Hamad Medical Corporation Ambulance &
Mobile Healthcare Service




Mobile Healthcare embraces the
vision of the HMC family

“We aim to deliver the Safest,

and MOSt compassionate care to each and
every one of our patients every day.”
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Origins of MHS

¢ H.E. Dr Hanan Mohamed Al Kuwari’s concept
® |ncreasing healthcare demand

® Rising population

® Various models of providing care in home

Community Nursing

Community Paramedics

SOS Medecins France..1000GPs, 4Million Calls 2.5 Milion Home Visits
Out of Hours Services - GPs




Population growth
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Fast growing demand

We have increased our workforce and activity in response to very rapid
population growth, but we are constrained by the supply of hospital beds
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Redesigning models to transitional care .

We need to play our part in redesigning the model of care nationally to be
more holistic and community based, and less episodic and acute

Future model of care Al

Current model of care Future model of care
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A recent report found that 30% of our patients could be cared for in lower
acuity settings if they had been available



HMC Ambulance & Mobile Healthcare
Service

Life threatening Urgent illness High acuity care Chronic care Care for wulnerable  Low acuity care e.g.
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Mobile Healthcare Service

STAFF FUNCTIONS
Total of 200 staff including ®  24/7 Control Room
Ambulance Paramedics ® 15 Liveried Vehicles
Nurses ® 40 bedded Medi-Hostel
Civilian Control Room Staff ® Early Supported Discharge
Program
Doctors o _
e 51 Consultants in Family Medicine with ‘ Emergency Admission Avoidance

range of 15 — 20 years experience

Operations Managers




Bridging the gap

With more efficient working practices we can meet our vision for high
guality care, in the face of growing demand
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Improving clinical quality and efficiency

Clinical leaders across HMC were tasked to identify improvements in
practice that can make HMC more efficient and provide higher quality care,
for example:

1. Seven day discharge
. HMC-wide, real-time bed management system

. Acute Medical Unit Model

. Acute home healthcare service

2
3
4. Same day admission for overnight surgery and day case surgery
5
6. Mobile doctor service

7

. ei-hostel
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Performance dashboard
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* Early Supported Discharge(ESD) Number of patient visits (consultations) completed during each 24 hour period (6am-6am) to
* Caseload Total number of patients under the care of Mobile Doctor Service (MDS) on each day - caseload

patients on the MDS Caseload. This number does not include visits requested by other providers (e g. home healthcare or Muaither).
does not include patient who are under the care of other services (e.g. Home Healthcare or Muaither residents)

who MDS may visit on request. * Other Visits Number of patient visits (consultations) completed during each 24 hour period (6am-6am) to patients under the care of
other HMC healthcare providers. This currently includes Home Healthcare Service patients and Muaither Compound residents. MDS
complete visits to these patients on the request of the provider.

* Total Daily Visits Sum total of ESD visit & other visits completed in a 24 hour period (Gam-5pm).
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* Other Tel Advice Number of telephone advice calls (Clinical Advice calls completed by an MDS Consultant)
completed during each 24 hour perniod (6am-6am) for Home Healthcare or Muaither Compound patients (usually
with their care provider). This number does not include telephone advice calls for patients on the MDS caseload = MDS Escalation to 999

; . . ~ ) Number of patients during a 24 hour period (6am-5pm) who have required a 998 ambulance response following an MDS consultation
* Total Daily Tel WVisits Sum total of ESD telephone advice calls & other telephone advice calls completed ina 24
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Mobile Healthcare

« Challenges

« Ourteam

* Planned work — Early Supportive Discharge

* Unplanned work — Emergency Admission Avoidance
* Our Improvement projects

e Our Future




Challenges
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Why use Family Medicine Doctors?

Because it is the patient not his illness that defines our craft

Communication skills

Dealing with Multi-morbidities

Holistic care — patients matter not diseases
Respect choice always

Deal with clinical risk as routine and discuss
choices with patients in ways they
understand

Philosophical not nihilistic — life to years not
years to life

We respect who the expert is here — him

We care — he knows it, and so does his
family

Natural team players

__



Our Paramedics and Nurses

Complementary skills

Empathy/Kindness

Advanced wound
management

Cannulation
Resuscitation
Knowledge of EMS service |

Communication (Languages
and styles)

Acute Medicine




24/7 Control Room

Dispatcher

Consultant Grade Doctor



Hamad General Hospital

» Early Supportive Discharge - all wards
» Daily ED presence
» Acute Medical Assessment Unit

I = « Short Stay Unit .



Our first patient
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Al Wakra Hospital
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Early Supportive Discharge
Day Case Surgery

Drain surveillance

Burns dressings

Post-natal pathways




Heart Hospital

Post Cardiac Stent
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Drug titration
Medicines compliance
Education

Secondary prevention
Complications

Heart Failure

Symptoms review
Medication adjustments
Review of co-morbidities
Other medical issues
Confidence/Rehabilatation

____-‘



Home Visiting

* Bespoke managementplans

* |V Antibiotics

 Wound dressings

« Patient and family education

» Bloodtestfollow up

« Longterm conditions management
« Transition to Self care

» Transition to Primary care




:\_Lb-;JU-é)—OJ'

Care & Research

s
s Lin it ylg 2aed
National Center for Cancer

‘ﬁ

£ e

a1

« Supporting palliative care patients in the community
+ Respite care in Medihostel




Women's Hospital
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Supported Discharge

Haematoma evacuation Wound debridement & closure
FLSCS =

haematoma Suturesout
Deep wound noted Discharge home

Hb 7.8
Hb 8.3 Wound dressings Day 13 —ongoing .

Hb 9.4

Hb 10.2
. Transfuse 2u RBCs




Early Supported Discharge after Caesarean Section

A Quality Improvement project in the Women’s Hospital

Team: Women’s Hospital Postnatal Unit 2W: Head Nurse Jessy George.

Mobile Healthcare Service Consultants: L Anderson, A El Hawari, V Quinones.

ground

Early Supported Discharge (ESD) refers to a program which allows patients in acute care to receive some or all of
their care outside the hospital. In the context of maternal health, ESD has been associated with decreased rates of
postnatal depression while maintaining clinical outcomes (reference 1). Hamad Medical Corporation’s ESD program
is run by the Mobile Healthcare Service (MHS), a branch of the Ambulance Service Group. Since the program
started in late 2014, most of the patients who have participated in ESD were referred from medical and surgical
inpatient units, however we think it is likely that postnatal women will also benefit from access ESD.

Consider the case of patient “A” (name changed) who was referred to MHS after nearly 4 weeks in hospital. She
suffered complications following lower segment Caesarean section (LSCS) delivery. During her hospital stay she
received complex wound care, intravenous antibiotics, and ultimately required 3 operative procedures. Patient A
certainly needed access to acute care, however, it is likely that some aspects of her care could have been provided
outside the hospital in an ESD program.

One way to screen for those opportunities is to use a Patient Acuity Score (PAS). Patient acuity scores are designed
to help Nurse leaders plan for staffing needs by estimating the degree of care needed for inpatients in their units
(reference 2).

Lower PAS = Lower acute care needs = Potential for ESD.

Patient Acuity Score (PAS) example: How to calculate the PAS:

|
Eating no Limited diet; difficulty | Full assist the ’s care.
! Reeds for-each y
Dressing no restriction needs assist = the is the acuity

score for that activity
Toileting no restriction  minor assist | Full assist m I.I§ !!E @res for ea§ﬁ
' ' ctivity to reveal the total

acuity score.

- A low PAS suggests an
to the

perioperative  any other pre-operative or post-op day 0 | -

Retrospectively applying a daily
PAS to patient A's hospital stay
reveals that the acuity of her care Admission Hematoma

needs varied over time. There Post LSCS evacuation debridement
were periods of several days & closure
where her acuity score was 4 "

consistently low.

She is likely to have been a good

candidate for ESD during those

times and would have

transitioned back to inpatient

care following her procedures.

This patient and her family

agreed to discharge when she

was referred to MHS on Day 25.

_Cl - lI - . e
Women'’s Hospital
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A Member of Hamad Medical Corporation

The Project
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Aims:

The primary aim of this project is to reduce the percentage of women from Postnatal Unit 2W
who experience a prolonged (>72 hours) low-acuity hospital stay by 40% by the end of 2016. If
this can be achieved, we believe it will improve quality at the WH by promoting patient-centered
care, reducing nosocomial infection risk, and decreasing waiting times for inpatient beds.
Secondary aims are to understand the reasons why women post-LSCS delivery may experience
prolonged low-acuity stays, and to see if patient acuity scores are a useful tool in our setting.

Project Steps (PDSA Cycle 1):

1

*®

Review the 2W Postnatal Unit inpatient list twice weekly for 2-4
weeks to determine a baseline for how many post-LSCS patients
are present, how many have stayed beyond 72 hours (preliminary
estimate is 1-3 patients per week), and what the patients’ acuity
scores are.
After a baseline has been established, implement the proposed QI
algorithm daily to identify patients at risk for prolonged low acuity
hospital stay (should take no more than 20 minutes). For patients
with PAS =2 or less, use MHS admission sheet to assess
eligibility for ESD and proceed as indicated.
Record numbers of patients screened, PASs, results of ESD
eligibility assessments. Use run charts to track monthly data. If
patient numbers are much higher or lower than expected after the
first month, review the protocol.
Analyze the data after 3 months to see what further quality
improvement steps could be implemented in the next PDSA cycle.
o i

Document
reason

Discharged

Reterences:

Acute care needs which could be addressed in ESD program: IV
antibiotics, wound care, blood tests, blood pressure checks,
glucose monitoring, etc.

Initially, we expect that 15-20% of eligible patients will be
transferred to ESD. We think the percentage will increase over
the year as patients and staff become more familiar with ESD.

We expect to encounter barriers to transfer such as infection
control issues (e.g. MRSA, H1N1), patient/family refusal,
operational capacity issues from MHS side, delays in obtaining
specialist advice (e.g. unusual wound care or antibiotics needs).
We will monitor for unintended consequences from transferring
these patients out of the acute setting. Possible examples are
increased patient turnover negatively impacting Unit nursing
resources, or increased emergency presentations among
transferred patients.

1. Brown S Small R, Argus B, Davis PG, Kraslav A (2002) Early postnatal discharge from hospital for healthy mothers and term
ts. C

K and Mccuny C. Acuity systems ! o end patient system

. Harper
Quarterly. 31(4): 284-299.

. Issue 3. Art. No..CD002958. DOI: 10.1002/14651858.CD002958.

(2007). Nursing Administration
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Case Example

Building confidence in the service

Referred from ED : UTI Admission prevented

IV Antibiotics —Ertepenam started at home

Days 1to4 Days 5to 10

Daily review § ) Antibiotics changed to oral

Telephone and planned review

Family education, review of diabetes, medicines reconciliation




Patient visits 2015/16
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Escalation to 999
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MHS documentation: a “note”-worthy improvement project. a ol=uu)ldoa
Contributing team: S Akram, T Carney, D Coffey, P Davern, A Fitzgerald, C Fitzgerald, K Hikmat, C Nicholson, V Quinones. 200 Am bu |a nce Service

MOBILE HEALTHCARE SERVICE

Cemer Electronic Medical Record

. Used by HMC hospiltals.
Information dense. Difficult to
prioritise transitional care Issues,
especially prior 1o the Discharge
Summary being written.

Used Ambulance Service for acute Jaresary 2015

car oy Cangeg St e e o
su:}abla for multi-contact review of Sop 2014 Starting POint ‘ % . g et
L g more space for phone

MHS Medication documents MHS Initial Visit Form numbers.

2 page summary of patient ciinical history Operational checkiist added
Version 1 IV adminstration sheet (Dec  and hospilal stay. Structured like an H&P ' | 1o support handover to the
2014) interview. - d MHS Control Room

Version 2 (Apr 2015) - Currently
Changed format to be easier to read. . . mmm
layout as

most appropriate for
Pl - Cinical and Op v 3 added. Caller deta =2 ———— care service.
an - Clinician-conducted rolling chart audits, usually
at 3 10 & month intervals.

e]]
Act cvcle DO <« (D.weos ;sm)_ trom end-of-ghift-Japons o, s

{Dec 2015)
- Audns Added warfarin documentation sheet
Study { S CHIAE(IF Sppiicante): (Mar 2016) Updated warfarin
= Psriodic smal 0"::" meetings focusing on documentation with dose adjustment

" care pe

©Ongoing audits and educational
packages for MHS clinicians.
Tablet-based electronic medical records?




Emergency admission avoidance
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Emergency admission avoidance

Alpha Crew (999)
deploymentas usual

=

Ambulance
Time saved
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” SN AT Patent treated in the
National Command Centre right place



Medical support to Home Healthcare Services

HERE WHEN YOU

hl‘EED U%‘




Qatar University
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What's next?

Shaping resources to improve Continuity
Feedback Feedback Feedback

IT and mobile electronic patient records
Volume and complexity expansion

Team Training ( IHI, CITI, CPD, LEAN )

Demonstrate ROI




What’'s next? conc

Launch of Emergency Admission Avoidance
Service expansion to longer transitional care
New Pathways - New Hospitals

Telemedicine - remote monitoring

mHealth/Simulation QU partnerships



What patients really want oewszom

1. Restoration to health when ill
2. Timeliness

3. Kindness

4. Hope and certainty

5. Continuity choice and coordination

atients Really Want From Health Care. JAMA.




Thank You




