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> Our current practice and challenges
» Developing the Amb Score
» Using the Amb Score

> Future (near future) plans



Our current practice and
challenges



Challenges of delivering Acute Medicine services
at RGH

> Increase demand

« Increase referrals for assessment / admission
o Increase A&E attendance (5% increase every year)

> Resource constraints

o Lack of ‘rapid access OPD/Hot specialty-based clinics’
o Lack of staff
o Reduction in in-patient beds

o Poor physical planning

> Inefficiencies
o ENd to end walk
o 30-50% day-time admissions discharged same day from AMU
o Inappropriate referral to AMU or Ambulatgfﬁére or vice versa



How it worked at RGH

Ambulatory Care
review i MDU or
A&E




Acute Medical Unit Medical Day Unit
(AMU) (MDU)

Acute Admissions Ambulatory Care

30-50 per day

10-12 new pts per day
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Appropriate place for the patient

> How to decide...Admission —vs- Ambulatory

> Why does it matter?

« Appropriate use of resource

o What to bring to hospital

o NoO expectation to stay

o Arrangement for work, carers, family

- Bed management planning

« Early senior review in AMU for discharge

» Possible diversion to rapid access clinics next day™ ™



Developing the Amb Score



y
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Who can be managed in Ambulatory Care

e

So what about You are all
these NHS & crazy; MAD!

\ reforms then? 45 w - MAD! MAD!! _4

Strang, G. The concept, delivery and future of medical ambulatory care. Clin Med 2008; 8: 276-279



OUR STUDY: Selecting AEC patients from the unselected general medical
emergency in-take

Phase 1: Derivation of the Amb Score

Phase 2: Internal Validation




Phase 1 Derivation: May / June 2010

What factors determine whether an emergency-referred GP
patient is discharged within 12 hours of arrival in hospital?

282 Emergency
GP referrals
to on-call medics

Discharge within 12 Admitted for = 48
hours hours
(Ambulatory Group) (Admission Group)
143 139




Variable Admission group Ambulatory group Odds Ratio P value Adjusted OR
(%) (%) (95% CI) (95%CI)
n=139 n=143
Mean age (SD) 71.2(16.2) 57.2(17.5) <0.01
Age 30-39 5(3.6) 16 (11.2) 0.3(0.1-0.8) <0.01
Age 40-49 6(4.3) 20(14.0) 0.3(0.1-0.7) <0.01
Age 50-59 11(7.9) 23(16.1) 0.4(0.2-0.9) <0.05
Age >80 52 (37.4) 13(9.1) 6(3.1-11.6) <0.01 2.4(1.1-5.2)
Male sex 61(43.9) 41(28.7) 1.9(1.2-3.2) <0.01 1.9(1.1-3.5)
Can eat/ drink normally 132 (95) 143 (100) Undefined
Ambulant 124 (89.2) 143 (100) Undefined
Access to transportation 54 (38.8) 127 (88.8) 0.07(0.04-0.2) <0.01 0.1(0.05-0.2)
Family support or carers available 102(73.4) 128 (89.5) 0.3(0.1-0.6) <0.01
1V treatment not anticipated 74 (53.2) 139(97.9) 0.02(0.007-0.1) <0.01 0.1(0.009-0.08)
Not acutely confused 121 (87.1) 141(98.6) 0.05(0.006-0.4) <0.01 0.1(0.02-0.6)
No new sphincter problems 131 (94.2) 143 (100) Undefined
If chest pains, ACS not suspected 128 (92) 131 (91.6) 1.07(0.4-2.6) 0.44
Significant bleed not suspected 136 (97.8) 131 (98.6) 0.5(0.04-5.4) 0.05
No new neurological deficit 119 (85.6) 134 (93.7) 0.4(0.16-0.9) <0.05
Normal temperature 118(84.9) 129(90.2) 0.1(0.02-0.5) <0.01
Normal respiratory rate 128 (92.0) 103 (72.0) 0.9(0.3-2.8) <0.05
Normal oxygen saturation (>93%) 112(80.6) 126(88.1) 0.15(0.05-0.5) <0.01
Heart rate 50-140 bpm 135 (97.1) 133 (93.0) 0.5(0.05-5.7) 0.50
Systolic BP 100-200 mmHg 121 (87.1) 139 (97.2) 0.2(0.04-0.5) <0.01
MEWS 0 70 (50.4) 104 (72.7) 0.4(0.2-0.6) <0.01 0.5(0.2-0.9)
MEWS 2 17(12.2) 5(3.5) 3.8(1.4-10.7) <0.01
MEWS 3 12(8.6) 4(2.8) 3.3(1.03-10.4) <0.05
MEWS >4 11(7.9) 2(1.4) 6(1.3-27.9) <0.01
GCS 15 129 (92.8) 143 (100) Undefined
No past history coronary artery disease 74 (53.2) 85 (59.4) 0.8(0.3-1.7) 0.25
No past history of heart failure 87 (62.6) 97 (67.8) 0.6(0.1-3.7) 0.45
No past history of arrhythmia 77 (55.4) 91 (63.6) 0.6(0.2-1.5) 0.12
No past history of diabetes 74 (53.2) 89 (62.2) 0.5(0.2-1.2) 0.07
No past history of stroke or TIA 82 (59.0) 93 (65.0) “_QALQJ.JJL 0.08
No past history of renal disease 79 (56.8) 94 (65.8) ‘/r 0.5(0.2-1.3) 0.07
No past history of chromic lung disease 65 (46.8) 79 (55.2) ‘w ) 0.6(0.3-1.2) 0.07
Not discharged within previous 30 days 101 (72.7) 125 (87.4) 0.2(0.07-0.5) <0.01 0.3(0.2-0.7)




Independent variables

Variable | Admission | Ambulator | P value Adjusted OR

group (%) y group (95%CI)

n=139 (%)

n=143
Age >80 52 (37.4) 13(9.1) <0.01 2.4(1.1-5.2)
Male sex 61(43.9) 41(28.7) <0.01 1.9(1.1-3.5)

Access to transportation 54 (38.8) 127 (88.8) <0.01 0.1(0.05-0.2)

IV treatment not anticipated 74 (53.2) 139(97.9) <0.01| 0.1(0.009-0.08)

Not acutely confused 121 (87.1) 141(98.6) <0.01 0.1(0.02-0.6)

MEWS 0 70 (50.4) 104 (72.7) <0.01 0.5(0.2-0.9)
Not discharged within previous 30 101 (72.7) 125 (87.4) <0.01 0.3(0.2-0.7)
days

f‘“‘\‘

‘v




The Ambulatory Care Score (Amb Score)

Sex Female 0
Male -0.5
Age <80 0
>80 -0.5
Access to personal transport / can take public Agree +2
transport Disagree 0
IV treatment NOT anticipated Agree +2
Disagree 0
NOT acutely confused Agree +2
Disagree 0
MEWS =0 Agree +1
Disagree 0
NOT been discharged from hospital in the last 30 days | Agree +1
Disagree 0

TOTAL Amb Score (Max 8)

The higher the Score, the greater likelihood of 12 hou‘r discharge, therefore
potentially for Ambulatory Care management. |




Acute Medicine 2010 9(3): 139-143 141
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Laicet 2009; 373:42-47
5. Risk assessment afteracute UpPPET gastrointestina\

Reference
(1) Cortnum S, Sorensen P.jorgenson,j. Determining the haemeorrhage. Rockall TA ctal. Gut 19963 38:316-21

Sensivity of Computed Tomography Scanning in Early
Detection of Subarachnoid Hemorrhage Nentrosurgery
66(5):9(]0—903, May 2010

cletking and LP, and time 10 cubsequent discharge-

The Amb Score: A pilot study to develop
a scoring system to identify which emer=
gency medical referrals would be suitable
for Ambulatory care management.

Ala L, Mack], Shaw R, Gasson A
Rayal Glamorgat Hospital

lcszda‘)g@yahoo.co.uk

Safe discharge of patients with low-risk
upper gastrointestinal bleeding (UGIB):
can the use of Glasgow—Blatchford
Bleeding Score be extended?

Le Jeune IR Gordon A, Farrugia D, Manwani R, James MW
Nottinghan University Hospatals NHS Trust

iv:m.\:jcnnc@nuh.uhs ak
Introduction | Aims
One third of referrals seen i AMU are discharged on the
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Risk stratification of patients with snenected U 1031
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Phase 2. Internal validation May/June 2011

Can the Amb Score predict discharge within 12 hours of
hospital assessment?

343 Emergency
GP and A&E
referrals
to on-call medics

Discharge within 12 Admitted for = 48
hours hours

(Ambulatory Group) (Admission Group)
115 228




Verification of Amb Score

Admission Ambulatory OR (95%
group (%) group (%) Cl)
n=228 n=115

Female sex 97 (42.5) 75 (65.2) | 0.4 (0.2-0.6) p<0.01
Age < 80 136 (59.6) 108 (93.9) | 0.2 (0.1-0.3) p<0.01
Access to personal / public transport 132 (57.9) 109 (94.8) | 0.1 (0.03-0.2) p<0.01
IV treatment NOT anticipated 82 (40.0) 106 (92.2) | 0.1 (0.03-0.1) p<0.01
NOT acutely confused 198 (86.8) 113 (98.3) | 0.1 (0.03-0.5) p<0.01
MEWS score = 0 72 (31.6) 77 (67.0)| 0.2 (0.1-0.4) p<0.01
NOT discharged within last 30 days 187 (82.0) 106 (92.2) | 0.5(0.2-0.8) p<0.01
Mean Amb Score (SD) 4.2 (1.8) 7.1(1.1) p<0.01

P ¥




Receiver Operator Curve
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If Amb Score = 5, patient is more likely to be discharged within 12 hours !
Sensitivity: 96% (90-98)
Specificity: 62% (55-68)
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Using the Amb Score
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200 Random patients from General Medical Take
May 2012 (AMU patients)

Duration of Stay Number Mean Amb Score SD
< 12 hours 36 5.7* 1.0
12-24 hours 26 5.6 2.0
24-48 hours 6 5 2.6
>48 hours 128 4% 2.0
Died within 48 hrs 4 3 3.5
p < 0.01 (ANOVA) *P <0.01

Admitted < 12 hours: 78% had Amb Score = 5
Admitted > 48 hours: 42% had Amb Score = 5




Has the Amb Score enhanced our existing
ambulatory care service?

Our existing Ambulatory Care Unit is called
The Medical Day Unit (MDU)




Medical Day Unit

2 Bays in a Ward

» -5 Trolleys (New Patient Area)
- (Red Bay)

» -2 Trolleys & 3 Chairs
(Blue Bay)

> Opens 8:30 am - 4:30 pm
weekdays ‘Office hours” ONLY

1FP1*
1CT*
1 SpR*
1 Consultant
nager

Nursing staff

1 clerical staff / HCSW
Not there all-the-time (eg..on call)

>
>
>
*

‘\




Blue Bay MDU

> Review of recent discharge from wards
> INR management in early stages of Rx
> IV Treatment (Ambulatory)

> Routine blood transfusion

» Day Liver / Lung biopsy

» Endocrine investigations

» Stable COPD

> DCCV / AF reviews

> e, Etc etc



What do we see in (Red Bay) Ambulatory Care
(MDU)?

1022012 | GE
010272013 MC
01022013 PR
01022013 RH
01022013 EF
04022013 5T
04022013 | GT
04022013 MK
040272013 | MM
04022013 5
080272013 |5
05022013 R
080272013 ES
05022013 NT
06022013 | 5H
07022013 5B
12022013 R
18/022013 G5
150202013 ET
18022013 MY
150252013 %

15022013 .

150242013 5L
180242013 | JE

18022013 L]

18022013 WL
180220135 EM
19022013 KH
200022013 LA
20022013 PE
20022013 CB
20022013 CL
20022013 RL
200022013 KR
20022013 KT
21022013 PB

290951941 | Leg swelling
0B/04/1975 imbalance
110741943 TIA

30/058/1931 | Swallen L arm
26/01/1931 |anaemia
17101984 chest pain
05071960 | collapse

05/03/1965 facial/limb weakness
28061944 Pcellulitis
09/03/1935 Headache
03/05/1980 limb weakness
24101949 swalen left leg
211111947 | seizure

251272022 swallen left leg
03/06/1946 palpitations
07/01/1933 Falls following assault
03/08/1957 | swallen L leq
290319383 seizures

09/04/1923 | Lightheadedness
02/05/1926 anaemia of chraonic disez
10/05M1928 calf swelling
22081970 fever

11031977 headache
17021980 pain in left leg
051101949 | leg swelling
22011956 | purpuric rash on leg
270411938 Palpitations
121051979 Seizure

15061965 liver biopsy
15/06/1978 foot swelling
05101963 painful B leg
30071930 Haemachromatosis
010271941 | Chest pain
07061960 foot pain

170171969 pain L calf
12071962 1eft sided facial weaknes

71 wenous insufficiency  |MDU FL
37 |demyelinating disease neura FLI

B9 TIA RID FL
g1 eczemsa Derm FLU
32 anaemia unknown cug OG0

28 musculoskeletal MFEL

52 waso vagal MFEL

44 TIA RID FL
68 Cellulitis, oral Abx oOPD FU
17 |BIH neurn FL
32 TIA RID FL

B3 no D%T, unknown MEL
b5 post-CWA seizure admission

90 DWT OFD FU
BB ectopics OFD FU
74 concussion OFD FU
55 Above knee DWT FU OPD
29 epilepsy Meuro OPD

89 Secondary to known rUHW OFD
86 sarcoma LIHW referral
84 postcellulitis swelling MFLU

42 M3 wiral infection

35 migraine

33 Bakers cyst ML

B3 Bilateral abave knee CMDU FL
56 HSF OFD FU

24 | Pregnancy related Tac Cardio Referral
33 Mocturnal seizures, ur OPD FL

47177 FU Gastro
34 rheumatoloigeal?? theurn referral
49 musculoskeletal o

22 same QOFPD FLU

72 musculoskeletal MFEL

52 =oft tissue injury hDU FL

44 rmusculoskeletal MFEL

a0 ChAA, Stroke refarral




What happens when Amb Score introduced?

Amb Score after arrival in AMU / A&E: ~
Another 10% diverted to Ambulatory Care
(MDU)

Amb Score before arrival iIn AMU (GP
referrals). Another 10-20% diverted to
Ambulatory Care (MDU)

/"“



MDU numbers (2012)

Red Blue |Total
Bay bay
New |Reviews | Total
July [129 |72 201 368 |569
Aug |95 63 158 312  |470
Sep |99 59 158 348  |506
Oct (125 104 229 382 611
Nov [119 [/ 196 346 542
Dec |95 77 172 490




What happens next?
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What next?...As of July 2012..

| 6 Trolleys near A&E

All medical on call
patients pass through

4 hours max. stay




Acute Medical Unit Medical Day Unit
(AMU) (MDU)

Acute Admissions Ambulatory Care

30-50 per day : 10-12 new pts per day




How it should work

- g

A&E
| p——

Direct referral if
obvious AEC patient



But beware of other decisions..



http://www.hse.gov.uk/workplacetransport/images/warning-general-2.gif
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Welsh hospital bed numbers fall by 1,000

In three years
By Owain Clarke

BBC Wales health correspondent

The number of beds in Welsh hospitals has
fallen by more than 1,000 (8%) in three
years, BBC Wales has discovered.

Statistics from Welsh health boards after
Freedom of Information requests also reveal

~—
In RGH, lost 125 Acute and Rehab beds



In reality now... -

In reality....patients for admission wait in

MCDU and A&E (including Corridors) - .ONLY = BED.°°.

., EXISTS!

A&E
- ——

Direct referral if
obvious AEC patient




Then what....?

> Role out Amb score to GPs

> Robust data systems to monitor outcomes
o Cost savings
o Impact of workload of AMU / AEC patients
o Readmission rates

> Patient / staff feedback

> What else?
o Larger study, different locality and geographical areas

/P N



Summary

» OQUr process (somewhat rather inefficient, in my
view) In managing Acute Medicine patients

> Simple tool that MAY help in AEC
management in OUR locality

> If you think it might help you, please try it
Oout.



Diolch yn fawr
Questions?




