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95% of increase in short stay 
admissions

• Urinary disorders

• Gastroenteritis / colitis

• Tonsillitis

• Cellulitis

• Pneumonia (unspecified)

• GORD

• Convulsions

• Abscesses, carbuncles



Patients

PROCESSES

• Time based 

• Service based

• Time in hospital?

• Meaningful time?

• Self management?

• Access to care?

• Respect for values?

OUTCOMES

• Admission…..

• Morbidity….

• Satisfaction?

• Carer burden?

• Autonomy?

• Mood?

• PPC/PPD?



Some influencers on U&E care 
decision making

• Improving diagnostics – HS Trop; high 
resolution CT

• Improving evidence on risk – hospital 
admission does not stop falls; 300 falls in AF/yr

• Improving evidence on effectiveness – NOACs

• Improving person centredness – end of life 
evidence, shared decision making

• Improving evidence of impact of patient groups 
– frailty and how it influences outcomes



Other influencers

• Educating patients
• Improving access
• ……..doing our best…..



TECHNICAL ADAPTIVE

Problem is well defined

 Solution is known/ can be 

found
 Implementation is clear

 Challenge is complex
 To solve requires transforming 

long-standing habits and deeply 
held assumptions and values

 Involves feelings of loss, sacrifice 
(sometimes betrayal to values)

 Solution requires learning and a 
new way of thinking, new 
relationships

Challenge



Small steps lead to big changes



Right patient, right place

ED/OPD/GP 

Activity

Opinion 

Referral

Management 

Referral

Definite 

Admission

ED/OPD/GP 

Management

On-Call 

Assessment

Admit to 

Assess

Admit

AEC



UPDATE - Directory of AEC



The 4Ps Model of AEC

• Passive – receive referrals

• Pathway driven - restricted to agreed pathways

• Pull – senior clinician takes the call

• Process driven – all patients considered for AEC



Surgical AEC

& Medical 
Procedures



Maximising front door care

• ED and beyond but not too far!

• Deciding to admit versus admitting to decide?

• Who would prefer to be admitted?

• When is an admission an acute intervention?

• Is the care ambulatory or the patient?

• Which specialties can support ambulatory 
care?

• Who are the generalists?



Key message - Beds aren’t capacity
“Beds are where patients wait for the next thing to 
happen”



What is SDEC?

• Ambulatory emergency care (AEC) is a 
service that provides same day emergency 
care to patients in hospital. 

• Patients are assessed, diagnosed, treated and 
are able to go home the same day, without 
being admitted overnight.

• Who can be managed under these criteria?

• What is you need to deliver it? Plan, people, 
place, process, passion and PDSA





Maximising potential

Suitable for AEC Unsuitable for AEC

Seen in AEC

Success (expect about 10% 
conversion rate)

Risk (Pt too sick/complex at 
time of selection – Review 

thresholds)

Waste (Pt could be managed 
in other outpatient service –

Review flow map and 
thresholds)

Not Seen in AEC
Missed Opportunity (Do

ICD10 short LOS search and 
post take reviews)

Success (appropriate 
alternative care)

Clear aim

Gatekeeping

Objective 
criteria

Early 
identification

Early 
streaming

Appropriate 
measures



Heart

Failure

Pathway



Define who 

can go home

&

Define who 

needs 

specialist care



Inclusion/exclusion criteria

• The more criteria there are the more 
complicated the system becomes.

• Complex systems need simple rules.
• Is the patient clinically stable?
• Is the patient functionally capable of receiving care 

in AEC?
• Would the patient otherwise have been admitted?
• Could their needs be better met in an alternative 

outpatient/community service?

• Assumes good knowledge of the local health 
system.



Scoring systems

• Aim to reduce unhelpful variation be using 
common objective measures.

• Accessible to outsiders.

• Can support new or junior team members.

• Useful for audit and statistical analysis.

• Useful for benchmarking.

• Only one part of the toolkit.

• Can incorporate risk stratification.



Glasgow Admission Prediction 
Score*
Variable Points

Age 1 point per decade

NEWS 1 point per NEWS

Triage Category 3 5 points

2 (or 3+) 10 points

1 20 points

Referred by GP 10 points

Arrived by Ambulance 5 points

Admitted <1 year ago 5 points

Cutoff 18

*Cameron A, et al 
(2014) A simple tool 
to predict admission 
at the time of triage. 
Emerg Med J (online) 
doi: 
10.1136/emermed-
2013-203200.



Use of GAPS in AEC

• GAPS is a good multi-dimensional measure of “sickness”, 
laden with prognostic information.

• It has the potential to be used as way of controlling for case 
mix when comparing the performance of different units, or 
the same unit over time.

• Low scores predict discharge from the front door, shorter 
hospital stays, lower mortality and a lower likelihood of re-
attendance.

• At GRI Patients with a low score are moved to a rapid 
assessment area, managed by a medical nurse practitioner 
and senior acute physician. Discharge rates typically 
exceed 80%, and many patients are fed into ambulatory 
care pathways.

• Another option especially useful in those units that are co-
located with ED.



What makes it work?

• Senior decision makers and simple 
rules.

• Knowledge of the AEC provision 
and system admission alternatives

• Decisions NOT tests.

• Consistency of AEC provision.

• AEC capacity not used by 
inappropriate activity.

• Role modeling during “pull” from ED

• Clear consistent clinical 
conversations at point of referral.

• Today’s work done today.

• Working as a system.


