SEEKING A SYSTEM CAPABLE OF DELIVERING AN IDEAL INTERFACE BETWEEN THE PUBLIC REQUIRING URGENT HEALTH CARE AND THE HEALTH SYSTEM
A Process and Sorting Tool to Assist People to Access the Most Appropriate Urgent Health Care

A Discussion document from the Expert Advisory Group established by DHBNZ to consider the development of a Sector Disposition Tool

Feedback Date:  30 June 2007

CONTEXT

In November 2006, The Ministry of Health contracted District Health Board New Zealand (DHBNZ) to deliver a Sector Disposition Tool, defined as “A tool that will assist after hours professionals to determine which service (either primary care or the Emergency Department) patients should most appropriately attend for treatment for medical (and potentially accident) conditions”.

The Tool that is produced is required to be:

1. appropriate for use in Emergency Department (ED) and primary health care settings, distinguishing different levels within primary health care;

2. applicable to medical and accident conditions;

3. safe for consumers;

4. based on the best available clinical evidence and expert opinion;

5. based on a consensus of ED and primary health care perspectives; and,

6. a practical easy to use tool for the trained health professionals who use it.

A key performance measure required by the Ministry of Health is that “the sector disposition tool receives support from key professional groups and stakeholders”.  Therefore the development of the tool must ensure that stakeholders are engaged in a process that increases understanding of the issues and the solutions, and thereby acceptance of the final result.

When an approach is agreed upon, then it will be trialled in some DHBs to be tested and refined before being further implemented.

EXPERT SECTOR GROUP

A group of sector experts in urgent health care issues has been meeting to develop a proposed approach that can then be consulted on. The Expert Advisory Group agreed that:

The IDEAL for the primary interface between the public requiring urgent health care and the health system could be stated as:

People access the health care they need, with primary care and emergency departments working collaboratively to ensure urgent care is available as needed

The Expert Advisory Group agreed that this needs to be achieved through the appropriate use of primary care (PC) and emergency departments (ED), adhering to the following five principles:
1. PC is the main health service that will meet the long term on-going health needs of patients. ED is for short term emergency care only, not for ongoing care.
2. All urgent care should be done within the framework that the patient will as much as possible receive their ongoing care from PC.

3. People will not be denied access to services which ever of PC or ED they attend, but will be educated to assist them to access the most appropriate service in the future.

4. After Hours PC and ED are compatible and overlapping but different services. To maximise efficiency of health use, it is necessary to ensure people access the most appropriate service.

5. The above principles are to be achieved through improving access to appropriate services, rather than through denying access to particular services.

The Expert Advisory Group agreed that to achieve the appropriate use of PC and ED when dealing with urgent care issues, the concepts that need to be followed are:

1. After Hours PC and ED must have an  integrated approach
2. Appropriate information on patients should be able to be shared between PC providers and ED, including laboratories and radiology
3. A short term observation process should be available for both PC and ED
4. There needs to be a public information and education process to educate people about the appropriate service to attend ( enabling a self-referral process)

5. There needs to access to a multidisciplinary workforce, supported by enabling legislation

They agreed that the capabilities that need to be in place to ensure that the above concepts are able to be followed are:

1. INTEGRATED APPROACH
It was accepted that there were three major types of regional difference that would impact on service structure:

a. Rural, where one person might be both the primary care and the emergency medicine provider

b. Provincial, where there might be one person in a PC role and one person next door in an ED role

c. Urban, where there might be PC, ED and tertiary care services 

The capabilities required for an integrated approach are:

i. The capacity to treat when the right skills and resources are available, and the capacity to redirect to the appropriate service when resources other than those immediately at hand are needed. This will vary in different regions. It is not the same as clinical triaging for urgency; it is finding the appropriate skill base and resource for whoever is seeking care.

ii. Accessibility to the public

2. INFORMATION SHARING

The principle is that the patient is central, so that all providers are able to understand what is happening to the patient because information is shared.

The capabilities required to ensure information sharing are:

i. A mechanism for sharing, through either:
· a common repository, or
· something the client carries, or
· a shared network.
ii. Access to laboratory and radiology information in PC and ED

iii. Access to past primary/secondary/private hospital/telephone triage records

iv. Real time sharing of information

3. SHORT-TERM OBSERVATION AND MONITORING PROCESS

The capabilities required are:

i. The ability to observe and monitor someone for up to 24 hours as required, through either a clinician visiting or facility model.

4. PUBLIC INFORMATION and EDUCATION

The capabilities required are:

i. Information suitable to the local population is produced, received, and understood
ii. Facilities are designed and signed so that people are led to the right place for the level of care they require
iii. A telephone disposition service provides appropriate information, possibly on-line.

iv. The delivery of information is ongoing

5. MULTIDISCIPLINARY TEAM

The capabilities required are:

i. A critical mass of multidisciplinary health professionals is available, with access to training
ii. Legislation is altered to remove any barriers that may prevent  an appropriately skilled person from being allowed to do the job

iii. Provision of appropriately skilled health professionals needs to be available 24 hours a day, seven days a week
PROPOSED GUIDANCE FOR THE INTERFACE BETWEEN PATIENTS REQUIRING URGENT HEALTH CARE AND THE HEALTH SYSTEM
After consideration of how to ensure the above capabilities are most sensibly developed, and a safe, effective and efficient process for dealing with urgent health issues is developed, the Expert Advisory Group proposes the following approach to the PC / ED interface for patients seeking urgent health care. This approach provides that all patients will receive necessary urgent treatment that is appropriate for the setting they are seeking it from, with each setting having in place a “Sorting Tool” to assist health professionals to make decisions about the best place to refer the patient for further treatment. This means there will be:

· a sorting tool prior to the patient appearing at a physical site for treatment, i.e. a telephone disposition tool: 
· a sorting tool to assist ED staff to know when emergency care is complete and the patient needs to be referred to PC.  
A draft “ED Sorting Tool” accompanies this consultation document. Current “triage” tools within Telephone Advice Lines, such as Healthline, would need to be adapted to assist them to provide advice about not just urgency but whether PC or ED was the most appropriate place to treatment.
Guidance Point Number 1:

Each DHB will have access to a telephone disposition system for advising the public about the most appropriate disposition for their health needs. This system should be validated for this purpose, accessible and widely promoted. The public should be strongly encouraged to use it before accessing after-hours, acute or urgent health care, and it should be the expectation that it is used prior to self referral to an Emergency Department. 

· When primary care or emergency department care are both acceptable alternatives for a patient’s needs, the telephone disposition system will as a first option give advice to go to primary care (taking into account the availability of after hours services, for example, overnight arrangements and the capacity of the local primary care facilities, including x-ray, plastering and wound care. Local capacity of primary care and overnight arrangements would need to be kept up to date on the service database).

· If the telephone disposition service refers a patient to the emergency department, it will also send an immediate referral to the ED.

Guidance Point Number 2:

Patients who attend the ED without a referral from the telephone disposition service, a General Practitioner, other appropriate health care practitioner, or the ambulance service, will not be turned away. However, they will be advised of appropriate referral processes in the future. In addition, if the emergency health professional (after using her or his professional judgement, and taking into account the patient’s capacity to access primary care) believes the patient may be better served by attending primary care, she or he may inform the patient of this and of the primary care options available, and refer the patient to PC. However, care in the emergency department will not be denied on this basis.

Guidance Point Number 3:
If a patient is cared for in an emergency department with a health need which staff perceive would be better addressed in primary care (this perception may be formed at anytime, including after a full clinical assessment) then the emergency department care should be only that sufficient to make the patient safe and comfortable until they can be returned to primary care. Usually this would mean advice to attend primary care as soon as possible. 

To assist with making this decision, emergency department staff will use the process outlines in the draft Sorting Tool (below).
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DRAFT
Sorting Tool for ED staff to use when considering
referral of patient to Primary Care
After assessment of the patient to ensure that their presentation doesn’t represent serious disease, injury, or risk of harm, and that the provision of initial treatment as appropriate, e.g. analgesia, then the health professional is asked to consider the following questions;
a. Is the presentation still one for which ED / hospital care is probably the best option for the patient (taking into account local PC capability and resources), or would the patient be better served in PC (taking into account ED workload)?
b. If PC is the better option for the patient:
i. Is appropriate PC available in a suitable timeframe?

ii. Will the patient access PC in an appropriate timeframe – including consideration of the patient’s ability to pay, transport availability and inclination?
iii. Can some of the barriers to access PC be removed, such as the provision of transport or advice?

The Expert Advisory Group also recommends that quality indicators be developed for a Telephone Disposition System that has the role of providing assessment and information to people so they attend the correct place for treatment. This is particularly so for situations where deciding if ED or Primary Care is the best referral is not straightforward.
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WHAT DO YOU THINK?

It is important that the proposed approach has considered all possible issues, and come up with what people believe to be the best possible solution to those issues. Once an approach has been agreed, then it will be trialled in some DHBs and further refined based on that experience. It would be good to get it as right as possible before trialling. The Expert Advisory Group has drafted this proposed approach considering the evidence and their experience. 
A copy of this consultation document and a copy of the Literature Review that informed the Expert Advisory Group will be posted on the DHBNZ website. 

What is needed now, before trialling, is to further refine the approach by considering your experience and any further evidence you may have available.  Please note that the main focus of this consultation is the development of a process and “sorting tools” that will be effective for primary care and for emergency departments when dealing with patients who present with urgent health care issues.  The Expert Advisory Group has taken the approach of seeking an ideal system from a client and clinician perspective. The consultation document is asking people whether or not they agree with the approach the Expert Advisory Group recommends.
Please provide us with your views on each of the following:
1. After Hours PC and ED must have an integrated approach.  The capabilities required for an integrated approach are:

i. The capacity to treat when the right skills and resources are available, and the capacity to redirect to the right service when the complexity is greater than the available resources can cope with. This will vary in different regions. It is not the same as clinical triaging for urgency; it is finding the appropriate skill base and resource for whoever has presented.

ii. Accessibility to the public.
What are your views on this?

Given your view on the capabilities required, who has to do what to make sure those capabilities are available and activated?

How will you know that an integrated approach has been successfully achieved?
2. Appropriate information on patients should be able to be shared between PC providers and ED, including laboratories and radiology. The capabilities required to ensure information sharing are:

i. A mechanism for sharing, through either:

· a common repository, or

· something the client carries, or

· a shared network.

ii. Access to laboratory and radiology information in PC and ED

iii. Access to past primary/secondary/private hospital/telephone triage records

iv. Real time sharing of information.
What are your views on this?

Given your views on the capabilities required, who has to do what to make sure those capabilities are available and activated?

How you will know that information sharing has been successfully achieved?

3. A short term observation process should be available for both PC and ED. The capabilities required are:

i. The ability to observe someone for up to 24 hours as required, through either a clinician visiting or facility model.

What are your views on this?

Given your views on the capabilities required, who has to do what to make sure those capabilities are available and activated?

How will you know that a short term observation process has successfully achieved?

4. There needs to be a public information and education process to educate people about the appropriate service to attend (enabling a self-referral process). The capabilities required are:

i. Information suitable to the local population is produced,  received and understood
ii. Facilities are designed and signed so that people are led to the right place for the level of care they require
iii. A telephone disposition service provides appropriate information, possibly on-line.

iv. The delivery of information is ongoing.
What are your views on this?

Given your views on the capabilities required, who has to do what to make sure those capabilities are available and activated?

How will you know that a public information and education process has been successfully implemented?

5. There needs to be a multidisciplinary workforce, supported by legislation. The capabilities required are:

i. A critical mass of multidisciplinary health professionals is available, with access to training

ii.   Legislation is altered to remove any barriers that may prevent  an appropriately skilled person from being allowed to do the job

iii. Provision of appropriately skilled health professionals needs to be available 24 hours a day, seven days a week

What are your views on this?

Given your views on the capabilities required, who has to do what to make sure those capabilities are available and activated?

How will you know that a multidisciplinary workforce has been successfully achieved?

WHAT DO YOU THINK OF THE PROPOSED GUIDANCE?
1. Each DHB will have access to a telephone disposition system for advising the public about the most appropriate disposition for their health needs. This system should be validated for this purpose, accessible and widely promoted. The public should be strongly encouraged to use it before accessing after-hours, acute or urgent health care, and it should be the expectation that it is used prior to self referral to an Emergency Department. 

· When primary care or emergency department care are both acceptable alternatives for a patient’s needs, the telephone disposition system will have as a default position advice to go to primary care (this advice will take into account the capacity of the local primary care facilities, including x-ray, plastering and wound care. Local capacity of primary care would need to be kept up to date on the service database).

· If the telephone disposition service refers a patient to the emergency department, it will also send a referral to the ED.
Do you agree / disagree? 
What improvements would you suggest? 
What alternative approaches would you suggest? (please give the rationale or evidence behind your approach).
2. Patients who attend the ED without a referral from the telephone disposition service, a General Practitioner, other appropriate health care practitioner, or the ambulance service, will not be turned away. However, they will be advised of appropriate referral processes in the future. In addition, if after being triaged, a trained health professional ( using her or his professional judgement, and taking into account the patient’s capacity to access primary care), believes the patient may be better served by attending primary care, she or he may inform the patient of this and of the primary care options available. However, care in the emergency department will not be denied on this basis.

Do you agree / disagree? 
What improvements would you suggest? 
What alternative approaches would you suggest? (Please give the rationale or evidence behind your approach).

3. If a patient is cared for in an emergency department with a health need which staff perceive would be better addressed in primary care (this perception may be formed at anytime, including after a full clinical assessment) then the emergency department care should be only that sufficient to make the patient safe and comfortable until they can be returned to primary care. Usually this would mean advice to attend primary care as soon as possible
To assist with making this decision, emergency department staff will use the following process


DRAFT

Sorting Tool for ED staff to use when considering
referral of patient to Primary Care

After assessment of the patient to ensure that their presentation doesn’t represent serious disease, injury, or risk of harm, and that the provision of initial treatment as appropriate, e.g. analgesia, then the health professional is asked to consider the following questions;
c. Is the presentation still one for which ED / hospital care is probably the best option for the patient (taking into account local PC capability and resources), or would the patient be better served in PC (taking into account ED workload)?
d. If PC is the better option for the patient:

i. Is appropriate PC available in a suitable timeframe?

ii. Will the patient access PC in an appropriate timeframe – including consideration of the patient’s ability to pay, transport availability and inclination?

iii. Can some of the barriers to access PC be removed, such as the provision of transport or advice?

Do you agree / disagree? 
What improvements would you suggest? 
Do you agree with the Sorting Tool? 
What alternative approaches would you suggest? (Please 
give the rationale or evidence behind your approach).
OVERALL VIEW
In the questions above, you have given your feedback on each part of the proposed process. Please now give us your response to the whole:
Do you think this approach will be useful for a front-line health professional to follow? What needs to be changed?
Do you think the sorting tool will be useful for a frontline health professional to use? What needs to be changed?
Do you think the approach suggested will be useful for Maori? What changes would you suggest?
Do you think the approach suggested will be useful for Pacific peoples? What changes would you suggest?

Do you think the approach suggested will be useful for rural areas? What changes would you suggest?
Do you agree with the Algorithm as a pathway through the health system for a person who requires urgent care? What changes would you suggest?
Given improvements as you suggest, are you favourable towards this approach or would you still have serious misgivings?

How To Respond

Please send responses by email to jacobs.sp@gmail.com or by hard copy to Janice Donaldson, DHBNZ, PO Box 5535 , Wellington, by 30 JUNE 2007. Please, if you can, follow the sequence of questions in this document as you respond, to aid in the analysis of responses and the building of an approach that does reflect what people think and feel is the best way of dealing with the interface of the patient needing urgent care with primary care and emergency department care .
If you have any questions you would like to ask prior to responding, or you would like the chance to correspond with someone to sort through your ideas, or to understand more clearly why the Expert Advisory Group is advising this approach, please contact any one of the below members of the group:

Professor Michael Ardagh

michael.ardagh@cdhb.govt.nz 

Australasian College of Emergency Medicine

Dr David Bratt

david.bratt@ccdhb.org.nz 

Royal NZ College of General Practice

Linda Dubbeldam

linda.dubbeldam@compasshealth.org.nz 
IPAC

Dr Peter Freeman

peter.freeman@ccdhb.org.nz 
Australasian College of Emergency Medicine 
Dr Rosland Gellatly                        rsjg@xtra.co.nz
Royal NZ College of General Practice

(Attended 2nd meeting and on Expert Advisory Group email discussion list)

Michael Geraghty


MGeraghty@adhb.govt.nz
Emergency Medicine Nurse Practitioner

(Unable to attend meetings, but on Expert Advisory Group email discussion list)

Dr Kingsley Logan

kingsley.logan@lakesdhb.govt.nz 
Emergency Department, Lakes DHB

Dr Patrick McHugh

patrickm@tdh.org.nz 
Emergency Department, Tairawhiti DHB

Justin Moore

justin.moore@cdhb.govt.nz 
NZ College of Emergency Nurses

Kirsty Murrell-McMillan

chriskirsty@xtra.co.nz 
Rural specialist nurse, member of the Rural General Practice Network

Dr Ian St George

        istge@rnzcgp.org.nz 
Director, Healthline

Donaleen Shiell

        donaleen.shiell@acc.co.nz 
Programme Manager
Rehabilitation Services (Primary Care Programmes)
Rehabilitation Service Development Unit
 ACC

Alistair Sullivan                                        alistair.sullivan@whitecross.co.nz 
General Manager, Clinical, Whitecross   
(Attended 1st  meeting and on Expert Advisory Group email discussion list) 
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Once person ‘s urgent care needs are met, given information about  primary care  as best place for non-urgent and  ongoing support
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Primary care able to deal with urgent need?
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Does the person have urgent health needs requiring treatment? 
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Emergency Department (ED)


ED triages for urgency


Patient receives health assessment 
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Refers to ED if required 





Person perceives need for urgent health care
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