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• There has been substantial increase in 
Emergency Department (ED) attendance 
and demand for hospital beds during the 
COVID-19 pandemic, increasing overall 
healthcare costs and wait times for 
patients.

• Acute surgical conditions contributes to a 
significant portion of the GS department 
workload, with about 2500 patients/year 
admitted via the ED, of which around 
1360 patients or 54% were discharged 
within 72 hours (2021).

• Assess, diagnose and treat patient, with early 
discharge within 24 hours

• Reduce inpatient emergency surgery 
admissions: 80% patients to be discharged 
home from ACES

• Improve overall patient experience: ALL
patients to receive senior clinician review – at 
least 85% within 4 hours / 75% within 2 hours

Figure 2. KTPH ACES Referral Flow Diagram
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1a. Conditions

1. Uncomplicated diverticulitis
2. Colitis
3. Mallory-Weiss tear
4. Biliary colic
5. Gastritis

ACES may be EXPANDED:
1. Include other diagnosis – simple 

appendicitis, symptomatic 
inguinal hernia, etc

2. Increase bed capacity
4. Pamphlet/video for patient 

education

Review 
within 

4 hours

Review 
within 2 

hours

Senior 
Clinician 
Review

100%

100% 90%

0.0

1.0

2.0

3.0

4.0

5.0

1 3 5 7 9 11 13 15 17 19 21 23 25 27 29 31 33 35 37 39 41 43 45 47 49 51 53 55 57 59 61 63 65 67 69 71 73 75 77 79 81 83 85 87

Cases

Time from GS referral to GS review (in hours)

Mean
0.8 hour

Mean

0.0%

50.0%

100.0%

150.0%

0

5

10

15

20

% Patients with Length of Stay (LOS) <24H

Total patients Rate of patients with LOS <24H

Mean = 30.6%
Pre-ACES ACES Mean = 76%

↑148.4%

Discharged
Home

93.8%

Inpatient
Admission

6.2%

7-Day
ED Revisit

1.4%

30-Day
Emergency 

Readmission

2.1%

SAVED 99 bed 
days/year

0

500

1000

1500

2000

2500

Mean Gross Bill (SGD$)

↓25.1%; savings 
$66,100

Set up in June 2022, ACES aims to 
enhance outpatient and ambulatory care, 
streamline workflows and reduce 
inpatient admissions for suitable patients

• Proper patient selection is crucial for safe ambulatory 
emergency surgery care and outpatient procedures.

• Early access to senior doctors for decision making 
and diagnostics in ED with definitive plan and 
resources are required to convert inpatient to 
ambulatory outpatient procedures. Regular 
communication and huddles between different 
clinical services is important for regular feedbacks to 
improve the processes and experience for patients. 

• The implementation of Telehealth and Integrated 
Network Centre (THINK) is an integral part of the 
post-discharge monitoring, easier access and 
acceptability for patients and cost savings for both 
health care providers and patients.
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