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Experience # 1 

• 22-year-old lady 

• From outside Dhaka - 2 different 
hospitals 

 

• Painful red lesion at cannula site   

• Worsening SOB & productive cough – 
5 days 

• Gnawing upper abdominal pain – 7 
days 

• High fever – 16 days 
• Afebrile phase of 7 days till 4 
days back 

 

• Recently been treated for DHF  



Experience # 1… 

• High fever - 104°F 

• HR 122/min, BP 90/60 mmHg 

• RR 28/min, Sats 95% with 1L/min 
O2 

 

• Tender epigastrium 

• Absent breath sound – below rt 
7th ICS  

 

• TC 29.4 K/µL, ESR 119 mm, CRP 
241.9 mg/L, PCT 0.37 ng/mL 

• Hb 8.4 g/dL, Plt 449 K/µL 

 



Experience # 1… 

• Possibilities 

• High fever – Second peak of DHF 

                         – Thrombophlebitis 

• SOB – DHF induced pleural effusion 

• Abd pain – ?PUD, ?pancreatitis (excluded)   

 

• Was on Linezolid – soft tissue infection with 
GPC 

 



Experience # 1… 

Pleural 

fluid  

 

WBC 4649/cmm, 
PMN 74% 

USG abd 

An ill-defined echogenic 
soft tissue area along the 
supraumbilical part of 
rectus sheath, anterior to 
liver. 

CT Abd 

with 

contrast 

Small hemorrhagic 

collection in 

extraperitoneal 

space deep to 

supraumbilical 

part of linea 

alba. 

• Sputum C/S  

• Staph. Aureus - profuse 

• Candida (non-albicans) - 

moderate  

 



Experience # 1… 

Transfusion of blood product 

Linezolid – IV to Oral 

Voriconazole – IV to Oral 

Simple analgesia & reassurance for 

the abdominal pain 

Discharged home from AMU after 3 
days 



Experience # 2 

• 27-year-old lady 

 

• Recurrent vomiting – 2 days 

• Worsening headache – 1 day 

• Diminishing vision – few hours 

• Drowsy  

• No h/o head injury, fever, unconsciousness or 
seizures 

 

• No known comorbidity  



Experience # 2… 

• Drowsy, but rousable 

• Agitated 

 

• BP 100/60 mmHg, HR 
100/min 

• Other vitals – stable 

 

• No neck rigidity, 
Kernig’s sign (-) 

A friend disclosed 

 

• Smoker, alcoholic & 
other substance 

abuser 

 

• H/O ingestion of 
alcohol 2 days back 

 



Experience # 2… 

• High anion gap metabolic acidosis 

• Na 148 mmol/L 

• K 2.9 mmol/L 

• Cl 114 mmol/L 

• TCO2 9 mmol/L 

 

• MRI of brain: 

• bilateral symmetrical diffusion restriction in 
basal ganglia and subcortical white matter 
of frontal lobes with haemorrhage in basal 
ganglia. Acute infarct in right temporal 
lobe and corpus callosum. 



Experience # 2… 

• Methanol Poisoning 
Intoxication 

• Optic Neuropathy 

 

• Immediate HD 

• Folinic acid 

• High dose 
Methylprednisolone 

• Acidosis corrected 

• Shifted to cabin on 
day 3 

 

• Vision deteriorated 

 

• Lost to follow-up 



Experience # 3  

• 42-year-old businessman 

• Dyslipidaemia – on Rosuvastatin 

 

• Vomiting - 3 times  

• Restlessness, extreme weakness & tremor 

• Blurring vision 

• Loss of consciousness & fall 

 

• Was home alone – rescued by a friend after 
breaking the door 



Experience # 

3…  

• At ER 

• GCS E3V3M5 

• HR 37/min, regular 

• BP 80/40 mmHg 

• Grossly dehydrated 

 

• Bolus fluids & Atropine – 

sent to AMU 



Experience # 3…  

• At AMU 

• GCS 15 

• HR – fluctuating initially, then stable from 
~6 hours after admission 

• BP – 80/60 mmHg – improved with bolus NS 

• No respiratory event, Sats 98% in RA, Chest 
clear 

 

• All labs & ECG – initially - sinus 
bradycardia, later - normal 

 



Experience # 3…  

• Differentials? 
• Organophosphates 

• Alcohol 

• Cardiac events 

 

 

• Other substance……? 

 

Important history 

 

• Ingestion of 
“special indigenous 

honey”  

   brought from Nepal 

– 5 t.s.f. 

 



Experience # 3…  

• Our NEW KNOWLEDGE 

 

• Honey from nectar & pollen of 

Rhododendron 

• Grayanotoxin I & III 

• M2 receptor  

• All features of OPC poisoning 

except the respiratory components 

• Potentially fatal – if not 

treated early cardiac problems 

• Self limiting after 6 – 12 hours 

 



Experience # 

3 

Explained & reassured 

Discharged from AMU next day 



Quick & thorough assessment 

Immediate & appropriate 

management 



Acute Medicine 

• “Acute internal medicine (AIM) is defined as 
that part of general internal medicine 

concerned with the immediate and early 

specialist management of adult patients 

suffering from a wide range of medical 

conditions who present to, or from within 

hospitals, requiring urgent care”  

 

 
Royal College of Physicians. Acute Medical Care. The right person, in the right setting – first 

time.  

Report of the Acute Medicine Task Force. London: RCP, 2007 



Acute Medicine Unit 

• “A dedicated facility within a hospital that 
acts as the focus for acute medical care for 

patients who have presented as medical 

emergencies to hospital” 

 

 
Royal College of Physicians. Acute Medical Care. The right person, in the right setting – first 

time.  

Report of the Acute Medicine Task Force. London: RCP, 2007 

 



Acute Medicine: why developed? 

• In response to 

• Increasing number of acute medical admissions 

• Reduced bed capacity 

 

• To provide  

• Best quality care to acutely ill patients 

 

 
Ward D, Potter J, Ingham J, et al. Acute medical care. The right person, in the right setting--first time: how does practice match the report recommendations? Clin Med (Lond). 

2009;9(6):553-6. 
Jones M. The evidence for acute internal medicine and acute medical units. Future Hosp J. 2016;3(1):45-8. 



Acute Medicine: Target 
• Specialist led  

• To treat severely ill patients with acute 
medical conditions 

• Discharge home or transfer to specialized unit 
– within 24 – 72 hours 

 Acute Medicine: Outcome 

• Lower inpatient mortality 

• Shortened hospital stays 

• Reduced hospital readmission 

• Improved patient and staff satisfaction 

Wachter RM, Bell D. Renaissance of hospital generalists. BMJ. 2012 Feb 13;344:e652. 



AIM: history 

• 1998: RCPE & RCPSG – reported on “dedicated 
areas for acutely ill” [The Future of General 
Medicine and Acute Medical Admissions] 

• 2000: Working force report – concurring with 
previous. SAM formed 

• 2003: Recognised by the Specialist Training 
Authority as a subspecialty of GIM 

• 2009: Became separate speciality (GMC) 

 

• 2012: Dutch Acute Medicine (DAM) 

 

 



AIM & AMUs: throughout 

the world 





Acute Medicine: Bangladesh 

perspective 

• Statistical Yearbook of 
Bangladesh 2021 & MOHFW 

 

• 3.6 doctors / 10,000 
population 

• 5.53 beds / 10,000 
population 

• 219 : 1 ICU beds 

• Acute Medicine is 
strongly & 

immediately needed  



AIM: Bangladesh 

perspective 





15-Oct-

2022 



Cases for Acute Medicine 

SHOCK 

a. HYPOVOLEMIC 

b. HEMORRHAGIC 

c. SEPTIC 

SYNCOPE/COLLAPSE 

a. ARRHYTHMIAS – TACHY/BRADY/AF 

ANAPHYLAXIS, URTICARIA & ANGIOEDEMA 

TRANSFUSION REACTION 

CHEST PAIN 

a. ACUTE NSTEMI 

b. PERICARDITIS 

c. PLEURITIC CHEST PAIN 

SHORTNESS OF BREATH 

a. ACUTE PULMONARY OEDEMA/VOLUME OVERLOAD 

b. ACUTE SEVERE ASTHMA 

c. INFECTIVE EXACERBATION OF COPD 

d. PNEUMONIA – COMMUNITY & HOSPITAL ACQUIRED  

e. PNEUMOTHORAX 

f. PLEURAL EFFUSION 

UNCONTROLLED HYPERTENSION 

a. HYPERTENSIVE URGENCIES 

b. HYPERTENSIVE EMERGENCIES 

  

ACUTE ABDOMEN (NON-SURGICAL) 

a. ACUTE UPPER GI BLEEDING 

i. PUD 

ii.VARICEAL BLEED 

b. ACUTE GASTROENTERITIS 

c. ACUTE PANCREATITIS 

HEPATIC ENCEPHALOPATHY 

ACUTE KIDNEY INJURY/ACUTE-ON-CHRONIC KIDNEY DISEASE 

METABOLIC & ELECTROLYTE IMBALANCE 

a. METABOLIC ACIDOSIS 

b. HYPER/HYPOKALEMIA 

c. HYPER/HYPONATREMIA 

d. HYPER/HYPOCALCEMIA 

e. HYPER/HYPOMAGNESAEMIA 

f. DIABETIC KETOACIDOSIS (DKA) 

g. HYPERGLYCEMIC HYPEROSMOLAR STATE (HHS) 

DRUG OVERDOSE/POISONING 

ACUTE DELIRIUM 

ACUTE ARTHRITIS 

a. SEPTIC  

b. HEMORRHAGIC 

ANY OTHER MEDICAL PATIENTS – ACCORDING TO THE ADVICE OF 

RESPECTIVE SPECIALIST/CONSULTANT 

  

Any other surgical or gynecological patients – according to the advice of respective specialist/consultant 
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GENDER RATIO 

1233 patients 



Difference 

from other 

areas 

• Bedside monitoring 
tools 



Difference from 

other areas 

• Bedside investigating 
tools 

• Bedside US 

• ABG 

 



Difference from 

other areas 
• Strict maintenance of protocols 



Discharged 

[CATEGORY NAME] 

[PERCENTAGE] 

Transferred to 

[CATEGORY NAME] 

[PERCENTAGE] 

Treatment 

escalated 

[PERCENTAGE] 

DAMA 

3% 

Death 

1% 

AMU patient outcome 
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Acute Medicine: 

Are the patients 

benefitted? 



Comparison 

• Dengue cases (Jul-Nov ‘23) 

• In Bangladesh – all 

physicians treat dengue 

 

• Included 

• Dengue with warning 

signs 

• Severe dengue 

• Excluded 

• Classical dengue fever 

• Patients treated in the 

ICU 

• Died 



Comparison… 

• Population 

• Patients treated in AM setting (n = 76) 

• Patients treated in non-AM areas (n = 243) 

 

• Data compared:  

• Lenth of stay & treatment cost – as measures of 
quality of care1 & patient benefit2 

• Compared with Student’s t-test 

 
1Lingsma HF, Bottle A, Middleton S, et al. Evaluation of hospital outcomes: the relation between length-of-stay, readmission, and mortality in a large international administrative database. BMC Health Serv Res 

2018;18(1):116. 

2Bergmo TS. How to Measure Costs and Benefits of eHealth Interventions: An Overview of Methods and Frameworks. J Med Internet Res 2015;17(11):e254 

 



Results 

  

Significantly lower 

length of stay in 

patients treated in 

AM setting than in 

non-AM area (2.86 vs 

5.05 days 

respectively, 

p<0.0001) 

Significantly lesser 

treatment cost in AM 

setting than in non-

AM area (approx. BDT 

34874 or USD ~318, 

p<0.001) 

None from AM group 
returned. Seven (2.8%) from 
the other group returned with 
hospital acquired infections. 

AM patients benefited 

economically and 

expressed better 

satisfaction. 

Patients in AM

setting

Patients in non-AM

setting
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Why AM stood out better 

STRICT ADHERENCE TO 

TREATMENT GUIDELINE 

USE OF BEDSIDE 

MONITORING EQUIPMENT & 

MODIFICATION OF 

TREATMENT 



Coup d'œil 

• Acute medicine is proven to be beneficial for 
patients 

 

• Acute medicine appears to be successful in 
Bangladeshi health care settings 

 

• It is of particular importance to establish 
more AMUs in Bangladesh to meet the expanding 

number of patients with wider range of 

complicated conditions 

 




