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Medical Assessment & Medical Admission Units.
Medical assessment and admission units are a relatively new concept in our healthcare system. A number of such units have already been established, and more are planned.

As our hospital sector struggles with increasing demand on A&E departments, and an acknowledged bed capacity deficit, it has become virtually a daily occurrence in many of our hospitals for patients to experience delays in assessment, initiation of treatment and admission to many of our hospitals, especially in the larger urban centers.

The inappropriate use of A &E departments by as many as 60 % of attendees, the use of casualty departments as triage, assessment and admission units,  combined with bed capacity shortages, is causing system overload in many of these departments
For patients with semi urgent and urgent medical conditions, there are real and potential risks, should there be delay in assessment and initiation of treatment.
To reduce such risk, expert triage procedures need to be in place to prioritise patient assessment based on medical need. Such expert triage \ assessment should ideally, and in the first instance, occur in a General Practice \ Primary Care setting .If this is not available, then it should occur at the hospital A& E Dept. Once identified, such patients often require rapid assessment and investigation, initiation of treatment and either admission to hospital or discharge back to the care of their GP.     

Increasingly over many years, patients assessed and referred by GP’s, have lost ‘direct admission’ rights and access to inpatient facilities. Instead they are directed to A&E departments for further evaluation and determination of the medical need for admission, or discharge home.

In A & E departments these patients often have to compete for care and attention with the many others who attend these departments, often with long delays. In addition, many patients, already medically assessed by their GP, would again be triaged by a Triage Nurse, seen by a A&E house officer \registrar and again seen by the medical team on call prior to a decision regarding admission or discharge being taken. 
The current situation whereby access to hospital service and inpatient care is channeled through A & E departments is akin to having only one entrance to Croke Park on match day.

The need to provide more integrated care pathways between Primary and Secondary care for patients, that will ensure a more streamlined approach, with less duplication, is self evident. 
The development of Medical Assessment \ Admission Units provide another avenue  for entry to hospital care  , especially for those patients who have already been assessed by their GP , and with the additional benefit of reducing demand on Casualty Depts.

Mau’s have the potential to provide  more integrated care for  patients with urgent medical need , delivered in a more appropriate setting, by staff with the correct skills mix and expertise.
Background issues with regard to admissions and GP - Hospital interface.
There are a number of issues surrounding the GP-Hospital interface that have or will have a bearing on this most crucial area, for patients
1)  Loss of patient \GP admission rights to Hospitals – secondary and tertiary care

2)  Barriers for patients at the GP \Hospital interface- (access & equity)
      Impediments to accessing      -    admission

· Diagnostics 

· Rehabilitation\therapeutic services 
· Out patient assessment- Routine, semi urgent, urgent, & emergency.

3)  Significant Communication barriers between GP’s, Consultants and Hospitals with 
      adverse consequences, and no common vision. 
4)  The historical development and utilization of A & E depts. as “catch all”

     departments with consequences for all, including the undermining of the 
     gatekeeper role of GP  

5)  Bed Crisis : 


 Demand, Capacity, & Utilisation. 

 Management of admission & Discharge.

6)  Underdevelopment of Primary care, current GP shortages, lack of Community   

     resources & supports as a cause of increased pressure and demand on hospital    

     services 
7)   An integrated approach to current problems should include addressing GP    

      manpower shortages , develop primary care capacity, and view this sector as  

      contributing to the solution rather than being  the problem.
8)   Anticipate affect of ‘Hanly’ and Health reform on service planning and provision.


Access to hospital care –local, general & regional 



Number & location of A&E departments



Services in Local and General Hospitals



Relationships with General Practice



Role of GP Cooperatives



Integrated care pathways across Primary & Secondary care interface 

MAU’s and General Practice: Experience in Ireland.
Medical assessment and medical admission units in Ireland are a relatively recent development, and their development to date has been fragmented.
Different institutions have taken different approaches, in establishing these units with different aims, functions, methodology, degree of liaison with GP’s, and success.

Financial investment and Human resources in the units vary, and do not necessarily correlate with improvement in patient care pathways, or alleviation of “the bed crisis”.

Some models have had positive impact on the interface of Primary and secondary care, and have facilitated the rapid evaluation, admission or discharge of urgent GP medical referrals. Others have had less success, and some have had absolutely no impact on general practice.  In some areas local GP’s have been unaware of the presence of the acute medical admission unit, its purpose, and have had no relationship with the unit. 

The presence or absence of an already developed A&E dept appears to have influenced the development and type of Assessment or Admission unit chosen, and its ‘modus operandi’.

Doubts about the potential for such units in larger urban hospitals have been expressed, but such units exist in UK cities, again with varying levels of success.
 From a practical General Practice perspective, there are two types of Medical Assessment or Admission Units- 
1)   Units to which GP’s have direct access,
2)   Units to which GP’s are denied direct access, and admission is through triage at  

      the A&E Dept.

GP Direct Access Medical Assesment unit
The unit with direct GP access best described to date is probably at St Luke’s Hospital, Kilkenny.

The Kilkenny Model:
The success of the MAU in Kilkenny to date, suggests that it is a model that could usefully be studied & copied in many other centres throughout the country.

For 20 years, chronic overcrowding and ‘beds on corridors’ were the norm. In the last 2 years this problem has been eliminated. A number of factors have contributed to this improvement.
1)   General practice developments including structured out of hours access to GP 
       services through Caredoc

2)   GP–Hospital liaison

3)   The development of MAU and other points of entry to Hospital care

4)   Creation of a Pre-discharge unit, and coordination of access to long term care 
      facilities.

The development of the MAU has had significant positive impact on the daily work of general practitioners, improved access for patients to urgent medical assessment and admission, and helped alleviate the long standing bed crisis.   
It is worth looking at the components of its success to date.
MAU  (Kilkenny ) Key components to its success to date are:

Streamlining: 

Urgent \semi urgent medical assessments and admissions go direct to 
MAU\CCU, not A&E
GP triage direct to MAU \ CCU units-  

Direct access recognizes and maximizes experience and expertise of  GP’s

GP, Consultant and SEHB ‘buy in’- strong links and liaison.
Bed manager:


- Key person


- Identifiable contact person


- Interacts and ensures max throughput daily- equal distribution 


   throughout day

- Aware of bed situation throughout hospital

            - Good people skills


- Facilitator- having identified Patient and GP needs & degree of urgency 


  “Booked admission, assessment or investigation”

Staffing: 
Senior nurses, staff nurses, care assistant, ward secretary


Physician on call for day assumes overall responsibility for unit activity.

            Med SHO resides in unit: Admission\Discharge in consultation with 

Registrar or Consultant.

Prioritisation:  
Lab and Radiology prioritise requests from MAU.

Communications:


Identifiable contact person

Phone \ Fax links to all surgeries in region


Admission and discharge feedback and follow up.


Bed Crisis alerts direct to GP’s surgery. (All GP’s have Fax facilities) 

 Additional access points to secondary care: 


MAU is part of structure to allow access to secondary care, without a 
concentration on A&E Dept.


Urgent OPD clinic – same week 


Paediatric, O&G, Psychiatry-all have separate assessment areas, (not in A&E)

Surgical Assessment in current A&E Dept. (No A&E consultant )
Quality

High quality service , with low readmission rate.


90-95 % of GP admission requests are appropriate and required 


Approx 30% discharge rate of patients referred for assessment /investigation.
Identifiable out of Hours GP availability  
The development of Caredoc –GP cooperative, provides access for the catchment population to structured GP ‘out of hours’ services. This service is accessed throughout the region via one 1850 phone number.  Availability and access to this service reduces demand, and again ensures early triage and identification of patients with urgent medical needs.       

Benefits:
Patients with urgent\semi urgent medical conditions have timely assessment 
and initiation of treatment. 
NO beds on corridors x 2 yrs
Benefits to staff morale

Benefits for GP’s – access, recognition of skills, improved communications & relationships with hospital colleagues.
Encourages and rewards Pts who attend GP initially- and supports the GP.

Encourages the GP towards better practice and to take responsibility.

Potential:

A Model which is also suited to other specialties eg Paediatrics and Surgical assessment units.
Model suited to other hospitals, where A&E units are not well developed or staffed, but also a model which should be looked at in context of Urban Hospitals. 

Restricted access Medical assessment units. 
Access to some MAU’s is restricted. Usually in these units GP’s have no direct access or admission rights. Instead access to the MAU is through the A&E dept. where the patient is triaged to the unit by either a triage nurse or by the A&E doctors.

In discussions with GP’s in both areas, the development of these units had little impact on the referral pathways from General Practice to the hospital. In one area several GP’s were unaware of the existence of the MAU.
As a result GP referral patterns were not altered and GP frustration with the systems in place was noticeable. There were few incentives or rewards for Doctors who contacted the hospital with patients requiring assessment or admission. There were no incentives for patients to attend their GP in the first instance, and no benefits for the patient if he had attended a GP and further medical assessment was required.

The failure to recognize and maximize the potential of General Practice, results in duplication, time delay, and is an inefficient use of scarce resources and expertise in our healthcare system. Lack of proper communication structures between the two sectors in effect ensures that the capacity of General Practice to reduce demand on A&E depts. and hospital services, especially at times of crises, is underutilized. 
The medical staffing of some units differs also. Permanent medical assessment Physicians oversees the unit. This poses some problems in respect of continuity of care and follow up, within the hospital system    

Medical Admission Units.

Some hospitals have developed medical admission units with General Practitioner access. From a General Practitioner point of view this is welcome. It is recognition of the expertise of GP’s and their knowledge of their patient circumstances and needs. However admission is the outcome and the flexibility to discharge a patient following an assessment is limited.
The responsibility for admission rests with the GP.  However GP’s do not always require admission in cases of clinical uncertainty, but they often require particular investigation or assessment, to clarify a diagnosis. The absence of an assessment option may result in unnecessary admission, even for a short period.
At times of bed crisis, this model is perhaps not flexible enough, but patient safety and medical liability issues are perhaps less likely to arise.  
St James Hospital in Dublin has an Acute Medical Admissions Unit, to which GP’s have no access. Admissions are via A&E dept, OPD, or planned admissions .Patients can stay up to 5 days in this unit prior to admission to a ward or discharge. It is well staffed. It has no communication structure or procedure to notify GP’s regarding a ‘Beds crisis’, It has no role to play in deferring a referral to the hospital, or providing an assessment facility for General Practitioners. The A&E Dept continues to fulfill this role. 
· ICGP View of Medical Assessment Unit’s in hospitals

ICGP:

· Welcomes the development of MAU’s as an important initiative in integrated care pathways for patients. 
· Recognises the need to reform the role, function, and streamlining procedures in A&E Depts. 
· Recognises the potential of MAU’s to assess patients who require urgent /semi urgent assessment of medical problems, initiate treatment, and to decide on admission or discharge, in a timely and safe manner.
· Welcomes the development of an alternative avenue of entry to secondary care, which facilitates patients.

· Welcomes the development of integrated care pathways, which recognize and maximize the expertise of General practitioners.

· Recommends that GP’s should have direct access to MAU’s 

· Believes that the development of MAU’s is only one element of structural reform required to facilitate the admission and discharge of medical patients in our hospital system.
· Believes that the success of such units requires the support of GP’s, Consultants, and hospital staff, together with effective lines of communication.    

GP access to Medical assessment and admission units in Hospitals

ICGP believes GP’s should have direct access and admission rights to these units.
Liaison committees, including General Practitioners, and patient representatives should be established, to assist in planning and developing such units.  

Protocols regarding admission discharge, & follow up procedures should be agreed. 

Communication facilities and resources, including an identifiable key contact person e.g. bed manager, are essential
· GP’s experience of these facilities to date:
Variable:  4 typical responses cover the full spectrum!!
Non aware of facility;
Aware, but difficulties of access and communication;
Not meeting GP & Patient needs; or 
Excellent.
· Do these units have a useful role to play in the future? 

Medical assessment units have the potential to play a very useful role in our future hospital system. Improved links with primary care, service delivery, quality of care, and enhanced training opportunities are all realistic possible benefits.

The potential will only be achieved if a number of key issues are addressed:
-   Relationship with General Practice- liaison, communications and direct access.

-   Relationship with existing A&E Departments- not in competition, but 
    complimentary.

-   Relationship with the Medical specialties, rest of the hospital, &“Buy in” of all.

-   Clear definition of functions, Staffing requirements\expertise, & communication      

    facilities.

-   New work practices\skills     

The development of medical assessment units on their own will not solve the current bed capacity crisis, but do provide a structure which more clearly meets the needs of medical patients who require  urgent medical assessment and possible admission.

The creation of these and other specialist assessment units, e.g. Surgical assessment unit, would provide alternative pathways for patients to access hospital specialist care, assist the streamlining of patients to the appropriate specialty, and reduce demand in A&E depts.
In parallel, other barriers at the GP\ Hospital interface need to be addressed, including access to urgent or timely OPD appointments, access to Diagnostics and other therapeutic and rehabilitative services.
As we look to the future, the implementation of the Hanly report will undoubtedly influence change in hospital distribution, structures, services, and working relationships.

Mau’s may have an important role to play in a future reconfigured hospital network, especially in Local or in General Hospitals as proposed. 
The development of medical & surgical assessment units, along the lines of the Kilkenny model, are a realistic option for many hospitals at present, where staff, training and quality issues surround their current A&E Departments.

Additional recruitment of medical and surgical specialists, would allow their creation, and would not be contrary to the Hanly proposals. Ultimately, they would contribute to the increase in specialist manpower requirements, and improvement in service delivery in any reconfigured hospital system.
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