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The Irish Association for Emergency Medicine (IAEM) is a registered charity, with a voluntary executive, 

that aims to advance the care provided to all patients in Emergency Departments (EDs) through 

education, advocacy, research, training and the provision of advice and guidance to government, health 

service management and others. We are doctors working in Emergency Medicine but IAEM also 

provides a focus for education and scientific endeavour not just for doctors but also nurses, paramedics 

and Allied Health Professionals involved in Emergency Care in Ireland. We co-authored the  National 

Emergency Medicine Programme Report, launched by the Minister for Health in June 2012, which 

outlines a strategy to improve safety, quality, access and value in EM in Ireland. We have close links with 

the Royal College of Emergency Medicine in the UK. In a nutshell, we advocate for the best emergency 

care for all people in Ireland. We are not a trade union and have no role in Industrial Relations.  

 

At long last there is finally the recognition of the need for more acute beds in our hospitals. We also 

need more frontline staff, including more Consultants in Emergency Medicine. Furthermore, patients 

require better access to diagnostics and investment in Primary Care is undoubtedly needed. These are 

the 4 pillars needed for progress. 

 

This invitation is to explain what working in ED is like so I will move straight to that. Let me give you a 

flavour of a day on the floor:  
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You arrive to work to do the 8am handover from the night doctors. The ED is noisy, bright. There is no 

space. You immediately recognise several patients who have been there since the day before.  They 

have not moved up to the ward. The night doctors are hollow-eyed and pale. It’s been another rough 

night. There is no space. They have kept ahead of the incoming Category 1/ 2 patients (the very sick) but 

there are still 10 patients still waiting to be seen by ED doctors this morning, 2 waiting over 8 hours in 

the waiting room.  You see that 7 patients have left without completion of treatment in the previous 24 

hours. That’s a worry. In all there are 40 patients within the 4 walls of the ED at 8am; 19 are fully 

admitted, awaiting a bed on the ward, 4 of them have a bed designated and therefore although still in 

ED don’t appear in published figures; 13 of the admitted are on ED trolleys and 2 are asleep on chairs. 9 

of these admitted patients are over 75 and 1 has been in the ED over 24 hours. None of these patients 

should still be in ED; they should be in beds on the ward. One patient has severe cognitive impairment 

and her shouts fill the air; she wants the lights turned off. The patient on the chair at her feet looks 

frightened.  2 patients are cross infection risks. Proper infection control is impossible in an overcrowded 

ED. Patients with diarrhoea share toilets. The sound of coughing is constant. The admitted group 

includes 2 patients in the Resuscitation (resus) room, 1 on a ventilator awaiting a space in ICU. ICU is full 

and a patient on the theatre list needing an ICU bed has been cancelled. The Physician on call and her 

team are doing the post take round; her patients should be on the ward.  

There are 5 admitted to the Clinical Decision Unit (CDU) under the care of Emergency Medicine. These 

are separate to the cohort ‘waiting for a bed’. In the absence of a CDU these 5 would also be awaiting 

beds on the ward. One of my Consultant in EM colleagues will do the ward round there this morning. By 

evening all the CDU patients will have gone home and 3 new patients will be admitted there. CDU can 

only happen if there are enough Consultants in EM. There are 2 patients, discharged but awaiting 

ambulance transfers back to nursing homes and another waiting for Frailty Physiotherapist assessment 

this morning. 1 patient is awaiting review by the mental health team and 2 patients are currently 

undergoing assessment by ED doctors and need Consultant input i.e. my input. You have to get a handle 

on everyone. There is no space. 

There is no trolley available to see incoming patients. The only one free is the one remaining resus bay. 

Other patients are assessed in chairs on the corridor. The nursing shift lead will prioritise trying to create 
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some space so that you and your team get to see those awaiting an ED doctor. You apologise all the 

time. You catch up, nothing critical missed it seems. It’s a relief.  

Another 130, perhaps more, will register in the next 24 hours. EM staff will assess, treat and send home 

three quarters of them. The remainder will be referred on for admission to a hospital bed. The Advanced 

Nurse Practitioner (ANP) will see patients with limb injuries and get those patients treated and home 

quickly. About 30% of the attendances will be GP referrals. About half of the GP referrals will need 

admission to a hospital bed.  

A patient in Cardiac Arrest and one with a head injury keep you in the Resuscitation room for the first 

hour. Both you and the lead nurse worry about not having space for a critical new arrival. Then a young 

man with severe infection drooping on a chair in the corridor gets your attention. He vomits onto the 

floor before you get to him. You don’t like doing blood tests and giving intravenous (iv) medications on 

the corridor but early antibiotics are essential so you go ahead. The shift lead and the ED doctors 

negotiate small areas of space to see new patients. This slows up everything. A patient’s relative loses 

her temper and shouts at a nurse. There is no space. Patients get moved off chairs onto trolleys for 

examination; back off the trolley onto a chair and so on. The whole EM team ploughs on; porters, 

doctors, nurses, healthcare assistants, clerical staff, cleaning staff, physiotherapists, social workers 

squeezing between trolleys. Ambulance crews queue in the corridor waiting for space to offload their 

patients.  

We depend enormously on our Triage nurses getting it right. They flag the sickest; those who cannot 

wait; those that need the precious luxury of a trolley rather than a chair. The other ED nurses are largely 

busy treating the hospital inpatients on trolleys but we continually ‘distract’ them with requests for help 

with the incoming ED patients – how ironic is that! Then the phone rings another standby call from the 

Ambulance service - a patient with a stroke. We always try to keep a resus bay free, we must always 

have space for the desperately sick or injured. The afternoon rush begins. All streams are running but 

time is wasted as doctors juggle space and have to manage without nursing assistance. Porters push 

trolleys into gaps and out again. Delays lengthen. There is no space. The patient with abdominal pain has 

a bowel obstruction; the one short of breath has a collapsed lung, which we treat and admit to CDU 

under EM care; a young woman has taken an overdose, her family are distressed, they have no privacy. 

A man with no English arrives with chest pain, his ECG is normal, we will manage him in the ED using our 
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chest pain nurse-led pathway; a frail 88 year old woman with Alzheimer’s disease has a fever and 

struggles to breathe, pneumonia, we assess, oxygenate, start IVs, refer for admission. You talk to both 

her and her daughter about her poor prognosis, she will not be a candidate for ICU, more tears on the 

corridor; a man with a fractured neck of femur get good pain relief and makes everyone laugh by telling 

jokes. If there was a bed he would get his operation today. There is no bed. 

New presentations vary from mental health to gynaecological emergencies; from the frail to the sporty. 

Some are straightforward, more and more are very complex to assess. EM specialists make decisions 

with an intensity and speed that few other specialties can appreciate. The team of non-Consultant 

hospital doctors (NCHDs) you supervise have varying levels of experience and independence. They 

complain about having no space to see new patients. There is a crisis meeting with the Patient Flow 

Office. Everyone is frustrated. There are not enough beds to care for all specialties’ patients. 

Professional relationships are challenged. Will they open the Day Ward for Inpatients? That means 

cancelling elective patients for the next day. 

By 5pm, 80 new patients have registered at the ED. Numbers in the waiting room increase; there are no 

cubicles to bring them into. The triage nurse comes for help; he has to get a patient in for assessment. 

There is no trolley free. You use your only Resus space.  

Outside of plain x-rays, access to diagnostics (notably CT) is generally very limited after 5pm; unavailable 

to all but dire emergencies. Many other services essential to efficient emergency care are not resourced 

to provide for patient flow out-of-hours. Patient care becomes less efficient, some treatment decisions 

cannot now be made until the following morning. 

You are ‘officially’ on the floor until 8pm but leave at 9pm. It’s impossible to leave on time when ED is 

under such pressure. You are on call from home overnight.  You may well be back in again before 

morning. You know that in the morning there will be huge numbers on trolleys and you will be back in to 

do it again. 

 

If you are a young doctor or young nurse, even an older one, imagine how enthusiasm wanes when this 

is the everyday experience? Imagine how relationships turn sour? While occasionally with surges of 

patients it may be exciting; spend years doing this day in, day out with no evidence of improvement, 
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you’ll understand how it breaks morale in an individual healthcare worker; in a department, in a 

specialty.  

Can we be surprised that recruitment is difficult? We are again going abroad to recruit nurses while we 

export our own to countries with better resourced Emergency Medicine. 

Ireland has excellent medical schools with large numbers of students interested in EM. We have 

excellent training delivered by Consultants in EM and produce high quality Consultants in EM. But they 

feel they cannot work in our system. The EDs where they should be working are filled with patients that 

should be in a hospital bed. The conditions for patients are too poor; the environment too hostile. 

Instead these doctors are welcomed with open arms by English-speaking health care systems in 

Australia, Canada, UK and New Zealand. A young Irish Consultant working in Sydney, tells me her ED 

sees 90,000 patients a year and there are 18 Consultants in her department (University Hospital, 

Limerick sees 70,000 and has 5). Access to beds or diagnostics in Sydney is not a problem. Ireland has 80 

Consultants in EM spread over 29 Emergency Departments.   

 

IAEM has developed a staffing model showing how appointing additional Consultants in EM gives 

increased breadth and depth of care. With appropriate numbers we will be able to further extend hours 

of direct shop floor clinical care and resuscitation. We can have Consultant-delivered Clinical Decision 

Units and Ambulatory Care systems to further enhance admission avoidance. Irish Consultants in EM are 

trained to the highest standards; Irish Emergency Medicine delivers good training. We know what good 

care looks like. We just need the opportunity to practice it. 

 

As a specialty, we have developed a Model of Care. The National Emergency Medicine Programme 

published in 2012 describes in detail the processes needed and the way forward. Trauma Networks, 

Emergency Care Networks, Injury Units, Clinical Decision Units, Staffing Levels, Advanced Nurse Practice.  

We know where we need to go.  

 

Let’s keep our doctors and nurses at home.   
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Create capacity by commissioning beds where needed, perhaps modular in the short term, and staffing 

beds where they already exist. We need community, acute hospital and critical care beds.  

Access to public Emergency Care is a cornerstone of our society. There is no private medicine in the 

Emergency Departments of public hospitals; patients are treated exclusively on the basis of clinical 

need. How we treat our citizens in their moment of crisis marks us.  

 

Please stop warehousing inpatients on trolleys in our Emergency Departments – it risks killing them. 

 

Emily O’Conor 

Consultant in Emergency Medicine 

President, the Irish Association for Emergency Medicine 

 

 


