Society for Acute Medicine Benchmarking Audit

SAMBA18 Interim Report

A National Audit of Acute Medical Care in the UK

SAMBournemouth
20-21 September 2018

Conference Edition

sam


http://www.acutemedicine.org.uk/

Contact SAM

Address

Society for Acute Medicine,
9 Queen Street,

Edinburgh,

EH2 1JQ,

United Kingdom.

Website
www.acutemedicine.org.uk

E-mail
administrator@acutemedicine.org.uk

samba@acutemedicine.org.uk

Telephone
+44 (0) 131 247 3696

Media
communications@acutemedicine.org.uk

Published by the Society for Acute Medicine September 2018.

© Society for Acute Medicine. All rights reserved. As the information contained in this document is
of interest to both healthcare professionals and the public, we agree to information being
reproduced on the strict understanding that the Society for Acute Medicine will be referenced and
credited as owning and producing the work.

Disclaimer:

Neither the Society for Acute Medicine nor the authors accept any responsibility for any loss or
damage arising from actions or decisions based on the information contained within this report. The
opinions expressed are those of the authors. The ultimate responsibility for the treatment of
patients and interpretation of published material lies with individual medical practitioners.


mailto:administrator@acutemedicine.org.uk
mailto:samba@acutemedicine.org.uk
mailto:communications@acutemedicine.org.uk

Contents

Welcome to SAMBA18 4 Ambulatory Emergency Care (AEC)
AMU Staffing
Executive Summary 5
4. Patients and Outcomes
1. Setting the scene 6 Patients and admission data
Introduction 6 Admission to Hospital
Acute Medicine 6 CQl Outcomes SAMBA18
The Society for Acute Medicine 6 Acuity of illness
Ambulatory Emergency Care
2. SAMBA 7
Founding Aims and Objectives 7 5. Summary and Discussion
Progress in the First Six years 7 What has SAMBA18 shown?
sésjf:é:;ﬂ;g SAMBA Data ; Efficiency and the ED interface
SAMBA Organisation & Methods 7 The future for SAMBA
How? 7 X
Who and When? 8 Appendices . o
Data Collection 3 Appendix 1 Glossary of Terms & Abbreviations
Appendix 2 References
3. Structure and Staffing of Acute Medical 10 Appendix 3 Acknowledgements — authors/
. SAMBA academy
Units Appendix 4 Units & Participants
AMU Structure 10
Figures
1 Number of patients and participating units 9
2 The Variation in Percentage of Total Hospital Beds Dedicated to the AMU 11
3 Age Distribution of SAMBA17 and SAMBA18 Patients 14
4  Distribution of NEWS SAMBA18 and SAMBA 17 15
5 Percentage of low risk admissions per unit defined as NEWS < 2 16
6 Variation in Percentage of initial medical assessments undertaken in AEC 17
Tables
1 cCal for Acute Medicine Units 8
2 CQls reported in this interim analysis of SAMBA18 9
3 Clinical Areas in AEC units 11
4 Composition of Daytime AMU Medical Team at 11:00 12
5 Composition of AMU Team 12
6 Overall Success in Achieving CQls 14
7 Attainment of CQls by Initial Assessment Location Percentage of Patients 15
8 Percentage of Patients with Vital Status Outcomes at 7 days 16
9 Patient Outcomes at 7 days by NEWS (Percentage of Patients) 16

11
12

13
13
13
14
15
17

18
18
18
18

20
21
22

23



Welcome to SAMBA18

The 7t Society for Acute Medicine Benchmarking
Audit (SAMBA18) provides a snapshot of the care
provided for acutely unwell medical patients in
the United Kingdom (UK) over a 24-hour period
on Thursday 28" June 2018.

The report is written for the benefit of everyone

involved in acute medical care, including

healthcare professionals, commissioners of

healthcare, all UK governments and, most

importantly, patients and the public.

The report has been sponsored by the Society for
Acute Medicine (SAM). Everyone involved in

conducting the study and writing the report have
provided their time voluntarily. Collecting data
and running SAMBA in participating hospitals is a
huge undertaking and therefore both the Society
and SAMBA team extend a huge thank you to
everyone who participated this year.

The only reason to undertake all this hard work is
to improve the care we provide for patients. We
hope we have gone some way to achieving our
goal, although we know there is more work to do.
We look forward to hearing your views and
having you joining us for future SAMBAs.



Executive Summary

SAMBA18 took place on Thursday 28™ June 2017
with follow up data at 7 days.

Acute medical teams from 127 Acute Medical
Units (AMUs) across the UK collected data
relating to operational performance, clinical
quality indicators and standards from NHS
Improvement.

Data was collected from 6114 patients.

Key Findings
Structure and staffing of AMUs

e AMUs had a median of 39 beds, with 8.9% of
AMUs having level 2 HDU beds

e 24.2% of hospitals have a separate admission
process for older patients with frailty and
complexity

e 60% of AMUs do not have social workers and
45% do not have advanced nurse practitioners

e 21.8% of AMUs have physician associates.

Patients

e 6% of patients were living in care homes

e 28.5% of patients were aged 80 years or older

e 20.4% of patients were in hospital within the
previous 30 days

Flow of patients through Acute Medicine

e 60.3% of patients were referred by the
Emergency Department (ED) and 31.7% by a
General Practitioner

e 20.1% of patients were initially seen in
Ambulatory Emergency Care (AEC)

e AEC units sent home 79.5% of the patients
they assessed.

Performance against Clinical Quality indicators

e CQl 1: 84.1% of patients had their first NEWS
measured within 30 minutes of arrival in
hospital

e CQl 2: 91.4 % of patients were seen by a
competent clinical decision maker within four
hours of arrival in hospital.

Outcomes at 7 days

o 2% of patients died

e 23.2% of patients were in hospital

e 72.2% of patients were discharged back to
their place of residence.

The future of SAMBA

SAMBA needs to move beyond a 24-hour time
period to generate longitudinal data that can
deliver a more precise estimate of performance
of acute medical teams. These teams are
increasingly multidisciplinary and work across the

ED, AMU and AEC.

In addition, SAMBA needs to provide data from
acute care delivery at times of intense and
sustained pressure during winter months. This
will require a change in the data collection
mechanism and increasing use of electronic
health records. This will provide accurate time
data and minimise the impact on teams on the
ground during periods of very high activity.



1 Setting the Scene

Introduction

In this Conference Edition of the SAMBA18
Report we summarise the interim analysis of this
year’s audit results. We will publish the full

report later in 2018.

We know that not all delegates attending
with Acute
Medicine or SAMBA. Hopefully the following few

SAMBournemouth are familiar

paragraphs will demystify the process.

Acute Medicine

Acute Medicine is defined as that ‘part of general
internal medicine (GIM) concerned with the
immediate and early specialist management of
adult patients suffering from a wide range of
medical conditions who present to, or from
within, hospitals, requiring urgent or emergency
care’.! Acute Medicine differs from other medical
specialties as it is not based on a body system,
disease or patient characteristic, such as age. A
rich description of the specialty can be found in
the Royal College of Physicians of London (RCP)
web resource Medical Care.?

In very simple terms, Acute Medicine is the care
process for unwell adults (usually age 16 years
and above) who attend hospital with a medical
(non-surgical) condition.

The term Acute Internal Medicine (AIM) was first
the
programme for Acute Physicians. This training

used to describe specialist  training
pathway has been available since 2009. The term

AlM is used synonymously with Acute Medicine

Patients presenting to Acute Medicine show wide
variation in terms of age and social background,
as well as the type and severity of their illness.
The challenge for Acute Medicine is to provide a
range of high-quality services to such a varied

group of patients. Acute medical care must be
timely, organised, well-led and delivered by the
right staff. The core processes are:

o Initial assessment by a competent clinician

e Early review by a senior clinician (consultant)

o Diagnosis, with early access to diagnostic tests

e Assess illness severity/physiological instability

e Stabilise unwell patients / resuscitation

e Care delivery by a multidisciplinary team
(MDT) in a dedicated AMU.

Since the first units were created in the 1990s the
specialty has expanded significantly, with around
225 AMUs across the UK. Acute Medicine has
now spread outside the UK, most notably to the
Republic of Ireland, the Netherlands, Australia,
Singapore and Malaysia. Colleagues from outside
the UK are welcome to join us for SAMBA19.

The Society for Acute Medicine

Currently SAM has 1278 members, including 544
consultants, 521 trainees and 213 colleagues
from the multidisciplinary team or non-trainee
doctors.

SAM has many roles:

e Promote education

e Encourage and support the MDT

e Facilitate and co-ordinate the collection of
data relevant to acute medical assessments
and admissions, including SAMBA

e Facilitate collaborative research

the

environments for acute medical care

e Promote creation of appropriate

e Share good practice

o Work collaboratively with other organisations

e Promote acute care models that exist to
improve the care of patients

e Organise twice yearly fully accredited CPD.


http://www.rcpmedicalcare.org.uk/designing-services/specialties/acute-internal-medicine

2 SAMBA

The Society for Acute Medicine Benchmarking
Audit (SAMBA) provides a
snapshot of the delivery of care in Acute

comprehensive

Medicine. The audit is conducted over a 24- hour
period in June each year. SAMBA is recognised
within the UK as providing a global assessment of
the care provided for adult patients who present
to hospital

Founding Aims and Objectives

1. To provide a national audit of care delivered
on AMUs against standards set out by the
Society for Acute Medicine in 2011, known as
Clinical Quality Indictors for AMUs (CQls)
(Figure 2.1)®

2. Toenable individual AMUs to benchmark their
performance against other contributors,

identify areas of good practice, which might

be shared, or where improvement is required.

Progress in the First Six years

This year was the largest SAMBA ever (Figure
2.2). The depth of data collected in the audit
affords us insight into other aspects of Acute
Medical care to interpret performance on the
CQls, including:

¢ Adetailed understanding of the route into and
from AMU

¢ Information to capture the diversity of units

o Staffing levels

e The influence of ambulatory emergency care

e The
Physicians to the medical take.

contribution of consultant Acute

Disseminating SAMBA Data

Results are used to inform contributors of their
individual unit’s performance against the CQls.
Unit Reports have evolved to compare outcomes
results from other
thus

benchmarking. In addition, the national picture

against anonymised

participating  units, providing direct

is analysed. In previous years there have been
several publications in peer reviewed journals,*1°
presentations at SAM conferences and National

SAMBA Reports.!1?

Your Hospital

Joining this audit is voluntary for Acute Medical
Units (AMUs). You can see if your hospital has
taken part from the list of participants in the
Appendices. If they did participate, they will be
given a bespoke report later this year.

SAMBA Organisation & Methods

SAMBA is planned and run by the SAMBA
Academy. Membership of the Academy is open
For SAMBA1S8, the
Academy met in November 2017 and February
2018 (Appendix 3).

to all SAM members.

How?

SAMBA18 was promoted via e-mail to all SAM
members, the Society newsletter and at our
spring conference in Amsterdam (May 2018).

Units were asked to register via an online portal.
To assist units in running SAMBA18, there was a
dedicated e-mail and supporting documents:

1 Study protocol

2 How to guide

3 Caldicott approval

4 Unit data

5 Patient Masterlist

6 Unified data collection tool
7 Frequently asked questions



Who and When?

Recruitment to SAMBA18 was open to all
hospitals in the UK receiving acutely unwell
medical patients. Non-acute and community
hospitals were excluded from participating. The
AMUs in participating hospitals were asked to
register with their local audit office and Caldicott
Guardian. The audit took place on Thursday June
28" 2018 between 00:00 to 23:59.

Data Collection

Patient data was anonymised on entry to an
online portal. Units were advised to:

Table 1 CQls for Acute Medical Units?

1. Collect raw data on paper for future
reference, before uploading to the online
portal.

2. Tosecurely store anonymised raw data and a

Masterlist of study codes, the later stored
securely and independently from the raw
data.

There were two questionnaires:

1. Data regarding the staffing and structure of
participating units
2. Patient related data

As well as the CQls, acuity of illness was assessed
using the National Early Warning Score (NEWS)®

according to clinical need

Other targets from NHS Improvement include:

1. All patients admitted to AMU should have an early warning score measured upon
arrival

2. All patients should be seen by a competent clinical decision maker within 4 hours* of arrival
on AMU who will perform a full assessment and instigate an appropriate management plan

3. All patients should be reviewed by the admitting consultant physician or an appropriate
specialty consultant physician within 14 hours of arrival on AMU**

4. All AMUs should collect the following data:

Hospital mortality rates for all patients admitted via AMU
Proportion of admitted patients who are discharged directly from AMU
Proportion of patients discharged from AMU and readmitted within 7 days of discharge

*In most cases, clinical assessment and initiation of a management plan should be undertaken in
much less time, and prioritised in accordance with clinical need.

**Consultant review for patients arriving on AMU between 08.00-18.00 should usually be
undertaken within 8 hours of the patient’s arrival on AMU with provision for earlier review

All acute admissions: patients should have a consultant approved care plan within 12 hours




Figure 1 Number of Patients and Participating Units
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For SAMBA18 time zero was taken as the time of
arrival to hospital (ED, AMU or other ports of
entry, Figures 2.3 and 2.4). The original CQls were
created based on the basis that the majority of
acute medical referrals would be directly to AMU.
However, several years of SAMBA data have
shown that the majority of medical admissions
start their patient journey in ED. Furthermore,

many medical patients will not reach the AMU,
they may be discharged from ED or redirected to
AEC. SAMBA18 measures performance from the
moment a patient arrives at hospital. This is a
more robust measurement of the quality of care
provided by a hospital its patients. The CQls
measured in SAMBA18 are shown in Figure 2.3.

Table 2 CQls reported in this interim analysis of SAMBA18

Clinical Quality Indicator 1

hospital

Clinical Quality Indicator 2

Consultant

Compliance defined as a full set of physiological observations within 30 minutes of arrival in

Compliance defined as time to see a competent clinical decision maker measured from the
time of arrival at hospital to the time of the first contact in the ED or AMU

The competent clinical decision maker is synonymous with the person performing the first
medical assessment (clerking). For SAMBA18 we took this as an ACP (Advanced Care
Practitioner), PA (Physician Associate) or any grade of doctor from Foundation Year 1 to




3 Structure & Staffing of Acute Medical Units

In SAMBA18, 127 units submitted data describing

their

hospitals and acute trusts, structure,

staffing and patient level data.

In Chapters 3 & 4 data is quoted for complete

data sets and hence denominators may vary.

SAMBA17 results are shown in light grey

AMU Structure

All hospitals had an AMU

There was wide variation in AMUs across the
UK, both in terms of size and structure

The median number of total hospital beds was
546, range 94-1700 SAMBA17: 529 beds

The median number of AMU beds was 39,
range 10-93 SAMBA17: 36 beds

40.3% of hospitals had a separate Short-Stay
Ward with median 24 beds, range 6-70
SAMBA17: 45.5% hospitals, median 23 beds

48.3% of hospitals had an Acute Frailty Unit

SAMBA17: 43.2% hospitals

o 71.7% were separate from AMU
SAMBA17:57.9%

o 28.3% were co-located within AMU
SAMBA17:42.1%

79.8% of hospitals had a Surgical Assessment
Unit SAMBA17: 84.0%

-10 -

e 85.9% were separate from AMU
SAMBA17: 86.7%

e 14.1% were co-located with AMU
SAMBA17:13.3%

24.2% of hospitals had a separate admission
process (take) for older patients (Geriatric
Medicine) SAMBA17 25.8%

e 43.3% on age-based criteria
SAMBA17: 44.1%

e 33.3% on needs-based criteria
SAMBA17: 38.2%

e 23.3% used a combined age and needs,
including younger patients on a case-by-
case basis
SAMBA17: 17.6%

8.1% of hospitals units had Level 2 high
dependency unit (HDU) beds on AMU
SAMBA17 (8.3%)

e Within these AMUs, median of 7 beds,

range 3-14 SAMBA17:5

There was a variation in the proportion of
total hospital beds that were dedicated to the
AMU. A median of 7.1% of total beds were in
AMUs (range 2.4%-24.9%) (Figure 3.1)
SAMBA17: 7.0%



Figure 2 The Variation in % of Total Hospital Beds Dedicated to the AMU
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Ambulatory Emergency Care (AEC) Table 3 Clinical Areas in AEC units
e 103 hospitals had an AEC service as part of % of AEC
acute medicine (83% of total hospitals, 95.3% L3155
of hospitals submitting complete data for this Trolleys/Chairs Only 16%
question) 12.6%
e The majority of AEC units use a combination 4.2%
of trolleys, chairs and separate clinic rooms Both Trolleys/Chairs and 81%
(Figure 3.1)). Clinic Rooms 81%
Flexible Bed AMU 6%
e The median number of trolleys and chairs per exible Beds on i
. 8.4%
unit was 8 (range 1 - 54)

The median number of clinic rooms per unit g9 of AEC units SAMBA 17: 62.2% were
was 3 (range 1-9) separate from AMU

o 49.6% (46.8%) of hospitals had access to
speciality ‘hot’ clinics

-11 -



AMU Staffing Table 5 Composition of AMU Team

e The median time at which the last consultant Numbers Shown as Median (Range) SAMBA17

left the AMU was 21:00 (earliest 17:00, latest Time of day 11:00 19:00  03:00
o 45% of AMUs do not have Advanced Nurse Matron/Ward 1(0-3) 0(0-2) 0(0-1)
Practitioners Manager ! 0 0
e 21.8% of AMUs have Physician Associates ANP 1 0(0-5)  0(04)
e 40% of AMUs have access to a social worker Ward Sister 2 ((2)_7) 2 (10:) 1 (2'6)
SAMBA17: 36.4% '
Staff Nurse 7(3-32)  7(3-32) 6(2-26)
Table 4 Composition of Daytime AMU Medical / ! ©
] 2 (0-6) 0(0-2) 0(0-1)
Team at 11:00 Pharmacist
2 0 0
Median (range) Physician
Associates 008y o{os)  o(02)
1(0-4 0(0-3 0(0-1
Consultant 3 (0-8) Physiotherapist ( | ) ( 0 ) ( 0 )
3
— . Occupational 1(0-4) 0(0-3) 0(0-1)
Specialist Trainee 1(0-4) Therapist 1 0 0
1
! 0(0-3) 0(0-3)  0(0-0)
Core Trainee 2 (0-10) Social Worker 0 0 0
2
Foundation Year 1 2 (0-9)
2

-12-



4 Patients and Outcomes

Patient and Admission Data

e Data was collected from 6114 patients
SAMBA17: 4918 patients

e 52.4% patients were female SAMBA17 53%

o 28.5% of patients were aged 80 years and
above (Figure 4.1) SAMBA17 30%

Admission to Hospital

e Units registering for SAMBA18 assessed a
median of 45 patients (range 4-107)

Where were patients residing prior to hospital?

e Own home 92.5% SAMBA17: 87.6%
e Care home 6% SAMBA17 6.2%
e Another hospital 1.5% SAMBA17: 1.3%

Who referred the patient to Acute Medicine?

e ED 60.3% (unit median 62%, interquartile
range 50-74)
SAMBA 17 58.4%

e GP/Primary Care 31.7% (unit median 27.5%,
interquartile range 16-42) SAMBA17 30.2%

e Paramedic direct referral 1.4% SAMBA17:
1.9%

e Own Hospital 5.3% (2.6% from out-patients,
2.7% elsewhere) SAMBA17: 2.1%

Where was the first Acute Medicine assessment?
e 60.0% in ED SAMBA17: 33%

e 20.1% in AEC SAMBA17: 16.5%

e 19.5% in AMU SAMBA17: 41%

e 1.4% in other locations

e 19.1% of patients admitted through ED went
direct to a medical ward or medical outlying
ward, bypassing AMU.

e 51.9% of patients had multiple clerkings
What were the same day discharge rates from the
different initial assessment locations?

e 5.6% from ED

e 20.1% from AMU

e 79.5% from AEC

e 9.1% of patients were discharged prior to
consultant review 9.9% in SAMBA 17

Readmissions

e 20.4% of patients had been in hospital in the
30 days prior to assessment on SAMBA day
SAMBA:17: 12% SAMBAL16: 13%

_13_



Figure 3 Age Distribution of SAMBA17 and SAMBA18 Patients
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CQl Outcomes SAMBA18

Table 6 Overall Success in Achieving CQls

Clinical Quality Indicator 1
All patients should have their NEWS measured within 30 minutes of arrival.

hospital
84.1% of patients had their first NEWS within 30 minutes of hospital arrival
83% in SAMBA 17

Clinical Quality Indicator 2

on the AMU.

of arrival at hospital to the time of the first contact in the ED or AMU
91.4% of patients were seen within 4 hours of arrival in hospital

65% in SAMBA 17

Composite end-point for CQls 1,2
76.1% of patients received both standards

Compliance defined as a full set of physiological observations within 30 minutes of arrival in

All patients should be seen by a competent clinical decision maker within four hours of arrival

Compliance defined as time to see a competent clinical decision maker measured from the time

-14 -




Table 7 Attainment of CQls by Initial Acuity of lliness
Assessment Location Percentage of Patients

e Acuity at presentation was assessed using the
(% SAMBA 17)

National Early Warning Score (NEWS) (Figure
4.2)
e The median NEWS on arrival was 1 [IQR 0-3],
e Patient outcomes are shown by NEWS

(Figure 4.3)
84.9% 85.4% 82.1% e Afterinitial assessment
cai1 (83%) (83%) (85%) e 23 patients were transferred to ICU
e 28toHDU

() o) 0,
caQl2 91.4%  88.9%  94.5% e 34 to acute stroke unit

0 9 9
(59%)  (68%)  (85%) « 69to CCU.

Composite

77.2% 75.1% 75.7%
CQis 1,2

Figure 4 Distribution of NEWS SAMBA18 and SAMBA 17
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Table 8 Percentage of Patients with Vital Status Outcomes at 7 days

Alive in hospital 23.2%
Died 2.0%
Discharged from hospital 72.2%
Transferred to another Hospital 1.3%
Self-discharged 1.3%

Table 9 Patient Outcomes at 7 days by NEWS (Percentage of Patients)

0.8 20.8 75.7 13 1.4

3.6 33.5 61.5 0.8 0.6

8.7 37.0 51.7 13 13
- 28.8 36.3 25.0 5.0 5.0

Figure5 Percentage of low risk admissions per unit defined as NEWS < 2
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Ambulatory Emergency Care (AEC)

23% of units did not see patients in a dedicated AEC
for their first assessment.

65.3% (SAMBA17 58.6%) of units undertook 10% or
more of their total initial assessments on AEC
46.5% (SAMBA 17 35.1%) of units undertook 20% or
more of their total initial assessments on AEC

The median percentage of total patients initially
assessed on AEC was 18.1 % (SAMBA17 16.5%)

Demographics of patients who came to AEC

32.7% of patients were 70 years or older

83% (SAMBA17 93.5%) of patients had a NEWS of
less than 2

1.4% of AEC patients (SAMBA17 3.1%) had a NEWS
of 5 or more.

7-day outcomes among AEC patients

20.5% of patients were admitted for in patient care.
4.7 % of patients initially seen in AEC were in hospital
at 7 days after initial assessment (91.6% were at
home)

0.2% of patients died in hospital.

Figure 6 Variation in Percentage of initial medical assessments undertaken in AEC
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5 Summary & Discussion

What has SAMBA18 shown?

This is an interim report from the initial analysis
of the SAMBA 18 data, with a more detailed
report to come later in the year. Nevertheless,
there are some important observations which are
clear. The increase in the number of patients with
acute medical needs is accelerating. This year we
had 14% more units taking part but 25% more
patients in total. Inspite of this, the times to EWS
and initial competent decision maker were met
or improved compared with last year which is
impressive. Overall mortality at 7 days is low and
three quarters of all patients are discharged by
this time point as well.

The patient cohort is becoming more complex.
20% of patients who were seen by teams in
SAMBA 18 were in hospital 30 days previously,
with large variation between hospitals. Whilst we
can speculate about the reasons for this
variation, it shows that the work of acute
medicine is not carried out in isolation — there is
an impact of community medical activity and

prior hospital activity on the acute front door.

There has also been an increase in the proportion
of the acute take that is assessed through
ambulatory care. This cohort is being well
selected as evidenced by the low rate of
conversion to admission and the very low rates of
death or need for in patient care at 7 days.

Our this SAMBA
demonstrated the difficulties in matching an

preparations year for
appropriate consultant review time with the
changing constraints in day to day acute medical
care (we were also mindful of the data collection
burden and difficulty in validating time data).
Many patients are seen by medical teams in ED
and so a ‘time to review’ that starts on AMU
doesn’t capture a critical time in the patient
journey. There are also different time standards
for consultant review depending on time of day,
NEWS and a time standard for a consultant

approved care plan — some of these contradict
each other and more work is needed to get a set
of clear measures that are clinically meaningful
and simple to collect, however well they are
initially achieved.

Efficiency and the ED Interface

Over half of the patients in this year’s SAMBA had
multiple clerkings. reflecting the high proportion
of the medical take that is referred from ED. This
represents an opportunity for innovation in
assessment to streamline the collection and
recording of healthcare data, and is already a
focus for change in several units.

The future for SAMBA

One of the major limitations of SAMBA is that it is
a single day of care survey, and performance can
be influenced by many factors that are outside
the control of the acute medical team on that
day. A stable assessment of performance over
time is a fairer reflection of the impact of local
structures and processes on performance
measures, but this is hard to collect given the
human resource implications of the current
SAMBA data collection platform. Furthermore,
learning about the performance of the acute care
‘system’ during periods of relentless and intense
pressure, and how to improve it, is an extremely
high priority in healthcare policy and practice.
SAMBA should deliver answers in winter as well
as summer and for longer periods of time to

estimate ‘true’ performance.

We have been exploring different methods to
take this forward through SAM Council and
through national audit bodies (RCP and HQIP) so
that SAMBA can help acute hospital trusts as well
as their clinicians and patients.

There is significant research potential with
SAMBA that we are also exploring through a
change in the governance of SAMBA data. This

-18 -



will give AIM trainees opportunities to undertake ~ We look forward to discussing this with you at
projects and help grow the research community SAM Bournemouth so that the plans for SAMBA
within acute medicine. are shaped by all in the Society for Acute

There is also an opportunity for international Medicine.

partners to contribute data and form a platform
for joint learning from how acute medicine is
delivered in other health systems.

-19-



Appendix 1 Glossary of Terms & Abbreviations

Abbreviations
AEC Ambulatory Emergency Care

AlM Acute Internal Medicine

AMU Acute Medical Unit
ANP Advanced Nurse Practitioner
ccot Critical Care Outreach Team

Cccu Coronary Care Unit

CFS Clinical Frailty Score, also referred to
as the ‘Rockwood score’1*

CPD Continuing Professional Development

cal Clinical Quality Indicator

Terms Relating to Acute Medicine

Acuity
This is a measure of how unwell patients are. In SAMBA18
this is assessed with the NEWS.

Acute Medicine

This is discussed in detail on page 6. In simple terms, Acute
Medicine is the care process for unwell adult patients
(usually age 16 years and above) who attend hospital with
a medical (non-surgical) condition.

Acute Internal Medicine

This is the specialism that medical trainees enter if they
want to become Acute Physicians. This training pathway
has been available since 2009. The term AIM is sometimes
used synonymously with Acute Medicine

Acute Medical Unit
The area of a hospital where Acute Medicine is based,
sharing many similarities with a traditional hospital ward.

Acute Physician

A doctor who specialises in, and is dedicated to, the
practice of Acute Medicine. In addition, physicians from
other specialties contribute to the care of acutely unwell
medical patients, including participating in the admission
process or ‘medical take’.

Ambulatory Emergency Care

This is described in detail on page 21. AEC provides care for
patients with acute medical problems but in an outpatient
setting. Patients are selected for AEC by their condition and
physiological stability. AEC provides the same level and
standard of care as patients admitted to hospital but with
the advantage of getting patients home more quickly.

ED Emergency Department
ICU Intensive Care Unit
MDT Multi Disciplinary Team

NEWS  National Early Warning Score

RCP Royal College of Physicians of London
SAM Society for Acute Medicine.

SAMBA Society for Acute Medicine

Benchmarking Audit

SSW Short Stay Ward,

Medical Patient

A medical patient is an adult, usually age 16 years and
above, and who does not have a surgical condition at the
time they are referred to Acute Medicine (although some
will subsequently be diagnosed with conditions that need
an operation).

Medical Take

Or simply the ‘take’, is the summative term used to
describe the process of assessing and admitting non-
elective (emergency) medical patients to hospital. For
example, doctors might refer to the take as being busy or
refer to their on-call shift as being ‘on take’ if it involves
admitting patients.

Patient Outcomes

There are many markers of patient outcomes. Of course,
for patients this means getting better. However, to
objectively measure outcomes, healthcare professionals
use a number of parameters including readmission rates to
hospital, length of stay in hospital and death rates, to name
but a few.

Physiological Parameters and Stability

In SAMBA18 this was assessed using the NEWS (national
Early Warning Score). NEWS provides a cumulative score of
physiological parameters (blood pressure, pulse rate,
respiratory rate, temperature, oxygen levels in the blood
(saturations), use of oxygen therapy and level of
consciousness). Patients with higher scores are more
unwell and have less good outcomes.
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Appendix 4 Units & Participants

The list below shows the 127 units that submitted data. Named participants are those people who registered to

enter data or who have contacted us this year. The SAMBA team apologise if we have omitted any names or made

any errors. We would be happy to amend the on-line version of the SAMBA18 report. If we can help, please contact

us at www.acutemedicine.org.uk

Aberdeen Royal Infirmary
Mubashir Kamran, Gillian Fordyce,Ravi Mistry, Nawsheen Noor,
Mohammad Hanis Hanafi, Zehong Chen

Aintree Hospital
Dan Komrower, Jo Lavery, Adam Dixon, Sophie Thompson,
Jongin Kim, Colleen Mackenzie, Jael Nizza

Airedale Hospital
Adrian Kennedy, Jan Droste, Mohammed Elhoseny

Altnagelvin Area Hospital
Abdul Hameed, Navjotkaur Cheema

Arrowe Park Hospital, Wirral
Ratna Aumeer, Vicky Stewart, Vijdan Majeed

Barnsley District Hospital

Nasir Ameer, Muhammad Salman Rashid, Akshay Sachdev,
Nabia Shoukat, Paul Oseghale, Waruni Nanyakkara, Manraj
Matharu

Basingstoke and North Hampshire
Eshaad Ahmed, Tanuj Lad

Birmingham Heartlands Hospital
Pradeep Mallisetty, Hashim Riaz Khan, Patricia Thorpe, Grainne
Buggy

Bradford Royal Infirmary
Alison Dawson

Bristol Royal Infirmary
Morgan Williams, Letitia Orsman

Burton Hospital

Kim Bonner, Sujanita Thyagarajan, Kunal Mhapankar, Adnan
Agha, Kamran Shakir, Sheikh Igbal, Maaz Bin Farid
Faroog, lbrahim Memon

Junaid

Calderdale Royal Hospital
Nick Scriven, Ghalia Alia Stacey McGowan

Chelsea and Westminster Hospital

Hannah Skene, Angharad JenkinsKatrina Sheik, Elliott Lever,
Rajiv Joshi, Ravi Misra, Fauzia Begum, Priya Das

Cheltenham Hospital
Stephan Birkner, Lucy Austreng ,Peter BrowneAdrian, Yang,
Courteney Nalder
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Chesterfield Royal Hospital
James Hankinson

Chorley and South Ribble District General Hospital
Manjinder Singh, Yosra Dafalla

City Hospital, Sandwell and West Birmingham NHS Trust
Sarb Clare, Samuel Ebbs, Mehreen Anwar

Conquest Hospital, Hastings
Viktoriya Clarke

Countess of Chester Hospital
Anu Jayachandran, Elin Davies, William Armstrong

County Hospital, University Hospital of North Midlands
Su Myat Sandi, Adina Bogdan, Michael Eastwood, Olumide
Adebambo, Aditya Narain, Christopher Lloyd, Susan Voss

Darent Valley Hospital
Syed Rehan Shamim, Dora Affam, Sohail Siddique, Ashton
Chang, Yetunde Owojaiye, Zin Lin Htike

Darlington Memorial Hospital
Allan Anthony, Mohammed Abdelgader, Rebecca Oliver, Liane
Hope

Derriford Hospital
Nirosha Gunatillake, Chrissy Beasley, Vishnu Vijayakumar, Kate
Evans

Dumfries and Galloway Hospital
Jean Bell, Alex McDonald, Suzanne Tait

East Surrey Hospital
Martin Dachsel, Anika Wijewardane, Sophie Jackman

Edinburgh Royal Infirmary
Hani Abuelgasim, Mohamed Elhams, Simon Dummer, Johanne
Simpson

Epsom General Hospital
Ethan Douglas

Fairfield Hospital
Nicola Rothwell, Andrea Abbas, Kathryn Gow, Sabah Wali,
Muhammad Jan

Forth Valley Royal Hospital
Dan Beckett, Claire Shepherd, Adam Williamson
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Friarage Hospital
John Nii, Kwatekwei Quartey, James Dunbar

Frimley Park Hospital
Angela Ward

George Eliot Hospital
Hadiza Gachi, Amira Daoud, Teresa Dowsing, Holly Hutchison

Glasgow Royal Infirmary
Colin Muir, Zoe Harzeli, Allan Cameron

Gloucester Royal Hospital
Seren Williams, Gareth Towersey, Jelena Sinkevica

Good Hope Hospital
Susan Fair, Richard Barlow, Tyrone Lightbody, Mia Fletcher,
Helen Bates, Alice Cooke

Great Western Hospital, Swindon
Siyum Catherine Strait, Rachel Anjali Rajadurai, Renata Bartucz,
Timea Novak

Hairmyres Hospital
Gillian Evans, Karen Morrow, Lise Axford, Claire McDougall

Hereford County Hospital
Sarah Weale, Faye Davies, Jayne Davies-Morris, Helen Maylor

Hinchingbrooke Hospital
Chris Tuplin, Waseem Abdullah, Kirsty Harvey

Homerton University Hospital
Mohamed Soliman

Horton General Hospital
Nicola de Savary

Huddersfield Royal Infirmary
Suneeta Teckchandani, Katie Broadbent

Ipswich Hospital
Mohandas Dasan, Shahid Main, Steve Hirwa

James Cook University Hospital
Jess Watson, Katie Flemming, Hassan Wardy, Mark Hudson,
Claire Pendleton, Mandy Walker, Tom Lavender

John Radcliffe Hospital, Oxford University Hospitals
Anuja Bambaravanage, Mirdula Rajwani, Lucy Dunn, Ajay
Gupta, Sumeer Mittal, Sabahat Ahmad

Kings Mill Hospital
Mohamed Kamal Naser, Habib Ahmad, Mohammed Ashfaqul
Ghani, Dina Idris

Kingston Hospital
Nick Rajan, Sam Withington, Joseph Arthur

Leicester Royal Infirmary
Philip Swales, Florina Stanley, Al-Hussain A Al-Shami, Sidharth
Kuchhadia
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Leighton Hospital
Helen White, Shirley Hammersley

Macclesfield District General Hospital
Imran Ansari, Linda Williams, Adam Laskowski

Maidstone Hospital
Carl Hartelius, Amira Mohammed, Simeen Ali, Sara McNamara,
Anushka Engineer, Alex Keough

Manchester Royal Infirmary
Johnathan Elliott, Frances Humphries, Tania Syed , Shoneen
Abbas

Milton Keynes Hospital
Lynn Cooke

Musgrove Park Hospital
Duncan Whitehead, Tom Payne, Ravi Patel

Nevill Hall Hospital,
Matt Broun, Kath Barnes, Andrew Harries, Edward Greenall

Newham General Hospital
Mohammad Joynal Abedin, Jessica Rogers

Norfolk and Norwich Hospital
Ayokunle Adeyemi, Stefka Behova, Gemma Wilson, Madiha
Moghul, Sophie Bean, Duduzile Musa

North Devon District Hospital
Helen Yung, Elaine Leach, Sarah Holman

North Middlesex University Hospital
Omar Jassim, David Stanton Fahd Irshad, Md Mainuddin

Northern General Hospital, Sheffield
Zin May Win Myint, Zohn Mo Swue, Yin Thu Aung

Nottingham University Hospital
Ivan Le Jeune

Peterborough City Hospital
Venkaiah Kavuri, Shazia Baloch, Philip Chika Nwabufor, Kamila
Wilcynska, Deyo Okubadejo

Pilgrim Hospital
Pavlos Zafeiris. Peer Ameen Shah, Wail Mostafa

Pinderfields Hospital
Daniel McNally

Poole Hospital Acute Frailty Unit
Matt Thomas, Emma Bridle, Jenna Chandler, Kerry Porter

Poole Hospital Acute medical Unit
Bejal Patel, Wendy Etrata, Rachel Miller

Prince Charles Hospital, Merthyr Tydfil
Aled Huws, Rahim Khan, Maryam Khan, Rachel Bradley, Indhira
Ordonez-Sampson, Nilarnti Vignarajah



Queen Alexandra Hospital, Portsmouth

Stephen Hill, Phil Evans, Howard Buchan, Claire Emery
Queen Elizabeth Hospital, Birmingham

Adam Seccombe, Cat Atkin

Queen Elizabeth Hospital, Gateshead
Sophie Rutt

Queen Elizabeth Hospital, Kings Lynn
Lata Wanem Limbu, Bimarsh Rai, Harith Altemimi

Queen Elizabeth Hospital, Woolwich
Alex Taylor, Karwai Tsang, Sian Wood

Queen Elizabeth, the Queen Mother Hospital, East Kent
Hospitals

Sunil Lobo, Chris Parokkaran, Janine Mair, Kashmyree
Dabeedin, Catherine Plowright, Diana Mhonda, Abhimanyu
Singh

Raigmore Hospital
Vicky Kippen

Royal Alexandra Hospital, Paisley
Gautamananda Ray, Robert Osborne, Samantha Sharkey

Royal Berkshire Hospital

Abigail Ash, Louise Hopkins Catherine Jordan, Joanne Player,

Andrew Walden

Royal Bolton Hospital
Simon Irving, Dian Huyton, Debbie Bolton, Carrie Dewitt,
Barbara Hart, Michelle Parry

Royal Bournemouth Hospital
Orsoslya Szabolcsi

Royal Derby Hospital
Randy Maraj

Royal Devon and Exeter Hospital
Dan Wilding, Bill Lusty

Royal Free Hospital Adult Assessment Unit
Tara Campbell, Tehmeena Khan, Clio Kennedy, Joe Walton,
Augustine Bediako

Royal Free Acute Medical Unit
Tara Campbell, Tehmeena Khan

Royal Glamorgan Hospital
Les Ala, Kate Speed, Sandra Voos

Royal Gwent Hospital
Josh Fox, Helen Stinson, Paul Mizen, Ferran Cavalle

Royal Liverpool University Hospital
Faisal Mohammad

Royal London Hospital
Sarah De Freitas, Lojana Chandrarajan, Michael Harper
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Royal Preston Hospital
Robert Nipah

Royal Stoke University Hospital
Zia Din, Sudhir Rayasamudra, Khorshid Goran, Jan Aitken, Jenny
Greaves

Royal Surrey County Hospital
Agnieszka Falinska

Royal United Hospitals Bath
Belen Espina, Andiran Anduvan, Matt Hewitt, Alice Quayle,
Catherine Macaulay, Olivia Cheetham

Royal Victoria Hospital, Belfast
Ryan Boyle, Stephen Duffy, Chris Henderson, Andrew
McCleane, Ashley Mulholland, Nick Smith, lan Wallace

Royal Wolverhampton Hospital, New Cross
Alessandra De Serio, Yasir Arafat, Joseph Wheeler

Russell's Hall Hospital

Matthew Maw, Abasaeed Abasaeed Elhag, Reuben Sidhu,
Nithyananda Rajaiah, Kayalvizhi Mohankumar, Madiha Siraj,
Alarmeluvalli Sivaramakrishnan, Aisha Zubair, Gayathri
Rajmohan, Jessica Bartley, Rizwana Kausar

Salford Royal Hospital
Adnan Gebril, Melanie Mellor, Joanne McDonald

Salisbury District Hospital
Danielle Bagg, Konstantina Bourazeri

Sandwell General Hospital
Neelsuraj Patel, Hanfa Karim, Emma Jongman, Harjinder Kainth

South West Acute Hospital, Enniskillen
Shiva Sreenivasan, Shaahid Valley, Stanislav Galkin, Azhar Ayob,
Mary McCaffrey

Southampton General Hospital
Sebastien Ellis, Will Sage, Joanna Risbridger, Mohammed
Choudhury, Jas Dulay, Jas Bhullar

Southmead Hospital
Nigel Lane, Karina Wortelboer, Chanda Qaiser, Spencer Shaw,
Daniel O'Neill, Arissa James

Southport General District Hospital
Henry Gibson, Narcisse Ndoumbe, Mohammad Khan

St Helier Hospital

Ranjit Shail, Abhishek Ray  Ethan Douglas
St Richards Hospital

Judith Virjee

St Thomas' Hospital
Benjamin Hardy Michael Armitage, Naina Mohan, Roshan
Navin, Vivek Srivastava, Kevin O’Kane, Nadia Short



Stepping Hill Hospital
Simon Hodgson, Dominic Morris, Shabbir Jivanjee, Kirsty Elliott

Sunderland Royal Hospital
Win Naing, Mahmoud EI-Hamouly, Rajeev Sharma

Tameside General Hospital
Jaydip Majumdar, Naima Iftekhar, Sally Sutcliffe, Gail Keating,
Alison Hilton, Hannah Tullett, Rebecca Reynolds

Tunbridge Wells Hospital
Laura Haynes, Gaurav Agarwal, Babiker Babiker

Ulster Hospital, South Eastern Health
Eleanor Campbell, Padraig Headley, Claire Scott

University Hospital Coventry and Warwickshire
Heather Tysall, Jackie Flamson  Mathew Dominey
University Hospital Crosshouse
Daniel Rodgers Lois Robertson  Mahanth Manuel
University Hospital Lewisham

James Ewer, Wigdan Hamza

University Hospital of North Durham
Mike Jones, Charlotte Ford, Fateh Khan

Victoria Hospital, Kirckaldy
Andrew Storey, Matt Topping

Walsall Manor Hospital
Zoe Kimbley, Aisha Tahmina Hafsa Ali, Rizwan Zafar

Warwick Hospital
Amy Daniel, Lois Houlders

West Middlesex University Hospital
Rajvi Shah, Krupa Bhalsod, Emma Rowlandson
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Western General, Edinburgh
Fiona Cockburn, Claire Gordon, Frauke Weidanz, Sarah
Dodwell, Adeline Tan, Johanna Hofer

Weston General Hospital, Weston-Super-Mare
Jonathan Downing

Whipps Cross

Zaid Al-Atia, Ananda Chapagain, Amir Jehangir, Rhea Bansal,
Faiz Juneja, Jany Budahn, Martin Conwill, Nourn Bonnie,
Phoebe Sharratt

Whiston Hospital
Jeffrey Unsworth ,Farhad Motazed-Keyvani, Liz Pearce Nicola
Jones, Emma Lager

William Harvey Hospital
Catherine Plowright

Worthing Hospital Acute Frailty
David Hunt

Worthing Hospital Acute Medicine
Roger Duckitt

Worthing Hospital Acute Surgery
Makhosini Mlotshwa

Wythenshawe Hospital
Tim Cooksley

York Hospital
Hasanain Al-Shakerchi, Jawwad Azam, Susan John

Ysbyty Gwynedd Hospital

Lliwen Jones, Chris Subbe, Sioned Davies, Niamh Liley, Zoe
McCarroll, Hannah Benkert, Jamie Barclay, Shuja Ur Rahman,
Ella McGarry, Caitlin Atkins, Joe Harker



