties being
received.
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Triage: Concept and Application

Internationally, there are a number of triage concepts. Simple triage is used at accident scene where
patients are sorted to identify those who need critical attention and immediate transport to the
hospital. During this process, each patient is labelled with identity and triage tags if available, or with
marker pen, with display of assessment findings, and assigned priority for medical treatment. Triage
should be a continuous process, as successful initial management may help to re-categorize such
patients to a lower priority in the short term. Hence, the priority or category once assigned, should be
checked regularly/periodically to ensure that the priority remains correct, unless there is change in
patient’s condition.

In advanced triage, usually in case of mass scale disasters, like earthguakes, storms, terrorist attacks,
bomb blasts etc., the specially trained doctors, nurses and paramedics may decide to defer advanced
care for some very seriously injured people that are unlikely to survive. This ensures that scarce
resources are not exhausted on patients having little chance of survival that can rather be preserved
for others with higher likelihood to survive, Such patients having poor prognosis may be offered
palliative care only, set aside the hopeless victims and avoid trying to save one life at the expense of
several others,

In a real casa scenario, it is acceptable to over-triage /over-estimating the severity of iliness up to 50%
and assigning higher priority for care rather than under-triage /under-estimating the urgency of care
for patients that actually need immediate care as first priority which should not be more than 5%.
Rewverse triage is used to discharge a number of admitted patients who may not need immediate care
in the wake of a major wave of new patients arriving in the hospital upon occurrence of a natural
disaster, so as to make hospital beds available for new critical patients.

Secondary triage is done when the patients arrive at hospital emergency, by the emergency nurses or
skilled paramedic. Based on the availability of immediate care, a person with amputation injury may
be assigned “red” or immediate category as surgical re-attachment would only be possible if offered
within minutes, while patient may not be at the risk of dying without a thumb or a hand.

Ethical Dilemma iz Triage

How the VIPs and celebrities should be cared for in the emergency department, is a big question.
Giving special considerations or deviating from the standard medical protocol for VIPs or celebrities
at the cost of suffering of others is unethical. However, it may be morally justifiable as long as their
treatment does not hinder the needs of others after assessing overall fairness, quality of care, privacy,
and other ethical implications. Keeping in view the ethical dilemma involved in the triage process,
individuals invalved in triage must take a comprehensive view of the process to ensure that values of
fidelity, veracity, justice, autonomy, and beneficence are safeguarded.

It is advised for emergency departments to preemptively plan strategies so as to mitigate the
emaotional burden on the triage responders. However, while doing so, standards of care must be
maintained and safety of both patients and providers be kept as the foremost consideration.
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There are different Scoring Systems for assigning priority for treatment and /or evacuation of the
injured / affected persons in a disaster situation, during rescue and subsequently in the hospitals, for
the purpose of prioritizing them for providing medical care. Different countries and teaching / training
institutions use different triage schemes and techniques. Country wise selected examples of Triage
Scoring Systems internationally in vogue are summarized at Annex-I1X:

Sarah R et al, 2014*° have observed that the triage scales and the triage tools widely used in the
developed countries were not applicable as such in the hospitals in developing countries having much
lower number of nurses and doctors. The South African Triage Scale (SATS) was thus developed for
such setting with the objective to have an accurate measure of urgency based on physiological
parameters and clinical discriminators that can be easily adopted in the low resource settings.
Experience with Nurse-led triage, apart from saving waiting time for patients in emergency, has shown
high level of sensitivity and specificity in such settings.

Triage Early Warning Score (TEWS) helps to measure physiological aspects of triage on a scale of 0 to
3 based on temperature, heart rate, respiration and systolic blood pressure, while also taking into
account conscious level, mobility and exposure to trauma. This scoring requires only a blood pressure
cuff, a thermometer, and a scoring card for accurate and uniform assessment of both medical and
trauma patients.

When patients arrive to the Emergency, the triage nurse interviews the patient to assess for
presenting complaint, mobility and AVPU score (A = alert, V = responds to voice, P = responds to pain,
U = unresponsive). Pulse rate, blocd pressure, respiratory rate and temperature are measured and
recorded. The Triage Early Warning Scale (TEWS) score is then matched to a SATS discriminator list,
and an appropriate triage color is assigned. Further patient management is undertaken as per assigned
priority based on such information.

In the international literature, two research articles have documented use of triage system in Pakistan.
Firstly, the Aga Khan University Hospital Karachi has been reported to have implemented the concept
of triage for the first time in year 2000 (Munawar K. et al, 2015) **, as there was no triage system in
place at local or national level and patients are being catered on first come first basis. The Aga khan
University Hospital Karachi, a 550 bedded tertiary care private hospital, with nearly 48,000 patients
visiting annually started with a single room emergency in 1583, The Emergency Department of the
AKU now became a 51 bedded dedicated emergency facility with resuscitation area, adult critical care
area, adult non critical care area, and a well designated 10 bedded pediatric care area.

Initially, the physicians and nurse both were assigned to triage desk for sorting out the patients
according to presenting complaints, on a manual recording system, and in accordance with the locally
developed triage priorities. The AKU experts’ team observed that the triage protocols like Emergency
Severity Index (ESH), Canadian Triage and Acuity Scale (CTAS), Australian Triage Scale (ATS) had limited
applicability in developing countries. The AKU experts came up with four level priority (P1-life
threatening, P2-Emergency, P3-Urgancy and Pd-stable walk-in) for triage.

289 Sarah R et al, AFJEM, 2014

CG-Z5EMGL-Ed1-261227 Page 49 of 129



GUIDELINES FOR EMERGEMNCY DEPARTMENTS OF HOSPITALS

In 2008 the triage system at AKU hospital was expanded and responsibility of triage was shifted to the
nursing staff. Specific triage protocols were developed for guidance of the staff; and to ensure
uniformity of care. The triage data was computerized by using a software platform. Thus it became
possible to monitor the triage process by using quality care indicators like total number of patients
triaged, triage category, lag time reports and 'left without being seen by physicians’.

The AKU Hospital triage data analysis also documented that around 12.73% “left without been seen”
were those patient who upon arrival were triaged by the nurse, but while waiting to be taken inside
emergency department and seen by physician for evaluation, they left. This Indicator is considered
very important in modern emergency for measuring overcrowding and call for better management of
patient flow. This data led the AKU Emergency Department to establish a dedicated Emergency Clinic
in afternoon for follow up and for walk-stable category of patients when the flow of patients was at

peak.

Subsequently, in June 2011, The South African Triage Scale (SATS) system was pilot tested in the
Emergency Department of Timergara district headquarter hospital, lower Dir, Khyber Pakhtunkhwa
province*®. The emergency department of Timergara DHQ hospital consisted of 18 beds, with a
monthly caseload of about 4,000 patients. The results concluded with B6% triage forms filled without
error, and in 3% cases the patients were under triaged, and in 1% cases the patients were over triaged.
The study concluded that the SATS can be implemented successfully and used accurately by the nurses
in the Emergency Departments in Pakistan.

The adopted version of the South African Triage Scale (SATS), has been described in the subsequent
sections in detail.

Lately, in Brazil Portugal and many other European countries, the Manchester Triage System (MTS)
has bean wide disseminated®. The MTS establishes five categories or clinical priorities for the purpose
of risk stratification, depicted as under:

Sr. No. Color code Level of urgency Max waiting time

1 Red Emergent Immediate service

2 Orange Very urgent 10 minutes

3 Yellow Urgent 60 minutes

4 Green Mot urgent 120 minutes

5 Blue | Not urgent 240 minutes

6 White* category used in Brazil & Portugal to identify patients using Emergency Service as
gateway for elective or scheduled procedures

3 APS Jesus et al, 2021
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Triage Scale (TS)
Introduction

The Triage Scale 'TS) is a scale for rating clinical urgency and is designed for use in hospital-based
emergency services® ., Although, primarily a clinical tool for ensuring that patients are seen in a timely
manner, commensurate with their clinical urgency, the TS is also a useful case-mix measure. The scale
directly relates triage code/colour with a range of outcome measures e.g. inpatient length of stay, ICU
admission, mortality rate and resource consumption (staff time, cost). It provides an opportunity for
analysis of a number of performance indicators in the A & E (operational efficiency, utilization review,
outcome effectiveness and cost).

What is Hospital Emergency Triage?
A method of ranking sick or injured people according to the severity of their sicknass or injury in order

to ensure that medical and nursing staff and facilities are used most efficiently; assessment of injury
intensity and the immediacy or urgency for medical attention.

Benefits of Triage:
i.  Toexpedite the delivery of time-critical treatment for patients with life-threatening conditions

ii.  Toensure that all people requiring emergency care are appropriately categorized according
to their clinical condition

ili. Toimprove patient flow

iv.  Toimprove patient satisfaction

v.  Todecrease the patients’ overall length of stay
vi,  To facilitate streaming of less urgent patients

vii.  To be user-friendly for all levels of health care professionals

Application f Triage Scale
Procedure

All patients presenting to an A & E should be triaged on arrival by a specifically trained and experienced
registered nurse. The triage assessment and TS code/colour allocated must be recorded. The triage
nurse should ensure continuous reassessment of patients who remain waiting, and, if the clinical
features change, re-triage the patient accordingly. The triage nurse may also initiate appropriate
investigations or initial management according to organizational guidelines. The triage nurse applies
a TS category in response to the question: “This patient should wait for medicul as.essmz=nt and
t watmont no lonyer than....”

Environmental and Eguipment Requirements

¥ The MOH Ghana ALE Services Policy & Guidelines, 2011
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The triage area must be immediately accessible and clearly sign-posted. Its size and design must allow
for patient examination, privacy and visual access to the entrance and waiting areas, as well as far
staff security. The area should be equipped with emergency equipment, facilities for standard
precautions (hand hygiene facilities, gloves), security measures (duress alarms or ready access to
security assistance), adequate communications devices (telephone and/or intercom etc.) and facilities
for recording triage information.

The Triage Tool

Three versions of the Triage Score®?

There are three versions of the Triage Score (TS), depending on whether the patient is an adult or not.
The children have different values of heart rate, respiratory rate and biood pressure. The adults have
their own version while there are two pediatric versions, one for infants (50cm to 95cm —one week
to almost 3 years), and one for children (36cm to 150cm — 3 years to around 12 years). Neonates agaed
one month or younger should be seen immediately by a doctor.

The Two Parts of the Triage Tool

The T5 consists of 2 parts: The Triage Early Warning Score (TEWS) and the Discriminator List as placed
at ([Annex-V1, VIl & VIll}. The discriminator list follows after the TEWS and the provider needs to
calculate the TEWS before moving on to the discriminator list.,

Triage Early Warning Score (TEWS)**

In order to generate a total score, the provider has to observe the basic vital signs of the patient. Each
vital sign monitors a different physiological system:

* Blood pressure and Heart rate monitor the cardiovascular system (heart and blood flow).
As the provider are interested in the systolic value only, that is the top value of the blood
pressure (BP=120/80, systolic BP or SBP=120)

s Respiratory rate monitors the respiratory system (lungs)
*  Temperature monitors thermoregulatory system (infections, hypothermia)

*  Alertness, erbal response, Reaction to pain and Unresponsiveness (AVPU) monitors the
central nervous system (brain)

*  Mobility monitors the musculoskeletal system (bones and muscles)

* Trauma refers to the presence of any injury (bump, bruise, cut etc.)

By comparing the observed basic vitals of the patient with a parameter on the TEWS calculator
{horizontally) a score can be read off (vertically) adding together the scores gives the provider the total
TEWS.
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Discriminator List

The second part or the discriminator list Is the part that generates the actual triage colour (red, orange,
yellow, green, blue) which will determine urgency level and also when the patient will be attended to
essentially. As with the TEWS, there are separate versions of this for infants, children and adults
respectively.

The TEWS will only identify and classify a patient into an appropriate triage code if the physiclogy of
the patient is altered from normal. The TEWS will be effective for most of the cases presenting to the
triage provider.

There are however, some discriminators that reguire special attention. it has been found that
physiology alone does not pick up and classify patients with these discriminators safely and effectively.
These discriminators therefore, serve as a safety net for those patients with severe pathology to be
seen more urgently, but for anyone whose physiology did not respond to the insult and therefore, did
not generate an urgency appropriate TEWS, they are reclassified after the TEWS has been calculated.

The Stepwise Approach

The Stepwise flowchart poster shows how simple it is to calculate the triage code for a patient by
simply following the stepwise approach. This approach allows the triage provider to code patients
both effectively and safely in the minimum fime period. Triage providers should always use this
approach unless directed otherwise by the senior health care professionals.

Triage Interventions and Management Aids

Management of the patient starts with the triage provider’'s analysis. It is therefore, critical that this
management continues after the triage process has been completed. The table below indicates
appropriate management of different triage categories by the triage provider:

COLOUR ACTION
RED Refer to the resuscitation room for emergency management
ORANGE Refer to the patient waiting area for urgent management
Refer to the patient waiting area for management
GREEN Patient for potential streaming
BLUE Refer to doctor for certification |

It is also possible for the triage provider to commence management when treatment is readily
available and the provider's qualification allows the intervention. Appropriate interventions directed
at observed abnormalities during triage decreases the patient’s morbidity and increases patient
satisfaction.

A triage provider may also, use triage aids to enhance the triage sensitivity if the time so permits.
Triage aids will assist the senior health care professional later, after the patient has been referred
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according to the above set criteria. Triage aids (compulsory) should be performed, whenever available
if the time parmits but is not essential for the triage itself. The triage interventions and management
aids poster indicates appropriate interventions that must be commenced by the triage provider as
well as triage aids that can be used to enhance the triage process.

Tools for help in undertaking triage process are placed at Annex-l, Annex-Vi, Vii & VIII

INTERVENTIONS TO BE CARRIED OUT AT TRIAGE

STEP1
Take a brief history directly at the main co np.ai tand uo:u..el t bii.

STEP 2
Measure vital signs and document the findings

STEP3
Calculate the TEWS and document the total value

STEP 4
Match the score to the discriminator list and observe the discriminator
list for possible discriminators not pic ed up by the TEWS

STEPS
Document the triage code and act accordingly
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Problem Compulsory Optional
Respiratory rate 1. Pulse oximetry (saturation)
scores 1 point or 2. Finger prick gluco-test if patient is disable
more 3. Refertoanteroom and give oxygen
Temperature 38.5% 1. Paracetamol 1g orally stat

or more {document in the notes)
{children-discuss with sister or doctor)

Temperature 357

I. Blankets
or less
Altered level of 1. Referto anteroom and hand over the
consciousness patient to senior healthcare professional
[AVPU score other 2. Finger prick glucotest
than A)
Unable to sit up/ 1. Refer to anteroom and hand over the
need to lie down patient to senior healthcare professional
2. Finger prick glucotest
Chest pain 1. Immediate ECG and present to senior health

care professional

1. Apply pressure to site of trauma with a dry
Active bleeding dressing and take to antercom
2. HB to obtain baseline

1. Refer to anteroom and hand the patient to

Active seizure/ senior healthcare professional
fitting 2. Finger prick glucotest
3. IV access (NO intramuscular)
History of diabetes 1. Finger prick glucotest
Dihetesand ] 1. Urine dipsticks to check for ketones
Hyperglycaemia
(glucotest 11 or
more)
Hyperglycaemia 1. Refertoanteroom and hand over the 2. If the patient is alert, give
(glucotest 3 or less) patient to senior healthcare professional food or drink orally
History of bleeding 1. Finger prick hemoglohin
Bleeding PR, PO or
from a site of 1. Finger prick hemoglohin
trauma

Abdominal pain or

backache: male 1. Urine dipsticks

Abdominal pain or 1. Urine dipsticks

backache: female 2. Urine pregnancy test
1. Urine dipsticks

PV Bleeding 2. Urine pregnancy test

3. Finger prick hemoglobin
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Flowchart of the Care Process at the Emergency Departments

PATIENT

Triage

}

MSE™ + Assessment & Evaluation Primary Survey

l !

Emergency Non-Emergency

Resuscitation and/or Stabilization

l

Further Assessment & Evaluation Secondary Survey

1
B

Disposition

l

Ward Hospital Admission

__ Okcharge s fera
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Categorization of Patients according fo Seriousness of the
Problems

1. Mild: (Non-urgent)

These patients have blunt injuries, small cuts, abrasions etc, and need reassurance and first
aid treatment, and are straight away discharged.

2. Moderate: (Semi-urgent)

These patients have injuries that require treatment which can be provided in Accident and
Emergency Department of any hospital i.e, simple fractures dislocations, small wounds etc.
These patients are discharged from the Emergency Department.

3. Serious: (Urgent)

These patients after emergency treatment need admission in the hospital for definitive
treatment and / or observations. After definitive treatment these patients are discharged.

4. Critically Serious: (Critical)
These patients have risk to life if active intensive critical care is delayed or Is not proper. These
patients are resuscitated, provided basic life support in A & E Department and are straight
away shifted to intensive care unit.

After stabilization of the patient’s condition, patient is shifted to specialist ward for definitive
treatment, from where patient is discharged after treatment.

Pre-Hospital Triage Categories: An example

PATIENT TRIAGE GUIDELINES

Needs immeadiate help and/or evacuation within 30 minutes, unstable patient,
mechanically ventilated [outside of OR envirenment), or requiring significant
cardiac or pulmonary resuscitation

Can wait 30 min-2 hr for evacuation, relatively stable patient but requiring
ongoing supportive care or continuation of procedure beyond 30 min

Can abort or finish procedure within 30 min... OR...can wait = 2 hr for evacuation,
patient otherwise stable

Can be discharged home within 30 min, stable patient

Deceased
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LEVELS OF HOSPITAL EMERGENCY DEPARTMENTS

The designated Emergency Department of the hospital Is distinguished by the immediate availability
of specialist staff inter-alia including, surgeons, anesthetists, physicians, nurses and resuscitation and
life support equipment on 3 twenty-four hour and seven days a week basis. Three levels of accident
and emergency services are defined on the basis of capability from lower to higher levels®.

LEVELI

Level | Accident and Emergency (A&E) Depariment performs all functions as level Il but has
Anesthetist, physicians and Surgeons on site 24 hours, and include specialized facilities like burn units
and spinal cord injury units. These centers are also involved in Education and research activities. Level
| Accident and Emergency Departments are located in all the teaching hospitals and must maintain
their expertise by treating at least 1000 patients per hospital every year (83 per month).

LEVEL I

Level Il Accident and Emergency Department can resuscitate the patients, perform emergency
procedures including surgery, treat the patient in intensive care unit, and provide rehabilitation. These
hospitals have anesthetists, physicians and surgeons not on duty in the emergency department but
oncall. Level || Emergency facilities are available at most of the Tehsil [THQ) and District Headguarters
Hospitals. Keeping in view the available resource, such facilities must be able to treat at least 600
patients a year (50 per month).

LEVEL Il

Such Emergency Department can receive, resuscitate, and stabilize a patient while arranging for
transfer of patient to a hospital that can provide definitive surgical/medical care. Level Il Emergency
facilities are available at BHUs, RHCs, and such other health facilities with no specialist cover, and
limited indoor capacity.

The International Health Facility Guidelines, 2017 now classify the Health Facilities according to Role
Delineation Level (RDL) on an ascending scale. For example, a major metropolitan hospital having
Teaching and Research facility status providing intensive care services will be at RDL 6. The same
service provided at small general hospital without teaching and research facilities will be at RDL 4, At
higher RDLs, the service provision will require access to higher levels of skill and additional
complementary services. Thus surgery at RDL 5 will require intensive care services plus many
supporting seryices, The number, type and size of rooms for an ICU service at RDL & will thus be
different to one at RDL 4. Similarly, schedule of accommaodation in a birthing unit [obstetric facility),
the international Health Facility Guidelines depict the following number of rooms for the ascending
RDL

RDL : RDL 2 RDL 3 RDL 4 RDL5/6
Entry /reception 2 rooms 4 rooms & rooms 12 rooms
Birthing Suite (patient area) 2 rooms 4 rooms 8 rooms 12 rooms

¥ Emergency Medical Services in Teaching Hespitals of Punjab, DOH Oct, 2003
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For the purpose of this work, the scheme of Level 1, Level 2 and Level 3 as contained in the
Government of the Punjab Health Department SOPs for Emergency Medical Services as prescribed in
2003 has been retained.

PHYSICAL SETTING REQUIREMENTS

Accident and Eme-_ency Department should be located in such a way that it is easily accessible for
the public. it should be close to parking area and preferably have a separate entrance. Acciden. and
Emergency Department should always be on ground floor with easy access to indoor facilities and
the OPD, and should be adjacent to diagnostic facilities like laboratory and Radiclogy Department.
Both stairs and ramps, clearly designed for patient arrival and departure, should ensure smooth access
to the facility, The pathways should facilitate free movement of patient’s trolley, stretcher etc
Adequate space for wheelchairs and patient trolleys should be ensured with the availability of porter
service. The Emergency Deparitment must be able to accommodate transportation of large number of
patients in case of a disaster. Effective and standard signage for the guidance of patients should be
ensured. Accident and Emergency Department must have an easy connections to the following
units:

i. Blood bank
ii. Main Pharmacy
iii. Technical support services especially Biomedical Department.
iv. Clinical Laboratory
v. |Imaging services

A standard Hospital Emergency Department (Level-i} should have the following facilities:

i Ramp and stairs ii. Area for porters

iii. Area for stretchers, trolleys and V. Sufficient space for parking of
wheelchairs ambulance and unloading of patients

v, Triage area vi. Security office

vil.  Emergency Department viii. Resuscitation Room

reception/patient registration counter

iz Mursing station X Minor Operation Theatre

xi. Patient care area xii. Procedure Room
{Medical/Surgical/Pediatric)

¥iii.  Lab counter with LCD display of tests ®kiv.  Major Operation Theatre
xv.  X-Ray /USG xvi. Dactor's office

xvil. Facilitation Counter xviil. MNurses office

xix.  Pharmacy Services xx. Administration office
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Depending upon the available workload at some of the smaller, Leval-ll Emergency set ups, and on

the basis of available / committed resources, some of the above facilities may be regarded as optional,

or made available on shared basis with the main health facility. Following segregated structural
requirements are essential for the Emergency Unit:

i
i,
iii.
V.

V.

Vi,

Triage area
A functional resuscitation area for patient stabilization
A transient area for patient observation for not more than 24 hours
Procedure room for minor cases/Theatre
Waiting area

Ambulance bay

Minimum / Mandatory Requirements to be Met by all Hospitals (public and private)

At least 10% of the total bed strength to be allocated in the Hospital Emergency Depariment

In the Emergency Departments of multi-specialty Tertiary care / Teaching hospitals and
Secondary referral [DHQ level+) facilities with 24-hour availability of specialist cover, the
following services should be made available in the Emergency Departments:

Primary care of burn patients in Emergency

b. Paediatric Surgery / primary trauma care for children

c. Integrated Diagnostic (Lab & Radiclogy) services to be accessible to the emergency
patients

d. Maintaining Electronic Medical Records

e. Appointment of dedicated staff including doctors having post-graduate gualification
in Emergency Care (FCPS Emergency Medicine or equivalent)

f. Incentivized pay package and career structure for the staff in the emergency
department

g. Similar incentivized service structure for nurses having post-graduate qualification
and training in ICU, CCU & Accident & Emergency nursing, efc., and working in such
areas

Location of the Emergency Department should be easily accessible from Entry Point without
any physical barriers [/ obstructions; and movement of the patient through
trolley/stretcher/hospital bed or wheelchair should be without obstacles

The facilities in the Emergency Department should be integrated with diagnostic and
support services of the hospital, to provide ease of access for staff and the patients

There should be dedicated staff (Doctors, Murses & allied) allocated for emergency
department, and must be trained in life saving skills as applicable [ACLS/ATLS/ALSO/BLS);
and the list of staff for each shift must be displayed in the emergency office
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vi.  Duty Roster of Madical, Nursing & Allied staff to be on duty in the Emergancy should be
displayed, providing for adequate overlap in time for smooth handing over and taking over,
which must be documented, and verifiable.

vii.  Minimum set of dedicated equipment as per the declared scope of service by the hospital
administration should be available in the Emergency Department

viii. Physical Environment and infrastructure should be so designed and =o provided, to allow
for smooth and un-obstructed, safe movement of patient for the purpose of shifting,
referral or discharge, of for the purpose of diagnostic tests or proceduras

ix.  The Emergency Department should have easy access to public utility area, i.e., waiting room,
toilets, etc.

& The physical environment should provide segregated utility area with sufficient privacy, to
the medical and nursing staff for refreshment / changeover, with permitted bathroom break
period (e.g., 20 minutes each during six hours duty; with allowance for conditions like
pregnancy, or other medical conditions posing limitations) .

Equipment and Supplies

Time is anessantial factor in emergency treaiment, therefore, Accident and Emergency Department
typically must have their own diagnostic equipment to avoid waiting for equipment installed
elsewhere in the hospital. |deally, the Level-i Emergency facility shall have a dedicated Laboratory for
basic laboratory tests or the Emergency may be supported by uninterrupted 24-hour service from the
hospital's main laboratory.

Standards for Management of Equipment

Facilities and services at the Emergency Department should comply with national / prescribed
standards with respect to all the eguipment installed and used in the Emergency Department in terms
of number and specifications. The preventive periodic maintenance programme should be
documented and implemented. All equipment must conform fo the relevant safety standards and be
regularly calibrated. All staff must be appropriately trained, competent and familiar with the use of
equipment.

Type and number of equipment and quantity of consumables willvary with the Leval, size and function
of the department and must be appropriate to the workload of the unit as judged by the contemporary
standards. The sample list of basic equipment and supplies needed for effective operations at Level! |l
Emergency Department is attached in Annex-IV:

Selection of equipment

Criteria for the selection, purchasing, storage, servicing, sterilization, and replacement of durable
equipment should be predefined by the hospital management committee inclnding senior
consultants, nurses, and biomedical engineers. & continuously updated selection policy in respect
of durable equipment is recommended. Medical and nursing staff should review available equipment
by assessing it in use, with a view to eventual purchase also considering it's compatibility with existing
equipment.
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Technical advice on performance and service of the equipment should be sought from the hospital
electronic/medical engineers, Methods of sterilization must be compatible with existing hospital
facilities, and there should be documented contracts with manufacturers/vendors supplying such
items to provide all requite technical support / information and training of the staff handling these
equipment. Other eqguipment supplies not listed in the above Annexure may be supplied from the
hospital store and pharmacy as and when needed.

Procurement

The users should agree with the manufacturer/vendor which items e.g. in a modular system will
actually be required. The list should include all recommendead spares, extra copies of instruction books
and a stock of consumables/disposables if needed. The order, which will normally be handied by a
supplies officer, should define clearly which items are to be supplied, any commissioning or installation
work required, acceptance procedure, delivery date and other conditions of supply.

Medicines

The inventory of essential medicines for the Emergency Department snou.d ce based on the
anticipated workuoad, and case-mix usually presenting in the hospita: emergency department
tentative list of essential medicines needed “or effecti.e running of the letel 1 Emergency
vepartmentis placed at Anne -V The medicines and supplies not listed in the above Annexure may

be supplied from the hospital pharmacy as and when nesded.
Human Resource

The Emergency Department should be appropriately staffed and must have one to two emergency /
casualty medical officers (EMOs /CMOs) depending upon the patient load of the Healthcare
Establishmeant in each shift of 8-1/2 hours, with a half hour overlap of duties for handing/taking over
of charge.

Might duty of 12 hours i.e. from 8PM to 8AM, currently in vogue for the hospital interns in the
Emergency Depariments hampers the quality of service by increasing the chances of human error,
due to fatigue. Therefore, in a high turnover facility, a uniform duty of 8-1/2 hour should be preferred.
Alternatively, four hourly rotating shifis (with few hours break in between the successive shifts) can
be scheduled, provided there is sufficient provision of rest area in the facility. It should be mandatory
to have sufficient experience and/or a house job in Medicine/Allied and Surgery/Allied specialties
along with special training in ABLS, ACLS and ATLS for the appointment of CMO/EMO.

Training

i There should be arrangement, preferably a national pool of resource persons available to
train accident and emergancy teams.

i This training will first be geared towards hospital Emergency teams
ili  All doctors and nurses shall be trained in basic and advanced life support

w  All other health professionals shall be trained in basic life support by accredited trainers
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v For uniformity and standardization all training shall be done in selected centers of
excellence and by accredited trainers

vi  Re-certification shall be done every three years

Continvous Professional Development
Core Staff

The core staff working at the Emergency Department should be re-certified every 3 years by
accredited training teams and institutions. All institutions must ensure strict adherence to this
provision. Hospital Management should ensure that all those working in the Emergency Department
have training in emergency care. Core Team members {2.g. doctors, physician assistants and nurses)
should at least be trained in:

s Basic Life Support

s Advance Cardiac Life support

= AFD {automated external defibrillator)

s Advance Trauma Life Support

s Pediatric Advance Life Support

= Triaging

s Recognition and Management of the critically ill

Training of other [Mon-Core) Staff

»  Enrolled Murses (Health Assistants) should undergo at least BLS + AED (automated
external defibrillator)

& Healthcare Assistance: At least BLS + AED (automated external defibrillator)

s  Orderlies & Porters: BLS and Patient transport

Accident and Emergency Team(s)

1. An emergency core team, physically present at all times should comprise the emergency
physician/doctors, physician assistants, Emergency Nurses, Critical Care Nurse, triage personnel,
porters and cleaners. The Expanded Team should comprise the following:

¥ Surgeons, Trauma/Orthopedic Surgeon, Neurosurgeons,
i Radiologist, Anesthetist, Intensivist,

iii.  Pharmacist and others as required.
2 The Unit shall be headed by an Emergency Physician (EF) and in the absence of the EP a
Medical Officer with requisite skills in emergency care shall be the head.

3.  The head of the unit in collaboration with the Emergancy Department Head Murse shall see to
the day-to-day running of the unit.

4. It is desirable that the staff should have had qualification/ training in Quality
Assurance/Customer Care.

5 Staff job descriptions should be clearly stipulated, discussed and written copies given to them.
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Periodic Review Meetings/reviews

There shall be at least the following review meetings:

.
L

Muonthly Clinical updates organized by the Emergency Department
Bi-monthly mortality meeting.
Quarterly inter-departmental or inter-unit meeting/reviews

Ethics for Emergency Staff

All citizens have the right to emergency medical care and in order to fulfil this right, emergency care
providers shall:

Abide by institutional code of ethics and patient’s charter.

Respond promptly and expertly, without prejudice or partiality, to the need for emergency
medical care.

Respect the rights and strive to protect the best interests of their patients, particularly the
most vulnerable and those unable to make treatment choices due fo diminished decision-
making capacity.

Communicate truthfully with patients and secure their informed consent for treatment, unless
the urgency of the patient's condition demands an immediate response.

Respect patient privacy and disclose confidential information only with consent of the
patient/guardian or when required by an overriding duty such as the duty to protect others
or to obey the law.

Deal fairly and honestly with colleagues and take appropriate action to protect patients from
healthcare providers who are impaired or incompetent, or who engage in fraud or deception.

Wark cooperatively with other stakeholders in the care of emergency patients.

Engage in continuing medical education to maintain the knowledge and skills necessary to
provide high guality care for emergency patients.

Act 3s responsible stewards of the healthcare resources entrusted to them.

Support societal efforts to improve public health and safety, reduce the effects of injury and
illness, and secure access to emergency and other basic healthcare for all.

Admission Policy for the Emergency Department

Only patients whose assessment during triage as per Triaging Guidelines falls under Red, Orange and

Yellow may be admitted to the Emergency Department for further management. It is the
responsibility of the triage officer/nurse to refer all patients whose triage assessment falls undar

Green to the general outpatient or an appropriate health facility for further management. Patients

that are at the end stage of a severe disease will be placed in categories green or blug, and will "only"
receive palliative measures that accompany the dying process.
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Internal Consultations and Referrals to other Hospitals

The emergency doctor on duty may request consultation with another specialist for a patient in the
Emergency Department. The request shall follow established internal arrangements such as the use
of SMS, phone calls, etc. and shall be attended to immediately. All consultation requests should be
written in the patient’s medical notes indicating time, date, and signature.

Referral to other Hospitals

The procedure for referral should follow the HCE Policy Guidelines. Only the emergency
physician/specialist ar senior doctor on duty has the authority to refer patients to other hospitals. The
emergency doctor on duty should provide a written consultation regarding his recommendation for
treatment and disposition on the emergency record.

Disposition of Patients from the Emergency Department

Transfers

Transfer of patients into and out of the Emergency Department shall be in compliance with the health
facility transfer policy. The attending doctor must personally evaluate a patient in the Emergency unit
prior to transfer to ancther ward. All safety measures and appropriate care shall be provided during
the transfer of patients. The transferring doctor is responsible for completing the appropriate

documentation who should alsa ensure that a mutual decision with the receiving department/unit has
been reached.

Discharge Home

Patients not requiring hospital admission should be given written and verbal instructions regarding
follow-up care. The doctor at the time of discharge is responsible for providing the patient with verbal
or written instructions as necessary.

Leave against Medical Advice fRefuse treatment

Patients refusing further management should be requested to complete and sign the Leave -Against-
Medical-Advice (LAMA) Form that should be attached to the patient’s Emergency folder. This Form
records the doctor's explanation of the conseruences of the patient’s action.

Refusal to sign the LAMA form should be documented on the form and witnessed and placed in the
Emergency folder. A patient who leaves the unit prior to treatment should have such information
noted on the folder along with the reason of leaving if known, and should be timed and signed.

Deaths in the Emergency Department and those brought dead

Death of the patients do happen in the emergency departments of the hospitals, very often due to
the pathology or the cause responsible to bringing the patient in. However, in certain un-expected or
un-explained cases, the family of the deceased may get agitated and resort to violence against the
hospital staff.
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Patient must be examined before declared brought-in-dead and the EMO/ CMO should be responsible
to initiate lawful procedure. There should be a team of senior hospital staff including nursing, allied
and administration etc. to take the charge of situation, isclate the body of the deceased person from
common area, and to counsel the family of the deceased. Such a role demands extra restrain,
somnolence, and exhibiting regard and respect to the emotions of the family in a passionate manner.
The family should be assisted in documentation, clearance and disposal of the formalities in an
expeditious manner.

in case of complaints, the complaint redress mechanism should be adopted up to the satisfaction of
the complainant as far as his/her genuine grievance are concerned, and with due empathy, by
reassuring of a fair process of hearing, and disposal as per rules.

Collaboration/Links with other departments and hospitals {within and without)

The Emergency Department should have links with other departments/units of the hospital, The
facility management on the occasion should also have links with pre-hospital Emergency services
and all relevant emergency services providers within the catchment area.

Emergency Records

The medical records of patients in Emergency Departments is to be maintained, and secured in the
manner similar to that being prescribed and implemented under the Functional area, Information
hManagement System IMS’ provided in the Minimum Service Delivery Standards M3D35} and subject
to review and quality control, as prescribed in the M3DS, for continuous guality improvement.

The emergency files / folder should include all pertinent bio-medical data an standard format as per
policy pertaining to the Medical Records of the hospital. The medical record of medico-legal cases
need to be specially secured and held confidential, with restricted access.

The patients or the families also have a right to obtain a copy, or summary of medical record
accordingly, and there should be systems in place to make it possible when so reguired.

Emergency Preparedness Plan

All hospitals shall have an emergency preparedness plan for meeting un-foreseen incidents, disastars,
violence, or unnatural events, like earthguake, disruption of supplies, or services like power failure,
failure of transport, water or sanitation services.

CG-Z5EMGL-Ed1-261227 Page b6 of 129



GUIDELINES FOR EMERGEMNCY DEPARTMENTS OF HOSPITALS

Code blue

Purpose

To provide immediate life saving measures in case of life threating emergencies
Saving lives at the moment notice.
To provide a plan for response to medical emergencies.

The purpose of the Code Blue team is to assure prompt and skilled cardiovascular and cerebral
resuscitation of persons who suffer a cardiopulmonary arrest.

Definition

It is an event of utmost emergency, a3 mode of alerting all medic, nursing, paramedic, and
security staff.

Code blue is a term hospital and medical professional use to describe a situation where a
patient will need to be resuscitated.

Code blue is announced when a patient is unresponsive, meaning him or her not breathing or
heart stop beating.

Medical Emergency is an event requiring the rapid assessment and intervention of trained
medical personnel which may include but is not limited to serious injury, unconsciousness,
serious respiratory symptoms, symptoms of cardiac crisis.

Equipment/Material

Cardiac monitor with pulse-oximeter

Defibrillator

Ambu bag

Airway/s

Air way maintaining equipment (air way, LMA, ETT, etc)

Oxyeen flow meter with humidifier

Suction regulator with suction bottle and suction catheter

Emergency crash cart with all medical supplies and Emergency Drugs

For documentation {Patient files, Resuscitation form, Code blue monitoring form)

Staff Responsibility

Employees who witness or are first on the site of 3 medical emergency will take immediate
action, including CPR and basic First Ald if trained to do so, summon medical assistance and
assist as directed.

"Code Blue” announcement will be made by Charge Murse or the doctor who discover patient
irresponsive. Announcement includes department, bed number, gender, and floor/Area.

RN will take the Emergency Med Cart or medicine tray and ensure that emergency equipment
is transported to Code site.

RN will ensure that the Code event is recorded and that equipment is ready for use.
Emergency medications and equipment will be inventoried and Re-stocked on a weekly basis
and following a Code.
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s Shift Supervisor will ensure emergency medications and equipment are inventoried and
restocked on a weekly basis and following a Code.

* Oran emergency Kit may be ready in ICU after announcement of code blue team member
from |CU will reach at location with emergency KIT,

* (Code Blue must be announced for the following Departments:

1. Emergency

2 OFD

S MSW

4. FSW

S, FMW

6. MWW

7. Cardiology

8. Mephrology

9. Paediatrics

10.  OTsfAnesthesia offices
11.  ICUs duty rooms

12,  Gynecology

13.  Oto-Laryngo-rhinology (ENT)
14,  Physiotherapy Dept.
15.  Radiology Department,
16. Admn Deptt

17,  Pharmacy

18, Cafeteria

Team Members

s The team who are responsible to run the code blue includas:

wil.
viif,

ICU specialist [ ACLS certified )

ICU Nurse (Assigned for Code team BLS or ACLS certified)
Department on call MO

Primary Consultant {if on duty during code)

H/N or Registered Nurse on duty from Department
Murse supervisor

Security

Pharmacy staff {if available for medicine preparation)
Lab technician {to take urgent samples for ABGs etc.)
Support staff (Ward Boy, Ward Helper etc.)

* Respond to the Code site is to assist with assessment of the patient/victim, determination of

severity
* RMedical
Code to

Policy

of the emergency, and provision of emergency care and treatment.
Superintendent/ Medical Director, and Nursing In charge will ensure review of each
identify opportunities for improvement.

s Hospital will follow its policy/procedure in providing for the emergency medical needs of
patients, staff and visitors.
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Procedure

vi.
vil.

wiii.

®i.

®il.

xiii.

Xiv.

The first person on site recognizing an emergency medical situation will follow the basic
guidelines for assessing the situation, summoning assistance and starting Cardiopulmonary
Resuscitation (CPR) as appropriate and/or rendering First Aid.

A nurse at the site will assess the situation and determine the severity of the emergency.

Stay with the patient/victim if the situation is life-threatening and requires direct emergency
care

Call or delegate a staff member to call on a given number to instruct the staff to announce a
“Code Blue” for the specific Department, Bed no, gender, and Floor or Area) and intimated

by pager

This announcement is to be made regardlass of the time of day

Assure all member of code blue team are present as soon as code is called

Take the Emergency cart and equipment required to the site,

Upon arrival ICU Murse will assist Code leader for intubation and medication administration
Follow ACLS guidelines to administer medicines and other treatment as per patient condition
To continue Code depends on the patient response to the treatment at least 30 —45 minutes

If patient revive shift to ICU after making necessary arrangement in ICU e.g availability of
bed, Ventilator, etc.

Murse supervisor will record, or delegate RM, to record the event on the Emergency
Response Sheet. The Emergency Response sheet will be placed in the patient record and
copy forwarded to Quality Assurance Department

Following the use of the cart, replace all used items and notify the pharmacy to arrange for
the timely restocking of medications to be ready for next use

Convey information and/or seek assistance regarding the Code situation with the Nurse
Supervisor

Attach cardiac monitor and defibrillator for recharging

Refilling of portable oxygen cylinder
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Power Failure in Hospital Emergencies

Electrical power to the Accident & Emergency Department can fail, either as an isolated event (e.g.,
tripped circuit breaker or blown fuses), or as a part of larger event, like regional power shutdown, or
as an outcome of a natural disaster. Incountries like Pakistan, where imbalances in demand and supply
of electric power, coupled with fuel shortages or poor cost recovery mechanisms leading to
accumulation of circular debt, thus causing un-planned load shedding. Hospitals therefore, need to
have emergency plan® to cope with such power outages so as to sustain smooth operation of the
facility, and to avoid risk to lives of the patients undergoing procedures or recovering through
mechanical assistance/ventilation support. Hospitals need to define Standard Operating Procedures
appropriate for each kind of power failure scenario, and the hospital staff should be well prepared to
act accordingly in case of such emergency as per plan®.

Most hospitals have two lines connected to the power grid; while larger hospitals in Pakistan may have
electric supply from two different power grids. If one goes down, the facility can still run at least on
half capacity. Hospitals also have backup generators to help bridge the gap, especially for the high
priority areas, like operation theatres, intensive care units, etc. Following are the hazards* in smooth
operation of the hospitals in case of power failure:

= |oss of respiratory devices and other critical equipment for patients in intensive care,
neanatal, or cardiac units.

= Loss of lighting for high-risk surgical procedures and potential black out of rooms with no
emergency lighting.

= |oss of pressure inwater distribution systems,

= Potential loss of access to other hospitals and healthcare facilities if they are also affected.

= [nability to access electronic patient medical records and other hospital data.

=  Loss of patient signaling system for assistance by medical and hospital staff.

= Potential loss of access to medication, vaccines, and other medical supplies requiring keyless

entry.

Following is a checklist for the hospital management to assess their capability and capacity to
overcome the challenges involved in case of extended power failure situation:

= \What is the electric utility’s contact informationin the event of a power cutage?

=  Where is the facility located on the electricity distribution network? What other hospital
facilities are located on the same circuit?

=  How reliable is the electricity distribution network where this facility is located?

3 20Ps for Labs Elecirical Power Failure; Purdue University Indiana
M KHSC Emergency procedures SOP-EP-01; wec 2017
¥ Healthcare Facilittes and Powver Cutages, August 2019
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=  Have you discussed with your utility if they consider your hospital facility to be a priority
when responding to a power outage or shortage of electricity supply?

=  Have you considered participating with your utility when they conduct drills or exercises to
respond to a loss of power?

= Do you have partnerships in place with other local healthcare facilities in case of an
extended power cutage?

= Have you determined your energy usage under normal operating conditions?

= Have you identified your essential functions and minimum electricity needs and sized your
backup generators appropriately?

= Do you have procedures to prioritize emergency power allocation to key resources (i.e.
HWAC systems, ventilators, patient monitors)?

= How often is your emergency generator system tested to assure reliable startup and
sustained operation?

=  How long will your supply of emergency generator fuel last, and how can you be assured of
continued fuel delivery in the event of an extendead power outage

Following table provides general guidance to the hospital staff to identify the type of equipment which
have good battery backup; and the type of equipment which usually do not have much power backup
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Table 1. Vulnerability of operating room equipment and hospital services to power fail ure
This table is intended as an overview, as actual equipment performance may vary based on institution
and make and model of device. Devices with limited or no battery back-up should operate if plugged
into an emergency circuit (“red outlet”) and generators are working.

Substantial battery back-up, or not dependent on electrical power

Anesthesia machine/ventilator Portable ultrasound machines

Non-desflurane vaporizers Intra-aortic balloon pump

Peortable patient monitors Laptop computers

Portable infusion pumps Medical gasss (e.g., pipeline axygen)

Portable suction

Room lights Patient warming devices

End-tidal gas analyzer Transesophageal echocardiography
machines

Automated medication dispensing devices  Wall suction and scavenging systems
(e.g., Cerner's RxStation®)

Desflurane vaporizer Da Vinci® Surgical System®
Patient monitors without battery back-up Video towers
Electrosurgical units Cardiopulmonary bypass machine
Fluoroscopy/portable X-ray units Desktop computers without battery
Fluid warmers/rapid infusion devices Cell salvage machine
Depends on institution
WiFi/internet access Badge-activated door locks
Paging systems Electronic medical record
Telephones

*Battery aliows undocking of patient from robot

Anesthesia patient Safety Foundation, Circul-tion 122,210 - Volume 30, No. 3 = ebrua:y
2016
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Policy Recommendations for Improving the Emergency Services

In order to optimize the guality of emergency services, following measures are hereby recommended
to be initially undertaken by the Haalth Departments /hospital owners / management:

Improvement in the infrastructure of the emergency department in terms of number of
beds, accessibility, waiting area etc

Provision of trained / qualified, special cadre staff i.e. Doctors, Nurses and allied staff in the
hospital emergency department round the clock

on site presence of senior level consuitant (minimum Assistant Professor) within the
premises of public sector teaching hospitals;

IV,  Ensure availability of essential equipment and lifesaving medicing;
V.  Ensure availability of Integrated Diagnostic services (Lab and Radiology) and pharmacy
Vi Ensure mainienance of Electronic Medical Record of the patients.
Infrastructure
k; At least 10% of the total bed strength to be allocated to the Emergency Departments in all the
Hospitals;

it Establish dedicated chest pain clinics in the emergency departments;

1. 24-hour availability of specialist cover, along with the following facilities to be available in
Emergency Departments of multi-specialty Tertiary care | Teaching hospitols and Secondary
referral (DHQ level+):

{a) Primary care of burn patients in Emergency

(b) Paediatric Surgery / primary trauma care for children

{c) Integrated Diagnostic [Lab & Radiology) services

{d) Doctors having post-graduate qualification in Emergency Care (FCPS Emergancy
care or eguivalent)

(2] Initiate diploma courses in Emergency medicine for doctors and nurses

V. Improve physical ambience in the emergency departments to enhance their efficiency and
ensure smooth flow of patients;

. Provision of fast track/ urgent primary care through extended / late hour OPD clinics for the
bulk of patients presenting with ambulant non-complex conditions;

Wi, Location of the Emergency Department to be easily accessible from Entry Point without any

Vil

physical barriers / obstructions for hassle free movement of the patients through
trolley/stretcher /hospital bed or wheelchair;

The facilities in the Emergency Department should be integrated with diagnostic and support
services of the hospital, including the laboratory, radiclogy, operation theaters, pharmacy,
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blood transfusion (if not provided separaiely in the Hospitol Emergency Department); Tor easy
access to the staff and the patients;

Wi The functioning of the Emergency Departments and care provision must be monitored
through CCTY cameras;

IX. Physical Environment and infrastructure should be so designed, so provided, to allow for
smooth and un-obstructed, safe movement of patients for the purpose of shifting, referral or
discharge, of for the purpose of diagnostic tests or procedureas;

X The Emergency Department should have easy access to public utility area, i.e., waiting room,
toilets, stc.

Kl Provide segregated utility areas with sufficient privacy to the medical and nursing staff for
refrashment [/ changeover, with permitted break period (e.g., 20 minutes each during six
hours' duty etc.);

HR Requirements

L Incentivized pay package and career structure for the doctors, working in the Emergency
Departments

IL Incentivized service structure for nurses having post-graduate qualification and training in ICU,
CCU & Accident & Emergency nursing, etc.

I, Doctors having post-graduate qualification in Emergency Care (FCPS Emergency care or
equivalent) be appointed as on-site consultants/shift in-charges

V. Increase induction of medical graduates in the postgraduate Programme: FCPS in Emergency
Medicine as approved by the College of Physicians and Surgeons Pakistan (CPSP);

V. There should be dedicated staff (Doctors, Murses & allied) allocated for emergency
departments and those must be trained in life saving skills as applicable (ACLS/ATLS/ALSD
/BLS);

Wi Duty Roster of Medical, Nursing & Allied staff on duty in the Emergency should be displayed,
preferably on LCD;

Vil Duty roster should provide for adequate overlap in time for smooth handing over and taking
over of patients, which must be documented, and verifiable;

Trainings

Initiate diploma courses in Emergency Medicine for doctors and nurses

Imparting formal hands-on training skills to the hospital emergency staff on life-saving skills
and various emergency procedures;

As 3 first step, initiate three weeks hands-on training to head nurses as "Triage Nurse” for
placing them in public sector hospitals’' emergency departments on pilot basis.
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Equipment and Supplies

I Minimum set of dedicated lifesaving equipment, inter-alia, Including the cardiac monitors,
defibrillator, ventilators, as per the declared scope of service should be available in the
Emergency Department;

Il There should be adequate arrangement of medical gases, preferably through central supply
and central suction with back up;

1. Generator set for backup in case of electricity failures should be ensurad;
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Emergency Department Check list

Criteria

Applicability for Emergency Department
{tick +/, Mo or Not Applicable [NA)

Level |

Level 1l

Level 1T

Hospital Emergency Plan
— developead

— displayed / available
— and in operation

Mandatory

Mandatory

Recommended

Hospital Emergency Building Map / Layout
— available & displayed

— directions displayed for smooth patient
flow

Mandatory

Mandatory

Recommended

Dedicated Entry for ambulances & patient
transport vehicles

— available

— sufficient space available for ambulance
parking and to unload patients

Mandatory

Mandatory

Recommended

Parking facility available for
— ambulances,

— patients

— staff cars

Mandatory

Mandatory

Recommended

Ramps & clear way for movement of
patients available for all service area

Mandatory

Mandatory

Recommended

Area for Stretchers & wheel chairs
— wheel chairs
— stretchers

Mandatory

Mandatory

Recommended

Stretcher boys/Porters
— available

Mandatory

Mandatory

Recommended

Triage area available and identifiable
— direction signs displayed

Mandatory

Recommended

MNA

Hospital staff available at

— reception/registration

— help desk

— dengue counter (in season)
— COVID desk (in season)

Mandatory

Recommended

Desirable

(10.

Triage SOPs

— notified

— triage physician / triage nurse /
experienced paramedic notified and

Mandatory

Recommended
{insmaller
private hospitals
trained triage

MNA
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available nurse may be
sufficient)
Triage system in practice
— Triage sheet available with patient
11. registration slip /treatment chart duly Mandatory Recommended MNA
filled as per protocol
— Triage category fcode assigned
Resuscitation Room / area designated for
resuscitation of critically ill patients has
wall mounted or stand by
— Suction units,
12. — Oxygen supply, Mandatory Mandatory Desirable
— Monitors
— ECG
— BP apparatus,
— Defibrillator
Acute care area / beds allocated for major
emergency cases has
— Suction units
13 — Oxygen supply Mandatory Mandatory MNA
— ECG
— maonitars
— BP apparatus
HDU / ICU facility (for seriously ill patients
14. like DHF, dengue shock Syndrome, efc.) Mandatory Mandatory NA
Isolation facility (suspected infectious
15| conditions like covid-18 / H1NL, etc.) Mandatory Mandatory NA
Beds [/ area allocated for management of
burn patients
— air condition room with stainless steel
16. bath and mechanical hoist Mandatory Mandatory NA
— plenum-ventilation of dressing room
with an exhaust ventilated air lock
Step down area for patients already
managed and awaiting test resulis and
17. requiring observation prior to admission or Mandatory Recommendad NA
discharge
Special treatment rooms (preferable) for
18. — pediatric patients Mandatory Recommended Desirable

— 0obstetric patients
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major psychiatric disorders
Eye /ENT & dental rooms

19

Hand wash facility in all areas

Mandatory

Mandatory

Desirable

0.

Decontamination area {preferable)

Recommended

desirable

NA

2.

Primary care facility

for management of the low acuity
conditions

suture room / minor OT

Mandatory

Recommended

Desirable

22

Nursing Station

ease of monitoring patients
limited privacy

Recommended

Recommendead

Desirable

23

Observation area/patient beds designated
(for short stay after evaluation)

Recommended

Recommended

MNA

24

Holding area /waiting area for non-injured
/ patients relatives

open and easily observed from the
triage & reception area

negatively pressured

Counsellor/Social worker/ volunteer
for re-assuring relatives/family of
seriously ill

TV / information display
visitors toilets

Mandatory

Recommendead

Desirable

L5

Staff & support area

staff room & utility rooms
Staff change room with

= lockers

= pantry & retiring area
= shower & lavatories,

= storage of soiled linen

store rooms for hospital equipment &
linen

waste holding & cleaners room

Mandatory

Recommended

Desirable
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(for lifts and equipment, electricity &
supplies, etc.)

Doctors office
8 Nurses office .
. Administration office Mandatory Recommended Desirable
Security office
Director Emergency
27 — notified Mandatory Recommended NA
— available on duty
Authorization for medico-legal work
available L
L MA in private
— necessary support staff and logistics Mandatory in Shetor
available for medico legal work Public sectar
— Authorized Lady Doctor available for General {anly at RHCs
female patients medico-legal work Mandatory in Hospitals or such public
28, — [MLC register) Public sector sector HCEs
General duly authorized
— Mortuary ) Hospitals for the given
— Mortuary Assistant (only if type of
— Post-mortem kit authorized by medicolegal
— preservation jars, bottles and Government) waork)
preservative liguids available
{Recommended
/ Gk in Put,
EMO/ CMO available mandatﬂrlrr in
. — Emergency Shift In-charge available Nty Public sector) Lo
(as per declared
scope)
Duty Rosters available / displayed for
— Doctors on duty
90 — MNurses on duty Recommended irabl
© | — Pharmacy, Radiology, Laboratory, All Mandatory | (s perdeclared | Cooraoie
Blood Bank, Engineering support staff scope)
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1. Roster for on-call staff is available /
displayed All Mandatory | Recommended
— Physician on call fas per declared Medical
. . ; _ scope) Officer &
E‘r’;ajf;e]ctwe PGR/MO on call in after Registered
Murse trained
— Surgeon on call in emergency
* (respective PGR/MO on call in after — service
hours) provision
— Anesthetist on call fecammented
* [respective PGR/MO on call in after — Specialist
hours) cover Not
— Obstetrician on call recommended
* [respective PGR/MO on call in after —
hours)
— Pediatrician on call
* [respective PGR/MO on call in after —
hours)
— Meurosurgeon on call
* [respective PGR/MO on call in after —
hours)
— Orthopeadic Surgeon on call
= [respective PGR/MO on call in after —
hours)
— Cardiologist on call
= [respective PGR/MO on call in after —
hours)
* [respective PGR/MO on call in after —
hours)
132, Roster for paramedic & support staff
available
— Electrician All Mandatory Mandatory
— lift operator
— Dispensers
— Ward master Mandatory
— Ward boys Mandatary Recommende
— Cleaners d
33 Diagnostic Services available as per declared
scope Recommende
— Radiology & imaging Mandatory Mandatory - d |
o regional x-ray
X-ray Facility)
= Ultrasound / Doppler
* CTscan Recommended
— Pathology Laboratory Mandatory Recommended
— Blood bank services Mandatory Recommended
4. Pharmacy services available
cy
I All Mandatory Mandatory Recommende
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Inj Streptokinase

— Essential live saving & emergency use d
medicines and supplies as per standard (basic
list finalized by the hospital committee Mandatary emergency life

= Emergency tray 53’:"_”E
= Resuscitation trolley Recommended IaRanEs)
= Anti-snake venom
= Morphine antidote Recommended
- Anti-rabi ;
nti-rabies vaccine Astiiiaended
= Anti-rabies immunoglobulin
=  Immunoglobulin for tetanus Recommended
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Hospital Emergency Department:
Nperational Model for P:iblic and Private Se-tor (first referral facilities)

Hospital Emergency Departments Operational Model

The Project Management Unit, Primary and Secondary Healthcare Department, Government of
Punjab in 2019, has developed a comprehensive set of Manual on Standing Operating Procedures for
the Emergency Departments of the public sector District and Tehsil Headquarter hospitals. The
Manual not only provides guidelines regarding essential components of hospital emergency and
related provisions but also provides guidelines for conduct of patients emergency management,
medico-legal work and job descriptions of hospital emergency staff.

The Directar General Health Services, Dhaka in Bangladesh, has developed a training manual for
healthcare service providers on Standard Hospital Emergency Management Guideline. The
Bangladesh Society of Emergency Medicine has contributed significantly towards development of
this manual. The manual provides guidelines on management of common medical and surgical

emergencies, and emergency equipment and drugs checklist templates.

Indian Health Facility Guidelines, March 2014 also provide an excellent account of minimum
requiremeants for design of health fadlities and setting physical benchmarks of quality. The guidelines
have incorporated Indian Public Health 3tandards. There are separate volumes of guidelines for
community health centres, the primary health facilities, the Sub-divisional level hospitals having 31
to 100 beds and district hospitals from 200 to 500 beds.

The Australian College for Emergency Medicine has also developed Emergency Department Design
Guidelines in October, 2014, These Guidelines cover in detail, the clinical requirements of an
emergency department, and integrate these requirements with functional need and practical size
requirements of the emergency depariment. These guidelines also explain the important
relationships of the emergency department with other departments of the hospital.

An Dperational Model of a Hospital Emergency Department is added, as a template that can be
adopted for a 100 + bedded private hospital for providing 24 hour emergency cover for basic medical,
surgical and allied health facilities.

Department of Emergency

While the physical dimensions, and the gquantum of resources deployed for the Emergency
Department of a hospital may vary depending upon the population mix being served, financial outlay
and the range of health services offered and availability of suitable human resource, the emergency
department is the single most important entity in the hierarchy of hospital departments. As such,
emergency department is the face of hospital and its operational strength is dominant factor in
shaping up the image and profile of the hospital. The role of Emergency Department becomes critical
during after-hours when regular OPD services are closed, and workload of the hospital shifts to the
emergency department. Emergency department is functionally divided into following major divisions:

ECEEiIo pristration & adico-fegal sectio

Medical Emergency
Surgical Emergency

Main Emergency

Chest Pain Center® Pediatric Emergency™

* [subject to requisite patient flow and availability of relevant specially trained staff)

CGE-23EMGL-Ed1-261222 Page 82 of 129



Hospital Emergency Departments
Operational Model for Public and Private Sector (first referral facilities)

The Main Emergency and Pediatric Emergency at the hospital should be adeguately equipped to
manage commaon medical emergencies and should be able to provide resuscitation and initial
management of all surgical emergencies. A detention ward or Resuscitation Room should be provided
in its detention ward. Minor surgical procedures/operations are carried out in its minor operation
theatre. For major surgical emergencies patients are admitted / evacuated to the hospital after life-
saving/necessary resuscitation at the Emergency Department.

The Chest pain centre / unit would comprise of an acute pain management area, evaluation (Triage)
area and an observation area combined with patient education programme. The Chest Pain Centre
should be linked with community education programme of Early Heart Attack Care (EHAC) under
supervision of the Department of clinical / interventional cardiology of the main hospital.

i.  Patient comes to the Emergency Department
ii.  If patient is critically ill, he/she is shifted on trolley or wheelchair, by the ward boy deputed
for this purpose, on the main gate and reception
iil. At the reception, the patient/relative will be asked to get his patient name registered,

whereupon an Emergency Room slip will be issued along with a clinical notes
sheet/Emergency Room admission slip. The reception clerk will make entries of the patient’s
credentials in the computer as well as the register and send the patient to the MER

iv.  In-charge Nursing in the Emergency will assess the patient to assign due priority as per the
TRIAGE guidelines/50Ps
V. In case the patient needs resuscitation the CMO will announce the CODE BLUE.

Emergency flow /process for disposal of patients

The emergency department will be oriented towards patient management. Emergency / Casualty
Medical Officers (EMOs/CMOs) and other staff at the Emergency Department should not only possess
clinical knowledge but they will also apply it with promptness, precision and empathy towards
patients.

The EMOs/ CMOs and the Emergency staff will be familiar with the hospital policies proceduras,
service rules and regulations and every day matters of Law as applicable. The hospital management
shall ensure proper orientation of the Emergency staff [clinical and support staff) with the clinical
knowledge, expertise and understanding so that their performance in the Emergency Room is
optimum. Such expertise will enable the Emergency staff to avoid involvement in unenviable
entanglements un-necessarily, while not indulging in patient neglect, or lose their mannerism, and
shall remain polite towards the patients and their families

The EMO/ CMO and other clinical / nursing and allied/support staff in Emergency Department will
not leave the Emergency Department even if his/her duty hours are over, till the arrival of the reliever.
Changeover of duties between the Emergency /Casualty Medical Officers will take place punctually.
Moreover, both handing/taking over of patients and important administrative matters and their
pending disposal if any, betwean these medical officers will take place physically and in 3 methodical
way every day, and on every change of shift. This will include an OK report to be given in person by
the medical officer handing over to the medical officer taking over. Emphasis is laid on this change
over of duties with a view to obviate patient neglect and/or any embarrassment to the management,
on both counts of which no pretext can be acceptable.
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Change over time on work days and closed Holidays ¥

Change Over Time Days [ shifts

07:30 hrs Between the night EMO/ CMO/Registrar and the morning EMO/
CMO/ Registrar

13:30 hrs Between the morning EMO /CMO [ Registrar and the Evening EMO
J/CMO /Registrar

19:30 hrs Between the day evening EMO /CMO/ Registrar and the night EMO
JEMO [Registrar

17:00 till 23:00 hrs Evening 2™ EMO /CMO (Additional) will work along

Typical Duty Roster of Medical Staff in Emergency Shifts

From 07-30 hrs till 14:00 hrs
Director Emergency In-charge Medical Emergency [ Registrar
_ _ Emergency /Causality Medical Officers
On Call $taff: Medical Officer/PGR (Medical ward)
Medical Officer/PGR (Surgery)
Medical Officer/PGR {Cardiology)
WMO /PGR [Gynecology/ Obstetrics)

|

R TR e I Y

From 14:00 hrs till 20:00 hrs
In-charge Medical Emergency / Registrar

|

Emergency/Causality Madical Officers
Medical Officer/PGR (medical ward)
Medical Officer/PGR (surgery)
Medical Officer/PGR (Cardiology)
WMO/PGR (Gynecology/Obstetrics)

On Call 5taff:

Y S Y £y

From 19:00 till 23:00 Additional Causality Medical Officer 1

From 20:00 hrs till 07-30 hrs
Night EMO /CMO (Emergency /Causality Medical 3
Officer)

|

Medical Officer/PGR [Medical ward)

On Call Staf: Medical Officer/PGR (Surgery)

Medical Officer/PGR (Cardiclogy)

(S R Y

WMO /PGR (Gynecology /Obstetrics)

Typical Duty Roster of Nursing & Allied Staff in Emergency Shifts

From 07:30 hrs till 14:00 hrs MNos.

Mursing In-charge Emergency / Head Nurse :
{On week days she will remain available till 15:30 hrs)

Charge Nurses {[numbers depending on workload) 7*

Murse Aids 2

Male Nurse 1

Paramedics ECG Tech 1

Ward Helpers 4

Cleaner /[ swesper 1+1

3 |ttefaq Hospital Trust SOPs for Department of Emergency
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| | Stretcher boys / wheel chair helpers (main gate to emergency) 1 3
From 14:00 hrs till 20:00 hrs Nos.
Mursing In-charge Emergency / Head Nurse 1

{5he will remain available from 13:00 till 20:00 hrs on week-days)
Charge Nurses {numbers depending on workload) 7
MNurse &jds 2
Male Murse 1
Paramedics ELCG Tech 1
Ward Helpers <
Cleaner [ sweeper 1+1
Stretcher boys / wheel chair helpers (main gate to emergency) 3
From 20:00 hrs till 08:00 hrs Mos.
Nursing In-charge Emergency [ Head Nurse 1
(She will remain available from 19:00 till 08:30 hrs on week-days)
Charge Nurses (numbers depending on workload) 7
MNurse Aids Fi
Male Nurse 1
Paramedics ECG Tech 1
Ward Helpers 4
Cleaner / sweeper 1+1
stretcher boys / wheel chair helpers (main gate to emergency) 3

While the obstetric emergencies shall be directly routed to the Labor Room and the infants shall be
sent directly to the Pediatric Ward for management, the remaining bulk of patients reporting to the
Emergency will be assessed and managed for the imminant care in the main Emergency Department.
The Hospital Emergency Department will provide the following basic facilities to the patients reporting
in the emergency:

i.  First Aid and emergency management including resuscitation

il.  Mecessary diagnostic facilities /investigations

iii. Detention for short periods (to a maximum of 4 hours) of cases requiring observation, I/V
therapy, nebulization, relief of pain etc., or pending disposal by specialists on call

iv. Facilities of minor surgical operations/procedures will be provided by the minor operation
theatre functioning in the Emergency Department. These include dressing, stitching, incision
and drainage, application of Plaster of Paris [POP) etc. All outdoor and indoor patients
requiring the same will be attended here

V. Administration of Intravenous infusion/injections etc.

The EMO/CMO will examine the patient and if the patient is suffering from minor ailment then will
advise treatment on clinical note sheet as well 35 ER admission slip and send the patient to Charge
Murse for injection (it needed], after which patient is sent home and the clinical note sheet will be
taken by the Charge Nurse. If the patient needs admission, he/she will be referred to the concerned
Medical/Surgical unit for admission in ward/ICU. The referred patient will be attended by the MO/PGR
of the concerned specialty [Medical/Surgical). The House Officer of the concerned unit will follow and
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carry out the instructions of the MQ/PGR. The MO/PGR/SR of the concerned unit will write down the
treatment plan on the clinical note sheet and sign it.

Mo treatment plan will be written on the E.R. slip which is to be kept with the patient for final disposal.
The investigations will be ordered by the CMO/MO/PGR/SR and House Officer is responsible to send
these investigations to the Lab/Radiology department. If the patient is admitted in the ward, both E.R.
slip and clinical note sheet will be attached with the admission documents. The patients will be
managed in the emergency as per the following SOPs:

i.  Incase of serious patients, the treatment plan should be discussed with the consultant on call

ii.  If the patient is discharged/expired after treatment the clinical note sheet will be kept as
record in the Emergency Room and the Head Murse/Charge Nurse of Emergency Room s
responsible to keep this record

iii.  In case of expiry of the patient EMO/CMO/PGR will prepare the death certificate and sign it
and will also write down the death summary in the death register of Emergency Department

iv.  The treatment of discharged patients should be written on the Emergency Room slip, duly
signed by the EMO/CMO and handed over to the patient for follow up

vw.  No House Officer is allowed to discharge the patient without the knowledge of SR/PGR after
approval of primary consultant

i, Dispenser on duty in the Emergency Room is responsible for the entry of these patients in the
Master / duty sister Register

The Director Emergency /Registrar In-charge Emergency Department will ensure continuous training
of the emergency staff on improving their professional skills, proper handling of the patients, patients
safety, infection prevention and control. The trainings should also cover management of
stress/anxiety, and improving their communication skills. The ward master will ensure that the staff
deputed in the Emergency Department is physically fit, efficient and energetic. This staff will not be
changed without the concurrence of the Director Emergency / Registrar In-charge Emergency. The
training of the staff in the Emergency Department will essentially include the following:

i.  Cardio-Pulmonary Resuscitation (CPR)
ii.  The management of Acute Emergencies
iii.  Admission documentation procedures
iv.  Medico-Legal Policy
V. Quality Standards and indicators

The ward master will ensure that all ward helpers available in the hospital are once rotated for duty
to the Emergency Department so as to be properly trained on stretcher bearer duties.
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The I/C Nursing staff will ensure that all life supporting emergency equipment at least the following
in the number commensurate to the number of beds,/ workload is available and in working arder:

Sr List of Equipment Tentative Quantity / Nos.
i ECG Machine 5
il. Defibrillator 1
iii. | Mebulizer 2
iv. | Oxygen Cylinder (11 litres with key, gauge and 2

flowmeter)
v, BP apparatus 10
vi. | Sucker Machine Manual 10
vii. | Sucker Machine Electric 2
viii, = Peak flow meter 2
ix. | Weighing machine 2
X. [\ stands 12
xi. | Stretchers 4
xii.  Wheel chairs 10

xiii. ' Cardiac Monitors 4
xiv.  Sheller Monitor 1
xv. Pulse Oximeter 4
xvi. Electricity Generator {stand by) 1

Power Failure

ideally, In case of power failure, the power generator should automatically switch on so as to maintain
un-interrupted power supply to the sophisticated medical devices, like wventilators, anesthesia
machines, etc. In case otherwise, the electric generator will be switched on promptly.

In case of any emergency, the concerned Ward Nurse will press CODE Blue NO. 0000
On intimation from the concerned area nurse, the telephone operator will announce "code blue”

three times, loudly and clearly. When "Code 8lug” is announced all physicians in that building will
respond. However, 2 medical officers i.e. MO medicine of the area and MO anesthesia will stay at site.
Any other responding physician will leave once these two people are presant.

First physician {any department, any level) arriving will conduct the CPR till the MO Medicine of the
grea, Registrar Madicine, or the Consultant in Medicine arrives, in which case most senior of the three
will be supervising and conducting the CPR. This person will be responsible for giving all orders, others
can suggaest but would not give direct orders. Following S0Ps will be observed:

i. To avoid overcrowding it is recommended that people not in CPR team unless directly
imeolved in patient care, should leave the area.
ii. ECG technician will stay till end of CPR.
lii.  Cardiac massage, breathing and defibrillator etc. will be the responsibility of only following
person once they arrive:
a. MO Medicine of the area
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b. MO Anesthesia
€. MNurse Incharge of the area
d. Assistant Murse of the area

A. Supply of medicine, oxygen supply, suction apparatus, CVP Line, intubation equipment etc.,
will be the responsibility of Nursing Supervisor. The nursing team will think forward and will
ensure continuous supply and replenishment of medicine and supplies if running out of stock.

B. IF after 15 minutes of efforts the CPR result is poor and the patient does not respond even
after 20-30 minutes, the CPR shall be discontinued and the telephone operator will declare
"Code Blue Over” on microphone as advised by the CPR team leader.

Code Blue Team

i MO Anesthesia

i MO Medicine

iii MO cardiology

iv  Nursing Supervisor

v ECG Technician

vi Bio-Medical Technician
vii Ward Master

viii Security In-charge

As spon as the patient is rushed into the Emergency Department of the hospital, the Head Nurse or a

senior chargs nurse assigned as “Triage Nurse” for the shift shall immediately assess the patient
empirically in line with standard Triage protocol.

a. Immediate Resuscitation

Patients who need treatment immediately or within two minutes are categorized as having a life-
threatening condition. Most of them would have arrived in the Emergency Department by
ambulance and would probably be suffering from a critical medical condition, serious injuries or may
hava sustained a cardiac arrhythmia / cardiac arrest.

b. Emergency

Patients wha need to be treated within 10 minutes are categorized as having an imminantly life-
threatening condition. This group of patients includes those suffering from a critical illness or are
very severe pain e.g. chest pain, difficulty in breathing and fractures etc.

c. Urgent

This group of patients requires treatment within 30 minutes and is categorized as having a
potentially life-threatening condition. These include patients suffering from severe illnesses,
bleading heavily from cuts/wounds, have major fractures, or are dehydrated.

d. Semi-Urgent
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Patients in this group are having a potentially serious condition with less severe symptoms or
injuries, such as a foreign body in the eye, sprained ankle, migraine or earache etc. and need to be
treated within one hour.

e. Non-Urgent

This category includes patients who have a less urgent condition and need to have treatment within
two hours. This includes those having minor illnesses or symptoms which may have been present for
more than a week such as rashes or minor aches and pains.

MNotes and Evaluation

EMOs /CMOs are primarily responsible for managing patients in Emergency.
Referred patients should be seen within 10 minutes of referral by CMO,

The Charge Nurse will immediately check vitals before digging through old record, lab results
and old discharge.

Summary and old charts.

Proper documentation of symptoms.

Management and diagnosis will be done for every patient. Serious patients should be
immediately seen and resuscitated. Procedure of referral and consultation will proceed side
by side. Monitoring notes should be properly maintained including fluids given and output of
patient,

Admissions from the Emergency Department

Duty registrar should decide all admission through ER.

After assessment and patient’s examinations complete admission orders including drug
Prescription should be written clearly and immediately.

Duty registrar will inform nursing staff for stat labs immediately or carry out by himself.
Motes on history and examination file should be completed before shifting to In-Patient,
Complete shifting notes shall be recorded before shifting the patient to the ward.
Paramedic staff should accompany every admitted patient during shifting to the ward.

In case of serious patient, concerned MO of the department should accompany the patient.
Before shifting, inform the ward staff on call.

If beds are not available in wards, retain patients in ER till arrangement are made, If required
discuss with consultant on call or Registrar ER.

Discharge from the Emergency Department

No patient should be discharged without being evaluated by the duty registrar.

Keep in mind pending labs issued; and results awaited.
Communicate with all involved parties for smooth discharge.
Give clear instructions regarding medicines schedule/side effects/precautions

Clear instruction regarding Restrictions on activities/travel/diet in Urdu/local language make
sure by repetition that Patient can repeat/recall your instructions. Write discharge diagnosis
clearly.
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*  Notes should include chief complaints and history of present iliness, hospital stay, course,
name of examining doctor, Hospital Medical Record Mumber /provisional and secondary
diagnosis and Procedures. The discharge certificate should also mention follow-up
plan/condition on discharge and attach diet chart if required.

Transfer of Patient to other Hospital

Patient Transfer to Other Facilities

*  Once decision is made to transfer the patient to the other hospital for management, contact
the concerned doctor/staff there first on telephone and discuss the case in detail and request
io make sure the bed is available for the patient.

* MNote down the contact person's name and designation.
*  Provide detailed notes on the referral slip.
*  Provide ambulance preferably by the hospital through coordination with DMS/CMOD, and if

patient is serious, a doctor allied staff should accompany while transportation.

*  Ambulance should be equipped with resuscitation equipment,

Death / Expirations/Receive Dead
*  On being called to pronounce death the doctor must perform certain steps.

*  On arrival to bed site observe for respirations, auscultate for heart sound, palpate for carotid
pulse, and check pupil and corneal reflex.

* Complete death notes on progress sheet and fill death certificate as early as possible.

SOP for Medico-Legal Cases

The private or trust hospitals do not deal with medico legal cases per se. However, in the
circumstances where a patient presents with life threatening condition and delaying and/or referral
to any other hospital will endanger the life or result in the death of the patient, the hospital ER will
provide care to the patient that is essential for continuity of life. However, once the treatment is no
maore required for continuity of life and patient is stable, he may be referred to other Government
health services for medico legal formalities.

With immediate effect, no Medico-Legal case will be admitted in the hospital without Medico Legal
Certificate (MLC).

Medico legal cases:

i Poison

il Fire arm injury
iii  Burncases

iv RTA

v Physical Assault
vi Rape

vil Sexual Assault
viii Fight

Occupational Risks
Standard barrier nursing and isolation techniques should be employed in cases of patients with
infectious communicable diseases. These measures include:
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s  Gloves

= Masks

* (Careful needle/sharp object handling

* Prophylaxis in cases of exposure if indicated {e.g. Meningococcemia).

* |n case of mishap/exposure, event should be reported to consultant on call, immediately.

Accountability
In case of an incident, a commitiee comprising of consultants will review the entire case in detail and
decide about warning/penalty as the case of may be.

Ethical Issues
Best interest of the patient should be watched, in case of conflict or confusion, issues should be
discussed with consultant on call.

Confidentiality of Patient's Data

Patient’s record and data should be kept confidential to watch his/her interests and
diagnosis/prognosis should not be discussed with attendants without permission of patient/close
attendant,

Senior Consultation

On call consultant/senior registrar should be contacted on phone if required by the registrar on call.
If he/she may request to see the patient, then on call consultant should try to attend the patient
personally at the earliest or within | hour of the request.

Consultations from Other Departments / Urgent Scans

Consultants and scans should be decided by the duty registrar and call to the respective department
should be written with clear indications, exact gquestions to be observed and urgency of the
consultation.

Record Keeping

* ER register shall be filled properly with composite diagnosis or relevant differential for every
patient.

*  Duty registrar will sign register at the end of duty, and to be counter-signed by covering
consultant for that day before moming meeting.

* Record of consultations provided to other department should be kept in the registrar.

* Death notes for patients who expired In ER should be written in the ER register immediately
after the evant.

Drugs and Investigations
List of drugs and lab profile available in hospital for ER patients should be available to each shift of
ER staff.

BLS/ACLS Training
House officers and registrar should be trained in BLS/ ACLS before performing duties in E.R.

Dress Code
Dress should be conservative and modest and no informal clothing {jeans and T-shirts for males),
party wears or excessive jewelry (for females) should be allowed, during duty hours.,
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Every doctor should wear neat and clean overall, with properly displayed |D card or name plate.

Medicines
d. Sufficient stock of life saving medicines will be kept in the medicine trolley of the ER.
b. Stock utilized will be recouped immediately and on regular basis.
L. Controlled medicines will be demanded on a daily basis so as to recoup the stock

utilized in the previous 24 hours.

Transport
a. The following will be available at MER and will move under arders of the EMO/ CMO I/C
MER:
i Ambulances for transporting the patients.
ii. The drivers employed on 8 hourly shifts.
b. Whean moving to collect the spacialist the driver will be issued a duty slip bearing his/her
residential address and telephone number.
L. On return to the hospital this duty slip with the mileage covered will be put up to Manager

Administration.

Patient Kit and Belongings

in case there is no attendant with the patient at the time of his admission then an inventory of his
personal belongings will be made and the belongings will be kept in the hospital pack store and a
receipt will be Issued to the patient. In the event that the patient is unconscious, delirious or of
unsound mind and there is no attendant with him the Nursing Supervisor will make an inventory of
his personal belongings in the presence of a medical officer.

Paediatric Emergency
Paediatric emergency is divided into three portions

3. Reception and waiting area
b. Screening and examination area
t. Causality area/Short stay

It should preferably be covered by two doctors in each shift i.e. Medical Officer/FCPS/MCPS Trainee.
One doctor covering the screening clinic and the other one taking care of patient for
admission/short stay and for procedures.

*  Wearing of white coat with hospital |.D card is mandatory.
*  Medical Officer/FCPS/MCPS Trainee must reach well in time in emergency ward to take
proper over of short stay/Causality area cases.

* Consultants coverage time is from 8.00 am to 8.00 am.

*  Patients arrival time must be mentioned on the ER card.

* Short stay/ Causality area cases should remain admitted for not more than or up to 3 hours.
Patient needing prolonged stay should be advised admission by the ER doctor.

*  Doctor must carry a red marker, pocket book, stamp, and stethoscope.

*  All Trainees (FCPS/MCPS), Medical officer are supposed to be in in emergency department
during their duty hours in emergency.
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* ER doctors is supposed 1o run the screening clinic, complete the admission procedure,
including detail history and physical examination of the child, blood sampling and initial
management plan.

* Before deciding to admit the patient, doctor should be able to assess the socioeconomic
status, reminding parents about hospital charges.

* In case of any help needed from the seniors {Consultants, Sr. Registrar, Registrar) all are
gvailable physically or by telephonic to help in diagnosing and managing the patient)

* Critically sick patients are always on priority.

*  Medical Officer/FCPS/MCPS Trainee must inform every critical situation and seriousness of
patient to the Sr. Registrar/Registrar on call.

*  Critically sick patients must be escorted by the doctor, staff nurse and ward helper to avoid
the mishaps occcurring on the way.
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SOPs — Infection Preventio': and Control in Emergency

Waste Disposal of Emergency Department Oversight
Responsibility
Categorization of Waste
Mo-Risk Waste
a. General waste such as papers, unusad tubing, packing of drugs
and infusion bags etc.
b. UN -consumed food.

i. Infected Waste
3. Human Blood and blood preducts. Specialist
b. Collections from Drains. in-charge
C. Empty Syringes. (Mote: ALL SYRINGES MUST BE CUT BEFORE Emergency
DISPOSAL.)
ii. Sharps:

8. Used and unused hypodermic needles,

b. (Mote: ALL NEEDLES MUST BE CUT BEFORE DISPOSAL.)
€. Stylets of peripheral cannulae and central venous lines.
d. Empty glass ampoules.

iii. Chemical Waste:
3. Expireddrugs
b. Disinfectants and germicides used for cleaning.

: 2 SENIOR
Separation and Disposal
: : . MURSING
Separate the waste according to following colour coding system ASSISTANT
3. No Risk waste: Throw it in white coloured bucket containing White c
coloured polythene bag and when filled dispose of this white bag.
b. Risk Waste: Throw it in yellow colourad bucket containing yellow
(coloured polythene bag. When filled dispose of this black bag.
Motification to the Infection Control Officer (ICO)
Following MUST be notified to ICO
a. Fever of more than five days whether shown a positive culture or not.
b. QOutbreak of infection. -
Specialist
Outbreak of infection is defined as \/C
EMERGENCY

1. Occurrence of two cases of Methicillin resistant Staphylococcus
Aureus (MRSA) Infection amywhere in the hospital.
2. Occurrence of one case of Diphtheria

3. Occurrence of three consecutive cases of septicaemia
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Anaphyvlactic an£ drug reactions, asphyxia, electric shock and drowning

Following catastrophic situations demand immediate and proper systematic interventions /
treatment:

a. Complete cerebral anoxia over 4 minutes will cause permanent damage and beyond 6-8
minutes will cause death.

b. Cessation of normal circulation causes rapid cyclic deterioration which is characterized by
hypoxia, lactic acidosis and hypercarbia. Pre-existing heart disease, electrolyte imbalance,
medication or anesthetics may precipitate the collapse.

€. The reflex vagus-induced arrests secondary to stimulation of the esophagus and
tracheocbronchial tree and similar arrest may occur during rectal and proctoscopic
examination.

d. Pre-anesthetic doses of atropine may have worn off by the end of a long (4 hour) operation

and may make the patient more susceptible to the complication

e. Electrolyte imbalance, mainly hyperkalemia either from endogenous or exogenous
sources, is critical. The ration of ionized serum calcium to potassium and their antagonistic
actions on the myocardium are important during massive transfusion of banked blood as
it is high in potassium as well as calcdium-binding citrate.

f.  Dther causes of cardiac arrest include; pulmaonary emboli, electrocution or any cause of
hypoxia.

g. Primary ventilatory failure is caused by hypoxia, central nervous system or spinal cord
trauma and respiratory depression from narcotics.
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Management of Cardiopulmonary Arrest

a. Emergency Measures (A for Airway)

1.
i

Begin treatment if there is no obtainable blood pressure or pulse for 10 seconds

Place patient in supine position on a hard surface {metal or plastic tray under the chest)
Establizh a clear airway

a. Clean out mouth and pharynx {manually or by suction)
b. Tilt head back and pull chin forward.
C. [Insert an oropharyngeal airway or endotracheal tube, if necessary.

b. Establish Ventilation [B for Breathing)

i,

Mouth-to-mouth: A handkerchief may be interposed between the operator’s mouth
and patient.

Use "Ambu” bag and mask.

Provide an adequate tidal volume in accordance with the optimal chest excursion rate
as under:

Adult-12 times per minute.

Children-20 times per minute,

Infants-30 times per minute.

Ventilate adults until chest expands to beyond normal size.

Children require less force, approximately that needed to inflate an ordinary toy
balloon.

f. Infants are given only short puffs.

oo 0o

¢. Closed Chest Cardiac Compression (C for Circulation)

Anatomic Considerations:

Pressure on the sternum compresses the heart and reduces the sizes of the thoracic
cavity. This forces blood out of the ventricles and expels air from lungs. On release,
blood flows into the large veins of the chest and into the atria and air enters the lungs.

Method

d. Patient remains in a supine position on a hard surface such as a tray or the floor,
if necessary.

b. The heel of the right hand with the heel of the laft on top is placed on the lower
third of the sternum just above the xiphoid.

¢. Firm pressure is applied downward and body weight brought forward to secure
sufficient pressure. The sternum should move 4-6 cm, toward the vertebral
column in adults. The force is transmitted directly to the heart behind the
sternum, DO NOT exert pressure on rib cage or epigastrium,

d. Hands should be quickly removed after each placation of pressure to allow
intrathoracic venous fillings and the lungs to expand.

CGE-23EMGL-Ed1-261222 Page 96 of 120



Hospital Emergency Departments
Operational Model for Public and Private Sector (first referral facilities)

2. Rate of pressure application should be B0 times per minute, slightly faster in
children and infants. Alsg, the force applied must be moderated to fit the elastic
properties of the thoracic cage. All that is needed is simple first and middle finger
compression in the newbomn infant.

f.  Observations for the signs of restoration of flow include a full carotid or femaoral
pulse, constricted pupils, return of skin color, spontanecus ventilation and
movements.

g. Asystolic blood pressure of 60-80 mm Hg can be obtained if cardiac compression
is correctly performed.

h. The ratio of lung inflation (mouth-to-mouth breathing) to cardiac compression
should be 1:5 when there is an assistant, and 2:15 {lung to heart] before help
arrives,

d. Ventricular Fibrillation

i Immediately upon recognition of ventricular tachycardia or fibrillation, a sharp
precordial thump with the closed fist is delivered as this important first maneuver is
sometimes effective by depolarizing the myocardium and allows for a normal rhythm
to develop

ii. If infective, electrical defibrillation is performed in which after applying conductive jell
the defibrillation paddles are firmly placed on the chest, one over the upper sternum
and the other to the right of the lower sternum (cardiac apex)

iil. Only capacitor discharge (DC) defibrillators should be used, AC defibrillation is
hazardous and may cause serious burns

. The matter is set at about 400 watt-seconds (joules), all attendants are instructed to
stand clear of the bed or supporting structures, the ECG machine must be turned off if
it is not internally grounded during counter-shack

V. Considerably less voltage is applied to children or to the exposed heart

LR Secure an electrocardiographic tracing as soon as possible and continue specific
therapy as indicated by the tracing

Vil. Give epinephrine or Isoproterenol and sodium bicarbonate as these drugs strengthen
the contractions and permit easier defibrillation
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Annex-I
Triage Sheet
R NI . . it i i k0o )k A St o G AL

Age..csceGender: M F

R e I A e e s i
Date: .nmissiiisnismsioni T OF AITNAL cciisissinmiasgsismnismsisminsoss

Part 1: Triage Early Warning Score (TEWS)

Triage Parameter Measured Value TEWS Score
Mohbility

Heart Rate
Blood Pressure
Temperature
AVPU

Trauma

f 051 e e ek B R Sl R st B b S S e e 0
Initial Triage Colour: RED ORANGE YELLOW GREEN BLUE
Part 2: The Discriminator List

1. Does the patient need to be triaged to a higher colour based on the discriminator
list? Yes NO

2. What was the discriminator?. .. cisseceecissssss s sssns s e reassssnssassassasnsnes
Part 3: Final Triage Colour:

RED  ORANGE YELLOW GREEN BLUE
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Annex-I1

Code Blue Feed Back Form

Patient Name: nlR#: Date:

Age/Sex: Department:

Time

Code blue announced at (Time) et e e e e A e
Code blue announced twice

Code blue team arrival times ™ —— _
ICU on duty MO /SR

1
2
3. Code blue announced thrice e e
4
5

ICJ on duty Nurse

Dept. on duty H/N, 5/W "

. Shift supervisar o
10. Security

11. Ward boy/Ward helper
12, Cleaner

d
7. Dept. on duty Doctor
3
9

13. Cardiac board placed e e = =
14, Resuscitation initiated 2 -
1%, CPR Done —
1. Oxygen attached — -
17. Intubated
18. Medicines given Yas MNo

14. Total Resuscitation time ——-
20. Code ended ® 2
21, Patients response

22, Code Blue team Leader

REMARS

Shift supervisor Name:

CGE-23EMGL-Ed1-261222 Page 90 of 120



GUIDELINES FOR EMERGENCY DEFARTMENTS OF HOSPITALS

Annex-III

Resuscitation Form
Pat'ent name: Age/Sex: MRND
—iagnosis: Department: Bed.
MNo:

Attending consultant:

Time of arrest: ate of arrest: Time resuscitation sta: t:
Time resuscitation end Resuscitated by (Dr/Nu se Mame)
Total Duration I esuscitation: Type of Anest:
J:uzs / IV fuids Time Route sign Remarks
Others:
DC shocks
Intubation
Ventilation
Result patient: Revived: Yes / No Expired: Disposal to: ICU / Morgue
1. Attending Doctor Mame {ICU) Signature;
2. Attending Doctor Name [MO/SR from Deptt) Signature:
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Annex-IV

Equipment and Supplies

This is not an exhaustive list and is rather, a tentative list based on common, minimal
needs of 1st ar 2nd referral Hospital. The Essential list of basic equipment and supplies
needed for effective running of such an Accident & Emergency Department are listed
below:

_ Capital Outlays
Resuscitator bag valve and mask [adult)
Resuscitator bag valve and mask (paediatric)
Oxygen sgurce (cylinder or concentrator)
Mask and Tubings to connect to oxygen supply
Light source to ensure visibility (lamp and flash light)
Stethoscope
Suction pump (manual or electric)

Blood pressure measuring equipment
Thermometer

Scalpel # 3 handle with #10,11,15 blade
Scalpel # 4 handle with # 22 blade
Scissors straight 12 cm

Scissors blunt 14 em

Oropharyngeal airway (adult size)
Oropharyngeal airway (padiatric size)
Forceps Kocher no teeth 12-14 cm
Forceps, artery

Kidney dish stainless steel appx. 26x14 cm
Tourniquet

Needle holder

Towel cloth

Waste disposal container with plastic bag
Sterilizer

Mail brush, scrubbing surgeon's
Vaginal speculum

Bucket, plastic

Drum for compresses with lateral clips
Examination table

Wash basin

Renewable ltems

Suction catheter sizes 16 FG

Tongue depressor wooden disposable
Masogastric tubes 10 to 16 FG
Batteries for flash light [size C)
Intravenous fluid infusion set
Intravenous cannula # 18, 22, 24
Scalp vein infusion set # 21, 25
Syringes 2ml

Syringes 10 ml

Disposable needles # 25, 21, 19
Sharps disposal container
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Capital Outlays

Capped bottle, alcohol based solutions

Sterile gauze dressing

Bandages sterile

Adhesive Tape

Meedles, cutting and round bodied

Suture synthetic absorbable

Splints for arm, leg

Urinary catheter Foleys disposable #12, 14, 18 with bag

Absorbent cotton wool

Sheeting, plastic PVC clear 80 x 180 cm

Gloves (steriig) sizesbto B

Gloves (examination) sizes small, medium, large

Face masks

Eye protection

Apron, utility plastic reusable

Soap

Inventaory list of equipment and supplies

Best practice guidelines for emergency care

‘Supplementary equipment for use by skilled health professionals

Laryngoscope handle

Laryngoscope Macintosh blades (adult]

Laryngoscope Macintosh blades (paediatric)

IV infuser bag

Nagills Forceps (adult)

Nagills Forceps (paediatric)

Stylet for Intubation

Spare bulbs and batteries for laryngoscope

Endo-tracheal tubes cuffed (# 5.5t0 9)

Endo-tracheal tubes un-cuffed (# 3.0 to0 5.0)

Chest tubes insertion equipment

Crico-thyroidectomy
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Annex-V

Essential Medicines

A tentative st of _ssenticl medi_ ne- based on common, 7 nimal needs of 17T or ™
veferral Hesgitel weeded for effe_tive (_nning of _.och an Actident & Emesgenc:

Department are listed belo_.:

1. 5u% Deatrose 2. Hydr: c..rtisone

3. Adrenzline 4. IM Glucagon

5. Nor-adrenaline 6. Insulin

7. Anti snake venom serum 8. IV calcium Gluconate
9. Aspirin 10, IV Dopamine

11. Atropine 12. IV Fluid - all type

13. Anti Tetanus Serum 14. IV Frusemide

15. Dextran/ voluven 16. IV KCl

17. Diazepam 18. W Vit K

19. Dobutamine 20. Labetalol

21. Etomidate 22. Lignocaine

23. Fresh Frozen Plasma 24, 10% rylocaine spray
25. Gelofusin 26. Magnesium Sulphate
27. Group O neg whole blood 28. Mannitol

29. Heparin 30. Midazolam

31. Hydralazine 32. Morphine

33. Naloxone 34. Phenylephrine

35. Nitroglycerine 36. Propofol

37. Oral Rehydration Salt (ORS) 38. 5albutamol

39. Oxygen supply 40. Sadium bicarbonate
41. Pethidine 42, suxamethonium

CG-23EMGL-ED1-261222
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Annex-VI

The CTG discriminator list (adnlt version)

(Cape Triage Score)

Colour

TEWS

Targel time to treat
Mechanism of infury

Presentation

Pain

Fracfure — closed

Burn — other

Abdominal pain

Diabetic - glucose over 17
{no ketonuria )

Vomibing — persistent

FPregnancy and trauma

Pregnancy and PV bleed

Stretcher!
Walking With help Smmiile
Lets than 9 9- 14 15 - 20 21 -29 Muore than 240
Lets than 41 41 - 50 51 - 1) 1 - 110 11 - 129 More than 129
Less than T1 71 - 80 a1 - 100 101 - 1949 More than 199
Less than 35 35 - 384 38,5 or moye
Reascts 0 Yoice| Reacts to Pain Unrésponsive

CG-23EMGL-ED1-261222
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Annex-VII

Children Triage Score (3-12 Years, 96-150CM ) TEWS

it etcher/l
Mobility Walking Witn H Ig ® EnE EE w Mohbility
Lozs
RR than 1518 171 22328 3T ormoue RR
i5
Lpzs
HE than &0-79 ®J-39 I00-129 15 or mor_ HR
[=1]
o Cold or Under Hot or Owver
Temp & 35334 i Temp
AVPU Confused Alert Reacts to Voice | Reacts to Pain Unresponsive AVPU

Trauma No Yes Traumsa
3 to 12 years old/96 to 150 om t=ll

Children (3-12 Years.” 26-1"0CM, DLSCIHJ_‘:J_L atcn Llst

ORANGE YELLOW
5 34

Less than 60 mins

Hemorrhage-
Uncontrolied

Disiocation - fingar of
toe

Fracture —compoand Fracture - ciosad
Burn ower 1088
‘Burn—slectrical
T . = Burm - other
Burn - Chemical

Paisoning / Overdase

Abdominal pain

Hypoghyoemia — Mmc = glucose aver 11

Diabetic — glucose over

glucose less than 3 "B k=tonuria 17 {no Ketonuria)
Dighydration Inappropriats history
‘PR bleeding Inappropriste history
Severs Wioderats

Senior Healthcare Professional’s [ﬁsu'e‘_linn

CG-25EMGL-ED1-261222
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Annex-VIII

Infant Triage Score (<3yrs. <95CM) TEWS

3 2 1 0 1 2 3
e Mormal for Stratcher/im
e Age miohile ¥
: Less tha
BR sm " | capias 3639 A0eag Shar more RR
L tha
HR Esm " 7079 20-130 131-159 160 or mare HR
: Cold or
— Hat O Cuear
Temp Uinder 35334 . Temp
334
35
| EwBU Adart ".I'ﬂ'-cem Reacts to Pain Unresponsive AU

T o mone

Immediate

Miechanism
of Infusy

Drooling

Sarador

Seizure — Currernt

Dislocation - ‘ﬁngeruf |
toe

Fracturs - dosad |

Unabie toweght bsar

Prasantaton

Burm—face [
inhalation

Burn - other

Abdominal pain

Hypogiycemia —
glucose lass than 3

\omiting - parsistent
Mot feeding
Mot urinating
Inappropriste history
Prolonged or
uninterrupted crying
hoderzte

Senbor Hoaltd are P Ii:"_'__' ; 5_"” .-!1
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Annex-IX

Examples of Triage systems and Triage Scoring Systems

internationally in vogue

Scoring System

Countries /regions

The “Triage Revised Tr.un.a S¢ r2.r TRTS",

Western Europe

The Injury Severity Score (I1S5)

Score based on severity of injury to the human body from 0 to 75 is
assigned into the followingz catezories:

A: Face / neck / head

B: thorax / abdomen

C: extremities / external / skin

Each category is scored from O to 5, using the abbreviated injury scale
{fram un injured to the critically in ured) which is then squared and
summed to create the 155, A score of 6 tor un survive-able can also be
used tor any of the three categories and automatically set the score to
75 regardless of other scores

Developed in
Maryland, USA and
internationally
used to determine
severity ot trauma
and probability of
mortality

In the UK, Smart Incident Command System is the commonly used triage
system, where casualties are graded from Priority 1 (needs immediate
treatment) to Priority 3 (can wait for delayed treatment). with an
additional Priority 4 (expectant, where patients are likely to die even
with treatment). However, only senior medical authority can assign and
pronounce such category.

. . Dead — patients with trauma score 0 to 2 & are beyond help

. - Priority 1 — patients who have a trauma score of 3 to 10 (RTS)
and need immediate attention

. D Priority 2 — patients with trauma score of 10 or 11, can wait for
transport to definitive medical attention

. - Priority 3 — patients who have a trauma score of 12 (maximum
score) and can be delayed before transport from the scene

United Kingdom

Finland:
Triage is performed by a paramedic or an emergency physician using
the four level scale given as under:

Can wait
Has to wait
Cannot wait

Lost
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The Preliminary assessment is done by the first ambulance crew on
scene, and then by the first doctor arriving the scene. At the treatment
facility, a 90 second full body assessment is done followed by triage as
per following classification:
T1 Acute danger for life : immediate transport and
immediate treatment
T2 Severe Injury (constant observation, early
transport and rapid treatment)
T3 Minor or no injury : treatment when practical
T4 No or small chance of survival: observation &
Analgesia
Deceased : (injuries not compatible with [ife)
- identification
United States of America
First responders could be police, fire rescue, paramedics, or community
individuals with disaster training, trained to perform first aid, by using
basic lifesaving and rescue technigques.

e [ immediate: The casualty requires immediate medical attention
and will not survive if not treated soon. Any compromise to the
casualty's respiration, hemorrhage control, or shock control could
be fatal.

. |:| Delayed: The casualty requires medical attention within & hours.
Injuries are potentially life-threatening, but can wait until the
immediate casualties are stabilized and evacuated.

. . Minimal: "Walking wounded," the casualty requires medical
attention when all higher priority patients have been evacuated,
and may not require stahilization or monitoring.

. . Expectant: The casualty is not expected to reach higher medical
support alive without compromising the treatment of higher
priority patients. However, care should not be abandoned, as they
would deserve time and resources available after Immediate and
delayed patients have been treated.

France France
The Pre-hospital triage is undertaken in France by using the following
four level scale

DCD | Deceased

UA Urgence absolute

UR Urgence relative

UMP Medical — psychological urgency (lightly wounded or

| just psychologically shocked])

Germany Germany

| United States of

America

CGE-23EMGL-Ed1-261222 Page 108 of 129




GUIDELINES FOR EMERGEMNCY DEPARTMENTS OF HOSPITALS

Canada

{Started as triage by Primary Care level paramedics, in Victoria General
Hospital, Nova Scotia, Canada )

Canadian Triage and Acuity Scale (CTAS,

This model is being used by paramedics and emergency room nurses for
routine emergencies, and allows for pre-arrival notifications, toa. This
model contemplates categorization of all incoming patients by using
both injury and physiological findings, and ranks by severity from 1
{highest) to 5 (lowest). The system is not being used for mass casualties.

Level Description Should be seen within:
1 Resuscitation 0 minutes
2 Emergency 15 minutes
3 Urgent 30 minutes
4 Less urgent 60 minutes
5 MNon-urgent 120 minutes

Canada

The Australian Triage Scale (ATS) formerly National Triage Scale

The scale ranges from level 1 {most critical) to level & {least critical or
non-urgent, with assigned priorities as under:

Level Description Should be seen within:
1 Resuscitation 0 minutes
2 Emergency 10 minutes
3 Urgent 30 minutes
4 Semi-urgent 60 minutes
5 Mon-urgent 120 minutes

Australia and New
Zealand

Simple Triage And Rapid Treatment [S.T.A.R.T)

Being very simple, even the emergency personnel with little training can
use,

Triage separates the injured into four groups:

» The expectant who are beyond help

¢ The injured who can be helped by immediate transport
+ The injured whose transport can be delayed

» Those with minor injuries who need help less urgently

Triage also sets priorities for evacuation and transport as follows:

Deceased are left where they fell. These include thase who aren't
breathing and repositioning their airway efforts were unsuccessful,

+ Immediate or Priority 1 (red) evacuation by Airlift if available
or ambulance as they need advanced medical care at once or
within 1 hour, These people are in critical condition and would
die without immediate assistance.

s Delayed or Priority 2 (yellow) can have their medical evacuation
delayed until all immediate people have been transported.

California
Emergency
Workers in
earthquakes
[community
emergency
response teams)

CGE-23EMGL-Ed1-261222 Page 100 of 129




GUIDELINES FOR EMERGENCY DEPARTMENTS OF HOSPITALS

These people are in stable condition but require medical
assistance.

+ Minor or Priority 3 (green) are not evacuated until
all immediate and delayed persons have been evacuated.
These will not need advanced medical care for at least several
hours.

Continue to re-triage in case their condition worsens, These people are
able to walk and may only need bandages and anti-septic.

Jump Start (pediatric) Triage

This Mass Casualty Incidents (MCI) triage tool is a variation of the
5.T.A.R.T model, designed for triaging children from infancy to eight
years of age.

Hospital (in-patients) Triage Systems

On arrival of the patient in the Emergency, as a first step, the hospital
triage nurse would assess the patient, so as to determine priority for
admission in the emergency and for treatment.

In every larger, tertiary care hospital having a significant patient flow
into the Emergency Department, there should be a well-defined process
of decision making regarding admission and discharge/referral (internal
and for external) in the Emergency Department. There should be 3
process owner body or team to manage available bed strength that may
include Head Nurse of the floor, and the senior internal medicine
specialist (full time Emergency Physician). The team should have a
defined process and a well-considered operational plan, so as to
facilitate the emergency room physicians and nurses towards deciding
which patients have been stabilized and can be transferred, and
simultaneously which / how many requests for new admissions can be
accommodated.

Decision regarding admission or referral is made by the Emergency
Room Physician, by also conside.ing a ailawie bed space and hospital's
capacity. Similar decision making is done by the surgical, orthopedic and
neurosurgical (if available) teams in the Emergency Department.

Conventional Classification of the Triage process

¢ Black/ Expectant: These are the patients so severely injured that
they will die of their injuries in hours or days. Examples include large
area burns, lethal radiation dose, severe trauma to head or chest,
or in life threatening medical crisis, that are unlikely to survive
(cardiac arrest, septic shock ete.)

* Red/Immediate: Such patients cannot wait, and require immediate
surgery or other life-saving intervention, and have first priority for
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treatment, or transport to the advanced facility level. Such patients
are likely to survive with immediate treatment.

* Yellow / Observation: Such patients are stable for the moment, but
require watching by trained persons and frequent re-triage.

* Green / Wait: (Walking wounded) these are the patients requiring
doctors’ care in several hours or days, but not immediately.

Examples include soft tissue injuries, fracture of small bones (nota
compound fracture).

¢ White/ dismiss: (walking wounded) such patients may have minor
injuries where first-aid and home care would suffice and the injuries
may include scrapes, minor burns or superficial cuts.

(Source: wikipedia search|
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Referral Guidelines

Annex-X

GUIDELINET FOR REFERRAL / TRANSPORT OF
CRITICALLY ILL /INJURED PATIENTS

“reamble

As pertr.e .nternatioually accepted Standard Operating Procedures (SOPs), re.erral isa | roce s whereby
the healtncare provider or a iealth jacility seeks assi tance of healthcare providers having oetter
eperti-e and higher-level facilities to take over the re.ponsibility to «1ana e the particular clinical
condition of the patient Typically the health raci.ities where patients are referred from other facilities
are sapposed to have better infrastricture more gualified human resovrce and advanced technology
for diagnosis and management of patients re juiring specialized care. Nhile referral of patients in need
of specialist advice from a _eneral practitioner to a specialist clinic or hospitas is a norrn, referral of
critically ill patients from one health facility to the other is an issue of concern. 1he referral therefore
need to we regulated in order to ensure safety of the patient during transit, and upon arrival at the place
of referral.

The Public sector Healthcare system in Pakistan comprises of primary, secondary, and tertiary level
healthcare facilities. The Primary health care facilities incwde basic health units (BHuJs!, rura
dispensaries, mother and child health centers MCHCs) and the rural heaith centers [RHUs). These
facilities are manned by essential staff to provide preventive and promotive heaithcare bedsides,
treatment of minor ailments. The services are delivered through facility-based staff supported by
outreach teams. Secondary evel healthcare facilities, include Listrict Headquarter (Dr Q) and Tehsil
headquarter {THW) hospitals, which provide specialized care on both outpatient and in-patient basis in
addition to the primary healthcare package. The DHQO and THQ hospitals also take referrals not only from
the AHCs /BHUs but also from the private healthcare providers/ healthcare facilities. Tertiary care health
facilities are mainly located in mega cities and are affiliated with undergraduate and postgraduate
teaching and research institution. 3econdary and tertiary care facilities are generally open on 24/ ¢ basis
and provide specialized and super speciali.ed healthcare to the patients directly approaching these
facilities as well as to the referrals from the public and private sector.

Although the wovernment is the largest single provider of the healthcare services, the private sector,
has emerged In a big way during the three decades by establishing small, medium and mega private
hospitals in addition to the clinics of general practitioners {GPs). The private sector facilities, providing
varied range of healthcare have grown as for-profit business ventures over the years particularly in the
peripheral districts. Most of these for-profit facilities except for those located in metropolitans howe-er,
are genearally deficient in terms of infrastructure gualified human resource and eqguipment required for
providing specialized healthcare and handling complications of medical problems.

The poorly equipped and inadequately manned peripheral health facilities would more often, initially,
accept any incoming patient, and would attempt definitive treatment / procedure, e.g. narmal vaginal
delivery, or an appendix surgery etc. However, during the subsequent course of treatment, in case of
complications, the treating person would try to shift the patient in a precarious condition, by making a
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hasty referral to the nearest (often a public sector] secondary level healthcare facility. The secondary
tevel facility in turn, would refer such cases to the nearby tertiary care facilities including the provincial
capital. As such, insufficient backup facilities, inadequately qualified and trained human resources, and
lack of facilities for 24/7 critical care at such peripheral health facilities is the most common reason of
referrals.

Referring patients from lower level to the higher-level facilities for specialized care to the patients and
for handling the complicated cases is a common practice both, in public as well as private sector. Major
bulk of referrals is however, made to the tertiary care hospitals in the public sector. Since neither the
catchment area of the public and private sector facilities is prescribed, nor the referral pathway Is
defined, the referrals are made based on the discretion of the referring facilities or sometimes based on
the choice of the patients/ families. The referral should be an important tool to ensure continuity of
care provided to the patients by ensuring access to relevant services for physical, psychological and
social needs through all the stages of referral process. All referrals to higher-level facilities for specialized
care, whether for the critically sick or the elective cases, should contain essential documentation
regarding the disease condition. The documentation should inter-alia cover the preliminary assessment,
treatment provided, lab investigations performed and the pertinent information regarding the referral
facility along with the purpose of referring. In case, the referred patient needs medical care during
transportation that should be accordingly managed.

Following guidelines need to be practiced by all healthcare facilities both, public and private in letter
and spirit while referring the patients:

i. & typical referral would require stabilizing the patient, informing the patient’s family, identifying
the need for a nursing escort {if so required), identifying a caregiver, and prepare for the
transport.

ii. The referral documents must contain patient’'s identity, medical details and the general
condition,

iii.  The Injured Persons (Medical Aid) Act, 2004 explains "injured person” as a person injured due to
traffic accident, assault or any other couse who s in need of on immediote treatment. The Act (in
terms of Section 6) further provides that an injured person shall not be shifted from a hospital
until he is stabilized or the requisite treatment is not available in such hospital and while shifting
him to another hospital, the doctor concerned shall complete the relevant documents with
regard to the clinical conditions of the patient and hand over such documents to the concerned

doctor of the receiving hospital.

iv. Such record referred above shall be maintained by the referring hospital as well as the receiving
hospital and the In-charge of the hospital shall be responsible for ensuring that such record is
kept in a safe custody where it cannot be tampered with; provided that where necessary an
injurad person shall not be shifted unless he is accompanied by a doctor of the referring hospital.

v.  Section 5 of the Punjab Emergency Service Act, 2006 empowers Rescue Service to arrange
transport (transport vehicle or ambulance) where necessary for carrying persons requiring
emergency medical treatment to the nearest hospital emergency or healthcare unit having such
arrangements. Section 17 of the said Act also enables the Emergency Officer or the Rescuer to
administer such life safety procedures as are consistent with their training and competence.
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vi.  The Minimum Service Delivery 5tandards (MSDS) prescribed by the Punjab Healthcare
Commission, under its regulatory framework, provide clear mechanism and 50Ps regarding
referring any type of patients to other hospitals for specialized care. The following provisions
are relevant and are to be followed mandatorily by the HCEs while making referrals of the
patients:

5::::::::' f Relevant provision
Eira o Pitiants i Discharge to home or transfer to another organization is
documented
(coP-1): ii. The referral record must contain advice and information for the
standar? 3 patient and the other clinician or treatment facility adequate to
i ot 6 ETI'lSILirE sL ppml't, recovery, ongoing treatment and follow up that is
clinically required
- Cop-3: i The HCE defines and displays whether high risk obstetric cases can
be cared for, or not
Standacd5 ii. it is imperative for the hospita: to inform ifs obstetrical patients of
Indicator 26 the high risk and its capabilily to provide services for these cases
iii. The hospital also has to inform about its capability to provide care
to high risk obstetric cases to those practitioners and facilities that
might refer such patients
Information i When a patient is transferred to another hospital, the medical
Management record should contain the date of transfer, the reason for the
Fystem transfer, and the name of receiving hospital
(IM5 2 10) ii. The referral medical record of such patients should contain the
standard 29 results of any diagnostic investigations and any treatment renderad
indicator 151 pricr to transfer and the clinical status of the patient
vii.  The M5D5 Reference Manual, 2013, provided with the M5D5 prescribed by the PHC entails that,
in case of transfer to another facility, details regarding medical history of the patient,
investigations / proceduras performed, treatment provided, reasons for referral and name of
the hospital to be referred will be recorded in the prescribed referral form. It further provides
that in such cases, 50Ps regarding patient transfer shall be strictly followed in order to ensure
proper care during transportation and handing over of the patient to the referred facility.
viii. Accordingly the ambulance for transportation of the critically ill patient upon referral must be

adequately equipped and staffed to manage the patient during transit, and to sustain the life of
the patient without putting him/her to extra risk during transportation. In addition to the
provisions of Section & of "The Injured Persons (Medical Aid) Act, 2004” the provisions of the
other applicable law are reiterated as under:

a. The rescue vehicles, ambulances and patient transport vehicles must comply with the
minimum standards and code of conduct prescribed by the Punjab Emergency Service in
terms of the provisions of Section 5(1) [n) of the Punjab Emergency Service Act, 2006

b. In terms of Section 22 of the Punjab Emergency Service Act, 2006; the Emergency
ambulance and rescue vehicles have to satisfy such reguirements as laid down by the
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.

xii.

Xiii.

wiv.

service; and where a vehicle does not fulfil the requirements laid down by the Service, it
shall be used as a patient transport vehicle, and shall not use any siren or a warning light
other than a round yellow warning light.

The Reference Manual further explains the detailed reguirements for the HCEs claiming to
provide care of high-risk pregnancies. These inter-alia, include an established laboratory with
facility to perform all relevant tests, the blood bank facility that ensures availability of all rare
blood groups and blood products, and an intensive care set up with multidisciplinary team for
critical cases.

In case the facilities, human and material resources available in the hospital are considered in-
sufficient, referral of the patient must be made at the earliest to the nearest competent health
facility.

There should be close professional links with the referral hospital/s providing specialized
services to, ensure provision of necessary emergency care including maternity services not
available in the referring hospital. Further, there should be a roster to indicate 24-hour
arrangements for on-site availability of a suitably gqualified and experienced doctor and an
anesthetist in case of an emergency; in addition to other required essential staff,

The M3DS further provide that in case of referral to another hospital, there should be a written
communication from the referring facllity, and it should have acknowledgment from the
receiving hospital in its record.

There shall be written procedures to be followed by staff to arrange consultation with physician,
surgeon and pediatrician for patients with medical or surgical needs.

As such, all patients who present with an emergency medical condition, irrespective of their
ability to pay, must receive treatment fo the extent that their emergency condition is medically
stahilized so that no material deterioration of the condition is likely within reasonable medical
probability.
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PRE-CONDITIONS FOR A GOOD REFERRAL

Present Disease
Condition AND AND AND
Present Disease Favorable The patient {and /for the family)
Condition is life prognasis is also expresses consents to the
threatening present in the proposad referral
OR Adequate place of referral,
There is Risk of treatment is not and will be
irrevarsible loss of / no more accessible/
Functions svailable inthe available to
OR present facility/ | patient if referred
Available Treatment area

inthe present health
facility has failed
OR

The clinical condition
presents a significant
obstacle to leading 3
normal life and
achieving self
sufficiency

(Construsd from Standard Operating Procedures of Medical referral of Persons of Concern n £ opia, UNHCS
Riarer, £o15)

EATH Medical conditions where referral may not have any advantage or the referral may not be
justifiable and in cases where treatment is particularly costly and/or in cases of uncertain
prognosis, referral should not be considered. Hence, referral should not be recommended, for
such conditions that include the following:

3. degenerative diseases and for which there is no known or little likelihood of cure;

b. chronic diseases which do not benefit from referral within the national / provincial health
system;

c. healed and inactive lesions resulting from past illnesses or injuries such as an asymptomatic
bullet in the body;

d. terminal diseases, including terminal cancers, chronic liver diseases and end-stage renal
failure;

e. irreversible disabilities for which rehabilitative service is locally available or which cannot
further benefit from any form of treatment;

f. irreversible neurclogical damage for which rehabilitative service is locally available or which
cannot not further benefit from any form of treatment;

g. other health conditions requiring sophisticated surgery and medical care exceeding what is
normally available to the general public, e.g. kidney, liver or heart transplant, and major
skeletal reconstruction (in  such cases, other options such as disability
compensations/palliative care/alternative madicine may have advantage, or more suitable
to the patient);
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{Reference: Standard Operating Procedures of Medical referral of Persons of Concern in
Ethiopia, UNHCR March, 2015)

xvi.  Responsibility / role of Hospital receiving the referral:

ad.

g
h.

It should be necessary to communicate impending referral fo the receiving facility in order
make an appointment or other arrangemenits for the referral, or to let them know of the
pending arrival of an emergency case.

In case the patient is very ill, it might be necessary for a health worker to accompany them
to the receiving facility.

The Emergency or OPD section of the receiving facility will make necessary preparatory
arrangements in anticipation of arrival, to accept and manage the number of such
referrals

Preferable to have separate counters for receiving the referrals and necessary referral
documents

To provide necessary level of specialized care to the patients and document the treatment
provided

Plan rehabilitation / discharge to home or refer back to the original health facility for
follow up treatment

Provide feedback to the referring hospital and to the central system if so estzablished
Maintain update data and records of patients received through referral

Ensure complying with the medico legal requirements as applicable

Role of the Specialized Healthcare and Medical Education Department and the Primary and
Secondary Healthcare Department Government of Punjab

The Specialized Healthcare and Medical Education Deparitment as well as the Primary and Secondary
Healthcare Department Government of Punjab may circulate the above stated Guidelines /50Ps
amongst all the teaching / tertiary care hospitals and the THQ/DHQ hospitals for compliance in letter

and spirit.
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Power Failure: SOPs to ensure patient safety in the w_ke of po.-er
failu.e

Annex-XI

Power Failure and SOPs to ensure patient safety in the wake of
power failure

Reports of intraoperative power il e, Abb eviations: OR —operati=Z r_in PACU
care w1 ESU

v_zt-anesthesia

electrosurgical =ni.; LT — tensive care unit, CAC - coroaury avtery bypass graft, CPb

card:opubnonary bypass, ACE —actt . atew ciotting thne, TOF — tram-o-fow; TTVA - total intravenous
anesthesia

Year

Scenario

Root Cause

T Cutcome:

Recommendatioa

2010

Complete loss of
power on two
consecutive days
S operations in
progress

Outage lasted 13
minutes on day 1

and 9 minutes on
day 2

Fault within the
switching panel
that controlled
whether the
hospital used
municipal power
or emergency
generator power

Unclear if
generators
worked

Anesthesia monitors
failed and "clinical
monitoring” was
wsed until portable
transport monitors
arrived

Video towers and
imaging systems
failed

Surgical lights,
ventilators, gas
delivery systems and

CPE continued
because of built-in
batteries

An uninterruptible power
supply system for the OR
should be installed as this
would allow at least one
hour of power in the ORs in
order to complete ongoing
procedures

Staff should be familiar
with power requirements
of equipment
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Partial hospital
power failure with
loss of power to
Emergency
(generator)

system

8 operations in
progress, including
a craniotomy,

During
construction of a
phase loss relay
in main hospital
circuit become
dislodge,
simulating loss of
municipal power
A critical branch

= Whipple transfer switch
= procedure, and then connected
e kidney transplant haspital power
Dutage lasted 15 to an emergency
minutes generator that
was disabled for
servicing
“Red outlets”
that were
supplied by
generator lost
power
Complete loss of Multistate power | Room lights failed Anesthesiclogists have a
hospital power outage Anesthesia machine critical leadership role in
Emergency (Mortheast display and monitors the OR during crisis. Clear
generators failed blackout of worked, but communication Ef"d
in wing of hospital 2003) ventilator bellows thGUEl’_“TU} plan!'nng are key
with operating could not be seen in to avoiding panic
room, but the dark Daily equipment checks
functioned TIVA initiated. should include flashlights
elsewhere Patient ventilated and batteries in every room
Complex oral and with self-inflating The battery life of
miaxillofacial resuscitation bag and | anesthesia equipment
operation in tank oxygen should be determined
progress Once portable lights Consider resuming
W) Outage lasted confirmed normal spontaneous ventilation
a days bellows function and under anasthesiz as a
™~

pipeline gas supply,
anesthesia machine
resumed ventilation
with volatile agent
Operation was
suspended, patient
was left intubated
and transported to
PACU

Operation completed
the next day in a
different building
which had generator
power

safety precaution in case
anesthesia machine battery
fails’

CG-Z5EMGL-Ed1-261227

Page 119 of 129




GUIDELINES FOR EMERGENCY DEPARTMENTS OF HOSPITALS

Complete loss of
hospital power

3 operations in
progress: ankle
fusion, pelvic
extenteration, and

Fire in electrical
vault

Electricity still
supplied to
Building by
municipal power

Flashlight used for
light source in ORs

Anesthesia machines
continued to
function on battery

Create emergency staffing
plan that identifies specific
staff membear
responsibilities and roles
Battery operated ESUs and
suction should be available

radical neck but unabletobe | Wall suction failed Perform mock disaster
dissection distributed and portabie suction drills quarterly
Outage lasted >1 throughout unit used Pharmacy services should
week, rgquiring hCI-SlpltEH Electrosurgical units have a plan to ensure
Z EUECI:JE’E}DH 1:‘:f all Main and backup Failedl and battery. availability of medications
E hospital patients Ei:fr?méﬂ " powered bipolar eye to operating rooms
yed by fire electrosurgical units Flashlights and paper
and vessel ligation intraoperative records
were used to achieve should be available in ORs?
hamostasis
Automated drug
supply cabinets
failed
All operative
procedures were
near completion and
incisions were closed
Complete loss of Construction Room lights failed Emergency gensrator
hospital power wiarkers except for one light planning should take into
Both emeargency accidentally with a back-up account the load placed on
generators failed drove a steel pile battery one generator in case a
Carotid through the Anesthesia machine second generator fails®
endarterectomy in :7155Pit_5'|'5 main ventilator continued
prograss INCoMINg power to function
Outage lasted 30 cables Patient monitors
Frinees The first failed, including gas
generator did analyzer and
not start at all. capnography.
2 The second Surgeon watched
< generator pulsations of the
started, but was carotid artery until a
quickly portable monitor
owverloaded and was available
then failed Capnography and
agent monitoring
remained
unavailable
The case was
aborted, and the
patient was taken to
the ICU
Complete loss of
hospital power
Ongoing cardiac
case with patient
on CPB
o Outage lasted 53
= minutes
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1993

Operating room
loss of power. No
mention of other
hospital areas

Ongoing
laparoctomy
Emergency
generators
worked for
approximately 3
minutes, then
failed

Outage lasted 45
minutes
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Annex-XII

Hospital Emergency Experts and Resource Persons Consulted

Emergency Experts / Resource Persons

1. Prof. Dr. Shoaib Shafi, President, College of Physicians and Surgeons, Pakistan
2. Prof. Dr. Khalid Masood Gondal, VC KEMU Lahare

3. Prof. Dr. Ghulam Mustafa Arain, Director Academics, CPSP

4

Dr. Khawaja Junaid Mustafa, Director Clinical Risk Management, Shifa International
Hospital, Representative of Pakistan Society of Emergency Medicine

L

Dr. M. Tehsin, Medical Superintendent, Jinnah Hospital, Lahore

6. Syed Burhan Ali, Representative of Chairman Board of Management, Allama lghal
Medical College and Jinnah Hospital, Lahore

7. Dr. Mishkat Shaukat, AMS (Emergency Department), Jinnah Hospital, Lahore

8. Associate Professor Dr. Nasir Rana, Chairman Emergency Pediatrics, University of
Child Health 5ciences (previously ICH&CH) Lahaore

9. Dr. M. Amnir Rafigue, Director Emergency, Punjab Institute of Cardiology Lahore
10. Dr. Muhammad Azhar, Director Emergency, Bahria International Hospital, Lahore
11. Dr. Mujtaba Chaudhry, Consultant Internal Medicine, National Hospital Lahore
12. Dr.Imran Ahmad Moin-uddin, UDL /Saleem Mermorial Trust Hospital, Lahore

13. Mr. Ali Hassan, Director Emergency, Shifa International Hospital, Islamabad
(coordinator, Pakistan Society of Emergency Medicine)

14. Dr. 5hah Zaman, Deputy Director Emergency, Sir Ganga Ram Hospital, Lahore

15. Dr. M Bakht Yawar, Director Emergency, Mayo Hospital, Lahore

16. Dr. Ziman Amin, DMS5 Emergency Department, Mayo Hospital Lahore

17. Dr. Mishkat Shaukat , Deputy Medical Superintendent (A&E), Jinnah Hospital, Lahore
1Z. Dr. Hamza Waheed, Deputy Medical Superintendent (P&D), Jinnah Hospital, Lahore

19. Ms 5ana Ali, Pharmacist / Representative, Directar General Health Services Punjab

PHC Team:

1. Dr. Muhammad Saqib Aziz — Chief Executive Officer, PHC

2. Dr. Mushtag Ahmed Salariya - Director Clinical Governance & Organizational
Standards

Dr, Muhammad Anwar Janjua- Director Licensing & Accreditation

Dr. Shamoon Massoud, Director Complaint

Dr. Qamar Salman- Additional Director Monitoring & Evaluation & Quality Assurance
Dr. Shahid Amin- Additional Director, Standards Development & Dissemination

Dr. Muhammad Faroog Adeel, Additional Director Enforcement

Dr. Imtiaz Ali - Deputy Director, Standards Development & Dissemination

Dr. 5ana Hasan Deputy Director, Standards Development & Dissermination

ol e L S ol o

D6 23-12-22 page 114 of 121



GUIDELINES FOR EMERGENCY DEPARTMENTS OF HOSPITALS

References and Bibliography

List of References:

1.

10.

11.

12.

13.

14,

15,

16.

Emergency department design guidelines, Australian College for Emergency Medicine,
October 2014

1€l survey process guide for hospitals, 7 Edition 2020, Joint Commission Resources, Dak
Brook, lllinois, USA

Injured Persons Medical Aid Act, 2004
Punjab Emergency Service Act, 2006

mational reference manual on planning and infrastructure standards, Ministry of Housing and
Works, Environment and Urban Affairs, Government of Pakistan, 1986

Emergency Care System Assessment Pakistan, 2017 (available at https://phkh.nhsrc.pk
[sites/default/files.pdf)

Standard Operating Procedures (5.0.P) Manual for emergency medical services in teaching
hospitals of the Punjab; Department of Health, Government of the Punjab, October 2003

MNeed assessment of trauma centres in Punjab, 2018, Report by the Punjab Economic Research
Institute (PERI)

Meed assessment of trauma centres in Punjab, 2018, Report by the Punjab Economic Research
Institute (PERI) p-24

Minimum service delivery standards Reference Manual by Punjab Healthcare Commission,
2013

50Ps, Manual for emergency medical services in teaching hospitals of the Punjab; Department
of Health, Government of the Punjab, October 2003; pp 14,37,38 & 42

Hyder &.A., He. 5., Zafar W., Mir.M.U, Razzak |.4 et al, One hundred injured patients a day:
multicenter emergency surveillance of trauma in Pakistan, Elsevier Ltd, 2017

Director General Health Services Punjab, District Health Information System Annual Report,
2019

Muhammad * .A., Noor U.H, Muhammad N, Sarosh F, Masir H; Impact of triage system
impelemntation in Fatima Memorial Hospital Emergency Department, PIMHS vol.12, No.4 Oct-
Dec 2018

Khursheed, M., Fayyaz, 1., lamil, A. Setting up triage services in the emergency department:
experience from a tertiary care institute of Pakistan. A journey toward excellence; Journal of
Ayub Medical College, 27(3), 2015, 737-740,

M. K. Dalwai, K. Tayler-Smith, M. Trelles, I-P. Jemmy, l. Maiker3, M. Twomey, ef al,

Implementation of a triage score system in an emergency room in Timergara, Pakistan, Public
Health Action 2013, March 21; 3{1):43-45

CG-25EMGL-Ed1-261222 Page 123 of 129



GUIDELINES FOR EMERGENCY DEPARTMENTS OF HOSPITALS

17.

18.

18,
20.

21,

22
23.

24,

25.

25,

27.

28,
29.

30.

31,

32

33

34,

Rehmani, R., Editorial - Emergency Medicine: A Relatively New Speciality JMPA Vol.54,,
MNo.5 May 2004

Saleem S.G., Haiduer K.F,, 3alman 5, Samad L., Yasin Z, Rybarczyk M, Bridging the gap in
emergency medicine in Pakistan: West | Emerg Med 2020 Mar 21(2)

Triage Pk: Outline from Dr. Naveed Aziez, Australia; email dated February 287, 2022

Masr A, Tomasich S.F., Collaco |, Abreu P, Namias N, Marttos A, The Trauma Golden
Hour: A Practical Guide; 2020

Abhilash KP, Sivanandan A. Early Management of Trauma : The Golden Hour. Curr Med Issues
2020; 18:36-9

Indian Health Facility Guidelines;Part-E, Engineering, Draft 1.2, July 2014

International Health Facility Guidelines; Part B, Health Facility Briefing & Design,
October 2016

International Health Facility Guidelines; Part B, Health Facility Briefing & Design,
September, 2017

Anderson H, Scantlebury A, Leggett H, Brant H, Salisbury C, Benger |, Adamson 1. Factors
influencing streaming to General Practitioners in emergency departments: & qualitative study.
Int 1 Nurs Stud, 2021

International Health Facility Guidelines, part-B, Health Facility Briefing & desing,
Version 5, Sept 2017

Wiggermann M, 3mitt K and {umpar D, What bed size does a patient need ? The relationship
between body mas index and space required to turn in bed 2017 Nov; 66(5):483-482

Ajami K; Triage; a literature review of key concepts; JPMA, Vol 62, No.5., May 2012

Rominski 5, Bell 5. A, Oduro G, Ampong P, Oteng R, Donkor P, The implementation of the
South African Traiage Score (SATS) in an urban teaching hospital, Ghana: African Journal of
Emergency Medicine (2014}4, 71-75

Ana paula Santos de Jesus, Meiry Fernanda Pinto Okuno, Cassia Carolina Barbosa Telxeria
Lopes and Ruth Ester Assayag Batista "Manchester Triage Ssytem: Assessment in an
“mergencgy Hos; ital Service"Rev Bras Enferm.2021:, 4{3,e20.0_361.

Ministry of Health Ghana, Accident and emergency services policy and gidleines,
October, 2011.

Department of Health, Government of the Punjab, SOPS for Emergency Medcial Services in
Teaching Hospitals of Punjabm October 2003

Purdu University, Indiana; Standard operating procedure Laboratory electrical power
failure

Henderson W.]., Centre for Patient Oriented Research (WJGCPOR) and Kingston Health
Sciences Centre (KHSC) & Reserch Institute; Standard operating procedures, 2017

CG-25EMGL-Ed1-261222 Page 124 of 129



GUIDELINES FOR EMERGENCY DEPARTMENTS OF HOSPITALS

35. Guidelines for State, Local, Tribal, Territorial and Private sector partners; Healtheare
facilities and powere outages, USA August 2019

36. Ittefag Hosptial Trust, Department of Emergency: (Infrastructure, Human Resource,
logisitics & spplies, SOPs)

CG-25EMGL-Ed1-261222 Page 125 of 129



GUIDELINES FOR EMERGENCY DEPARTMENTS OF HOSPITALS

Bibliography

Source

Relevance [ title

Daily C42 dated Saturday
January 15, 2022

“Death of humanity in Services Hospital; 30 year old Hamid dies
without treatment, agiating relatives subjected to torture”

Daily Dunya dated Sunday
January 16, 2022

“death of pateint: recommendations to terminate ser.ices of 4
doctors”

Daily Dawn dated 16Y

lanuary, 2022

Services MS seeks major penalty against four YDA members

Daily Dawn dated 23™
lanuary, 2022

Editorial: Medicolegal Flaws

The Frontier Post

Lahore’s hospitals lack basic facilities

No.M5-184/SH dated 14™ | Report to the Secretary SHC&ME Deepartment titiled “Initation of
January, 2022 Action under PEEDA Act, 2006 against doctors of Young Doctors
Association on account of Misconduct / iefficiency/subversive

activiites”
No.Nil Date Nill. “Inquiry Report regarding death of patient (named Hamid) in
Inquiry Report: Emergency Department of Services Hospital Lahore and

subsequent events”
Signed 07" February, 2022 by Secretary SHC&ME

KMUJ 2013, Vol 5. No.4

Aggression and Violence towards medical doctors and nursesin a
public health care facilitiy in Lahore Pakistan: a preliminary
investigation

The Journal of Emergency
Medicine, 2011 Elsevier Inc.

Violence and Abuse faced by junior Physicians in the Emergency
Departmetn from Patients and their caretakeers: a nationwide
study from Pakistan

The lournal of Emergency
Medicine, Vol 54, No.4, pp.
558-56. 2018 @ 2017
Elsevier Ine.

Vinlence against health care providers : 2 mixed method study
from karachi, Pakistan

BMC Public Health 2021
21:330

Prevalance and determinants of violence agaisnt healtheare in the
metropiltican city of Peshawar: a cross sectional study

Annals of Medicine & | Violence against doctors, a serious concern for healthcare

Surgery (2018) organizations to ponder about

BMI Open, 2021 Managing violence against healthcare personnel in the
emergency settings of Pakistan: a mixed methods study

6™ March, 2022 A talk by Prof M Shoaib Shafi (CPSP) on FCPS Emergency Medicine

JIAMA  Internal Medicine, | Nine Lessons Learnt from the Covid-19 pandemic for Improving

pulished online July 23,2021

Hospital Care and Healthcare Delivery

CG-25EMGL-Ed1-261222

Page 126 of 129




GUIDELINES FOR EMERGENCY DEPARTMENTS OF HOSPITALS

Reference Name & date

Subject / relevance

1Pak Med Assoc Vol.62, No.5,
May 2012

Short Review: Triage; a literature review of key concepts

Vol.14, No.3 The lournal of
Trauma, USA by The Williams &
Wilkins March 1974

The Injury Severity Scare: A methad for Describing Patients with
Multiple injuries and Evaluating Emergency Care

West ] Emerg Med 2020 Mar;
21(2): 233-234

Bridging the Gap in Emergency Medicine in Pakistan

African Journal of Emergency
Medicine (2014)4, 71-75

The Impelmentation of the South African Triage Score (SATS) in
an urban teaching hospital, Ghana

Power point Presentation

Establishment of 1000 bedded General Hospital, lahore (Phase-l)
by Infrastructure developmetn Authority of Pakistan (IDAP)

WHO Reginal Office Europe,
2011

Hospital Emergency Respone Checklist

www, WHO.int/emergencycar
e

Trauma Care Checklist

WHO Abcd of Trauma

Basic Emergency Care course

WHO last update 21 July, 2020

Disease Commodity Packages Covid-19 V5

Classification of health
workforce  statistics, WHO
Geneva

Classifying health workers: Mapping occupations to the
international standard classification

World Health Report, 2006

Health Workers:

MNHS England, 21 March, 2013

Emergency Preparedness, Resilience and Response Framework

Australian Govt Department
of Health & Ageing

Emergency Traiage Education Kit: Triage Quick Reference Guide

Emergency Department Rules
and Regualtions

Tarrance Memorial Medical Center, State of Californea USA

Emergency Guidelines,
Folicies, Procedures and
Protocols

Deptt of Public Health Nurse Protocols for Registered
Professional Murses Georgia USA, 2014

Trauma Table

American College of Surgeans

Ministry of Public Health,
GIRA, Dec 2010

Minimum Standards for Private Hospital and Clinical Facilities
{Islamic Republic of Afghanistan)

SOP for Quality Improvement,
2019

Quality Improvement Secretariat, Health Service Division,
Ministry of Health of Family Welfare, Dhaka

CG-25EMGL-Ed1-261222

Page 127 of 129




GUIDELINES FOR EMERGENCY DEPARTMENTS OF HOSPITALS

Reference Mame & date

Subject [ relevance

Journal of Medical Science,
India, 1998

Patient Focussed Emergency Department by Dr. 5 A Tabish, Sher-e-
kashrmir Institute of Medical Science, 10K

Ministry of Health & Family
Welfare, Govt of India

Indian Public Health Standards (IPHS) Guidelines for Sub-District/
sub-divisional Hosptials (revised 2012)

Indian  Health  Facility
Guidelines (administrative
part)

Indian Health Facility Guidelines, part-A, Draft 1.1., March 2014

Health Facility Briefing &
Design Val-|

16.0 Emergency Unit: Indian Health Facility Guidelines, part-B, Draft
1.2, July 2014

Indian  Health  Facility | Indian Health Facility Guidelines, part-E, Draft 1.2., July 2014
Guidelines (Part-E-

Engineering)

Indian  Health  Facility | (1 to 5) Part-B- Health Facility Briefing & Design (volume —) Draft
Guidelines (Part-B) 1.2., luly 2014

Indian  Public  Health | Part-A5- Guidelines for District Hospital (101 to 500 bedded) 2012

Standards (Revised 2012)

SOP-EP-01, KGHRI, | Emergency Procedures-50P-final- Decemberl-2017; Kingston
Ontario, Canada General Health Research Institute, Ontario, Canada

EPA 800—20-001 | Public Safety Power Shutoff Standard Operating Procedure
September, 2020 Template

Power Safety code for
Licensees

MNEPRA juneg, 2021

PESHC Deptt Notification
datad 30™ lan, 2020

Central Emergency Response Committee (OERC)
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BEFORE THE HONOURABLE LAHORE HIGH COURT, LAHORE

’ W.P No. 75490/2022

MAZHAR ABBAS
-VS-
FEDERATION OF PAKISTAN ETC.

Subject: REPORT ON BEHALF OF THE PUNJAB HEALTHCARE COMMISSION.
Respectfully sheweth: -

1. That the captioned writ petition came up for hearing before this Honourable Court on
02.12.2022 wherein the Petitioner has inter-alia contended that the standard of care at
the EmEIgﬁI'I'B‘}' services of both private and public sector hospitals are not up to the
mark and citizens are suffering on account of the same. It has been further contended
that most of the emergencies are not manned by experienced doctors and are working
without necessary and proper equipment. In view of the directions issued by this
August Court vide order dated 28.11.2022, the Chief Executive Officer (hereinafter
“the CEQ") of the Punjab Healthcare Commission (hereinafier “the Commission™)
tendered appearance on the aforesaid date, whereupon this Honourable Court was

pleased to direct as under: -

"“The Chief Executive Officer of the Funjab Healthcare Commission has
appeared and will file a report on the next date of hearing regarding the
emergency departments of large private and public hospitals in Lahore
initially. He has also_informed that guidelines for emergency department
to be followed by these hospitals are in the process of being complied and
approved. This shall also be done by the Board within the next fifteen days
as the matter is of some urgency. He also undertakes to set up an
inspection team which will visit these hospitals and their emergency
department and file a report regarding the situation on ground.™




PRELIMINARY SUBMISSIONS: -

2. That by way of background, it is very respectfully submitted that in the year 2008, the
then Government of Punjab started working on various aspects of regulating the
‘Healthcare Delivery System® in the province, for numerous reasons, including but
not limited to serve the larger public interests. Local and international consultants
along with relevant stakeholders were contacted in this regard. In the meantime,
unfortunately, the incident of a baby girl namely, Imanae Malik took place and the
then Honourable Chief Justice of the Lahore High Court, Lahore took Suo Moto
notice of the matter, The issue eventually came up before the Honourable Supreme
Court of Pakistan in the case titled as “Doctors Hospital (Pvt) Limited & Another v.
The Government of the Punjab & 3 Others”, CA. No. 736/L/2009 in CPLA No.
2510/L/2009. The Punjab Healthcare Commission has been established in view of the
issues / concerns of the Government of the Punjab as well as those raised by the
Honourable Supreme Court of Pakistan during the proceedings pending adjudication
before the Apex Court in the matter mentioned above,

3 That it was in view of this. matter that the then Government of Punjab made
submissions before the August Court that the ‘Bill’ in this regard has been submitted

Igated. The Punjab Healthcare Commission has been established under the

Wwas promu
provisi:::s-nf Section 3 of the Punjab Healthcare Commission Act, 2010 (hereinafter
“the PHC Act™). A copy of the Punjab Healthcare Commission Act, 2010 is attached
herewith as ANNEX - R/1.

4, That the foremost purposes of establishing the Commission inter alia are to make
its forms and manifestations and to provide for other ‘ancillary matters’. The law
applies to all Healthcare Establishments, public and private hospitals, non-profit
organizations, charitable hospitals, trust hospitals, semi-govenment as well as

autonomous healthcare organizations.

5 That the PHC Act, 2010 assigns Commission the role of a Regulator of the healthcare
" service providers / healthcare establishments in the Province of Punjab, It is duty
bound, not only to lay Minimum Service Delivery Standards (MSDS) for the
healthcare establishments but also to protect the rights of those, who seek or are in

need of Healthcare Services (patients & non-patients) and that of those who deliver
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such services under this system. The most important task, amongst others, envisaged

in the governing law is of registering all the Healthcare Service Providers and issuing

L

.

licenses to the Healthcare Establishments on the bases of compliance with the MSDS
as assessed through a process of inspections by the PHC experts. Moreover, the aims
and objectives of the Commission include, ensuring that proper / appropriate attention

is given to patient-care.

REGULATORY FRAMWORK: -

6. That upon its establishment, the Commission started implementing the following
three pronged strategy to provide for the lacking regulatory mechanism and to
improve quality of healthcare being provided in the healthcare establishments across

the province of Punjab including the Emergency Services being provided thereat: -

a. Development of Minimum Service Delivery Standards (MSDS) for all major types
and categories of healthcare facilities in Punjab;

b Enforcement of the MSDS for grant of regular license to the healthcare
establishments operating lawfully, thus requiring regular inspection of all healthcare
establishments every five years for sustaining the licensed status;

¢. Adjudication of complaints related to medical negligence and alleged failure in
provision of sérvices, and taking action on complaints of alleged medical negligence
and serious non-compliance of the statutes, regulations, guidelines and standards.

DEVELOP F MINIMUM SERVICE DELIVERY STAND 8: -

7. That it is very reverently submitted before this Honourable Court that so far,
following set of Minimum Service Delivery Standards (MSDS) have been developed,
and are being enforced by the Commission after formal approval of its Board of
Commissioners; and notification by the Government of the Punjab:

(i). MSDS for Category-1 Healthcare Establishments (having 50 or more beds)

(i), ~ MSDS for Category II-A Healthcare Establishments (having beds from 31 to
49)

(i), MSDS for Category II-B Healthcare Establishments (having beds from 16 to
30)

(iv).  MSDS for Category I1-C Healthcare Establishments (having upto 15 beds)

(v).  MSDS for Homoeopathic clinics

(vi). MSDS for Matabs

(vii), MSDS for Basic Health Units

(viii). MSDS for Rural Health Centres

(ix). MSDS for GP Clinics, Specialist Clinics

3 (x).  MSDS for Clinical laboratories
(xi).  MSDS for Radiological Diagnostic Facilities

8. That each MSDS includes description of the prescribed standards provided under the
g ten main functional areas of the health facility, e.g.,
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I.  Responsibilities of Management | 1.  Access, Assessment and
Continuity of Care
[ll.  Facility Management IV. Care Of Patients
V. Human Resource Management VI. Management of Medication
VII.  Information Management VIII. Patients’ Rights and Education
IX. Continuous Quality | X. Infection Control
Improvement

Under each functional area, relevant standards are described, along with a set of
indicators. The indicators include a description of the actions or processes required to
be accomplished by the health fagility staff as an evidence to the fact that the
prescribed standard has been complied with in letter and spirit.

That in addition to the list of MSDS depicted above, following set of minimum
service delivery standards (MSDS) have been developed by the Punjab Healthcare
Commission which have been duly approved by its Board of Commissioners and have
accordingly been forwarded to the Government of the Punjab for their notification: -

(i). MSDS for Category IIl MCH & Family Planning facilities (OPD services
only)

(i). MSDS for Dialysis Facilities

(iii). MSDS for Psychiatric, and Addiction Treatment & Rehabilitation Facilities

DEVELOPMENT OF REFERENCE MANUAL AND TRAININGS: -

10.

1.

That in order to facilitate implementation of the above stated minimum service
delivery standards, the Punjab He:althcare Commission has also developed its
Reference Manual which provides elaborated description of the standards and their
compliance requirements. The Reference Mianual further provides explanation of the
standard, the actions required to be taken by the health professionals providing the
applicable service to comply with the standard, and the compliance requirements
required to be demonstrated by the health facility staff, as evidence of compliance.
The Reference Manuals include as annexures, sample of various templates to be used
by the health facility staff for demonstrating compliance, for example, sample of

informed consent statement, sample job descriptions, etc.

That in order to facilitate the healthcare establishment in the enforcement of relevant
MSDS, the Punjab Healthcare Commission embarked upon an extensive training
program. Accordingly,691 training sessions were held and 235,502 key hospital
trainers from 20,963 health facilities were trained in implementation of MSDS in their
respective health facilities. In addition to the above training sessions, during the
COVID-19 pandemic, the Commission arranged as many as 78 Orientation seminars
for various healthcare professionals from 2020 till June, 2022 through video-link thus
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interacting with another 2,568 healthcare providers and providing them orientation on

PHC regulatory framework, and their responsibility towards implementing the MSDS

and ensuring quality in healthcare service provision and patient safety.

MSDS PERTAINING TO HOSPITAL EMERGENCY SERVICES: -

12.

13,

14.

That it is very humbly submitted before this Honourable Court that as regards to
specific provisions relating to the Emergency Services in Hospitals, the Minimum
Service Delivery Standards (MSDS) for hospitals prescribed in 2012 lay due
emphasis on provision of emergency services in accordance with law, with the
objective to ensure patient safety. More particularly, Standard 3 indicators 15 to 20,

under the title of Care of Patients (COP-I) require that the Emergency Services are
guided by Policies, Procedures and Applicable laws and Regulations. As such, the

haspital need to have an Emergency Care Policy and plan, covering the administration

of the emergency area including triage, waiting times, admission/registration, legal

hospitals pertaining to provision of emergency services and the corresponding
explanation as provided through Reference Manual are attached herewith as
ANNEXES — R/2 & R/3 respectively.

That the aforesaid standard requires that an HCE should have well thought out and
documented policies and procedures in line with statutory requirements. These
policies and procedures, developed in the light of applicable laws, shall guide and
enﬁaumge pati:nf safety as the overall principle for providing healthcare services to
patients, These documents should include SOPs/Protocols to provide either general
emergency care or management of specific conditions, e.g. myocardial infarction,
acute abdomen, poisoning etc, and shall address both adult and paediatric patients.
The procedure shall incorporate at least identification, assessment and provision of
care. The HCE policy should spell out and ensure availability of all the necessary
equipment in working order, in line with the international standards, required in the
Emergency Department (ED) to function round the clock (24/7) without interruption
of its services.

That it is very humbly submitted before this Honourable Court that the Standard
further requires that the Emergency Department should be appropriately staffed and
must have one to two CMDS.I’EMC!S depending upon the patient load of the HCE in

cach shifl of 8-1/2 hours, with a half hour overlap of duties for handing/taking over of
charge. Instead of night duty of 12 hours i.e, from 8PM to BAM, a uniform duty of 8-
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1/2 hour must be enforced. It should be mandatory to have sufficient experience

and/or a house job in Medicine/Allied and Surgery/Allied specialties for the
" appointment of CMO/EMO. Further, the hospital should make policies ie.

SOFPs/SMPs, on at least the following areas of emergency services:

i

ii.
iii.
iv.
v,
i,
vil.
viii.
ix.

xi.
xii.
xlii.
Xiv,

xxxil.
WAXiii.
XxXiv,

XXXV,
KAXVI,

xxxvil,
XKVl
XXXiX,

po D¢

Emergency Department design

Patient assessment and care

Initial screening exam

Staffing of emergency services

Emergency medical services (EMS)

Continuing education

Disaster plan

Medications

Equipment and supplies

Power failure

Electrical safety

Fire plan

Security/ftraffic control

Inter-hospital transfers

Laboratory down time procedure

Consent

Confidentiality of patient information

Triage

Shock-trauma areca

Patient belongings and valuables

Standing orders

Integration of diagnostic radiology with Emergency Department

Integration of operating room with Emergency Department

Integration of special care units with Emergency Department

Reporting of criminal injury

Invasive procedures

General anaesthesia

Special procedures

Patient transport for radiological procedures

Admission

Return of admitted patients to the Emergency Department

Length of stay in the Emergency Department beyond 8 hours

Injury prevention of unconscious, confused or irrational patients

Social works services consultation

Release of information to media

Pesticide poisoning

Patient discharge

Infection control

Blood borne pathogen exposure in patients presenting to the Emergency
Department
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15.

16.

xl. Visitors
xli. Medical records
xlii. Elective sedation and analgesia
xliii.  Patients pronounced dead in the Emergency Department
xliv. Poisonings
xlv. Tetanus prophylaxis
xlvi. Rabies prophylaxis

xlvii. Major adult trauma
xlviil. Major paediatric trauma

xlix. Adult Medical Resuscitations
|. Paediatric Medical Resuscitations

li. Paediatric Medication Administration

lii. Emergency Department Control Register (ED log)
liii. Quality Control
liv. Follow-Up program - Call Back

lv. Patient Follow-Up procedure
Ivi. Continuous Quality Improvement (CQI)

That Indicator 16 of the above standard requires that the hospital policy regarding
Medico-Legal cases shall be in line with legal requirements with reference to
documentation and intimation to the police. MLC/MLR must be handled by the
medical officers of the Forensic Department where it is available, as in teaching
hospitals; vis-a-vis where a Forensic Department is not available then CMOs must be
given capacity building training. Female victinis of MLC/MLR must be dealt by
t‘cr_nili'é_npmrs. If not available in the Emergency Department, then a female doctor

from the Gynaecology Department must be appointed in the ED, with her name and
telephone number noted. An approved Government Policy/Procedure is to be
followed while handling and reporting Medico Legal Cases.

That similarly Indicator 17 would require that the hospital staff receives awareness
and training regarding the emergency policies and procedures. Whereas, Indicator 18
requires that the hospital policies and procedures should guide the triage of patients
for initiation of appropriate care. Further, for the efficient management of patient _

workload, the following points need to be spelled out by the a:jlministréticn in
consultation with Head of the Emergency Department:

i.  Criteria for identification of “non-emergency cases” presenting to the ED and
requiring little or no clinical care and not needing assessment by a consultant at the
ED. The criteria should enlist inclusions and exclusions and specified timelines for
management.

ii. A pelicy/procedure to sort and manage non-emergency patients.
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s

8.
iii. Assessment criteria should include evaluation of vital signs, age, mobility and
absence of co-morbidities,
That the standard further requires that the patients are TRIAGED con the Basis of
Urgency with which they need medical attention. The Triage Nurse allocates a

Triage Category to a patient based on the statement and/or condition of the patient as
evaluated by the Emergency Doctor
i.  Ensure that SOPs regarding Triage and Treatment is well defined and understood by
all staff.

ii. The SOPs should include management protocols for each category of patient viz.
cardiac, road traffic accident and poisoning etc.

iii.  Ensure clearly defined Roles and Responsibilities.

Indicators 19 and 20 of Standard 3 make in obligatory that the hospital staff is made
aware of, and trained on providing emergency care, while all admissions and
discharge / referrals are documented.

F ACTIONS TAKEN BY COMMISSION AGAINST H R

NON-COMPLIANCE OF MSDS PERTAINING TO EMERGENCY SERVICES: -

18.

19,

That it is respectfully submitted before this August Court that inspection of
Emergency department of an HCE is an integral part of the MSDS ensuring
availability of the documented policy procedures, as mentioned above, awareness of
Emergency Staff is checked and availability of HR according to said roster is verified,
Availability of emergency equipment, stretchers and wheel chairs is looked for.
Essential emergency medicine is examined. All the above is necessary to ascertained
as to how the patients are receiving care.

It shall not be out of place to mention at this juncture that as many as 3756 hospitals
having indoor facilities are registered with the Commission. Qut of these, the
Commission has visited 2179 hospitals for assessment against the MSDS whereupon,
1839 were found non-complaint on the MSDS pertaining to emergency services,
Details of the same is being depicted through the following tables below:

SUMMARY OF CAT-1 HCES (HAVING # OF BEDS 50 AND ABOVE

Type of HCEs e geglns: - ﬁ::::f; Cm: pT:aI::j:cm
Public . 171 169 =
Private 174 152 56

Total 345 321 137

SUMMARY OF CAT II1 HCES (HAVING # OF BEDS 49 AND BELOW)

# of Registered # of HCEs # of Non-

e stHCEs HCEs Inspected | Compliant HCEs




Public 362 48 46
Private 087 1810 1656
Total 3449 1858 1702

Details of action taken by the Commission against 1839 HCEs which were found non-
complaint against MSDS pertaining to Emergency Services is as follows:

Services Suspended / Sealed

Type of Services Publie Private

Gynae Services | 49
Lab Services | 3
OT Services 41 572
Indoor Services 0 45
Surgical Services 5 16
Warning issued / No action
o 79 1027

Total 127 1712

It may not be out of place to mention here that in addition to the above, an amount of
Rs. 61,960,000 was also imposed upon 1119 HCEs out of the above 1839 non-
compliant HCEs.

GUIDELINES FOR EMERGENCY DEPARTMENTS OF REFERRAL HOSPITALS:

20.

21.

o — i

In order to further facilitate the managerial and clinical staff of the health facilities,
the Commission has undertaken to develop area specific guidelines which need to be

implemented in letter for the standardization of care and service provision in such

areas to a certain minimum level. The Commission is currently working on
development / finalization of such Guidelines in the following areas through active
engagement of relevant experts, having vast professional work experience at national
and international level, for health facilities providing the following services:

I) Hair Transplant, Aesthetic & Cosmetic procedures, etc

IT) Eye Camps / day care procedures

M) Stem Cell Therapy; IVF Services;

[V) Pain Management, Physiotherapy services

V) Hospital Infrastructure

That it is reverently submitted before this Honourable Court that recognizing: the
importance of provision of quality emergency services, the Punjab Healthcare
Commission, after detailed deliberations and consultation with the experts of the

relevant field, has developed specific Guidelines for Emergency Departments of
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Referral Hospitals. A copy of the Punjab Healthcare Commission Guidelines for
Emergency Departments are attached herewith as ANNEX — R/4.

That further, the Commission vide its letter bearing No. PHC/CG&0S/2022/720
dated 14.12.2022 communicated the recommendations of the Sub-Committee of the
Emergency Experts, presented in the meeting held on 02.12.2022, pertaining to
improving quality of care in hospital emergency departments and to ensure safety of
patients and healthcare service providers, to the Secretary Specialized Healthcare and
Medical Education Department, Government of the Punjab for appropriate action. A
copy of the said letter is placed herewith as ANNEX-R/5.

INSPECTION OF EMERGENCY DEPARTMENTS OF LARGE PUBLIC AND

PRIVATE HOSPITALS: -

23.

That in compliance of the aforesaid order of this August Court dated 02.12.2022, the
Commission, after developing a specific tool for the purpose, has inspected and
assessed the emergency departments of following 17 large public and private
hospitals (6 public and 11 private) against the quality of healthcare services being
provided thereat,

i, Services Hospital
ii. Lahore General Hospital
iii.  Jinnah Hospital
iv.  Mayo Hospital
v.  Sir Ganga Ram Hospital, Lahore
vi.  Children Hospital, Lahore
vii.  Central Park Teaching Hospital
viii. ~ Ch. Muhammad Akram Teaching & Research Hospital, Lahore
ix.  Surgimed Hospital, Lahore

x.  Fatima Memorial Hospital, Lahore
xi.  Doctors Hospital & Medical Center, Lahore
xil.. ~ Hameed Latif Teaching Hospital, Lahore
xiii.  Shalamar Hospital, Lahore
xXiv.  Farooq Hospital, West Wood, Lahore
xv.  Omer Hospital, Lahore
xvi.  National Hospital & Medical Center, Lahore
xvil.  Avicenna Hospital, Lahore
A detailed report in this regards is placed herewith as ANNEX-R/6.

ISSUES / GAPS IDENFIED: -
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A 24.  That in view of the inspections of the emergency departments of the above hospitals
carried out by the Commission, following gaps / issues have been identified: -

i, Poor documentation and implementation of Emergency SOPs;
ii. Insufficient bed allocation for ED;
lii, Deficient maintenance of patient medical record;
iv. Non-use of IT based maintenance of patient record;
v. Inadequate essential equipment;
vi. ED in charge not appropriately qualified in Emergency Care;

vii. Lack of recognized trainings in emergency management protocols;

viii. In public sector hospitals the emergency care areas were staffed only with
doctors assigned for periods of 24 hours on rotation basis, and did not have
medical staff permanently assigned to emergency care areas;

ix, Only few hospitals have Burn emergency services;
X. Weak monitoring of ED by the senior management of the hospitals;
xi. Inadequate preparedness for fire emergencies;
" xil. Non-availability of dedicated OTs especially in private sector hospitals;

xiii. Poor infection prevention control measures and documentation in the available
OTs;

xiv, Deficient dedicated diagnostic services, especially CT and MRI facilities;

RECOMMENDATIONS / WAY FORWARD: -

25.  That after minutely analyzing the inspection reports and the gaps enumerated above,
the Commission humbly recommends following Minimum / Mandatory measures to
be complied ultimately by all hospitals, both public and private to ensure sustained
improvement in the quality of healthcare services being provided thereat; -

i At least 10% of the total bed strength to be allocated to the Emergency
Depariments in all the Hospitals;

il.  24-hour availability of specialist cover, along with the following facilities
should be available in Emergency Departments of multi-specialty Tertiary
care / Teaching hospitals and Secondary referral (DHQ level+):

(a) Primary care of burn patients in Emergency

{(b) Paediatric Surgery / primary trauma care for children
{c) Integrated Diagnostic (Lab & Radiology) services -
{(d) Maintenance of Electronic Medical Records

{e) Doctors having post-graduate qualification in Emergency Care (FCPS
Emergency care or equivalent)

(f) Initiate diploma courses in Emergency medicine for doctors and nurses




iii,

Viii,

ix.

xii.

xiii.

Xiv,

xvi.

xvii.

xviii.

K.
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(g) Incentivized pay package and carcer structure for the doctors, working
in the Emergency Departments

(h) Incentivized service structure for nurses having post-graduate

qualification and training in ICU, CCU & Accident & Emergency
nursing, etc.

Establishing dedicated chest pain clinics in the emergency departments;

Imparting formal hands-on training skills to the hospital emergency staff on
life-saving skills and various emergency procedures;

Increase induction of medical graduates in the postgraduate Programme, FCPS
in Emergency Medicine as approved by the College of Physicians and
Surgeons Pakistan (CPSE);

Improve physical ambience in the emergency departments to enhance their
efficiency and ensure smooth flow of patients;

Provision of fast track/ urgent primary care through extended / late hour OPD
clinics for the bulk of patients presenting with ambulant non-complex
conditions;

Location of the Emergency Department should be easily accessible from Entry
Point without any physical barriers / obstructions for hassle free movement of
the patient through trolley/stretcher/hospital bed or wheelchair;

The facilities in the Emergency Department should be integrated with
diagnostic and support services of the hospital, including the laboratory,
radiology, operation theaters, pharmacy, blood transfusion to provide casy
access for staff and the patients;

There should be dedicated staff (Doctors, Nurses & allied) allocated for
emergency departments and those must be trained in life saving skills as
applicable (ACLS/ATLS/ALSO /BLS);

L%uty Roster of Medical, Nursing & Allied staff on duty in the Emergency
should be displayed, preferably on LCD;

Duty roster should provide for adequate overlap in time for smoath handing
over and taking over of patients, which must be ﬁaaumanmd, and verifiable;

The functioning of the Emergency Departments and care provision must be
monitored through CCTV cameras;

Minimum set of dedicated lifesaving equipment, inter-alia, including the
cardiac monitors, defibrillator, ventilators, as per the declared scope of service
should be available in the Emergency Department;

There should be adequate arrangement of medical gases, preferably through
central supply and central suction with back up;

Generator for back up in case electricity failures should be ensured;

Physical Environment and infrastructure should be so designed and so
provided, to allow for smooth and un-obstructed, safe movement of patients
for the purpose of shifiing, rteferral or discharge, of for the purpose of
diagnostic tests or procedures;

The Emergency Department should have easy access to public utility area, i.e.,
waiting room, toilets, etc. ==
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The physical environment should provide segregated utility area with
sufficient privacy, to the medical and nursing staff for refreshment /
changeover, with permitted bathroom break period (e.g., 20 minutes each
during six hours’ duty etc.);

Initiate three weeks hands-on training to head nurses as “Triage Nurse” for

placing them in public sector hospitals® emergency departments on pilat bass.

RECOMMENDATIONS TO BE INITIALLY IMPLEMENTED: -

In order to optimize the quality of emergency services, following measures are hereby
recommended to be initially implemented: -

L 1

i,

Dated

Improvement in the infrastructure of the emergency department (number of
beds, accessibility, waiting area etc.);

Provision of trained / qualified, special Cadre staff i.e. Doctors, Nurses and
allied staff; '

Physical presence of senior level consultant (minimum Assistant Professor)
within the premises of public sector teaching hospitals;

Availability of essential equipment and lifesaving medicine;

Integrated Diagnostics services and pharmacy and

Maintenance of Electronic Medical Record of the patients.

theare Commission

: 15.12.2022
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TEXT

‘THE PUNJAB HEALTHCARE COMMISSION ACT 2010

(XVI of 2010)
(2™ August, 2010]
An
Act
to improve quality of healthcare services and ban quackery in the Punjab in all its
forms and manifestations.

Preamble.— Whereas it is expedient to provide for establishment of the Punjab
Healthcare Commission, to make provisions for the improvement of quality of
healthcare services, to ban quackery in all its forms and manifestations and to
provide for ancillary matters;

It is enacted as follows:—

CHAPTER |
INTRODUCTORY

1. Short title, extent, commencement and application.— (1) This Act may be
cited as the Punjab Healthcare Commission Act 2010.

(2) It shall extend to the whole of the Punjab.

(3) It shall come into force at once.

(4) It shall apply to all healthcare establishments, public or private
hospitals, non-profit organizations, charitable hospitals, trust hospitals, semi-
government and autonomous healthcare orgar.izations.

2. Definitions.— In this Act—

()  “accreditation” means the process of accepting or declaring a
healthcare establishment providing services in accordance with the
standards and accepted medical, allopathic, homeopathic or Tibb-i-
Unani protocols, guidelines or tools:

(i) ~ "Board" means the Board of Commissioners constituted under section
9,

(i)  “certificate of registration” means the certificate issued by the
Commission evidencing registration of a healthcare service provider:

(iv)  “Chairperson" means the Chairperson of the Board:

(v)  ‘chief executive officer” means the chief executive officer of the
Commission;

(vi)  “clinical governance” means a systematic approach to maintaining and
improving the quality of patient care;

"This Act was passed by the Punjab Assembly on 23 July 2010; assented (o by the Govemer of the Punjab on 30 Juty 2010;
and published in the Punjab Gazatle {Exiracrdinary), dated 2 August 2010, pages 465477,




(vil)
(viil)

(ix)
(x)

(xi)

(xii)
(xii)

(xiv)

(xv)

{xvi)

(xvii)

(xwviii)

(xix)

(xx)
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*Commission” means the Punjab Healthcare Commission;

“Commissioner” means a member of the Board nominated under
section 5;

"convenar" means the convener of the Technical Advisory Committee;

“Council for Homeopathy" means the National Council for Homeopathy
established under the Unani, Ayurvedic and Homoeopathic
Practitioners Act 1965 (Il of 1965);

“Council for Tibb" means the National Council for Tibb established
under the Unani, Ayurvedic and Homoeopathic Practitioners Act 1965
(Il of 1965);

"Fund" means the Fund established under the Act;
“Government’ means the Government of the Punjab;

“grading” means the ranking of the healthcare establishments made on
the basis of the tools;

“healthcare establishment’ means a hospital, diagnostic centre,
medical clinics, nursing home, maternity home, dental clinic,
homeopathy clinic, Tibb clinic, acupuncture, physiotherapy clinic or any
other premises or conveyance—

(a)  wholly or partly used for providing healthcare services; and

(b) declared by the Government, by order published in the official
Gazette, as a healthcare establishment;

“healthcare services" means services provided for diagnosis, treatment
or care of persons suffering from any physical or mental disease, injury
or disability including procedures that are similar to forms of medical,
dental or surgical care but are not provided in connection with a
medical condition and includes any other service nofified by the
Government,

“healthcare service provider” means an owner, manager or incharge of
a healthcare establishment and includes a person registered by the
Medical and Dental Council, Council for Tibb, Council for Homeapathy
or Nursing Council;

“inspection team" means a team comprising more than two medical
experts having postgraduate qualification and not less than fifteen
years experience in the concerned field, and consisting of one
employee of the Commission and others from public or private sector,
to inspect any healthcare establishment under the Act;

“icense” means a license issued by the Commission under the Act for
the use of any premises or conveyance as a healthcare establishment
and "licensed" and "licensing” shall be construed accordingly;

“licensee” means a person to whom license has been issued under the
Act;
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Te (xxi) “"Medical and Dental Council' means the Medical and Dental Council
¢ constituted under the Medical and Dental Council Ordinance 1962
(XXXII of 1962);

(xii) “medical negligence” means a case where a patient sustains injury or

dies as a result of improper treatment in a healthcare establishment

. and, in case of death, determined on the basis of medical autopsy
report;

(%xii() "Nursing Council® means the Pakistan Nursing Council established
under the Pakistan Nursing Council Act 1973 (XXVI of 1973);

(xxiv) "Pakistan Medical Association® means the Pakistan Medical
Association, a soclety registered under the Societies Registration Act
1860 (XX! of 1860);

(xxv) “performance audit® means a process done through the tools and other
similar instruments;

(xxvi) “person” includes association of persons, authority, body, company,
corporation, individual, partnership, proprietorship or other entity;

(xxvii) “prescribed” means prescribed by rules or regulations made under the
Act:

(xxviil) “property” includes all kinds of property and assets, whether movable
. or immovable, tangible or intangible, deeds of title or any document
evidencing right, title or interest of any kind in any property or assets;

' (xxix) “quack” means a pretender providing health services without having
registration of the Medical and Dental Council, Council for Tibb,
= Council for Homeopathy and Nursing Council;

(xxx) "registration” means registration under section 13 of the Act;
(xxxi) “regulations” means the regulations made under the Act:
(xxxii) “rules” means Rules made under the Act:

(xxxiii) "staff’ means any employee or Commissioner of the Commission and
includes consultants, advisors, liaison officers and experts:

(xxxiv) "standards” include the minimum service delivery standards notified by
the Government;

(xxxv) “Technical Advisory Committee” means the Committee constituted
under section 10 of the Act; and

(xoxxvi) ‘tools” include the third party performance audit tools notified by the
Government.

CHAPTERII
HEALTHCARE COMMISSION AND GOVERNANCE

3. Establishment of the Commission~ (1) The Government may, by
notification, establish a Commission to be called the Punjab Healthcare Commission
for carrying out the purposes of this Act,
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(2) The Commission shall be a body corporate having perpetual
succession and a common seal, with powers to enter into contract, sue and be sued
by its name.

(3) The head office of the Commission shall be at Lahore and it may have
such other offices in the Punjab as the Board may determine.

4. Functions and powers of the Commission— (1) The Commission shall
perform such functions and exercise such powers as may be required to improve the
quality of healthcare services and clinical governance and to ban quackery.

(2)  Without prejudice to the generality of the provisions of sub-section (1),
the Commission shall—

(a)  maintain register of all healthcare service providers;

(b)  grant, revoke and renew licenses to persons involved in the provision
of the healthcare services and to vary terms and conditions and
purposes of the licenses;

(c)  monitor and regulate the quality and standards;

(d) operate accreditation programmers in respect of the healthcare
services and to grant accreditation to such healthcare service providers
who meet the standards;

(e}  enquire and investigate into maladministration, malpractice and failures
in the provision of healthcare services and issue consequential advice
and orders;

() Impose and collect fees and charges on registration, licensing and
accreditation under this Act;

() impose and collect penalties on violation, breach or non-compliance of
the provisions of the rules, regulations, standing orders and instructions
issued under this Act;

(h)  advocate rights and responsibilities of recipients and providers of the
healthcare services;

(i) hold seminars, conferences and meetings on developing awareness
about provision of high quality healthcare services;

(i) enter into agreement or arrangement with the Federal Govemment or a
Provincial Government, any authority, board, council or entity, non-
govemmental organization, domestic or international institution or
agency for the purposes of this Act,

(k)  coordinate, liaise and network with any person, agency or institution;

(1) take on lease land, buildings for the purpose of offices or premises of
the Commission at such price and on such term as may be necessary

(m) appoint, engage, authorize and terminate employees, consultants,
advisors, attomeys, inspection teams, contractors, agents and experts on
such terms and conditions as deemed fit and assign, delegate or entrust
them with such functions and powers as are expedient for the
performance of functions of the Commission;
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(n)  take measures for the welfare of the present and past employees of the
Commission as well as its all registered members:

(o) issue regulations, guidelines, instructions and directives to persons
involved in the provision of Healthcare services:

(p)  grading of the healthcare establishments: and
(q)  take necessary steps to ban quackery.

(3)  The Commission may assign any of its functions to a person on such
terms and conditions as may be agreed between the Commission and the person.

(4)  In the performance of its functions, the Commission shall—

(a) take into consideration the policy advice of the Technical Advisory
Committee; and

(b)  co-ordinate with the Government.

(5)  Subject to sub-section (6), the Commission shall conduct third party
evaluation through independent performance audit of healthcare establishments in a
phased manner.

(6) The Commission shall not conduct third party evaluation through
independent performance audit of healthcare establishments in the private sector
other than tertiary care hospitals.

(7)  Notwithstanding anything contained in any other law, the Commission
may-—

(a)  ona complaint by any aggrieved person: or

(b)  on acomplaint by any aggrieved healthcare service provider;
and shall-

(c)  on a reference by the Government or the Provincial Assembly of the
Punjab; or

(d)  on a motion of the Supreme Court of Pakistan or the Lahore High Court
made during the course of any proceedings before it,

undertake investigation into allegations of maladministration,
malpractice or failures on the part of a healthcare service provider, or
any employee of the healthcare service provider.

(8)  The Commission shall take cognizance of any case of harassment of a
healthcare service provider or damage to a healthcare establishment and may refer
such a case to the competent forum.

(9)  The Commission shall take measures and devise a strategy to counter
sale of drugs without prescription.

(10) The Commission may exercise the same powers as are vested in a
civil eourt under the Code of Civil Procedure, 1908 (V of 1908), in respect of the
following matters:—

(a)  summoning and enforcing the attendance of any person and examining
him on oath;

(b)  compelling the production of documents:
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(e) receiving evidence on affidavits; and
(d) issuing commission for the examination of witnesses.

(11) The Commission shall not investigate or inquire into any matter
subjudice before a Court of competent jurisdiction on the date of the receipt of a
complaint, reference or motion.

(12) The Commission may authorize members of the staff to administer oaths
and to attest various affidavits, affirmations or declarations which shall be admitted in
evidence in all proceedings under this Act without proof of the signature or seal or
official character of such person.

8. Constitution of the Board.— (1) The general superintendence, direction and
management of the affairs of the Commission and overall policy making in respect of
its operations shall vest in the Board which may exercise all such powers and do all
such acts, deeds and things that may be exercised or done by the Commission
under this Act.

(2) The Govemment shall notify the Board which shall consist of nine
Commissioners, seven of whom shall be nominated on the recommendation of the
committee.

(3) A person shall not be eligible to be nominated as Commissioner unless
he possesses a minimum of fifteen years experience in public or private sector.

(4) The committee shall recommend to the Government a panel of two
persons for each vacant post of the seven Commissioners to be nominated on the
recommendation of the committee.

(5) The Government shall nominate a former Judge-of the Lahore High
Court and a financial expert as Commissioners.

(6) The Board shall regulate the conduct of its meetings, quorum and
minutes of the meetings.

(7) The Government shall prescribe the remuneration payable to a
Commissioner for attending a meeting of the Board.

(8) A decision of the Board shall not be valid if decided in a meeting
without quorum.

(9) The committee, for the purpose of recommendation for nomination of
Commissioners under this section, shall consist of the following:

(a)  Secretary to the Government, Health Department; Chairman

(b)  Vice Chancellor of a health sector University Member
nominated by the Government;

(c) arepresentative of the Pakistan Medical Association; Member

(d) arepresentative of the private healthcare Member -
establishments nominated by the Government;

(e) arepresentative of the general practitioners Member

nominated by the Government;
(f) a representative of the Coungil for Tibb; and Member
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(@)  arepresentative of the Council for Homeopathy. Member

6. Term of the Commissioners.— (1) A Commissioner shall hold office for a

term of three years and shall be eligible for re-nomination in accordance with the
provisions of section 5.

(2) In case of a casual vacancy of a Commissioner, the Government shall
appoint a person as Commissioner in accordance with the provisions of section 5 for
the remainder of the term of the Commissioner who has died, resigned or
disqualified under this Act.

7. Disqualifications.~ No person shall be, or shall continue to be, the
Chairperson or a Commissioner who—

(a) has tendered resignation and not withdrawn it within a period of thirty
days;

(b)  is, or at any time has been, adjudicated as insolvent:

(c)  isfound to be of unsound mind by a court of competent jurisdiction;

(d) s, or has at any time been, convicted of any offence which, in the
opinion of the Government, is an offence involving moral turpitude;

(e) absents himself from three consecutive meetings of the Board, without
leave of absence from the Board:;

() is an employee, advisor or consultant of a healthcare service provider:
and

(g) Is a salaried official of the Commission.
8. Chairperson.— (1) The Commissioners shall hold a secret ballot to elect the
Chairperson from amongst themsslves for a term of three years.

(2) The Government shall notify the Chairperson elected by the
Commissioners and the Chairperson shall hold office during the pleasure of majority
of the Commissioners. ;

(3)  The Chairperson shall cease to hold office if a vote of no confidence
has been passed by the majority of the Commissioners or he ceases to hold office
as Commissioner.

(4)  The Chairperson shall not, for one year after the expiry of his term of
office, enter into the employment or accept any advisory or consultancy relationship
with any healthcare service provider.

9. Functions and powers of the Board.— (1) The Board may:—
(a)  determine the character, value and mission of the Commission:
(b)  provide leadership and oversight of activities of the Commission:

(c) ensure the effective and efficlent use of resources, solvency and
safeguarding of the assets of the Commission;

(d)  establish and maintain strategic direction of the Commission:
(e)  oversee implementation of strategic objectives of the Commission;




(f)
(g)

(h)
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(k)
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(m)
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monitor performance and review achievements of the Commission;

ensure adequate and effective governance and risk management
systems in the Commission;

promote and develop partnerships with other organizations;
approve the standing orders of the Commission;
approve annual plans and reports;

approve annual accounts, budget and estimates of income and
expenditure;

appoint inspection team;
appoint bankers and auditors;
handle and redress any complaint about the Commission;

appoint, oversee, authorize the chief executive officer, determine his
terms and conditions of service and take any disciplinary action against
him; and

regulate appointment, grades, appraisal, dismissal and terms and
conditions of service of the employees of the Commission.

The Board shall take all the decisions regarding penalties, suspension

and revocation of licenses in a meeting.

(3)

The Board may establish committees for assistance and advice to the

Board in relation to the performance of its functions and determine the membership,
remuneration of members and terms of reference of each committee. '

10. Technical Advisory Committee.— (1) The Board shall constitute a Technical
Advisory Committee consisting of the following members:—

(a)

one person each to be nominated by the-
(i) Medical and Dental Coungil;

(i)  College of Physicians and Surgeons Pakistan established under
the Pakistan College of Physicians and Surgeons Ordinance
1962 (XX of 1962);

(i)  Nursing Council;

(v)  Pharmacy Council of Pakistan established under the Pharmacy
Act 1967 (XI of 1967);

(v)  Federal Mental Health Authority constituted under the Mental
Health Ordinance 2001 (VIll of 2001);

(vi)  Council for Homeopathy;

(viiy Council for Tibb;

(viii) Auditor General of Pakistan;

(ix)  University of Health Sciences, Lahore;

(%) Punjab Medical Faculty constituted under the Medical and
Dental Degrees Ordinance 1982 (XXVI of 1982);
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(xi)  King Edward Medical University, Lahore:

(xii)  Pakistan Medical Association; and

(xiii) Government from amongst the young doctors;
(b)  one representative of the Government:

(c)  one member of the Provincial Assembly of the Punjab to be nominated
by the Speaker of the Assembly;

(d) one representative each of the six District Governments selected by
the Government for one year on non-recurring basis;

(e)  one person each to be nominated by the Government from the private
healthcare establishments:

(f) five experts in healthcare services to be nominated by the convener of
the Technical Advisory Committee in consultation with the Chairperson;
and

(9)  twointernational health experts to be nominated by the Government.

(2)  Except for the ex-officio members, all other members of the Technical
Advisory Committee shall hold office for a period of three years and shall be eligible
for re-appointment for another term of three years.

(3)  The Technical Advisory Committee shall elect one of its members as
the convener.

(4)  The convener of the Technical Advisory Committee shall chair
meetings of the Technical Advisory Cammittee and the chief executive officer may
attend any meeting of the Committee.

(5)  The Board may determine the remunerations payable to the members
of the Technical Advisory Committee for attending a meeting.

(6) The Technical Advisory Committee may organize itself into sub-
committees and shall provide advice on any matter referred to it by the Commission,
including the matters relating to-

(@)  policy and strategic framework of the Commission;
(b)  healthcare standards, accreditation and guality assurance;
(c)  governance process of the Commission:

(d)  advocacy, promotfion and contribution towards development and
sustainability of the work of the Commission: and

(e)  stakeholder consultation for the promotion of quality and standards of
the healthcare services.

11.  Chief executive officer.— (1) The Board shall appoint a person having a
minimum-of fifteen years of experience in hospital or public administration, medicine,
accounting, finance, law, regulation or other related field to be the chief executive
officer of the Commission.

(2)  The chief executive officer shall, subject to the supervision and control
of the Board, administer the affairs of the Commission, and may exercise such
powers as are delegated to him by the Board.
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(3)  In particular, the chief executive officer may—

(@) manage the administration, operations and functions of the
Commission;

(b) actas the principal accounting officer responsible and accountable for the
management of the Commission's funds and assets;

(c) prepare and present the Board with strategic and operational plans for
its review and appraisal;

(d) assist the Board in strategic thinking, planning and leadership and
implement its policies;

(e)  protect the financial health of the Commission;
(f) act as spokesperson and advocate of the Commission; and
(g)  provide leadership to the senior management and direction to all staff.

(4)  The chief executive officer shall devote his whole time and attention to
the affairs of the Commission.

12. Disqualifications of chief executive officer.— A person shall not be
appointed or hold office as chief executive officer who—

(a) is a member of the Federal or Provincial legislature, local council or
local body constituted under any law or has contested last general
election;

(b) is employed in any capacity in the service relating to the affairs of the
Federation or Province or hold any office for which salary or other
remuneration is payable out of public funds;

(c) s a director, officer or employee of any healthcare service provider or
has an interest or share in any healthcare establishment;

(d) has been convicted of tax evasion or for an offence involving moral
turpitude; or :

(e) s in default of payments due from him, for more than one hundred and
eighty days, to any bank, financial institution, cooperative society,
governmental agency, department or corporation.

CHAPTER Il
REGISTRATION AND LICENSING

13. Registration.— (1) A healthcare service pmvidér shall not provide healthcare
services without being registered under this section and the regulations.

(2)  An existing healthcare service provider shall, within a period of ninety
days of the coming into force of this Act, apply for registration in accordance with this
section and the regulations. :

(3) A person seeking to be registered as a healthcare service provider
shall make an application to the Commission in the prescribed form and
accompanied by such particulars, documents as the Commission may prescribe.
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(4) If a person fulfills the requirements of this section, the Commission
shall issue a certificate of registration to the person within fourteen days otherwise
the applicant shall be considered as having provisionally registered.

(5)  The Commission may impose a fine which may extend to five hundred
thousand rupees upon a healthcare service provider or who pretends to be a
healthcare service provider without registration.

14.  Licensing~ (1) A healthcare establishment shall not be used except in
accordance with the terms and conditions of a license issued by the Commission.

(2) If a healthcare establishment is not licensed under this Act, the
Commission may impose a fine which may extend to five hundred thousand rupees
upon the healthcare service provider.

(3)  In case of shifting of a healthcare establishment, the license issued
earlier under this Act shall be valid but the healthcare service provider shall inform the
Commission pricr to the shifting of the healthcare establishment.

15.  Application for licenses.— Within thirty days of the issuance of the certificate of
registration or such other time as may be fixed by the Government, the healthcare
service provider shall make an application for a license to the Commission in the

prescribed form which shall be accompanied by such particulars, documents and fees
as the Commission may prescribe.

16. Licensing procedure.— (1) The Commission shall, on receipt of an
application, complete with all required documents under section 15, issue a
provisional license to the healthcare establishment and shall, within the period of

thirty days from the date of acceptance of the application, issue the regular license to
the healthcare establishment.

(2) The Commission may, before issuing the license, inspect the
healthcare establishment which is to be licensed, or cause such healthcare
establishment to be inspected by an inspection team.,

(3)  Alicense issued by the Commission under this section—
(@)  shall be in such form as may be prescribed:
(b)  shall be valid for the period of five years: and
(c)  may be renewed upon expiry.
17.  Kinds of licenses.~ (1) Every license of a healthcare establishment shall

specify the kind of healthcare establishment for which it is issued and the purposes
of the healthcare establishment.

(2)  Alicensed healthcare establishment shall not be used for any purpose
other than the purposes in respect of which the license is issued and purposes
incidental to such purposes. :

(3)  The Commission shall maintain a register of all licensed healthcare
establishments and may enter in the register any necessary details or other
particulars of the healthcare establishments.




27

18. Revocation and suspension of licenses.— (1) The Commission may revoke a
license if the license has been obtained by fraud or misrepresentation.

(2) The Commission may suspend a license of a healthcare establishment
if repeated cases of medical negligence of same nature have proved against the
healthcare establishment.

19. Medical negligence.— (1) Subject to sub-section (2), a healthcare service
provider may be held guilty of medical negligent on one of the following two
findings:—

(a) the healthcare establishment does not have the requisite human
resource and equipments which it professes to have possessed; or

(b) he or any of his employee did not , in the given case, exercise with
reasonable competence the skill which he or his employee did
pOSSEss.

(2) The recognized and known complications of a medical or surgical
treatment are not considered as medical negligence.

CHAPTER IV
STANDARDS OF HEALTHCARE SERVICES

20. Standards of healthcare services.— (1) The Commission shall implement
the standards developed and approved by the Government.

(2) The Commission, with the app roval of the Government, shall—

(a) prepare and publish standards in relation to the provision of healthcare
services; and

(b) keep the standards under review and publish amended standards
whenever deemed appropriate.

(3) The Government may, after considering any representations made in
relation to the standards prepared and published by the Commission, make such
revision of the standards as deemed necessary and the Commission shall publish
the revised standards.

(4) The Commission or the Government shall, for meeting the mutually
agreed standards, give an appropriate and reasonable period of time by keeping in
view the ground realities regarding availability of trained human resource,
improvement of the existing human resource and all other allied factors.

21. Accreditation.— (1) The Commission shall develop framework and
procedures for the accreditation of the healthcare establishments and issue
necessary guidelines and instructions in this behalf in a phased manner.

(2) The Commission shall review the best national and international
practices in accreditation and build supportive links and enter into collaborations and
agreements with national and international organizations in relation to accreditation
of the healthcare establishments.
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CHAPTER YV
INSPECTION AND ENFORCEMENT

22, Inspection.— (1) The Commission may, by order in writing, appoint an
inspection team to perform the functions and exercise the powers of the Commission
in relation to inspections under this Act, rules or regulations subject to such
conditions and limitations as the Commission may specify in this behalf,

(2)  The inspection team may inspect a healthcare establishment:
(a)  atthe time of issuance and renewal of license: or
(b)  onreceipt of a complaint.

(3)  The inspection team may inspect any apparatus, appliance, equipment,
instrument, product, goods or item used or found in, or any practice or procedure
being carried out at, the healthcare establishment.

(4)  The inspection team may enquire any case if there has been any
instance or allegation of maladministration, malpractice or failure in the provision of
healthcare services against a healthcare establishment.

(5)  The Commission may impose a fine which may extend to fifty thousand
rupees upon a healthcare service provider who—

(a) refuses or fails, without reasonable cause, to furnish any information to
the inspection team: or

(b)  gives any false or misleading information to the inspection team.

(6) Except in the case of a prosecution for an offence under this Act, a
member of the inspection team shall not be bound to give evidence in any
proceedings in respect of, or to produce any document containing, any information
which has been obtained from any healthcare establishment in the course of carrying
out any investigation, inspection, enquiry or performing any duty or function under
this Act.

(7) A member of the inspection team shall not disclose any information at
any forum which is contained in the medical record, or which relates to the condition,
treatment or diagnosis, of any person, as may have come to his knowledge in the
course of carrying out any investigation, inspection, enquiry or performing any duty
or function under this Act unless allowed in writing by the Commission.

23. Procedure of investigation— (1) The Commission shall prescribe the
procedure for the conduct of investigation to be carried out by the Commission under
this Act. '

(2)  An aggrieved person may, within sixty days from the date of knowledge
of the cause of action, file a complaint against a healthcare service provider or
healthcare establishment by submitting an application in writing supported by an
affidavit of the aggrieved person.

(3)  The Commission shall not entertain an anonymous or pseudonymous
complaint against a healthcare service provider or healthcare establishment.

24, Directions as to apparatus, appliance, equipment or products.- Where, in
the opinion of the inspection team:
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(a) the use of any apparatus, appliance, equipment, instrument, product,
goods or item; or

(b) the carrying out of any practice or procedure in a healthcare
establishment, is dangerous or detrimental to any person therein or
otherwise unsuitable for the purpose for which it is used or carried out,
he shall immediately report, the matter in writing to the Commission
along with the necessary details. On receipt of report the Commission
may act according to the rules, regulations and the procedure
prescribed by the Government.

25. Obstructing inspection team.— The Commission may impose a fine which
may extend upto fifty thousand rupees on a person who obstructs, hinders or
impedes an inspection team in the performance of its function or execution of its
duty.

26. Violations by bodies corporate.— (1) Where any contravention of this Act is
committed by a body corporate and it is proved to have been committed with the
consent or connivance of, or to be attributable to any director, manager, secretary or
other officer or employee of the body corporate, or any person who purported to act
in any such capacity, he as well as the body corporate shall be liable to pay fine for
the violation.

(2) Where it appears to the Commission that the circumstances of a case
warrant action under any other law, the Commission may refer such case o the
concerned governmental authorities or law enforcement agencies for appropriate
action under relevant laws.

27. Protection from liability.— No suit or other legal proceedings shall lie against
the Commission, Board, Technical Advisory Committee, chief executive officer,
officers, inspection teams, advisors, consultants or agenis of the Commission for
anything done in good faith in the execution or purported execution of this Act, rules
or regulations.

28, Jurisdiction of Commission for adjudication of fine— (1) Notwithstanding
anything contained in any other law, the Commission may, for contravention of a
provision of this Act, rules or regulations, impose fine which may extend to five
hundred thousand rupees in accordance with the provisions of this Act, keeping in
view the gravity of offence.

(2) The Commission shall afford adequate opportunity of hearing to a
person before imposing fine on the person under this Act.

(3)  If the complaint, submitted either by an aggrieved person or a healthcare
service provider, is proved false, the Commission may impose fine which may extend to
two hundred thousand rupees upon the complainant.

29. Immunity.—~ No suit, prosecution or other Iégal proceedings related to
provision of healthcare services shall lie against a healthcare service provider except
under this Act.

30. Bar of jurisdiction.— Save as provided in this Act, no court other than the
Court of the District and Sessions Judge shall have jurisdiction— .
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to question the validity of any action taken, or intended to be taken, or
order made, or anything done or purporting to have been taken, made
or done under this Act; or

lo grant an injunction or stay or to make any interim order in relation to
any proceeding before, or anything done or intended to be done or
purporting to have been done by, or under the orders or at the instance
of the Commission.

31.  Appeal.—- (1) A person who is aggrieved by the—

(a)
(b)
(c)

(d)

()

" (2)

refusal of the Commission to issue or renew a license;
decision of the Commission to suspend or revoke a license;

order of closing down of a healthcare establishment or making
improvements in the healthcare establishment;

order relating to equipments, apparatus, appliances, or other things at
a healthcare establishment; or

impaosition of fine by the Commission.

may, within thirty days from the date of communication of the order of
the Commission, prefer an appeal in writing to the District and Sessions
Judge.

The healthcare service provider shall provide legal aid to a person,

working in the healthcare establishment, pertaining to the matters related to this Act,

CHAPTER VI
FUND, BUDGET AND ACCOUNTS

32.  The Fund.- (1) There shall be established a Fund for the purposes of this Act
which shall vest in, and be administered and controlled by the Commission.

(2)
(a)

(b)

(c)

(d)
(e)

(3)

The Fund shall consist of—

such sums as the Government may grant by way of seed money or
otherwise;

donations from domestic and international donor agencies and other
institutions;

grants of money and sums borrowed or raised by the Commission for
the purposes of meeting any of its obligations or discharging any of its
duties;

fees, penalties or other charges imposed under this Act; and

all other sums which may in any manner become payable to or vested
in the Commission in respect of any matter incidental to the exercise of

- its functions and powers.

The Fund shall be expended for the purpose of—
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(a) paying any expenditure lawfully incurred by the Commission, including
the remuneration of employees appointed by the Commission, their
provident fund contributions, superannuating aliowances or gratuities®;]

(b) meeting the costs and charges of the contractors, Inspection teams,
advisors, consultants and agents hired by the Commission;

(¢) paying any other expenses, costs or expenditure properly incurred or
accepted by the Commission in the performance of its functions or the
exercise of its powers under this Act, including legal fees and costs;

(d)  purchasing or hiring equipment, machinery and any other materials,
acquiring land and erecting buildings, and carrying out any other work
and undertakings In the performance of its functions or the exercise of
its powers under this Act;

(e) repaying any financial accommodation received or moneys borrowed
under this Act and the profit, return, mark-up or interest due thereon;
and

(f) generally paying any expenses for carrying into effect the provisions of
this Act.

33. Annual budget— (1) The Commission shall prepare and approve annual
budget for a financial year in the prescribed manner.

(2)  No expenditure shall be made for which provision has not been made
in any approved budget except if made from any previously approved contingency
funds, unless further approval is sought and obtained from the Board.

34. Annual report and accounts.~ (1) Within ninety days from the end of each
financial year, the Commission shall prepare a report on the activities and
performance of the Commissici, including inspections carried out under this Act
during the financial year and submit a copy of the report to the Government.

- (2) The Commission shall keep proper accounts and shall, as soon as
practicable, after the end of each financial year, prepare a statement of accounts of
the Commission for the financial year which shall include a balance sheet and an
account of income and expenditure.

(3) The Commission shall appoint a firm of chartered accountants for audit
of the statement of accounts of the Commission.

(4) The Board shall, within one hundred and twenty days of the end of
each financial year, together with the annual report of the Commission under sub-
section (2), send a copy of the statement of accounts of the Commission certified by
the auditors and a copy of the auditors' report to the Government.

35, Investments.- (1) Subject to sub-section (2), the Commission may, in so far
as its moneys are not required to be expended under this Act, invest the surplus
moneys in such manner as may be prescribed.

(2) The Commission shall not invest its money in listed securities or any
derivative thereof whether listed or not.

IMisprinted In the Gazette.
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CHAPTER VIl
MISCELLANEOUS

36. Executive authorities to assist the Commission.— All executive authorities
and law enforcement agencies of the Government shall act in aid of the Commission,

37. Recovery of fines and other dues as arrears of land revenue.— The
Commission may recover the fines imposed under this Act or other dues recoverable
under the Act as arrears of land revenue under the Punjab Land Revenue Act 1967 (
of 1967).

38.  Failure to comply with the decision of the Commission.— Any person who,
in the opinion of the Commission, fails to comply with the final decision or
recommendation of the Commission, the Commission may impose a fine which may
extend to five hundred thousand rupees on the person,

39. Removal of difficulties.— |f any difficulty arises in giving effect to any
provision of this Act, the Government may make such order not inconsistent with the
provisions of this Act as may appear to it to be necessary for the purpose of
removing such difficulty.

40. Regulations.— (1) The Commission may, by notification in the official Gazette,
make regulations for carrying out the purposes of this Act.

(2)  Without prejudice to the generality of sub-section (1), the Commission
may make regulations with respect to all or any of the following matters:—

(@) the forms, fees and registers for the purposes of this Act;

(b) the records of patients treated in a healthcare establishment are
provided,;

{c)  therecords of the staff of a healthcare establishment;

(d)  the requirements as to the number and qualifications of nursing and
other staff in a healthcare establishment;

(e)  the apparatus, appliances, equipment and instruments to be provided
and maintained in a healthcare establishment:

(f) the ambulances to be provided and maintained by a healthcare
establishment;

(g) the standards of accommodation, sanitation, and other amenities in a
healthcare establishment: '

(h)  fix penalties according to offence:
() the cleanliness and hygiene in a healthcare establishment:

(J) the safety and welfare of patients in a healthcare establishment are
provided;

(k)  the management, control, superintendence and care of a healthcare
establishment;

] the composition, procedures, duties and responsibilities of quality
assurance committees of healthcare establishments; and
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(m) the regulation and control of prices of the healthcare services.

(3) The power to make regulations conferred by this section shall be
subject to the condition of previous publication and, before making any regulations,
the draft thereof shall be published, in the official Gazette, two newspapers of wide
circulation and on the website of the Commission, for eliciting public opinion thereon
within a period of not less than fifteen days from the date of publication.

41. Rules.— (1) The Government may, by notification in the official Gazette, make
rules for giving effect to the provisions of this Act.

(2)  The power to make rules conferred by this section shall be subject to
the condition of previous publication and, before making any rule, the draft thereof
shall be published in the official Gazette for eliciting public opinion thereon within a
period of not less than fifteen days from the date of publication.
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MSDS and Indicators for Hospitals

2.2 Care of Patients (COP)

; GG ER COP-1: Emergency services are guided by policies,
; procedures and applicable laws and regulations,

3 - Indicators {15-20):

MEESR rolicies and procedures for emergency care are documented.
: Survey Process:

Review the palicies and procedures, which should cover the administration of the emergency
area (triage, waiting times, admission/registration, legal reporting requirements, discharge and
patient transfer). There should be cbservation of the policy and procedure manual and
evidence that staff members are aware of its existence. There should be evidence by
observation and interview with staff that the policies and procedures have been implemented,

Scoring:
= If there are policies and procedures, that staff members are aware of, and there is evidence
that they are followed by ALL staff, then score as fully met,

+ If there are policies and procedures and only 1-2 staff members are not aware of them, or if
only 1-2 policies and procedures have not yet been implemented, then score as partially
met.

= If there are no policies-and procedures, or If none have been implemented, then score as
not met,

OEEE rolicies also address handling of medico-legal cases.

Survey Process:

The policy should define what types of cases should be reported and te whom (what agency)
) they should be reported to. The surveyor should review the record of reported cases and
assess how they have been managed in terms of analysis and consequential changes, if
reguired,

Scoring:

e el e

* If there are palicies that define what types of cases are “medico-legal” and to whom and
how to report such cases, then score as fully met.

+ Since this Is a legal reguirement, if there are no policies, then score as not met.

GEEEA 7he patients receive care in consonance with the policies,
Survey Process:

This will need to be surveyed by observation and interview with staff members. The policies
should be readily available and understood by staff and embrace ALL the aspects of care being
received by patients. There shoyld be evidence of 3 process where the staff is made aware of
and receive training regarding the policies and associated procedures.

Scoring:

= If agreed by the team that there |s sufficient evidence that paolicies are being followed by
staff, then score as fully met.

= If a majarity of the survey team agrees that there is evidence that one or mare policies are
. not being followed, then score as not met.

[ | e e——




MSDS and Indicators for Hospitals

[

TFETN Policies and procedures guide the triage of patients for initiation of
appropriote care.

Survey Process:;

Look for a formal triage process, ideally based on & written algorithm. The most important
issue is to validate that triage is based on an evaluation of the patient's presenting complaint
and/or condition (clinical need) and NOT on time of arrival (first come, first served) or mode of
arrival (ambulance versus walk-in). A walk-in patient may well have more emergent needs

than the patient who arrived by ambulance. Existing staridards on emergency management
and disaster response should be observed.®

Scoring:

= |If there is: 1. A triage process and 2. It is based on actual clinical evaluation® 3, By
appropriately trained staff 4. Using appropriate facilities and 5. Staff members are aware
and 6. Applying the process, then score as fully met.

»  If there is a triage process, but it is not consistently based on at least a brief clinical
evaluation of the patient using appropriate facilities, then score as partially met. Surveyor
judgment is required since some presenting complaints (chest pain and acute respiratory
distress} should trigger immediate attention even without a brief clinical evaluation.

= If there is no triage process or if it is only on a first come, first served basis, then score as
not met.

Staff members are familiar with the policies and trained on the procedures
for care of emergency patients.

Survey Process:

This is surveyed by observation and interview with staff members. Training and orientation
should be documented in terms of content and participation,

Scoring:

= This should be scored the same as for Ind 15.

m Admission or discharge to home or transfer to another organization is
documented.

Survey Process: :

Review a sample of at least 10 medical records, files or other documentation (emergency
services log book) of patients who were treated in the Emergency Department. Observe the
records and determine the discharge process. Review the advice and information provided to
the patient or other clinician or treatment facility and determine if it is adequate to ensure
support, recovery, on going treatment and follow-up that is clinically required.

Scaring:
« |fthis is 100 percent documented, then score as fully met.

» If only 1-2 cases fail to meet this requirement, then score as pa rtially met.
+ If 3 or more of the cases reviewed do not document this, then score as not met.

®In keeping with the National Disaster Management Agency and Government of Punjab haspital
requirements for the management of disasters, — The Society of Emergency Physicians Pakistan (SEPP)
? Commensurate with the triage process of inltial assessmant
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2.2 Care of Patients (COP)

. The process of patient care Includes planning of care, providing care, evaluating the patient's
response to care, and planning follow-up care. Care may be provided in multiple locations, by
. multiple disciplines, and it may involve different processes. The followling standards for the Care
of Patlents address essential principles and processes for the clinical care of patients who come
to hospltals for their treatment, with excellent care being the overarching goal. These standards
offer guidance on multidisciplinary patient care, especially in the fields of Emergency Services,
Blood Transfusion, Obstetrics, Anaesthesia and Surgery. Comprehensive treatment shall take
place In the respective clinical specialty areas with strict adherence to the Standards of Care,
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STANDARD-3, COP-1: EMERGENCY SERVICES ARE GUIDED BY POLICIES,_,
PROCEDURES AND APPLICABLE LAWS AND REGULATIONS. *
IND.15 - POLICIES AND PROCEDURES FOR EMERGENCY CARE ARE DOCUMENTED.

Policies and Procedures

Each HCE should have well thought out and decumented policies and procedures for emergancy
care, in line with statutory requirements, These policies and procedures, developed in the light
of applicable laws, shall guide and encou rage patlent safety as the overall principle for providing
healthcare services to patients,

These documents include SOPs/Protocols to provide either general emergency care or -
management of specific conditions, e.g. myocardial infarction, acute abdomen, poisoning ete.
and shall address both adult and paediatric patients. The procedure shall Incorporate at least
identification, assessment and provision of care. The HCE policy should spell out and ensure
avallabllity of all the necessary equipment in working order, In line with the international
standards, required In the Emergency Department (ED) to function round the clock [24/7)
without interruption of its services. Hospitals should make policles [e. SOPs/SMPs, on at least-
the following topics: '

i.  Patlent assessment and care
ii. ED design
fil.  Initial screening exam
iv. Staffing of eme rgency servicas
v. = Emergency medical services {EMS)
vi.  Continuing education
vil.  Disaster plan
vili. Medicatlons
Equipment and supplies
Power failure
i,  Electrical safety
xli.  Fire plan
xili.  Securltyftraffic control
Xv,  Inter-hospital transfers
¥.  laboratory down time procedure

x ¥

wvi. Consent
xvil.  Confidentiality of patient information
®ill.  Triage

Xix.  Shock-trauma area
x¢,  Patient belongings and valuables
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wxf, Standing orders

xiii,  Integration of diagnostic radiology with ED
ydil.  Integration of operating room with ED
wiv. Integration of special care units with ED
xxv. Reporting of criminal Injury

wuvi.,  Invasive procedures
wxvil.  General anaesthesia
wodii,  Speclal procedures

wxix,  Patlent transport for radiclogical procedures
oo, Admission
wod.  Return of admitted patients to the ED
suxil.  Length of stay in the ED beyond 8 hours
wodli.  Injury prevention of unconscious, eonfused or irrational patients
sodv.,  Social works services consultation
wowv,  Release of information to media
- woevl,.  Pesticlde poisoning
wovll.  Patient discharge
wonlli.  Infection control
woxix.  Blood borne pathogen exposure in paﬂents'prese nting to the ED -

xl, Visitors
xi. Medical records
wlll.  Elective sedation and analgesia
xliil.  Patients pronounced dead in the ED

wiv. Poisonings
wly.  Tetanus prophylaxis
xlvi, Rabies prophylaxis
xvii.  Major adult trauma
xiviil, Major paediatric trauma
xlx.  Adult Medical Resuscitations
. Paediatric Medical Resuscitations
li. Paediatric Medication Administration
li. ED Control Register (ED log)
liil. -Qc
liv. Follow-Up program - Call Back
lv. Patient Follow-Up procedure
lvl. Continuous Quality Improvement (CQ)
The ED should be appropriately staffed and must have ane to two CMOs/EMOs depending upon
the patient load of the HCE in each shift of 8-1/7 hours, with a half hour overlap of duties far
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handing/taking over of charge. Night duty of 12 hours i.e. from 8 pm to 8 am, currently in vogue,
hampers the quality of service and therefore 2 unifarm duty of 8-1/2 hour must be enforced. It
should be mandatory to have sufficient experience and/or a house job in Medicine/Allled and
Surgery/Allled specialties for the appaintment of CMO/EMO.

IND,16 - POLICIES ALSO ADDRESS HANDLING OF MEDICO-LEGAL CASES.

Instructions on Handling of Medico Legal Cases

The policy shall be in line with legal requirements with reference to documentation and
intimation to the police. Medico Legal Cases/ Medico Legal Reports (MLC/MLR) will be défined |
by the HCE in the light of the statutory rules. MLC/MLR must be handled by the medical officers
of the Forensic Department where |t Is avallable, as In teaching hospitals; vis-a-vis where 3
Forensic Department is not avallable then CMOs must be given capacity bullding training. Female
vietims of MLC/MLR must be dealt by female doctors, If net availsble in the ED, then a female
doctar from the Gynaecology Department must be appointed in the ED, with her name and
telephone number noted. An approved Government Policy/Procedure Is to be followed while
handling and reporting Medico Legal Cases,

IND.17 - THE PATIENTS RECEIVE CARE IN CONSONANCE WITH THE PoLiciEs.
ml i LARE IN LONSONANCE WITH THE POLICIES.
SOPs/SMPs for Accident and Emergency (A&E) Department

The HCE shall evolve a solid and comprehensive policy for Its ED, encompassing all the details
regarding assessment and treatment protocols to be followed in the department. Cases/patients
requiring immediate attentlon B.g. victims of road traffic a:ciden'ts, patients with cardiac
complaints, polsoning cases ete., shall be handled according to set HCE policies and procedurss.
Link this indicator's requirement with that of Indicator No, 15 above,

INp.18 - Poucies AND PROCEDURES GUIDE THE TRIAGE OF PATIENTS FOR INITIATION OF

APPROPRIATE CARE.
Triage and Treatment

Triage and Treatment is a protoco! based Clinical Caref/Managem ent system, aimed at early and
appropriate care and discharge from the ED.

Triage Is the process of determining the priority of treatments based on the severity of the
condition of patient. This rations patient treatments efficiently when resources are insufficient
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for all to be treated immediately. Triage may result in determining the order and priority of
emergency treatment, emergency transport or the transport destination for the patient.

Triage may also be used for patients arriving at the ED, or to telephone medical advice
systemns among others, and cater for medical emergencies, including the pre-hospital setting,
disasters and emergency room treatment.

The outcome and grading of the victim is frequently the result of ph?siulug'k-al and assessment
findings. Some models, such as the START (Simple Triage And Rapld Treatment) model, are
committed to memary, and may even be algorithm-based. As triage concepts become more
sophisticated, triage guidance is also evalving into both software and hardware decislon support
praducts for use by caregivers in both hospitals and the field.

" Itis imperative to designate a dedicated staff with the responsibility of regular reevaluation and
assessment of the patient and the initiation of appropriate dlinical care. It shall be ensured that
waiting patients know that they have someone looking after them. Currently, the patients

- experience significant delays with regard to timely access to a medical officer, symptom

management, timely decision making and total treatment time. Improving the treatment time in
managing the patient by a senior emergency staff with extended skills, at an earlier stage in the
ED is an effective strategy in optimizing patient flow.

For the efficient ma nagemént of patient workload, the following points need to be spelled out
by the administration in consultation with Head of the ED:

I.  Criteria for (dentification of "non-emergency cases” presenting to the ED and
requiring little or no clinical care and not needing assessment by & consultant at
the ED. The criteria should enlist inclusions and exclusions and specified timelines
for management.

ii. A policy/procedure to sort and manage non-emergency patients.

iii. Assessment criteria should include evaluation of vital signs, age, mobility and
absence of co-morbidities.

Patients are TRIAGED on the Basis of the Urgency with which they need medical attention. The
Triage Nurse allocates a Triage Category to @ patient based on the statement andfor the
condition of the patient as evaluated by the EMO".

i, Ensure that SOPs regarding Triage and Treatment is well defined and understood
by all staff. ;

ii. The SOPs should include management protccols for each category of patient viz,
cardiac, road traffic accident and poisoning etc.

TNSW Ministry of Health, (2013). Hospital Triage. Retrieved from http://www.health.nsw.gov.au/
hospitals/going_to_hospital/triage.asp
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il Ensure clearly defined Roles and Responsibilities,

A suggested triage pattern for patients, presenting to the ED is described in the following lines,
however this is not a rigid document and prescribes only a general guideline for HCEs. The aim is
to achieve a certain level of performance as s benchmark In terms of the time patients waitto be ..
seen In EDs.

2. Triage Categories

1. Immediate Resuscitation
Patients who need treatment immed iately or within two minutes are categorized as
having a life-threatening condition. Most of them would have arrived in the ED by
ambulance and would probably be suffering from a critical injury or eardiac arrest.

2. Emergency
Patients who need to be treated within 10 minutes are categorized as having an
imminently life-threatening condition. This group of patients includes those suffering
from a critical iliness or are in very severe pain e.g. chest pain, difficulty In breathing
and fractures ete,

2. Urgent
This group of patlents requires treatment within 30 minutes and Is categorized as
having a potentially life-threatening condition, These Include patients suffering from
severe flinesses, bleeding heavily from cuts/wounds, have major fractures, or are
dehydrated.

4. Semil-Urgent
People in this group are having a potentially serious condition with less severe
symptorms or Injuries, such as a foreign bedy in the eye, sprained ankle, migraine or
earache etc, and need to be treated within one hour,

5. Non=Urgent
This category includes patients who have & less urgent condition and need to have
treatment within two hours. This includes those having minor illnesses or symptoms
which may have been present for more than a week such as rashes or minor aches -
and pains.

b. Patient-Staff Contact/Introduction

Staff should reach the patient as soon as he/she entars the ED with words of comfort to break
the ice and make him/her feel confident and comfortable. Courtesy and help rendered by the ED
staff helps in preventing unpleasant situations. Special care is sollcited in the ED with respect to
staff behavior and care, therefore certain gquerles need to be clarified upon the patient's arrival,
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1. Clarify to the patient whether he/she can eat or drink anything
sometimes the patient should not eat or drink while waiting to see a doctor because
the patient may need to undergo a test or an operative procedure requiring the
stormach to be empty.
2. Clarify the complaint of pain and assess the requirement of pain relief.
Triage medical staff/nurse should clearly ask the patient about pain or any discomfort
while walting for the final disposal.
3, Medications
Triage staff should elicit the history of medications from the patient.
4. Contact the next of kin as soon as possible.
Triage staff should explain the condition of the patient to the relatives/friends
_ accompanying the patient. In case the patient s brought to the ED by othars, thenthe
' triage staff shall contact family, celatives or friends of the patient to let them know
that the patient is In Emergency.
5. Interpreter
Triage staff should arrange an interpreter for the patient, If necessary.

IND.19 - STAFF MEMBERS ARE FAMILIAR WITH THE PoLICIES AND TRAINED ON THE
PROCEDURES FOR CARE OF EMERGENCY PATIENTS.
Tralning

A specialist In emergency medicine Is appointed to assume overzll responsibility of the AZE
services. The speciallst shall regularly review the facilities, equipment and staff training of the
services.,

The CMO should remain in the ASE Department 24/7. A registered nurse who is trained and
experienced in the practice of emergency nursing is avallable at all times to su pervise nursing
' care in the ARE sarvices.

An appropriate number of suitabby qualified and experienced staffis In attendance. The hospital
shall have a policy in place to mobilize additional personnel to attend to emergency situations.

The hospital maintains an up-to-date roster of speclalty doctors who are readily available to
render consultation service and necessary assistance.

All medical and nursing staff deployed to the ARE services racelve training on the following
Courses:

i Advanced Trauma Life Support (ATLS);
i.  Advanced Cardiac Life Support (ACLS);
fil. Trauma Nursing Care Course {TNCC);
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. Paediatrics Advanced Life Support (PALS).

IND.20 - ADMISSION oR Dis HARGE T0 HOME or TRANSFER TO ANOTHER ORGANIZATION IS

Ducumemn.

Emergency Admission, Discharge and Transfer Policy

All patients who present an Emergency Medieal Condition must receive treatment to the extent
that thelr emergency condition |s medically “stabilized,” irrespective of thejr abllity to pay for
such treatment, In case of a Private HCE,

An Emergency Medical Condition is defined as ane that manifests ftself by acute symptoms of
sufficlent severity (including severa pain, psychiatric disturbance, and/or Symptomns of substance
abuse) such that the absence of immediate medical attention could reasonably be expected to
result In the following:

i Placing the health of the individual {or unbarn child) In serious jeopardy.
il.. Serious Impairment of bBodily function,
. Serious dysfunction of any bodily function or part. )
V. Inadequate time to effact a safe transfer of a prégnant woman to another hospital before
delivery or, that the transfer may pose a threat to the health or safety of the woman or
unborn child.

"Stabilization” means "that no material deterioration of the con ditien Is likely, within reasonable
medical probability, to result fram or accur'during the transfer or discharge of the patient from
a facllity”, '

However, once the Emérgency Is over and a patlent's condition Is stabilized, the patient can be
discharged and refused further treatment by private hospitals. If the individual seeks routine
medical care or schedules 3 docter's appointment for nen-emergency medical problems, doctors
have a general right to refuse treatment if they have no Insurance or any other means of paylng
for the provided care,

In case of discharge to home, a Discharge Summary shall be given to the patient. The patient’s
treating doctor determines the readiness for discharge during regular reassessments, The same
Is discussed with the patiant and his/her family,

S —




" The HCE hands over the discharge papers to the patient/attendant in all cases and a copy s
retained. In Leaving Against Medical Advice [LAMA) cases, the declaration of the:
patient/attendant is to be recorded and signed on a proper format.

The Discharge Summary shall be signed by the treating doctoror a member of his/her team and
should contain the following:

a, Patient’s name

b. Unigue identification number

¢. Date of admission and discharge
d. Reasons for admission

e, Significant findings

f. Diagnosis

g. Patient's condition on discharge
h. Investigation results

1. Any procedure performed .

J.  Medication administered

k. Treatment given

|, Follow up advice and other instructions deemed necessary

(The rnstmcﬁﬂns shall be in a manner that the patient can easily understand}

The HCE should have a documented policy for clients/patients LAMA and those being Discharged
on Request. The treating doctor should explain the consequences of this action to the
patient/attendant, This policy could address the reasons of being LAMA for any possible
corrective and/or preventive action by the HCE. -

In case of transfer to another facllity, details regarding medical history of the patient,
_investigations/procedures performed, treatment provided, reasons for referral and the name of
the HCE to be referred will be racorded in the prescribed referral form. In such cases, S0Ps
regarding patient ‘transfer shall be strictly followed so as to ensure proper tare during
transportation and handing over of the patient to referred fa cility takes place.
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Preamble

The Emergency Departments of healthcare establishment has pivotal role in providing access to
emergency medical care, and backup support to the primary health care facilities including BHU, RHCs,
and the family Physicians and smaller hospitals settings in the private sector. The Emergency
Department is also an important interface for a variety of indoor and outdoor services operating in
the healthcare establishment, as a large proportion of total admissions to inpatient wards are via
Emergency Departments,

These guidelines are only intended to provide an outline towards integration of clinical requirements,
functional needs and practical logistic and space requirements for an Emergency Department of a
typlcal hospital. The document is not intended to provide an exhaustive guide or a prescriptive list of
medical equipment and other requirements, as such information is essentially dynamic and can
become outdated quickly. Rather these guidelines are aimed to highlight eritical éspe:ts, mode of care,
and optimal patient pathways leading to smooth flow of patients and eliminating the chances of mis-
management or poor or un-intended outcome.

Mo matter how much diligence Is observed in planning a hospital emergency department, models of
care may rapidly change in the real case scenario, as a result of change in government policy, new
initiatives, change in staffing of the Emergency Department in view of change in patients’ needs and
demographics, technology, physical and social environment related factors. In the private sector, the
Emergency Department and Emergency Care is influenced by a number of factors including the
business model, etc. The Emergency Physicians, nurses, allied health staff actually working in the
Emergency Departments being the key stakeholders can provide valuable inputs during designing
phase® of the hospital emergency services.

As per the ICI Survey Process ?, Hospitals providing services that are available 365 days a year, and
ensures that all direct patient care as well as ancillary and support services as needed for emergent,
urgent, and/or emergency needs of patients, such as diagnostic testing, laboratory, and operating
theatre, as appropriate to the type of acute care hospital are operational 24 /7 basis are eligible to
apply for JCl accreditation.

Emergency Department of the hospital Is often the gateway to healthcare system and point of first
contact for many patients coming with acute illnesses or are suffering from some Imminent
complication of chronic health problem, Commonly presenting emergencies include obstetric cases,
complications during pregnancy and post-partum, non-communicable diseases e.g. asthma, heart
attacks, strokes, surgical issues, road traffic accident, environmental and man-made disasters, ,
exacerbations of acute life threatening infections e.g. sepsis, Covid-19, dengue, Congo Hemorrhagic
Fever, and psychiatric ilinesses ete. -

1 Emergency Department Design Guidelines by Australian College for Emergency Medicine, 2014
2 IC| Survey Process Guide (7™ Edition, 2021},
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National Scenario

Whenever an injured person is brought to a hospital, it Is mandatory to provide medical aid without
delay on priority basis. This medical aid will be provided irrespective of any other consideration
Including medico legal formalities and no police officer shall interfere during the period an injured
person is under treatment in a hospital®, The Injured Persons (Medical Aid) Act, 2004 further explains
“injured person” as a person injured due to traffic accident, assault or any other cause who is in need of
on immediate treatment. The Act in terms of Section 6 also provide that an Injured person shall not be
shifted from a hospital until he is stabilized or the requisite treatment is not available in such hospital
and while shifting to another hospital, the doctor concerned shall complete the relevant documents
with regard to the clinical conditions of the patient and hand over such documents to the concerned
doctor of the recelving hospital.

In arder to provide for early transport of the injured or ill person in a life threatening situation, section
5 of the Punjab Emergency Service Act, 2006* empowers Rescue Service to arrange transport
{transport vehicle or ambulance) where necessary for carrying persons requiring emergency medical
treatment to the nearest hospital emergency or healthcare unit having such arrangements. Section
17 of the said Act also enables the Emergency Officer or the Rescuer to administer such life safety
procedures as are consistent with their training and competence.

National Reference Manual on Planning and Infrastructure Standards® formulated by the Government
of Pakistan provided long term goal of 5 hospital beds per thousand population, whereas the sixth five
year plan envisaged a target of 0.63 beds per 1000 population. As a general guide, Standards for Health
Facilities envisaged a Tehsil hospital of 60 beds having three basic specialties and dentistry service,
whereas every district should have one 100 to 250 bedded referral hospital with all medical facilities
including 6 to 10 specialties. In larger cities, in addition to one district hospital, one general hospital
of 100 to 250 beds with all medical facilities and 5 to 10 specialties was also envisaged.

On provincial and regional basis, the standards provided for teaching hospital having all specialties in
a 500 to 1000 bedded facility, whereas in metropolitan cities and hill stations, specialized hospitals
e.g. Mental hospitals, T.B Sanatoriums were envisaged. The standards also considered the scope of
private clinics to take some load in larger urban centres and In upper income communities thus
reducing the need for public provision,

The National Reference Manual also provided that coordination with other em ergency services was
crucial for a comprehensive efficient service and thus required that a hospital should at least be in
communication with police, ambulance and fire services, and the ambulance service should be
focused on district/general hospital upwards in the hierarchy. The Guidelines provided that there
should be adequate parking near emergancy wards/cardiology units, and access should be separate
for ambulances from the main public entrance.

The Reference Manual also provides Elements and Covered areas of health facilities that require
10,576 square meters covered area for a 250 bedded district hospital, and 10% beds to be in single
rooms for intensive care with space requirement per bed: 16.5 sq meters for adults and 18.5 S5q meters
per bed for children ward. The Manual requires 464 Sq meter space for Accident & Emergency

? Injurad Persons Medical Ald Act, 2004

* Punjab Emergancy Service Act, 2008

“ National Reference Manual on Planning and Infrastructure Standards, Ministry of Housing and Works,
Enviranment and Urban Affairs, Government of Pakistan 1986
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Department of such a secondary referral hospital and 30 to 35% of the net area to be allocated as
circulation space and facilities for the ward.

In order to review the prevailing situation and to make recommendations for improvement, a working
group comprising of the local emergency care experts was constituted by the Ministry of National
Health Services and Coordination, Islamabad to undertake assessment of Emergency System in
pakistan in collaboration with the WHO. After detailed review and inputs from the key informants, the
report submitted by the working group®, inter-alia, made the following recommendations:

1) Implement use of system-wide standardized clinical forms /SOPs in Emergency Units

I}  Establish minimum standard guidance / standardized clinical forms for use in emergency
based on WHO standards

)  Establish an emergency registry platform in the Ministry to provide guidance on emergency
care and for pre-hospital care; and a coordination mechanism at natlonal and provincial
level for collecting, analyzing and utilization of emergency care data at policy level

IV} Standardize criteria and process for designation of trauma centres

V)  Setstandards for first aid kit, and provide standardized training

VI) Establish single national universal access number for emergency healthcare; and
implementation of accreditation mechanism and oversight for ambulances (public and
private)

VIl} Establish national level minimum service guidance on clinical care and communication
protacols for inter-facility emergency tra nsfer

Vill} Implement formal emergency unit triage process at every district hospital and tertiary care
level in line with WHO tools

1) Implement dedicated training In basic emergency care for front line emergency care
providers :

X)  Establish core or dedicated (non-rotating person nel) clinical response teams at emergency.
units of all levels

Xi)  Establish minimum standards & guldelines for emergency Units regarding level of services,
processes (triage, length of stay, ha ndover or discharge), infrastructure, staffing,
equipment, supplies at national level

Xil) lintegrate emergency care training in undergraduate medical and nursing curricula, and to
initiate additional medical emergency specialty training programmes

Xill) The federal regulatory council to make it mandatory for ongoing practice a basic emergency
care training for healthcare professianals providing services in emergency units

XIV) Provide a mechanism for enforcement of accreditation standards in the emergency care
elements in public and private hospitals

XV] Develop pre-hospital and in-facility security plans at all levels of service delivery to protect
staff, patients and Infrastructure from violence

¥\l) Conduct regular assessment of the capa city of emergency care system to mobilize resources
in case of disasters, outbreaks and large scale emergencies, and to strengthen such capacity
by prior planning and coordination at national and provincial level.

& Agsessment of Emargency System in Pakistan, 2014
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Provincial Scenario: year 2000 onwards

In Punjab province, the mainstay of emergency services rests with the public sector hospitals, which
provide round the clock free medical cover for all incoming patients, while no patient is denied
emergency care. Emergency Departments of the Teaching and tertiary care hospitals provide basic
and specialized medical cover round the clock, while most of the district and tehsil hospitals provide
24/7 hour basic medical and surgical cover in the emergency departments, including medico legal
services, Similarly, the rural health centers are open for 24/7-hour basic medical cover, and medico-
legal services.

Since late 1990’ and early 2000, the Cardiclogy Institutes and Pediatric hospitals provide specialized
coronary and pediatric care in cities like Lahore, Multan, Falsalabad and Rawalpindi. However, these
facilities draw their strength and backup from the regular set ups provided in the nelghboring public
sector tertiary care hospitals for other specialties’ services. In 2002-2003, a major initiative was
undertaken by the government when emergency departments of seven major teaching hospitals were
planned for upgradation. In order to optimize operation of the upgraded emergency facilities, a
Manual of Standard Operating Procedures (SOP)” was framed by the Health Department, Government
of the Punjab in October, 2003. The Manual inter-alai, contained the following Impartant
recommendations:

(i}, Establishment of Ambulance Stations on highways /major intersections and provide linkage
with ambulances and the referral hospitals, with a target time of 20 minutes to reach at
accident site

. Purchase, equip and staff the ambulances with basic life support facilities

(i),  Improve the DHQ hospitals by commissioning intensive care of at least 4 bads capacity with
equipment and trained staff '

(iv).  Increasing the number of general surgeons, orthopedic and neurosurgéon in each DHQ
hospital, and ensure 24 hours availability of operation theaters

(v}, An additional medial superintendent as in-charge of emergency In OHQ hospital

The Manual also provided the job descriptions of key staff members including CMO, Nursing staff, and
documented procedures for reception, registration, and management ftransfer of patients in the
emergency department. It also included 50% extra pay for regular emergency staff and provisions and
procedures for emergency lab, radiology and blood bank facilities. The Manual also provided a
summary of existing capacities in RHCs, THQ Hospitals, DHQ and Teaching hospitals, and the desired
performance levels /capacity to be achieved as a result of the government initiative. The manual also
provided a monitoring instrument / check list as per WHO guidelines.

In 2016, the Primary and Secondary Healthcare Department undertook baseline assessment of 25
district headquarter hospitals and 15 tehsil headquarter hospitals towards getting these hospitals
licensed with the Punjab Healthcare Commission. As a result, a substantial transformation programme
was undertaken with focus an upgrading the following:

i), Medical infrastructure
ii). Hosphtal infrastructure
iii}. Human resource

iv). technology / EMR

! Standard Operating Pracedures (3.0.P) Manual for Emergency Medical Services In Teaching Hospitals of the
Funjab; Depariment of Haalth, Government of the Punjab, October 2003
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v). Outsourcing of non-clinical services
vi). Implementation of best practices /SOPs

Following hospitals were included in the transformation programme

DHQ Hospitals T THQ Hospitals

1. DHQ Attock 2. DHQ Muzzafargarh 1. THQ Hazro
3. DHQ Bahawalnagar | 4. DHQ Nankana Sahib 2. THQ Chistian
5. DHQ Bhakkar 6. DHQ Narowal 3. THQ Ahmedpur East
7. DHQ Chakwal 8. Additlonal DHQ Okara 4. THQ Taunsa Sharif
9, DHQ Chiniot 10. DHQ Okara g, THQ kamoke
11. DHQ Haflzabad 12. DHQ Pakpattan 6. THQ Mian Channu
13, DHQ lhang 14. DHQ Rajanpur 7. THQ Noorpur Thal
15. DHO Jhelum 16, DHQ Sheikupora 8 THQ Esa Khel
17. DHQ Kasur 18. DHQ TT Singh 9. THQ Shuja Abad
19. DHQ Khanewal 20. DHQ Vehari 10, THQ Kot Addu
21. DHQO Khushab 22, DHQ Mandi Bahauddin 11. THQO Arifwala
23, DHQ Layyah 24. DHQ Mianwali 12. THQ Chichawatni
25. DHQ Lodhran 13. THQ Daska

14. THQ Gojra

15. THQ Burewala

In 2021-22, the Government of the Punjab envisaged to develop 250 bedded new emergency and
trauma centre in Jinnah hospital Lahore, and a new hospital near Arfa Kareem tower in Lahore with
an estimated bed strength of 1000, and having 250 bedded emergency department as per the
following suggested breakup:

DRparmnts =" co 7 i b ~_Proposed Bed Count
General Surgery 36+36 beds
General Medicine 60 beds
Orthopedic/Spinal surgery 24 beds
Modular Surgical ICU/Madular Medical ICU - 14 beds
High Dependency Unit 21 beds
Emergency Dialysis Room ) 06 beds
Triage Accidents & emergency 48 beds
Code Blue Room 06 beds
Total Beds 251 beds
Maodular OT Suites . 06 beds
| Minor OT 03 Tables

The above schemes are in the scrutiny process before approval under the Annual Development
Programme [ADP), and once approved, will be setting new standards for emergency care in Punjab.
On the contrary, dedicated emergency set ups in private hospitals are comparatively less developed,
barring a few. It is primarily due to the fact that private hospitals are never sure that all clients in
emergency would be affording to pay all expenses.
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As per the need assessment of Trauma Centres undertaken in the Punjab?, there were 20 dedicated
trauma centres in Punjab, out of which 8 were non-functional, while accidsnt and emergency
departments of teaching hospitals in Punjab were providing round the clock access to trauma care.
The study observed that while there was no level-l specialized state of the art trauma care facility in
Punjab as per WHO guidelines, the DHQ hospitals In Punjab were providing services equivalent to
level-lll trauma centres, whereas services at independent trauma centres were of level-V.

The study revealed that there were no neurosurgeons In the trauma centres, while only 25% trauma
centers had anesthetists. Gnly 17% of the DHQ hospitals and 63% of the teaching hospitals had
neurosurgeons. Only 17% DHQ hospitals had the CT scan facility. Due to such shortages, there were
frequent referrals to the higher level health facilities. In addition to the budgetary constraints, the
independent trauma centres at Phool-nagar, Bhakkar, Layyah, Bahawalpur and Shuja abad had ne
specialized trauma team. Only 60% of the independent trauma centres had access to blood bank
services. Only 25% of trauma centers were providing acute surgical care.

The study concluded that establishing new trauma centres was not a viable option, till the shortages
in the existing facilities were met. It was emphasized that management of trauma patients requires 2
multidisciplinary approach, and specialized trauma care teams. It was recommended that formal
education and specialized training in trauma care be introduced, and be made mandatory for
personnel involved; PM&DC may introduce special courses of trauma care, and regular capacity
building sessions be arranged for trauma care service providers, and be made essential for dealing

with emergencies. The study also recommended to develop and update trauma protocols, regular
trauma team training sesslons.

The study conciuded that if at all the trauma centres were to be establishe d, these must be dene in
the existing DHQ Hospitals, which are more accessible for road accident victims, and where basic
infrastructure and backup support is already available, The study also recommended to lay emphasis
an proper stabilization of the road accident cases at nearest level 4 trauma facilities located around
the main roads in Punjab, before referral for definitive management,

® Need Assessment of Trauma Centres in Punjab, 2018 by Punjab Economic Research Institute (PERI)
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I| Level 1

Level 1 facilities provide the highest level of trauma care for patients. These facilities have a
full range of all types of specialists and equipment available 24 hours a day. These facilities
also offer teaching and research-components.

. (G E

1 Speclalists 24 Hours Research Teaching

[| Level ll

| Level Il facilities provide the same services as Level | facility without the research

|| component or a surgical residency programme. Level Il facilities may not have specialist on-
| hand 24/7, but they have them on call.

Speclalists 24 Hours

LEVEL Il

Level |ll facilities da not have the full availability of specialists as Leve! | & Level Il centres
do, but they do have resources for emergency surgery and intensive care. In some cases,
| the facility might have to transfer patients.

Surgery Transfer s

| Level IV
Level IV facllities provide initial evaluation, stabilization and diagnastic capabllity but will
likely have ta transfer the patient to a trauma care centre with a higher designation,

[ Stabllize Diagnostic Transfer

Fig-1: Levels of Emergency Facilities ’

% Need Assessment of Trauma Centres in Punjab, 2018 P 24
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PHC Regulatory Framework: Minimum Service Delivery Standards

The Punjab Healthcare Commission (PHC), established through promulgation of the Punjab Healthcare
Commission Act, 2010 framed the first Minimum Service Delivery Standards (MSDS) for hospitals in
2012, Based on a comprehensive, internationally accepted framework, the MSDS encompass all
aspects of service delivery and focus on Inculcating a culture of Clinical Governance, integral to the
healthcare systems based on the principles of responsibility and accountability. While standards are
broadly categorized as pertaining to ‘clinical care’ or ‘operational management’, the procedures and
practices prescribed within are interdependent and when implemented together, they deliver a
patient centered system of care that prevents avoidable errors and protect the patients from harm.

The MSDS prescribed by the PHC lay due emphasis on provision of emergency services in accordance
with law, with the objective to ensure patient safety and better treatment outcome. The Standard 3,
under the functional area titled ‘Care of Patients [COP)', require the healthcare establishments [HCEs)
to develop Palicies, Procedures and SOPs for provision of the Emergency Services. The standards
further require to ensure that services are guided by and provided in accordance with Palicles,
Procedures, S0Ps, the Applicable law and Regulations. As such, the hospitals need to have an
Emergency Care Policy and plan, covering all the aspects Including, the administration of the
emergency area, triage, waiting times, admission/registration, legal reporting requirements, discharge
and patient transfer etc,

The guidelines provided in the Reference Manual®®, explain further the standards that require the
HCEs to have well thought out and documented policies and procedures for emergency care, in line
with statutory requirements. These policies and procedures, developed in the light of appllc,able laws,
shall guide and encourage patient safety as the overall prin ciple for providing healthcare services to
patiants.

These policy documents should include SOPs/Protocols to provide both, general emergency care as
well as management of specific conditions, e.g. myocardial infarction, acute abdomen, poisoning etc.
and shall address both adult and pediatric patients. The procedure shall incorporate at least
identification of patients, assessment and provision of care. The HCE policy should spell out and ensure
availabllity of all the necessary equipment in the Emergency Department (ED) in working order and

functional round the clock (24/7) without interruption of its services and in accardance with the
international standards,

As per the reference manual, the Emergency Department should be appropriately staffed and must
have one to two Emergency Medical Officers (EMOs)/ CMOs depending upon the patient load of the
HCE in each shift of 8-1/2 hours, with a half hour overlap of dutles for handing/taking over of charge.
Instead of night duty of 12 hours i.e, from 8PM to 8AM, a uniform duty of 8-1/2 hour must be enforced,
It should be mandatory to have sufficient experience and/or a house job in Medicine/Allied and
Surgery/Allied specialties and preferably training in advance basic life support (ABLS), advance trauma
life support (ATLS) and advance cardiac life support (ACLS) for the appointment of CMO/EMO.

As per the guidelines provided In the Reference Manual with the MSDS for hospitals, the Haspital
should make policies i.e. SOPs/SMPs, on at least the following topics:

S—

" Minimum Service Delivery Standards Referance Mantal, 2013
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1. Triage 2. Admission of patient for definitive care
3. Patient assessment and care 4. Return of admitted patients to the
Emergency Department
5. Emergency Department design 6. Length of stayin the Emergency Department
beyond 8 hours (as prescribed)
7. |Initial screening exam B. Injury prevention of uncenscious, confused
or {rritable patients
8, Staffing of emergency services 10. Social works services consultation
11. Emergency medical services (EMS) 12. Release of information to media
13. Continuing education 14, Poisonings / Pesticide poisoning
15. Disaster plan 16. Patient discharge
17. Medications 18, Infection control
19, Equipment and supplies 20. Blood borne pathogen exposure in patients
presenting to the Emergency Department
21. Electrical safety and Power failure 22. Visitors/ attendants
23. Fire plan 24. Medical records
25, Security/traffic control 26. Elective sedation and analgesia
27. Inter-hospital transfers 28. Patients pronounced dead in the Emergency
Department
29. Labaratory down time procedure 30. Tetanus prophylaxis
31, Consent 32, Rabies prophylaxis
313. Confidentiality of patient information | 34, Major adult trauma
35, Shock-trauma area 36. Major paediatric trauma
37, Patients’ belongings and valuables 38, Adult Medical Resuscitations
39, Standing orders 40. Paediatric Medical Resuscitations
41. Integration of diagnostic radiology with | 42. Paediatric Medication Administration
Emergency Department
43, Integration of operating room with | 44, Emergency Department Control Register (ED
Emergency Department log)
45. Integration of special care units with | 46. Quality Cantrol
Emergency Department
47. Reporting of criminal injury/ medico | 48. Follow-Up programme - Call Back
legal cases
49, Invasive procedures 50. Patient Follow-Up procedure
51. General anaesthesia 52, Continuous Quality Improvement (CQ)
53. Special procedures 54. Admission of patient for definitive care
55, Patient transport for radiological | 56. Return of admitted patients to the
procedures Emergency Department

As per the Indicator 16 provided under the above said standard, the hospital policy shall be in line with
legal requirements with reference to documentation and intim ation to the police. Medico Legal Cases/
Medico Legal Reports (MLC/MLR) will be defined by the HCE in the light of the statutory rules.
MLC/MLR must be handled by the medical officers of the Forensic Department where it is available,
as in teaching hospitals; vis-a-vis where a Forensic Department is not available then CMOs must be
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given capacity building training. Female victims of medico-legal cases must be dealt by female doctors,
If not available in the Emergency Department, then a fernale doctor from the Gynaecology
Department must be appointed in the emergency department, with her name and telephone number
noted. An approved Government Policy/Procedure is to be followed while handling and reporting
Medico Legal Cases. Details are provided in the SOPs™ developed by the Project Management Unit,
Primary & Secondary Healthcare Department, Government of the Punjab.

The Indicator 17 would require that the hospital staff receives awareness and training regarding the
emergency palicles and procedures, Similarly, Indicator 18 requires that the hospital policies and
procedures gulde the triage of patients for initiation of appropriate care. The Guidelines provided by
the Punjab Healthcare Commission with the above said standards provide that for efficient
management of patient workload, the following points need to be spelled out by the administration
in consultation with Head of the Emergency Department:

. Criteria for identification of "non-emergency cases” presenting to the ED and requiring little or no
clinical care and not needing assessment by a consultant at the ED. The criteria should enlist
inclusions and exclusions and specified timelines for management

ii.  Apolicy/procedure to sort and manage non-emergency patients

iiil.  Assessment criteria should include evaluation of vital signs, age, mobility and absence of co-
morbidities

iv.  Ensure that SOPs regarding Triage and Treatment are well defined and understood by all staff

V.  The 50Ps should include management protocols for each category of patient viz. cardiac, road
traffic accident and paisoning etc.

vi.  Ensure clearly defined Roles and Responsibilities.

The Reference Manual provided with the MSDS for hospitals further explains that the patients are
TRIAGED on the Basis of the Urgency with which they need medical attention, The Triage Nurse
allacates a Triage Category to a patient based on the statement and/or the condition of the patient
as evaluated by the Emergency Medical Officer. The guidelines under indicator 19 and 20 also
elaborate that the hospital staff is made aware of, and trained on providing emergency care, while all
admissions and discharge / referrals are documented,

' Bection 14, 37, 38 & 42 of the ALE Department SOPs, 2019
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ALGORITHM OF ACTIVITIES IN ACCIDENT AND EMERGENCY

ARRIVAL OF PATIENTS
[ TRIAGE SYSTEM
\ Critical Urgent Semi Urgant Non Urgent
Resusciabon Investigate Investigate Investigation
Investigate g by BHHGEN
v v v
Shift to ICU Emergency Treatment ~ Emergency Treatment Emergency +
Definitive Treatment
- L
Stabilize Patient Urgent Treatment
v 1+ L 4
Shift to Specialist Unit  Shift to Specialist Unit  Shift to Specialist Unit
L & v Y
Definitive Treatment Definitive Treatment Definitive Treatment
v L 4 L -
Discharge Discharge Discharge Discharge

Fig-2: Algorithm of Activities in ARE Deptt: how does Triage System work?
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State of Emergency Departments in Pakistan

Health systems in all countries evolve within the
prevailing social norms, cultural value system, and
sustain within the bounds of econamic

and social development. While it is an established norm
that the healthcare services in private sector are only
accessible to those who can afford to pay, emergency
services in public sector hospitals are considerad to be
free to all, and accessible to every walk-in custo mer, and
must be attended at the earliest without regard to the
number of medics available on duty, number and
seriousness of patients already in the emergency, and
available bed-strength.

In our public sector teaching and tertiary care hospitals,
emergency departments are purpose bullt facilities,
where full time medical, nursing and allied staff is
appointed in shifts, to attend the emergencies. The
specialist services llke surgery, medicine, obstetrics,
pediatrics, neurosurgery, orthopedics, are provided by
the visiting / consulting staff on rotation basis, usually
through pre-determined rosters as to which unit will be
on emergency duty on a specific week-day, Dedicated
pharmacy, blood bank, radiology and Lab services for
emergency cases are available round the clock in such
hospitals, In smaller private and public sector (first
referral or secondary referral) hospitals, usually there is
one medical officer on emergency duty with
paramedical staff, during off hours on shift basis.
However, there are many concerns regarding quality of
care in the emergency departments,

Results of a multicenter large scale EMEergency room
surveillance™ of trauma cases entertained in the year
2010-11 in seven tertiary care hospitals of Pakistan are
depicted in Table 1 here. The study results reveal that
most patients (70.7%) were not triaged. Only 23.1% had
any vital sign noted; while 50% of patients had some
form of physical examination performed. All the
hospitals included In the study had formal emergency
departments operational 24 hours a day, with heavy
patient |oad exceeding 75,000 patients annually, and a
daily patient to physician ratio of over 25:1. These
hospitals included two private and five public sector
tertiary care hospltals,

Characteristic

Sex [n 4 66,551
Male 47,070 {70,3)
Fernale 19,891 (28.7}
| Age [n % 64,951 =
0 Sysars 4308 [6.6]
10 19 yenrs 13472 {159.2)
20 25 years 21,342 (32.5)
30 39 yemrs 11,891 {18.3)
40 49 years E585 [13.2)
50 59 yeany 3813 [5.9]
G0+ years 2540 |3.9)
Hospital in 4 68,320
Lady Reading, Peshawsr [public hospital 13567 [34.5
Benazir Bhutta, Rewalpingl [public hosgital) 14,538 (21.3)
Shifa, Mlamabad |private hespital] 2540{3.7)
Mayo, Lahaes {public haspital] B186{12.00
Sandeman Provincial, Quatta {public [t} 5015 (7.3}

Hinnah Medical Center, Karachi [public hosaital) 12,80 {18.7)

Agz Knan, Karachi (private hospital) 1724 [1.5)
Mode of arrival ke the ED (n X 64,686)
Or foot 17,252 (4.3}
Fublic or private transpart 3;,_:!51 |49, 6
Ambulance 5333 [8.2]
Features of the Indes visit {n K 62,434)
First visht 1o ED Por this Incldent 60,194 (26.4)
Fedow-up 1240 (3.6)
Rucelved any treatmant for index Infury In last 72 hin &
£4,456]
N &4 857 (32.9)
Yes ] 4584 (7.1)
Discharged from any hospital In last 7 days [ & 55,957) ]
Mo 58,401 {974}
Yar 1556 (1 6)
Humber of ED wiaits for any raasos in last 1 year sxcuding
Index
visit | 4 48,072]
| Ovshs 27,918 [58.1)
O visit 13,875 (16.9)
Two of more visits 6229 {13.0)
Services racaived
Triage |1 % 55302
Dane 10,930 (16.0)
hat Bare 48,383 (70,7
Witals noted {n X 15, 7881k 4
Band pressure [af lmast systolic or diastalic) 11632 (7.0
Pudse 5155 (13.3)
Temparatira BHOZ [12.9)
|_Respliratory rate 7091 [10.4)
Ellll:g_w Caima Scale {G_Es:l 1287 {1.9;
Fhyslcal examination perfarmed 57,231 (83.7)
Imaging petformed [X-ray, CT, other) 34,235 (50,0
[ Lanoratory invest 4989 (73]
| Butcoma of the ED wisit (1 % 535,520)
Discharged 26,0020 (380
_Outpatient follow-ug 17,202 {35.1)
Detaired for observation/sdmittad 5443 (13.8)
l__l'!'g{lrmd to other facility 1978 (2.5)
Expired ET3(1.0)
Laft ED 198 (0.3) |

CT, compuied tomography; ED, emergency tepartmenl

& Fes ‘Service rocelved” and ‘Outcame of ED wisit
characteristics,

percentages were calculated using total sample sizs (68,390 a5
denominator, while all ather percertages wsed svailable sample
slze for each charactorfstic as derominasoe,

b One patient could have more than one via! sign recorded

According to the statistics provided in 2019% the number of emergency cases entertained by the 18
public sector teaching hospital of Punjab rose from 8,449,334 patients attended in 2015 to 11,043,824

" Hyder A8, He. S., & Zafar W.et al “The Royal Society of Public Health® 2017
" Annual Report 2019, District Health Information System, DGHS Punjah,
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patients in the year 2019. The DHQ hospitals in Punjab attended 6,556,530 emergency cases in 2019
while the THQ hospitals managed 7,741,555 emergency cases in year 2019, Bed occupancy in teaching
hospitals of Punjab remained 94%, and in the DHO hospitals 91% during 2019. Given this amount of
workload, it is no wonder that parameters for quality of care would have suffered.

A number of pilot studies conducted in local hospitals have documented introduction of triage system,
e.g., Implementation of south African Triage Scale in the Emergency Department of Fatima Memorial
Hospital Lahore in 2017%; establishing triage desk in AKUH-ED in year 2000%; implementation of a
triage score system in an emergency room in Timergara, Pakistan in June, 2011 have demonstrated
an improvement in safe disposal of patientsand better patient satisfaction. However, need for making
adequate provisions of staff trained in emergency procedures has also been established.

MF. R. Rehmani from the Aga Khan University Karachi*’in his Editorial published in the lournal of
pakistan Medical Association in May 2004, highlighted the need to initiate residency training programs
in emergency medicine. The College of Physicians and Surgeons Pakistan approved FCPS training
programme in Emergency Medicine in 2010. The program started at Aga Khan University Hospital
Karachi and Shifa International Hospital. Presently, 13 institutions in Pakistan have been approved by
the College of Physicians and Surgeons pakistan (CPSP) for such training, However, public sector
institutions in Punjab are lagging behind in taking up emergency medicine fellowship training
programme. Lately, one year Certification Programme in Emergency Medicine (CPEM) was also started
by Indus Hospital in 2018, in collaboration with Brigham & Women Hospital (a teaching affiliate of
Harvard Medical School Boston).

Taking an account of what is the current status of emergency care in hospitals of Punjab compared to
the working of hospital emergency departments in Australia, Dr. Naveed Aziz (a Pakistani doctor
cettled in Australia)? stated that an emergency department cannot work successfully without the
whole hospital behind it supporting its performance and backing it up. While declaring the current
hospital emergency departments’ model aperational in Pakistan as an obsolete version fraught with
danger, as young doctors are put in emergency with no formal training or supervision in managing
emergency, resulting in low level of care.

Dr. Naveed stated that in the first hour "the golden hour” you need senior and experienced clinicians
who can manage critical emergencies in an organized and methodical manner. He concluded that the
emergency departments should be managed by doctors trained in emergency medicine who should
provide leadership and ownership of the department. Dr. Naveed also recommended to inculcate
triage practice, based on urgency (and not essentially on severity of disease); and advised to
implement the triage practice fairly, with an attempt to distribute available resources equally and
equitably. Dr. Naveed suggested to organize hospital emergency departments with these major
functional sub-divisions internally:

4 Muharmmad L.A.at 2l PIMHS Vol 12, No.é Oct-Dec 2018
" Munawar K et.al J Ayub Med Coll Abbottabad 2015, 2743)
" K. Dalwal et.al PHA 2013, 3(1) 4345

17 B, Rehmanl JMPA Val 54, No.& May 2004

 Syad G Salesm st al, West J Emerg Med 2020 Mar 21(2)
18 Emall by Dr. Naveed Aziz dated 28" Feb, 2022
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Reception

Easy access, close to public transport, and adequately sign posted

Triage

Triage should be done by specially trained nurses

Resuscitation Rooms

With 2-3 beds with oxygen ports, suction outlets, airway/breathing and
circulation resuscitation equipment:

MNursing ratio 1:1

Acute beds
With monitoring equipment

MNursing ratio 1:3

Sub-acute beds
Intermittent monitoring (to assess deterioration or escalation periodically)

Nursing ratio 1:5

Consultation Rooms

Procedure Rooms
— Suturing

— Plaster application

— Procedures under Minor anesthesia

Allied Facilities like staff room, conference / education room, offices for
Nursing, medical and admin staff, distressed relatives room, security, stores
and toilets

LEVELS OF CARE - INJURED/EMERGENCY PATIENT

Following are the progressive stages of care for the patients falling in an emergency situation,
Preparedness and ability of those in attendance to respond appropriately can greatly reduce the
extent of damage that is possible as a final outcome of trauma or emergency situation.

a) Pre-haspital care
1 Detection/Natification/Announcement
2 Early intervention
3. Transportation

b) Hospital care

1. Emergency care
2, Critical care
3, Definitive Treatment
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c) Rehabilitation

Countries and communities where the populations have developed good understa nding and foresight
into possible causes and events leading to the emergency situation, and have developed
understanding amongst the people to identify the early signs, and to act smartly towards seeking help;
and have social structures capable of being helpful (e.g., calling 15 or 1122 for ambulance service,
rescue service, fire service, civil defence, etc.) can minimize the risks of fatality or help to reduce
morbidity. Equally important |s education and capacity building of volunteers and general public about
“what to do” in an emergency scenario, before the medics can take over the care of patient.

Availability of good emergency services in haspitals is a cost and resource intensive activity and it takes
years of sustained input and efforts to develop high tech and efficient surgical or medical teams and
systems to meet the challenge, The medical doctors, nurses and allied health professionals, all need
to be trained on life saving skills, and use of technology in time, to be effective.

Finally, once the emergency situation is over, the victim may very often need rehabllitation services
to become fully functional. Such services are obligatory to the institutional care of serious trauma
patients like spine injuries, head injury, burns, stroke, etc. Even though such services fall outside the
scope of emergency services, these services, coupled with social support networks, are extremely
important to harvest maximum benefit from the life-saving efforts of emergency services.

Public Policy awners, therefore have the responsibility to design and build the whole systems in a way
that is comprehensive, and is able to deliver best possible outcome while working in work in tandem
and harmony to achieve ‘health’ status for the population. in this regard, importance of life saving
measures to be undertaken during first hour after trauma or injury cannot ne over em phasized.

Golden Hour Management

Golden Hour is the critical periad of one hour after an Injury, accident or trauma, as the mortality
would considerably increase if efficient care was not provided within sbxty minutes after the trauma
_ Trayma In many countries is the leading cause of death during the first four decades of life ™, In
cases where death occurs within seconds to minutes due to laceration of brain stem, heart or large
vessels, it s difficult to save such lives.

In the second common mode, death may occur within minutes to hours later, as a result of diverse
injuries like haemo-pneumothorax, rupture of spleen, subdural hematoma or long bone fractures
leading to massive blood loss. Here an aggressive and appropriate timely management can save many
lives. The concept of Golden Hour has come out of this scenaria.

0 pAdonis M et al, 2020
21 Kundavaram P, A & A. Sivanandan, 2020
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Tri-modal Distribution of Death from Trauma
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The concept of Golden Hour lays emphasis on time, promptness and provision of life saving services
at the earliest, during the first hour of injury or trauma. This is only possible if well trained medics and

. paramedics are available on call, 24 hours a day at various locations in the urban locations. The system
would require availability of well-equipped ambulances with necessary logistics and staff deployed
. throughout the year, The quality of emergency care during golden hour would also de pend upon the

stringent training protocols and drills. In this regard, availability of 1122 rescue service in Punjab is a
substantial input towards saving lives during golden hour.

Third common mode of deaths would occur days or weeks after the initial injury and would be most
commaonly the result of sepsis, or multiple organ failure, Such deaths may sometimes be inevitable
due to subsequent complications of trauma, poor definitive or follow up or as a result of pre-existing

medical conditions predisposing to poor survival. The very basic principles in early management of
trauma are as under:

i}, treat the greatest threat to the life first:
i) lack of a definitive diagnosis should never stop from startin g an indicated treatment;
fii). adetailed history is not a pre-requisite to begin the evaluation of an acutely injured patient

Following are the order of priority for management of trauma in the Golden Hour:

A Alrway
B Breathing
C: Circulation

The primary assessment of the trauma patient is undartaken in a seguential manner to identify life

and limb-threatening injuries. The primary assessment and resuscitation is often undertaken together,
in the following manner;

o Assess patency of airway first; clear speech in a conscious patient is a good Indicator

o Noisy breathing is an indication of airway obstruction — suction of mouth with a chin lift or jaw
thrust maneuver will prevent the airway from obstruction in most cases
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Oro-pharyngeal airway will be helpful to maintain airway in in comatose patient
Endotracheal intubation may be considered in severe cases (for expert hands only)

In patients where endotracheal intubation is not possible, surgical airway may have to be
established without delay, in case such patients appear to have lost airway protective reflexes
and have risk of gastric aspiration

Measures to establish airway should also include protection of the cervical spine

In a case with altered level of consciousness having blunt injury above the clavicle, ur a patient
with multisystem trauma, always assume that the patient has a cervical spine injury

Undertake manual in-line stabilization of the neck ( by an assistant) in such cases to prevent
un-intentional movement of the cervical spine during oro-tracheal intubation

Once the airway is established, oxygen may be administered; followed by inspection,
palpation, and auscultation of the patient’s chest

No chest wall movement with abdominal breathing may indicate a cervical cord lesion

Observe for chest excursions and symmetry of breathing: paradoxical chest wall motion may
indicate the presence of a fiail chest injury

Massive hemothorax, tension pneumothorax and open pneumothorax need to be treated
immediately (consider needle thoracotomy as emergency measure)

Once the alrway has been taken care of, assess pulse, blood pressure and neurological status

Rapid and thread pulse is early sign of hypovolemia

A restless or an unusually cooperative patient is usually because of decreased cerebral
perfusion -

Immediately secure IV line with two large bore branula for infusing fluids rapidly in case it is
needed,

Apply pressure to obvious external bleed
In case of hypotension, bolus of one to two one liter of Ringers Lactate may be life-saving.

In case the hypotension persists, look for a continuing bleed - Hemorrhage must be controlled
before proceeding with rest of the primary assessment

Be cautious:; Ralsing blood pressure to normal in the presence of an ongoing bleed may cause
more damage

A rapid neurological evaluation should be performed during primary assessment; Glasgow Coma Scale
(GCS) can help to assess consciousness level
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~ GLASGOW COMA SCALE

“!EEE;EDNHE’EE Spontaneous 4
Tosound ———13

To pressure 2

Mg 1

ngsiggﬂgﬁ Orisntated 5
Confused 4

Words 3

J)) Sounds ———— 32

Mone i

REHEEB?JRSE Obey commands — &
Localising ———§

wormal flexion — &

Y Ahnormal flexion — 3
Extension ——— 2

‘ MONE ————————m |
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MEDICHTESTS #1EMT & PARAMEDIC EXAM PREP

Complete disrobing of the patient is mandatory of occult injuries are to be identified;
undergarments may be retained after the physical examination, if there Is socio-cultural
sensitivity

Examination of the external genitalia and rectal examination is part of the secondary
assessment

Resuscitation should follow the ABC pattern of primary assessment, and should be performed
simultaneously.

o

if the airway is compromised, primary assessment should be suspended till the airway is
secured

Compromised breathing may require decompression if there is a tension pneumothorax, or a
massive hemothorax.

Endotracheal intubation and mechanical ventilation may be required if not breathing
adequately

During resuscitation of circulation, If there is indication of blood loss, blood sample for cross-
match, serum electrolytes and hemoglobin assessment may be neaded,

ECG monitoring is essential for all trauma patients, sothat volume loss (indicated by increasing
heart rate) and arrhythmias {due to blunt injury to the chest) can be identified
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Calculation of the areas should take into account the space required for departmental corridors, Plant
raoms, fire hose reels, Fire stairs, Lift shafts, Service Cupboards and ramps. The location of parking
areas require proximity to staff, patients and other users, location of main waiting area, For private
and emergency vehicles, the car park or drop off areas should be in accordance with the local bullding
authority guidelines. For ambulances, designated ambulance drop-off and parking is essential.

An electronic Emergency Information system may be installed to suppert clinical management,
patient tracking and departmental administration. sufficlent number of terminals, peripheral devices,
keyboards, drives and printers should be provided to support functioning of the emergency
departments. An intercom and public address system that can reach all areas of the emergency
department would be greatly helpful. All patient spaces and clinical areas including beds, patients
toilets and bathrooms, treatment areas and lounges should have access to the emergency call facility,
so that help can be called through a central module situated adjacent to the staff station.

The following IT/ Communications systems shall be provided within the Emergency Department:

a. Voice and data points for telephones and computers/ internet

b, Data provision for electronic medical records and patient management systems as required
c.  Access to a Picture Archival Communications System (PACS) in clinical areas

d. Queue management system.

e. Nurse and emergency call systems should be instalied In all clinical areas including patient
lounge areas and patient toilets to assist staff and patients

f. A duress alarm system should be designed into Reception, Interview rooms and Cashier
positions.

Entry points, doors and openings to the Admission and Discharge area should be a minimum of 1200
mm wide, unobstructed, and doors used for bed transfers should be a minimum of 1400mm wide,
unobstructed®. Doors must provide acoustic privacy, and door openings must allow risk free passage
of patients, staff and maneuvering space for equipment, wheelchalrs and trolleys where necessary.

The Emergency Department should be at ground floor for ease of access, and accessible by two
separate entrances; one for ambulance patients and the other for ambulant patie nts®, Each entrance
area should have a separate foyer that can be sealed remotely by activating the security doors, and
both entrances should direct the patient flow to the reception / triage area. It is recommended thata
decontamination area is provided near the ambulance bay, and provided with shower hose spray, and
floor drain.

The Entrance to the Emergency Department must be at grade-level (same ground level), well-marked,
illuminated and covered. A ramp should be provided for pedestrian and wheelchair access. At the
Emergency Entrance, waiting area should provide sufficlent space for waiting patients as well as
relatives, and have adequate seating capacity. The area should be open and easily observed from
triage and reception areas. Space should be allowed for wheelchairs, prams and walking aids. Children
play area, television, health literature and access to drinking water is desirable, Fittings must not
provide the opportunity for self-harm or harm to staff. Waiting area should have access to triage and
reception, toilets, light refreshments, and telephone.

The Triage facility should be co-located with the reception desk and ambulance entry. In a smaller
facility, the triage nurse may interview the patients, perform observations and provide first-aid in

23 |nternational Health Facility Guidelines, Part 2; Oct 2016
24 |nternational Health facility Guidelines, Version 5, 2017
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relative privacy in the triage area (bed-bay or cubicle). Another senior nurse may manage the patients
in the waiting area after triage, and awaiting treatment, After the triage and registration, patient may
be transferred into 2 separate clinical area called “early treatment zone"” where patients are to be

managed for a short time before they are moved to the appropriate area (acute care or waiting-for-
discharge area)

Some health facilities dedicate a separate “fast-track or Urgent Primary care” after the triage point,
usually on the model of extended late hour GP service. Patients who are ambulant with non-complex
conditions such as contagious diseases, minor injurles, and pediatric illnesses are mostly managed
here. The facility includes a consultation / examination area, basic resuscitation, stabilization and
minor procedures taken care by senior GPs and Registered Nurses. The patients who may need mare
specialized care are transferred to the main emergency department.

In larger tertiary care hospital settings patients may be managed in different areas according to the
specialty of service they require, i.e., grouping of patients by specialty. The examples include separate
bay for Chest pain paediatrics, obstetrics, or acute treatment with complex investigation and discharge
pathway. Patients may be triaged from a central arrival point, or from separate ambulance entry
points. Such a model would require separate staffing for each area, and separate workspaces for staff,

Anather functional model provides grouping by patient acuity or urgency, where patients of similar
intensity are treated in the same zaone. Such facility may have separate areas for resuscitation, acute
monitaring beds, acute non-monitoring beds and ambulatory treatment bays allocated separately,
The facility may have separate entry points or triage points for different areas, with se parate staff
allocation. Short stay wards / emergency medical unit or observation bays may be in corporated into
one emergency unit, thus allowing sharing of staff and support facilities.

A significant proportion of patients attending Emergency Departments can also be managed in general
practice easily®™. In England, policies require such patients attending the Emergency Departments to
be directed or '‘streamed’ to General Practitioners working in or parallel to the Emergency
Departments.

* Anderson H et al, 2021
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Major Functional Areas in the Hospital Emergency

A:

B:

ENTRANCE / RECEPTION / TRIAGE:

Receiving of patients and visitors and administration

Assessment for patients

Designated area at the entrance for holding wheel-chairs and patient trolleys along with
porters ready to receive the patient and shifting the patient to appropriate treatment area
after triage

PATIENT TREATMENT AREAS:

Assessment and treatment areas including Resuscitation, Acute Treatment bays/ rooms,
Seclusion Room and Decontamination Facility, Paediatric patient areas, Procedure Rooms
Short-Stay Ward/ Emergency Medicine Unit/ Observation Unit;

oo oo OO0

Primary Care Area - for patients with low acuity conditions;
Stepdown Area - for patients awaiting test rej‘uits, considered safe, but requiring observation
prior to admission or discharge.

STAFF AND SUPPORT AREAS

Clean and Dirty Utility Rooms

Store rooms

Linen

Waste Holding/ Cleaners rooms

Staff amenities, administrative and teaching functions;
Ambulance facilities.

The main aggregation of clinical staff will be at the Staff Station in the Acute Treatment/ Resuscitation -

Area,

This should be the focus around which the other clinical areas are grouped. The

Entrance/Reception Area is the focus of initial presentation.

D:

ADDITIONAL DESIGNATED AREAS

In addition to standard treatment areas, some departments may require additional, specifically
designed areas to fulfil special roles, such as:

Q

u]

a

a

=]

(4 ]

Management of paediatric patients
Management of major trauma patients
Management of psychiatric patients
Management of patients following sexual assa ult

. Extended gbservation and management of patients
Undergraduate and postgraduate teaching
Transport and retrieval services

Tele-medical referral/ consultation service

ENTRANCE AREA

The entrance to the Emergency Unit must be at grade-level, well-marked, illurninated, and covered. It
shall provide direct access from public roads for ambulance and vehicle traffic, with the entrance and
driveway clearly marked. Aramp shall be provid ed for pedestrian and wheelchair access. The entrance
to the Emergency Unit shall be paved to allow discharge of patients from cars and ambulances.
Temporary parking should be provided close to the entrance,
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F: WAITING AREA

Waiting Area should provide space for patients in waiting, as well as relatives/ escorts. The area should
be open and easily observed from the Triage and Reception areas, Seating should be comfortable and
adequate, Space should be available for wheelchairs, prams, walking aids and for patients being
assisted, There should be an area where children can play.

G: SUPPORT FACILITIES

Support facilities, such as a television should be available. Fittings must not provide the opportunity
far self-harm or harm towards staff. Walting Areas shall be negatively pressured.
From the Waiting Area there must be access to:

Triage and Reception Areas

Tollets; Baby Change Room

Light refreshment facilities which may include automatic beve rage dispensing machines
Telephone and change machines; Health literature

oo o0 o

Itis desirable to have separate waiting areas particularly for children. Child play areas may also provide
equipment suitable for safe play activities, including a television. It shall be separated for sound from
the general Waiting Rooms and must be visible to the Triage Nurse. The area should be monitored to
safeguard security and to ensure patient’s wellbeing.

H. RECEPTION / CLERICAL AREAS

The Reception Area should accommodate far:
o Reception of patients and visitors
o Registration interviews of patients
o Collation of clinical records

o Printing of identification labels,

The eounter should provide seating and be partitioned for privacy at the interview area. There should
be direct communication with the Reception / Triage area and the Staff Station in the Acute Treatment
/ Observation Area, The Reception/Clerical Area should be designed with due consideration for the
safety of staff. This area requires a duress alarm.

L RECEPTION / TRIAGE

The Reception / Triage and Staff Station shall be located where staff can observe and control access
to treatment areas, pedestrian and ambulance entrances, and public waiting areas, This area requires
a duress alarm. The Emergency Unit should be accessible by two separate entrances: one for
ambulance patients and the other for ambulant or walk-in patients. It is recommended that each
entrance area contains a separate foyer that can be sealed by remotely activating the security doors.
Access to Treatment Areas should also be restricted by the use of security doars. The Ambulance
Entrance should be screened as much as possible for sight and sound from the ambulant patient
entrance. Both entrances should direct patient flow towards the Reception/Triage Area.

The Reception / Triage area should have clear a vision to the Waiting Room, the children's play area
(if provided) and the ambulance entrance. The Reception / Triage Area may perform observations and
provide first aid in relative privacy.
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INTERNAL LINKAGES
The Hospital Emergency Department would require ready access to the following key functional
areas;
= Medical Imaging Unit
= QOperating Unit - rapld access is highly desirable for surgical emergencies
= Coronary Care Unit
= Ppathology / Blood Bank Unit
* (Clinical Records Unit
= |npatient Accommodation Unit
= Pharmacy Unit - proximity is required
= Qutpatients (if an outpatient service is provided adjacent to the Emergency Unit}
= Mortuary
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There should be a separate negatively pressured waiting area for use by patients prese nting with
suspected pandemic infections. Otherwise, the emergency department should have appropriate air
conditioning that allows control of temperature and humidity within each functional area. Faor the
purpose of Infection control, hand-basins should be located in close proximity to each treatment bays
and must be Included in each enclosed bay or treatment room. All hand-basins in clinical areas should
be of surgical type-A with hands free activation. Dispensers for non-sterile latex gloves should be
available in the vicinity of each hand-basin and each treatment area.

The resuscitation Room or bay requires adeguate space for resuscitation bed, enough to provide 360
degree access to all parts of the patient for un-interru pted procedures, and circulation space to allow
movement of staff and equipment around the work area, The resuscitation area should care for
maximurm visual and auditory privacy for the occupants, other patients and relatives. This area should
be close to ambulance entrance and separate from the patient circulation area, with easy access to
the staff station of the acute treatment /observation area. The facility should include full range of
physiological monitoring and resuscitation equipment. In case partitions are required form other
areas, these should be solid. Each resuscitation bay should be equipped with physiological monitors
with facility for ECG, Non-invasive blood pressure monitoring (NIBP), $p0O? monitoring, temperature
probe, CO2 monitor, a procedure light, equipment to hang IV fluids and to attach infusion pumps. The
resuscitation area should have a resuscitation patient trolley, and clinical scrub basin with paper
towel and soap fittings. The imaging facilities should include overhead X-ray or mo bile digital x-ray, X-
ray screening (lead lining) of walls and partitions between beds, and patient resuscitation bed, with X-
ray capabhility.

Once the patient has been triaged and resuscitated, he or she is moved to Acute or Non Acute
Treatment Areas, depending upan the condition, Acute Treatment Areas are meant for management
of acutely ill patients, whereas the patients who are not critical but reguire observation or
investigation prior to discharge are managed in non-acute treatment area. Essential requirerments are
bed bays to fit a standard mobile bed, storage space for essential equipment and supplies to be used
at the bed side, and space to allow for monitoring equipment.

Wall mounted air/vacuum Suction points, or mobile Sucker machines; and Medical gases may be
provided within selected recliner/ bed bays as required by the facility’s operational policy. All
treatment bays in the hospital emergency department including triage are, would require the
following facilities:

a. Service panel with medical gases, power and data

b. Examination light, focused with a power output of 30,000 lux to illuminate field size of at least
150 mm
Wall mounted sphygmomanometer

. Waste bins and sharp containers®
e. Emergency call facilities (e.g,, 15 or 1122)

The Acute and non-acute patient areas must provide the patient toilet / Ensuite facilities as under:

No. of beds / treatment bays Number of Toilets fEnsuites
Up to eight treatment bays two patient tollets / Ensuite facility for; one each for male and
female patients

Between 9 and 20 treatment bays | Four patient toilets / Ensuites (2 male, 2 for female)

Between 21 to 40 treatment bays | Six patient toilets (three each for male / female)

Moare than 40 treatment bays Eight patient toilets (four each for male/female)
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At least two of the above tollets /Ensuites should be accessible to wheelchair; one for male and one
for female,

Design and dimensions of counters and workstations should ensure privacy and security for patients,
visitors and the staff. Same counter helghts should be made for both patients/ visitors and staff to
enhance communication and to minimize aggressive behaviour. Seating in the waiting areas should
be provided at a range of heights to cater for the different mobility levels of patients. The fallowing
security issues shall be addressed when designing the Emergency Departments:

a. Counters should be designed so as to enable unobstructed vision to waiting areas?®

b. Duress alarm and access to egress points must be provided at reception counters

€. Waiting areas shall have no visibility to the staff and/or cashier area behind the counter
d. Controlled after-hours access to prevent un-authorized entry and theft

e. Provision of CCTV to monitor movement and behaviour within the Unit

f.  Provide training to staff on procedures to follow during an armed hold-up

g- Design should maximize observation of waiting area by the staff

Colors should be chosen for Internal finishes of the emergency department, especially where patient
observation is critical, in such a way that these do not alter the observers perception of skin color.
Acoustic properties, durability, ease of cleaning, infection control, fire safety and ease of movement
of equipment are key features in selection of materials. The fioor finishers in patient care areas, and
corridors should be non-slip, impermezble to water, and body fluids, durable, easy to clean and of
such acoustic properties that reduce sound transmission, and help to absorb shock to optimize staff
comfort, but facilitate bed movement. All wall surfaces that come into contact with mobile equipment
or beds should be reinforced and protected with buffer rails. Wind ows should be durable and easy to
clean, and may use double glazing with integral blinds, tinted glass, reflective glass, exterior overhangs
or louvers to control the level of lighting.

The Hospital Emergency Departments receive a large number of patients and their relatives /visitor,
many of whom may be distressed agitated, intoxicated or have tendency towards viclence. The
hospital management has a duty of care to provide for the safety and security of employees, patients
and visitors. Hence, policies should be in place to minimize injury, psychological trauma and damage
or loss to property after undertaking a detailed security risk assessment. The security office should
preferably be located near the entrance, allowing clear view of the waiting room, triage and reception

area, while allowing remote monitoring of other areas by CCTV and immediate response to staff
duress alarm,

Height of the counter should be at 850 mm (=/-20 mm) to allow for standing interactions, and reduced
to 720 mm if a seated position is required. Depth of the counter should not be mare than 1400 mm.
- Wsually the standard hospital bed (97 cm or 36 inch wise) is enough®. However, for patients having
Body Mass Index of more than 45 kg/m? should be put on larger bariatric beds,

A minimum of 1400 mm clear opening is recommended for doors requiring bed/trolley access,
Treatment bed area should be at least 2.4 meters of clear floor space between the centres of each
bed and a minimum of 900 mm clear space at the sides and foot of each bed. Hospital corridors should
allow the passage of two hospital beds without difficulty.

*® International Health Facility Guidelines, May 2016
# Neal Wiggermann et al, 2017
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The Emergency Medical Ward is typically a short stay facility. Patients requiring observation,
diagnostic services, therapy or follow up that may take up to 24 hours. Mostly such patients would be
discharged home or admitted to an in-patient unit, in case their condition does not allow them
discharge to home,

A number of hospitals have separate areas or blocks allocated for pediatric emergencies, In case there
is no such allocation, a separate zane with restricted access should be designated for pediatric
assessment and treatment. Such unit should have beds/cot bays and chair bays for nebulizer therapy,
and pediatric consultant rooms.

For patients coming up with mental health issues, or behaviaral problems, the emergency department
should have adequate facilities for reception, assessment, stabilization and initial treatment. Such
facility would not be meant for prolonged observation of uncontrolled patients, but rather to provide
a safe and appropriate space to interview and stabilize the patient. Environment of a busy medial
emergency department may not be conducive to the care of patients with acute mental health crises,
whereas such patients have the potential to disrupt the normal operations of the emergency
department. The acute mental health and behavioral assessment area should be separate enough
fram adjacent patient care areas to allow privacy for the mental health patient and protection of other
patients form potential disturbance or violence. Following are the recommended settings for such
facility:

Interview Room (Mental Health) with

o Two exit doors, swinging outward and lockable from outside, to allow for the escape of staff
members when one exit is blacked; one door should be |arge enough to allow a patient to be
carried through it; consideration should be given to solid core doors with safety viewing glass

« Design that permits observation of the patient by staff outside the room at all times; this may
be backed up with closed circuit television for the safety of staff

e Acoustic shielding from external noise i

s Soft furnishings with no hard edges

« No patient access to air vents or hanging points

s 5moke detectors fitted

» Duress alarm at each exit.

_ Treatment room (Mental Health) with the following features:

o Theroom should be immediately adjacent to the Interview room and should contain adequate
facilities for physical examination of the patient; however, the inclusion of unnecessary and
easily dislodged equipment should be avoided; a lockable retractable door or panel to services
is recommended.

o Ifoperational policy dictates that intravenous sedationls to occur in this area, the room should
include appropriate facilities and monitoring equipment, mounted out of reach of a
potentially violent patient. The room should contain the minlmum of additional fittings or
hard furnishings that could be used to harm an uncontrolied patient. It should be of sufficient
size to allow a restraint team of five people to surround a patient on a standard Emergency
Unit bed and should be at least 14 m2 in floor area.

patient flow should be separated and a separate secure entrance for use by community emergency
mental health team and police may be required. Patient should be under continuous observation
directly or through CCTV, and assistance when req uired, should be readily available, The area should
not have the objects that can be thrown at staff. The area should be free of heavy or breakable
~ furniture, sharp of hard surfaces which could injure an uncontrolled patient, and should incorporate
tamper resistant electrical fittings. There should be two separate exit doors opening outwards, and
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should be lockable from outside. The window dra pes or blinds should be operable from outside. All
areas should have easy access to duress alarms.

Additional facilities in the Hospital Emergency Department may Include vital siﬁns room having
weighing scale, stadiometer for height measurement, and vital signs monitoring equipme nt, holding
room for the storage of bodies of the deceased patients.

In-house radiology facility and easy linkages with main radiology department of the hospital should
exist, for detailed Investigation where necessary.

The In-house facility of blood bank and provision of blood preparations, or an appropriate linkage with
the main blood bank facility of the hospital should be available.

Similarly, basic pathology testing through an in-house lab facility, including point of care services, or
a connected set up with the main hospital laboratory (through a shoot or duct) should be operational,
ensuring safety of samples, time saving and efficiency.

Triage System

Triage is 2 French word meaning to sort or to choose. Triage is therefore a process whereby each
patient is prioritized amongst the randomly approaching patients in the Accident & Emergency
Department/rescue area for emergency care, Serting of patients into priority categories is often
performed by an experienced doctor/surgeon or a senior health professional/nurse.

The triage nurse/health professional shall quickly assess the patient’s condition, interpret the clinical
features and then exercise interventions in the early phase to prevent deterioration and death. The
objective of the triage is to defer a patient who can wait, while give priority to those who are in
imminent danger, and whose life can be saved by a timely intervention,

How Does Triage Work

The triage system is meant to be implemented in all Accident & Emergeﬂ-:-,r Departments (ABEDs) so
as to help and determine the relative priority of individual patient needs. Emergency patients are to
e given immediate treatment, while thase with non-acute symptoms may have to wait longer.
Assessment process during the triage need to be balanced with the extent of patient flow, as
expanding the assessment process during triage may slow down the patient flow and may lead to
delay in emergency service provision®,

Upon arrival at the A & E department, the patients will first be assessed by a health professional like
an experienced doctor/triage nurse, according to the severity and nature of their medical conditions,

and priority will be given to urgent cases. The Patients are divided into four categories according to
their medical condition,

Critical

s  Urgent

*  Semiurge
=  Mon urgent

Critical patients, who are in life threatening condition, are accorded top priority and attended
Immediately by medical and nursing staff without d elay. The non-urgent cases will be treated in the
order of their arrival and should expect a longer waiting time,

2 Ajani K., JPMA 2012
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Objectives of the Triage.

e Ensure early recognition and assessment of patie nt's condition and prioritize the
treatment according to severity of the condition

s Reduce unnecessary delay of treatment

» Give brief first aid advice

s Initiate immediate diagnosis test intervention and nursing treatment
Allow effective utilization of staff and resources by allocating patients to appropriate
treatment according to their condition

« Improve patient staff relationship and departme ntal Image through greeting and
communication during process of triage
Promote public relationship by immediate interview with patients

« Enable direct communication with pre-haspital care providers

s Provide staff training and decision making

In order to understand the proportion of resources a health facility can commit for the Emergency
Department, capacity of the hospital in terms of the following parameters need to be understood.

Hospital Treatment Capacity (HTC): the number of casualties that can be treated in the hospitalinan
hour and is usually calculated as 3% of total number of beds.

Hospital Surgical Capacity (HSC): the number of seriously injured patients that can be operated upon
within a 12 hour period, i.e. HSC=Number of operation rooms ¥7x0.25 aperations /12 hours.

Surge Capacity: The ability of a health service to expand beyond normal capacity to meet increased
demand for clinical care. It is an important factor of hospital disaster response and should be
addressed early in planning process. Following factors are critical to augment surge capacity of a
hospital:

i Total r_:umher of beds available
ii. Human resource
il Essential equipment, logistics and supplies

iv. Adaptability of available facility space for critical care

V. Estimating the increased demand on hospital resources

wi. Options or available methods of expa nding hospital inpatient capacity, considering
available physical space, staff, supplies and processes

wil. Designating areas for care in case of patient overflow, e.g. auditorium, lobby

viii. Outsourcing the care of non-critical patients to appropriate alternative treatment facilities

ix. Assigning home care for non-critical patients and chronic care facilities for long term
patients

X, Availability of vehicles for transportaticn of patients, contingency plan to transfer patients

in case the traditional methods of transportation fail

Ki. Identify potential gaps and address the gaps, especially in critical care in coordination with
hospital networks/neighborhoods

i, \dentify additional sites for converting onto patient care units e.g. convalescent homes,
hotels, schools, community centres, gyms, etc.

il Prioritize or cancel non-essential services e.g., elective surgery, adapt hospital admission
and discharge criteria and prioritize clinical interventions according to available treatment
capacity and demand
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xiv, Designate an area for use as a temporary morgue and ensure availability of adequate

number of body bags, and fermulate a contingency plan for post-mortem care with
appropriate partners.

Emergency situation can be classified keeping in view, either the total number of similarly disposed

patients received in the Emergency Department in a given time, or based on type of casualties being
recefved,
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Triage: Concept and Application

Internationally, there are a number of triage concepts. simple triage is used at accident scene where
patients are sorted to identify those who need critical attention and immediate transport to the
hospital. During this process, each patient s labelled with identity and triage tags if available, or with
marker pen, with display of assessment findings, and assigned priority for medical treatment. Triage
should be a continuous process, as successful initial management may help to re-categorize such
patients to a lower priority In the short term. Hence, the priority or category once assigned, should be
checked regularly/periodically to ensure that the priority remains correct, unless there is change in
patient’s condition.

In advanced triage, usually in case of mass scale disasters, like earthquakes, storms, terrorist attacks,
bomb blasts etc., the specially trained doctors, nurses and paramedics may decide to defer advanced
care for some very seriously injured people that are unlikely to survive, This ensures that scarce
resources are not exhausted on patients having little chance of survival that can rather be preserved
for others with higher likelihood to survive. Such patients having poor prognosis may be offered
palliative care only, set aside the hopeless victims and avoid trying to save one life at the expense of
several others.

In 2 real case scenarig, it is acceptable to over-triage Jover-estimating the severity ofillness up to 50%
and assigning higher priority for care rather than under-triage /under-estimating the urgency of care
for patients that actually need immediate care as first priority which should not be more than 5%.
Reverse triage Is used to discharge a number of admitted patients who may not need immediate care
in the wake of a major wave of new patients arriving in the hospital upon oceurrence of a natural
disaster, so as to make hospital beds available for new critical patients.

secondary triage is done when the patients arrive at hospital emergency, by the emergency nurses or
skilled paramedic. Based on the availability of immediate care, a person with amputation injury may
be assigned “red” or immediate category as surgical re-attachment would only be possible if offered
within minutes, while patient may not be at the risk of dying without a thumb or a hand.

Ethical Dilemma in Triage

How the VIPs and celebrities should be cared for in the emergency department, is a big question.
Giving special considerations or deviating from the standard medical protacol for VIPs or celebrities
at the cost of suffering of others Is unethical. However, it may be morally justifiable as long as their
treatment does not hinder the needs of others after assessing overall fairness, quality of care, privacy,
and other ethical implications. Keeping in view the gthical dilemma Involved in the triage process,
individuals involved in triage must take a comprehensive view of the process to ensure that values of
fidelity, veracity, justice, autonomy, and beneficence are safeguarded.

It is advised for emergency departments to preemptively plan strategies so as 1o mitigate the
emotional burden on the triage responders. However, while doing so, standards of care must be
maintained and safety of both patients and providers be kept as the foremost consideration.

There are different Scoring Systems for assigning priority for treatment and Jor evacuation of the
injured / affected personsin a disaster situation, during rescue and subsequently in the hospitals, for
the purpose of prioritizing them for providing medical care. Different countries and teaching / training
institutions use different triage schemes and techniques. Country wise selected examples of Triage
scoring Systems internationally in vogue are summarized at Annex-1X:
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Sarah R et al, 2014™ have observed that the triage scales and the triage tools widely used in the
developed countries were not applicable as such in the hospitals in developing countries having much
lower number of nurses and doctors. The South African Triage Scale (SATS) was thus developed far
such setting with the objective to have an accurate measure of urgency based on physiclogical
parameters and clinical discriminators that can be easily adopted in the low resource settings.
Experience with Nurse-led triage, apart from saving waiting time for patients in emergency, has shown
high level of sensitivity and specificity in such settings.

Triage Early Warning Score (TEWS) helps to measure physiological aspects of triage on a scale of O to
3 based on temperature, heart rate, respiration and systolic blood pressure, while also taking inta
account conscious level, mobility and exposure to trauma. This sco ring requires only a blood pressure

cuff, a thermometer, and a seoring card for accurate and uniform assessment of both medical and
trauma patients,

When patients arrive to the Emergency, the triage nurse interviews the patient to assess for
presenting complaint, mobility and AVPU score (A = alert, V = responds to voice, P = responds to pain,
U = unresponsive), Pulse rate, blood pressure, respiratory rate and temperature are measured and
recorded. The Triage Early Warning Scale (TEWS) score is then matched to a SATS discriminator list,
and an appropriate triage color is assigned. Further patient management is undertaken as per assigned
priority based on such information.

Inthe international literature, two research articles have documented use of triage system in Pakistan,
Firstly, the Aga Khan University Hospital Karachi has been reported to have implemented the concept
of triage for the first time in year 2000 (Munawar K. et al, 2015) *5, as there was no triage system in
place at local or national level and patients are being catered on first come first basis. The Aga khan
University Hospital Karachi, a 550 bedded tertiary care private hospital, with nearly 48,000 patients
visiting annually started with a single room emergency in 1983, The Emergency Department of the
AKU now became a 51 bedded dedicated emergency facillty with resuscitation area, adult critical care
area, adult non critical care area, and a well designated 10 bedded pediatric care area,

Initially, the physicians and nurse both were assigned to triage desk for sorting out the patients
according to presenting complaints, on a manual recording system, and in accordance with the locally
developed triage priorities. The AKU experts’ team observed that the triage protocols like Emergency
Severity Index (ESI), Canadian Triage and Acuity Scale (CTAS), Australian Triage Scale (ATS) had limited
applicability in developing countries, The AKU experts came up with four level priority (P1-life
threatening, P2-Emergency, P3-Urgency and P4-stable walk-in) for triage,

In 2008 the triage system at AKU hospital was expanded and responsibility of triage was shifted to the
nursing staff, Specific triage protocols were developed for guidance of the staff; and to ensure
uniformity of care, The triage data was computerized by using a software platform. Thus it became
possible ta monitor the triage process by using quality care indicators like total number of patients
triaged, triage category, lag time reports and ‘left without being seen by physicians’,

The AKU Hospital triage data analysis also documented that around 12.73% “left without been seen”
were those patient who upon arrival were triaged by the nurse, but while walting to be taken Inside
emergency department and seen by physician for evaluation, they left. This Indicator is considered
very important in modern emergency for measuring overcrowding and call for better management of
patient flow. This data led the AKU Emergency Department to establish a dedicated Emergency Clinic

# Sarah R et al, AFJEM, 2014
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in afternoon for follow up and for walk-stable category of patients when the flow of patients was at
peak.

subsequently, in June 2011, The South African Triage Scale (SATS) system was pilot tested in the
Emergency Department of Timergara district headquarter hospital, lower Dir, Khyber Pakhtunkhwa
province®. The emergency department of Timergara DHQ hospital consisted of 18 beds, with a
monthly caseload of about 4,000 patients. The results concluded with 86% triage forms filled withaut
error, and in 3% cases the patients were under triaged, and in 1% cases the patients were over triaged.
The study concluded that the SATS can be implemented successfully and used accurately by the nurses
in the Emergency Departments in Pakistan.

The adopted version of the South African Triage Scale (SATS), has been described in the subsequent
sections in detail.

Lately, in Brazil Portugal and many other European countries, the Manchester Triage System (MTS)
has been wide disseminated™. The MTS establishes five categories or clinical priorities for the purpose
of risk stratification, depicted as under:

Sr. No. Color code Level of urgency Max walting time

1 Red Emergent Immediate service

2 Orange Very urgent 10 minutes

3 Yellow Urgent 60 minutes

4 Green Mot urgent 120 minutes

5 Blue ; Mot urgent 240 minutes

b White* category used in Brazil & Portugal to identify patients using Emergency Service as
gateway for elective or scheduled procedures

3 APS Jesus et al, 2021
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Triage Scale (TS)

Introduction

The Triage Scale (TS) is a scale for rating clinical urgency and is designed for use in hospital-based
emergency services®!, Although, primarily a clinical tool for ensuring that patients are seen in a timely
manner, commensurate with their clinical urgency, the TS is also a useful case-mix measure. The scale
directly relates triage code/colour with a ra nge of outcome measures e.g, inpatient length of stay, iCU
admission, mortality rate and resource consumption (staff time, cost). It provides an opportunity for
analysis of a number of performance indicators in the A & E (operational efficiency, utilization review,
outcome effectiveness and cost).

What is Hospital Emergency Triage?

Amethod of ranking sick or injured people acco rding to the severity of their sickness or injury in order
to ensure that medical and nursing staff and facilities are used most efficiently; assessment of injury
intensity and the immediacy or urgency for medical attention.

Benefits of Triage:
I Toexpedite the delivery of time-critical treatment for patients with life-threatening conditions

ii.  To ensure that all people requiring emergency care are appropriately categorized according
to their clinical condition

iii.  Toimprove patient flow
iv.  Toimprove patient satisfaction
v.  Todecrease the patients’ overall length of stay
vi.  Tofacllitate streaming of less urgent patients
vii.  To be user-friendly for all levels of health care professionals

Application of Triage Scale
Procedure

All patients presenting to an A & E should be triaged on arrival by a specifically trained and experienced
registered nurse. The triage assessment and T5 code/colour allocated must be recorded. The triage
nurse should ensure continuous reassessment of patients who remain waiting, and, if the clinical
features change, re-triage the patient accordingly. The triage nurse may also initiate appropriate
investigations or initial management according to organizational guidelines. The triage nurse applies

a T5 category in response to the question: “This patient should wait for medical assessment and
freatment no fonger than...”

Environmental and Equipment Requirements

The triage area must be Immediately accessible and clearly sign-posted. Its size and design must allow
for patient examination, privacy and visual access to the entrance and waiting areas, as well as for
staff security. The area should be equipped with emergency equipment, facilities for standard
precautions (hand hygiene facilities, gloves), security measures (duress alarms or ready access to
security assistance), adequate communications devices (telephone and/or intercom etc.) and facilities
for recording triage information.

¥ The MOH Ghana A&E Services Policy & Guidelines, 2011
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The Triage Tool

Three versions of the Triage Score™

There are three versions of the Triage Score (TS), depending cn whether the patient is an adult or not.
The children have different values of heart rate, respiratory rate and blood pressure. The adults have
their own version while there are two pediatric versions, one for infants (50cm to 35cm = one week
to almost 3 years), and one for children (96cm to 150cm —3 years to around 12 years). Neonates aged
one month or younger should be seen immediately by a doctar.

The Two Parts of the Triage Tool

The TS consists of 2 parts: The Triage Early Warning Score (TEWS) and the Discriminator List as placed
at (Annex-Vi, VII & V1II). The discriminator list follows after the TEWS and the provider needs to
calculate the TEWS before moving on to the discriminator list.

Triage Early Warning Score (TEWS)*

In order to generate a total score, the provider has to ohserve the basic vital signs of the patient. Each
vital sign monitors a different physiological system:

» Blood pressure and Heart rate monitor the cardiovascular system (heart and blood flow).
As the provider are interested in the systalic value only, that is the tap value of the blood
pressure (BP=120/80, systolic BP or SBP=120)

s Respiratory rate monitors the respiratory system llungs)
= Temperature monitors thermoregulatory system {infections, hypothermia)

« Alertness, Verbal response, Reaction to pain and Unresponsiveness {AVPU) monitors the
central nervous system (brain}

« Mobility monitors the musculoskeletal system (bones and muscles)

e Trauma refers to the presence of any injury (bump, bruise, cut etc.)

By comparing the observed basic vitals of the patient with a parameter on the TEWS calculator
(harizontally) a score can be read off (vertically) adding together the scores gives the provider the total
TEWS.
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Discriminator List

The second part or the discriminator list is the part that generates the actual triage colour (red, orange,
yellow, green, blue) which will determine urgency level and also when the patient will be attended to
essentially. As with the TEWS, there are separate versions of this for Infa nts, children and adults
respectively.

The TEWS will only identify and classify a patient into an appropriate triage code if the physiclogy of
the patient is altered from normal. The TEWS will be effective for most of the cases presenting to the
triage provider,

There are however, some discriminators that require special attention. It has been found that
physiology alone does not pick up and cla ssify patients with these discriminators safely and effectively.
These discriminators therefore, serve as a safety net for those patients with severe pathology to be
seen more urgently, but for anyone whose physiclogy did not res pond to the insult and therefore, did
not generate an urgency appropriate TEWS, they are reclassified after the TEWS has been calculated.

The Stepwise Approach

The Stepwise flowchart poster shows how simple it is to calculate the triage code for a patient by
simply following the stepwise approach. This approach allows the triage provider to code patients
both effectively and safely in the minimum time period. Triage providers should always use this
approach unless directed otherwise by the senior health care professionals,

Triage Interventions and Management Aids

Management of the patient starts with the triage provider's analysis. It Is therefore, critical that this
management continues after the triage process has been completed. The table below indicates
appropriate management of different triage categories by the triage provider:

COLOUR ERCTION!

Refer m the resuscitation r'n for emergency anagement - '

Refer to the patient walting area for urgent management

= Refer to the patient waiti ing area for management

Patient for potential streaming

Refer to doctor for certiflcation

It is also possible for the triage provider to commence managemant when treatment is readily
available and the provider's qualification allows the intervention. Appropriate interventions directed
at observed abnormalities during trizge decreases the patient’s morbidity and increases patient
satisfaction.

A triage provider may also, use triage aids to enhance the triage sensitivity if the time so permits.
Triage aids will assist the senior health care professional later, after the patient has been referred
according to the above set criteria. Triage alds (compulsory) should be performed, whenever available
if the time permits but is not essential for the triage Itself, The triage interventions and management
alds poster indicates appropriate interventions that must be commenced by the triage provider as
well as triage aids that can be used to enhance the tri 3gE process,

Toals for help in undertaking triage process are placed at Annex-1, Annex-\fi, Vii & Vill
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INTERVENTIONS TO BE CARRIED OUT AT TRIAGE

FLOWCHART

5TEP 1

Take a briel history directly at the main complaint and document this

S5TEP 2
Measure vital signs and document the findings

STEP 3

Calculate the TEWS and document the total value

STEP 4
Match the score to the discriminatar list and observe the discriminator

list for possible discriminators not picked up by the

STEP 5

Docurment thetriage coda andact ;-j.n.nrmnglv
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Problem Compulsory Optional
Respiratory rate scores 1. Pulse oximetry (saturation)
1 point or more 2. Finger prick gluco-test if patient Is disable
3. Refer to anteroom and give oxygen
Temperature 38.5% or 1. Paracetamol 1g orally stat
maore (document in the notes)
(children-discuss with sister or doctor)
Temperature 35% or 1. Blankets
less
Altered level of 1. Refer to anteroom and hand over the
consclousness [AVPU patient to senior healthcare professional
score other than A) 2. Finger prick glucotest
Unable to sit up/ need 1. Referto anteroom and hand over the
to lie down patient to senior healthcare professional
2. Finger prick glucotest
Chest pain 1. Immediate ECG and present to senior health
care professional
1. Apply pressure to site of trauma with a dry
Active bleeding dressing and take to anteroom
2, HB to obtain baseline
1. Refer to anteroom and hand the patient to
Active seizure/ fitting senior healthcare professional
2. Finger prick glucotest
| 3. IV access (NO intramuscular)
History of diabetes 1. Finger prick glucotest
Diabetes and 1. Urine dipsticks to check for ketones
Hyperglycaemia
{glucotest 11 or more)
hﬁvperglvnaemla 1. Referto antercom and hand over the 2. If the patient is alert, give
(glucotest 3 or less) patient to senior healthcare professional food or drink orally
History of bleeding 1. Finger prick hemoglobin
Bleeding PR, PO or
frorm a site of trauma 1. Finger prick hemoglobin
:::;T I:I:Ir::ltl o 1. Urine dipsticks
Abdominal pain or 1. Urine dipsticks
backache: famale 2. Urine pregnancy test
1. Urine dipsticks
PV Bleeding 2, Urine pregnancy test
3. Finger prick h2moglobin
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Flowchart of the Care Process at the Emergency Departments

MSE* + Assessment & Evaluation Primary Survey

}

Resuscitation and/or Stabilization

l

r

‘Non-Em

grgency

Further Assessment & Evaluation Secondary Survey

Ward
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Categorization of Patients according to Seriousness of the
Problems

Mild: (Non-urgent)

These patients have blunt injuries, small cuts, abrasions etc. and need reassurance and first
aid treatment, and are straight away discharged.

Moderate: (Semi-urgent)

These patients have Injuries that require treatment which can be provided in Accident and
Emergency Department of any hospital i.e. simple fracturas dislocations, small wounds etc,
These patients are discharged from the Emergency Department,

Serious: (Urgent)

These patients after emergency treatment need admission in the hospltal for definitive
treatment and / or observations. After definitive treatment these patients are discharged.

Critically Serious: (Critical)

These patients have risk to life if active intensive critical care |s delayed or is not proper. These
patients are resuscitated, provided basic life support In A & E Department and are straight
away shifted to intensive care unit.

After stabllization of the patient’s condition, patient is shifted to specialist ward for definitive

treatment, from where patient is discharged after treatment.

Pre-Hospital Triage Categories: An example

Yellow

PATIENT TRIAGE GUIDELINES

Needs immediate help and/or evacuation within 30 minutes, unstable patient,
mechanically ventilated (outside of OR enviranment), or requiring significant
cardiac or pulmonary resuscitation

Can wait 30 min-2 hr for evacuation, relatively stable patient but requiring
ongoing supportive care or continuation of procedure beyond 30 min

Can abort or finish procedure within 30 min... OR...can wait > 2 hr for evacuation
patient otherwise stahle

L

Can be discharged home within 30 min, stable patient

Deceased
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LEVELS OF HOSPITAL EMERGENCY DEPARTMENTS

The designated Emergency Department of the hospital is distinguished by the immediate availability
of specialist staff inter-alia including, surgeons, anesthetists, physicians, nurses and resuscitation and
life support equipment on a twenty-four hour and seven days a week basis, Three levels of accident
and emergency services are defined on the basis of capability from lower te higher levels™.

LEVEL|

Level | Accident and Emergency [A&E) Department performs all functions as level Il but has
Anesthetist, physicians and Surgeons on site 24 hours, and include specialized facllities like burn units
and spinal cord injury units. These centers are also involved in Education and research activities. Level
| Accident and Emergency Departments are located in all the teaching hospitals and must maintain
their expertise by treating at least 1000 patients per hospital every year (83 per month).

LEVEL IL

Level Il Accident and Emergency Department can resuscitate the patients, perform emergency
procedures including surgery, treat the patientin intensive care unit, and provide rehabilitation. These
hospitals have anesthetists, physicians and surgeons not on duty in the emergency department but
on call. Leve! I| Emergency facilities are avallable at most of the Tehsil (THQ) and District Headquarters
Hospitals. Keeping In view the avallable resource, such facilities must be able to treat at least 600
patients a year (S0 per month).

LEVEL Il

Such Emergency Department can receive, resuscitate, and stabilize a patient while arranging for
transfer of patient to a hospital that can provide definitive surgical/medical care. Level Ill Emergency
facilities are available at BHUs, RHCs, and such other health facilities with no specialist cover, and
limited indoor capacity. !

The International Health Facility Guidelines, 2017 now classify the Health Facilities according to Role
Delineation Level (RDL) on an ascending scale. For example, a major metropolitan hospital having
Teaching and Research facility status providing intensive care services will be at RDL 6. The same
service provided at small general hospital without teaching and research facilities will be at RDL 4. At
higher RDLs, the service provision will require access to higher levels of skill and additional
complementary services. Thus surgery at RDL 5 will require intensive care services plus many
suppaorting services. The number, type and size of rooms for an ICU service at RDL 6 will thus be
different to one at RDL 4. Similarly, schedule of accommodation in a birthing unit (obstetric facility),
the international Health Facllity Guidelines depict the following number of rooms for the ascending
RDL.

ROL st M n e |’ RDL2 . ROL3 RDL 4 RDLS/6
Entry /reception 1 rooms 4 rooms & rooms 12 rooms’
Birthing Suite {patient area) 2 rooms 4 rooms 8 rooms 12 rooms

For the purpose of this work, the scheme of Level 1, Level 2 and Level 3 as contained in the
Government of the Punjab Health Department SOPs for Emergency Medical Services as prescribed in
2003 has been retained.

32 Emergency Medical Services in Teaching Hospitals of Punjab, DOH Oct, 2003
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PHYSICAL SETTING REQUIREMENTS

Accident and Emergency Department should be located in such a way that it is easily accessible for
the public. It should be close to parking area and preferably have a separate entrance. Accident and
Emergency Department should always be on ground floor with easy access to indoor facilities and
the OPD, and should be adjacent to diagnostic facilities like laboratory and Radiology Department,
Both stairs and ramps, clearly designed for patient arrival and departure, should ensure smooth access
to the facility. The pathways should facilitate free movement of patient’s trolley, stretcher etc.
Adequate space for wheelchairs and patient trolleys should be ensured with the availability of porter
service. The Emergency Department must be able to accommodate transportation of large number of
patients in case of a disaster, Effective and standard signage for the guidance of patients should be

ensured. Accident and Emergency Department must have an easy connections to the following
units:

i. Blood bank
. Main Pharmacy
iil.  Technical support services especially Biomedical Department.
iv.  Clinical Laboratory
v, Imaging services

A standard Hospital Emergency Department {Level-l} should have the following facilities:

. Ramp and stairs ii. Area for porters

iii. Area for stretchers, trolleys and ' iV, Sufficient space for parking of
wheelchairs ambulance and unloading of patients

v, Triage ares vi. Security office

vil.  Emergency Department viii. Resuscitation Room
reception/patient registration counter

Ei Nursing station X Minor Operation Theatre

xl, Patient care area Xii.  Procedure Room
(Medical/Surgical/Pediatric)

xiii.  Lab counter with LCD display of tests xiv.  Major Operation Theatre

XV.  X-Ray fUSG xvi. Doctor's office

xvil.  Facilitation Counter xviil. Nurses office

Xix.  Pharmacy Services XX Administration office

Depending upon the available workload at same of the smaller, Level-ll Emergency set ups, and on
the basis of available / committed resources, some of the above facilities may be regarded as optional,
or made available on shared basis with the main health facility, Following segregated structural
requirements are essential for the Emergency Unit:

i. Triage area

ii. A functional resuscitation area for patient stabilization

iil. A transient area for patient observation for not more than 24 hours
Iv. Procedure room for minor cases/Theatre
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v. Waiting area
vi. Ambulance bay

Minimum / Mandatory Requirements to be Met by all Hospitals (public and private)

vi.

vi.

wiil.

At least 10% of the total bed strength to be allocated in the Hospital Emergency Department

in the Emergency Departments of multi-specialty Tertiary care / Teaching hospitals and
Secondary referral (DHQ level+) facilities with 24-hour availability of specialist cover, the
following services should be made avallable in Emergency Departments:

a. Primary care of burn patients in Emergency
b. Paediatric Surgery / primary trauma care for children

c. Integrated Diagnostic (Lab & Radiology) services to be accessible to the emergency
patients

Maintaining Electronic Medical Records

Appointment of dedicated staff including doctors having post-graduate gualification
in Emergency Care (FCPS Emergency Medicine or equivalent), with incentivized pay
package and career structure

§. Similar incentivized service structure for nurses having post-graduate gualification
and training in ICU, CCU & Accident & Emergency nursing, etc., and working in such
areas

Location of the Emergency Department should be easily accessible from Entry Point without
any physical barriers / obstructions; and movement of the patient through
trolley/stretcher/hospital bed or wheelchalr should be without obstacles

The facilities in the Emergency Department should be integrated with diagnostic and
support services of the hospital, to provide ease of access for staff and the patients

There should be dedicated staff (Doctors, Nurses & allied) allocated for emergency
department, and must be trained in life saving skills as applicable (ACLS/BLS); and the list of
<taff for each shift must be displayed in the emergency office

Duty Roster of Medical, Nursing & Allied staff to be on duty in the Emergency should be
displayed, providing for adequate overlapin time for smooth handing over and taking over,
which must be documented, and verifiable.

Minimum set of dedicated equipment as per the declared scope of service by the hospital
administration should be available in the Emergency Department

Physical Environment and infrastructure should be so designed and so provided, to allow
for smooth and un-obstructed, safe movement of patient for the purpose of shifting,
referral or discharge, of for the purpose of diagnostic tests or procedures

The Emergency Department should have easy accessto public utility area, i.e., waiting room,
toilets, etc.

The physical environment should provide segregated utility area with sufficient privacy, to
the medical and nursing staff for refreshment / changeover, with permitted bathroom break
period (e.g., 20 minutes each during six hours duty; with allowance for conditions like
pregnancy, or other medical conditions posing limitations) .

Equipment and Supplies

Time is an essential factor in emergency treatment, therefare, Accident and Emergency Department
typically must have their own diagnostic equipment to avald waiting for equipment installed
elsewhere in the hospital. 1deally, the Level-l Emergency facility shall have a dedicated Labaoratory for
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basic laboratory tests or the Emergency may be supparted by uninterrupted 24-hour service from the
hospital’s main laboratory.

Standards for Management of Equipment

Facllities and services at the Emergency Department should comply with national / prescribed
standards with respect to all the equipment installed and used In the Emergency Department in terms
of number and specifications. The preventive periodic maintenance pregramme should be
documented and implemented. All equipment must conform to the relevant safety standards and be
regularly calibrated. All staff must be appropriately trained, competent and familiar with the use of
equipment,

Type and number of equipment and quantity of consumablas will vary with the Level, size and function
of the department and must be appropriate to the workload of the unit as judged by the contemporary
standards, The sample list of basic equipment and supplies needed for effective operations at Level ||
Emergency Department is attached in Annex-I1V:

Selection of equipment

Criteria for the selection, purchasing, storage, servicing, sterilization, and replacement of durable
equipment should be predefined by the hospital management committee including senior
consultants, nurses, and biomedical engineers. A continuously updated selection policy in respect
of durable equipment Is recommended. Medical and nursing staff should review available equipment
by assessing itin use, with a view to eventual purchase also considering it's compatibility with existing
Equipment,

Technical advice on performance and service of the equipment should be sought from the hospital
electronic/medical engineers. Methods of sterilization must be compatible with existing hospital
facilities, and there should be documented contracts with manufacturers/vendors supplying such
items to provide all requite technical support / information and training of the staff handling these
equipment, Other equipment supplies not listed in the above Annexure may be supplied from the
hospital store and pharmacy as and when needed.

Procurement

The users should agree with the manufacturer/vendor which items e.g. in a modular system will
actually be required. The list should include all recommended spares, extra copies of instruction books
and a stock of consumables/disposables if needed. The order, which will normally be handled by a
supplies officer, should define clearly which items are to be supplied, any commissioning ar installation
work required, acceptance procedure, delivery date and other conditions of supply.

Medicines

The i‘i"IVEntﬂrj-’ of essential medicines for the Emergency Department should be based on the
anticipated workload, and case-mix usually presenting in the hospital emergency department. A
tentative list of essential medicines needed for effective running of the level Il Emergency
Department is placed at Annex-V. The medicines and supplies not listed in the above Annexure may
be supplied from the hospital pharmacy as and when needed.

Human Resource
The Emergency Department should be appropriately staffed and must have one to two emergency /
casualty medical officers (EMOs /CMOs) depending upon the patient load of the Healthcare

Establishment in each shift of 8-1/2 hours, with a half hour overlap of duties for handing/taking over
of charge.
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Night duty of 12 hours Le, from 8PM to BAM, currently in vogue for the hospital interns in the
Emergency Departments hampers the guality of service by increasing the chances of human error,
due to fatigue. Therefore, in a high turnover facility, a uniform duty of 8-1/2 hour should be preferred.
Alternatively, four hourly rotating shifts (with few hours break in between the successive shifts) can
be scheduled, provided there is sufficient provision of rest area in the facility. It should be mandatory
to have sufficient experience and/or a house job in Medicine/Allied and Surgery/Allled specialties
along with special training in ABLS, ACLS and ATLS for the appointment of CMO/EMO.

Training

i There should be arrangement, preferably a national pool of resource persons available to
train accident and emergency teams.

ii This training will first be geared towards hospital Emergency teams
iii All doctors and nurses shall be trained in basic and advanced life support
iv Al other health professionals shall be trained in basic life support by accredited trainers

v For uniformity and standardization all training shall be done in selected centers of
excellence and by accredited trainers

vi Re-certification shall be done every three years

Continuous Professional Development

Core Staff

The core staff working at the Emergency Department should be re-certified every 3 years by
accredited training teams and institutions. All. institutions must ensure strict adherence to this
provision. Hospital Management should ensure that all those working in the Emergency Department
have training in emergency care. Core Team members (e.g. doctors, physician assistants and nurses)
should at least be trained in:

« Basic Life Support

» Advance Cardiac Life support

s AED (automated external defibrillator)

s Advance Trauma Life Support

« Pediatric Advance Life Support

= Triaging

* Recognition and Management of the critically Ill

Training of other (Non-Core) Staff

s Enrolled Nurses (Health Assistants) should undergo at least BLS + AED automated
external defibrillator)

« Healthcare Assistance: At least BLS + AED (automated external defibrillator)
s Orderlies & Porters: BLS and Patient transport
Accident and Emergency Team(s)

1. An emergency core team, physically present at all times should comprise the emergency
physician/doctors, physician assistants, Emergency Nurses, Critical Care Murse, triage personnel,
porters and cleaners. The Expanded Team should comprise the following:

i surgeons, Trauma/Orthopedic Surgeon, Neurosurgeons,

ii. Radiologist, Anesthetist, Intensivist,

iii. Pharmacist and others as required.

LY

05 14-12-22 Page 59 of 113




108

2. The Unit shall be headed by an Emergency Physician (EP) and in the absence of the EP a
Medical Officer with requisite skills in emergency care shall be the head,

3.  The head of the unitin collaboration with the Emergency Department Head Nurse shall see to
the day-to-day running of the unit.

4. It is desirable that the staff should have had qualification/ training in Quality
Assurance/Customer Care.

5. 5taff job descriptions should be clearly stipulated, discussed and written copies given to them,

Periodic Review Meetings/reviews

There shall be at least the following review meetings:

I Monthly Clinical updates organized by the Emergency Department
il.  Bi-monthly mortality meeting.
fii.  Quarterly inter-departmental or inter-unit meeting/reviews

Ethics for Emergency Staff

All citizens have the right to emergency medical care and in order to fulfil this right, emergency care
providers shall:

* Abide by institutional code of ethics and patient’s charter.

* Respond promptly and expertly, without prejudice or partiality, to the need for emergency
medical care,

» Respect the rights and strive to protect the best interests of their patients, particularly the
most vulnerable and those unable to make treatment cholices due to diminished decision-
making capacity.

¢ Communicate truthfully with patients and secure their informed consent for treatmen t, unless
the urgency of the patient's condition demands an immediate response,

* Respect patient privacy and disclose confidential information only with consent of the
patient/guardian or when required by an overriding duty such as the duty to protect others
or to obey the law.

* Dealfairly and honestly with colleagues and take appropriate action to protect patients from
healthcare providers who are impaired or incompetent, or who engage In fraud or deception.

*  Work cooperatively with other stakeholders in the care of emergency patients,

* Engage in continuing medical education to maintain the knowledge and skills necessary to
provide high quality care for emergency patients.

* Actas responsible stewards of the healthcare resources entrusted to them.

* Support societal efforts to improve public health and safety, reduce the effects of injury and
illness, and secure access to emergency and other basic healtheare for all.

Admission Policy for the Emergency Department

Only patients whose assessment during trlage as per Triaging Guidelines falls under Red, Orange and
Yellow may be admitted to the Emergency Department for further management. It is the
responsibility of the triage officer/nurse to refer all patients whose triage assessment falls under
Green to the general outpatient or an appropriate health facility for further management. Patients
that are at the end stage of a severe disease will be placed in categories green or blue, and will "only"
receive palliative measures that accompany the dying process.
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Internal Consultations and Referrals to other Hospitals

The emergency doctor on duty may request consultation with another specialist for a patient in the
Emergency Department. The request chall follow established internal arrangements such as the use
of SMS, phone calls, etc. and shall be attended to immediately. All consultation requests should be
written in the patient's medical notes indicating time, date, and signature.

Referral to other Hospitals

The procedure for referral should follow the HCE Policy Guidelines. Only the emergency
physician/specialist or senior doctor on duty has the authority to refer patients to other hospitals. The
emergency doctor on duty should provide a written consultation regarding his recommendation for
treatment and disposition on the emergency record.

Disposition of Patients from the Emergency Department
Transfers

Transfer of patients into and out of the Emergency Department shall be in compliance with the health
facility transfer policy. The attending doctor must personally evaluate a patient in the Emergency unit
prior to transfer to another ward. All safety measures and appropriate care shall be provided during
the transfer of patients. The transferring doctor is responsible for completing the appropriate
documentation who should also ensure that a mutual decision with the receiving deparime nt/unit has
been reached.

Discharge Home

Patients not requiring hospital admission should be given written and verbal Instructions regarding
follow-up care. The doctor at the time of discharge isrespo nsible for providing the patient with verbal
or written instructions as necessary.

Leave against Medical Advice /Refuse treatment

Patients refusing further management should be requested to complete and sign the Leave -Against-
Medical-Advice (LAMA) Form that should be attached to the patient's Emergency folder, This Form
records the doctor’s explanation of the consequences of the patient’s action.

Refusal to sign the LAMA form should be documented on the form and witnessed and placed in the
Emergency folder, A patient who leaves the unit prior to treatment should have such information
noted on the folder along with tha reasan of leaving if known, and should be timed and signed.

Deaths in the Emergency Department and those brought dead

Death of the patients da happen in the emergency departments of the hospitals, very often due to
the pathology or the cause responsible to bringing the patient in. However, in certain un-expected or
un-explained cases, the family of the deceased may get agitated and resort to violence against the
hospital staff.

Patient must be examined before declared brought-in-dead and the EMO/ CMO should be responsible
to initiate lawful procedure. There should be a team of senior hospital staff including nursing, allied
and administration etc. ta take the charge of situation, isolate the body of the deceased person from
comman area, and to counsel the family of the deceased. Such a role demands extra restrain,
somnolence, and exhibiting regard and respect to the emotions of the family in a passionate manner.
The family should be assisted in documentation, clearance and disposal of the formalities in an
expeditious manner. i
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in case of complaints, the complaint redress mechanism should be adopted up to the satisfaction of

the complainant 25 far as his/her genuine grievance are concerned, and with due empathy, by
reassuring of a fair process of hearing, and disposal as per rules,

Collaberation/Links with other departments and hospitals (within and without)

. The Emergency Department should have links with other departments/units of the hospital. The
facility management on the occasion should also have links with pre-hospital Emergency services
' and all relevant emergency services providers within the catchment area,

Emergency Records

The medical records of patients in Emergency Departments is to be malintalned, and secured in the
manner similar to that being prescribed and implemented under the Functional area, Information
Management System ‘IMS’ provided in the Minimum Service Delivery Standards MSDS) and subject
to review and quality control, as prescribed in the MSDS, for continuous guality improvement,

The emergency files / folder should include all pertinent bio-medical data on standard format as per
policy pertaining to the Medical Records of the hospital. The medical record of medico-legal cases
need to be specially secured and held confidential, with restricted access,

The patients or the families also have a right to obtain a copy, or summary of medical record
accardingly, and there should be systems-in place to make it possible when so required.

Emergency Preparedness Plan

All hospitals shall have an emergency preparedness plan for meeting un-foreseen incidents, disasters,
violence, or unnatural events, like earthquake, disruption of supplies, or services like power failure,
failure of transport, water or sanitation services.
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Code blue

Purpose

To provide immediate life saving measures in case of life threating emergencies
Saving lives at the moment notice.
To provide a plan for response to medical emergencies.

The purpose of the Code Blue team is to assure prompt and skilled cardiovascularand cerebral
resuscitation of persons whao suffer a cardiopulmonary arrest,

Definition

It is an event of utmost emergency, a mode of alerting all medic, nursing, paramedic, and
security staff.

Code blue is a term hospital and medical professional use to describe a situation where a
patient will need to be resuscitated.

Code blue is announced when a patient is unresponsive, meaning him or her not breathing or
heart stop beating,

Medical Emergency Is an event requiring the rapid assessment and intervention of trained
medical personne! which may include but is not limited to serious injury, unconsciousness,
serious respiratory symptoms, symptoms of cardiac crisis.

Equipment/Material

Cardiac monitor with pulse-aximeter

Defibrillator

Ambu bag

Air way/s

Air way maintaining equipment {air way, LMA, ETT, ete.)

Oxygen flow meter with humidifier

Suction regulator with suction bottle and suction catheter

Emergency crash cart with all medical supplies and Emergency Drugs

For documentation (Patient files, Resuscitation form, Code blue monitaring form)

Staff Responsibility

Employees who witness or are first on the site of a medical emergency will take immediate
action, including CPR and basic First Aid if trained to do 50, summon medical assistance and
assist as directed.

"tode Blue® announcement will be made by Charge Nurse or the doctor who discover patient
irresponsive. Announcement includes department, bed number, gender, and floor/Area.

AN will take the Emergency Med Cart or medicine tray and ensure that emergency equipment
is transported to Code site.

RN will ensure that the Code event is recorded and that equipment is ready for use,
Emergency medications and equipment will be inventaried and Re-stocked on a weekly baslis
and following a Code,

Shift Supervisor will ensure emergency medications and equipment are jnvento ried and
restocked on a weekly basis and following a Code.

Or an emergency Kit may be ready in ICU after announcement of code blue team member
from ICU will reach at lacation with emergency KIT.

Code Blue must be announced for the following Departments:

1. Emergency
2. orD
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i

il.
iil.
iv,
V.
vl
vii.
wiii,
ix.

= K.
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MSW

FSw

FMIW

MMW

Cardiology

Nephrology

g9, Paediatrics

10.  OTs/Anesthesia offices
11.  ICUs duty rooms

12,  Gynecology

13.  Oto-Laryngo-rhinology (ENT)
14,  Physiotherapy Dept.
15.  Radiology Department.
16.  Admn Deptt

17.  Pharmacy

18. Cafeteria

Lol R

rs

The team who are responsible to run the code blue includes:

ICU specialist { ACLS certified )

ICU Nurse [Assigned for Code team BLS or ACLS certified)
Department on call MO

Primary Consultant (if on duty during code)

H/N or Registered Nurse on duty from Department.
Murse supervisor

Security

Pharmacy staff (if available for medicine preparation)
Lab technician (to take urgent samples for ABGs etc.)
Support staff (Ward Boy, Ward Helper etc.)

* Respond to the Code site is to assist with assessment of the ﬁatientfuictim, determination of

severity of the emergency, and provision of emergency care and treatment.
* Medical Superintendent/ Medical Director, and Nursing In charge will ensure review of each
Code to identify opportunities for improvement.

Policy

* Hospital will follow its policy/procedure in providing for the emergency medical needs of
patients, stzff and visitors.

Procedure

* The first person on site recognizing an emergency medical situation will follow the basic
guidelines for assessing the situation, summeoning assistance and starting Cardiopulmonary
Resuscitation (CPR) as appropriate and/or rendering First Ald,

* Anurse at the site will assess the situation and determine the severity of the emergency.
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Stay with the patient/victim if the situation is life-threatening and requires direct
emergency care :

Call or delegate a staff member to call on a given number to instruct the staff to
announce a "Code Blue” for the specific Department, Bed no, gender, and Floor or
Area) and intimated by pager

This announcement is to be made regardless of the time of day

Assure all member of code blue team are present as soon as code is called
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D5 14-12-23

- 113

Take the Emergency cart and equipment required to the site,

Upon arrival ICU Nurse will assist Code leader for intubation and medication
administration

Follow ACLS guidelines to administer medicines and other treatment as per patient
condition

To continue Code depends on the patient response to the treatment at least 30 45
minutes

If patient revive shift to ICU after making necessary arrangement in ICU e.g availability
of bed, Ventilator, etc.

Murse supervisor will record, or delegate RN, to record the event on the Emergency
Response Sheet. The Emergency Response sheet will be placed in the patient record
and copy forwarded to Quality Assurance Department

Following the use of the cart, replace all used items and notify the pharmacy to
arrange for the timely restocking of medications to be ready for next use

Convey information and/or seek assistance regarding the Code situation with the
Murse Supervisor

Attach cardiac monitor and defibrillator for recharging
Refilling of portable oxygen cylinder

Page 65 of 113



114

Power Failure in Hospital Emergencies

Electrical power to the Accident & Emergency Department can fail, either as an isolated event (e.E.
tripped circult breaker or blown fuses), or as a part of larger event, like regional power shutdown, or
as an outcome of a natural disaster. In countries like Pakistan, where imbalances in demand and supply
of electric power, coupled with fuel shortages or poor cost recovery mechanisms leading to
accumulation of circular debt, thus causing un-planned load shedding. Hospitals therefore, need to
have emergency plan* to cope with such power outages so as to sustain smooth operation of the
facility, and to aveid risk to lives of the patients undergoing procedures or recovering through
mechanical assistance/ventilation support. Hospitals need to define Standard Operating Procedures
appropriate for each kind of power failure scenario, and the hospital staff should be well prepared to
act accordingly in case of such emergency as per plan®.

Most hospitals have two lines connected to the power grid; while larger hospitals in Pakistan may have
electric supply from two different power grids. If one goes down, the facility can still run at least on
half capacity. Hospitals also have backup generators ta help bridge the Eap, especially for the high
priority areas, like operation theatres, intensive care units, etc. Following are the hazards® in smooth
operation of the hospitals in case of power fallure:

* loss of respiratory devices and other critical equipment for patients in intensive care,
neonatal, or cardiac units,

* Lossof lighting for high-risk surgical procedures and potential black out of raoms with no
emergency lighting.

= Loss of pressure in water distribution systems.

= Potential loss of access to other hospitals and healtheare facilities if they are also affected,

" Inability to access electronic patient medical records and other hospital data.

* Loss of patient signaling system for assistance by medical and hospital staff.

* Potential loss of access to medication, vaccines, and other medical supplies requiring keyless
entry.

Following is a checklist for the hospital management to assess their capability and capacity to
overcome the challenges involved in case of extended power failure situation:

* What is the electric utility’s contact information in the event of a power outage?

*  Where is the facility located on the electricity distribution network? What other hospital
facilities are located on the same circuit?

* How reliable is the electricity distribution network where this facility is located?

* Have you discussed with your utility if they consider your hospital facility to be a priority
when responding to a power cutage or shortage of electricity supply?

* Have you considered participating with your utility when they conduct drills or exercises to
respond to a loss of power?

* Do you have partnerships in place with other local healthcare facilities in case of an
extended power outage?

= Have you determined your energy usage under normal operating conditions?

* 8OPs for Labs Electrical Power Failure; Purdue University Indiana
* KHSC Emergency procedurss SOP-EP-01; Dec 2017
* Healthcare Facilities and Power Outages, August 2019
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= Have you identified your essential functions and minimum electricity needs and sized your
backup generators appropriately?

* Do you have procedures to prioritize emergency power allocation to key resources (i.e.
HVAC systems, ventilators, patient monitors)?

= How often is your emergency generator system tested to assure reliable startup and
sustained operation?

» How long will your supply of emergency generator fuel last, and how can you be assured of
continued fuel delivery in the event of an extended power cutage

Following table provides general guidance to the hospital staff to identify the type of equipment which
have good battery backup; and the type of equipment which usually do not have much power backup

Table 1. Vulnerability of operating room equipment and hospifal services to power failure
This table is intended 1s an overview, as achual équipment performance may vary based on institution

and miake ind model of device, Devices with limited or no battery back-up should cperate if phugged
into an emergency circuit (“red outlet”} and generators are wor I:E;

Substantial battary back-up, or not dependent on electrical powaer

Anesthesia machins/ventilator Portable ultrasound machines
Non-desflurane veporizers intra~aoriio ballooh pump
Porlable patiant monitors Laptop computers
‘Poitable infusion pumps Medical gases (0.9 pipeline cxygen)
Portable suction

Limited or ne battery back-up

Room lights Pationt warming devices
Erd-tidal gas analyzer Transasophageal echocardiography
machines
Mermated medication dispeniing devices | Wall sustion and scavenging systems
(8.g., Cernec'a thﬁt!hnn']
Desfiurains vaporizer Da Vinci® Surpical System®
Patient monitors without battery back-up Vidao towers
Electrosurgicel units Cardigpuimanaiy bypass meching
Fluarcacopy/portable X-tay units Deaktop computars witholt battery
F‘lﬁ't'u systams Emlmnm rmduul n-non:l
Telephones
*Battary aliows uodocking of petiént from ribet

Anesthesia patient Safety Foundation, Circulation 122,210 = Volume 30, No. 3 » February
2016
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Emergency Department Check list

Applicability for Emergency Department
Sr | criteria {tick V', No ar Not Applicable (NA)
Level | Level I Level 1
= Hospital Emergency Plan Mandatory Mandatory Recommended
— developed
— displayed [/ available
— andin operation
2 Hospital Emergency Building Map / Layout Mandatory Mandatory Recommended
— available & displayed
— directions displayed for smooth patient
flow
3. Dedicated Entry for ambulances & patient | Mandatory Mandatory Recommended
transport vehicles
— avallable
— sufficient space available for ambulance
parking and to unload patients
4. | parking facility available for Mandatory Mandatory Recommendad
— ambulances,
— patients
— staff cars
5. Ramps & clear way for movement of Mandatory Mandatory Recommendead
patients available for all service area
6. | Area for Stretchers & wheel chairs Mandatory Mandatory Recommendead
— wheel chairs
— stretchers
|
[ Stretcher boys/Porters Mandatory Mandatory Recommended
— available
B. | Triage area available and identifiable Mandatory Recommended NA
— direction signs displayed
9, Hospital staff available at Mandatory Recommended Desirable
— reception/registration
— help desk
— dengue counter (in season)
— Covid desk (in season)
10. Triage SOPs Mandatory Recommended MA
— notlified _l:in smalie_r
— ftriage physiclan / triage nurse [ p;’,‘:ﬁﬂﬁ‘;’;ﬁ's
experienced paramedic notified and nurse may be
available sufficient)
11. | Triage system in practice Mandatory Recommended NA
-— Triage sheet available with patient
registration slip /treatment chart duly
filled as per protocol
— Triage category /code assigned
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12.

Resuscitation Room / area designated for
resuscitation of critically ill patients has
wall mounted or stand by

— Suction units,

— Oxygen supply,
— Manitors

— ECG

— BPapparatus,
— Defibrillator

Mandatory

Mandatory

Desirable

13.

Acute care area / beds allocated for major
emergency cases has

— Suction units
— Oxygen supply
— ECG

— monitors

—— BP apparatus

Mandatory

Mandatory

MA

14.

HDU / ICU facility (for sericusly ill patients
like DHF, dengue shock Syndrome, etc.)

Mandatory

Mandatory

NA

15.

Isolation facility (suspected infectious
conditions like covid-19 / HIN1, etc.)

Mandatory

Mandatary

MNA

16.

Beds [ area allocated for management of
burn patients

— air condition room with stainless steel
bath and mechanical hoist

— plenum-ventilation of dressing room
with an exhaust ventilated air lock

Mandatory

Mandatory

NA

17.

Step down area for patients already
managed and awaiting test results and
requiring observation prior to admission or
discharge

Mandatory

Recommended

NA

18.

Special treatment rooms (preferable) for
— pediatric patients

— obstetric patients

— major psychiatric disorders

— Eye /ENT & dental rooms

19,

Hand wash facility in all areas

Mandatary

Recommended

Desirahle

Mandatary

Mandatory

Desirable

20,

Decontamination area (preferable)

Recommended

desirable

NA

21,

Primary care facility

— for management of the low acuity
conditions

— suture room / minor OT

Mandatory

Recommended

Desirable

Nursing Station
— ease of monitoring patients
— limited privacy

Recommended

Recommended

Desirable

23,

Observation area/patient beds designated
{for short stay after evaluation)

Recommended

Recommended

NA

24,

Holding area /waiting area for non-injured /
patients relatives

— open and easily observed from the

Mandatory

Recommended

Desirable
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triage & reception area
— negatively pressured
— Counsellorf/Social worker/ volunteer for
rlila-assuring relatives/family of seriously
i
— TV /information display
— visitors toilets
25, Staff & support area Mandatory Recommended Desirable
— staff room & utility rooms
— Staff change room with
* lockers
* pantry & retiring area
* shower & lavatories,
* storage of solled linen
— store rooms for hospital eguipment &
linen
— waste holding & cleaners room
26. Doctors office Mandatory Recommended Desirable
Nurses office
Administration office
Security office
27. Director Emergency Mandatnrv Recommended MNA
— notified
— avallable on duty
28. | Authorization for medico-legal work NAin private
available Mandatory in Mandatory in sector
— necessary support staff and logistics | Public sector Public sector
available for medico legal work I:Een?rall P?E“?r"-': (only at RHCs
s Authnrizedl Lady D:;:_u:tur available for b i Geples n;‘:;;f: ﬂ'é:gc
female patients medico-legal work duly authorized
— [MLC register) for the given
— Mortuary (only i Shedl.
— Mortuary Assistant authorized by '"E,.,I::f;i'ga
— Post-mortem kit Governent)
— preservation  jars, bottles and
preservative liquids available
29, EMO/ CMO available Mandatory (Recommended WA
=4 : in Pwt,
Emergency 5hift In-charge avallable mandatory in
Public sector)
{as per declared
scope)
30. | Duty Rosters available / displayed for Desirable
— Doctors on duty All Mandatory | Recommended
— Nurses on duty : {as per declared
scope)
— Pharmacy, Radiology, Laboratory,
Blood Bank, Engineering support staff
(for lifts and equipment, electricity &
supplies, ete.)
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31.

Roster for on-call staff is available /
displayed
— Physician on call

* [respective PGR/MO on call in after
~hours)

— Surgeon on call

= (respective PGR/MO on call in after
-hours)

— Anesthetist on call

= (respective PGR/MO on call in after
~hours)

— DObstetrician on call

* (respective PGR/MO on call in after
=hours)

— Pediatrician on call

* (respective PGR/MO on call in after
—hours)

— MNeurosurgeon on call

* (respective PGR/MO on call in after
—haurs)

— Orthopedic Surgeon on call

= (respective PGR/MO on call in after
=hours)

— Cardiologlst on call

* (respective PGR/MO on call in after
~hours)

* (respective PGR/MO on call in after
-hours)

All Mandatory

Recommended
|as per declared
scope)

Medical Officer
& Registered
Murse trained
in emergency
seryice
provision
recommended

Specialist cover
Not
recommended

Roster for paramedic & support staff
available

— Electrician
— lift operator
— Dispensers
— Ward master
— Ward boys
— Cleaners

All Mandatory

Mandatory

Mandatory
Mandatory

Recommended

33.

Diagnostic Services
declared scope

— Radiology & Imaging
= Xeray
= Ultrasound / Doppler
= CTscan
— Pathology Laboratory
— Blood bank services

available as per

Mandatory

Mandatory
Mandatary

Mandatory

Recommended
Recommendead
Recommended

Recommended
(regional x-ray
facility)

Pharmacy services available

— Essential live saving B emergency use
medicines and supplies as per standard
list finalized by the hospital committee

* Emergency tray

* Resuscitation trolley
= Anti-snake venom

= Morphine antidote

All Mandatory

Mandatory

Mandatary
Recommended

Recommended

Recommended
(basic
emergency life
saving
medicines)
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Anti-rabies vaccine
Anti-rabies immunoglobulin
Immunoglobulin for tetanus
Inj Streptokinase

Recommended

Recommended
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Hospital Emergency Departments

Operational Model for Public and Private Sector (first referral facilities)
Change over time on work days and closed Holidays

| O7:30 hrs : Between the night EMO/ CMO/Registrar and the morning EMO/
| CMO/ Registrar
:Fil.Ep:BI:II hrs | Betweenthe marnin_é EMO JCMO [ Registrar antﬁﬁé-li_u'é_hif{g_lihﬁ
| /CMO /Registrar
T R | Betweén_.fﬁ_e day evening EMO /CMO/ Registrar and the night EMO ‘
JCMO /Registrar
17:00 till 23:00 hrs B -EEEH-E_Z"EIE_FHEQ’E.M:':i'{.ﬁ.ddit'mnaﬂ will work along l

Typical Duty Roster of Medical Staff in Emergency Shifts

From 07:30 hrs till 14:00 hrs

| Director Emergency, ' | In-charge Medical Emergency / Registrar | 1
= J' Emergency _,_{_C_aﬁs_ﬁiﬁ Medical Officers | 3
| On Call Staff: | Medical Officer/PGR (Medical ward) 1
Medical Officer/PGR (Surgery) 1
1

1

Medical Officer/PGR (Cardiology)
WMO /PGR (Gynecology/ Obstetrics) B

From 14:00 hrs till 20:00 hrs

| In-charge Medical Emergency / Reglstrar 1

_Emergencyftausalit',r Medical Officers 3
Medical Offi cer/PGR {medmal wardj 1 - |

: e :

1

Medical Off PGR
On Call staff; izl {Eurger',f:l L R RS | ==y

| Medical Gﬁmer,fPGH LCardmlogﬂ
WMO/PGR IGvne:u!ngﬁ’ Obstetrics) : 1

From 19700 till 23:00

Additional Causality Medical Officer

From 20:00 hrs till 07:30 hrs

Night EMO /CMO (Emergency /Causality Medical
| Officer)

Medical Officer/PGR [Medical ward)

Medical Officer/PGR (Surgery)
Medical Officer/PGR (Cardiology)
WMO /PGR (Gynecology /Obstetrics)
Typical Duty Roster of Nursing & Allied Staff in Emergency Shifts

On Call Staff:

Y

| From 07:30 hrs till 14:00 hrs Mos.
Nursing - |.In-charge Emergency / Head Nurse 1
- i on week days she will Femain avallablé till 15:30 firs)
Charge Nurses (numbers depending on workload) 7
s w1 e
| Male Nurse |

Paramedics - [ ECGTech: ; ;
“o s Ward Helpers
* | Cleanet / sweeper 1+1
| Stretcher boys [ wheel chair hElper:. (main gate to emergency) 3

Fou el Ll L
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From 14:00 hrs till 20:00 hrs Nos.
Mursing _In-r:hﬂrgEEm ﬂu 5@ ﬂ:g-_z e e AN
ERa : '{She wﬂlrﬂr‘raii:':";‘u‘-ﬁ% 'ﬁs rom: 1LE %u"ﬁn I-[tg_pn;%%ibdw_ it A R
- | Charge Nurses {numhers depending on wnrkinad:l Fi
S NurseAIds T e R
S nsss Male Nurse 1
Paramedics. - .| ECGIRehi N St S e e T
Pty | Ward Helpers 4
Cleaner [sweeper: & @ iEe = = TEEEEEE i i e T
Stretcher boys [ wheel chair helpers {main gate to emargenw} 3

From 20: un hr: till D8:00 hrs

Nursing | In- uhargefme'ifg!\'i?“‘ HHH Huﬁg”ﬁi&;&fﬂ:d‘“ ] 17
| {she will remairi available from 159:00 till:08:30 hrs on £
Charge Nursas l:n umhrer: depemf Ingr on wnrkrnadi
| Nurse Aids e et o e T
Male Nurse
' Paramedics | ECGTech . = . L T
: - | Ward Helpers
| Cleanerfsiieper uate i o AR e b |
Stretcher boys [ wheel chair helper: (main gate to emergency) 3

BASIC FACILITIES

While the obstetric emergencies shall be directly routed to the Labor Room and the infants shall be
sent directly to the Pediatric Ward for management, the remaining bulk of patients reporting to the
Emergency will be assessed and managed for the Imminent care In the main Emergency Department.
The Hospital Emergency Department will provide the following basic facilities to the patients reporting
in the emeargency:

i.  First Aid and emergency management including resuscitation

ii.  Necessary diagnostic facilities /investigations :

li.  Detention for short periods {to a maximum of 4 hours) of cases requiring observation, IV
therapy, nebulization, relief of pain etc., or pending disposal by specialists on call

iv.  Facilities of minor surgical operations/procedures will be provided by the minor operation
theatre functioning in the Emergency Department. These include dressing, stitching, incision
and drainage, application of Plaster of Paris (POP) ete. All outdoor and indoor patients
requiring the same will be attended here

v.  Administration of Intravenous infusion/injections ete.

The EMO/CMO will examine the patient and if the patient is suffering from minor ailment then will
advise treatment on clinical note sheet as well as ER admission slip and send the patient to Charge
Nurse for injection (it needed), after which patient Is sent home and the clinical note sheet will be
taken by the Charge Nurse. If the patient needs admission, he/she will be referred to the concerned
Medical/Surgical unit for admission In ward/ICU. The referred patient will be attended by the MO/PGR
of the concerned specialty (Medical/Surgical), The House Officer of the concerned unit will follow and
carry out the instructions of the MO/PGR. The MO/PGR/SR of the concerned unit will write down the
treatment plan on the clinical note sheet and sign it.

No treatment plan will be written on the E.R. slip which is to be kept with the patient for final disposal.
The investigations will be ordered by the CMO/MO/PGR/SR and House Officer is responsible to send
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Hospital Emergency Departments
Operational Madel for Public and Private Sector (first referral facilities)
these investigations to the Lab/Radiology department. If the patient is admitted in the ward, both E.R,
slip and clinical note sheet will be attached with the admission documents. The patients will be
managed in the emergency as per the following 50Ps: §

i.  Incase of serious patients, the treatment plan should be discussed with the consultant on call ¢

ii. If the patient is discharged/expired after treatment the clinical note sheet will be kept as
record in the Emergency Room and the Head Nurse/Charge Nurse of Emergency Room is
responsible to keep this record

iii. Incase of expiry of the patient EMO/CMO/PGR will prepare the death certificate and sign it
and will also write down the death summary in the death register of Emergency Department

iv. The treatment of discharged patients should be written on the Emergency Room slip, duly
signed by the EMO/CMO and handed over to the patient for follow up

v. Mo House Officer is allowed to discharge the patient without the knowledge of SR/PGR after
approval of primary consultant

vi.  Dispenser on duty In the Emergency Room is responsible for the entry of these patients in the
Master / duty sister Register

The Director Emergency /Registrar In-charge Emergency Department will ensure continuous training
of the emergency staff on !fnprnvlng their professional skills, proper handling of the patients, patients
safety, infection prevention and control. The trainings should also cover management of
stress/anxiety, and Improving their communication skills. The ward master will ensure that the staff

. deputed in the Emergency Department is physically fit, efficient and energetic. This staff will not be
changed without the concurrence of the Director Emergency / Registrar In-charge Emergency. The
training of the staff in the Emergency Department will essentially include the following:

i. Cardio-Pulmonary Resuscitation [CPR)
ii. The management of Acute Emergencies
jiil. Admission documentation procedures
iv.  Medico-Legal Policy

v.  Quality Standards and indicators

The ward master will ensure that all ward helpers available in the hospital are once rotated for duty
to the Emergency Department so as to be properly trained on stretcher bearer duties,

127

Hospital Emergency Departments
Operational Model for Public and Private Sector (first referral facilities)

Code Blue Team

i MO Anesthesia

i MO Medicine

ili MO cardiology

iv  Nursing Supervisor

Vv ECG Technician

vi Big-Medical Technician
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vi. | Sucker Machine Manual R 0 [
vii. | Sucker Machine Electric - 8 )
__viil, | Peak flow meter ) : 2
__ix._| Weighing machine - 2
%, IV stands ] 12
¥l. | Stretchers 4
| xii. | Wheel chairs _ i 10
xiii. | Cardiac Monitors ,1 4
xiv. | Sheller Monitor - R e
Jw I.Puls.E Oximeter T = . o L ______ g ___ .
EEectrI:rhr Eeneratnr istand I:ﬂ.r:l o i 5

Power Failure

Ideally, in case of power failure, the power generator should automatically switch on so as to maintain
un-interrupted power supply to the sophisticated medical devices, like ventilators, anesthesia
machines, etc. In case otherwise, the electric generator will be switched on promptly.

In case of any emergency, the concerned Ward Nurse will press CODE Blue NO. 0000
On intimation from the concerned area nurse, the telephone operator will announce “code blyg”

three times, loudly and clearly. When "Code Blue” Is announced all physiclans in that building will
respond. However, 2 medical officers i.e. MO medicine of the area and MO anesthesia will stay at site.
Any other responding physician will leave once these two people are present,

First physician (any department, any level) arriving will conduct the CPR till the MO Medicine of the
area, Registrar Medicine, or the Consultant in Medicine arrives, in which case most senior of the three
will be supervising and conducting the CPR. This person will be responsible for giving all orders, athers
can suggest but would not give direct orders. Following SOPs will be observed:

I To avoid overcrowding it Is recommended that people not in CPR team unless directly
Involved in patient care, should leave the area.
il.  ECG technician will stay till end of CPR.
fil.  Cardiac massage, breathing and defibrillator etc, will be the responsibility of only following
person once they arrive:
d. MO Medicine of the area
b. MO Anesthesia
€. Murse Incharge of the area
d. Assistant Nurse of the area

A. Supply of medicine, oxygen supply, suction apparatus, CVP Line, intubation equipment ete,,
~ will be the responsibility of Nursing supervisor. The nursing team will think forward and will
ensure continuous supply and replenishment of medicine and supplies if ru nning out of stock,

B. IF after 15 minutes of efforts the CPR result is poor and the patient does not respond even
after 20-30 minutes, the CPR shall be discontinued and the telephone operator will declare
"Code Blua Over” on microphone as advised by the CPR team leader.
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Code Blue Team

i MO Anesthesia

i MO Medicine

fii MO cardiology

iv Nursing Supervisor

v ECG Technician

vi Bio-Medical Technician

vii Ward Master

vill Security In-charge
As soon as the patient is rushed into the Emergency Department of the hospital, the Head Nurse or a
senior charge nurse assigned as “Triage Nurse” for the shift shall immediately assess the patient
empirically in line with standard Triage protocol.

a. Immediate Resuscitation

patients who need treatment immediately or within two minutes are categorized as having a life-
threatening condition. Most of them would have arrived in the Emergency Department by
ambulance and would probably be suffering from a critical medical condition, serious injuries or may
have sustained a cardiac arrhythmia / cardiac arrest.

b. Emergency

patients who need to be treated within 10 minutes'are categorized as having an imminently life-
threatening condition. This group of patients includes those suffering from a critical iliness or are
very severe pain e.g. chest pain, difficulty in breathing and fractures etc.

¢. Urgent

This group of patients requires treatment within 30 minutes and is categorized as hauiﬁg a
potentially life-threatening condition. These include patients suffering from severe illnesses,
bleeding heavily from cuts/wounds, have major fractures, or are dehydrated.

d. Semi-Urgent

Patients in this group are having a potentially serious condition with less severe symptoms or
injuries, such as a foreign body in the eye, sprained ankle, migraine or earache etc. and need to be
treated within one hour,

e. Non-Urgent

This category includes patients who have a less urgent condition and need to have treatment within
two hours. This Includes those having minor illnesses or symptoms which may have been present for
more than a week such as rashes or minor aches and pains.

Notes and Evaluation

= EMOs /CMOs are primarily responsible for managing patients in Emergency.
» Referred patients should be seen within 10 minutes of referral by CMO.
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Hospital Emergency Departments
Operational Model for Public and Private Sector {first referral facilities)
The Charge Nurse will immediately check vitals before digging through old record, lab results
and old discharge.
Summary and old charts.
Proper documentation of symptoms.

Management and diagnosis will be done for every patient. Serious patients should be
immediately seen and resuscitated. Procedure of referral and consultation will proceed side
by side. Monitoring notes should be properly maintained including fluids given and output of
patient,

Admissions from the Emergency Department

Duty registrar should decide all admission through ER.

After assessment and patient's examinations complete admission orders including drug
Prescription should be written clearly and immediately.

Duty registrar will inform nursing staff for stat labs immediately or carry out by himself.
Notes on history and examination file should be completed before shifting to In-Patient.
Complete shifting notes shall be recorded before shifting the patient to the ward.
Paramedic staff should accompany every admitted patient during shifting to the ward,

In case of serious patient, concerned MO of the department should accompany the patient,
Before shifting, inform the ward staff on call.

If beds are not available in wards, retain patients in ER till arrangement are made, If required

, discuss with consultant on call or Registrar ER,

Discharge from the Emergency Department

No patient should be discharged without being evaluated by the duty ragistrar.

Keep in mind pending labs issued; and results awaited.

Communicate with all involved parties for smooth discharge;

Glve clear instructions regarding medicines schedule/side effects/precautions

Clear instruction regarding Restrictions on activities/travel/diet in Urdu/local language make

sure by repetition that Patient can repeatfrecall your instructions. Write discha rge diagnosis
clearly.

Notes should include chief complaints and history of present iliness, hospital stay, course,
name of examining doctor, Hospital Medical Record Number /provisional and secondary
diagnosis and Procedures. The discharge certificate should also mention follow-up
planfcondition on discharge and attach diet chart if required.
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Transfer of Patient to other Hospital

Patient Transfer to Other Facilities

Once decision is made to transfer the patient to the other hospital for management, contact
the concerned doctor/staff there first on telephone and discuss the case in detail and request
to make sure the bed is available for the patient.

Note down the contact person's name and designation.

Provide detailed notes on the referral slip. '

Provide ambulance preferably by the hospital through coordination with DMS/CMO, and if
patient Is serious, a doctor allied staff should accompany while transportation,

Ambulance should be equipped with resuscitation equipment.

Death / Expirations/Receive Dead

On being called to pronounce death the doctor must perform certain steps.

On arrival to bed site observe for respirations, auscultate for heart sound, palpate for carotid
pulse, and check pupil and corneal reflex.

Complete death notes on progress sheet and fill death certificate as early as possible,

SOP for Medico-Legal Cases

The private or trust hospitals do not deal with medico legal cases per se. However, in the
circumstances where a patient presents with life threatening condition and delaying and/or referral
to any other hospital will endanger the life or result in the death of the patient, the hospital ER will
provide care to the patient that is essential for continuity of life. However, once the treatment is no
more required for continuity of life and patient is stable, he may be referred to other Government
health services for medico legal formalities.

With immediate effect, no Medico-Legal case will be admitted in the hospital without Medico Legal

Certificate (MLC).
Medico legal cases:
i Poison
i Fire arm injury
iii Burn cases
iv RTA
v  Physical Assault
vi Rape
vii Sexual Assault
viii Fight

Occupational Risks
Standard barrier nursing and isolation techniques should be employed in cases of patients with
infectious communicable diseases. These measures include:

Gloves

Masks

Careful needle/sharp object handling

Prophylaxis in cases of exposure if indicated (e.g. Meningococcemia).

In case of mishap/exposure, event should be reported to consultant on call, immediately,
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Operational Model for Public and Private Sector (first referral facilities)
Accountability

In case of an incident, a committee comprising of consultants will review the entire case in detall and
decide about warning/penalty as the case of may be.

Ethical Issues

Best interest of the patient should be watched, in case of conflict or confusion, issues should be
discussed with consultant on call.

Confidentiality of Patient's Data
Patient's record and data should be kept confidential to watch his/her interests and

diagnosis/prognosis should not be discussed with attendants without permission of patient/close
attendant.

Senior Consultation

On call consultant/senior registrar should be contacted on phone if required by the registrar on call,
If he/she may request to see the patient, then on call consultant should try to attend the patient
personally at the earliest or within | hour of the request.

Consultations from Other Departments / Urgent Scans

Consultants and scans should be decided by the duty registrar and call to the respective department
should be written with clear indications, exact questions to be observed and urgency of the
consultation,

Record Keeping

* ER register shall be filled properly with composite diagnosis or relevant differential for EVEry
patient,

* Duty registrar will sign register at the end of duty, and to be cnunter—slgned- by covering
consultant for that day before morning meeting.
* Record of consultations provided to other department should be kept in the registrar.

*  Death notes for patients who expired in ER should be written in the ER register immediately
after the event.

Drugs and Investigations

List of drugs and lab profile available in hospital for ER patients should be available to each shift of
ER staff.

BLS/ACLS Training
House officers and registrar should be trained in BLS/ ACLS before performing duties in E.R. .

Dress Cade

Dress should be canservative and modest and no informal clothing (jeans and T-shirts for males),
party wears or excessive jewelry (for females) should be allowed, during duty hours.

Every doctor should wear neat and clean overall, with properly displayed 1D card or name plate,

Medicines
a.  Sufficient stock of life saving medicines will be kept in the medicine trolley of the ER.
b.  Stock utilized will be recouped immediately and on regular basis.

cC. Controlled medicines will be demanded on a daily basis so as to recoup the stock
utilized in the previous 24 hours.
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Transport

a. The following will be available at MER and will move under orders of the EMO/ CMO 1/C
MER:

I, Ambulances for transporting the patients.
ii. The drivers employed on 8 hourly shifts.

b. When moving to collect the specialist the driver will be issued a duty slip bearing his/her
residential address and telephone number.
(1 On return to the hospital this duty slip with the mileage covered will be put up to Manager

Administration.

Patient Kit and Belongings

In case there is no attendant with the patient at the time of his admission then an inventary of his
personal belongings will be made and the belongings will be kept in the hospital pack store and a
receipt will be Issued to the patient. In the event that the patient is unconscious, delirious or of
unsound mind and there is no attendant with him the Nursing Supervisor will make an inventory of
his personal belongings in the presence of a medical officer.

Paediatric Emergency
Paediatric emergency Is divided into three portions

2. Reception and waiting area
b. Screening and examination area
c. Causality area/Short stay

It should preferably be covered by two doctors in each shift i.e. Medical Officer/FCPS/MCPS Trainee.
One doctor covering the screening clinic and the other one taking care of patient for
admission/short stay and for procedures, -

*  Wearing of white coat with hospital I.D card is mandatory.

+  Medical Officer/FCPS/MCPS Trainee must reach well in time in emergency ward to take
proper aver of short stay/Causality area cases.

* Consultants coverage time is from 8.00 am to 8.00 am,

*  Patients arrival time must be mentioned en the ER card,

*  Short stay/ Causality area cases should remain admitted for not more than or up te 3 hours.
Patient needing prolonged stay should be advised admission by the ER doctor.

* Doctor must carry a red marker, pocket book, stamp, and stethoscope.

*  All Trainees (FCPS/MCPS), Medical officer are supposed to be in in emergency department
during their duty hours in emergency.

» ER doctors is supposed to run the screening clinic, complete the admission procedure,
including detail history and physical examination of the child, blood sampling and initial
management plan. ’

+ Before deciding to admit the patient, doctor should be able to assess the socioeconomic
status, reminding parents about hospital charges.

* |n case of any help needed from the seniors (Consultants, Sr. Registrar, Registrar) all are
available physically or by telephonic to help in diagnosing and managing the patient)

= Critically sick patients are always on priority.
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*  Medical Officer/FCPS/MCPS Trainee must inform every critical situation and seriousness of
patient to the Sr. Registrar/Registrar on call.

*  Critically sick patients must be escorted by the doctor, staff nurse and ward helper to avoid
the mishaps occurring on the way.,
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SOPs — Infection Prevention and Control in Emergency

Waste Disposal of Emergency Department

Categorization of Waste
No-Risk Waste
a. General waste such as papers, unused tubing, packing of drugs
and infusion bags etc.
b. UN -consumed food.

i. Infected Waste
a. Human Blood and blood products.
b. Collections from Drains.
c. Empty Syringes. (Note: ALL SYRINGES MUST BE CUT BEFORE
DISPOSAL.)

ii. Sharps:

Used and unused hypodermic needies.

b. (Note; ALL NEEDLES MUST BE CUT BEFORE DISPOSAL.)
c. Stylets of peripheral cannulae and central venous lines.
d. Empty glass ampoules.

o

iii. Chemical Waste:
a. Expired drugs
b. Disinfectants and germicides used for cleaning.

Separation and Disposal
Separate the waste according to following colour coding system
a. No Risk waste: Throw it in white coloured bucket containing White
coloured polythene bag and when filled dispose of this white bag.
b. Risk Waste: Throw it in yellow coloured bucket containing yellow
{coloured polythene bag. When filled dispose of this black bag.

Specialist
in-charge
Emergency

SENIOR
NURSING
ASSISTANT
IC

Motification to the Infection Control Officer (ICO)
Following MUST be notified to ICO

b. Outhreak of infection.

Outbreak of infection is defined as
1. Dccurrence of two cases of Methicillin resistant Staphylococcus
Aureus (MRSA) Infection anywhere in the hospital.
2. Dccurrence of one case of Diphtheria

3.  Occurrence of three consecutive cases of septicaemia

a. Fever of more than five days whether shown a positive culture or not.

Specialist
I/C
EMERGENCY
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Hospital Emergency Departments

Operational Model for Public and Private Sector (first referral facilities)
Anaphylactic and drug reactions, asphyxia, electric shock and

drowning

‘ Following catastrophic situations demand immediate and proper systematic Interventions /
treatment:

D5 14-12-22

Complete cerebral anoxia over 4 minutes will cause permanent damage and beyond
6-8 minutes will cause death,

Cessation of normal circulation causes rapid cyclic deterioration which is
characterized by hypoxa, lactic acldosis and hypercarbia, Pre-existing heart disease,
electrolyte imbalance, medication or anesthetics may precipitate the collapse,

The reflex vagus-induced arrests secondary to stimulation of the esophagus and

tracheobronchial tree and similar arrest may occur during rectal and proctoscopic
examination.

Pre-anesthetic doses of atropine may have worn off by the end of a long {4 hour)
operation and may make the patient more susceptible to the complication

Electrolyte imbalance, mainly hyperkalemia either from endogenous or exagenous
sources, is critical. The ration of lonized serum calcium to potassium and their
antagonistic actions on the myocardium are important during massive transfusion of
banked blood as it is high in potassium as well as calcium-binding citrate.

Other causes of cardiac arrest include; pulmonary emboli, electrocution or any cause
of hypoxia.

Primary ventilatory failure is caused by hypoxia, cenfral nervous system or spinal cord
trauma and respiratory depression from narcotics.
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Hospital Emergency Departments

Operational Model for Public and Private Sector (first referral facilities)
Management of Cardiopulmonary Arrest

a. Emergency Measures (A for Airway)

i.  Begin treatment if there |s no obtainable blood pressure or pulse for 10 seconds
ii.  Place patient in supine position on a hard surface (metal or plastic tray under the chest)
iii.  Establish a clear airway

a. Clean out mouth and pharynx (manually or by suction)
b. Tilt head back and pull chin forward.
¢. Insert an oropharyngeal airway or endotracheal tube, if necessary.

b. Establish Ventilation (B for Breathing)
i,  Mouth-to-mouth: A handkerchief may be interposed between the operator’s mouth
and patient.
ii. Use"Ambu" bag and mask.
iii. Provide an adequate tidal volume in accordance with the optimal chest excursion rate
as under:

Adult-12 times per minute,

Children-20 times per minute.

Infants-30 times per minute.

Ventilate adults until chest expands to beyond normal size,

Children require less force, approximately that needed to inflate an ordinary toy
balloon.

f. Infants are given only short puffs.

o oan oo

¢. Closed Chest Cardiac Compression (C for Circulation)

i,  Anatomic Considerations:

Pressure on the sternum compresses the heart and reduces the sizes of the thoracic
cavity. This forces blood out of the ventricles and expels air from lungs. On release,
blood flows into the large veins of the chest and into the atria and air enters the lungs.

ii. Method

a. Patient remalns in a supine position on a hard surface such as a tray or the fioor,
if necessary.

b. The heel of the right hand with the heel of the left on top is placed on the lower
third of the sternum just above the xiphoid.

€. Firm pressure is applied downward and body weight brought forward to secure
sufficlent pressure. The sternum should move 4-6 em, toward the vertebral
column in adults. The force is transmitted directly to the heart behind the
sternum, DO MOT exert pressure on rib cage or epigastrium.

d. Hands should be quickly removed after each placation of pressure to allow
intrathoracic venous fillings and the lungs to expand.

e. Rate of pressure application should be 80 times per minute, slightly faster in
children and infants, Also, the force applied must be moderated to fit the elastic
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Hospital Emergency Departments

Operational Model for Public and Private Sector (first referral facilities)

properties of the thoracic cage. All that is needed is simple first and middle finger
compression in the newborn infant.

f.  Observations for the signs of restoration of flow include a full carotid or femoral
pulse, constricted pupils, return of skin color, spontaneous ventilation and
movements.

€. Asystalic blood pressure of 60-80 mm Hg can be obtained if cardiac compression
is correctly performed.

h. The ratio of lung inflation (mouth-to-mouth breathing) to cardiac compression
should be 1:5 when there is an assistant, and 2:15 {lung to heart) before help
arrives,

d. Ventricular Fibrillation

i

wi.

wvii.

D514-12-22

Immediately upon recognition of ventricular tachycardia or fibrillation, a sharp
precordial thump with the closed fist is delivered as this important first maneuver is
sometimes effective by depolarizing the myccardium and allows for a normal rhythm
to develop

If infective, electrical defibrillation Is performed in which after applying conductive jell
the defibrillation paddles are firmly placed on the chest, one aver the upper sternum
and the other to the right of the lower sternum (cardiac apex)

Only capacitor discharge (DC) defibrillators should be used, AC defibrillation is
hazardous and may cause serious burns

The matter is set at about 400 watt-seconds {ioules), all attendants are instructed to
stand clear of the bed or supporting structures, the ECG machine must be turned off if
it is not internally grounded during counter-shock

Considerably less voltage is applied to children or to the exposed heart

Secure an electrocardiographic tracing as soon as possible and continue specific
therapy as indicated by the tracing

Give epinephrine or isoproterenc! and sodium bicarbonate as these drugs strengthen
the contractions and permit easier defibrillation
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Annex-I

Triage Sheet

T 4 T 11 | [ s——————— e R S
BEE.....oosmmrneennnsBENTRF M F
Chief complaints:........cmmummummmsmmsnm

DatE i eisesserenecrseeee TiM@ OF APTiVAL. s e

Part 1: Triage Early Warning Score (TEWS)

Triage Parameter Measured Value TEWS Scare

Mobility
Respiratory Rate

Heart Rate

Blood Pressure

Temperature

AVPU

Trauma

------------------------------------------------------

Initial Triage Colour; RED ~ ORANGE YELLOW GREEN BLUE
Part2: | . 'The Discriminator List

1. Does the patient need to be triaged to a higher colour based on the discriminator
list? Yes NO

2. What was the discriminator?......uemmmemamn

Part 3: Final Triage Coloiir:.

RED ORANGE YELLOW GREEN BLUE
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Annex-I1
Code Blue Feed Back Form
Patient Name: MR#: Date;
Age/Sex: Department:

Time e

1. Code blue announced at (Time)
2. Code blue announced twice

3. Code blue announced thrice =
4. Code blue team arrival times
5. ICU on duty MO /SR

6. ICU on duty Nurse

7. Dept. on duty Doctor

8. Dept. on duty H/N, 5/N

9. Shift supervisor ——
10. Security

11. Ward boy/Ward helper
12. Cleaner

13. Cardiac board placed

14. Resuscitation initiated @
15, CPR Done

16. Oxygen attached

17. Intubated

18. Medicines given Yes No

19. Total Resuscitation time e
20. Code ended @ -
21. Patients response

22. Code Blue team Leader

REMARKS

Shift supervisor Name:
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Annex-III

Resuscitation Form

Patient name: AgefSex: MR NO

Diagnosls: Department: Bed.
Hg:

ndi ant:

Time of arrest: Date of arrest: Time resuscitation start:

Time resuscitation end Resuscitated by |Dr/Nurse Name)

Total Duration Resuscitation: Type of Arrest:

Drugs [ IV fluids Time Route sign | Remarks

-lﬂthnu'.
DC shocks
Intubation

Ventilation

Result patient: Revived: Yes / No Expired: Disposal ta; 1CU / Morgue

1., Attending Doctor Name (ICU) Signature:

2. Attending Doctor Name (MO/SR from Deptt) Signature:;
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Annex-1V

Equipment and Supplies

This Is not an exhaustive list and is rather, a tentative list based on commen, minimal
needs of 1st or 2nd referral Hospital. The Essential list of basic equipment and supplies

needed for effective running of such an Accident & Emergency Department are listed
below:

Resuscitator bag valve and mask (adu
 Resuscitator bag valve and mask (paediatric)
Oxygen source (eylinder or concentrator)
Mask and Tubings to connect to oxygen supply
Light source to ensure visibility (lamp and flash light)
Stethoscope
Suction pump {manual or electric)
Blood pressure measuring equipment
| Thermometer
Scalpel # 3 handle with #10,11,15 blade
Scalpel # 4 handle with # 22 blade
Scissors straight 12 cm
Scissors blunt 14 cm
Oropharyngeal airway (adult size)
Oropharyngeal airway (pediatric size)
Forceps Kocher no teeth 12-14 cm
Forceps, artery
Kidney dish stainléss steel appx. 26x14 cm
Tourniquet
Needle holder
 Towel cloth

Waste disposal container with plastic bag
Sterilizer
Nail brush, scrubbing surgeon's
Vaginal speculum
Bucket, plastic
Drum for compresses with lateral clips
Examination table
Wash basin
Suction catheter sizes 16 FG
Tongue depressor wooden disposable
Nasogastric tubes 10to 16 FG
Batteries for flash light (size C)
Intravenous fiuid infusion set
Intravenous cannula # 18, 22, 24
Scalp vein infusion set # 21, 25
Syringes 2ml
Syringes 10 ml
Disposable needles # 25, 21, 19
Sharps disposal container

D5 14-12-22 Page 92 of 113




141

apped bottle, alcohol based solutions

Sterile gauze dressing

Bandages sterile

Adhesive Tape

Needles, cutting and round bodied

Suture synthetic absorbable

Splints for arm, leg

Urinary catheter Foleys dispasable #12, 14, 18 with bag

Absorbent cotton woaol

Sheeting, plastic PVC clear 90 x 180 cm

Gloves (sterile) sizes6to 8

Gloves [examination) sizes small, medium, large

Face masks

Eye protection

Apron, utility plastic reusable

Soap

[nventory list of equipment and supplies

Best practice guidelines for emergency care

B

“Laryngoscope handle

Laryngoscope Macintosh blades {adult)

Laryngoscope Macintosh blades |paediatric)

IV infuser bag

Magills Forceps (adult)

| Magills Forceps (paediatric)

Stylet for Intubation

Spare bulbs and batteries for laryngoscope

Endo-tracheal tubes cuffed (# 5.5t0 9)

"Endo-tracheal tubes un-cuffed (#3.0 to 5.0)

Chest tubes insertion equipment

Crico-thyroidectomy
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Annex-V

Essential Medicines

A tentative [ist of Essential medicines based on common, minimal needs of 1 or 2m
referral Hospital needed for effective running of such an Accident & Emergency

Department are listed below:

| 1. 50% Dextrose 2. Hydrocortisone
3. Adrenaline 4, IM Glucagon
5. Nor-adrenaline B. Insulin
7. Anti snake venom serum 8. IV calcium Gluconate
9. Aspirin 10. IV Dopamine
11. Atropine 12. IV Fluid - all type
13. Anti Tetanus Serum 14, IV Frusemide
15. Dextran/ voluven 16. IV KCl
17. Diazepam 18. IV Vit K
19. Dobutamine 20, Labetalol
21, Etomidate 22. Lignocaine
23. Fresh Frozen Plasma 24, 10% xylocaine spray
25. Gelofusin 26. Magnesium Sulphate
27. Group O neg whole blood 28. Mannitol
29, Heparin 30. Midazolam
31. Hydralazine 32. Morphine
33. Naloxone 34. Phenylephrine
35. Nitroglycerine 36. Propofol
37. Oral Rehydration Salt (ORS) 38, Salbutamol
39. Oxygen supply 40. Sodium bicarbonate
41. Pethidine 42, Suxamethonium
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Annex-VI
The CTG discriminator list (adult version)
(Cape Triage Score)
Colour Yellow
TEWS 3-4
Target Hme 1o treat Less than 60 min

BMechanism of Infary

Pre=entation

Burn — other

Abdominal pain

Diabatle - glucose over 17
(no kelonuria)

Vomiting ~ persistent

‘Pregnandy and PV blead

Pain Moderate

=t Stretchers
- L i With help immghile
S| Lessthan@ [SREETRSN G- 04 15.20 21 -39 More then 29
Lessthandl| 41-51 | 51-100 1001 -110 111 =129 More than 129
71 =80 1-100 | 101-199 e 4 More than 199 |
Lass than 35[© 35-384 w385 o mioee 59
b - e Alert Rescts to Voice| Reacts o Pain Tnresponsive
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Annex-VII

Children Triage Score (3-12 Years, 96-150CM) TEWS

Stretcher/im

Walking With Help rissite

17-21 22-26 27 ar more

BQ-79 130 or mare

Cold or Undar

Hotor Over
s | 38,2
Confused Reacts to Voice | Reacts to Pain Unrespanshe

3 1o 12 years old/9E to 150 om tall

Ch11drcn {3 12 Yea_rs 96- ISGCM Dlscnmmam List

COLOUR RED ' \'El.ww
i___ T-EWS- 7 OF mode i Eoh ks
Target time
to freat
Mechanism
of infis
Hemarrhage:
| e Uﬂl:nn:rnlled &l
Preasentation
']
1
; Tﬂh!ﬁﬁ-‘ﬁfﬂ:ﬂ!ﬂm !
et b Ina- Ke':onu
= Pain
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Annex-VIII
Infant Triage Score (<3yrs, <95CM) TEWS

Mormal far Stretcher/im
hge miabile

Lass than

20 1025 16-39 4049 50 or maore

L"“’;L“a"' 70-79 BO-130 131158 160 or more

Cold or
Hot OR Over
Under 35-36.4 154

R ety ¥ |
Adert ¢ac?_r~ i Reacts to Pain Unresponsive CANPU |
Volce / =

Mo Yes Trauma -

Infant (<3yrs,

COLOUR
TEWS 7 or more
Target tma Gl BT
| totreat ~r
Mechanism
of Inju
Hemorrhage-
Uncontrolled
|
Dislocation - finger of
: ron
Prasantation Fractuse - ciosad
Unizble to weight bear -
Burn - ather
Abdominal piin
Vomiting - persistent
Mot feeding
not urinating
|napproprate hlstory
Prolonged or
e uninternigpted crying
[ Faan
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Annex-IX

Examples of Triage systems and Triage Scoring Systems

internationally in vogue

_Scoring System

Countries /regions |

The “Triage Revised Trauma Score or TRTS" A

Western Eurape

The Injury Severity Score (IS5)

Score based on severity of injury to the human body from 0 to 75 is
assigned into the following categories:

A: Face [ neck / head

B: thorax / abdomen

C: extremities / external / skin

Each category is scored from 0 to 5, using the abbreviated injury scale
(from un-injured to the critically injured) which is then squared and
summed to create the ISS. A score of 6 for un-survive-able can also be
used for any of the three categories and automatically set the score to
75 regardless of other scores

Developed in

| Maryland, USA and
internationally
used to determine
severity of trauma
and probability of
mortality

United Kingdom

In the UK, Smart Incident Command System is the commonly used triage
system, where casualties are graded from Priority 1 (needs immediate
treatment) to Priority 3 (can wait for delayed treatment), with an
additional Priority 4 {expectant, where patients are likely to die even
with treatment). However, only senior medical authority can assign and
pronounce such category.

. . Dead - patients with trauma score 0 to 2 & are beyond help

. - Priority 1 - patients who have a trauma score of 3 to 10 (RTS)
and need immediate attention

. Priority 2 - patients with trauma score of 10 or 11, can wait for
transport to definitive medical attention

. . Priority 3 - patients who have a trauma score of 12 (maximum
score) and can be delayed before transport from the scene

United Kingdem

Finland:

Triage is performed by a paramedic or an emergency physician using
the four level scale given as under:

Can wait
Has to wait
Cannot wait
Lost

Finland
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individuals with disaster training, trained to perform first aid, by using
basic lifesaving and rescue techniques.

. - Immediate: The casualty requires immediate medical attention
and will not survive if nat treated soon. Any compromise to the
casualty's respiration, hemorrhage control, or shock control could
be fatal.

. Delayed: The casualty requires medical attention within & hours.
Injuries are potentially life-threatening, but can wait until the
immediate casualties are stabilized and evacuated.

« [ Minimal: "Walking wounded," the casualty requires medical
attention when all higher priority patients have been evacuated,
and may not require stabilization or monitoring.

. . Expectant: The casualty is not expected to reach higher medical
support alive without compromising the treatment of higher
priority patients. However, care should not be abandoned, as they
would deserve time and resources available after Immediate and
delayed patients have been treated.

France France
The Pre-hospital triage is undertaken in France by using the following
four level scale
DCD | Deceased |
UA Urgence absolute
UR Urgence relative
ump Medical — psychological urgency (lightly wou nded or
just psychologically shocked)
Germany Germany
The Preliminary assessment is done by the first ambulance crew on
scene, and then by the first doctor arriving the scene. At the treatment
facility, a 90 second full body assessment is done followed by triage as
per following classification:
Acute danger for life : immediate transport and
immediate treatment
Severe Injury (constant observation, early
transport and rapid treatment)
Minor or no injury : treatment when practical
No or small chance of survival: observation &
Analgesia
Deceased : (injuries not compatible with life)
- identification
United States of America United States of
First responders could be police, fire rescue, paramedics, or community | America
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Canada

(Started as triage by Primary Care level paramedics, in Victoria General
Hospital, Nova Scotia, Canada )

Canadian Triage and Acuity Scale (CTAS)

This model is being used by paramedics and emergency room nurses for
routine emergencies, and allows for pre-arrival notifications, too, This

model contemplates categorization of all incoming patients by using
both injury and physiological findings, and ranks by severity from 1
(highest) to 5 (lowest). The system is not being used for mass casualties.

Level Description Should be seen within:
1 Resuscitation 0 minutes
2 Emergency 15 minutes
3 Urgent 30 minutes |
4 Less urgent 60 minutes
5 Non-urgent 120 minutes

Canada

The Australian Triage Scale (ATS) formerly National Triage Scale

The scale ranges from level 1 (most critical) to level 5 (least critical or
non-urgent, with assigned priorities as under:

Level | Description 21 'Should be seen within:
1 Resuscitation 0 minutes
2 Emergency 10 minutes
3 Urgent 30 minutes =
4 Semi-urgent 60 minutes -
5 Non-urgent 120 minutes

Australia and New
Zealand

breathing and repositioning their airway efforts were unsuccessful.

Simple Triage And Rapid Treatment (S.T.A.R.T)

Being very simple, even the emergency personnel with little training can
use.

Triage separates the injured into four groups:

« The expectant who are beyond help

* Theinjured who can be helped by immediate transport

* The injured whose transport can be delayed

« Those with minor injuries who need help less urgently
Triage also sets priorities for evacuation and transport as follows:

Deceased are left where they fell. These include those who aren't

+ Immediate or Priority 1 (red) evacuation by Airlift if available
or ambulance as they need advanced medical care at once or
within 1 hour, These people are in critical condition and would
die without immediate assistance.

» Delayed or Priority 2 (yellow) can have their medical evacuation

delayed until all immediate people have been transported.

California
Emergency
Workersin .
earthquakes
(community
emergency
response teams)
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These people are in stable condition but require medical
assistance.

« Minor or Priority 3 [green) are not evacuated until
all immediate and delayed persons have been evacuated,
These will not need advanced medical care for at least several
hours.

Continue to re-triage in case their condition worsens. These people are
able to walk and may only need bandages and anti-septic.

Jump Start (pediatric) Triage

This Mass Casualty Incidents (MC!) triage tool Is a variation of the
S.T.A.RT model, designed for triaging children from infancy to eight
years of age.

Hospital (in-patients) Triage Systems

On arrival of the patient in the Emergency, as a first step, the hospital
triage nurse would assess the patient, so as to determine priority for
admission in the emergency and for treatment.

In every larger, tertiary care hospital having a signifidant patient flow
into the Emergency Department, there should be a well-d efined process
of decision making regarding admission and discharge/referral {internal
and for external) in the Emergency Department. There should be a
process owner body or team to manage available bed strength that may
include Head Nurse of the floor, and the senior internal medicine
specialist (full time Emergency Physician). The team should have a
defined process and a well-considered operational plan, so as to
facilitate the emergency room physicians and nurses towards deciding
which patients have been stabiliZed and can be transferred, and
simultaneously which / how many requests for new admissions can be
accommodated.

Decision regarding admission or referral is made by the Emergency
Room Physician, by also considering available bed space and hospital’s
capacity. Similar decision making is done by the su rgical, orthopedic and
neurosurgical (if available) teams in the Emergency Department.

Conventional Classification of the Triage process

e Black/ Expectant: These are the patients so severely injured that
they will die of their injuries in hours or days. Examples include large
area burns, lethal radiation dose, severe trauma to head or chest,
or in life threatening medical crisis, that are unlikely to survive
{cardiac arrest, septic shock etc.)

« Red/Immediate: Such patients cannot wait, and require immediate
surgery or other life-saving intervention, and have first priority for
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treatment, or transport to the advanced facility level. Such patients
are likely to survive with immediate treatment.

¢ Yellow / Observation: Such patients are stable for the moment, but
require watching by trained persons and frequent re-triage.

* Green / Wait: (Walking wounded) these are the patients requiring
doctors’ care in several hours or days, but not immediately.
Examples include soft tissue injuries, fracture of small bones (nota
compound fracture),

* White/ dismiss: (walking wounded) such patients may have minor
injuries where first-aid and home care would suffice and the injuries
may Include scrapes, minor burns or superficial cuts.
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Referral Guidelines
Annex-X

GUIDELINES FOR REFERRAL / TRANSPORT OF
CRITICALLY ILL / INJURED PATIENTS

Preamble

As per the internationally accepted Standard Operating Procedures (SOPs), referral is a process
whereby the healthcare provider of a health facility seeks assistance of healthcare providers having
better expertise and higher-level facilities to take over the responsibility to manage the particular
clinical condition of the patient, Typically the heaith facilities where patients are referred from other
facilities are supposed to have better infrastructure, more qualified human resource and advanced
technology for diagnosis and management of patients requiring specialized care. While referral of
patients in need of specialist advice from a general practitioner to a specialist clinic or hospital is a
norm, referral of critically ill patients from one health facility to the other is an issue of concern, The
referral therefore, need to be regulated in order to ensure safety of the patient during transit, and
upon arrival at the place of referral.

The Public Sector Healthcare system in Pakistan comprises of primary, secondary, and tertiary level
healthcare facilities. The Primary health care facilities include basic health units (BHUs), rural
dispensaries, mother and child health centers (IMCHCs) and the rural health centers {RHCs). These
facilities are manned by essential staff to provide preventive and promotive healthcare bedsides,
treatment of minor ailments. The services are delivered through facility-based staff supported by
outreach teams, Secondary level healthcare facilities, include District Headquarter (DHQ) and Tehsil
headguarter (THQ) hospitals, which provide specialized care on both outp atient and in-patient basis
in addition ta the primary healthcare package. The DHQ, and THQ hospitals also take referrals not only
from the RHCs /BHUs but also from the private healthcare providers/ healthcare facilities. Tertiary
care health facilities are malinly located in mega cities and are affiliated with undergraduate and
postgraduate teaching and research institution. Secondary and tertiary care facilities are generally
open on 24/7 basis and provide specialized and super specialized healthcare to the patients directly
approaching these facilities as well as to the referrals from the public and private sector.

Although the Government is the largest single provider of the healthcare services, the private sector,
has emerged in a big way during the three decades by establishing small, medium and mega private
hospitals in addition to the clinics of general practitioners {GPs). The private sector facilities, providing
varied range of healthcare have grown as for-profit business ventures over the years particularly in
the peripheral districts. Most of these for-profit facilities except for those located in metropolitans
however, are generally deficient in terms of infrastructure, qualified human resource and equipment
required for providing specialized heaithcare and handling complications of medical problems.

The poorly equipped and inadequately manned peripheral health facilities would more often, initially,
accept any incoming patient, and would attempt definitive treatment / procedure, e.g. normal vaginal
delivery, or an appendix surgery etc. However, during the subsequent course of treatment, in case of
complications, the treating person would try to shift the patient in a precarious condition, by making
a hasty referral to the nearest (often a public sector) secondary level healthcare facility. The secandary
level facility in turn, would refer such casesto the nearby tertiary care facilities including the provincial
capital. As such, insufficient backup facilities, inadequately qualified and trained human resources,
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Referral Guidelines

and lack of facilities for 24/7 critical care at such peripheral health facilities is the most common reason
of referrals.

Referring patients from lower level to the higher-level facilities for specialized care to the patients and
for handling the complicated cases Is a common practice both, in public as well as private sector. Major
bulk of referrals is however, made to the tertiary care hospitals in the public sector. Since neither the
catchment area of the public and private sector facilities is prescribed, nor the referral pathway is
defined, the referrals are made based on the discretion of the referring facilities or sometimes based
on the choice of the patients/ families, The referral should be an im portant tool to ensure continuity
of care provided to the patients by ensuring access to relevant services for physical, psychological and
social needs through all the stages of referral process. All referrals to higher-level facilities for
specialized care, whether for the critically sick or the elective cases, should contain essential
documentation regarding the disease condition. The documentation should inter-alia cover the
preliminary assessment, treatment provide d, lab investigations performed and the pertinent
information regarding the referral facility along with the purpose of referring. In case, the referred
patient needs medical care during transportation that should be accordingly managed.

Following guldelines need to be practiced by all healthcare facilities both, public and private in
letter and spirit while referring the patients:

L. A typical referral would require stabilizing the patient, informing the patient's family,
identifying the need for a nursing escort (if so required), Identlfying a caregiver, and prepare
for the transport. ‘

iil. The referral documents must contain patient’s identity, medical details and the general
condition.

fii.  The Injured Persons (Medical Aid) Act, 2004 explains “Injured person” as a person injured due
to traffic accident, assault or any other cause who fs in need of an immediate treatment. The Act
(in terms of Section 6) further provides that an injured person shall not be shifted from a hospital
until he is stabilized or the requisite treatment is not available in such hospital and while
shifting him to another hospital, the doctor concerned shall complete the relevant documents
with regard to the clinical conditions of the patient and hand over such documents to the
concerned doctor of the receiving hospital.

lv.  Such record referred above shall be maintained by the referring hospital as well as the
receiving hospital and the In-charge of the hospital shall be responsible for ensuring that such
record Is kept In a safe custody where it cannat be tampered with; provided that where
necessary an injured person shall not be shifted unless he is accompanied by a doctor of the
referring hospital.

V. Section 5 of the Punjab Emergency Service Act, 2006 empowers Rescue Service to arrange
transport (transport vehicle or ambulance) where necessary for carrying persons requiring
emergency medical treatment to the nearest hospital emergency or healthcare unit having
such arrangements. Section 17 of the said Act alsa enables the Emergency Officer or the
Rescuer to administer such life safety procedures as are consistent with their training and
competence.

vi.  The Minlmum Service Delivery Standards (MSDS) prescribed by the Punjab Healthcare
Commission, under its regulatory framework, pravide clear mechanism and SOPs regarding
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Power Failure: SOPs to ensure patient safety in the wake of power
failure

Annex-XI

Power Failure and SOPs to ensure patient safety in the wake of
power failure

Reports of intraoperative power

fallure. Abbreviations: OR — operating room; PACU - post-anesthesia

care unit: ESU — electrosurgical unit; ICU — intensive care unit; CABG — coronary artery bypass graft; CPB
— cardiopulmonary bypass; ACT - activated clotting time; TOF — train-of-four; TIVA - total intravenous

anesthesia

Year | Scenario Root Cause QOutcomes Recommendation
Complete loss of Fault within the Anesthesia monitors | An uninterruptible power
power on two switching panel falled and “clinical supply system for the OR
consecutive days that controlled monitoring” was should be installed as this
9 pperations in whether the used until portable would allow at least one
progress hospital used transport monitors hour of power in the ORs in
Outage lasted 13 municipal power arrived order to complete ongoing
minutesonday1 | OF@mergency Video towers and procedures

- ]

=) and 9 minutes on generator power | imaging systems Staff should be familiar

N day 2 Unclear if falled with power requirements
generators Surgical lights, of equipment
worked ventilators, gas '

delivery systems and
CPB continued
because of built-in
batteries

Partial hospital During

power fallure with | construction of a

loss of power to phase loss relay

emergency in main hospital

(generator) circuit become

system dislodge,

8 operations in simulating loss of

progress, including municipal power

a craniotomy, A critical branch

i Whipple transfer switch

= procedure, and then connected

- kidney transplant hospital power
Outage lasted 15 to an emergency
minutes generator that

was disabled for
servicing
“Red outlets”
that were
supplied by
generator lost
power
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Anesthesiologists have a
critical leadership role in
the OR during crisis. Clear
communication and
thoughtful planning are key
to avoiding panic

Daily equipment checks
should include flashlights
and batteries in every room
The battery life of
anesthesla equipment
should be determined

Consider resuming
spontaneous ventilation
under anesthesia as a
safety precaution in case
anesthesia machine battery
fails”

Create emergency staffing
plan that identifies specific
staff member
responsibilities and roles
Battery operated ESUs and
suction should be available
Perform mock disaster
drills quarterly

Pharmacy services should
have a plan to ensure
availabllity of medications
to operating rooms
Flashlights and paper -
intraoperative records
should be available in ORs®
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Power Failure: SOPs to ensure patient safety in the wake of power
failure
| Complete loss of Multistate power | Room lights failed
hospital power outage Anesthesia machine
Emergency [Mortheast display and monitors
generators failed blackout af worked, but
in wing of hospital 2003) ventilator bellows
with operating could not be seen in
room, but the dark
functioned TIVA Initiated,
elsewhere Patient ventilated
Complex oral and with self-Inflating
maxillofacial resuscitation bag and
operation in tank oxygen
progress Once portable lights
n Outage lasted confirmed narmal
a days bellows function and
e pipeline gas supply,
anesthesia machine
resumed ventilation
with volatlle agent
Operation was
suspended, patient
was left intubated
and transported to
PACU
Operation completed
the next day in a
different building
which had generator
power
Complete |oss of Fire In electrical Flashlight used for
hospital power vault light source In ORs
3 operations In Electricity still Anesthesia machines
progress: ankle supplied to continued to
fusion, pelvic bullding by ,
extenteration, and | municipal power | functionon battery
radical neck but unable tobe | Wall suction falled
dissection distributed and portable suction
Outage lasted >1 throughout urst o
week, requiring hospital Electrosurgical units
» E'H'EEE.!BHIDI"I of all Main and backup failed and battery-
=) hospital patients Eenerators powered bipolar eye
oy destroyed by fire electrosurgical units
and vessel ligation
were used to achieve
hemostasis
Automated drug
supply cabinets
failed
All operative
procedures were
near completion and
incisions were closed
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Power Failure: SOPs to ensure patient safety in the wake of power

failure
Complete loss of Construction Room lights failed Emergency generator
hospital power warkers except for one light planning should take into
Both emergency accidentally with a back-up account the load placed on
generators failed drove a steel pile | battery one generator in case a
Carotid through the Anesthesia machine second generator fails®
endarterectomyin | hospital's main ventilator continued
progress incoming power | to function
Outage lasted 30 cables Patient monitors
mintibes The first failed, including gas
Be nerator did analmr and
not start at all. capnography.
g The second Surgeon watched
= generator pulsations of the
started, butwas |  carotid artery until a
quickly portable monitor
overloaded and was available
then failed Capnography and
agent monitoring
remalned
unavailable
The case was
aborted, and the
patient was taken to
the ICU
Complete loss of
hospital power
Ongoing cardiac
case with patient
on CPB )
@ Outage lasted 53
o
- minutes
Operating room
loss of power. No
mention of other
hospital areas
Ongoing
laparotomy
Emergency
generators
worked faor
approximately 3
minutes, then
failed
@ Outage lasted 45
| minutes

D5 14-12-22 Page 111 of 113



160
References and Bibliography

Assessment of the Paksitan Emergency Care System and Consensus Based Action Priorities, 14-15
November, 2017

Accident and Emergency Department Standard Operating Procedures 2019, Praject Management
Unit, Primary & Secondary Healthcare Depatment, Lahare

APSF NewsLetter February 2016: Reports of Intrage prative Power Failure

Basic Emergency Care; Approach ta the Acutely lll and injured by WHO & the Internationa;
Committee of the Red Cross (ICRC), 2018

Emergency Traiage Education Kit, Australian Govern ment, Department of Health and Ageing,
Australian Colleg of Emergency Medicine.

Establishment f 1000 bedded General Hospital, Lahore (phase-1), IDAP

Emergency Department Rules and Regualtions, Torrance Memorial Medical Center, State of
Callfornea UsA

Emergeny Department Design Guidelines, Australian College for Eme rgency medicine, October,
1998,

Healthcare Facilities and Power Outages Guide for state, local, tribal, tritorial and Private sector
Partners, August, 2019 -

Hospital Emergency Response Checklist » WHO, Europe 2011.

M. K. Dalwal, K. Tayler-Smith, M. Trelles, J-P. Jem my, J. Maikéré, M. Twomey, M. Wakeel, M. Igbal,
and R. Zachariah “Implementation of a triage score system in an emergency room in Timergara,
Pakistan” Public Health Action 2013, march 21; 3(1):43-45

Indian Health Facility Guidelines March 2014 based on Indian Public Health standards, 2007 (Revised
2012).

Ittefag Hosptial Trust, Department of Emergency: (Infrastructure, Human Resource, logisitics &
spplies, SOPs) -

loint Commission International Survey Process Guide for Hospitals, 2020 lllinois, USA

Murse Protocols for Registred Professional Nurses, 2014 Emergency Guidelines, Policies, Procedures
and Protocols, Georgia, USA

National Reference Manual on Planning and Infrastructure Standards: Ministry of Housing & Works,
Environment & Urban Affairs Division, 1986,

Power Safety Code for Licensees, June 2021, NEPRA
NHS England Emergency Preparedness, Reslilence and Response Framework, November, 2015
“Planning for Power Outages: A Gulde for Hosptials and Healthcare Facilities"CIP@hhs.gov

"Patient Focussed Emergency Department”January 1998, lournal of Medicl Sciences, 1 (1)6-9 by Dr.
5.A Tabish, Sher-I-Kashmir Institute f medical Sciences. Srinagar,

The News Lahore, January 15, 2022 “Family protests patient’s death in hospital”

Khairulnisa Ajami; Triage: A Literature Review of Key Contepts; JPMA, Vol 62, No.5., May 2012),

05 14-12-22 Page 112 of 113




161

References and Bibliography

Khursheed, M., Fayyaz, J., Jamil, A. {2015). Setting up triage services in the Emergency Department:
Experience from a Tertiary Care Institute of Pakistan. A Journey Toward Excellence. Journal of Ayub
Medical College, 27(3), 737-740.

Minimum Service Delivery Standards, Punjab Healthcare Commission 2012

Need Assessment of Trauma Centres in Punja b, Punjab Economic Research Institue (PERI); 2018

standard Hospital Emergency Management Guideline 2019, Government of the People’s Republic of
Bangladesh, DGHS Dhaka.

Standard Operating procedure (SOP) for Quality Improvement, Ministry of Health of Family Welfare,
Director Hospitals & Clinics, DgHS Dhaka, Bangladesh

Sarah Rominski, Sue Anne Bell, George Oduro, Patience Ampong, Rockfeller Oteng, Peter Donkor,
The Implementation of the South African Traiage Score (SATS) in an urban teaching hospital, Ghana:
African Journal of Emergency Medicine (2014}4, 71-75

Susan Baker, Brian O'Neill, Willaim Haddon & Willlam B Long 1374: “The injury Severity Score: a
Method for describing patients with Multiple injuries and Evaluation Emergency Care” published in
Journal of Trauma, Vol 14., No.3 Washington DC, USA.

“Triage; a lierature review of key concepts”in JPMA {Vol 62, No.5, May, 2012) by Khairulnissa Ajani,
School of Nurisng, AKU Karachi

The Punjab Emergency Service Act, 2006
The Injured persons (Medical Aid) Act, 2004 {amendded 2012)
WHO Guidelines for Essentail Trauma Care, 2004

WHO Operational Support & Logisitics Disease Commodity Packaées for Covid-19 v5, last updated on
21% July, 2021

W.J Henderson Centre for Patient Oriented desearch (WJGCPOR) and Kingston Health Sciences
Centre (KHSC) & Reserch Institute Standard Operating Procedures, 2017.

Emergency Medical Services, Department of Health Punjab, October 2013
Waorking Paper for Provincial Deviopment Working Party, 20" January, 2022

Adonis Nasr (Editor], Flavio Saavedra Tomasich, lwan Collago, Phillipe Abreu, Nicholas

Namias, Antonio Marttos “The Trauma Golden Hour: A practical Guide” 1™ ed, 2020

Abhilash KP, Sivanandan A. Early Management of Trauma : The Golden Hour. Curr Med Issues 2020;
18:36-9

Neal Wiggermann, Kathryn Smitt and Dee Kumpar "“What Bed Size Does a Patient Need ? The
relationship between Body Mas index and Space Required to Turn in Bed Nurs Rs 2017 Nov;
66(6):483-489

Anderson H, Scantlebury A, Leggett H, Brant H, Salisbury C, Benger J, Adamson J. Factors influencing
‘streaming to General Practitioners in emergency departments: A qualitative study. IntJ Nurs Stud.
2021 Aug;120:103980. dai: 10.1016/j./jnurstu.2021.103380. Epub 2021 May 21. PMID: 34107355;
PMCID: PMCB299545,

Ana paula Santos de Jesus, Meiry Fernanda Pinto Okuno, Cassia Carolina Barbosa Teixeria Lopes
and Ruth Ester Assayag Batista “Manchester Triage Ssytem: Assessment [n an Emergencgy
Hospital Service”Rev Bras Enferm.2 021;74(3):e20201361.

D5 14-12-22 Page 113 of 113




S —

4

The Secretary,

Specialized Healthcare and Medical Education Dapartment
Government of the Punjab,

Lahore,

Subject: Guidelines for Hospital 'Emerganc'{ Departments-Recommendations of the
Consultative Meeting of the Experts held on 28" June, 2022

Kindly refer to this office earller communication issued vide NO.PHC/CG&OS
/2022/652 dated 19" July, 2022 whereby certaln consensus based recommendations of the
experts concluded in the meeting for developing Hospital Emergency Guidelines held on 28*
June, 2022 were forwarded to the Specialized Healthcare and Medical Education Department,
for consideration so as to improve quality of healthcare and patient safety in the emergency care,

2 The Sub-Committee of the Emergency Experts in its subsequent meeting held on 2™
December, 2022 has made recommendations to prescribe the following Minimum / Mandatory

Requirements to be complied by all the Hospitals (public and private):

(i),  Atleast :l_'UEE of the total bed strength to be allocated in the Hospltal Emergency Department

(il]. In the Emergency Departments of multi-specialty Tertiary care / Teaching hospitals and
Secondary referral (DHQ level+) facilities with 24-hour availabllity of specialist cover, the
following services should be made available In Emergency Departments:

a. Primary care of burn patients In Emergency

Paediatric Surgery / primary trauma care for children
Integrated Diagnostic (Lab & Radiology) services to be accesslbtr: to the emergency
patients

d, Maintaining Electronic Medical Records

e. Appointment of dedicated staff including doctors having post-graduate qualification in
Emergency Care (FCPS Emergency Medicine or equivalent), with incentivized pay package
and career structure

f.  Similar Incentivized service structure for nurses having post-graduate qualification and
tralning In ICU, CCU & Accident & Emergency nursing, etc,, and working In such aréas

(ii).  Emergency Department should be so located to be easily accessible from Entry Point without
any physical barriers [ obstructions; and allowing hassle ffee movement of the patient
through trolley/stretcher/hospital bed or wheelchair

{iv).  The facilities in the Emergency Department should be integrated with diagnostic and support
services of the hospital, te provide easy access for staff and the pat|ent$

{v}. There should be dedicated staff |Doctaors, Murses & allied) allocated for emergency
department, and must be trained In life saving skills as applicable [ACLS/ATLS/ ALSO /BLS etc.)

{vi).  The duty roster of the staff for each shift must be displayed in the emergency department
preferably on LCD
i BB
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{wiii)

(x).

[x).

(xi).
4, |
Medical Ed

Duty Roster of Medical, Nursing & Allied staff on duty in the Emergency should provide for
adequate overlap In time for smooth handing over and taking over of patients, that must be
documented, and verifiable,

Minimum set of dedicated equipment as per the declared scope of service by the hospital
administration shou'd be available in the Emergency Dapartment

Physical Environment and infrastructure should be so designed to allow for smooth and un-
obstructed, safe movement of patient for the purpose of shifting, referral or discharge, for
the purpese of diagnostic tests ot procedures

The Emergency Department should have easy actess to public utility area, |.e., waiting room,
toilets, etc.

The physical environment should provide segregated utility area with sufficient privacy, to
the medical and nursing staff for refreshment / changeover, with permitted bathroom break
period (e.g., 20 minutes each during six hours duty

n view of the aforesaid, the Coramission would, urge the Specialized Healthcare and
ucation Department to take appropriate action on the above referred

recommendations, so that quality of healthcare and patient safety particularly in the emergency
care can be optimized. In the firstinstance, it is proposed to:

(1).

(2).
(3).

(4).

-hlﬂMt-‘

Allocate reasonable number of paid post-graduate trainee slots for FCPS
Emergency Medicine on yearly basis in leading hospitals of Punjab, recognized for
FCPS training by the CPSP

Initiate nine months short course/diploma in emergency medicine for doctors

Identify already qualified FCPS Emergency Medicine doctors working in the Health
Department and assign them the responsibility to work as Emergency In-charge /
spocialist in haspital emergency medicine

Initiate a comprehensive three weeks hands-on training programme for a batch of
mid-level to senior level nurses for training them as 'Trig&e_Nurs_n_as" to be assigned
in selected public sector hospital emergency departments on pilot basis.

1

The Secretary I&C, S&GAD, Government of the Punjab
The Secretary, PESHC Department, Lahore

The Director Genaral Health Services Punjab, Lahore
The Director General Nursing Punjab, Lahore

M
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Accident and Emergency

Advance Cardiac Life Support

Basic Cardiac Life Support

Cardiac Care Unit

Emergency Medical Officer
Emergency Medical Services
Emergency Department

Intensive Care Unit

Minimum Service Delivery Standards
Operation Theater

Primary and Secondary Healthcare Departmen;:
Pediatrics Advanced Life Support
Standard Operating Procedures

Writ Petition
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1 Introduction and Background

Emergency Medical Care is an important component of health care system, However, it is
ignored in many third world countries including Pakistan, Emergency care can make a
significant contribution in reducing avoidable deaths and disabilities.

As regulator of the healthcare services, the Commission is mandated to develop and enforce
standards through Registration and Licensing of the Healthcare Establishments. As far as the
specific provisions relating to the Emergency Services in Hospitals are concerned, the
Minimum Service Delivery Standards (MSDS) for Category-I hospitals (having more than 50
beds) lay due emphasis on delivering emergency services in accordance with law, with the
objective to ensure patient safety. More particularly, Standard-3 requires that the
Emergency Services are guided by Policies, Procedures and Applicable laws and Regulations.
As such, the hospitals need to have an Emergency Care Policy and plan, covering the
administration of the emergency area including triage, waiting  times,
admission/registration, legal reporting requirements, discharge and patient transfer.
Standard further requires that the Emergency Department (ED) should be appropriately
staffed and must have Emergency Medical Officers (EMOs) depending upon the patient load
of the HCE in each shift of 8 and a half hours, with half hour overlap of duties for
handing/taking over the charge.

_A large number of patients attend Accident and Emergency (ARE) Departments in tertiary
care hospitals every year, far more than those who come into contact with any other
hospital service. Some of these people are acutely ill or injured and need immediate,
sometimes life-saving treatment. Many, whose condition is not so serious, require urgent
assessment and treatment for their injury or sickness. Others are not seriously ill and may
not need any treatment at all. Forthese reasons Emergency Medical Services (EMS) have a
high public profile and are viewed by many as an essential service.

The neglect of the government-provided EMS and consequent poor quality has resulted in a
situation where the public has little confidence in these services. Privately provided EM5
also suffers from serious quality problems.

2 - Purpose of the Assessment

The instant assessment has been carried out in view of the order dated 02.12.2022 passed
by the Honourable Lahore High Court, Lahore in W.P No. 75490/2022. in view thereof, the
Punjab Healthcare Commission conducted an assessment of the Emergency Departments of
17 large hospitals (6 public and 11 private) of Lahore.
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3 Methodology

The assessment was a cross sectional survey where teams from PHC inspected selected 17
tertiary care hospitals of Lahore. In the selected hospitals, information was collected
pertaining to the emergency services. The list of the selected hospitals inspected is as under:

Table-1: List of Hospitals Included in the Assessment

1 Services Hospital Public
2 Lahore General Hospital Public
3 Jinnah Hospital Public
4 Mayo Hospital Public
5 Sir Ganga Ram Hospital, Lahore Public
6 Children Hospital, Lahore Public
7 Central Park Teaching Hospital Private
B Ch. Muhammad Akram Teaching & Research Hospital, Lahore Private
9 | Surgimed Hospital, Lahore Private
10 | Fatima Memorial Hospital, Lahore Private
11 | Doctors Hospital & Medical Center, Lahore Private
12 | Hameed Latif Teaching Hospital, Lahore Private
13 | Shalamar Hospital, Lahore Private
14 Farooq Hospltal, West Wood, Lahare Private
15 | Omer Hospital, Lahore Private
16 | National Hospital & Medical Center, Lahore Private
17 Avicenna Hospital, Lahore Private

This assessment was performed in two parts: (a) office work, review of literature,
questionnaire development, data processing, formulation of recommendations and (b) field
work, inspecting the EDs of hospitals.

3.1 Literature review

The existing information and documents were reviewed and analyzed which included the
legal and regulatory framework on emergency services; MSDS of PHC and the guldelines
issued to the hospitals by the P&SHD among other relevant documents.

3.2 Assessment Tool

Specific tool was prepared, to collect necessary information during the inspection of the
hospitals (Annexure-A), The same covered all the aspects in the delivery of quality
emergency services mainly focusing on the following areas (in ED):

* Physical Infrastructure
» Essential Equipment

» Essential Medicines

e Staff
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» Staff Training

e Services Provided

« Consultants’ Availability and Monitaring
s SOPs and their Implementation

s Patients' Record

» Blood Transfusion Services

e Firefighting Arrangements

s ‘Waste Management

s Operation Theater Services

« Diagnostic Services

The inspection teams were properly trained on the above tool to ensure quality data
collection.

3.3 Inspections

Inspections were conducted in order to gather relevant information on emergency services.
In addition to collection of information through the tool, documents were also reviewed as
evidence e.g. duty roaster, training record of staff etc. A team of 10 experienced PHC
surveyors completed the inspections from 6ot to 9* of December, 2022.

3.4 Data management .

Arrangements were made for daily submission of data from the field through a google sheet
which was cleaned and entered in real time. The following report has been prepared based
upon analysis of the aforesaid data. .

4 Findings

The findings are being presented area wise with summary of overall compliance and with
public private split where necessary. This short description is followed by status of full
compliance %age for each parameter assessed ina tabulated form.

4,1 Physical Infrastructure

Physical infrastructure of ED was assessed on 39 parameters, details available in the table
below. Many of the parameters were found deficient particularly to mention are: sufficient
(10% of the total hospital beds) allocation of emergency beds, separate washroom facility
for male and female more so in private sector, patients’ computerized record, firmly sealed
glectrical wires, dedicated entry for ambulance and patient transport and availability of
HEPA filters.

As regards allocation of 10% of total hospital beds or more in ED, only 7 of the visited 17
hospitals fulfilled this criterion mostly so in public hospitals (5 out of visited 6). HEPA filters

3
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availability was the least compliant component i.e. only one in each private and Public
sector hospitals. The facility of separate washrooms for males and females was available in
all the public hospitals and 64% of the private hospitals but the number of washrooms was
less than was considered appropriate in most of the visited hospitals. ED patients’
computerized record was found In 59% hospitals. Only one third of the total Public sector
hospitals had all electrical wires firmly sealed. Dedicated entry for ambulance and patient
transport was not available in almost half of hospitals.

Table-2: Physical Infrastructure

ED Beds allocation is at!east L‘I Ii-ﬂr.‘rF . .
1 the total hospital beds 3% 5 K
Dedicated Areas for Stretchers &
. Wheel Chairs Available 1005 Se% s
3 Functional stretchers are 10 % of the 83% 82% g%
ED beds
4 Functional Wheel Chairs 10 % of the 0% - 945
ED beds
At least 2 Porters deployed for 10
2 stretchers & 10 wheel chairs s a0 S
6 Porters available at the time of visit 100% 91% 84%
7 Porters are identifiable 83% 91% 88%
Safe transportation of the patients
. from entrance to ED 100% - EB%_
g Non slippery and safe ramp Available 100%. 91% 94%
at the ED entrance
10 Reception/Registration Desk 100% 91% ga%
Avallable
Staff Available at the
2% Reception/Registration Desk 83% e BE%_
12 Janitorial staff is avallable 24/7 100% 91% 94%
13 Staff is polite with the patients 100% 91% 94%
14 ED Patients Record is IT-based 67% 55% 59%
15 A fun?taunal air conditioning system 100% 915 94%
is available
16 HEPA filters are avallable 17% 9% 12%
17 All Electrical Wires Firmly Sealed - 33% B82% B5%
18 Floor surface is intact 100% 91% 94%
19 Floor surface is clean 83% 91% BR%
20 Anti-Fly / MusFu[tnes / Rodents 83% 23% ke |
Measures Available
{21 Clean Beds Linen Available 100% 91% 94%
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22 Washrooms Available 100% 82% 28%
| 23 Washrooms are clean 33% 82% 82%
24 Separate Washrooms for Male and 100% 4% 26%
Female
25 # of Washrooms for Males 17% 9% 12%
26 # of Washrooms for Females 17% 9% 12%
57 Hand.Washing Facility along with 67% 879 76%
spap in ED -
28 Sufficient PPEs Available 83% 73% 76%
Waiting Area having enough sitting '
29 arrangements for Patients & 83% 82% 82%
Attendants Available
Separate Area for Resuscitation of
30 Critically Ill Patients 100% % 82%
Resuscitation Area is Equipped with
31 Functional Essential Equipment 100% B2% 9%
32 Parking Facility Available 100% 91% 94%
13 Sign boards indicating emergency 83% 82% 82%
department.
34 Separate Parking Facility Available
far - :
34.1 Ambulance 100% 82% B8%
34.2 Paotients B3% B2% B2%
34.3 Staff 83% 82% 82%
35 General Cleanliness of the ED B3% 91% 28%
36 Backup Electricity Supply Available 100% 91% 94%
-Functional CCTV Cameras for Each
a7 Section of Patients Areas Available 100% 91% 94%
{Y/Insufficient/N)
g Security staff is available 24/7 100% 91% 94%
Ambulance Arrangements for
aa Patients Transfer Available 300% 91% oA
39.1 Own Ambulance Arrangement 83% 91% B8%
39.2 Ambulance Services Outsourced 33% 9% 18%
40 Dedicated Entry of Ambulance and 67% 45% £39
Patient Transport

42 Essential Equipment

For effective service delivery in ED availability of Thirteen (13) items was checked. However,
none of the visited hospitals had all 13 items available. It was observed that the private
sector ED was better equipped as compared to public sector, particularly regarding the
Cardiac Monitors, Nebulizers, Emergency tray, Ambu bag, Adult Laryngoscopes with

5
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different size blades, and even Airways. On the other hand, the availability of ventilators and
defibrillators was better in public hospitals than private hospitals. In private hospitals, more
than half were found compliant having at least 10 out of these 13 items while In public
hospitals 8 items were available in 50% of hospitals.

Table-3: Essential Equipment

1 At least 2 Ventilators 83% 18% | 41%

2 At least 1 Monitor for 2 ED Beds 0% 64% 41%

3 At least 2 Defibrillator 100% B4% 76%

" At least 1 Nebulizer with Accessories for 5 339 6% 35%
ED Beds

5 | Atleast 1 Emergency Tray for 20 ED Bed's 50% 91% 76%

6 | Atleast 1 Suction Machine for 10 ED Beds 50% 64% 59%

7 At least 1 Ambu bag for 20 ED Beds 67% 91% 82%

8 At feast 1 ECG Machine for 20 ED Beds 17% 91% 65%
At least 1 Laryngescope with blades, for

;i Adults for 20 ED Beds 2% 2% 1%
At least 1 Laryngoscopes with blades, for

W Children for 10 ED Beds i o &%

11 At least 1 Endotracheal Tube for IgEEdE: 100% 91% | - 945
At least 1 set of Airways of different sizes

3 for Adults for 5 ED Beds R e %
At least 1 set of Airways of different sizes

2 f far Children for 10 ED Beds . i Pl skie

4.3 Essential Medicines

Availability of 18 items was checked which are considered essential to be avallable at all
times in any functional ED. Most of the items were available in all visited hospitals except
Aminophylline injections (71%), emergency Inhalers {(71%), Calclum Gluconate Injections
(88%), Magnesium Sulphate Injections (94%) and KCL Injections (82%).

Table-4: Essential Medicine

Adrenaline Injections ) 100% | 91%| 94%

1

2 Dopamine Injections 100% 91% 54%
3 | Atropine Injections 100% 91% 94%
4 | Steroid Injections 100% 91% 94%
5 | Aminophylline 67% 73% 71%
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& | Anti-histamine Injections 100% 91% 94%
7 | Emergency Inhalers 67% 73% 71%
8 | Diazepam Inj 100% 91% 94%
9 | Analgesic Inj 100% 91% 4%
10 | IV Fluids 100% 91% 94%
11 | Calcium Gluconate Inj 83% 91% 88%
12 | Magnesium Sulphate Inj 100% 91% 94%
13 | 25% Dextrose Waters 100% 51% 94%
14 | Hemaccil / Plasma Expander Infusions 100% 91% 4%
15 | KCL Inj 100% 73% 82%
16 | Medication administration is documented (Y/N) 100% 91% 94%
- 5 Rights of medication administration are 100% 91% 94%
implemented(Y/N)
18 | Central Oxygen Supply System (Y/N) 100% 91% 94%

4.4 Emergency Department Staff

ED In-charge were notified in less than a third of the hospitals {33% in Public and 18% in
Private). Same was the case with the ED in charge qualified in Emergency Medicine. HR
deficiency is quite evident from below table. The availability of at-least one doctor per 10 ED
beds was observed only in half of the public hospitals while availability of at-least one nurse
per 5 ED beds was evident in all the public and almost all private hospitals. The corisultants
were found to be on call in ED in more than 73% of the visited hospitals.

Table-5: Emergency Department Staff

1 | ED In charge Notified
2 | ED In charge Qualified in Emergency Medicine 33% 18% 24%
3 | 24/7 Consultant Cover Available 100% 55% 71%
4 | Consultants are on duty 83% 55% 65%
5 | Consultants are on Call 100% 73% 82%
6 | 24/7 Medical Coverage Available 100% 91% 94%
7 | At least one Doctor per 10 ED beds 50% 64% 59%
8 | Duty Roaster of Dactors Available 100% 91% 94%
9 | Doctors available as per Duty Roaster 100% 81% 94%
10 | At least one nurse per 05 ED beds 100% 82% 88%
11 | 24/7 Nursing Coverage Available 100% 91% 94%
12 | Duty Roaster of Nurses Available 100% 91% 94%
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Nurses available as per DTR aiataie T

14 | Duty Roaster of Paramedical Staff Available

15 | Paramedical Staff Available as per Duty Roaster

100% 64% 76%
100% 64% 76%

4.5 Staff Training

Major gaps were identified in the training of ED staff in Emergency SOPs, clinical
management protocols, Basic Cardiac Life Support (BCLS) and Advance Cardiac Life Suppart
(ACLS), Advance Trauma Life Support (ATLS) and Pediatric Advance Life Suppaort (PALS), The
compliance is significantly higher in public sector hospitals as compared to private ones.
Doctors and nurses were not trained in Emergency SOPs in around one third of the visited

hospitals.

Table-6: Staff Training

1 | Doctors trained on Emergency SOPs 67% 64% 65%
5 Dactors trained on Emergency Management Clinical
Protocols / Guidefines 50% 45% 47%
3 | Doctors trained on BCLS 67% 45% 53%
4 | Doctors trained on ATLS 50% 45% 47%
5 | Doctors trained on ACLS 0% 45% 47%
& | Doctors trained on PALS 67% 55% " 59%
/| Nurses trained on Emergency SOPs 67% 64% 65%
3 Nurses trained on Emergency Management Clinical
Protacols / Guidelines 67% 45% 53%
9 | Nurses trained on BCLS 67% 45% | 53y
10 | Nurses trained on ATLS 50% 36% 41%
11 | Nurses trained on ACLS 67% 27% 41%
12 | Nurses trained on Pediatrics Advanced Life Support 67% 27% 41%

4.6 Services Provided in ED

The avallability of 9 services was assessed including Surgery, Medicine, Cardiology, Gyne &
Obs, Pediatrics, Orthopedics, Neurosurgery, Burn and 24/7 Pharmacy Services. Most of
these services were available at all the visited hospitals except Burn emergency which was
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available in only 41% of the visited hospitals. Consultants ‘coverage was found to be
considerably lower in private hospitals.

Table-7: Services Provided in ED

Suril Ernergen:ieEnte aind

100% |

1.1 Consultant Coverage Available 100% 55% 71%
1.2 Consultant on Duty 100% 45% 65%
1.3 Consultant on Call 100% 73% 82%
Monthly Average Data Available 100% 64% 76%
2 | Medical Emergencies Entertained 100% 91% 94%
2.1 Consultant Coverage Available 100% 91% 94%
2.2 Consultant on Duty 100% 45% 65%
2.3 Consultant on Call 100% B2% B8%
Monthly Average Data Available 100% 82% 88%
3 | Cardiac Emergencies Entertained 50% 91% 76%
11 Consultant Coverage Available 50% 45% 47%
3.2 Consultant on Duty 50% 36% 41%
33 Consultant on Call 50% 73% B5%
Monthly Average Data Available 50% 55% 53%

4 | Gyn & Obs Emergencies Entertained 67% | O91% | 82%
4.1 Consultant Coverage Available 50% 55% 53%
4.2 Consuftant on Duty 50% A45% 47%
4.3 Consultant on Call 67% 73% 71%
Monthly Average Data Available 67% 55% 59%
5 | Pediatric Emergencies Entertained 83% 91% 88%
51 Consultant Coverage Available 83% B4A% T1%
5.2 Cansultant on Duty 83% 45% 54%
53 Consultant on Call 83% 73% 76%
Monthly Average Data Available 83% 64% 71%
6 | Orthopedic Emergencies Entertained B83% 91% RB%
6.1 Consultant Coverage Available B3% B64% 71%
6.2 Consultant on Duty ‘83% 55% 65%
6.3 Consultant on Call 83% 64% T1%
Monthly Average Data Avallable 83% 45% 59%
7 | Neurosurgical Emergencies Entertained 67% 82% 76%
7.1 Consultant Coverage Available B7% 45% 53%
7.2 Consultant on Duty 67% 27% 41%
7.3 Consultant on Call 67% 64% 65%

-
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flede
Monthly Average Data Available 67% | 36% 47%
8 | Burn Emergencies Entertained 50% 36% 41%
8.1 Consultant Coverage Available 33% 9% 18%
8.2 Consultant on Duty 0% 9% 6%
83 Consultant on Call 33% 9% 18%
Monthly Average Data Available 33% 0% 12%
9 | Monthly Average Data Available 100% 91% 94%
10 | 24/7 Pharmacy Services Available 100% 91% 94%

4.7 Consultants’ Visits & Monitoring

Documented System for On Call Consultants’ Availablility was present in all public sector
hospitals and only in around half of the private hospitals. Monitoring visits of ED by the
hospital administration and Nursing Superintendent were also assessed and found very low,
more 50 in private hospitals. Further, the daily visit of concerned Professor to ED was alse
checked in the Public sector hospitals and was found missing in half of the hospitals.

Table-8: Consultant’s Visits and Monitoring

4 1 | Documented System for On Call Consultants Available 100% 55% 71%

2 | A System to for Call Consultants is Implemented 83% 55% 65%
3 Documentary Evidence of On call Consultants Availability 83% 459% 509

within notified Time
Daily visit of concerned professors to ED is
documented(for public hospitals only)

Daily monitoring visit of hospital admIni.stratmn is 67% 18% 359
documented :

50% ¢ 24%

Daily monitaring visit of nursing superintendent/matron
is documented

7 | Attendance register/mechanism is available 100% 91% 94%

17% 18% 18%

4.8 Availability of ED SOPs & their Implementation

SOPs for Emergency Department include those regarding admission, triage and discharge of
the patients, taking consent from them, diagnostic services, surgical procedures, ICU/CCL,
continuous training of ER staff, management of medico-legal cases, patient record and

10
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transfer or referral of the patients. The inspection of the documentation and
implementation of these SOPs presented a diversified picture. The continuous training of
staff stands at lowest in the public hospitals evident only in one third while 73% In private
haospitals complied with this parameter. On the other hand, documented SOPs for consent
taking were available in only 36% In private hospitals and 67% in public ones. SOPs for
ICU/CCUs are present in all the public hospitals and only in three private hospitals. The
policy for handling an unidentified dead body exists and is implemented in four out of six
public and only three of the visited 11 private hospitals. Clinical Protocols/ guidelines for
Emergency Management were available in half of the public and 82% private hospitals.
Implementation of Triage process was slightly better with 83% in public and 73% In private
hospitals. Information regarding how to lodge Complaint is displayed in all but one public
hospital while only in less than a third of the private hospitals, The SOPs for patient
assessment and care were available In all the public and almost all private hospitals
inspected while those for management of medico-legal cases and patient record were
available in all the public hospitals and 73% and 91% of private hospitals respectively.

Table-9: Availability of ED SOPs & their Implementation

Ergenw Dpartet SDPs auail ” on flnig re:
11 : Admission / Registration 83% 91% 88%
12 Triage 83% 73% 76%
2.3 Initial Sereening 67% 91% 82% |
i4 Patient Assessment & Care 100% 91% 94%
15 [ Consent 67% 36% 47%
1.6 Clinical Laboratory & Radiology Services 83% 45% 59%
17 Operating / Procedure Room 67% 45% 53%
1.8 lcu/ ccu 100% 27% 53%
19 Patients Discharge 50% 82% 71%
1.10 Continuous Training of ER Staff 50% 73% 65%
1.11 " Management of Medico legal Cases 100% 73% 82%
1.12 Patients Record 100%: 91% g4%
{13 Pnnen_nt tra.t:sfer from emergency depurtmlent‘ to 100% 91% au
inpatient areas or to another arganization |
5 UnlEnawnfUnldent:ﬁed dead bodies handling SOPs are 67% 27% dis
available {
3 Emergency Management Clinical Protocols/ guidelines 50% 82% T1%
Available
4 | Emergency Department SOPs Implemented 83% 73% 76%
5 | Triage process implemented : 67% 73% 71%

11
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Information regarding how to lodge Complaint is
displayed

4.9 Maintenance of Patient Record

Patient record was not complete and accurate in half of the public hospitals while it was
complete and accurate in all but one private haspital, Same is the finding regarding the
patient discharge record while the patient referral system and record was avallable in all the
public hospitals and in ten of the 11 private hospitals. The findings were also found
consistent with those for the SOPs for patient referral record maintenance in ED.

_ Table-10: Main

1

tenance of Patient Record

1 | Complete and Accurate Patients Record Available 50% 91% 76%
2 | Patients Discharge Record available 50% 91% 76%
3 | Patients Referral System Available 100% 91% 94%
4 | Patients Referral Record Available 100% 91% 94%

4,10 Blood Transfusion Services

All the public hospitals had facilities for transfusion services having valid License from PBTA
or MOUs while only one of the 11 visited private hospitals did not fulfill this criterion. Also
the transfusion of blood and blood products were being documented in all the public
hospitals however, the same was less than a third in private hospitals.

-11: Blood Trsusinn Seices

- udTrunSewJ::es Availahl S . 100% 51% - 54%
Z | PBTA License / MoU Available 100% 91% 94%

3 Transfusion of blood and blood products are
| documented

100% 64% 76%

12
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4.11 Firefighting Arrangements

Firefighting equipment, a very important component for the safety of hospital staff and the
patients was found available in all the public and 73% of the private hospitals while the safe
exit plan was displayed in a third of the public and 55% of private hospitals. Same was the
finding as regards the training of staff for the use of firefighting equipment.

Table-12: Firefighting Arrangements

; |5 e P R loatones

1| Fire ighigqimnmnabi | 100 T73% | 82%
2 | safe Exit Plan Displayed 55% 59%
| 3 | Staffis Trained on Using Fire Fighting Equipment 55% 59%

4,12 Waste Management System

The waste management was assessed on the parameters including availability of color
coded waste bins, practice of segregation in the infectious and non-infectious waste, proper
collection of waste and availability of waste baskets for non-infectious waste for every two
beds. The first two criteria were mét in all but one public hospital. The color coded waste
bins were available in all but one private hospitals and the segregation was practiced in 9 of
the 11 private hospitals inspected,

Table-13: Waste Management System

Waste is Segregated 83% 82% 82%

.

2 | Color coded waste bins are available 83% 91% 88%
3 | Waste is Properly Collected 100% 82% B8%
4 Waste Baskets for non-infectious waste for every two 67% 82% 76%

Bed Available

4.13 Operation Theater Facilities

Emergency OTs were available in all the public hospitals while only two private hospitals had
separate emergency OTs. Documentation of delay in surgery was practiced only in a third of
the visited hospitals. Documentation of anesthesia notes with a slight improvement
remained at an overall 47%. Most importantly, the policies to prevent adverse events like

wrong site, wrong patients and wrong surgeries were documented and implemented in only
around half of the facilities.

13




180
1
Table-14: Operation Theatre Facilities
1 Emergency OT availahle 100% 18% 47%
1.1 | OT Swab Culture Reports available 100% 27% £3%
1.2 | Cleaning & Disinfection Record available 67% 27% 41%
1.3 | Separation b/w Clean & Dirty Areas available 67% 27% 41%
| 1.4 | sufficient sterilized surgical sets are avoilable 83% | 27% 47%
1.5 | Sterilization Validation Record available 33% 27% 29%
—_E If No, arrangements for Emergency Surgeries available i7% B64% 47%
3 Anesthesia assessment & monitoring is documented 33% 55% 47%
4 Operative procedure are documented 67% 64% 65%
5 ::.::Z:::nott; gelav in operative procedures are 339 36% 359
-. Documented policies and procedures exist and _
& | implemented to prevent adverse events like wrong site, 50% 55% 53%
" wrong patients and wrong surgeries
A

4.14 Diagnostic Services

Public hospitals demonstrated better results against assessment for integrated diagnostic
services acquiring 100% availability of portable X ray, ultrasound, CT arrangements and 24/7
lab services in comparison with the private sector (73% ). As far as MRI is concerned 5 out of

6 visited public hospitals and only 4 out of 11 private hospitals had these arrangements.

Table-15: Diagnostic Services

1 | Portable X-Ray Available

2 | Portable Ultrasound Available 100% 73% 82%
3 | CT Arrangements Available 100% 73% 82%
4 | MRI Arrangements Available - 83% 36% 53%
5 | 24/7 Lab Services Arrangements Available 100% 91% 94%

14
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Annexure A: Check List for Assessment of Emergency Department

Hospital: _ oo _ PHC Registration No.

Address:

District: Contact #: - =,

M5/ CEGMdminis‘ctatnr Name: Cell #:

Owner Name: Owner Cell #: :
Public / Private: Licensing Status: PL/RL %
Total # of Hospital Beds Total # of Emergency Beds

A | hvsl:a'l Infraructure

1 o of ED Beds
2 Dedicated Areas for Stretchers & Wheel

Chairs Available (Y/N)

# of Functional stretchers

# of Functional Wheel Chairs

Porters are identifiable (Y/N)

3
4
B Porters avallable at the time of visit (Y/N)
7
B

Safe transportation of the patients from
entrance to ED (Y/N)

9 Non slippery and safe ramp Available at the
ED entrance (Y/N)

10 Reception/Registration Desk Available (Y/N)

11 Staff Available at the Reception/Registration
Desk (Y/N) -

12 Janitorial staff is available 24/7 (Y/N)

13 Staff is polite with the patients (Y/N)

14 ED Patients Record Manual or [T-based or No _
Record (Y/N) .

15 A functional air conditioning system is

15
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16 HEPA filters are available (Y/N)
17 All Electrical Wires Firmly Sealed (Y/N)
18 Floor surface is intact{Y/N)
19 Floor surface is clean (Y/N)
20 Anti-Fly / Mosquitoes / Rodents Measures
Available (Y/N)
21 Clean Beds Linen Available (Y/N)
22 Washrooms Available (Y/N)
23 Washrooms are clean(Y/N)
24 Separate Washrooms for Male and Female
(Y/N)
25 # of Washrooms for Males
26 # of Washrooms for Females
27 Hand Washing Facility along with soap in ED
(Y/N)
28 Sufficient PPEs Available (Y/insufficient/ N)
29 | Waiting Area having enough sitting
arrangements for Patients & Attendants
Available (Y/N)
30 Separate Area for Resuscitation of Critically Ill
Patients (Y/N)
31 Resuscitation Area is Equipped with
Functional Essential Equipment (Y/N)
32 Parking Facility Available (Y/N)
33 Sign boards indicating emergency
department. (Y/N)
|34 Separate Parking Facility Available for - [Y/N)
34,1 Ambulance
34.2 Patients
34.3 Staff
35 General Cleanliness of the ED (Y/N)
36 Backup Electricity Supply Available (Y/N)
a7 Functional CCTV Cameras for Each Section of
Patients Areas Available (Y/Insufficient/N)
38 Security staff is available 24/7 (Y/N)
39 Ambulance Arrangements for Patients
' Transfer Available (Y/N)
39.1 | Own Ambulance Arrangement (Y/N)
39.2 | If yes # of Ambulances
39.3 | Ambulance Services Outsourced (Y/N)
40

Dedicated Entry of Ambulance and Patient

16
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B | Essential Equipment
41 Availability of Essential Medical Eruipment
41.1 # of Ventilators
41.2 # of Monitors
41.3 # of Defibrillator
41.4 # of Nebulizers with Accessories
41.5 # of Emergency Trays
41.6 # of Suction Machines
41.7 # of Ambu bags
41.8 # of ECG Machines
41.9 # of Laryngoscopes with blades, for Adults
41.10| # of Laryngoscapes with blades, for Children
41.11 # of Endotracheal Tubes
41.12 # of Airways of different sized for Adults
41.13 # of Airways of airways for Children
C | Essential Medicines
42 Essential Medicines Available (Y/N)
42.1 # of Adrenaline Injections
42.2 # of Dopamine Injections
42.3 # of Atropine Injections
42.4 # af Steroid Injections
42.5 # of Aminophylline
42.6 # of Anti-histamine Injections
42.7 # of Emergency Inhalers
42.8 # of Diazepam Inj
42,9 # of Analgesic Inj
42.10 # of IV Fluids
42.11 # of Calcium Gluconate Inj
42.12 # of Magnesium Sulphate Inj
42.13 # of 25% Dextrose Waters
42,14 # of Hemacil / Plasma Expanders Infusions
42.15 # of KCL Inj
43 Medication administration is documented
(Y/N)
44 5 Rights of medication administration are
implemented(Y/N)
45 Oxygen Supply System (Y/N)
45.1 Central Oxygen Supply
45,2 Oxygen Cylinders
D | Emergency Department Staff
46 ED In charge Notified (Y/N)

17
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S Indicatorfesseaie sk ns iR et
Is ED In charge Qualified in Emergency
Medicine (Y/N)
47 24/7 Consultant Cover Available (Y/N)
48 24/7 Medical Coverage Available (Y/N)
49 Duty Roaster of Doctors Available (Y/N)
50 Doctors available as per Duty Roaster (Y/N)
51 24/7 Nursing Coverage Available (Y/N)
52 Duty Roaster of Nurses Available (Y/N)
53 Nurses available as per Duty Roaster (Y/N)
54 Duty Roaster of Paramedical Staff Available
(Y/N)
55 Paramedical Staff Available as per Duty
Roaster (Y/N)
E Staff Training
56 Doctors trained on Emergency SOPs (Y/N)
57 Doctors trained on Emergency Management
Clinical Protocols / Guidelines (Y/N)
58 Doactors trained on Basic Cardiac Life Support
(Y/N)
59 Doctors trained on Advanced Trauma Life
Support (Y/N)
60 Doctors trained on Advance Cardiac Life
| Support (Y/N)
61 Doctors trained on Pediatrics Advanced Life
Support (Y/N)
62 Nurses trained on Emergency SOPs (Y/N)
63 Nurses trained on Emergency Management
L Clinical Protocols / Guidelines (Y/N)
B4 Nurses trained on Basic Cardiac Life Support
(Y/N)
65 Nurses troined on Advanced Trauma Life
Support (Y/N)
Bb Nurses trained on Advance Cardiac Life
Support (Y/N)
67 Nurses trained on Pediatrics Advanced Life
Support (Y/N)
F | Services Provided in ED :
68 surgical Emergencies Entertained (Y/N)
68.1 Consultant Coverage Available {Y/N)
68.2 Consultant on Duty (Y/N)
68.3 Consultant on Call (Y/N)
69 Medical Emergencies Entertained (Y/N)

18
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“Consultant {?verageA
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Consultant on Duty (Y/N)

Consultant on Call {Y/N)

Cardiac Emergencies Entertained (Y/N)

Consultant Coverage Available (Y/N)

Consultant on Duty (Y/N)

Consultant on Call (Y/N)

Gyn & Obs Emergencies Entertained {Y/N)

Consultant Coverage Available (Y/N)

Consultant on Duty (Y/N)

Consultant on Call (Y/N)

Pediatric Emergencies Entertained (Y/N)

Consultant Coverage Available (Y/N)

Consultant on Duty (Y/N)

Consultant on Call {Y/N)

Orthopedic Emergencies Entertained (Y/N)

Consultant Coverage Available (Y/N)

Consultant on Duty (Y/N)

Consultant on Call (Y/N)

Neurosurgical Emergencies Entertained (Y/N)

Consultant Coverage Available (Y/N)

Consultant on Duty (Y/N)

Consultant on Call (Y/N)

Burn Emergencies Entertained (Y/N)

Consultant Coverage Available (Y/N)

Consultant on Duty (Y/N)

Consultant on Call (Y/N)

24/7 Pharmacy Services Available (Y/N)

Consultants Visits & Monitoring

Documented System for On Call Consultants
Available (Y/N)

77

A System to for Call Consultants |s
Implemented (Y/N)

78

Documentary Evidence of On call Consultants
Avallability within notified Time (Y/N)

79

Daily visit of concerned professors to ED s
documented(Y/N)(for public hospitals only)

B0

Daily monitoring visit of hospital
administration is documented(Y/N)

Bl

Daily monitoring visit of nursing
superintendent/matron |s documented(Y/N)

B2

Attendance register/mechanism is

19
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avallable(Y/N)

SOPs / Palicies / Protacols Availability & Implementation

Emergency Department SOPs Available on :
Following Areas:

83.1/|

Admission / Registration (Y/N)

83.2

Triage (Y/N)

83.3

Initial Screening (Y/N)

83.4

Patient Assessment & Care (Y/N)

83.5

Consent (Y/N)

83.6

Clinical Laboratory & Radiology Services (¥/N)

83.7

Operating / Procedure Room (Y/N)

83.8

ICUY/ CCU (Y/N)

83.9

Patients Discharge (Y/N)

83.10

Continuous Training of ER Staff (Y/N)

83.11

Management of Medico Jegif Cases (Y/N)

83.12

Patients Record (Y/N)

83.13

Patient transfer from emergency department
to inpatient areas or to another organization
(Y/N)

34

Unknown/Unidentified dead bodies handling
5OPs are available{Y/N)

85

Emergency Management Clinical Protocols/
guidelines Available (Y/N)

86

Emergency Department SOPs Implemented
(Y/N)

&7

Triage process implemented (Y/N)

28

Information regarding how to lodge
Complaint is displayed (Y/N)

Patients Record

89

Complete and Accurate Patients Record
Available (V/N)

80

Patients Discharge Record available (Y/N)

91

Patients Referral System Available (Y/N)

92

Patients Referral Record Available (Y/N)

Blood Transfusion Services

93

Blood Transfusion Services Available (Y/N)

94

PBTA License / MoU Available (Y/N)

95

Transfusion of blood and blood products are
documented (Y/N)

Fire Fighting Arrangements

96

Fire Fighting Arrangements

86,1

Fire Fighting Equipment Available {Y/N)

20
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; Safe Exit Pd‘an D;spfayed {"b"Nl

96.3 Staff is Trained on Using Fire Fighting
Equipment (Y/N)

L | Waste Management System

57 Waste Management System
97.1 Waste is Segregated(Y/N)
a7.2 Color coded waste bins are available(Y/N)
97.3 Waste is Properly Collected (Y/N)
a7.4 Waste Baskets for non-infectious waste for
every two Bed Available (Y/N)

M | Operation Theatre Facilities

o8 Emergency OT Available (Y/N)

98.1 OT Swab Culture Reports Available (Y/N)

| 98.2 | Cleaning & Disin fection Record Available (Y/N)
98.3 | Separation b/w Clean & Dirty Areas Available
(Y/N)

98.4 Sufficient sterilized surgical sets are

available{Y/N)

98.5 Sterilization Validation Available (Y/N)

99 If No, Arrangements for Emergency Surgeries
Available (Y/N) *

100 | Anesthesia assessment & monitoring is
documented(Y/N)

101 | Operative procedure are _documented(Y/N)

102 | Reasons of delay in operative procedures are
documented(Y/N)

103 | Documented policies and procedures exist
and implemented to prevent adverse events
like wrong site, wrong patients and wrong
surgeries(Y/N)

104 | Any specimen removed during surgeries for

L histopathology Is documented (¥/N)
N | Diagnostic Services

105 | Integrated Diagnostic Services

105.1 Portable X-Ray Available (Y/N)

105.2 Portable Ultrasound Available [Y/N)

105.3 CT Arrangements Available (Y/N)

105.4 MRI Arrangements Available (Y/N)

105.5 24/7 Lab Services Arrangements Available |

(Y/N)
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Emergency Focal Person Name:

Designation:
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Cell #:

Signatures:

PHC Team Lead Name:

Designation:

Date of Visit:

Signatures:
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