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5 things CEM are doing: 

Establishing transferable competencies to 
encourage and enable more doctors to join 

Emergency Medicine 

Implementing run through training - 
allowing trainees to plan for 6 years not 3 

Promoting careers in Emergency Medicine 
in partnership with the Health Education 

England task force  

Working with patients, regulators, 
employers and government to improve 
emergency care and patient experience 

Encouraging and advocating sustainable, 
flexible and rewarding careers at every 

level 

5 things we need others to do:  

Provide effective alternatives to A&E for 
patients without acute severe illness or 
injury 7 days per week and at least 16 

hours per day - A&E cannot mean 
'Anything and Everything', no other 
healthcare system works in this way 

Ensure 'exit block' does not occur - 
Crowding increases mortality 

Amend the tariffs so acute trusts are not 
penalised by each and every non-elective 
admission - Perverse incentives produce 

dysfunctional systems 

Revise the current employment contracts 
to better recognise evening, night and 

weekend work as well as the intensity of 
A&E work - Conditions of service should be 

equitable not identical 

Ensure money is spent wisely and 
strategically. Last year £120 million was 
spent on EM locums - Over reliance on 
locums is a feature of fragile systems 

The College of  

Emergency Medicine 

www.collemergencymed.ac.uk  













No. of posts No. of vacancies

2011 202 119

2012 196 110

2013 235 139



Irrevocable loss of capacity

Lost 
capacity

Annual 
Effect

Current 
shortfall

368 registrars

2000 patients 
each

35 wte years

0.75 million 
patient 

contacts

25 million 
patients





Work/Life Balance

• Frequency and proportion of OOH shifts: DCCs linked 

pro-rata to annual leave entitlement

• Enables restoration of equity wrt family life

• ? Ratio

10% OOH = 5 days

20% OOH = 10 days

30% OOH = 15 days



Affordability

£150 million on 
ED locums

£120 million on 
‘EM in Oz project’

£700 million on 
‘Winter pressures’

£1 billion = annual cost 
of running every ED in 

the UK

Doctors, Nurses, 
Receptionists, Porters, 

Equipment, Drugs

Tea and Coffee!





• 
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Figure 9 Lost income due to marginal rate 
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Range

• The range of reference costs for treating a 
resuscitation patient was from £29 to £6,566

Credibility

• 22 Hospital’s reference costs claim that they can 
treat a resuscitation patient for less than £100. 

Absurd

• One hospital’s reference costs were £29 for treating 
a resuscitation patient and £61 for a patient who 
required no investigations or treatment.

Tariffs/ Funding



CEM view

PbR

• Itemised costs relating to Dx

• Sentinel Site methodology

• Underpinned by new data 

set

Monitor Model

• Capitated sum

• Component to reflect extra 

attendances

• Component to reflect 

quality



CEM concerns

‘Locally 
agreed’

Marginal 
tariff

Block 
Contract

Component to 
reflect quality

Component to 
reflect extra 
attendances

Capitated sum
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E
xit block in the emergency department exists when 

a patient has received his/her initial investigation 

and treatment in the emergency department, there 

is a management plan for care and the decision to admit 

has been made but the patient cannot access an appro-

priate hospital bed in a timely manner. The patient 

remains in the emergency department, occupying a 

cubicle space and usually remains on an emergency 

department trolley.

Exit block can affect one patient or many. Every 

patient should be able to access a bed in the right in-

patient ward environment for their problem in a timely 

way. When exit block affects multiple patients, the emer-

gency department becomes crowded. Crowding in the 

emergency department occurs when flow is disrupted. In 

consequence the capacity of the department becomes 

inadequate because of a mismatch between input, 

throughput and output (Asplin et al, 2003). In practical 

terms, this can happen for a variety of reasons: a surge of 

new patients (input), staff sickness, laboratory or radiol-

ogy delays (throughput), or lack of available inpatient 

beds (exit block). Several of these factors may co-exist. 

A crowded department can be recognized when there 

are no free cubicles or even space to bring new patients 

into and there are consequent delays in ambulance 

handovers. In the USA this phenomenon is referred to as 

access block (Fatovich et al, 2005). 

There is no single definition of emergency department 

crowding but there are a number of internationally vali-

dated scoring systems to identify when the condition 

exists (Weiss et al, 2006; Beniuk et al, 2012; Boyle et al, 

2012). A consensus statement (International Crowding 

Measure in Emergency Departments) (Boyle et al, 2013) 

identified the emergency department relevant definitions 

shown in Table 1. 

The simplest measure of crowding is occupancy – the 

ratio of the total number of patients in the emergency 

department and the total number of treatment bays. The 

consensus definition defined cubicle occupancy of over 

100% as crowded. 

Occupancy combined with knowledge of live state 

ambulance off-load times and how many patients are 

waiting more than 2 hours from decision to admit before 

leaving the department gives the clinician in charge of a 

department a reliable guide of the system’s function 

(College of Emergency Medicine, 2014). 

Exit block is a system problem  
not a department problem
Exit block can occur in any part of the emergency care 

system. Exit block as a result of delayed inpatient dis-

charge back to the community means that there are fewer 

Exit block in the emergency department: 

recognition and consequences
Exit block and crowding create conditions in emergency departments that can harm patients and the staff who 
look after them. Key to solving exit block is recognizing that it exists and that the whole hospital is involved 
in preventing harmful consequences.

Dr Katherine Henderson is Clinical Lead and Consultant in Emergency 

Medicine in the Emergency Department, Guys and St Thomas’ NHS Foundation 

Trust, London SE1 7EH and Dr Adrian Boyle is Consultant Emergency Physician 

in the Emergency Department, Addenbrooke’s Hospital, Cambridge and Visiting 

Senior Research Fellow, Cambridge University 

Correspondence to: Dr K Henderson (Katherine.henderson@gstt.nhs.uk)

Exit block measures ICMED definitions Shop-floor practice Comment

Emergency An emergency department is crowded when less than In practice this means that 10% of The Accident and Emergency Improvement  
department 90% of patients have left the emergency department admitted patients have had a time team of Monitor, the sector regulator for health 
boarding time 2 hours after the admission decision from decision to admit to finally leaving  services, uses 65 minutes as the benchmark 
  the department of over 120 minutes time for this part of the patient journey

Number of patients Boarders are defined as admitted patients waiting to In practice this means that in a This is irrespective of how long they have 
boarding in the be placed in an inpatient bed. An emergency 20-bedded emergency department,  been waiting to go to the ward – the 
emergency department is crowded when there is greater than 10% two cubicles are being used by capacity of the unit is reduced 
department occupancy of boarders in the emergency department patients ready to leave to go to a ward

From Boyle et al (2013)

Table 1. International Crowding Measure in Emergency Departments (ICMED) to measure emergency department 
crowding
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inpatient beds available to new patients coming into the 

system. There are multiple causes for delayed discharges, 

some within control of the hospital (such as discharge 

process not being planned to allow patients to get out 

before midday and at weekends) but some relating to 

community facilities such as availability of nursing home 

or intermediate care beds. Exit block from the inpatient 

services will show up in increased length of stay data. An 

unnecessarily long length of stay is likely to exacerbate 

exit block from the emergency department and perpetu-

ate the problem, leading to more crowding. A crowded 

emergency department is the thermometer of the rest of 

the system; the temperature is measured with reference to 

the 4-hour access standard. Crowding cannot simply be 

attributed to large volumes of patients attending emer-

gency departments. In general, the largest patient group 

attending are low acuity patients who only need brief if 

important interventions and have short lengths of stay. 

Crowding in the major treatment areas is usually caused 

by the inability of the sickest patients who need admis-

sion to access a bed – exit block (Table 2). 

Exit block affects the experience of the individual 

patient but also has a significantly detrimental effect on 

the function of the department and the care experienced 

by other patients. Exit block and the development of a 

crowded department also has a damaging effect on staff 

and their capacity to provide high quality care (Hoot and 

Aronsky, 2008; Moskop et al, 2009; Morris et al, 2011).

Exit block and mortality
The most serious effect for patients in a crowded depart-

ment is the association with mortality – both for patients 

admitted and those discharged (Richardson, 2006; 

Sprivulis et al, 2006; Forero et al, 2011; Guttmann et al, 

2011). A single hospital study in Australia found a 34% 

higher 10-day mortality rate for admitted patients who 

had been managed during a crowded period as compared 

with those managed during a non-crowded period 

(Richardson, 2006). ‘Over-crowded’ shifts were defined 

as those shifts in the highest quartile of mean occupancy 

for three 48-week periods between 2002 and 2004. The 

figures translate to 13 excess in-hospital deaths per year 

in a department seeing 50 000 patients annually. The 

conversion (admission) rate was 20%. 

In 2011 a study was done looking at the outcome for 

patients who were not admitted – the majority of emer-

gency department attendances. The researchers found 

that presenting during shifts with longer waiting times 

was associated with a greater risk of short-term death 

and admission to hospital (Guttmann et al, 2011). These 

results are summarized in Table 3. This was a large study 

looking at the 7-day outcome of almost 14 million non-

admitted patients who had attended between 2003 and 

2007. In this study mean length of stay was used as a 

proxy for crowding and compared patients with similar 

levels of illness (based on Canadian Triage Acuity Scale). 

Importantly all these patients were deemed well enough 

for discharge by the emergency medicine teams who saw 

them. 

The increased mortality seen in patients treated in a 

crowded department would not be acceptable as a treat-

ment effect difference in a trial of any medical interven-

tion. The trial would be stopped and the entire patient 

group would receive the favourable intervention – in this 

case an emergency department functioning properly with 

appropriate patient flow through the system and no 

unnecessary delays.

Exit block and in-hospital stay
Exit block and a prolonged length of stay in the emer-

gency department has been associated with a prolonged 

in-hospital stay (Liew et al, 2003). Prolonged in-hospi-

tal stay in turn exacerbates exit block in the emergency 

department so the problem self perpetuates. This is 

partly as a result of patients outlying on the wrong type 

of ward for their needs. Outliers, such as medical 

patients on surgical wards, suffer poorer care and 

unnecessarily long hospital stays (Audit Commission, 

2003). 

Exit block and quality of care
A study found that for every hour spent in the emergency 

department the odds of experiencing an adverse event in 

hospital increases by 3% (Ackroyd-Stolarz et al, 2011). 

Experiencing an adverse event doubled length of stay in 

hospital – 20.2 days vs 9.8 days (P< 0.00001). 

Increased patient mortality

Increased length of stay of admitted patients

Delayed time-critical intervention	 Less frequent and less adequate pain relief

	 Delayed antibiotic administration

Increased risk of adverse events

Decreased departmental function ‘Under triage’, inferior care in terms of standard  
 performance measures, increased left without treatment  
 rates, blockage to ambulance off-load

Decreased patient satisfaction

Increased staff stress and burnout

Less direct supervision and training of junior clinical staff

Table 2. Consequences of crowding and exit block 

Mean length of stay  Adjusted odds ratio Adjusted odds ratio 
≥6 hours vs <1 hour for death for admission 

Triage category 1–3 1.79 (1.24–2.59) 1.95 (1.79–2.13)

Triage category 4 and 5 1.71 (1.25–2.35) 1.66 (1.56–1.76)

Adjusted odds ratios (95% confidence intervals) for death and admission to hospital within 7 days of emergency 

department visit among all non-admitted (seen and discharged and left without being seen).  

Canadian triage and acuity scale: triage scores grouped as high acuity (1–3: resuscitation, emergent, and urgent) 

and low acuity (4–5: less urgent and non-urgent). From Guttman et al (2011)

Table 3. Emergency department length of stay and mortality

British Journal of Hospital Medicine.Downloaded from magonlinelibrary.com by 002.097.043.190 on December 14, 2014. For personal use only. No other uses without permission. . All rights reserved.



Occupancy and Performance

Thus with an 8.1% 
increase in occupancy 

recorded between 2010/11 
and 2012/13 would expect 

a 2.4 % decline in 
performance (c.f. actual 

1.3%)



Staffing

• NHS Confed

• BMA

• HEE

• S of S

Tariffs

• Monitor!

• NHS Providors

• TDA

Exit Block

• CEOs

• DH

• ALBs

Primary Care 
Co-location

• DH

• Monitor

• Urgent Health UK

• Jeremy Hunt



'My mother waited 8 hours 
on an ambulance 

stretcher’

'Millions wasted on short-term 
Agency staff in A&E Units’

'Hospital penalised for treating 
the sick and injured' 

AN 82 YEAR OLD MAN WITH SEVERE DEMENTIA AND 
ADVANCED CANCER IS BROUGHT IN FROM A NURSING 

HOME ON SATURDAY NIGHT AND DIES IN THE COMPANY OF 
STRANGERS IN A NOISY EMERGENCY DEPARTMENT’






