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Abstract

The Sutton Coldfield Unplanned Admission Avoidance in the Elderly Project involved six General Practices
working together to design and implement a method of improving unplanned care for their patients over

the age of7f0. Experienced community nurses were employed to undertake urgent assessment and
intervention in patients at risk of imminent admission and of all patients soon after discharge to reduce
readmissions. A later additional work stream facilitated earliefsS RA & OKI NBS F2 NJ A y LJ
a23aGSYQs 6AGK | OGAGS Y2y A i 2ihddsfals ofadinhitted pafiedtsd S a2 F il 6
Relationships between hospital and community medical and social teams were formed and strengthened

and new pathwg models planned and implemented.
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indicated that 75% of interventions had a significant impact on reducing the likelihood of admission for a
relativelylow number of interventions each month. For palischarge reviews this level of impact was

much lower 15%put for a much larger number of contacts. Early safe discharge intervention

demonstrated a moderate or more level of impact for at least 60%pabil230 interventions each month.

Objective results showed a 20.0% reduction in hospital mortality for ACE project patients (p=0.014, ChiSq
Test) with no comparable reduction for othlecalpracticesnot in the project There were significant
reductionsin both average length of stay and cost of admission. A syst&®change in average length of
stay and cost was observed but the project practices saw greater reductions compénedtberlocal
practices and we estimat¢hat we achieved aadditional cost saving of £324,000 over 2 years

In conclusion, approaching the projectin a structured manner and learning service redesign skills
maximised the potential forimpact and positive outcomes. The observed reduction in hospital mortality, in
particular, points towards a significantimprovement in patient safety. Reductions in cost and average
length of stay also occurred but, as clinicians, nothing compensates for the significant time and effort
involved in changing how our National Health Servicefions better than the knowledge that patients are
now less likely to be harme 348 words)
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Context
In June 2014, Birmingham Cross City CCG invited bids from constituent practices for an innovative pilot to

allow nine sitescross Birmingham to &k at how to better manage lontgrm conditions ad reduce
unplanned admissions.

We were three likeminded practices sharing close geographical boundaries covering 32,000 patieints
we were already looking to work much closer together and agreed to put in a joint propdsajproject
was calledAspiring to Clinical Excellence (A@E} we believed it that was an exciting and unique
opportunity for joined up thinking, enabling uswmrk in innovative ways for the benefit of our patients
and our CCG.

We felt we already provide similar quality care for lontgerm conditions and that our pilot should
concentrate on unplanned admissions in the elderly as this was the area in whiclulgdehawe maximum
impact. We noted that over 80% of unplanned admissions to our local hospital occurred in patients over the
age of 70 years.

In January 2016ye extended the projedb includeanother three practicesloubling the patient population
and replicated the outcomes.

We identified three key areaso help us achieve our goals:

1. We concentrated efforts oanplanned admissions and early discharge in patients over 70
years There is a large elderly population in North Birmingham and our localtabgpood
HopeHospitallike most hospitals struggles to cope with increasing demand.

2. Recognising our very limited experience and exposure, we employed an acknowledged exper
inservice redesignSimon Dodds is a clinician and health care systems endHHESE) and is
currently training many individuals and teams across the NHS in design methodology. He
helped us map our processes, model the impact of change, and led us through implementatio
of service redesign.

3. Weemployed senior community nurseas ad O NB O Z2dNFASY/ [FUSENI (0 K I

would best enable us to work closer with hospital, community and social care teams to reduce
unplanned admissions, length of stay, and facilitate early discharges for our elderly patients.

Werecognised from the outset the importancé patient and carer involvement andexscheduled several
carer and patient participation group events during this pilot.
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Purpose
We were determined that this pilot should work to create:

{Safe andmore effective care

fImproved patient flowthrough Good Hope Hospital

T Quality benefit for patients.

fFinancial savings that exceedlACE funding

fDisseminated learning across pilot sites and the wider CCG

We designed our project with the aspiration that the recugitost saving equals or exceeds the investment
at year two.

Method
We established four phases of our project prior to commencem&e will describe our activities in each
of these phases of our method.
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Figure 1. Four fhases of the project.
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Phase 1- Design

Figure2. The initial project team (Rahul, Rachel, Roger, Elaine and Peter).

Protected Time
We acknowledged the importance of protected time to undertake the proj&etch practice released one
partner for one session on a weekly basige met for a fouthour session on a set day each week.

Project Metrics

Attheoutsetg S NB O23yAaSR (GKS ySSR F2NJ I NRodzad adziasS
time position. We ensured that we had a monthly data feedback loop prositdg the Commissioning
Support Unit (CSU).

Project Blog

We created a wetbased blog tdog our activity andio share our learning across owrder partnerships. We
postedan update to the blogfter every meeting and emailetito all clinical staff. Thishas engaged all our
nurses and doctors witthe project.

ACE Excellg
. Lo "0

Home Pilot Structure How to Blog Blogs Information Calendar Action Log Q

Figure 3. Theblog page header.

Service Redesign

We engaged Simon Dodds, an expetfié@lth caresystens engineeringHCSEgnd service dsign wholed
the data analysis and guided us through service improvement in weekly review seS§®nsgapped the
current pathways and determined the best options that would produce our intended outcome of a
reduction in norelective admissions in the over 704ll the doctorsand nursesnvolved in this project
completed a Foundatiomoflmprovement Science inddlthcare (FISH) online course.

Data Analysis

We undertook early analysis and studied the over 70s-al@ttive admission datand we saw a stable
systemwith no clear seasonal or weekday variat(®ig 4) The three practices admitted an average of 24
patients per week (with arange 0of3) and ve saw that there was a concentration of short stay
admissions.These were likely to be the least complicatades where community intervention would be
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most effective.We also noted a large rise in costs at two days length ofsstaye planned to work to
reduce short stay admissions and reduce length of stay particularly setsiaying two nights or more.
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Figure4. Weekly count ofmergency admissions in >70 years of the preceding two years for the three
practices.The timeseries chart showstable behaviour withaaverage babout 24 patients per week and
a wide variation (range-89). Thissystem behwgiouristhe result ofthe population size, agdemographics
and the current design of the urgent care system.

Length of Stay Distribution
Analysis of CSU length o&gt(LoS) distribution data over a twear period in the Z0sage groupacross
the threepractices showethat:

1 The average length of stay was approximately 9 days

1 A large proportion of these admissions weraly O and 1 midnights in hospital.

1 This group of patients is known to be the least complex and more likely to be influenced by
community-based care process improvements
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Figure5. Scattergram of length of stggnidnights)versugpaymentby-results (PbRjost.

5| Page http://www.journalofimprovementscience.net Version [L.(



http://www.journalofimprovementscience.net/

© Inghan P,GentR, Dubb Rylantella|,Solari T, Speak Nsutton Coldfield Unplanned Admission
Avoidance inthe Elderly Projectournal of Improvement Scier@#l 7, 39 1-26.

A scattergram of LoS versusstshows a clusterin theDdays and0-£4000 area that justifies closer
attention. Due to the high number of patients who stay less than a week but have significant cost, we
focused our data analysis further on the first few days of admission.

Grouping Cots of Admissions by LoS

A Three Practices, Age>70, Emerg, Costvs LOS

10000 = ° .0
—Oo— 1
9000 = —o—2
-e— 3
-4
8000 = —e—5
—0— 6

7000 =
6000 =1 W

5000 =

4000 =

3000 =

—
—
—
=0 ,
—
—_——
—_—
—
l o

2000

1000

0T

2102/60/90
£T02/€0/70
€102/60/7T
¥102/€0/50
21022012 4
€102/10/72
£702/80/0T
¥102/20/82
£102/T0/ET
€102/2T/5C
€102/20/90
¥102/€0/1T
€102/0T/52
€702/60/80
£102/80/5C

>
<Y
3
7
@
<}
El

Figure 6. Timeseries chart of cost of individuainergeny admissions over the preceding two years for
the threepractices, rationally grouped bgrigth ofstay (0-6 midnights) This clearlytsows high

numbers of 0 and 1 midnightays and also illustrates a dramatige in average co$br 2 or morenights in
hospital. This led to us focus our attention on this high flow stream of patients by reducing unnecessary
admissionsandalsoto attempting to reduce length of stay particularly in the 2 nights and over group

Design Work

We worked through the 6NDesign® proce¢Map, Measure, Model, Modify, MonitoandMaintain). We
discusse@omplexadaptivesystems (similar to homeostasis) atiche-seriesdata andundertook a
mapping exercise.

System Flow Mayg confining our scope to the pilot objective of reducing unplanned care in
the elderlycthis map came out looking like a bowl of spagheWe discussed circles of
control, influence and conceland westartedwith things we can change i.e. all withiaro
circle of control.

Stakeholder Map ¢ we drew up a stakeholder magand looked at our areas of influencé/e
discussed that quickest results would follow changes in pqianinor change can have a big
impact, justa minor tightening of a screw ogaburettor and improve whole engine
performance.

The4N Char®¢ we looked from the perspective of reduced unplanned elderly catbet
Gy A3IAt Sae s -4 ¥ dzaysSiidgitien loakey dt teSiggles ranking theby their
incidencejmpact andour influence to change.
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Figure7. Initial stakeholder map.

ACE Nurses

We recognised that the implementation of this project would require the employment of suitably qualified
community nurses who would be abi@assist in the design and implemaeitibn of the required pathways.

Figure8. The 4N Chart® layout.

We employed two experienced nurses with district nursing backgroun®(IE) and bth nurses

undertook the FISH course.

Pareto Chart of Admission HRG Codes

We analged all of the admisen codes by theinealth resource group$H{RG) for the previous two years

and created a Pareto charthichshows the most common diagnoses with which patients were admitted.

We considered which of these conditions we could influesite these are markeded. We chose to

concentrate on patients admitted withrinary tractinfections (UTIs).
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Figure9. Pareto of admissions by HRG code.
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Patient Stories

Our ACE nurses visited two patients from each practice with an admission code W&Jdliscussed the
patient journey and compared that with the discharge summary detadlwe concluded that this diagnosis
appeared to be a proxy for frailtyt also became clearto us that there were many opportunifitesisto
improve the patient journey and avoid adssions and readmissiong/e conducted a similar exercise with
patients admitted wih respiratory infection and came the same conclusion.

The following is a samplef patient experiences:

T ahKSN GKI YIRRYAMI diyeRet:NdBSIR gy dvhat else is available to me

TaL 6Fa Y2OSR I NRdzyR (GKS K2alLWAdlf &AE G(GAYSa SKAC
1 a2 KSy L § NEFRe G2 32 K2YS:I y2 2yS KIFER I Of dzS
T a2 KSy (K AadzZNBESREYAE RREES gKIFG Stas

o =
Q)¢

Stakeholder Engagement

We invested onsiderable efforin gairinga full understanding of the systems involved in the patient joumey.
Inorder to undersand the various roles, the ACEides met individuatakeholders and & met with the
leads of many organisations to establish a common purpose and to work collalabyaiiVe would like to
acknowledge the considerable support givenRighard Parker, MD of Good Hope Hospital.

Good Hopeg Our nurses were invited to a key weekly meeting at Good Hope facilitated by Richard
Parker. This allowed our nurses to meet all teams involved in admission and discharge from Good }
and included: REACTphysiotherapy and occupational therapy atfront door of A&E; Recovery at Hor
Birmingham Community Healthcare (BCHC); South Staffordshire discharge team

Our nurses spent days visiting key teams. They spent a day with the REACT team, a morning with
Ambulabry Care, an afternoon with the Acute Medical Unit, a day with the falls clinic and Day Hosp
(geriatric service), key wards identified were Ward 3, 9 and 11 and visited. The nurses attended
palliative care meetings. We spent a morning with hospitalislaervices to understand their
perspective and map their pathways to discharfas early engagement was key to delivering our
overall objectives to reduce unplanned admissions and expedite early safe discharge.

Community Social ServicesWe met with he local team leader on multiple occasions to map out the
referral process and subsequent patient journey. We agreed a manner by which we could expedite
access to social services within our geography. We have avoided admissions by utilising this pathw

West Midlands Ambulance ServiageThe ACE lead doctors and nurses visited the hub and both nurse
spent a day working with a paramedic on a weekday and a weekend to compare the experience wh
GP practices are open and closed. We agreed joint workingthettambulance service to help them
access our practice direct dial numbers. The duty doctor of each practice attends to a paramedic ce
within 10 minutes in order to reduce conveyance to hospital. This aspect has helped form part of an
increasing projecwithin the CCG now covering 600,000 patients.

Birmingham Community Healthcare Trust (BCHG)e met key individuals including the clinical case
manager (CCM), and district nurses (DN) to enhance understanding of eac®atbles. This avoided
duplication We also met the community heart failure team and agreed a protocol for access to the
service, harmonised our heart failure registers and formalised access to the duty doctor.
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Ambulatory Care Unitg A fundamental principle established wahe value of direct cliniciato-clinician
dialogue. In order to achievethis, we visited the unit and had meetings with key clinicians. We
undertook an evening based engagement event with the wider partnerships, which was very well
attended. This involved a tour of the A&E, ambulatoryecand frailty unitto understand patient flow.
We jointly agreed that the ACE practices could directly discuss patient care with the ambulatory cat
cliniciansin order to reduce admissions or smooth the patient journey. We agreed that ambulatory «
could refer patients back to the ACE practices in order to reduce their recall burden.

Palliative care teant The ACE nurses visited the St GHespicen-patientunitwith the GP leads for
palliative care. They met the consultants and members of the conity team. With better
understanding of the current pathways, we were ableto reduce admissions to hospital for end of lif
patients and direct more appropriately to palliative care services

Phase 2z Implement

Urgent Care Dashboard

One of oukey data linitations was that CSU data was thm@enths out of date by the time itreached us
and were able to act upon iffhe Business Intelligence Unit at the dBfGrmed ughat there is a pece of
web-based software thatvould allow us to identify the placement of our patients within the acute system
within ninehours of admission to Gal Hope Hospital.

C [0 is/iaivienstafordhrecsstha sk QAR : e Lrgent20Core rd avihost-QUS@Chst = Soweengaged
Qear # | Select Bookmark ¥ che v 7 Share session v More Cose .
e N & ®  with the CSland
[VHS]
(g) Urgent Care Dashboard - Activity Summary Midlands and Lancashire GOOd. Hope
—— s Hospital teenable
roc B . - this data stream
24Hours | 7Days | A&EAttendances 12 Month Trend - and a”OW Our
B o | = i nursing team
T r—— virtual real tme
2 ] e ;
access to patient
[— P information across
Top somost Actherations (TN (EEEERTEENND the participating
Most Active Patients - Total Actiuity %| Provider Data o pract' ces.

wine. B e DS ooy M o @
:z 3 6 0 ,;_ ? .
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2 e &E Q
: = = 0 ACE Nurses feel
= i B P Q .
—— T that this was the
Top 10 Longest Staying Inpaticnts Bk g Single most
NHS No. Admission Date Provider Site Ward Los i
i important factor

inenabling the
' sesn.. |31 projectto achieve
its outcomes; in particular the pull system mentioned below wouldrante been possible without this.

Figure 10. Screensh@f the Urgent Care Dashboard.
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The ACE Nurses interrogated the system at the beginning of each working day in order to prioritise the
interventions for that day The key benefits of the dashboandve been identifying:
 Patients who have been admitted
current length of stay
GFNBIljdzSyd FfeSNa¢E
A&E attendanceshere patient was not admitted)
discharged patients and theretrospective length of stay

= =4 -4

On a typical day oukCENurses would access the dashboard, create a list of patients admitted via A&E /
ACU AMU then crosgeference to the local Trustpatient software system (iCare Vortal)his allowed
identification of admission time, route (GP referral, A&E, 999 glagnosis, investigations, location,
current stage of clinical journey and, ultimatghe discharge summary.

Actions

Following the design workve undertook a group design sessionwhighd2 t 3SR | HatEEE ¢ KA V]
analysisvhich identified the keyetions we wished to implement within the pilot and led to a prioritisation
process which considered the actions which would have maximum impact within our own circle of

influence(1].

1. PostDischarge Review (PDR)

The nuses assessed each patient patécharge and created a standard re ptitat was passed back to

each practice on the same dayhis addressed any outstanding clinical actions required for patients post
discharge and gave patients atieir familiesthe confidence to contact the ACE nursesa first port of
contact. Quite frequently contact with relatives and carers had already occurred earlier in the pathway
when the ACE Nurses identify an admission therefore further improving continuity of careisokiarge.

The district nursing bagkound of the ACE nurses was critical in signposting and managing patient needs.
They identified significant social and clinical unmet resettl ensured that the appropriate level of
community care was rapidly implementedPrior knowledge of frequerityers via the dashboard allowed
targeted interventon to those with greatest need.

2. Admissions Avoidance (AA)

¢CKS '/ 9 bdNESE NBOSAGPS NBFSNNIfa OAlF Dta yR 02Y"
risk of urgent and potentially avdable hospital admissionThis takes immediate priority and often

requires arapid home visit for assessmeldsing knowledge of the patient and the social anchowunity

healthcare systems our ACHiSes endeavoured to keep patients at home with suitahleport. The

agencies assisting us inclutiRapid Response, Social Services, District Nursing and Clinical Case Manager
with the priority being to utilise existing services more effectively, and in a timely srarather tharto

duplicate care.

3. Early Safe Discharge (ESD)

Six months into the project, we became concerned that preventing readmissions and avoidable admissions
was possibly not having the desired impact in that we noted that the average length of stay (LOS) was
increasing and total cosvas static{ A Y2y 52 RRa AYUNRBRdAzOSR dza (G2 GKS O
effeOi ¢ 1 a |y SELXIFYlIGA2Y F2N GKAAO®D
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number of patients flowing through th&ystem and their length of stay. We found that we were reducing
the flow to the detriment of LOS as the pressure was reduced within the hospital system.

Flow in

Ambulance | g

“Push”
—_— Pull System
Readmissions
i New Model of Care
Sutton Practices
Yl
iy Discharges
Little’s Law

Work in Progress = Lead Time (LOS) x Flow

Sx months into the projectwe introduced a putdesignthats S  OF £ f SR

Figure11. The Pressure Cooker

Analogy.

Werealised that unless we enabled

patients to be safely discharged

soonerwe were not going to reduce

the length of stay We understand

that the longer patients stay in

hospital, the more likely they are to
become deconditioned and acquire

other complicatias. This would

alsoaffect our ability to make the

required savings.

a 8 I éNay atilising T S

the urgent care dashboard, we were able to malkely contactwith the relevant hospital wards, discharge
coordinators, palliative care teams, hospital social services, relatives, and carers to have vital comgersatio

to aid early safe discharge.

Although we had a clear concept of how we wished to achieve this, in reality thkssiveam required a

huge level of engagement with Good Hope Hospital and required us to interact with all levels of their
organisation including ward sisters, discharge liaison officers up to the Chief Executive of the Trust. Delivery
of this action tooka considerable amount of time and effort and took at least three months to achieve an

impact.

Soft Data from ACE Nirses

Whilstwe had a live data feed which gave us an overall
status picture, it gave no measure of the outcomes achie
by each of the thee interventions outlined above. We
IKSNBEF2NE RSOARSR (2 O2f¢f
perceived impactWe recognise this is subjective data but
there is no objective manner invitch we could collect this
data.

We graded perceived impact of intervertion a scale of-1
5 for each patientA score of 1 would mean minimal impa
and althoughtis might have involved considerable time
and effort, this intervention fad no impact on patient
outcome. Whereas a score of 5 might have involved
minimal time anceffort but did result irasignificant
impact. The AE Nurses collected dataadly and wecollated
this data on a monthly basis.

ACE Excelisnce
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Phase 3z Consolidate

By early August 2015, we felt that the project was demonstrating evidence of sutassg this time
there was a CCG desire for ACE groups to become |akggemet with three likeminded local practices
who also admit patients imtGood Hope Hospital and wlecided that it was in our mutual interests to
merge into one ACE grou@ur newly formed ACgroup now hadh patient population of 64,000 and went
live in January 2016.

Figure 13. The newetam (Peter, RahuNigel,Isabelle, Tim, Rogdfjaine, Rachel and Kajen

This gave us the opportunity to review our priorities and directidfe undertookseveral successful

protected learning time (PLT) events to share the methodology across the wider grotgpemcburage
effective engagementOne particular change we focussed on resulted from the increasing numbers of post
discharge reviews after the the practices became siklany of the post discharge reviews had low impact
scores and could be passed b&alpractices to be dealt withThis albwed the ACE i¥ses to concentrate

their efforts where they could n&i improve outcomes.

We extended our ntsing team, the urgent care dashboard, CSU data stream and the blog to cover this
wider organisationWe updated Good Hope Hospital to inform them of the development of the project.
This included a further engagement event with primary care cliniciaitswitheir secondary care
colleagues with tours of A&E, the Frailty Unit, AMU and Althatresulted in a continuation of our
existing arrangements with all relevant departmeni§e ke ptBCHC, social services and patient
participation groups informeghs theywere actively inolved in the extended project.

Results - Subjective Data:
The following three charts show the soft data collected from April 2015 to August 2016.

1 The admission crisis chart shows how the level of impact intervention has incregtetime.

1 The admission crisis chart demonstrates an increase inthe numbers of patients seen each monthdue
to the expansion of the project to six practiceBhis is not seen in the post discharge review chart
due to the change in prioritisation criteria described aboWetotal, the number of post discharge
reviews conducted have decreased whilst the relative level of impact has increased.

1 Early safe dischges have dramatically increased in numbers and show gradual increasing impact.
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PostDischarge Intervention Impact
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Figure 14Summary ofgbjective outcome measuregertical axes are counts per month.
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Results - Objective Data:

The monthlyCSU data allowed us to genate time series charts using the BaseLine© system behaviour
chart software The four graphs demonstrate retrospective data andgming data regardingeekly

average length of stay, cost, flow and bed days occupied for our patients admitted to Good Hope Hospital
from 2012. All four charts show a splitin their data at July 2014 when the project commefitesallows

the mean (in green) prior to project indiion to be ompared with the ongoing mean.

Days B ACE Three ALOS April 2012 - December 2015 l
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Figure 15. System behaviour charts weekly average length of stay (ALo&)st, flow and bedbad.

The clarts show a drop in thel&S, a rise in the flow, no change in the total cost, and a smatfi tad
bed-days usedSo whilst BaseLi@chartsare useful for demonstrating large changes in a syqtelrb

times sigmg small but sustained changen the mearnsare not so clearly visible and we needed to use a
more sensitivanalysigechnique.

Giventhe before and after processes are essentially stable and the datasets are large, we used T tests for

continuous metricsuch agdmissions, LO8nd costand Chi Squared tests foategori@al count metrics
such as mortalitySee Appendix 1).
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Average length of Stay(ALOS)

ALOSnN the ACE group fell significantly fromdBto 7.31midnights in hospital (unequal variance T test,
t=4.18, df=5555p<0.0Q) and a similar reduction was seen in RAGE patients (8.59to 7.69 midnights)
which suggest that paxf this reduction was a system wide effect.

AverageCostof Admission (ACOA)

ACOAorthe ACE groufell significantly fron£2543 to £2383 (unequal variance T test, t=3.32, df=5810,
p<0.001) and again a similar reduction was seen irAGE patients (£2588 £2447) which is consistent
with the systemwide reduction in ALOS.

Mortality

It was not our expectation that our interventions would have a significantimpact on hospital mortality, but
as an important safety metric we decided to test our hypothesisdiscovered that there had been a
significant fall from 213/2538 (8.43%) to 318/4738 (6.71%) which is a statistically significactteadu

(ChisSg =5.93, p=0.015, Fig 15).

To check that we weneot sampling a systerwide reduction in mortality we repead the same analysis
for all other >70 admissione the same hospitdior the same period of time This showedmortality of
894/10766 (8.30%) before and 1660/19858 (8.3@&%gr which is nosignificantlydifferent (ChiSq =0.024,
p=0.88).

ACE Mortality Others Mortality Figure 15. Chi-squared statistical analysis ofin
Observed | Alive | Dead | |Obseved | Alive | Bead hospital mortality datacomparing before and after
Before 2538 213 Before 10766 894 . .
er | 228 | a8 reer | 10358 | 1600 the ACE pilot started for the ACE patients and all other
7276 531 30624 2554 patients aged >70 admitted as unscheduled to the
Expected Expected .
{Ho) Alive Dead [Ho) Alive Dead same hOSpItaI.
Before 2564 187 Before 10762 898 . i .
After| 4712 | 344 After | 19852 | 1656 If there had been no impact on mortality indiACE
group we would have predicted 398 deaths the
[0-E)*2/E 0261 | 3.582 [(O-E)*2/E 0001 | 0.014 i )
0142 | 1049 0001 | 0008 postintervention phasend we only observed 318,
Chi Squared Chi Squared which represents a difference of 80a20.0%
Statistic 5.934 Statistic |  0.024 red UCtlon(80/398) .
p | 0.01485 p | 0.B7754

Analysis of Patient Discharges

Having discovered a significant fall in mortalitg thenanalysed the destination of our >70s patients on
discharge following from Good Hope Hospitéle also observed fewguatients moving directly to NHS
Nursing Care HomesdmlarggNRA &S Ay LI G A Shylli{a Na2yD A/ ypEERnabIpay ey
Assesment and Enablement beds) and an increase in those returning home.

ACE Predicted ACE Actual

Home

Home
Cther
Other
= Care Home
n Care Home

= Died » Died

Figure 16 ACE Project Unplanned Admissions into Good Hope Hospital fra2814iipAugust2016
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Phase 4z Standardise
Summary of Subjective and Objective Data

Subjective data

Post Discharge Review (PDR)
Priorto consolidating the PDR process, 1 readmission was prevented for every 9 patient contaets. Post

consolidation, when the two groups combined and the ACE nurses prioritised PDRs to the most complex
cases, we saw the effeat the intervention increase to 1 readmission prevehter every 5 patient
contacts.

Admission Avoidance (AA)

We have consistently seen high impact for this interventibaspite the relatively low numbers involved,
subjectively, 1in 4 interventions Id@o admission avoidance. We have successfully influenced GP
behaviour to ensure referralf@ppropriate cases to the ACHiiNes.Also, learning from the project
through regular feedback (for example, the blog and regular PLT events) and weekly mieasiagabled
more targeted and meangful intervention for patients.

Early Safe Discharge (ESD)
By consolidating the PDR procgsg were able to liberate ACHEifgée time to focus on the ESD process.

There are frequetly over 200 ESD interventions paonthwhich is atestament to the relatiohgps

developed between the ACRiNes and Good Hope Hospital stdfiitially there was understandable
resistance to our project from some key stakeholders who viewed our vision with scepticism and doubted
our abilityto make significant change.

Objective Data

Using the $andard T test and CHeaquared aalysisve establishedhat there has been a significant reduction
in average length of stay of admission for patients over 70 into Good Hope Hoasighificant reuction

in average cost of admission for these patigraésd a reduced number of thospital deatts.

When we compare our datbom the pilot with the preceding 2 years, we saedramaticchange in the
system behaviour compared to the period April 2di8y2014

1 80 fewerdeaths in hospital
1 5,800 reduced bed days.
9 £808,500 reduced cost of hospital admissions

When we compare our data with all other practices admitting elderly patients into Good Hope Hospital, we
see that there is a systemvide effect for boh length of stay and costf admission. However, the evidence

A N v oA A W A A

showsthati KI i 2 dzNJ LIN2 2SOl Q& NBadz Ga ,&adteSBriiativesaving a S Sy
compared with other practices is estimated to be:

(£2,447£2,383) x 5,062 = £323,968er 2 years

The most sigificantresult was the dramatic and significant reduction in hospital mortalityis was
unexpectedut is consistent with the changes made in the redesigned service
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Impact of the P roject

Our aim was to create:
{Safe andmore effective care
fPatient flow improvements through Good Hope Hospital
T Quality benefit for patients
fFinancial savings that exceed ACE funding
fDisseminated learning across pilot sites and the wider CCG

What have we achieved?

Length of Stay

& Good Hope
Haspital

SuDIsSILpEaY

Discharges Home ACE Nurses

Figure 17 System flounap illustrating flow improvements.

Safety
At all times, our project has delivered on patient safétgr example, within the ESD component,
the focus was always on delivering the right personalised care at the righttime in the right place.
The three project strands of focusing on admission avoidance, early safe discharge and readmission
avoidance have improved the flow into and out of Good Hblpspital.
We have received verbal and written positive patient and carer feedback throughoub thieecof
this projectindicating a high quality secei. We have had no complaints.

Hospital Mortality
We have seen asignificant reduction in the numbers of patients dying in hospital, when compared
against all other practices referring into Gooddédlospital. This amounted to 80 feweospital
deathsfor our practices within the 24 months of the projgaboutthree patientsper month). We
postulate that pulling patients out of hospital more quickly may be in some part respon¥iele.
know that eldely patients decondition quickly and are susceptibl&éspitat acquired
complications, so less time in hospital may be safer for tfidmWe recognise that the reduction
in hospital mortality may notindicate an overall reduction in mortalldoweve at the very least
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this would represent a more appropriate place of death, and there is strong evidence that patients
preferto die at homé3].

Patient Flow
We have established that we have managed to reduce the average length of stay of elderly patients
admitted to Good Hope Hospital. éwthe 24 months of the projedur figures suggest that we
have saved over,800 bed daysvthen we compee our data with the preceding twyears. There
has undoubtedlyalsobeen a systenteffect, but, even accountingf that, we have saved bed days
when compared to all other practices admitting patients to Good Hope Hospital. We feel that our
early safe discharge system is most likely to account for this. The early safe discharge system only
started to gain tractionn January 2015, and it was after this that we started to see most significant
change in average length of stay. As we have described above, the implementation of this process
required engagement with the Trust hospital at multiple levels and other staklehs. Our nursing
team met with ward staff and other frontline key workers. We met with various tiers of
management, including the Chief Executive of the Trust. Although there was enthusiasm for the
project at all levels, it was only after persistatite mpts to engage did we manage to get sufficient
buy-in to allow this process to function.

Admission s
There has been aclear increase in hospital admissions over recent Yéagave analysed the
trend of admissions into Good Hope Hospital and seseain admissions from both the ACE Group
and Others Practicestatistically the rise has been greater in the Other Practices with a 7.3% rise
annually, comparedith a 6.2% rise the ACE Group.

Below are Basehe®© chartsand the statistical analysier both groups.

Patients ACE 70+ Emergency Admissions - Activity - Weekly
20
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Figure 18 ACEunplannedadmissions>70 yearso Good Hope Hospital
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Standard

Coefficients  Error t Stat P-value

Intercept 40.62514119 1.086149092  37.40291409 1.5604EB4

Slope 0.048093625 0.010765478 | 4.467393188 1.43062E05
Slope 0.12% per week
Slope 6.2% per year

Figure 19 Statistical Analysis of A@Emissionsnto Good Hope
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Figure 20 Other Practice Admissions into Good Hope Hospital.

Standard

Coefficients  Error t Stat  P-value

Intercept 169.7888512 2.555458085  66.44164983  1.4449E124

Slope 0.23702725 0.025328685 | 9.358055766 | 4.40367EL7
slope 0.14% per week
slope 7.3% per year

Figure 21 Statistical Analysis of Other Practice Admissions into Good Hope.

Finances
One of our original objectives was to reduce unplanned care costs and for that saving to exceed our
ACE Funding. Whilstwe have clear data to support the fact that we have reduced the ALOS and
have reduced costs, the order of that savdages not match ouexpectation.
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We feel the reason behind this is even though on average our admissions are cheaper and shorter,
the systemis merely pulling more admissions into the hospital and hence our impaceaall
spend has diminished.

Improvements in the AMU, AC U and Frailty Unit
Whilst our nusing team have undertaken the thré&ey actions that we have outlined, we were
aware that our doctors and ANPs could also improve patient care. We feltthat a key improvement
g2dAZ R 0S G2 NB MyFGIGA YOASO NilKySE GROK IAfy2AT0ES yi K G dza SR
admission to hospital. Tothatend, we worked to build relationships with key acute Trust
departments. We metwith key clinicians and arranggd evening meetings where GPs could
meet their corsultant colleagues and visit thewte units in the Hospital. The result of these
meetings has led to a restablishment of communication between colleagues. Our ACE pilot
doctors have been allowed to refer directly through to ambulatory earé ®nsultants have
exchamged mobile numbers with our GBsd encouraged us to discuss patients first hand.

Improved Care
Overall, our practicand nursing tearshave worked hard to improve patient care by offering
support to those pagnts who are close to admissior have recently been admitted, and also
those who are currently in hospital. Ourteams are better aware of when our patients are currently
in-patients. We have worked to assist patients and their families in order to improve the early
discharge procesfor them.

Team Working
The pilot has allowed spractices to come togetherto work in a united fashion. We believe thisis
without precedentlocally. The project has allowed ourteams to improve care, build trust and
establish better working methodologies.

Collaboration with Other A gencies
Having woked hard to meet all stakeholders in the system, the spin off has been that we have built
relationships and trust with each of these various agencies. We have continued to work closely
with BCHC, working with their community matrons, and exploriegtbtential for an Extensivist
Project. We have worked with Public Health to look at falls and frailty, and are working alongside
them andtwo of their priorities. We have worked with the Falls team to create an eFrailty register
within each practice. Ouriantion was to use this registerin order to better direct appropriate
levels of care to frail patients. We have worked with Social Services locally, ttigstaditer
routes of referral.

ACE Nurse Reflection
The following is a reflection on a patiendsy from one of our ACE Nurses:

G!' /9 bdzNESA NBOSAYSR | LIK2yS OFftf FNRY 2yS 27
ynad . 20K LI GASyda KIFI@S | RAIFIy2ara 2F RSYSyi
0KS Kdzi o | yaReQdy thas & [akage af #Faf and is visited three times a day for personal
care and preparation of meals. The husband is stilcggihg and sorts out his own medication.
Unfortunately the husband tends to leave his daily medication on a saucer, tabtbeHis wife,

who had become very confused over the last few days, had taken his medicationfitoetable

and swallowed them.
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The husband informed the carer about the mishap and the carer phone the GP Practice for advice of
whatto do. The GP chestkwhat medication the husband was taking and felt this should not cause
any issues to the wife. However, if the wife was to become ill or show any signs of giddiness, the
carer or the husband was to inform the surgery. The carer felt the wife was becomiag

confused and had almost fallen because of giddiness. The carer phoned the surgery for advice and
wastold to phone foran ambulance.

The ambulance crew arrived and following a full assessment it was decided that there was no need
fora hospitaladmision, however, the crew did feel there was a safeguarding issue regarding the
Kdza 6 I Yy RQ3& DvrBdRtedrainkdic yish, the husband had become very aggressive

towards the male paramedic, pushing him and telling him to get out of his hdirseanbulance

crew phoned the GP practice for a visit, but because this was still admission avoidance the GP asked
the ACE team to visit.

When the ACE Nurses arrived the wife was very confused and kept saying she was going to hospital
and needed her night thing3'he husband was in the dining room eating his lunch; he seemed very
calm and agreed to talk about how we could help him and his wife to stay safer at iaragyreed

to have his medication in a blister pack; to help reduce the risk of his wife takmeglication.
Unfortunately he refused to have a key safe or an alarm pendant; we also offered to make a referral
to CERS (Carers Emergency Response Service) and DISC (Dementia Information and Support for
Carers), but again he refused botHowever, he diagree to us speaking to his daughter about

having sane help with sorting the house.

After talking to the husband we then checked on his witee paramedics had completed a full
assessmentwhich included all base line observations; however paramedics are not allowed to check
urine samples so we managed to obtain a urine sample, which clearly showed a UTI. The GP was
asked to arrange for a courf antibiotics to be dispensed in a blister pack, so the caarkl be

able to prompt them.

During this time the husband had returned to the living room where the paramedics were, again he
became very aggressive towards the male paramedictheinS NS & 2F SOSNE 2y SQa
paramedics were asked to leave.

For the next few days, we continued to support both patients and their family. Both patients have
had a falls assessment completed and both have had their details added to the falls regtster. B
LI GASyGa Fftaz2z y2¢ | LIISENI 2y GKS FTNIAftde NBIA

Q)¢

Patient Story z Reflections of a Carer
The following is a reflectionoa patient story from a carer:

Gaé Y2U0KSNI gl a | RYAGOHSR G2 I RRingtdatlinefve WeleNJ (62 R
contacted by the ACE Nurses who offered our family support during and after discharge. A nurse
visited the day after my mother was discharged and did an assessment of all her needs. Nothing had
been set up by the hospital ama had no idea of what help and support was available. The nurse

gla {AYRZ O2YLIl aaAirzylriS FyR KFR I @SNE Of SI NJ «
arranged for carers, District Nurses, Occupational Therapy and gave us advice about alayms, a ke
safe, claiming an attendance allowance and other support agencies which my mother could benefit
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repeating our concerns.

Y dzO

| feel this is a most wonderful s&re and | hope the other people can benefit from it too. Thank you
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Future vision

i1 Project development

Although we have made changes to the project using feedback mechanisms to
standardise our current work, we are receptive to the fact thatire changes may be
required.

Roll out

As we have standardised our methodology and have positive outcome data, it woul
an ideal time to further expand this project further afield. This would enable the
positive outcomes above to be magnified foethenefits of a larger population of
patients and the wider health economy.

Shared learning

The service redesign learning that has been essential for the success of this project
needs to be disseminated. This aspect is imperative for the sstaaollout of this
project.

Multi -agency working
Significant collateral benefits have come from collaborative working with other
stakeholders including BCHC, Birmingham Better Care, social services and Publict
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