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This procedure outlines the process for referring and admitting patients from the Emergency Department (ED) to inpatient speciality units at the Canberra Hospital. This process ensures that patients are admitted in a timely manner and are cared for by the most appropriate clinical team, in the most appropriate hospital ward. 

The aim is to ensure that patients do not experience unnecessary waiting times due to delays in accessing an appropriate inpatient unit.
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Inpatient Unit Admission Criteria included in the attachments of this document are a guide to determine the most appropriate admitting unit for patients requiring hospital admission. It is not meant to be a complete list of all possible admission criteria and is not intended to describe the actual criteria for admission vs discharge for each condition.  This will be up to clinician discretion and discussion.

Noting that many adult medical admissions will initially be admitted to Acute Medical Unit (AMU), the attachments will assist in identifying appropriate patients for transfer of care to sub-specialty teams from the AMU.

	[bookmark: _Toc389473277][bookmark: _Toc178671235]Scope



This procedure applies to all Canberra Hospital staff involved in the admission of patients from the Canberra Hospital Emergency Department (ED) to inpatient wards, including:
Medical officers
Nursing and midwifery 
Patient flow
Allied Health Professionals
Support staff
Administrative staff.

Note: Unless otherwise specified, children are all patients less than 16 years of age.

This procedure does not apply to patients that are planned admissions, that come through ED due to lack of immediate ward bed availability.  Admission processes for these patients remain the sole responsibility of the treating team – unless there is a clinical deterioration.

The authority for this clinical procedure comes from the Chief Operating Officer (COO), Canberra Health Services (CHS). 
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Note: ED Senior refers to ED Consultant or Registrar

1. ED assessment occurs and determines that an inpatient admission is required.
a. ED team will have made a provisional/working diagnosis and initiate a treatment plan.
b. ED team will determine most appropriate inpatient unit. 

Note: For further information regarding inpatient unit admission criteria, please refer to the attachments at the end of the of the document.

c. ED senior (Registrar or Consultant) will sign off on the above determination.  This will be noted in the ‘Admit to Inpatient Ward’ order request in the Digital Health Record (DHR).
2. Notification to the relevant inpatient team of a patient requiring admission.
a) The ED Senior Resident Medical Officer (SRMO)/CMO/Registrar/Consultant will contact the member of the relevant inpatient team with delegated authority to admit patients on the Unit’s behalf. The delegate for each unit will be able to be contacted through switchboard and will be noted on rosters. 
b) Communication will be direct (i.e. leaving messages is not sufficient).
3. Inpatient Bed Request 
a. This occurs once the inpatient team has been notified of an admission. The bed request is made by the ED Medical officer as an ‘Admit to Inpatient Ward’ order request in the DHR.
b. ED staff will ensure that the patient is ready for ward transfer within 60 minutes of a Bed Request. This includes:
i. Documentation of management plan, Goals of Care (as appropriate – i.e. likely to be relevant within first 24hrs of admission), outstanding investigations for review and completion of relevant admission interim orders.
ii. Prescribing intravenous fluids, analgesia and other medications as per management plan.
iii. Ensuring that orders and plans for the next 12 hours are documented.

Note: When a bed is available, the patient will be transferred to the ward once either the inpatient team has accepted, reviewed the patient, or 60 minutes has elapsed (whichever occurs first). 
4. Inpatient teams (or their delegate) have 60 minutes to take one of the following actions:
a. Accept patient to the inpatient ward without need for review in ED. The patient can be sent to the ward with documentation in the patient’s clinical record outlining care for the next 12 hours.
b. Review patient in ED and either:
i. accept under their care and complete any additional admission documentation
ii. arrange an alternative accepting team. If no alternative team will accept care of the patient within the original 60-minute timeframe, then the patient remains under their care.
c. Review patient in ED and determine that discharge is appropriate
i. Convey this to the ED team who will arrange discharge. If the ED Senior (Registrar/Consultant) does not consider the discharge to be appropriate or safe, the ED Senior must discuss this with the inpatient team Consultant and agree on a management plan.
5. The patient is then admitted as per the CHS Admission to Discharge Procedure and transferred in accordance with the Patient Escort and Transfer Procedure. This process is coordinated by the Nurse Navigator and Patient Flow Team, in consultation with the receiving ward.
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1. ED follow process as described in Section 1 regarding identifying most appropriate admitting team.
1. ED determines if patients meet the following criteria for a High Priority Transfer:
1. Goals of care are documented which include ICU level treatment.
1. Patient requires organ support, including any of:
1. Invasive Ventilation
1. Acute Non-Invasive Ventilation (NIV)
1. Vasopressors/Inotropic support
1. Patient does not require OT/Cath lab/Angio suite imminently.
1. Patient has a documented treatment plan.
1. If these criteria are fulfilled – High Priority Transfer:
2. Call to ICU Outreach registrar for in-person review within 60 minutes 
AND ED Team will place a DHR order ‘Inpatient Consult to ICU’ 
2. If nil review within 60 minutes, then ED will escalate to ICU Outreach/On call Consultant/Fellow for discussion regarding acceptance.
2. If nil acceptance despite fulfilling above criteria, then escalation to on call ED and ICU Consultants must occur to discuss and resolve the barriers to admission.
2. Once accepted, patient will be transferred to ICU as soon as a bed becomes available.
2. If a bed is not available in ICU within 60 minutes of acceptance, escalation through the Director of Nursing (DON) of Patient Flow (or delegate) in hours, and the After Hours Hospital Manager (AHHM) after-hours, for assistance and resolution.
1. If criteria are not met:
3. Call to ICU Outreach registrar for in-person review AND ED Team will place a DHR order ‘Inpatient Consult to ICU’
3. If nil review within 60 minutes, then ED will escalate to ICU Outreach/On call Consultant/Fellow for discussion.
3. Decision regarding ward vs HDU/ICU to be made within 90 minutes of initial referral.
3. There should be an absolute maximum of 1 re-review in ED for a patient, prior to the team committing to either ward or HDU/ICU decision.
3. If there is no decision made regarding ward vs HDU/ICU at 2 hours from referral, then escalation to the ED Consultant for further discussion with the ICU Consultant should occur to make a plan for the patient.  
Neonatal Intensive Care Unit (NICU)/Special Care Nursery (SCN)
For newborn delivery or neonatal assessment/admission, contact the Neonatal Registrar. For all critically unwell neonates or for any infants over 28 days of age, contact the Neonatal fellow/consultant.
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[bookmark: _Toc389473285]Inpatient teams will need to have a strategy to meet the benchmark to either review or accept patients, within timeframes as described above. This will need to include consideration as to who has delegated authority to admit over a 24 hour, 7-day week cycle.

If an inpatient team is not able to meet the 60 minute review timeframe AND they have good reason to suggest that the patient would be best cared for by an alternative team, they can request the ED Medical Officer to discuss the case with the alternative team.  
This will be at the discretion of the ED Medical Officer.  
If the alternative team do not accept, then the ED senior clinician will determine which team the admission will occur under.
It should be noted, that if the admitting teams would like to discuss between themselves as to who should care for the patient, then they can talk to each other through Switchboard.
If there are complex issues that need resolution, consultant led conversations between ED and inpatient teams should take place via phone or in person.


ED Senior (Registrar or Consultant) unable to review patient for admission:
1. If an ED Intern Resident Medical Officer (RMO) has assessed a patient as needing admission 
AND 
2. the ED Senior is unable to review the patient to contact the inpatient team, then the ED Intern/RMO will refer to the inpatient team for review in ED, and NOT proceed to bed request.  

Bed request will only occur when either the ED Senior has reviewed and agreed, or inpatient team delegate has reviewed and accepted.

The notification for admission is to be documented, with a date/time entry and a medical officer’s name in the patient’s clinical record.  This must also include the name and title for the ED Consultant/Registrar that has approved the admission.

Patients that are unstable with Modified Early Warning Score (MEWS) or Paediatric Early Warning Score (PEWS) >4 or escalating MEWS/PEWS trends, will not be transferred to the ward until they are stabilised (MEWS or PEWS <4), or an appropriately altered plan documented.
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Outcome
The process of referring and admitting patients from the Emergency Department (ED) to inpatient speciality units is timely and care is provided by the most appropriate clinical team and in the most appropriate hospital ward. 
Patients do not experience unnecessary waiting times due to delays in the process for gaining access to an appropriate inpatient unit.

Measures
The procedure will be evaluated on an annual cycle using the following indicators:
Number of Medical Emergency Team (MET) calls within 6 hours of admission from the Emergency Department
Number of patients transferred to ICU within 24 hours of admission to a ward
Number of reported cases of patients changing inpatient teams within 24 hours of admission
National Emergency Access Target (NEAT) metrics
Appropriate analysis of Quality and Safety bundle by Quality, Safety, Innovation and Improvement to reflect patient safety issues relevant to flow.
Audit of cases referred to the Emergency Admissions Steering committee.
Clinical incident management system referrals relating to perceived inappropriate admissions.
Response times of inpatient units as per this procedure.
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[bookmark: _Hlk153964686]Policies
Commencement of Clinical Care in the Emergency Department

Procedures
CHS Admission to Discharge Procedure (Adults and children) 
Clinical Handover
HITH Referral, Admission and Discharge (Adults and Children) Procedure
Neurological Observation
Patient Escort and Transport within Canberra Hospital campus
Patient Identification and Procedure Matching
Soft Tissue Injuries – Referral Process for Adult Patients who Present to the Emergency Department (ED)
Trauma Team Activation and Roles & Responsibilities Procedure
Vital Signs & Early Warning Scores – The Canberra Hospital Inpatients

Guidelines
Consent for Healthcare Treatment
Paediatric Neurotrauma Guideline
ACT Public Sector Nursing and Midwifery Safe Care Staffing Framework

Legislation
Human Rights Act 2004
Health Act 1993
Medicare Australia Act 2005
Mental Health Act 2015
ACT Public Sector Nursing and Midwifery Enterprise Agreement, 2020-2022
Carers Recognition Act 2021
Health Records (Privacy and Access) Act 1997

Other
Australian Charter of Health Care Rights 
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Emergency Department, ED, admission, inpatient ward, Canberra hospital 
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Admission Criteria 
Any admission to the AMU must meet the following criteria: 
· Adults (> 16 years) who require hospital admission under a medical inpatient team 
Note: The AMU model does not support outlier patients.

Exclusion Criteria
· Admissions for Mental Health, Justice Health and Alcohol & Drug Services (MJHADS), Division of Surgery, and Division of Women’s Youth and Children
· Patients requiring care in a specialty ward:
· Stroke Unit
· Coronary Care Unit
· HDU/ ICU 
· Dementia specific clinical area e.g. patients admitted with Behavioural and Psychological Symptoms of Dementia (BPSD)
· Haemodialysis/Peritoneal Dialysis
· Tracheostomy patients
· Specific treatment requirements that cannot be accommodated (i.e. NIV)
· Patients admitted with:
· [bookmark: _Hlk163045991]Gastrointestinal bleeding (of any type, upper, lower, stable for observation only)
· Diabetic Keto-Acidosis, regardless of cause
· Cancer related presentations related to:
· Recent/impending chemotherapy/immunotherapy/novel therapies
· Complication from haematological or solid organ malignancy
· Patients who:
· Have specific infection control requirements e.g. febrile neutropenic patients requiring positive or negative pressure rooms
· Are haemodynamically unstable (MEWS > 4) - unless appropriate MEWS alteration has been documented and patient is not for HDU/ICU admission
· Have behavioural disturbance that requires a secure environment

Patients with Surgical Diagnosis requiring Medical Admission (e.g. Fractured pubic rami, C-spine fracture that does not need inpatient Neurosurgical treatment, fractured Neck of Femur (NOF) in elderly patient etc):
· Surgical delegate (i.e. Registrar/consultant) will review the patient in ED and document plan of treatment. Name of an on-call consultant will be included
· Surgical delegate will convey this information to the patient/carers
· Patient can then be admitted in the following way:
1. Primary team is the medical team – this will define the most appropriate ward location.  This will be the team taking primary responsibility for care of the patient
2. The primary team will have documentation regarding the surgical team that were involved initially
· If there is a requirement for further input about management or family conversations, then the surgical team will respond in a timely fashion (in the same day) to the medical team.
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[bookmark: _Hlk56752600]Medical Oncology
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Cancer progression/complication
b. Chemo/Immunotherapy complication
· Patients with presentation consistent with following:
a. Metabolic sequelae of cancer (e.g. hypercalcaemia, Syndrome of Inappropriate Anti-Diuretic Hormone (SIADH) secretion, tumour lysis syndrome)
b. Febrile neutropenia
c. Pleural Effusion (PE)/Deep Vein Thrombosis (DVT) in patient with active malignancy
· Notes/exceptions
a. New Malignancy – Patients with clear evidence of metastatic cancer not suitable for localised therapies.
b. If a presentation is due to a suspected (but not confirmed) new diagnosis of cancer, patients should be admitted under AMU for workup.
c. Where a patient has symptomatic cerebral disease that requires localised management to the brain, they should come under radiation oncology or neurosurgery.
d. Cancer complications due to localised problems that require interventional procedures rather than systemic therapy should come under the relevant specialist team- i.e. biliary or ureteric obstruction. 
Radiation Oncology
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Disease progression/complication where current/ongoing radiation oncology management
b. Radiation related complications
· Patients with presentation consistent with following:
a. Malignancy needing early radiation therapy 
· Notes/exceptions
a. nil



Haematology
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Disease progression/complication due to haematological condition
b. Chemo/Immunotherapy complication
· Patients with presentation consistent with following:
a. New acute haematological malignancy
b. Other haematological disorder – i.e. coagulation disorder, DVT, severe anaemia (if due to primary haematological condition), thrombocytopaenia
· Notes/exceptions
a. nil
Immunology
· All of the following patient type, irrespective of pathology:
a. [bookmark: _Hlk178665808]Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Any chronic condition managed by a Clinical Immunologist
· Patients with presentation consistent with following:
a. Allergy, anaphylaxis, angioedema, vasculitis
· Notes/exceptions
a. Nil
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Geriatric Medicine
· All of the following patient type, irrespective of pathology:
Nil, see specific types below
Patients with presentation consistent with the following:
a. Multifactorial syndromes in the elderly patient (>80 years), such as recurrent falls, delirium, polypharmacy
b. Complex medical illness in the elderly patient (>80 years), not due to decline primarily in one organ
c. Significant dementia, with the dementing illness itself making the management of other acute medical illness a problem, regardless of age
d. Elderly patients with limb fractures (>80 years), who have been deemed to be for non-operative management
· Notes/exceptions
a. Note Attachment 2: Admission Criteria for General Medicine and Aged Care Unit
b. The following are not suitable for Geriatrics irrespective of age:
· Patients with Single organ/system dysfunction
· Exacerbation/complication of chronic disease usually managed by a specialty unit
· Acute surgical issues (see point d above and point c below)
· Requiring non-invasive ventilation. 
· Primary psychiatric issues, not complicated by acute medical illness
· Subdural haemorrhage that requires neurosurgical intervention or monitoring
· Re-presentation after recent discharge from other units

· Patients with Surgical Diagnosis requiring Medical Admission (e.g. fractured pubic rami, C-spine fracture that does not need inpatient Neurosurgical treatment, fractured NOF in elderly patient etc:	
· Surgical delegate (i.e. Registrar/Consultant) will review the patient in ED and document plan of treatment. Name of on call consultant will be included
· Surgical delegate will convey this information to the patient/carers
· Patient can then be admitted in the following way:
1. Primary team is the medical team – this will define the most appropriate ward location. This will be the team taking primary responsibility for care of the patient
2. The primary team will have documentation regarding the surgical team that were involved initially
· If there is a requirement for further input about management or family conversations, then the surgical team will respond in a timely fashion to the medical team
Back to Table of Contents


[bookmark: _Toc178671246]Attachment 4: Division of Medicine

Cardiology
All admissions to Coronary Care Unit (CCU) must be notified through the CCU Basic Physician Trainee (BPT).
· All of the following patient type, irrespective of pathology:
a. Cardiac transplant (on waiting list Operating Room post-transplant)
b. Unless clear non-cardiac related condition – i.e. orthopaedic injury.
· Presentation with exacerbation or complication of the following:
a. Severe heart failure for active management
b. Adult congenital heart disease
c. Cardiac Implantable Devices (Permanent Pacemaker (PPM) or implantable cardioverter device (ICD))
· Patients with presentation consistent with following:
a. Acute Coronary Syndrome (ACS) including ST elevation myocardial infarction (STEMI), Non-ST-Elevation Myocardial Infarction (NSTEMI) (CCU for high-risk ACS and above)
b. First presentation cardiac failure
c. Cardiomyopathy, myocarditis, pericardial effusion, Infective endocarditis, acute pericarditis
d. Arrythmia as the main cause of presentation
e. Syncope thought to be of cardiac cause and requiring cardiac monitoring
f. Heart failure where this is the main cause of presentation
g. Dyspnoea where heart failure is thought to be the most likely cause
h. Complications of cardiac procedures
· Notes/exceptions
a. Type B aortic dissection – Vascular admission, with cardiology consultation.  Majority will require HDU admission for blood pressure control and stabilisation.
b. This list provides guidance only and clinical judgement is required for individual patients. 
Dermatology
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Patients with presentation consistent with following:
a. Acute and severe skin disruptions
b. Complication or exacerbation of chronic dermatologic condition
· Notes/exceptions
a. NOTE: dermatologists are not on call but will provide advice when contacted 
b. No admissions after hours without prior consent of admitting Dermatologist
c. If unable to contact a dermatologist after hours for an admission, the default admitting team will be AMU/General Medicine
d. In-hours admissions to be arranged and confirmed through Dermatology Registrar who will allocate an appropriate admitting consultant
e. Patients with complex, unstable medical co-morbidities and/or systemic involvement to be admitted under AMU/General Medicine with Dermatology consultation
Endocrinology
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Adrenal insufficiency / Addison’s disease
b. Thyroid disease 
c. Non-surgical presentation of pituitary disease
· Patients with presentation consistent with following:
a. Diabetic Ketoacidosis (DKA)
b. Severe hypoglycaemia requiring admission (all severe hypoglycaemia to be discussed with Endocrine team)
c. Hyperosmolar hyperglycaemic state (HHS) – where HHS is the primary presentation, not a complication of another pathology such as sepsis in an elderly patient
d. Symptomatic hypercalcaemia and hypocalcaemia, not due to malignancy
e. Phaeochromocytoma
· Notes/exceptions
a. Hypocalcaemia post head/neck surgery should be admitted under surgical team
Gastroenterology and Hepatology
· All of the following patient type, irrespective of pathology:
a. Liver transplant (on waiting list or post-transplant)
· Presentation with exacerbation or complication of the following:
a. Chronic liver disease
b. Inflammatory bowel disease
· Patients with presentation consistent with following:
a. New liver failure
b. Obstructive jaundice
c. Pancreatitis
d. Gastrointestinal (GI) bleeding
e. Oesophageal obstruction
f. Biliary obstruction or stent complication
g. Colitis
h. Severe iron deficiency anaemia

· Notes/exceptions
a. Nil
General Medicine
See ‘Admission Criteria for General Medicine and Aged Care Unit’ - Attachment 7
Sub-specialty medical teams should admit patients with:
a. Single organ/system dysfunction OR
b. Exacerbations/complications of chronic disease usually managed by a specialty unit
· Patients with surgical diagnosis requiring medical admission (e.g. # pubic rami, C-spine # that does not need inpatient neurosurgical treatment, # NOH in elderly patient etc). 	
· Surgical delegate (i.e. Registrar/consultant) will review the patient and document plan of treatment.  Name of on call consultant will be included.
· Surgical delegate will convey this information to the patient/carers.
· Patient can then be admitted in the following way;
· Primary team is the medical team – this will define the most appropriate ward location.  This will be the team taking primary responsibility for care of the patient
· The primary team will have documentation regarding the surgical team that were involved initially. 
· If there is a requirement for further input about management or family conversations, then the surgical team will respond in a timely fashion (i.e. same day) to the medical team.
Hospital in the Home (HITH)
Refer to HITH Referral Admission and Discharge Procedure.

Infectious Disease
· All of the following patient type, irrespective of pathology:
a. HIV-related complications 
i. HIV positive patients presenting with a non-HIV related condition should be admitted under to an appropriate unit with ID consultation if required
· Patients with presentation consistent with following:
a. Severe sepsis with unknown source
b. Septic shock due to skin and soft tissue infection without concerns of necrotising fasciitis (See Appendix 3)
c. Fever in the returned traveller
d. Meningo-encephalitis
e. Confirmed extra-pulmonary TB
f. Confirmed discitis without neurological impairment
· Notes/exceptions
a. Note Attachment 8 ‘Skin & Soft tissue Infection in Adults – Guidance for ED staff and Admitting Registrars’
b. Note Attachment 9 ‘Urinary Tract Infection in Adults – Guidance for ED Staff and Admitting Registrars’
c. Medical patients with genuine Pyrexia of Unknown Origin (PUO) (i.e., > 2 weeks undifferentiated fevers) should be admitted under AMU/General Medicine or Geriatric Medicine with referral to Infectious Diseases as appropriate.
Neurology
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Known neuromuscular disease (e.g. Myasthenia Gravis (MG), polyneuropathy, Motor Neuron Disease (MND))
b. Known central nervous system (CNS) inflammatory disease (e.g. Multiple Sclerosis (MS), Neuromyelitis optica spectrum disorder (NMOSD))
· Patients with presentation consistent with following:
a. Stroke syndromes
b. Acute ascending paralysis or other unexplained weakness
c. Acute CNS inflammatory disease
d. Movement disorders/ataxia
e. Seizures (not syncope and see below)
· Notes/exceptions
a. Seizures due to drugs, alcohol withdrawal or metabolic derangement should be admitted under the alternative specialty (General Medicine or Endocrinology).  
b. Seizures due to structural brain lesions should be cared for by either Cancer Services or Neurosurgery.
c. Syncope requiring inpatient admission should be cared for by Cardiology
d. Meningitis/Encephalitis should be cared for by Infectious Disease.
e. Idiopathic intracranial hypertension suspected or confirmed cases should be discussed with Ophthalmology in the first instance.
Renal
· All of the following patient type, irrespective of pathology:
a. Renal transplant 
i. Unless clear non-renal related condition – i.e. orthopaedic injury.
· Presentation with exacerbation or complication of the following:
a. Chronic renal disease
b. Complication of Arteriovenous Fistula (AV)  (unless requiring vascular intervention)
c. Peritoneal dialysis
· Patients with presentation consistent with following:
a. Acute kidney injury (AKI) likely due to renal cause
b. Acute renal pathology – e.g. nephritis, nephrotic syndrome
c. Malignant hypertension
· Notes/exceptions
a. Patients receiving Renal Replacement Therapy (RRT) requiring hospitalisation for non-renal reasons, will be cared for by the Renal team at their discretion.  This would include infections such as pneumonia, cellulitis etc.  It would exclude things such as NSTEMI, gastrointestinal haemorrhage or surgical conditions (i.e. Diverticulitis).
b. Patients with Chronic Kidney Disease (CKD) (not requiring RRT) and an acute other system illness should be cared for by the team that manages that system illness.
c. AKI with obstructive cause will be cared for by Urology.
Respiratory and Sleep Medicine
· All of the following patient type, irrespective of pathology:
a. Cystic Fibrosis
b. Lung transplant (on waiting list or post-transplant)
· Patients whose primary reason for admission is:
a. Suspected lung cancer
i. Note patients should not routinely be admitted for the investigation of cancer. A referral to the rapid access clinic is often more appropriate. 
b. Acute exacerbation of Chronic Obstructive Pulmonary Disease (COPD), bronchiectasis, asthma or interstitial lung disease
c. Inhalation injury (i.e. smoke, other toxic fume) where there is nil other significant traumatic injury
d. Acute respiratory failure (unless due to drug overdose)
e. Community Acquired Pneumonia
i. Note that for aspiration pneumonia, unless evidence of complications (cavitation/lung abscess), patients should be admitted under the appropriate team to manage the underlying cause of the aspiration (i.e. MND, Huntington’s disease, stroke, etc) 
f. Moderate to large volume haemoptysis
g. Pulmonary embolus requiring admission
h. Symptomatic pleural effusion, except when due to heart/liver/renal failure
i. Note that small-moderate sized effusions could be drained and referred to Rapid Access Clinic
i. Empyema – only if not post-surgical empyema
j. Pneumothorax:
i. Primary spontaneous pneumothorax- first episode where a chest tube insertion is required.  For patients who require observation and supplemental oxygen only, admission to the Acute Medical Unit for 24-48 hours is more appropriate
ii. Secondary spontaneous pneumothorax with underlying pulmonary disease
iii. Cardiothoracics will care for second episode of primary spontaneous pneumothorax and traumatic pneumothorax
k. Dyspnoea in which underlying lung disease is thought to be most likely cause (noting that palliative patients may be best cared for in Palliative Care setting)
l. COVID-19 pneumonitis requiring hospital admission who have known underlying lung disease.  (Immunosuppressed patients with COVID-19 pneumonitis need to be admitted under the team administering immunosuppression therapy and those who have no underlying disease should be admitted under either Infectious Diseases or General Medicine, according to the roster) 
· Notes/exceptions
a. Patients with co-existent needs that would be best cared for by the Geriatric Service – i.e. advanced dementia or elderly patient (>80) with active delirium.
b. Patients who present with complications relating to tracheostomy or post laryngectomy stoma, should be admitted under Ear, Nose and Throat (ENT).
c. To refer to the Respiratory Rapid Access Clinic, please email the consultant/registrar on call and copy to DRSM@act.gov.au
Rheumatology
1. All of the following patient type, irrespective of pathology:
Nil, see specific types below
1. Presentation with exacerbation or complication of the following:
19. Known/existing Rheumatological condition/s
19. Acute presentation of new rheumatological condition (myositis, vasculitis, Connective Tissue Diseases, Inflammatory Arthritis)
19. Patients currently on a biological treatment for a rheumatological condition where presentation is relevant for a rheumatology admission 
1. Patients with presentation consistent with following:
20. Acute arthropathy, arthritis
20. Vasculitis – including Giant Cell Arthritis (GCA) unless usually managed by a Clinical Immunologist
20. Systemic Lupus Erythematosus (SLE) – unless usually managed by a Clinical Immunologist
20. Myopathy
20. Spinal pain not due to malignancy and without an acute neurological compromise
1. Notes/exceptions
21. Recurrent presentations for pain management with yellow flags that require regular and intensive multidisciplinary input; may be best managed within a different unit that has those resources. Having a conversation with the on call rheumatologist may be useful before deciding the best home team for the patient.
21. Refer any and all patients where feasible (with assistance of on call consultant/registrar) for early clinic review; via on call consultant regular clinic, Rapid Access Clinic with Dr Perera (Tuesday morning), On call consultant (Rapid Access Friday afternoon) wherever possible
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Acute Surgical Unit/General Surgery
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Surgical/procedural complication
· Patients with presentation consistent with following:
a. Acute abdominal pain with surgical (non-gynaecological) cause
b. All cholecystitis irrespective of calculus or acalculus
c. Mesenteric ischaemia irrespective of surgical intervention
d. Undifferentiated abdominal pain requiring admission, that does not have a Computed Tomography (CT) diagnosis and is thought to be unsuitable for admission to the Emergency Medicine Unit
e. Abscesses requiring surgical intervention
f. Small bowel obstruction
g. All large bowel obstruction including Volvulus
h. Acute spontaneous haemorrhage into retroperitoneal space or abdominal wall, unrelated to trauma, requiring admission for stabilisation and haemostasis.
· Notes/exceptions
a. Abscesses in special locations (i.e. hand, pinna etc – may require alternative surgical team)
Cardiothoracic Surgery
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Surgical/procedural complication
· Patients with presentation consistent with following Primary Diagnosis:
a. Type A Thoracic Aortic dissection
b. Mediastinitis
c. Second episode of primary spontaneous pneumothorax
d. Foreign body in the airway
e. Traumatic chest injury e.g. rib fractures with haemothorax
· Notes/exceptions
a. Interhospital transfers to Canberra Hospital for Cardiothoracic Surgery evaluation.  These patients will be admitted under Cardiothoracic Surgery and be managed by the surgical team until all the surgical drains are removed.  If the surgical team requires medical input, then the surgical team will place a consult request and the medical team will attend.  Once the surgical drains are removed, the patient will be discharged back to North Canberra Hospital (NCH) if that was their origin.  For patients who are transferred from another NSW hospital outside Canberra and cannot be returned to their previous hospitals, the Respiratory Medicine Team will consider taking over the care of the patient.
Otolaryngology, Head and Neck Surgery (Ear, Nose & Throat - ENT)
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Known ENT condition
b. Surgical/procedural complication
· Patients with presentation consistent with following:
a. Deep space infection of face/neck/ear (excluding dental source of infection)
b. Quinsy, mastoiditis
c. Upper airway obstruction of any cause
d. Foreign body in ear, nose or throat
e. Nasal fractures 
· Notes/exceptions
a. Most tonsillitis can be admitted to Emergency Medicine Unit (EMU))
b. Paediatric patients with an ENT condition or complication should be admitted under ENT.  
Neurosurgery
1. All of the following patient type, irrespective of pathology:
34. Nil, see specific types below
1. Presentation with exacerbation or complication of the following:
35. Neurosurgical/procedural complication
35. Ventriculoperitoneal Shunt (VP) obstruction/infection
35. Meningitis with VP shunt in situ
1. Patients with presentation consistent with following:
36. Intracranial Haemorrhage
0. Subarachnoid Haemorrhage (SAH)
0. Intracerebral haemorrhage secondary to underlying tumour or vascular malformation i.e. Arteriovenous Malformation (AVM)
0. Subdural, extradural haemorrhage where surgery or monitoring is required
0. Cerebellar or intraventricular haemorrhage should be discussed with Neurosurgical team regarding surgical option.  If not for surgical treatment, then admission under Neurology would be appropriate.
36. New cranial lesion in which surgical treatment likely to be offered
36. Acute obstructive hydrocephalus
36. Acute isolated traumatic spinal injury (either pending transfer to Spinal Unit or if to stay at CHS)
36. Isolated traumatic brain injury
36. Cauda Equina syndrome that would be amenable to surgery
1. Notes/exceptions
37. See document ‘Paediatric Neurotrauma Guideline’ *updated version pending
Ophthalmology
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Known ophthalmology condition
b. Post-operative complication
· Patients with presentation consistent with following:
a. Open globe injury/penetrating eye injury in the absence of multi-trauma
b. Other acute ophthalmic conditions that require immediate admission and public inpatient care
· Notes/exceptions
a. Ophthalmology will review majority of eye patients either in ED or the eye clinic and advise on inpatient vs outpatient management.
b. Sudden vision loss or post-operative pain/loss of vision should always be discussed with the ophthalmology service.
c. Patients with unstable acute co-morbidities in addition to their ophthalmic pathology (e.g. multi-trauma, diabetic ketoacidosis, delirium) should not be admitted under ophthalmology as the primary care team.
d. Paediatric patients requiring admission for ophthalmic issues should be admitted under Paediatrics with Ophthalmology consulting care.
Oral-Maxillofacial Surgery
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Surgical/procedural complication
· Patients with presentation consistent with following:
a. Facial infection from dental source
b. Isolated trauma to maxillofacial area requiring surgery or admission for symptom control
c. Complex facial injuries that include facial fractures
· Notes/exceptions
a. nil
Orthopaedic Surgery
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Surgical/procedural complication
· Patients with presentation consistent with following:
a. Open fractures
b. Closed fractures requiring Open Reduction Internal Fixation (ORIF)
c. Closed fractures requiring admission for symptom control 
d. Compartment syndrome
e. Osteomyelitis
f. Septic arthritis
· Notes/exceptions
a. Note procedure document ‘Soft Tissue Injuries – referral process for adult patients who present to the ED.’ 
b. There is no age restriction.
c. Orthopaedics are responsible for bony/ligamentous injuries of the upper limb to proximal row of carpal bones. Plastics are responsible for bony/ligamentous injuries from the distal row of carpal bones to distal phalanx.
d. Note the Fracture Triage process for outpatient management of Orthopaedic patients.
Plastic and Reconstructive Surgery
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Surgical/procedural complication
· Patients with presentation consistent with following:
a. Open fracture hand and distal row carpal bones
b. Closed fracture hand and distal row carpal bones requiring semi-urgent ORIF
c. Bites to hand
d. Soft tissue infection to hand
e. Open major upper or lower limb injures including vascular and nerve injury
· Notes/exceptions
a. Note procedure document ‘Soft Tissue Injuries – referral process for adult patients who present to the Emergency Department.’ 
b. There is no age restriction.
c. Orthopaedics are responsible for bony/ligamentous injuries of the upper limb to proximal row of carpal bones. Plastics are responsible for bony/ligamentous injuries from the distal row of carpal bones to distal phalanx.
d. Note the Fracture triage process for outpatient management of Plastics patients.
Trauma
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Nil
· Patients with presentation consistent with following:
a. Any multi trauma requiring admission
i. Note refer to CHS Procedure Trauma Team Activation and Roles & Responsibilities
b. This would include fall from standing height if multiple injuries involved
· Notes/exceptions
a. If there is an isolated injury that is best managed by an alternative specialty e.g. Orthopaedics/Plastics/Neurosurgery/Urology/ENT/Maxillofacial Surgery (Maxfacs) - then the patient should be admitted under that team with Trauma consulting.
b. Isolated abdominal trauma OR isolated chest trauma will remain under Trauma.
Urology
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Surgical/procedural complication
· Patients with presentation consistent with following:
a. Renal colic with complication or large obstructive calculus
b. AKI with obstructive cause
c. Haematuria with clot retention
d. Testicular torsion (age > 16)
e. Isolated renal/ureteric/bladder/urethral/penile trauma
f. Renal abscess
g. Fournier’s gangrene
· Notes/exceptions
a. Nil

Vascular Surgery
· Process
a) There is a dedicated Vascular Registrar for all consults Monday-Friday between 7am and 5pm- This position has been created to facilitate all admissions and is expected to be informed of all admissions prior to bed booking. 
b) Outside of these hours the general surgical registrar will function in this capacity.
c) If you are unable to contact the registrar in a timely manner, then the on-call consultant is expected to be called directly through switchboard 
· Presentation with exacerbation or complication of:
a) Recent open or endovascular surgery and new complication directly related to surgical procedure that requires surgical revision   
· Patients with the following
a. Peripheral Arterial Disease (PAD) 
i. Acute Limb Ischemia- lower limb and upper limb
ii. Critical limb ischemia- lower limb rest pain or ulcers secondary to PAD 
iii. Arterial claudication- to be seen and triaged by on-call Vascular Registrar 
b. Aneurysms
i. Abdominal Aortic Aneurysm (AAA), Descending thoracic aorta, mesenteric, lower limb.
c. Type B aortic dissection – Vascular admission, with Cardiology consultation.  Majority will require HDU admission for blood pressure control and stabilisation.
d. Diabetes + any foot ulcer
i. Vascular is part of the MDT approach to managing these patients and will facilitate admission or outpatient review. 
e. Venous 
i. Ulcer, bleeding varicose veins, superficial thrombophlebitis.
ii. Iliofemoral or iliocaval DVT. 
iii. Upper limb DVT (to rule out Thoracic Outlet Syndrome). 
f. AV Fistula- primarily a renal admission
i. Vascular will be consulted on admission for any bleeding or infection of a fistula. Vascular is to be consulted if thrombosis of a fistula has occurred within 30 days of the operative procedure. 
g. TIA/Stroke with documented carotid atherosclerosis with stenosis > 50%.
h. Infected port (except those inserted by general surgery at NCH, contact the General Surgical team)
· Notes/Exceptions 
a) Femoropopliteal DVT- There is an alternating roster with the Hematology team, that determines who provides non-operative advice for DVT. 
b) AVF admitted under Renal team (unless complication of vascular surgery operation within 30 days).
c) Temporal Art Biopsy- please contact Maxillofacial team for outpatient based procedure in the first instance. 
d) Mesenteric ischemia- contact the General Surgical team who will then decide appropriateness of referral to Vascular team after their review. 

Paediatric General Surgery
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below 
· Presentation with exacerbation or complication of the following:
a. Surgical/procedural complication
· Patients with presentation consistent with following:
a. Any patient with acute non-ENT, non-Maxillofacial Surgery (Maxfacs), non-Plastics and non-Orthopaedic surgical condition requiring hospital admission under the age of 16
b. Testicular torsion age < 16
b. Paediatric multi trauma.  If there is an isolated injury that is best managed by an alternative specialty (e.g. Orthopaedics/Plastics/ENT/Maxfacs) then the patient should be admitted under that team with Paediatric Surgery consulting.
c. Paediatric burns, not requiring transfer to a Burns Unit.
· Notes/exceptions
d. See Operational guideline ‘Paediatric Neurotrauma Guideline’ *updated version pending
Gynaecological Cancer Services 
New diagnosis of Gynaecological cancer or surgical complication of gynaecological cancer will be cared for by the Gynaecological Oncology Surgical Service as available (noting Model of Service under development).
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Maternity and Gynaecology
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Known gynaecological condition
b. Obstetric complication
c. Surgical/procedural complication
· Patients with presentation consistent with following:
a. Ectopic pregnancy
b. Ovarian pathology
c. Pelvic pain (note pelvic pain pathway)
d. Severe Pelvic Inflammatory Disease (PID)
e. Female genital trauma
· Notes/exceptions
a. See Early Pregnancy Assessment Unit (EPAU) Pathway
b. See Pelvic Pain Pathway
c. New diagnosis of Gynaecological cancer or surgical complication of gynaecological cancer will be cared for by Gynaecological Oncology Surgical Service within the Division of Surgery as available (noting Model of Service under development).
Acute Paediatrics
· All of the following patient type, irrespective of pathology:
a. Nil, see specific types below
· Presentation with exacerbation or complication of the following:
a. Chronic medical condition
· Patients with presentation consistent with following:
a. All paediatric medical conditions
· Notes/exceptions
a. Nil
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· Sub-specialty medical teams should be referred patients requiring admission with:
· single organ or system dysfunction OR
· exacerbations/complications of chronic disease usually managed by a specialty unit

· Patients with known cognitive impairment & behavioural issues requiring care on a dementia-care specific ward should be admitted to the Aged Care Unit, regardless of age







	
	 Admitting Unit*

	Presenting Illness
	< 80 years 
	≥ 80 years

	Alcohol and other drug-related illness requiring medical stabilisation (e.g. alcohol detoxification with seizures)
	General Medicine

	Cellulitis# (Uncomplicated) 
	General Medicine
	Aged Care Unit

	Chronic pain syndromes (non-rheumatological) 
	General Medicine
	Aged Care Unit

	Confusion / Delirium of uncertain aetiology
	General Medicine
	Aged Care Unit

	Eating disorders requiring medical stabilisation                        (e.g. anorexia nervosa)
	General Medicine

	Falls (recurrent) of uncertain aetiology
	General Medicine
	Aged Care Unit

	Limb and non-cervical vertebral fractures for non-operative management (after review & documentation by Orthopaedic &/ or neurosurgical team)
	Rheumatology (osteoporotic #) / Gen Medicine (with multiple active morbidities)
	Aged Care Unit

	Medical illness of uncertain aetiology requiring hospitalisation
	General Medicine
	Aged Care Unit

	Multi-factorial or unexplained decline in function   
          
	General Medicine
	Aged Care Unit

	Multiple-active medical illnesses 
	General Medicine
	Aged Care Unit

	Patients from nursing homes with multi-system illness not requiring a dementia-specific ward for management
	General Medicine
	Aged Care Unit

	
Medication-related presentation                                                    (e.g. confusion, fall, hyponatremia)

	General Medicine
	Aged Care Unit

	Syncope (clearly not cardiac or neurological) for work up
	General Medicine
	Aged Care Unit

	Toxicology / Overdose
	General Medicine

	Urosepsis# (Uncomplicated) 
	General Medicine
	Aged Care Unit

	Weight loss for investigation
	General Medicine
	Aged Care Unit





	Speciality
	Exclusion Criteria from General Medicine & Aged Care Unit


	Cardiology

	· Unstable angina, acute coronary syndrome.
· Unstable arrhythmia


	Endocrinology

	· Diabetic emergencies – e.g. hyperglycaemic hyperosmolar states
· Pituitary / adrenal crises


	Gastroenterology

	· Acute GI bleeding requiring endoscopy


	Haematology / Oncology

	· Presentation related to known malignancy
· Complications of chemotherapy (e.g. febrile neutropenia) or radiotherapy


	Immunology
	· Anaphylaxis or severe allergic reaction

	Infectious Diseases

	· Sepsis of unknown source / septic shock
· Complicated skin and soft tissue infection (e.g. necrotising fasciitis)
· Patients with HIV infection
· Fever in the Returned traveller 

	Neurology

	· Acute Stroke or TIA
· Epileptic seizures (unrelated to drug withdrawal or metabolic disturbance)


	Renal Medicine
	· Patients requiring haemodialysis or peritoneal dialysis. 

	Respiratory Medicine
	· Patients requiring non-invasive ventilation for respiratory failure

	Rheumatology
	· Rheumatological conditions (e.g. mechanical back pain, acute inflammatory arthritis, temporal arteritis, polymyalgia rheumatica)


	Surgical

	· Undiagnosed abdominal pain (‘the acute abdomen’)
· Post-traumatic injuries (e.g. post-MVA)
· Wounds requiring debridement or specialist surgical care
· Critical limb ischaemia
· Fractures requiring operative management
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