Front Door to the Ward:
Differentiating Acute and
Emergency Medicine

Same Storm, Different Boats: Emergency vs Acute Medicine
Dr. Aruna C. Sharma Maharaj
MBBS (UWI) MRCP (London) CCT AIM (UK) FRCP (Glasglow)
SIMCON, Colombo, Sri Lanka
15t November 2025



Overview

* Brief Introduction — Setting the scene

« Patterns of Patient Behaviour that led to the Rise of ED
« What is Acute Internal Medicine? — the UK journey

« Contemporary Acute Internal Medicine

* The Future is now

* Food for thought
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Early Hospital Emergency Services

Early 20th Century “Casualty Rooms”

- Originally single rooms “Casualty rooms” often within hospital departments of surgery

- Minimally staffed and lacked specialized training.

- Usually, staff was whoever was free

- There were no dedicated emergency staff

- A patchwork of clinicians

- Managing illness or injury as best they could
- Rotating from all specialties

- House officers with minimal supervision

- Quality of Care Inconsistent

“In the Accident Ward”

Royal Free Hospital, London



Early Hospital Emergency Services

Post World War Il...

In the 19t Century, with rapidly growing urban populations, public health

conditions were poor and there was rapid spread of diseases.

Ongoing expansion of industrial settings with poor safety records, trauma
related to industrial accidents were frequent.

Combined with more widespread use of the motor car, “Accident rooms”

were becoming overwhelmed.

“Casualty” departments attendance swelled, often overloaded and understaffed... out of this

chaos... and came the need to organise care...

A handful of “Casualty physicians” began working in emergency rooms full-time, realizing the

work demanded its own skill set and rapid, organized care....




Development of EM Specialty (1960s-1970s)

Establishing Accident & Emergency Medicine

©1962: There was the Platt report recommended the name change to “Accident &
Emergency”.
eListed under management of orthopedics but still understaffed...
©1967: First meeting of the Casualty Surgeons Association (CSA) at BMA House
¢1968: American College of Emergency Physicians founded.

¢1971: The Bruce report recommended dedicate consultant posts

©1972: 32 consultant posts were appointed

©1977: 15t SPR was appointed in 1977

©1997: 400 consultants in post and 256 SpRs in training

eBy the Late 1980s: EM positions were being appointed across the globe and trainings
schemes set up to support this new subspeciality of medicine



Contemporary View ED dept

‘@ Royal College of

Emergency Medicine

“...A field of practice based on the knowledge and skills required for the prevention,
diagnosis and management of acute and urgent aspects of iliness and injury affecting
patients of all age groups with a full spectrum of undifferentiated physical and behavioural

disorders.

An expectation of the understanding of pre-hospital and in-hospital emergency medical
systems and the skills necessary for this development.”
International Federation for Emergency Medicine, 1991

The Royal College of Emergency Medicine (RCEM) sets the standards of emergency medicine
care and provides training to ensure that the expectations of the public are achieved.



Three main types of ED ‘departments’...

Type 1 departments are consultant-led services with full resuscitation facilities, typically
treating the most serious incidents. There are around 170 Type 1 A&E departments in
England.

Type 2 departments provide accident and emergency services for single specialist areas, such
as eye care or dentistry.

Type 3 departments (Urgent treatment Centres) : treat the least serious injuries or illnesses
* GP-or Nurse-led, open at least 12 hours a day,
* Allow appointments through 111 or GP referrals.
* Urgent Treatment Centres can be co-located with Type 1 emergency departments or
situated in local communities



Emergency Medicine KEY Concepts

Focus Is on full spectrum of truly undifferentiated physical and behavioural
disorders.

RCEM

Royal College
of Emergency
Medicine

Training initially was rooted in surgical specialities...

Require the knowledge of resuscitation of all age groups and all disease
presentations

Fast pace, rapid turn around, treat, stabilize and discharge or refer on.

S L C E p fiEE American C ()llege of

Sri Lanka College of  ssssss omergency Ph\ siclans’ .
Emergency Physicians : Australasian College

ADVANCING EMERGENCY CARE /- for Emergency Medicine




Shifting TIDEs

While there was consolidation of the Emergency
Medicine as a subspeciality

There was a shifting pattern of patient behaviour
that influenced the types of patients presenting to
ED departments around the country

.




20th Century Medical Revolution

* Germ theory of disease (Pasteur, Koch) led to a greater understanding of infectious disease

* Discovery of Antibiotics reduce infectious disease mortality

Improved workplace safety and multivehicle safety led to decline presentations of trauma to ED
Improved antiseptic techniques & anesthesia transformed surgery

* And there was a shift in surgery to day cases....

*Medicine increasingly evidence-based science and clinical outcomes improve ...

*Population was living longer resulting in rising of chronic disease burden



DECLINE IN TOTAL NUMBER OF HOSPITAL INPATIENT BEDS....

Figure 2 There are around half the number of hospital beds in the English NHS

compared to 30 years ago. In 1974 total number of hospital in patient beds was 400000
Number of beds

Il General and acute ] Mentalillness [l Learning disability [ Maternity [ Day only TOTAL BED NUMBERS IN
UK FELL >50%

OVER THE LAST THIRTY
YEARS

300,000
250,000
200,000
150,000

299,000

100,000

141,000

50,000

0

1987/88 2019/20

Source: NHS England

From 1987/88 to 2009/10 data were based on an annual snapshot. From 2010/11 the data collection changed and figures are not TheKlngS Fund}
directly comparable over this period. 201920 based on the average of quarterly data over the year. Data not compared to most

recent year (2020/21) due to the impact of covid on bed numbers.




SHIFT OF TRAINING AWAY FROM THE TRUE GENERALIST PHYSICIAN

For the 2 decades leading up to 2000....there was a shift away from General Internal
Medicine with no Sole GIM training options and Trainees were encouraged down single
site specialisation pathways

Thought there was dual accreditation of GIM with Subspeciality, most would focus their
efforts on their subspecialist interests and there was waning depletion of commitment
to GIM

The changing demographics of the UK population is meaning an increase in the
number of patients with complex comorbidities many of whom do not necessarily
fall into a frail and elderly category and therefore a vacuum was being created need
for physicians who were true generalists.

The thinking doctor???

GIM == Single SITE



Every year for the past 20 years....leading up to 2000

 Arise in the number of emergency admissions throughout the UK

A decrease in the number of hospital beds

* Anincrease in medical single specialisation with loss of the GIM
physician

* A decrease in the number of consultants who wish to undertake
general internal medicine

A decrease experienced junior staff

* A greater demand for accountability



A PERFECT STORM.... AND RISE OF THE AIM

History repeated itself.... Rising number of patients

Patient burden now was a shift to General Internal Medicine Patients ... who were living longer,
and presenting with multisystem disease rather than Trauma

In 2000: Ratio of Medical to Non-Medical Patients attending ED was 5: 1

Later reports suggested that is increasing...
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Late 20th Century Healthcare Evolution

The continuing rise in emergency admissions

Explanations and responses must be properly evaluated BMJ] voLume 312 20 APRIL 1996

In Scotland, emergency admissions increased by 45%
between 1981 and 1994

— Total
ssse Emergencies
— — Elective admissions

Even steeper increases have been reported by

800 000
a individual hospitals throughout Britain
2 600000
€ Stark contrast
g Elective admissions increased by only 1% with a rise in
8 the number of day elective cases

— Emergency hospital admissions account for about 40%
0|~3!32 84 86 88 90 9 94 Of total acute bed use in the NHS

Trends in elective and emergency admissions in Scotland



Evolution of the Patient journey — Impact of FLOW

GIM Wd

— Medical Wards took
turns admitting
patients from ED

Manageable with lower numbers of
admissions

Wards had sufficient turn around to have
capacity when their turn next came up to
admit patient

More Generalists Physicians

Fewer Single site specialists primarily in
tertiary hospitals

Day to day care of the patient was more
managed by the registrar and the more junior
members of the teams Consultant Input
twice weekly.




Patient journey.... With increased med admissions numbers

GIM Wd

Insufficient capacity
in the admitting
med ward and so
patient will go to
other wards.... Not
on take...

v' Manageable with lower numbers of
admissions

v Wards had sufficient turn around to have

capacity when their turn next came up to

admit patient

More Generalists

Consultants visited wards twice weekly and

most care provided by junior medical teams

AN

=)

Advent of the Safari ward round
Patients on Wards by under the care of ward
teams not based there




Patient journey.... With increased med admissions numbers

GIM Wd

Insufficient capacity
in the admitting
med ward and so
patient will go to
other wards.... Not
on take... Including
Non-Medical Wards

v' Manageable with lower numbers of
admissions

v Wards had sufficient turn around to have

capacity when their turn next came up to

admit patient

More Generalists

Consultants visited wards twice weekly and

most care provided by junior medical teams

AN

Advent of the Safari ward round
Patients on Wards by under the care of ward
teams not based there

=)

Quality of care falls even further as well as
patient experience as medical patients being
cared for by Non-Medical nurses




Patient journey.... With increased med admissions numbers

v" Erosion of quality of care that can be
provided... as more and more medical
patients are being seen in non-medical areas

N _ v" Corridors
Insufficient capacity v Back of ambulances
in the admitting v/ Cupboards

med ward and so

patient will go to
other wards.... Not
on take... Including

v’ Long waits, patients leave without being seen
v’ Terrible patient experience

Non-Medical Wards Quality of care falls even further as patient being
cared for by Non-Medical nurses and also with
PATIENT NOW QUE corridor care in ED...

IN ED.... AND

CORRIDOR CARE - Recognised that longer the stay in ED the worst
BEINGS!!!! the patient outcome.




Patient journey.... With increased med admissions numbers

Insufficient capacity in the

admitting med ward

Patients overspill into:

- Other med wards

- Non- Med wards

- ED

- And with time now
into...Ambulances

PATIENT NOW QUE IN ED....
AND CORRIDOR CARE
BEINGS...and ultimately will
gueue into the
ambulances!!!!

—  Knock on for this is patients
sit at home with unknow

v" Erosion of quality of care that can be
provided... as more and more medical

patients are being seen in non-medical areas

v Corridors / Back of ambulances / Cupboards

v' EWTD has eroded the Team structure and
junior members of the team are rarely on call
with their team. This

v" Undermines continuity of care
v" Undermines Training

v" Undermines Accountability

unassessed risk waiting to
be collected... |
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Rising Patient Numbers Undermined Patient Experience & Safety

Rising emergency admissions disrupt NHS
BMJ 1994 ;309 doi: https://doi.org/10.1136/bmj.309.6965.1322 (Published 19 Movember 1994)
Cite this as: BMJ 1994,309:1322

Editorials

Rising emergency admissions

BMJ 1995 ;310 doi: https.//doi.org/10.1136/bmj.310.6974.207 (Published 28 January 1995)
Cite this as: BM/ 1995;310:207

Editorial > BMJ. 1996 Apr 20;312(7037):991-2. doi: 10.1136/bm|.312.7037.991.

The continuing rise in emergency admissions

S Capewell
The Federation of the Royal Colleges of Physicians of the UK - global leaders in physician education A Worki Ng pa rty the federation Of Royal
In 2000 P _ Collages made recommendations for
£ | ROYAL COLLEGE sz ROYAL COLLEGE OF Royal College : : : :
4] gt AR pPHYSICIANS AND . .
é» of DUYSICIANS [ Shiciodtor huscon @of Physicians improving the quality of care for patients

admitted with medical emergencies



The Federation of the Royal Colleges of Physicians of the UK - global leaders in physician education

' . BWE  PYSICIANS AND
of PHYSICIANS [5| SURGEONS OF GLASGOW

of EDINBURGH

ROYAL COLLEGE ~ #figis ROYAL COLLEGE OF @ Royal College

o of Physicians

Its recommendations were addressed to trusts, health boards, health authorities, the government, and the Royal
Colleges for their consideration and subsequent action.

Recognised many acute patient took quite some time before they were seen by the senior doctors, and the acute
admission was being managed by SHOs and Registrars

There were more than 20 recognised subspecialties of internal medicine and a decrease in the number of
physicians taking a broader, holistic approach to care.

It concluded that a CCST in acute general medicine is a prerequisite for taking responsibility for acute medical
patients

The working party has recommended that trusts should recognise the level and complexity of work required to
provide adequate care for acute medical admissions and ensure that there are a sufficient number of consultants

It identifies the need for the Faculty of A&E Medicine and the medical Royal Colleges to determine the training
requirements for those doctors who wish to be involved in 2extended responsibility? for medical patients.

There should be audits of the care of acute medical conditions monitor care.



Acute Medicine: A New Specialty

©2000: Society for Acute Medicine founded (UK)

©2003: Recognized as subspecialty of General Internal Medicine
©2004: Formal training scheme established

©2007: Acute Medical Care Taskforce document

©2009: Approved as distinct specialty by General Medical Council

SQm

THE SOCIETY FOR ACUTE MEDICINE

Acute medical care

The right person,
in the right setting — first time

Report of the Acute Medicine Task Force

October 2007




Corner stone of Units today...

Acute medical care

The right person,
in the right setting — first time

Report of the Acute Medicine Task Force

October 2007

 Sets out guidance for everything...
* Size and Working rhythm of the units
B cr i * Collocations of the unit to key ED and Radiology

e Staffing model

-1 » Educational expectations of the Unit

Critical
i e Acute surgical
trauma
ealth team mergen:
Acure
Coaal medical
Pacdiatrics unit

person, first time,

ry care
L] L]
Emergency floor of large acute hospitals, This schematic illustrates some of the components |VI n m n t O O k k I t S a Va I I a b I e fo r S e t O I a n a n d d e Ve I O
an emergenc or in a major acute hospital. It would be scaled and configured to meet local a y a y u [N N ] p p
rking and me t clinical assessment and treatment by the right




Rapid Growth & Expansion

AMUs Become Standard of Care

*63% increase in Acute Medicine consultants by 2007
*92% of UK hospitals admitting via AMUs by 2007
*75% of emergency medical patients admitted directly to AMUs by 2009

*60%+ of all hospital admissions now treated by acute medicine teams

International Adoption:
AMU model spread to Ireland, Australia, New Zealand and beyond



Acute Medicine Training Requirements

JRCPTB

Dual Accreditation Training Scheme Joint Royal Colleges of Physicians Training Bow
4 yrs AIM accreditation
5 yrs GIM accreditation as well

Sign off includes all practical skills needed to manage the acute medical take
- Includes POINT OF CARE ECHO

Speciality skill

- Clinical Sub Interest — Stroke/ITU/ OBGYN/Acute Oncology/Dermatology/Infectious Disease & Tropical
Med/Neurology/Palliative care/Peri-Operative Med/Psychiatry/Syncope/Toxicology/Out Pt Antibiotic
Treatment

- Procedure driven — Echocardiography

- Educational Training — MSc Med Ed (Including Simulation)

- Medical Management & Leadership Training

- Patient Safety/ Care Quality Review Methodology

- Research

- Skills and Knowledge Based Assessment Speciality Certificate Examination (SCE)



AMU — Acute Medicine Unit (also called MAU)

PAUSE FOR A MINUTE TO CONSIDER THE AMU....

This was the first visible change in the many to come with the advent of

acute internal medicine



AMU — Acute Medicine Unit (also called MAU)

e ‘Clinical area within a hospital that acts as the focus for acute medical
care for patients who have presented as medical emergencies to

hospital Acute care toolkit4
* Holding area before moving to the appropriate next ward Delivering a 12-hour, 7-day consultant
presence on the acute medical unit
* As standardised admitting hub — fosters best practice and standardise October 2012
care Recent reports have highlighted the value of consultant-delivered care in

improving outcomes for patients. The Academy of Medical Royal Colleges

document The benefits of consultant-delivered care’ emphasises the
° importance of consultant intervention in the acute setting, where rapid
LOS LeSS th an or eq ua I to 24 h rs diagnosis, with appropriate investigations and clinical response to the
patient’s condition, is paramount.?

Clinical outcomes System Efficiency
*Reduced 30-day mortality *Faster time to treatment
«Earlier senior decision-making *Appropriate bed allocation
-Coordinated investigations *Earlier discharge planning

. . A recent study ... identified an association between
oReduced med|Cal errors 'Reduced ED OveI’CfOWdIng consultant working patterns involving greater
. ] continuity of care, and improved patient outcomes.™

«Improved patient safety *Better resource utilization




'CLEAR GUIDANCE AND STANDARDS SET IN THE AMUs ... NN NHS

Principles for Acute Patient Care England

Overarching principle: Patients should have equitable access to professionals with the skills required for

their individual care, independent of the location of their bed or the nominal admitting specialty.

B n n ﬂ *Definitions for tiers of clinicians are outlined on slide 4.



'CLEAR GUIDANCE AND STANDARDS SET IN THE AMUs ... NN NHS

Principles for Acute Patient Care England

Overarching principle: Patients should have equitable access to professionals with the skills required for
their individual care, independent of the location of their bed or the nominal admitting specialty.

Ur B CT/MRI) imaai e st b When it is agreed that a patient should transfer from the assessment
) r,_gent a:.rc:ls.s ,beumnal ( ’ ) iImaging requests should be unit to a non-medical ward, e.g. from medicine to general surgery, the
reported within 4 hours of request. receiving specialty team becomes responsible for the patient's care.

Patients transferring out of critical care units
(CCU, ICU, HDU, ECU) should be prioritised for inpatient
bed allocation, above other requests for available beds.

Core laboratory services should be available 24/7, and turnaround
times should be monitored regularly and reported monthly.

E n n *Definitions for tiers of clinicians are outlined on slide 4.



'CLEAR GUIDANCE AND STANDARDS SET IN THE AMUs ... NHS'
England

Principles for Acute Patient Care

Overarching principle: Patients should have equitable access to professionals with the skills required for
their individual care, independent of the location of their bed or the nominal admitting specialty.

When it is agreed that a patient should transfer from the assessment
unit to a non-medical ward, e.g. from medicine to general surgery, the
receiving specialty team becomes responsible for the patient's care.

Urgent cross sectional (CT/MRI) imaging requests should be
reported within 4 hours of request.

Core laboratory services should be available 24/7, and turnaround Patients transferring out of critical care units
times should be monitored regularly and reported monthly. (CCU, ICU, HDU, ECU) should be prioritised for inpatient
bed allocation, above other requests for available beds.

All patients arriving on or being transferred to an assessment Where specialties provide an admissions unit, an expert/senior
unit (e.g. AMU, SDEC, SAU etc) should have NEWS2 calculated. decision maker should receive referrals and provide advice to the
The NEWS2 should be used in conjunction with the presenting community and hospitals every day to prevent unnecessary
condition to prioritise care. hospital attendance/admission and to facilitate hospital discharge.

All patients should have a full assessment undertaken by a
competent clinical decision maker*, ideally within one hour and
within a maximum of four hours of the decision to admit or of
arrival on the assessment unit (whichever is earlier).

Twice-daily consultant ward rounds is the optimal model
and should be delivered in higher acuity areas, e.g. ICU, AMU,
SSW, SAU, CCU, and other medical wards if possible.

All patients should be reviewed by an expert clinical
decision maker within six hours of the decision to admit or of
arrival on the assessment unit (whichever is earlier) from
08:00-20:00h or within 14 hours outside of these times.

E n n *Definitions for tiers of clinicians are outlined on slide 4.

Patients aged over 65 presenting to hospital as an emergency
should be assessed on arrival using the Clinical Frailty Scale
(CFS) and 4AT tool for delirium.




WHAT IS CONTEMPORARY ACUTE MEDICINE???



WHAT IS CONTEMPORARY ACUTE MEDICINE....

Triage of patients, “right patient, right place, first time”

Aim for best practice in the patient’s first 24-72hrs of
admission
Hub for Quality Improvement, Education & Learning




WHAT IS CONTEMPORARY ACUTE MEDICINE....

Admission avoidance

GATE KEEPERS FOR ADMISSION TO HOSPTIAL

HOSPITALS NOT SAFE EVIROMENTS sible su ra |
- Unfamiliar and more prone to injury D .
- Hospital acquired functional decline
- Risk of Infection

- 2% Inparient
Care of SAME DAY '
of EMERGENCY care of GIM MEDICINE

< \ "N:l]l( ne
(medical) SUBSPECIALITES

Sy I cue ||| potwm e T
WHERE POSSIBLE TREAT AT HOME - ACUTE L_ >,

ACUTE MEDICINE N S \ )
MEDICINE KEY INTERFACES WITH ki e o ety

Interface with

medicine and acute
external portners

COMMUNITY STAKEHOLDERS / ED & footprint
INPATIENT SPECIALITES B s oty Seoporivg it e o

community heath profession
- Supporting care in the community Implementation and delivery of speciality
- Supporting identification of speciality designed clinical management protocols

alternative pathways for patients avoiding

A decision for discharge must be based on ‘ cicase ioheiia
clinical need and not based on getting a bed!




WHAT IS CONTEMPORARY ACUTE MEDICINE....

Admission avoidance

Same Day Emergency Care (SDEC)

Also called Ambulatory Care
Patients who would previously be admitted

. . o
Now managed in their own homes ‘.f\ el B
Zero Length of stay (LOS) . Ambulatory Home or
+ Emergency Outpatient
O _o_Ambulance Care (AECQ)
It is expected that 30 to 40% of the acute medical outpatients
Take is amenable to ambulatory care
M Accident &
Senior Decision maker must always be available to support ) Walk-ins il iy L] il
_ _ ~ Department Admission
discharge mindset 0 0 _Ambulance (A&E)

All decisions in the best interest of the patient and NOT
influenced by flow

AMBULATORY CARE NETWORK.... (resource)



SDEC continued.....

Investigations or requested imaging
while patient in AEC department
ABG / VBG
Chest/Abd /Lumbosacral foint Xray
CTPA fCT TAP
v/

CT head/CT venogram
MRI Head,Spine
U/S Abdomen/ KUB
Doppler
Echo
EEG

InterventionTreatment In AEC
IV and oral antibiotics
IV fluids
Steroids and Mebulizers
IV electrolytes (K/Mg/Ca)
IV diuretics
IV methylpred
Blood transfusions
Iron Transfusion
Oral rate limiting
Dressings - cellulitis

SDEC

Every patient has :
Vital Signs
Clerked junior member of the medical team
Consultant review
Basic bloods
ECG [+/- CXR)
Urine dip and culture
Management plan that drives the different
investigations,/ speciality in reach, Procedures

Taken to depam
for review speciality A’
Speciality review in
other department
Dermatology

Ophthalmology

Speciality review in
the department
Cardiclogy
Renal
Gastro

Return to AEC for
consultant review after
speciality review

Respiratory

Oncology
Meurology Procedure in other

General Surgery department
TED 06D
ENT

Frailty
OBGYM
PYSIC/OT REVEW
Rheumatology

Procedures in department

Lumbar Punture
Ascitic tap spacific needs that
Pleural ta ; i i
e A AMaharaj, Dept Acute Med, guides the service

Emergency Centre, SaTH, 2020

Admission avoidance

Can be a very complex space as it is
managing patients who were
previously inpatients

Manage the expectations of your

non-clinical planners

- This is not routine outpatients

- Patient previously admitted being
managed with new measured risk
as outpatients

- You can start off simple with
just single pathways... that are
amenable to being managed in
chairs...e.g. PE



SAME DAY EMERGENCY CARE (AMBULATORY EMERGENCY CARE)

/ersion Five Updated August ., witl
o o, Ty

,f fé) E Ambulatory

5 £

Emergency Care Elect

@ Directory of Ambulatory
Emergency Care for Adults

Eﬁ\.’w@@fﬂ

Section 2 Directory of Clinical
Conditions

Specialties

General Medicine 35
Trauma and Orthopaedics 54
General Surgery 58
Urology 62
Obstetrics and Gynaecology 66

“ALL medical patient referred for admission is considered
potentially ambulatory unless proven otherwise”

Acute care toolkit 10 q
Ambulatory emergency care

ﬁ | e

Ambulatory
Emergency Care

Six Weeks to

Launch a New
Ambulatory Care Unit

Milton Keynes Hospital

Report f kgg fRy\CIInghy
and Soc yfA e Med

It is about championing a shift in Mind set...

of Edinburgh



SAME DAY EMERGENCY CARE (AMBULATORY EMERGENCY CARE)

Principles of AEC

The overarching principle of AEC is that all . . . . . .
emergency patients should be considered Time does not permit me to do a detailed discussion around SDEC but key is:
ambulatory until proven otherwise. Principles

listed in the RCP toolkit (2014) are: _ Planning governance structure

1. Senior clinical input is needed at the point

of referral to redirect suitable patients to -Tracking discharges and monitoring discharge percentages...
ambulatory care
2. Clear exclusion criteria based on the NHS - Expect 10-15% admissions — less than this is a risk averse, more than that

early warning score (NEWS) should be
developed to maximise patient flow to

ambulatory care you are pulling the wrong patients... (too sick)

3. Where possible the ambulatory
emergency care service should be closely
located to A&E

4. Staffing and resources should be Diagram 1

organised to provide rapid assessment, Suitable for AEC Unsuitable for AEC

diagnosis and treatment on the same day Seen in AEC Risk (patient too sick/complex
5. ;I':e(t:ilr_ng stlacr;dalr_t:s IindAE(tZ shc;uldAr;Et_ch Success at time of SE|ECtiDI"I)
e Clinica uall naicators T1or l.e. .
’ (expect about 10% conversion rate) | Waste (patient could be managed

time to initial assessment: 15 minutes,
time to medical assessment; 60 minutes in other outpatient service)

and completion within 4 hours

Not seen in AEC Missed opportunity Success (appropriate inpatient care)

6. Patients should be informed early in their
journey (ideally in A&E or by the GP)
that they are likely to receive treatment
that day and are unlikely to be admitted
overnight to manage their expectations
and those of their family



Abnormal liver function
Acute admissions from care homes/
non-acute NHS Beds

Version Five Updated August 2016, with 2014/15 HRG Codes

Acute headache 43
;"f“"““s& j‘l:',bu,mw INHS | Anaemia 46
i G H Emergency Care Elect Asthma 38
Cellulitis of limb 47

Chronic obstructive pulmonary disease (COPD) 38

D | FECtory Of Am b u | atOry Community-acquired pneumonia 39
E m erg en Cy C are for Ad U |tS Congestive cardiac failure 40

Contains
seven new
clinical
scenarios

Deep vein thrombosis 36
Diabetes 47
Click here to get started E|ECtTD|)|"tE disturbance 52
End of life care 50
Enteral feeding tube complications 48
ﬁ m h Falls including syncope or collapse 50
|L ' Y C D First semure_ _ 42
\ -l—‘ w j_f( Gastroenteritis 44
S Hypoglycaemia 46
Inflammatory bowel disease 53
Previous version September 2014 Known oesophageal stenosis (stented/unstented) 48
Low risk acute kidney injury 51
Lowv risk chest pain 41
Lower gastro-intestinal haemorrhage 44
Lower respiratory tract infections without COPD 39
Other respiratory conditions 52
Painless obstructive jaundice 45
Medicine presentations that should be considered for SDEC ... pleursl etlusions 27
neumothorax 37
Pulmonary embolism 36
Seizure in known epileptic 42
Self-harm and accidental overdose 49
Supraventricular tachycardias and other
unspecified tachycardias 40
Transient ischaemic attack 41
Upper gastro-intestinal haemorrhage 43

Urinary tract infections 51



THE ACUTE MEDICAL PATHWAY....

ACUTE MEDICINE PATIENT JOURNEY

&M.—]I'.-ir.—]i, ﬁ:—lpi Arute Med,

Emergency Cantre, 5aTH, 2020

present
to ED

ED TRIAGE/
Waiting Room

* fverage

Acute Medicine percentage of all
v e FLOW COORDINATOR  [twinied
=g
PUSH B D S // ¥=70-75%* N =25-30%

medical patiants

streamed from Triage /
or referred by ED /

team into Acute Med |

Decision to admit

PULL [by SDEC Team]:
SDEC Team monitor
the ED Whiteboard
and PULL patients in

Non-speciality
speciality Patient Med
L0527 2hrs

real time patients “right patient, right
apprepriate for ward , 1% time” GEN MED Short stay
SDEC/AMU BED unit

Philosophy: All Admissions to Medicine are potentially SDEC appropriate unless proven otherwise




THE ACUTE MEDICAL Department.....

Functions
AIM Clinical pf the Length of
areas different Stay

.. . Assessing
Acute Medical
Unit <24hr

Contemporary
Acute Medical
Department

Enhance care
area
S D
ame bay areas
Emergency Care <12hr
Outpatient
Clinic Space
Short Stay Ward <2hr



THE ACUTE MEDICAL Department.....

AlM

Contemporary
Acute Medical
Department

Clinical
areas

Functions
of the
different

.. . Assessing
Admission Unit e feel res

Short Stay Ward

Same Day
Emergency Care

Acute Medical
Unit

Enhance care
area
Assessment
areas
Outpatient
Clinic Space

All areas my have priority access to investigations and have the full
MDT support (OT/physio/ pharmacist etc)

There must be clear operating policies to ensure safe care of
patients in this rapid turn over area

Twice daily review of patients to ensure they are improving and not
remaining in hospital unnecessarily

Every attempt must be made to move the right patient to the right
area 1%t time. This is to facilitate best patient outcomes and
shortest length of stay

There must be robust governance mechanisms to learn from
mistakes

The importance of the training for all grades of staff is key to
ensure continued resilience in the quality of care provided to the
patients



THE ACUTE MEDICAL Department.....

AlM

Contemporary
Acute Medical

Department

Clinical
areas

Functions
of the
different

- . Assessing
Admission Unit radies] Anes

Short Stay Ward

Same Day
Emergency Care

Acute Medical
Unit
Enhance care
area
Assessment
areas
Outpatient
Clinic Space

Must be staffed with Trained doctors and paramedical staff to
foster a safe and rapid turn around environment.

There must be active monitoring of key quality of care indicators
- time from arrival to time of triage
- time of arrival to time of 15t being clerked
- time of arrival to time of consultant review
- Patient experience



Hub for Quality Improvement, Education & Learning

Acute Medical Admission Units...
Rich environment for learning...

Cross section of patients from all medical
specialties coalesce on this portal of entry
and should be a focal point for teaching
and modelling best practice.

Standardise approach to enable embedding
of best practice habits in the teams that
rota though the area




Supportive Publications & Online Information Developing Service

(6] 1]R] ‘ J\/m NHS IMPACT 8

Improving Patient Care Tegether

Six to Help Fix:

Acute Medicine guidance for improving
in-hospital flow

July 2023

GIRFT is part of an aligned set of programmes within NHS England

"F"4 Royal College ﬂ ;
[NHS| ofl);hysiciaﬁs ‘ SOm

England
Principles for Acute Patient Care
Practical guidance for services to improve patient care, flow and inter-specialty working in acute care services

July 2024

ao BE Crhmyions wenc’ S %

RCEM

Royal College
of Emergency
Medicine

Sam

THE SOCIETY FOR ACUTE MEDICINE

Royal College

of Physicians

Acute care toolkit 7
Acute oncology on the
acute medical unit
November 2023

This toolkit aims to support acute and
general medical clinicians caring for
patients with cancer who have been
admitted to acute care. It outlines key

P pathways and ¢
in acute oncology. It provides service
rec dations for acute hospital:
acute oncology services.

All physicians should also be clear on the
% of ca t y meaning and use of terms used in oncology
setting in England.2 Th e y P th (see Appendix).
known and ne 3 ed to

and

31%

‘ ‘ Many patients with known
and new cancer diagnoses
are admitted to and cared

for on acute medical

units (AMUs).




Figure 2 A&E attendances have surpassed pre-pandemic levels
A&E attendances, all types, England

Where is the UK now??....
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The future is NOW!

* Al technology being used to support

provision of patient care and learning

* Remote monitoring allows development

of hospital at homes

* Al generated algorithms that can monitor
deteriorating patients with trends in their
vital signs in and outside of
hospital...allowing acutely ill patients
being monitored in the community for
longer prior to admission to hospital and

also early supported discharges.

Heart Rate and
Resplratory Rate

:3 Wearable Technology

Healthcare

mm”w(((@ »))) -

Cell Phone Netwo

:

-.J

=

Clinician



O O

nallenges in Sri Lankan

urrent system

* Challenges of ongoing Austerity
e Immature community structure

» Disproportional utilizations of current capacity
across the island

* High cardiovascular burden and chronic disease
burden

* Lack of IT infrastructure to support monitoring and
caring for expanding patient burden




Sri Lankan Good practice (non-exhaustive list!!!)

* No Safari Ward rounds

* Maintenance of the Team structure (better for training and accountability)

e Current ‘terms of reference’ is ED & Assessment areas LOS of 4-6hrs

* Consultant Presence all day, not just in the mornings

* Prompt Assessment of the patients on arrival to the wards

* Ongoing established Extended family networks

* Good patient choice with ability to go to where they wish to

* Existing knowledgeable GPs in the community (though standalone practitioners)
* Highly skilled and motivated workforce



Food for thought...

* Look for ways of piggybacking on existing systems to bring about IMPROVEMENTS
* - Does not need to be a big new unit, it is about a different patient pathway
* acute medicines about mindset and patient pathway

* Find shared collection collective views and visions and work towards a common goal

* We all sometimes need to get out of our way sometimes (mindset)....

” ”
. !

* - Look for the “Yes we can!”...””Rather than No we can't

e - E.g. Start small, low risk patients, limited pathways... and with time build experience and
confidence with your discharge mind set...



Food for thought...

* Learn to the JOURNEYs of other countries... “There's no need to reinvent the wheel!
* EG: Try not to lose the firm structure and all benefits it brings

* Be proud and excited at your ability to embrace the future now and make the world a better
place for your patients

* Based on what I've seen so far you have the resources, knowledge and skills to start shifts in
acute pathways and practice ...

* the current work of the Sri Lankan College of Internal Medicine — One Nation, One Standard
Achieving Excellence in Healthcare...acute internal medicine gives you many avenues to consider

e Always remember DATA IS YOUR FRIEND!



Final thoughts....

Patients are like babies in baskets, and it is
our responsibility when we carry them from
person to person....we do so with similar
care and attention.

In planning for their care... you must also
plan for the ones carrying the baby...

Ensure in planning changes for the patients that adequate thought is put in
for all members of the MDT... looking after the wellbeing for all so they can be
solid resilient foundations of care.



THANK YOU.....



Special THANK YOU......

A special thank you to
the colleagues who
took time out of their
busy schedules to
show me around

Dr Krishantha Jayasekera

Dr Ganaka Senaratne

Dr Arosha Abeywickrama
Dr Harsha Sathsihchandra
Dr Hiruni Fernando
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