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Departmental Policies & Guidelines 
 

 
General Guidelines: 
 

 Acute admission guidelines 2018/19. 
 Referring your patient to Ambulatory Care Unit (ACU) 

 
Paediatric: 
 

 Child with Choking 
 Basic Life Support (Paediatrics) 
 Advanced Paediatric Life Support (APLS) 
 Newborn Life Support 
 Torus or Buckle Fracture in Children 
 A child with Bronchial Asthma 
 Child with Croup 
 A child with Febrile Convulsion 
 Child with Stridor 
 A child with Acute GE 
 Child with Wheeze 
 Paediatric Sepsis Risk Stratification Tool:  Children under 05 years in hospital 
 Paediatric Sepsis Risk Stratification Tool:  Children aged 05-11 years in hospital 
 Paediatric Sepsis Risk Stratification Tool:  Children aged 12-16 years in hospital 
 Paediatric Sepsis Risk Stratification Tool:  Children aged 17+ years in hospital 
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Psychiatry: 
 

 (SMaRT)  Safeguarding & Managing Risk Tool 
 

Neurology: 
 

 Bell’s Palsy 
 Anticoagulation associated intracranial bleed 
 Acute Stroke Protocol 
 Management of TIA 
 Stroke Priority Alert Call Policy 

1- Introduction 
2- Purpose 
3- Definitions 
4- Criteria 
5- Duties(Roles and Responsibilities) 
6- Implementation of Policy 
7- Monitoring compliance with this procedure document 
8- Associated Documents/ Further Reading 
9- References 
10- Equality Impact Assessment Tool For this Policy 

 
Adult Sepsis: 
 

 Emergency Department Sepsis Screening & Action 
 Neutropenic Sepsis 

 
Urology: 
 

 Renal Colic 
 
Critical Care: 
 

 Patient with Choking (Adult) 
 Basic Life Support (Adult) 
 Cardiac Arrest (Adult) 
 Post Resuscitation Care 
 Traumatic Cardiac Arrest 
 Patient with Tachycardia (Adult) 
 Patient with Bradycardia (Adult) 
 Patient with Anaphylaxis (Adult) 

 
Burns: 
 

 Adult Burns referral guidelines 
 Children Burns referral guidelines 

 
Ophthalmology: 
 

 Chemical Eye Injury 
 
Surgical: 
 

 Code Laparotomy 
 Patient with Abdominal Pain in ED 
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Cardiology: 
 

 Patient with Chest Pain in ED 
 Patient with ST-Elevation MI 

 
Respiratory: 
 

 Management of Bronchial Asthma in Adults 
 Pulmonary Embolism Pathway 
 Chest drain insertion Checklist 
 Respiratory Failure 
 Non-traumatic Pneumothorax 

 
Sedation: 
 

 Emergency Department Adult Sedation Protocol 
 
Metabolic: 
 

 Hyperkalaemia 
 Hypokalaemia 
 Hypomagnesemia 
 Hypocalcaemia 
 Diabetic Ketoacidosis 
 Hyperosmolar Hyperglycaemic State 

 
Radiology: 
 

 CT Head (Adult) 
 CT Head (Child) 
 CT C-spine (Adult) 
 CT C-spine (Child) 
 Fracture Neck of Femur (NOF) 

 
Orthopaedics: 
 

 Fascia Iliaca Block in fracture of NOF 
 Patient with Back pain in ED 

 
Obstetrics & Gynaecology: 
 

 Ectopic Pregnancy 
 EPU Pathway 
 Hyperemesis Gravidarum 

 
Vascular: 
 

 Vascular Emergencies 
 Patient with DVT 

 
Infective:  
 

 Cellulitis pathway 
 
Toxicology: 
 Paracetamol Overdose 
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Introduction 
 

Welcome to Darent Valley Hospital, Accident & Emergency Medicine Dept. 

I am sure for some of you; this might not be the 1st time working in a busy Emergency department while for 
others this might be the 1st experience of dealing with real medical emergencies regularly every day right after 
your F1 training.  

I am sure you will find yourself at home here with fabulous support from staff, an interactive teaching program 
and I dare say, consultants who are definitely among the friendliest in the UK and last but not the least, 
registrars who are always eager to help. 

This department is one of many across the country and it sees around 100,000 new patients every year. You are 
now part of it and it is hoped that with the guidance you will find it an interesting and rewarding experience.  

The notes contained within this booklet are meant to be guidelines only. They are not intended to replace the 
standard text and books. They give information which is particular to this hospital and short bullet points in 
managing the many varied conditions which present in the A&E department.  

 

Free WiFi is available at Darent Valley Hospital.  

• To connect: Select 'NHS Wi-Fi' from the list of available wireless network connections. 
• Once selected, you will be taken to a landing page where you will be prompted to read and accept the 

NHS Wi-Fi  
• Use Policy. Once terms and conditions accepted you can access NHS Wi-Fi via your device. 

 

 
 
NOTE:       Darent Valley Hospital is a SMOKE / VAPE FREE site. Smoking & Vaping 
is not permitted anywhere on the hospital grounds. 

 
 

Clinical Areas 
 

The Emergency Department at Darent Valley is divided into: 

 Majors-A & Majors-A Extension 

 ESAT / Rapid Assessment Area in Majors-A 

 Resuscitation Area 

 Majors-B 

 ENPs / GP / Triage Rooms 

 Paediatrics A&E 

 Cypress (observation ward) 
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WorkForce 
 

The workforce comprises of Clinical Director, Clinical Lead, Consultants, Specialty registrars, Nurses, ACP’s, 
Nurse Consultant, HCA, ENP’s and ANP’s. 

 

The Consultant and the managerial body include: 

 

Clinical Director:  

Dr. Rashid Suleman 

Divisonal Director of Operations:  

David Horne 

Interim Operations Manager:  

Renuka Oojageer 

Interim Matrons:  

Polly Hird 

Dan Babos 

Assistant Operational Manager:  

Sarah Gunnar 

Divisional Director of nursing: 

Caroline Bates 

Nurse Consultant: 

Siobhan Corbett 

Consultants:  

 Dr. Kamran Khan  (Clinical lead for operations) 

 Dr. Asghar Ali Wain  

 Dr. Aref  Rastegar (Lead for Governance, Audit & QIP) 

 Dr. Vincent Kika (Lead for Legal Issues) 

 Dr. Diwakar Sharma (CESR Programme Lead for ED) 

 Dr. Mahmood Bashir (Lead for Teaching & Training Programme) 

 Dr. Sameer Hijazi (Lead for Observation Ward / Cypress) 

 Dr. Haseeb Hasan  

 Dr. Muhammad Nazar  

 

Rota Manager: 

Ellie Gibbs 

Performance & ED secretaries: 

Hazel Winter 

Kerry Cox 
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Getting things done 

 
DVH operates a bleep system. The easiest way to be in contact with another specialty team is to call (78), 
followed by the bleep number and then the number, you want them to call back. Some of the commonly used 
bleep numbers are: 

Medical: 240 (Registrar) 

Surgeons: 561(SHO), 232(Registrar) 

Urology: 185 

GYN: 342 (SHO), 926 (Registrar) 

Ortho: 592 

ITU: 230 

Paeds: 319 (SHO), 316 (Registrar) 

IDT: 179 

Outreach: 476  

In case of emergency / Acute Stroke call: 2222 

 

 

In Case of Emergency 

 
In case of a cardiac arrest, trauma call,  major event or acute stroke call, I would recommend calling one of the 
senior staff for help before putting the call out yourself, however, if you are in a position where you need to 
make the decision, don’t hesitate to call 2222. 

 

 

 

Handover and Ward Round 

 
The emergency department at Darent Valley has a shop floor consultant cover from 08.00 am till 22.00 pm. 
After that, the on-call consultant is available via switchboard.  

The emergency department operates a formal handover every morning between 08.00am and 08.30 am but may 
run longer based on clinical needs. All the patients are taken over from the night shift i.e Majors, Resuscitation, 
Minors and Cypress. 

Another handover takes place at 22.00 pm before the late consultant finishes his shift.   

After 22.00 pm a senior registrar takes the responsibility of EPIC (Emergency Physician In-charge) 

There are rigorous board rounds every 2 hours in both majors and minors by the consultant on the shop floor 
and all the doctors working in the department are expected to attend the board round unless one is dealing with 
an actual emergency. 
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Role of EPIC in ED 
 
 
 
 

Role of EPIC (Emergency Physician Incharge) 
 
 
 

1. Senior Speciality Doctor level 

2. Emergency Physician Incharge with Nurse Coordinator 

3. Timing from 22:00pm-08:00am 

4. Look after Resus/Majors A/Majors B/Paeds 

5. Handover 22:00pm and 08:00am 

6. Board Rounds 4 hourly with ED team and 2 hourly with nurse incharge 

7. Help juniors in decision making 

8. Gate keeper to SSA / Cypress 

9. Administration 

10. EPIC to speak to consultant if department unsafe. 
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Moving Patient to Observation Ward 

 
All the patients that are moved to the observation ward (Cypress) should have an agreed plan of management 
with the shop floor consultant or EPIC and the observation ward transfer Proforma should be signed by the shop 
floor consultant or EPIC (out of hours). A drug chart must be completed before moving or soon after. 

 
 

 
 

Blood & Phlebotomy services 
 

The blood and phlebotomy services in the emergency department are usually run by a robust team of nurses and 
HCAs and occasionally by doctors themselves (good grief). There are phlebotomy trollies in all sections of the 
department and some specially made for paediatrics as well. There is a dedicated phlebotomy room in minors 
and should you wish to explore further don’t hesitate to do so. 

In case of departmental pressures and excessive patient load, you will be expected to bleed patients yourselves 
and once you are done, don’t forget to label your samples and send them to the lab in the pods which are the 
fastest way to send them up. The pods are available in the majors nursing area and resuscitation room. However, 
if you need your results back quicker than others, don’t forget to label it URGENT and these labels can be found 
in majors. If you still have doubts, don’t forget to ask. 

 

 
 

Blood and Blood Products 
 

• Blood and other blood products need to be taken in a pink bottle and sent on a blood transfusion (red) 
form. You need to make sure the details match up (with the patient and their armband) otherwise they 
will be rejected.  

• Any other blood products such as FFP or platelets first need to be authorised by the Haematology 
Consultant on call who can be contacted through the switchboard.  

 
 

 
 

Radiology 
 

All X Rays, CTs, US, and MRI forms go onto different FORMS.  
• Vascular scans, Nuclear Medicine also has it’s own form.  
• For CT scans with contrast you need to make sure creatinine is on the form and MRIs need a safety 

questionnaire attached. Drop off point is in the Radiology Department.  
• For CT scans not meeting NICE guidelines, you have to discuss with either the on-call radiologist on-

site or for out of hours scan, with Tele-medicine services via switchboard.  
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Serious Incident Reporting 

 
• This can be done via the intranet at Serious Incident reporting & complete the online form using your 

network login and password.  
• This can also be reached through ADAGIO on the right-hand side of the opening screen followed by an 

Online Incident reporting form.  
 
 
 
 

 
Communication-SBAR 

 
 

Situation Background Assessment  Recommendation 
Hi, I am Dr. XYZ calling 

from A&E regarding 
patient ABC. I am 

concerned about this 
patient who has a NEWS 

score of ___ after a 
diagnosis of 123.  

 

Patients admitted with 
ABCD Obs and current 

Obs are DEFG and 
treatment of 9876 was 

given.  
 

I think the problem is X 
and I have done Y for this 

patient and I think he 
needs further Z to 

improve.  
 

I would like for you to 
come and see this patient 
immediately/ within the 

next hour. Is there 
anything else I should 

do? 
 

 
 

 
 
 

Accident and Emergency Notes 
 

The A&E notes should be completed accurately and fully. Make sure that they  clearly contain your name, 
signature and the time that you saw the patient. Any additional entries should also be timed and dated 
accordingly.  
Make sure that your notes contain history, examination, investigations, diagnosis/ differential diagnosis, 
treatment and discharge planning for the patient.  
All sorts of treatment (oxygen, medications, IVF) should be mentioned in the medication order area of the notes 
with time and date. 
It is essential that you should be precise in your descriptions of the injuries, especially if the court order is likely, 
as in an alleged assault and very often a quickly drawn diagram can illustrate very clearly what would take a lot 
longer to write in person. 
Always remember to fill the Coroner form from every deceased patient who died in the emergency department.  

 
 

 
Roles & Responsibilities 

 
 You are responsible for the primary care of every patient who presents to the emergency department. 
 You must remain in the department at all times when you are on duty.  
 When your shift changes you should handover all your patients to your colleague and make sure that all 

the documentation including the handover Proforma has been completed. 
 You should be punctual for your shift and try to arrive 5 minutes early. 
 A&E work is unremitting and stressful. You must take breaks during your shift and keep yourself well 

hydrated during the shift.   
 When you take your break, make sure the nurse in-charge or the shop floor consultant is aware of that.  
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Golden Rule of Emergency Department 

 
1. Arrival: Arrive five minutes before the start of your shift in the emergency department. 
2. Absence: Please give us ample time if possible in case of an emergency. Absence from duty 

due to avoidable reasons puts an extra burden on your colleagues. 
3. Performance: There is an expectation of a minimum number to be seen in minors (roughly 

around 15) and majors (roughly around 8). The performance of each doctor is monitored for 
training. 

4. Consultant Sign Off; Please add consultant name to the consultant sign off space once the 
patient has been discussed with EPIC (Emergency physician in-charge). 

5. Handover: Document diagnosis, management plan, and name of the colleague being 
handover when you finish your shift. Change on the I-Soft. 

6. IDT: Make sure the patient is medically cleared, documented in the notes before referral to 
IDT (integrated discharge team). 

7. Command & Control: There is a named consultant/ EPIC leading the department in majors 
and minors on the rota. Where this is not feasible, a nominated middle grade should take 
command and control role in the specified area. 

8. Breaks: Report to NIC (nurse in-charge) and consultant leaving the department for breaks. 
9. Referral: When referring to the specialties click on “Decision to Refer under ED” on track 

while waiting for the referral to be made. 
10. Plan: Keep the Nurse in-charge informed of any updated plans for patients. Don’t assume the 

patient can be moved to MSS/ Cypress while waiting for decisions. 
11. Prescription: If treatment is prescribed please inform the nurse looking after the patient. 

Don’t hesitate to consult BNF if necessary. 
12. Internet and mobile phone: Be discreet when using in the working area. Use only if relevant 

to work. 
13. Escalation: Any non-clinical escalation as x-ray delay, CT scan/ blood results, patient flow 

then speak with NIC or EPIC and they will contact ED Silver (0800-1800) or contact clinical 
site manager (1800-0800) to find a solution. 

 

 
 
 

Support & Supervision 
 

 
The Emergency Department at Darent Valley Hospital is very supportive of all its staff members. It is a busy 
district general hospital and most of the time you will find yourself very busy but will always get the required 
support and supervision. 
Every doctor will have a designated Educational and Clinical supervisor, (mentor in case of specialty doctor) 
and will have free access to his/her supervisor. The doctor will also have access to the department of medical 
education to raise their concerns.  
The consultants and registrars in the department have been emphasized that clinical supervision and support to 
junior doctors is the part of their job plan.  
Dr. Kamran Khan, college tutor & clinical lead and Dr. Mahmood Bashir, Training Lead of the department 
would be more than happy to address any concerns related to teaching, training, and supervision in the 
department.  
 
NOTE:  

 A suggestion/complaint box has been placed in the department. 
 Any concerns related to bullying or harassment towards a trainee will be dealt with by the CD directly. 
 The directorate has made every effort that junior doctors' teaching will not be compromised. 
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Teaching & Training 

 
 

Junior Doctor Teaching: 
 

 All junior doctors in the Emergency Department will have protected 1 hr of teaching every Thursday 
from 12.00 pm till 13.00 pm in the ED seminar room. The schedule for the whole teaching will be 
handed over in advance.  

 
The doctors will be completely off the shop floor during the teaching session and the shop floor will be covered 
by registrars and consultants for the continuity of service delivery. The doctor is required to hand over his/her 
patient to the registrar or the shop floor consultant before going for the teaching. 
 
NOTE: The consultant/lecturer delivering the teaching sessions or the juniors/participants are supposed to keep 
the record of the weekly teaching attendance. You can get the notebook/register from Hazel’s office (Title: 
Weekly Junior doctors Teaching). After that session, please return it to Hazel’s office as it needs to be sent to 
the medical education department for the record.  
 

 After the handover/morning round, Consultant on Cypress/X-rays shift takes a short teaching session 
of trainees (Junior doctors, Trainee ACPs, Medical students, work experience student). This session is 
usually for 10 to 20 minutes of duration only. 

Any junior/participant is supposed to get the notebook/Register from Hazel’s office (Title:  Morning Handover 
and Junior Doctors Teaching). He is supposed to write down the session details so that we can send it to the 
medical education department as per their recommendations.  
 
NOTE:  We keep the record of morning handover sessions with the names of all participants (including 
Consultants, NIC, MG/Reg, GPs, Juniors / Trainees doctor, Medical/work experience students) and also the 
topics/issues discussed / concerns raised during that sessions. 
 
 

 To increase paediatric & minor injuries exposure, the 1200hrs trainee is posted for 02hrs in the ENP 
stream and 1600hrs trainee is posted in the paediatric ED. They work under the supervision of 
paediatric and trained ENPs & ACPs.  

 Open forums have been started in the department. 
 
 
 Specialty Doctor Teaching: 
 
The Middle-Grade teaching happens on every second Thursday of every alternative month from 09.00 am till 
17.00 pm. Certificates of attendance with 05 inter CPD points are awarded which the doctor can use towards 
his/her annual appraisal. 
Any doctor wishing to attend the teaching should apply for study leave (06 weeks in advance) if he/she is 
working on that day.   
 
NOTE:  Regular formal and informal meetings have been organised between the Clinical Director Dr. Rashid 
Suleman, Clinical lead Dr. Kamran Khan, Training Lead Dr. Mahmood Bashir & CESR lead and Dr. 
Diwakar Sharma to highlight the concerns of the junior doctors.  
 
 

 
Mandatory Training 

 
 
This learning deemed essential for safe and efficient service delivery and personal safety. It reduces 
organisational risks and complies with local trust and national policies and guidelines. Everyone should be fully 
compliant with his/her mandatory training. 
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Early Warning Scores 
 

This is a simple composite score of basic physiological observations. It is used as part of a “Track and Trigger” 
system designed to track a patient’s (physiological) condition over time and trigger prompt treatment of any 
acutely unwell patient. Not all life-threatening conditions lead to an immediate change in observations (e.g. 
hyperkalemia, ST-elevation MI) but many do and thus a derangement in observations is a valuable predictor of 
mortality. The Modified Early Warning Score (MEWS) is used at BHR at the time of writing. This relies on 
respiratory rate, oxygen saturation, pulse, systolic BP, temperature, AVPU, and urine output.  
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Emergency Department Scoring System 
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Departmental 
Policies and Protocols 
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Acute Admissions Guidance 18/19 

 
This guidance outlines the operating and clinical principles for admission of emergency patients to the 
correct clinical team after referral from the Emergency Department (ED). The following rules have been 
agreed by our Medical Director, Clinical Directors of ED, Medicine, Surgery, O & G, Urology, 
Paediatric and Radiology. Junior members of the team are expected to follow these and in areas of 
dispute, arbitration must happen swiftly at Consultant level. In ED the consultant EPIC (Emergency 
Physician In-Charge) will adjudicate (0800 – 2200) and senior Middle-Grade EPIC (2200 – 0800); 

This list is not exhaustive, clinical judgment, common sense approach and non-adversarial discussion 
is paramount: 

1. One way flow: Once referred by ED, provided the appropriate basic tests (e.g. blood and urine for 
most medical & surgical patients, ß-HCG for O & G, CT for head injury) had already been performed, 
the specialty team is expected to review patient at the earliest, generally less than 30 minutes.  It is then 
the specialty team’s responsibility to organise onward referral or discharge if either are appropriate. 
Where there is a dispute the A & E EPIC and the specialty consultant will adjudicate in conjunction 
after discussion. 

2. Retrograde flow: Referral and transfer to ED from other clinical areas is to be discouraged unless 
dictated by patient’s clinical status, e.g. NEWS > 5. The attending doctor or nurse should speak to 
respective specialty SpR and Clinical Site Manager (CSM) and move patient accordingly; 

3. Investigation: The ED team will aim to complete all necessary investigations (based on individual 
clinical needs) for immediate management of the patient by 120 minutes of arrival; 

4. Any further investigations (CT/MRI) are requested by specialty post attendance to the patient; unless 
laparotomy code is initiated, CT KUB requested by Urologist for renal colic, and CTPA requested by 
Medics for suspected PE; 

5. Handover: During specialty handover and MET Call activation when Medical SpR is unavailable, the 
ED consultant will be permitted to  handover to another member of on call team or escalate to 
consultant physician  on call if deemed necessary; 

6. Patients with acute medical conditions requiring admission for treatment such as DKA, acute 
arrhythmia causing haemodynamic instability, renal failure or other primary medical aetiology are 
referred directly to the Medics; 

7. Refer vascular trauma to Kings College Hospital and discussion with vascular SpR at GSTH (as per 
guidelines on Adagio). Patient with subacute vascular problems such as infected leg ulcer who cannot 
be managed as an outpatient or acute problem who needs end of life care will be admitted under adult 
medicine;      

8. New fractures, septic arthritis, back pain with neurology (cauda equina)/ligament injuries requiring 
admission whether or not operative treatment is required are referred to orthopaedics. (Unless point 6 is 
fulfilled). The exception is patients with rib fracture who will be admitted under general surgery; 

9. Acute head injury patients assessed by ED doctor, scans consulted with neurosurgeons, will be 
admitted for 48hrs observation under surgeons after which time they go to the Medics; 

10. Abdominal pain of unknown cause such as bowel obstruction/biliary sepsis and pancreatitis are 
admitted to General Surgery, whether they are fit for theatre or surgery. Medics will only be involved 
as joint care if patient has significant medical co-morbidities; 

11. Post-operative complications (pain, infection, post-operative haematuria, etc.) related to a recent 
procedure (defined as less than 7 days) is admitted under the specialty team who performed original 
operation.   

12. Post-operative DVT, chest infection, or MI is referred to the Medics and the specialty team informed 
by the Adult Medicine SpR. The specialty team will aim for review within 12 hours of arrival / follow-
up on ACU if clinically appropriate; 

13. Upper GI bleeding will be admitted to Adult Medicine and Lower GI bleeding to General Surgery; 
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14. Patients with surgical sequelae of cancer and who are under the  surgical team at DVH are admitted 
under the parent surgical team;  

15. Patients undergoing oncology treatment or chemotherapy will be clerked in ED  by the Medics and 
transferred to Rosewood; 

16. O & G: ED will have direct referral to EPU between 0900-1700 for protocol positive patients. 
Otherwise refer to O & G SpR who will respond within 30 minutes;  

17. Patients with urological conditions requiring admission are admitted under urology who share junior 
staff with surgery out of hours; 

18. Patients who meet the criteria for Level 1 or 2 care in ED will be clerked by a Specialty SpR within 30 
minutes (or when physically possible) of referral in the ED and an appropriate definitive destination 
provided by the CSM within 240 minutes.  Until the Medical SpR is able to see the patient, the patient 
remains under the care and supervision of the A & E SpR for early initiation of appropriate treatment 
and performing requisite monitoring; 

19. Cypress ward (Clinical Decision Unit) will only accept patients under the care of an Emergency 
Department Consultant once screened for safe transfer. Specialty patients meeting Cypress criterion 
should be transferred to AMU or ACU where appropriate; 

20. Paediatric ED will assess & refer to a tertiary centre any child less than the age of 5 presenting with 
abdominal pain and not to Surgeons at DVH. 

21. Patients with cellulitis, not needing urgent surgery, e.g. fasciotomy for compartment syndrome, to be 
admitted under the Medics. 

22. Opthalmology, ENT, Maxillofacial patients, without other medical or surgical co-morbidities should be 
admitted to Cypress whilst waiting for forward transferral. 

Steve Fenlon       Farid Moftah      Jonathan Kwan         Jacek Adamek        Abhishek Gupta      Alok Gupta       
AA Wain          Bikram B         S Sriparasad     

Medical Director  T & O           Adult Medicine     Gen Surgery               O & G                     
Children.      Emerg Med    Radiology        Urology 
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Referring the patient to Ambulatory Care Unit (ACU) 
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Referring the patient to Ambulatory Care Unit (ACU) 
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Child with Choking 

 

 

 

 

 

 

 



21 
 

Basic Life Support (Paediatrics) 

 

 

https://www.resus.org.uk/EasySiteWeb/GatewayLink.aspx?alId=6456
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Paediatrics Advanced Life Support 
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New Born Life Support 
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Buckle Fracture in Children 
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Buckle Fracture in Children 
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A child with Bronchial Asthma 
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A child with Bronchial Asthma 
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Child with Croup 
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A child with Acute GE 
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Child with Stridor 
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Child with Stridor 
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A child with Febrile Convulsion 
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A child with Febrile Convulsion 
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Child with Wheeze 
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Child with Wheeze 
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38 
 

Paediatric Sepsis Risk Stratification Tool:  Children aged 12-16 years in 
hospital 

 

 

 

 



39 
 

 

Paediatric Sepsis Risk Stratification Tool:  Children aged 17+ years in hospital 
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Bell’s Palsy 
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Patient with Anticoagulant associated Intracranial Bleed 
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Acute Stroke Protocol 

 

Pathway for thrombolysis of acute INPATIENT strokes: 

1. These numbers are likely to be small. 
2. Of these, the numbers who will meet the criteria for thrombolysis will be very small due to co 

morbidities and or contraindications. 
3. In- patient stroke requiring thrombolysis will be transferred to the stroke Unit for thrombolysis 

in- hours. 
 

4. Out of hours: 
• 4a. If stroke nurse available, in patient strokes requiring thrombolysis will be transferred to 

stroke unit  
• 4b. If stroke nurse NOT available, patient to be transferred ED Resus for thrombolysis and 

NOT to the stroke unit. 
 

Site Managers/ Bed Managers: 

• Site managers will be responsible for bed management; they will expedite an acute stroke bed 
immediately.  If any delay, patient should be transferred to ED Resus for thrombolysis. 

• They will also have an overview of staffing issues on the stroke unit and will ensure this is 
considered before moving a patient to the stroke unit. 
 

 In hours: Monday – Friday (08.00am- 18:00pm): 

Stroke specialist nurse on bleep 182 will be the main contact and responsible for responding to all 
priority calls via bleep 182. 

 Out of hours: Medical Registrar and stroke nurse bleep holder: 

• Medical Registrar will be responsible for the stroke priority in the absence of Stroke nurse 
for the acute assessment and treatment including thrombolysis.  

• In the absence of stroke nurse, the SHO is responsible for responding promptly and 
initiate stroke thrombolysis pathway.  

• Ensure that patients are on the post take (Medicus) list and delegate to the SHO to clerk. 
•  Ensure that  out of hours stroke patients are clerked within 4 hours of arrival to stroke unit 

SHO (Senior House Officer): 

• Responsible for bleep (456) and supporting the Stroke nurse, Stroke Registrar and Medical 
registrar and will prioritise clerking of stroke patient. 

• In the absence of stroke nurse, the SHO is responsible for responding promptly and initiate 
stroke thrombolysis pathway.  
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Inpatient in DVH develops acute stroke 

Fast bleep 
Stroke nurse on 
182 

Fast bleep Medical SpR or SHO 
covering the wards URGENTLY  

                 & 

Fast bleep stroke nurse on bleep 
182 

 

 Urgent 
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Stroke nurse to 
discuss with on-
call stroke 
consultant 

 

Inform site 
team for bed 
management 

Transfer to stroke 
unit 

Med Reg to discuss 
with on-call stroke 
consultant 

Follow thrombolysis 
management pathway 

Fast positive 

Clear time of symptom 
onset within 4.5 hrs 

In the absence of 
stroke nurse, patient 
to be moved to Resus 
for thrombolysis 

Acute Stroke in Inpatients Pathway for thrombolysis  
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Management of TIA 
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Document Summary 
This document outlines what is required when paramedics and in-hospital teams 
alert the stroke team of an incoming potential stroke patient or potential new 
inpatient stroke that meets the Stroke Priority criteria. 
 
1. Introduction 
Patients, who present with or develop the primary or major clinical signs of stroke, will be identified 
as “stroke priority” patients and acknowledged at those that have a greater potential for significant 
damage and can benefit from early intervention from the stroke team (Thrombolysis or 
thrombectomcy treatment). 
 A consistent approach is needed to notify and activate the stroke priority alert process in a timely 
manner by implementing a standardised process for patients that meet the stroke priority criteria. 
 
2. Purpose 
To improve patient outcomes and quality of service delivery by implementing a standardised process 
to patient care management for patients who meet the “Stroke Priority” criteria. 
This will allow the stroke team to respond to stroke priority calls promptly to allow assessments and 
treatment of acute stroke to start immediately. 
The stroke priority alert process will promote a high sense of urgency in delivering hyper- acute and 
acute stroke care and targets. 
 
3. Definitions 
The Royal College of stroke Physician (RCP) identifies the following signs and symptoms and 
therefore meets the stroke priority criteria. FAST positive (Fast tve) or ROSIER tve 
• Sudden onset of weakness or numbness of face, arm or leg (unilateral weakness) 
• Sudden onset of trouble speaking or understanding speech 
• Sudden onset of trouble seeing in one or both eyes 
• Sudden onset of trouble walking or loss of balance or coordination 
  
Fast (face, arm, speech, time) - A stroke that recovers within 24 hours from the onset of symptoms 
Rosier- A tool used to establish the diagnosis of stroke or TIA 
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Stroke- The damaging or killing of brain cells starved of oxygen as a result of the blood supply to 
part of the brain being cut off. Types of stroke include: 
Ischaemic stroke caused by blood clots to the brain, or  
Haemorrhagic stroke caused by bleeding into the brain. 
Stroke Priority- Refers to a patient that meet the stroke criteria (Fast or rosier tve with focal 
neurological deficit within the thrombolysis window) 
Transient Ischaemic attack (TIA) - A stroke that recovers within 24 hours from the onset of 
symptoms. 
Thrombectomy-  The excision of a blood clot from a blood vessel. 
Thrombolysis- The use of drugs to break up a blood clot. An example of a thrombolysis drug is 
alteplase, also sometimes called t-PA 
 

4. Duties (Roles and Responsibilities) 
 
 Executive Directors and Non-Executive Directors 
Executive Directors are responsible and accountable for ensuring that all staff in their Directorates are 
compliant with this policy. Both Executive and Non-Executive Directors are responsible for ensuring 
a safe working environment and that adequate arrangements and resources both financial and non-
financial are provided to implement the requirements of this policy. 
 
Head of Nursing/ Associate Director of Nursing/General Managers / Senior Manager 
All managers will be responsible for ensuring that staff have read and understood this policy and its 
requirements. 
 
Stroke consultants  
Will coordinate the treatment for all patients with an acute stroke and have overall clinical 
responsibility for the stroke pathway. 
 
Stroke assessors/ stroke thrombolysis nurse 

• Responsible for bleep 182 and responding to the stroke bleep promptly initiate (within 10 
minutes) coordinate and implement the stroke pathway. 

•  Will be responsible for carrying out the required nursing assessment (NIHSS, dysphagia 
screen, continence assessment.)  

 
 Stroke Specialist Nurse  

• Act as clinical lead nurse overseeing changes to the policy, training and education and 
responsible for keeping up to date with NICE guidance and any changes to the recommended 
practice .To take advise from the stroke governance forum in regards to stroke care and 
implement changes where necessary.  
 

• Investigate incidents where the Stroke Priority call is not activated for patients that meet the 
criteria call and ensure correct Datix reporting procedures are carried out and provide relevant 
feedback. 

 
Emergency Department (ED). 

• All stroke priority patients presenting in ED will remain under the responsibility and care of 
ED and the stroke team will take over care once diagnosis of stroke confirmed. 

•  ED doctors will be responsible for assessing the patient (Joint assessment), refer to Medical 
team for clerking, will initiate the stroke pathway in the absence of stroke nurse. 
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•  ED nurses will be responsible for bloods, cannulation, ECG and immediate triage of patient. 
• ED will be responsible for initiating the stroke priority alert call for patients self-presenting 

and escalating to senior doctor and nurse on duty. 
 

Site Managers 
• Will be responsible for making a bed available for acute stroke patient on the stroke ward 

within an hour if no ring fenced bed available. 
• Ensure that site team will provide nursing cover to the stroke unit to allow stroke bleep holder 

to assess patients in ED in 24/7 within recommended time (within 30 minutes). 
 
 Registered Nurse (Staff Nurse) 
To be aware of the stroke Priority alert Policy and how to raise an alert and ensure that patients who 
meet the stroke criteria are reviewed by Stroke team and Medical Reg in a timely manner as per the 
stroke pathway. 
 
CT Radiographer 
Responsible for holding bleep 301 and making sure that patients coming as stroke priority have their 
CT brain as per NICE (2016) guidance.  
 
 SHO (Senior House Officer) 
Responsible for bleep (456) and supporting the Stroke nurse, Stroke Registrar and Medical registrar 
and will prioritise clerking of stroke patient.  
 
Medical Registrar (Med Registar) 

• Will be responsible for the stroke priority in the absence of Stroke nurse and Stroke Registrar 
and coordinate acute patient care and management.  

• Ensure that patients are on the post take (Medicus) list and delegate to the SHO to clerk. 
•  Ensure that in  out of hours  stroke patients are clerked within 4 hours of arrival to stroke unit 

 
 Ward/ Departmental Managers and Matrons 

• Responsible for making sure staff are aware of the Stroke Priority alert Policy and how to 
raise a Stroke Priority call.   

• Investigate incidents where the Stroke Priority call is not activated for patients that meet the 
criteria call and ensure correct Datix reporting procedures are carried out and provide relevant 
feedback. 

 Serco (Switchboard) 
• Will be responsible for maintenance of bleep (182, 301, 302) used in the stroke priority Alert 

system( battery replacement and repairs) 
•  Keeping accurate records of on-call information provided by the Trust 
• Carrying out daily tests of emergency bleeps 
• Carrying out quarterly tests of pagers 
•  Provide instructions on how to use equipment 

 
Bleep  

• Ensuring equipment is in good working order, ie reporting any faults and failures to Serco 
(Switchboard) immediately. 

• Carry bleep and/or pager at all times when on duty. 
•  Ensure batteries are changed when required. 
• Responding to tests to confirm equipment is working 
• Will prioritise portering of stroke patients from ED to Stroke (Spruce) ward. 
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5. Stroke alert criteria 
 
Where a stroke is suspected the Stroke team must be summoned to attend to a stroke priority call via 
the emergency number 2222.  
For all other Fast positive patient that do not meet the criteria below must be referred to the stroke 
nurse on triage via bleep 182 on promptly. 
 

i. Stroke Priority alert criteria for patients brought to Emergency department (ED) by 
ambulance. 

 
a. A&E will dial the 2222 to initiate a Stroke Priority Alert call  for all Pre-alert 

ambulance calls to Stroke nurse (bleep 182), CT radiographer (bleep 301), SHO( 
456), Stroke Registrar ( bleep 302) and Med Registar( bleep 240) will be paged with a 
“Stroke Priority” alert with an estimated time of arrival (ETA). 

b. Switchboard will bleep twice (back to back) and the stroke team must respond to ED 
within 10minutes. 

c. Switchboard will put the “Stroke priority call ………. ETA……..” 
 

ii. Stroke Priority Alert for patient self-presenting to Emergency Department  

a. Patient is triaged by triage nurse who puts out a “Stroke Priority” alert call by 
dialling 2222 if they meet the criteria (FAST or ROSIER positive, time of symptoms-
time last seen well, symptoms within 4.5 hours of onset and vital signs; GCS, HR, T, 
BM, RR, SATS). 

b. Switchboard will bleep twice (back to back) and the stroke team must respond to ED 
within 10minutes. 

c. Switchboard will put the “Stroke priority call ……….……..” 

iii. Stroke Priority Alert for in-patient stroke 
The responsible nurse or doctor must determine if the patient meets the criteria (FAST or 
ROSIER positive, time of symptoms-time last seen well, symptoms within 4.5 hours of onset 
and vital signs; GCS, HR, T, BM, RR, SATS) for thrombolysis and put out a “Stroke 
Priority” Alert call 2222.  

Switchboard will bleep twice (back to back) and the stroke team must respond within 10 
minutes 

Switchboard will put the “Stroke priority call on……… (name of ward)….” 

For all other FAST and ROSIER positive patient that do not meet the criteria below must be 
referred to the stroke nurse on triage via bleep 182 on promptly. 

6. Implementation of Policy 
This policy will be made available on Adagio alongside all other relevant documentation pertaining to 
TIA and Stroke and no training requirements are appropriate to access this unit of policy. 
 
7. Equality Impact Assessment 
The Trust aims to design and implement services, policies and measures that meet the diverse needs 
of our service, population and workforce, ensuring that none are placed at a disadvantage over others. 
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In order to meet these requirements, a single equality impact assessment is used to assess all its 
policies/guidelines and practices.  This policy was found to be compliant with this philosophy. 
 
8. Monitoring Compliance with this Procedural document 
Dartford and Gravesham NHS Trust takes part in the Sentinel Stroke National Audit Programme and 
the reports, overall assurance and action plans are communicated and put in practice accordingly. 
 
 
What will be 
monitored 

How/Method Frequency Lead Reporting to Deficiencies / gaps 
recommendations and 
actions 

Implementation of any 
required change 

Compliance 
and adherence 
to the stroke 
priority alert 
system 

SSNAP 
Performance KPI 

Every 3 
months 

Lead: 
Stroke 
Consultant 

 Director of 
Operation 

6 month secondment 
vacancy for stroke 
SSNAP coordinator 

Stroke priority alert 
process via bleep system 

Response time 
to stroke calls 

 Internal audit  monthly  Lead 
stroke 
consultant/ 
Stroke cns/ 

Quality and 
Safety 
Committee 

Out of hours stroke 
nurse  bleep cover 

Review and 
Implementation of out of 
hours contingency plans 

 
9. Associated Documents/Further Reading 
 
 Bleeps and Pagers Management and Uses at Darent Valley Hospital (2014) 
 
x. References  
 
Intercollegiate Stroke Working Party (2016). National Clinical Guidance for Stroke.5th edition. 
Publisher Royal College of Physicians (RCP)   
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Adult Emergency Department Sepsis Screening & Actions 
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Neutropenic Sepsis 
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Renal Colic 
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Patient with Choking (Adult) 
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Basic Life Support (Adults) 
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Cardiac Arrest (Adult) 
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Post Resuscitation Cardiac Arrest 
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Patient with Tachycardia (Adult) 
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Patient with Bradycardia (Adult) 
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Patient with Anaphylaxis (Adult) 
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Adult Burn Referral Guidelines 
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Children’s Burn Referral Guidelines 
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Chemical Eye Injury 
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Chemical Eye Injury 
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Patient with Abdominal Pain in ED 
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Patient with Abdominal Pain in ED 
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Code Laparotomy 
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Patient with Chest Pain in ED 
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Patient with Chest Pain in ED 
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Patient with ST-Elevation MI 
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Management of Bronchial Asthma in Adults 
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Pulmonary Embolism 
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ED Chest Drain Insertion Check List 
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Respiratory Failure 
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Non-traumatic Pneumothorax 

BTS guidelines for the management of spontaneous pneumothorax 
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ED Adult Sedation Protocol 
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Hyperkalaemia 
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Hyperkalaemia 
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Hyperkalaemia 
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Hypokalaemia 
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Hypokalaemia 
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Hypomagnesemia 
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Hypocalcaemia 
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DKA 
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DKA 
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DKA 

 



89 
 

DKA 
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Hyperosmolar Hyperglycaemic State 
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Hyperosmolar Hyperglycaemic State 
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Hyperosmolar Hyperglycaemic State 
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Hyperosmolar Hyperglycaemic State 
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CT Head (Adults) 
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CT Head (Paediatrics) 
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CT C-Spine (Adults) 

 



97 
 

CT C-Spine (Paediatrics) 
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Fracture Neck of Femur (NOF) 
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Documentation for Fascia Illiaca Compartment Block for confirmed #NoF 

--------------------------------------------------------------------------------------------------------- 

STOP before you block 

Caution for clinicians: 

A STOP moment must take place immediately before inserting the block needle 

Clinician and the assistant must double-check the:    Fracture side,  marking Site and side of the block 

-------------------------------------------------------------------------------------------------------------------------- 

Side: Left Right Site Marked 

Indication: Fracture Neck of femur other…………………… 

Approach: Two POP/Blind USG guided FICB USG guided Femoral Nerve Block 

Pain score: Prior to procedure ………/10 

Date: ………/………./……………… Time: ......................... No. of attempts:……………………… 

Patient condition: HR…………… BP………../………. RR………… O2 sats………% RA/………… l/min O2 

Preparation: Chloraprep Povidone Iodine Chlorhexidine 

Needle: Blunt 18G Sonoplex/Tuohy 

The drug used: Lignocaine 1% for superficial infiltration ……….…mls 

Levobupivacaine 2.5mg/ml : 30 mls/75 mgs for weight < 60 kgs 40 mls/100 mgs for weight > 60 kgs 

Narrative: Injection was made incrementally with constant monitoring and aspiration every……….mls 

Blood Aspirated: No Yes Action taken……………………………… 

Pain/paraesthesia on injection noted: No Yes Action taken…………………………….. 

Resistance on injection: Normal High Action taken…………………………….. 

Events: None, easy and well-tolerated difficult 

Success: Complete Partial Failed Aborted 

Patient condition: HR…….. BP….../…… RR…… O2 sats…..% RA/…… l/min O2 Pain score: ……/10 

 

 

Procedure performed by: ……………………………  Supervised by: …………………………………… 
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Patient with Back Pain in ED 
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Patient with Back Pain in ED 
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Ectopic Pregnancy 
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Early Pregnancy Unit (EPU) 
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Hyperemesis Gravidarum 
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Vascular Emergencies Protocol 
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Vascular Emergencies Protocol 
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DVT Pathway 
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Cellulitis 
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Cellulitis 
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Paracetamol Overdose 
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Paracetamol Overdose 

 


	What will be monitored

