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PRIORITY BRIEFING 
The purpose of this briefing paper is to aid Stakeholders in prioritising topics to 
be taken further by PenCLAHRC as the basis for a specific evaluation or 
implementation research project. They were complied in 2-3 days. 
 
Does the addition of an Acute GP Service improve patient outcomes and 
reduce costs for specific health conditions? 
 

Question ID: 4 
Question type: Intervention 
Question: For specific health conditions, does the addition of an Acute GP 
Service improve patient outcomes and reduce costs? 
 
Population: Acute medical admissions received by Derriford Hospital via GP 
referral focusing on the following conditions: atrial fibrillation, exacerbation of 
chronic obstructive pulmonary disease, chest infection, pulmonary embolism, non 
cardiac chest pain, cellulitis. As a further sub-group we would like to examine 
complexities such as co-morbidity, age and sex. 
 
Intervention: The Acute GP Service (AGPS) ensures the patient is actively 
managed, from the point of referral, by an experienced clinician. Liaison with 
referring GP includes: 
1. Level of treatment patient requires                                     
2. Alternatives to admission                                          
3. Potential issues with discharge    
(This service is currently running but patients outcomes have not been evaluated 
against usual care).                                

Control: Patients with similar medical conditions who have followed the normal 
medical admissions path (patient referred by GP to secondary care via the senior 
house officer (SHO) covering the medical take), to be selected or randomised on 
the Medical Assessment Unit (MAU), or, comparison with patients undergoing 
normal medical take at a comparator site. 

Outcome: The following outcomes will be measured: patient satisfaction 
questionnaire/patient rated outcome measures, service efficiency, evaluation of 
patient safety, admissions and re-admissions, length of stay in acute setting, 
quality of life/specific functional outcomes e.g. for complex, frail elderly and 
disease specific quality indicators e.g. display of evidence based practice/NICE 
guidance compliance. This information may then be used to design similar 
services and disseminate knowledge and encourage development of the service 
nationally. 

 
Acute GP service:   
The AGPS is a team of experienced GPs with Specialist Interest who are based 
on the MAU at Derriford. Their role is to manage the referrals to the adult medical 
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take (admissions) and ensure all options are explored before a decision to admit 
to the hospital is made. They receive referrals from community practitioners 
(such as GPs, District Nurses, Emergency Care Practitioners, Practice Nurses) 
and secondary care based staff such as DVT Clinic, Pre Op Assessment, 
Emergency Department (ED). Most of the referrals are made by phone where the 
referrer is asking for admission because they feel they have run out of options for 
the patient. The idea is to utilise the knowledge of the specialist GPs to ensure 
optimum use of community pathways or to manage the patient in an ambulatory 
way rather than as an inpatient under a secondary care team. Many patients 
come to the MAU and are seen by the GPs there and discharged on the same 
day, rather than opting for the traditional inpatient method of management. 
Patient choice is at the forefront of the decision making ensuring risks of not 
being admitted are explored and understood by all concerned. The service is 
different from those working with EDs in so much as those tend to offer primary 
care services to patients attending with minor illness, whereas the AGPS is about 
ambulatory care for those who would have historically been admitted to hospital. 
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The Health Problem 
Most of the literature refers to inappropriate admissions in emergency 
departments. In this situation it is estimated that between 3.4 and 41% of 
admissions are avoidable. No similar information has been found with regard to 
MAU admissions. The AGPS service in Plymouth has bee running for four years 
and has continued to be evaluated in terms of patient satisfaction and cost 
effectiveness. It is reported that approximately 22% of the patients referred are 
managed without an inpatient stay.  
 
Guidelines:  
The Royal College of Physicians report on ‘Acute Medicine: making it work for 
patients’ does not refer to the specific use of a GP in MAU units. However, they 
do encourage multi-disciplinary working and communication in order to provide 
more efficient services for patients.  
 
NHS Priority 
 
Regional 
SW SHA Priorities framework 2008-11 
AGPS may help to ensure: 

- that 95% of acute medical patients will have an assessment by an acute 
physician consultant within 4 hours of admission 

- levels of patient satisfaction are improved 
- the productivity of clinical activity is improved 

 
Local perspective 

- DPCT individual plans, with personalised health action plans for people 
with a long term illness or disability who wish to have these (AGPS could 
potentially help with this) 

- DPCT 30% reduction in emergency bed days 
- Plymouth Hospitals NHS Trust aim to provide a comprehensive range of 

accessible services in acute care and good communications 
- RDE aim to deliver services in a comfortable, friendly environment in 

which staff can care for patients effectively 
  
 
Existing Research 
 
Published research 
Inappropriate admissions is a common problem. The use of an acute GP service 
to help reduce the level of inappropriate admissions has been investigated in a 
number of research studies although the focus was primarily on emergency care. 
Several studies aim to determine the causal factors of inappropriate 
admission1,2,3 concluding that the availability of the family to care for the patient 
and the scope for providing outpatient care are two of the main influencing 
factors. One study has attempted to determine efficiencies in an MAU in another 
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UK hospital.4 Their model is designed to be able to calculate the level of resource 
needed to cope with varying levels of MAU patients, however it does not 
compare MAU patient outcomes with those outcomes in patients who go through 
other processes. 
 
The AGPS is reported to be supported by a retrospective study, performed by 
Bristol Royal Infirmary, of a similar GP Support Service. The results showed that 
of all the GP emergency referrals made for MAU admission, the GP Support 
Service attempted to intervene in 33% either by offering an alternative care plan 
to the community GP over the phone or by offering further assessment in the GP 
Support Unit, based at the hospital. Of these, alternatives to admission were 
found for 84%. However, we have been unable to contact the researchers 
involved in this study to confirm their findings and have been unable to identify 
any publications resulting from their work (except a handbook for the service). 
  
Ongoing Research:  
No ongoing research in this area was found. 
 

Feasibility:  
Links to Derriford Hospital and Bristol Royal Infirmary. The AGPS has been 
functioning in Plymouth Hospitals for a number of years but without formal 
evaluation. Thorough evaluation is needed to determine if the service has 
improved outcomes for patients and the hospital. 
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