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Lyell McEwin Hospital

o 400 bed Tertiary Metropolitan Teaching Hospital

o Catchment Area: Around 4 lakhs

o 180 medical beds

o 4 long stay ward

o AMU



Hospital Crisis
o Hospital beds in very high demand

o Hospitals are always running above capacity

o Increasing cost of Health Care 

o Overcrowding of ED



Background
o AMU

o Hospital Home

o Rapid Access Clinic

o Hospital Avoidance: Ambulatory Care



What is AMU?
o Adopted from the UK

o Address overcrowding of ED

o “specialised area(s) of an acute 
hospital where patients 
suffering from acute medical 
illness can be assessed and 
initially admitted”



Synonymous Names
o Acute Medical Assessment Unit (AMAU)

o Medical Assessment and Planning Unit (MAPU)

o Acute Assessment Unit (AAU)

o Acute Medical Ward (AMW)

o Acute Planning Unit (APU)

o Rapid Assessment Medical Unit (RAMU)

o Early Assessment Medical Unit (EMU)



AMU Outcomes
o Limited observational data suggest AMUs:

 Reduce in-patient mortality

 Reduce in LOS

 Reduce in ED access block



AMU Outcomes
o 2 studies (1 prospective) reported reduction in in-patient mortality

o 4 studies report reductions in LOS (1.5-2.5 days)

o Waiting times for patients in ED waiting for medical bed decreased by 30% in 
one study

o In 3 studies, discharges directly from AMU to home increased by 8-25%

o 3 studies noted no increase in 30-day readmission rates

o 2 studies described improvement in patient and staff satisfaction with care



Objectives of AMU
o Maximise optimal bed management by creating alternative care pathways 

which obviate need for hospitalisation such as hospital at home services;

o Reduce need to outlie patients in wards separate from home wards and 
eliminate inefficiencies from mal-distribution of admitted patients; 

o Standardise care on the basis of agreed care protocols and guidelines;

o Facilitate clinical and health services research into care of acutely ill medical 
patients. 



Objectives of AMU
o Streamline the process of admission for non-critically ill medical patients with complex 

problems;

o Facilitate early consultant and/or senior medical registrar review (including consults to other 
sub-speciality  services);

o Expedite rapid and comprehensive multidisciplinary assessment of acute medical patients;

o Improve access laboratory, radiology and other clinical investigation services;

o Enhance capacity of ED by offloading non-critically ill medical patients (and the 
assessment, admission and disposal processes involved in dealing with these patients) to 
AMU. 



Traditional 
Admission 

Process

ED presentation

Assessment by ED staff

Request for review by 
general medicine team for 

admission

Patient reviewed in ED

Admit to the home inpatient 
ward

Patient review by consultant 
the following day



Admission 
Process from 
ED To AMU

ED referral to advanced trainee 
in general medicine for 

admission to AMU

Referral accepted over the 
phone

ED MO put admission through 
to ED ward clerk

Bed manager organise bed in 
AMU

ED flow coordinator contact 
AMU team leader when 

patient is ready for transfer

AMU nurse and orderly pick up 
patient from ED to AMU

Patient get assessed by AMU 
MO in rapid assessment bed in 

AMU



Case #1
o 40  Female

o On OCP

o Acute onset Pleuritic pain 

o CTPA : small RT sided PE

o Stable hemodynamics

o Admitted under AMU

o Started on Apixabin

o Discharged under GP follow up after 24 
hours



Case #2
o 54  Male  Diabetic

o Right Leg Cellulitis

o No Osteomyelitis

o Reviewed in ED by AMU registrar

o Discharged  under Hospital Home

ABCESS

BLISTERS



Patient 
assessment in 
AMU

Patient reviewed by AMU 
junior medical staff in rapid 

assessment bed in AMU

Decision on estimated length 
of stay and management plan 

Patient reviewed by AMU 
consultant and expedite clinical 

decision-making process

Estimated length of stay <48 
hours

Admit to AMU

Estimated length of stay 
>48 hours

Admit under general 
medicine (patient transfer 

to home ward)



Patient 
management 
in AMU

Ongoing medical review 
and multidisciplinary 

meeting during the 48 
hours admission in AMU

Discharge home

Hospital At Home

Other community 
supports

Transfer to general 
medicine if admission is 
estimated to be beyond 

48 hours



Case #3
o 55    Female

o Acute onset Dyspnoea

o Background COPD,HTN 

o H/O LVF

o ? Pneumonia ? LVF

o Admitted under AMU

o Required BIPAP

o Transferred to long-stay 
ward after 48 hours



Case #4
o 68   Male

o Known COPD

o Admitted with increasing shortness of breath

o No consolidation on CXR

o +ve Respiratory Viral swab for Influenza

o Admitted at AMU

o Stabilised & Discharged after 24 hours



Acute Medical Unit
LYELL MCEWIN HOSPITAL







Organisational Structure
o 6 rapid assessment beds and 20 AMU (short stay) beds

o After patients are assessed in the rapid assessment beds, their estimated LOS 
will be determined and will be transferred to a bed within AMU

o Long stay wards (>48 hours stay)



Organisational Structure
o Seven day, 24 hours service with features at least once daily consultant led 

ward round

o Multiple decision making points over 24 hour period

o Focus on multidisciplinary early assessment, proactive planning and 
intervention



Staffing : Doctors
o Physician driven  

o 2 Consultants

o 1 AT

o 2 BPT

o 2 RMO

o 2 Interns



Staffing: Nursing/ Allied Health

o 1 in 3 nursing ratio for rapid assessment 
bed, 1 in 4 for the rest of AMU

o Aim to get 7 day cover from allied health 

o Pharmacy, clerical and orderly support 7 
day cover

o Physio/Social worker/Speech 
therapist/Dietatian



Organisational Structure
o Nursing staff and allied health team with sufficient numbers of experienced 

non-rotational staff dedicated to the unit

o Clerical support for extended hours

o Patients can remain in AMU for a maximum of 48 hours with the aim to make a 
decision about discharge or transfer to inpatient medical units as soon as 
possible



Facilities
o 6 rapid assessment beds 

o 20 AMU in-patient beds

o Handover room/work stations

o Procedure room

o Telemetry

o Interview room

o Arterial blood gas machine

o Non-invasive ventilation

o Pre-discharge waiting lounge



Exclusion Criteria
o Where existing patient admission pathways exist they will continue

o Patients presenting with clearly defined acute syndromes which may 
necessitate immediate transfer to highly specialised areas e.g:

 Coronary care unit for acute coronary syndrome, 

 Patients requiring intensive care unit admission, 

 Hemodynamically unstable upper GI bleeds needing urgent endoscopy



Exclusion Criteria
o Acute general medical patients whose clinical condition would be best 

managed in a General Medicine inpatient bed.

o These are patients who have:
 An anticipated LOS>48 hours with a diagnosis and comprehensive treatment plan 

in place (prolonged admission)

 Patients requiring palliative care measures in the terminal phase of the illness

 Psychiatric illness but no psychiatric package in place to facilitate leaving the AMU 
within 48 hours

 Patients who do not have a disposition destination on discharge



Conclusion
o Most AMU have only been recently established in Australia

o An emerging medical model of care that is yet to develop consistency of 
purpose and process across sites

o Despite considerable commonality of function, there are inconsistencies 
in:
Names of units

Variability in nursing skills

Differences in allied health and medical staffing models



A system that functions well in one environment may not thrive 

in a hospital where local demands and resources are different.



Targeted with very specific objectives

Not to try too many things

It is not an extension of ED





Thank You



Questions?


