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Tea or coffee

Tea and coffee consumption
% of total, 2012

Zoomto ¥

Britain
Tea: 78.4% Coffee: 21.6%

Tea (75-100%0) Tea (50-75%) Coffiee (50-75%) Coffee (75-100%%) No data
§ . frce: Euromonitor International
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BusHayeHHA

KniHiyHa HacTaHoBa abo KniHiyHa HacTaHOBA 3 Kpawoi
NPAKTUKU JOKYMEHT:

- NONErwnTN NPUNHATTA PilLEeHb
- BU3HA4YeHHA KpUTepIiB AiarHOCTUKU

- BeAeHHA | NiIKyBAaHHA Y KOHKPETHUX raly3aX OXOPOHU
30p0B'A.
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Cy4yacHi meaAnYHi HACTAHOBWM 3aCHOBAHI HA aHaNI3i
HaABHUX AAHUX Y MeXKaX KOHUenNUii A0Ka30BOT MeANLUUHMN.

[MpauiBHMK OXOPOHU 340p0B'A 3060B'A3aHNUMN 3HATU
MeANYHI HaCTaHOBW NO CBOIN Npodecii Ta NOBUHEH
BUPILWLNTK, YN NOTPIOHO cniayBaTn pekomeHaauiam
HAaCTaHOB A/1A IIKyBaHHA KOHKPETHOro nauieHTa.
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Ha ocHOBI KNiHIYHMX HACTAHOB
PO3p0b6AOTLCA CTAHAAPTU NIKYBAHHA Ta KAIHIYHI
NPOTOKOJ/IM /1IKYBAHHA.

[TOTiM Ha OCHOBI OCTaHHIX PO3POBNAOTLCA NOKA/IbHI

NPOTOKO/IM NEBHOIO NiIKyBaAbHOro 3aknaay (i3
BpaxyBaHHAM ocobanBocTer 3abe3neyeHHs)
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Chapter 5
Guidelines for the Provision of Emergency Anaesthesia Services 2019

Aims and objectives

The objective of this chapter is to promote current best practice for service provision in emergency
anaesthesia. The guidance is intended for use by anaesthetists with responsibilities for service
delivery and healthcare managers.

This guideline does not comprehensively describe clinical best practice in emergency anaesthesiq,
but is primarily concerned with the requirements for the provision of a safe, effective, well led
service, which may be delivered by many different acceptable models. The guidance on provision
of emergency anaesthesia applies to all settings where this is undertaken, regardless of funding. Al
age groups are included within the guidance unless otherwise stated, reflecting the broad nature
of this service.

A wide range of evidence has been rigorously reviewed during the production of this chapter,
including recommendations from peer reviewed publications and national guidance where
available. However, both the authors and the CDG agreed that there is a paucity of Level 1
evidence relating to service provision in head and neck anaesthesia. In some cases, it has been
necessary to include recommendations of good practice based on the clinical experience of the
CDG. We hope that this document will act as a stimulus to future research.

The recommendations in this chapter will support the RCoA’'s Anaesthesia Clinical Services
_~Accreditafion (ACSA) process.
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Medicolegal implications of GPAS guidelines

GPAS guidelines are not intended to be construed or to serve as a standard of clinical care.
Standards of care are determined on the basis of all clinical data available for an individual case
and are subject to change as scientific knowledge and technology advance and patterns of care
evolve. Adherence to guideline recommendations will not ensure successful outcome in every
case, nor should they be construed as including all proper methods of care or excluding other
acceptable methods of care aimed at the same results. The ultimate judgement must be made by
the appropriate healthcare professional(s) responsible for clinical decisions regarding a particular
clinical procedure or tfreatment plan. This judgement should only be arrived at following discussion
of the options with the patient, covering the diagnostic and treatment choices available. It is
advised, however, that significant departures from the national guideline or any local guidelines
derived from it should be fully documented in the patient’s case notes at the time the relevant
decision is taken.
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Areas included are:

« levels of provision of service, including (but not restricted to) staffing, equipment, support
services and facilities

« areas of special requirement, such as paediatrics and elderly care
« training and education

» research and audit

e organisation and administration

* patient Information

Emergency aspects of paediatric anaesthesia are dealt with in more detail in chapfer 10.
These guidelines do not include obstetrics or major trauma, which are dealt with separately in
chapter 9 and chapter 16.

‘=
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Anaesthesia team and theatre staff

1.1

Hospitals admitting emergency surgical patients should provide, at all times, a dedicated,
fully staffed, operating theatre appropriate to the clinical workload that they accept. There
should be provision to increase resources if necessary to manage fluctuating work load
demands and still provide an acceptable standard of care.13:33.42

At all times, there should be an on site anaesthetist who has the ability and training to
undertake immediate clinical care of all emergency surgical patients. Explicit arrangements
should be in place to provide support from additional anaesthetists appropriate to local
circumstances.

The emergency anaesthesia team should be led by a consultant anaesthetist and include all
medical and other healthcare professionals involved in the delivery of anaesthesia for
emergency surgery.1343Part of this role should include liaison with other departments such as
radiology, medicine and emergency departments (ED).

All patients should have a named and documented supervisory consultant anaesthetist who
has overall responsibility for the care of the patient.444> A suitably trained and experienced
staff grade, associate specialist and specialty (SAS) doctor could be the named anaesthetist
on the anaesthetic record if local governance arrangements have agreed in advance that
the individual doctor can take responsibility for patients in the particular circumstances,
without consultant supervision.

The level of staffing should be sufficient for the consultant leading the emergency
anaesthesia team to be able to provide a continuous emergency anaesthesia service in the
theatre complex without interruption. Other service requirements, e.g. remote sites, trauma
calls and advice should be anticipated and managed through local arrangements.2s
Anaesthetists assigned to provide cover for emergency lists should not also be assigned to
elective work; neither should anaesthetists be assigned to undertake emergency work while
also assigned to supporting professional activities(SPA) .46
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What is the level of evidence?

An individual simply ‘doing his or her best’ is no longer enough. Evidence based pathways and
quality improvement programmes need to be implemented. Within this, individuals can still strive for
excellence, but as part of a whole team.14:28.29.30.31

To enable patients to receive high quality emergency anaesthesia, local and national supporting
services and facilities are required. Of particular importance is timely access to critical care,
radiology and operating theatres.!3.9.32.33

Supporting clinical policies need to be in place, including preoperative assessment, management
of severe sepsis and postoperative care.1.9.14.34

The Royal College of Anaesthetists has been developing the concept of the anaesthetist as the
perioperative physician. Emergency anaesthesia is one of the areas where the skills of the
anaesthetist can be used in this role.3s

Key to the delivery of a high quality emergency anaesthesia service is adequate resourcing and
finance.36.37.38,39

Recomme

grade of evidence @dnd the overall strength of each recommendation are tabulated in
~_Appendix 1.

s:
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3.34 C Strong
3.35 M Mandatory
3.36 C Strong
3.37 C Strong
4.1 C Strong
4.2 C Strong
4.3 C Strong
4.4 C Strong
4.5 C Strong
4.6 C Strong
4.7 C Strong
4.8 C Strong
4.9 C Strong
4.10 C Strong
411 C Strong
4.12 C Weak
5.1 C Strong
5.2 GPP Strong
5.3 C Strong
5.4 C Strong
5.5 M Mandatory
5.6 M Mandatory
5.7 M Mandatory
5.8 C Strong
5.9 M Mandatory
5.10 C Strong
| S.11 C Strong
tf-'"' ’ \51 2 C Strona

41’
~

=
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Anaesthesia team and theatre staff

1.1

=

Hospitals admitting emergency surgical patients should provide, at all times, a dedicated,
fully staffed, operating theatre appropriate to the clinical workload that they accept. There
should be provision to increase resources if necessary to manage fluctuating work load
demands and still provide an acceptable standard of care.13:33.42

At all times, there should be an on site anaesthetist who has the ability and fraining to
undertake immediate clinical care of all emergency surgical patients. Explicit arrangements
should be in place to provide support from additional anaesthetists appropriate to local
circumstances.

The emergency anaesthesia tfeam should be led by a consultant anaesthetist and include all
medical and other healthcare professionals involved in the delivery of anaesthesia for
emergency surgery.'343Part of this role should include liaison with other departments such as
radiology, medicine and emergency departments (ED).

All patients should have a named and documented supervisory consultant anaesthetist who
has overall responsibility for the care of the patient.4445 A suitably frained and experienced
staff grade, associate specialist and specialty (SAS) doctor could be the named anaesthetist
on the anaesthetic record if local governance arrangements have agreed in advance that
the individual doctor can take responsibility for patients in the particular circumstances,
without consultant supervision.

The level of staffing should be sufficient for the consultant leading the emergency
anaesthesia team to be able to provide a continuous emergency anaesthesia service in the

PomaH

theatre complex without interruption. Other service requirements, e.g. remote sites, frauma
calls and advice should be anticipated and managed through local arrangements.25
Anaesthetists assigned to provide cover for emergency lists should not also be assigned to
elective work; neither should anaesthetists be assigned to undertake emergency work while

also c:lgsigned to supporting professional activities(SPA).46
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9 Patient Informati

The basic principles of information and consent that apply to elective patients also apply to
emergency patients. Both have been the subject of recent legal rulings emphasising patient
autonomy, the concept of the reasonable patient, material risk and rejecting medical
paternalism.215s For emergency patients, there are additional considerations that may make this
process more complex and difficult to deliver. These include patient factors (fear, pain, analgesic
drugs, pre-existing comorbidities and frailty), disease (uncertainty of diagnosis and prognosis) and
situational factors (speed of decision making, multiple medical inputs, and uncertainty of critical
care requirements). These additional issues should be understood, and taken into account when
an emergency patient is given information or consent is sought. This is particularly true in vulnerable
patients i.e. patients with learning disabilities, dementia and communication difficulties.

Evidence of the efficacy and feasibility of delivery of these principles for emergency anaesthesia is
limited.

9.1 Organisations should provide up to date, reliable information resources for patients and their
relatives e.g. based on literature available from the Royal College of Anaesthetists and
Association of Anaesthetists.2!é It should include information about the process they will
experience, and what their postoperative care will mean for them.217.218

9.2  As part of a quality improvement programme, hospitals should develop a local
understanding of the adequacy of their consent process and information supplied to patients
undergoing emergency surgery, by proactively seeking patient feedback and allocating
appropriate resources to this process.204

9.3 Organisations should have clear guidance, policies and training for all staff taking consent,
which is in accordance with GMC guidance. Anaesthetists must work in partnership with
patients and other healthcare professionals, to ensure good care guided by the principles
listed next.21?

\ » Healthcare professionals should assume patients have capacity to make decisions until

7 PomaRREsieri AnshRraXeIyRiBRRYIs: SIRIFIARAshed sypport patient autonomy in reaching



Recommendations for local audit

« Scheduled reports e.g. National Confidential Enquiry into Patient Outcome and Death
(NCEPQOD), National Emergency Laparotomy Audit (NELA)

« Participation in local and national audit of risk-adjusted mortality and morbidity

« Variation in work patterns, resource allocation, efficiency, systems of care
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N I c National Institute for
Health and Care Excellence

Dr Francoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International




NICE: whatis it ?

The National Institute for Health & Care
Excellence (NICE) is the independent
organisation responsible for providing national

guidance and advice to improve health and
social care

Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International

|
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& NICE International
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NICE as an organisation

Non -

Governmental Independent

Board (& Chair) Funded by
Appointed by | Department of
Secretary of Health
State

Dr Frangoise Cluzeau, Associate Director, NICE International

E/ *\. Dr Ryan Li, Adviser, NICE International
|&l '| ;
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Roles of NICE

Help resolve uncertainty
To reduce variation in the about which medicines and
availability and quality of treatments work best and
treatments and care which represent best value
for money for the NHS

Set national standards on
how people with certain
conditions should be
treated

Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International
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Why NICE clinical guidelines and quality

standards?

e Variation in care and health outcomes across the
country — “postcode lottery”

» “Different organisations set different standards, using different methods
[and] evidence... not clear which standards must be followed and which are
optional” Sir Liam Donaldson, previous Chief Medical Officer

* NICE given responsibility to develop guidance:

* To promote cost-effective use of NHS resources
» Based on best available evidence and participatory process

l-'l
&
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What are NICE Clinical Guidelines?

National Institute for
Health and Clinical Excellence

* Broad guidance covering management
of a particular condition

» Considers clinical and cost-
effectiveness, and patient/carer
perspective

Hsue dane: Augest 2011

* Incorporates other relevant NICE
guidance (e.g. Technology Appraisals for
specific drugs)

Hypertension

Clinical management of primary
hypertension in adults

replaces NICE Chical guideline 34

» Recommendations are advisory, not
mandatory... but can be used to develop

quality standards

NICE climicaa gudrllno 127
Developed by e Newoastie Gudeine Devwelopment and Research | and

atd‘odbyl‘ » Natonal ( ln..j radelre Certre P:r‘ov‘y'ho\‘u"‘
Collaboratng Contre for Owone Conditors) and e Britsh Hypenenson S

Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International

|-I
&
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NICE quality standards define best

practice, not minimum standards

7

&

NICE quality standards

CQC- Registration
requirements

Proportion of
services

Standard of

services Unsafe Sub- Adequate Good Excellent

standard

Quality standards complement regulatory or other minimum requirements

Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International

§
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NICE quality standards define best

practice, not minimum standards
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services

Standard of

services Unsafe Sub- Adequate Good Excellent

standard

Quality standards complement regulatory or other minimum requirements

Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International
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* AAGBI requirements

Versus

* Best practice for general anaesthesia
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Medicolegal implications

Medicolegal implications of GPAS guidelines

GPAS guidelines are not intended to be construed or to serve as a standard of clinical care.
Standards of care are determined on the basis of all clinical data available for an individual case
and are subject to change as scientific knowledge and technology advance and patterns of care
evolve. Adherence to guideline recommendations will not ensure successful outcome in every
case, nor should they be construed as including all proper methods of care or excluding other
acceptable methods of care aimed at the same results. The ultimate judgement must be made by
the appropriate healthcare professional(s) responsible for clinical decisions regarding a particular
clinical procedure or tfreatment plan. This judgement should only be arrived at following discussion
of the options with the patient, covering the diagnostic and treatment choices available. It is
advised, however, that significant departures from the national guideline or any local guidelines
derived from it should be fully documented in the patient’s case notes at the time the relevant
decision is taken.
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Example: Quality standard for stroke developed from
NICE guideline

NICE clinical guideline recommendation (2008)

Brain imaging should be performed immediately*
for people with acute stroke if any of the
[indications] apply.

*Immediately’ is defined as ‘ideally the next slot and definitely
within 1 hour, whichever is sooner’

Quality standard (NICE 2010)

Patients with acute stroke receive brain imaging
within 1 hour of admission if they meet any of the
indications for immediate imaging.

Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International
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Key role is to make judgements based on the

evidence

uncertainty &

Irreversibility of

effectiveness ..
1 decision

Legal and

policy d ~
constraints -
Other social
values: ethics,

equity, rights

Cost-

Practicalities of
implementation

Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International
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Key role of the GDG is to make judgements

based on the evidence

uncertainty &

Irreversibility of

effectiveness ..
1 decision

Legal and

policy d ~
constraints -
Other social
values: ethics,

equity, rights

Cost-

Practicalities of
implementation

Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International
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Cost Impact Statement

gestational diabetes who are on a multiple daily insulin
injection regimen to test their fasting, pre-meal, 1-hour
post-meal and bedtime blood glucose levels daily
during pregnancy. (recommendation 1.3.2)

Expert clinical opinion: recommendation could potentially
double the number of testing strips being used by pregnant
women with type 2 or gestational diabetes

box of 50 testing strips costs £2.29 (NHS electronic Drug
Tariff). Expert clinical opinion suggests approximately 80%
to 90% (1,400) of women with type 2 diabetes and 20%
(5,600) of women with gestational diabetes are on a
multiple daily insulin injection regimen

T;ble 1 Maximum cost impact of recommendation 1.3.2

Diabetes Pregnancies | Current Future Increased | Cost

type boxes of boxes of boxes of impact (£)
strips used strips used | strips

Type 2 1,400 11,800 23,500 11,800 26,900

diabetes

Gestational | 5,600 47,000 94,100 47,000 107,700

diabetes

Total (£) 134,600

N l C E ”gtc?mr!gsém?é%enence

Costing statement: Diabetes in

pregnancy
Implementing the NICE guideline on
Diabetes in pregnancy (NG3)

Published: February 2015

Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International
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Local Practice improvement

case studies shared learning

NICE Shared Learning Awards 2014

Reducing antibiotic
prescribing for coughs
and colds in primary care

Churchil Madical Certr in Summey implomented a pracice
vide programme amed at pabents and cincians, 1o reduce

nellacive antbobc prescrpbons or uppsr respratory act
infectone. The programme ivolved devising simple and
consstent messeges for st and patents sbout the best

ways 10 raal thess satf-imbing condibons al home.

Giving patients the

Supporting GPs to

confidence to manage  stop or delay antibiotic
coughs and colds prescribing
themselves T““m-’-.“‘-
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www.hice.org.uk

» Antibiotic prescribing for coughs
reduced from 54.5% to 37.7% over 3
months

* Antibiotic prescribing for URTI reduced
from 32.6% to 19.7% over 3 months

* In January alone, 67 patients avoided
unnecessary prescription of antibiotics
(over 700 fewer prescriptions in 1 year)

Lessons

» Buy-in of staff from across the practice

 reinforcing the message to clinicians

 Involving reception staff from the early
stages as first contact with patients on
the phone.

Dr Frangoise Cluzeau, Associate Director, NICE International
Dr Ryan Li, Adviser, NICE International
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Best Care at Lower Cost
The Path to Continuously Learning Health Care in America (2013)

Consensus Study Report

BEST CARE AT LOWER COST

h to Continuously Learning Purchase Options

B in America MyNAP members save 10% online. Login or Register

© Buy Hardcover: $90.00

B Buy Ebook: $69.99

INSTITUTE OF MEDICINE

OF THE NATIONAL ACADEMIES

Ebook Format: Kindle/MobiPocket

What is an Ebook?

.
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Literature assessment:

Table: Assessing different forms of literature that can be used by

health systems.

Efficient Reconcile Strength of Applicability  Timely Reflects
Form of Conflicting Evidence Determined Contemporary
Actionable Evidence Determined Practice
Information
Guidelines +H++ +H++ +H+4+ +H++ + ++
Systematic s +H++ e e 0 ++
Reviews
Clinical Trials + 4 0 + +++ 4
Observational i+ 4 + + 44 +++
Studies

Legend: ++++ = To a Great Extent, +++ = To a Modest Extent, ++ = To Some Extent, + = Little to No Extent
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Transforaminal
Epidural Steroid
Injections
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What is a reasonable maximum number of therapeutic transforaminal epidural steroid
injections that a patient should receive within a six month period to treat lumbar radicular

pain?

In the absence of sufficient evidence regarding a reasonable maximum number of lumbar
transforaminal epidural steroid injections (LTFESI), it is the opinion of the work group that: (1) no more
thanWs be used to attempt to achieve a b nficial response in the first instance, and (2)
thereafter, it seems reasonable t a six month period to reinstate and
maintain benefit once it has been-actiie : order to justify repeat treatment, benefit should be

evident in the form of reduced pain and/or improved function, along with reduced need for other health
care.

Work Group Consensus Statement

The available evidence indicates that favorable outcomes for LTFESIs reported in the literature were achieved
most often using one or two injections. Rarely did investigators require three or more injections to achieve
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Summary

» Guidelines / protocols need to be context-sensitive

» Guidelines / protocols need to be environment-
sensitive

* Bias is unavoidable?
* Are all the guidelines compatible with your system?
* Implementation may require adaptation.

https://youtu.be/3iEAMaHIFgQ
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