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Adding years of healthy life

Department of Emergency Medicine

To Increase the percentage of Emergency Department (ED) discharged
patients with *non-optimal glycaemic control referred to ~DM care

network and actualising the appointment.

*non-optimal glycaemic control: capillary glucose <3.9mmol/L or >12mmol/L
DM care network: Specialist Outpatient Clinics, Primary Care Providers (Polyclinics
and General Practitioners), Community Health Team, Short Stay Unit.
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Evidence for a Problem Worth Solving
1. The projected prevalence of DM In the population above 60 years old is

40%b0 by 2050; leading to heavy disease burden and

healthcare cost.

2. Singapore’s age-sex standardised DM admission rate iIs 2.1 times of

OECD average.

3. However, only 3026 of DM patients have reqgular follow-up to prevent and

reduce complications.
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Intermediate & Long Term Care Services

(eg. home-based care, day care, community hospitals, nursing homes, etc.)
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Just-in-Time |Intervention 1
Care = ED-to-Endocrinology same day referrals for select group of
patients

Build ED-to- |Intervention 2

Community |= Collaboration with Endocrinology to establish agreed protocols

Pathways for SOC referrals

= Collaboration with General Practitioners (GPs) in Primary Care
Network

Partnerships |Intervention 3

across care |= Fixed date appointments with polyclinics

settings = Fixed date appointments with GPs via Right-Siting Officers
(RSOs)
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“Discharges” Counsel

For all 3 referrals, ED Doctor needs to counsel patient on the importance of early/earlier TCU, adherence to medications and
appointments. For BPA3 and referral to RSO-GP, advisory with information leaflet will also be provided.

STAT Endocrine Referral . Patient Advisory . e .
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Overall Process Measure: Increased percentage of patients referred to DM
care network from 1626 to 64%0

Overall Outcome Measure: Increased percentage of patients referred to and
actualised appointment with DM care network from 35%6 to 57%6

% ED Discharged patients with suboptimal glycaemic control referred to DM care

Percent network and actualised the TCU.
100% — . P Chart
C PAVOA a""" s AT N s N d'ﬁ‘., A
- ! N - !
90% + . - i
L7 ucL » ! i
L - N v S e SN S @
80% -+ N * Post-interventton mean: ® o
. ‘ . 56.61% MOPEX ® ®
70% L Baseline mean: 35.32% @ Y P ®
- @ @
60% - X / ® o ® ® *Te  *7e
o T
: .'.—.—.—..—. "% o ] o]
50% -+ ® ©00 K
g /e O ¢
40% + ® Vo Revision of referral g .. o0
S ® . criteria & Intervention 3
30% L @ ® NP AN ® o
E . . - \\,f “‘ j {,\,‘ "“‘ ,i\‘ ,;’\\‘ {'...-\\\ :‘
20% T Ao “\, l"’ 1‘v¢ﬁ‘\__ ;" \‘\ NN e g ’ ‘\\. f'.ﬂ\\. :: 1III"4
0y ® Intervention 1 & 2 ’ NN T, Vooow
0 T
0% —:—-1- LCL s=r=sr=rsr-iPp--Y ———"+r—+—++—+—+—+—+——+—+—+—++—++—+—+r—r+r—r+r—rr—rrr+rrrrr " T T

2o e~ — @ [op w0 TOLUTOUNOLANDOOUNIONOONQDRT T OT -TONNDOONoOMO NSO~ T W

— =

DDDDD

#N/A

Oct 31-Novb

i i
-, 00 W0

MNow 7-1
MNov14-2

Mov 21-2

UUUUUU

Aug 15,17,
Oct 24,26,2

Balance Measures:
There Is no Increased rate of unplanned 72 hours or 30 days ED re-attendances
or re-admissions and no increase in ED P2 consult wait time

Cost Avoldance

Cost avoidance related to Intervention 1.:

An average of 3 patients are referred to the Endocrinology SOC on the same day.

= Estimated reduction in transport cost for a separate visit ($20 x 2 x 3 x 12): $1,440
per annum.

» Estimated bed days saved by admission avoidance for a conservative estimate of
half of this group of patients (50% x 3 x 12 x ALOS 10 days based on MOH data for
NHG) = 180 days per annum

Cost avoidance related to Intervention 2:

= Estimated reduction in transport cost for a separate visit ($20 x 2 x 3 x 12): $1,440
per annum.

» Estimated reduction in wait time for appointments (Intervention 1 & Intervention
2). (baseline 20 days - 5 days) x 4 (average no. of patients with STAT/HOT
referrals per month) x 12 = 720 days

Cost avoidance related to Intervention 3:
Savings based on Intervention 3 are difficult to quantify in the short term as these
are related to future DM-related hospital admissions and complication rates.

| essons Learnt

» Plan-Do-Study-Act (PDSA) cycles allow rapid feedback and testing of changes.

» Understanding the patient’s story will help with engagement and change
management.

* Designing an effective and efficient counselling script to best engage patients.

» Leveraging upon EPIC to drive sustainability and change.
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