Introductory Notes:

This document provides a high level review of clinical evidence in relation to acute episodic care.

It is a summary and refers to a wide range of other sources of more detailed information, which
themselves refer to detailed research studies and evidence-based reviews. Effectively it is the peak of
a very large pyramid of information that sits beneath it.

It intends to begin a discussion with clinicians about “what works” – in essence, how can we use the
resources available to us within the county’s hospitals and beyond to provide the best outcomes for
patients by reducing mortality and reducing the likelihood of long term illness or disability?

We welcome feedback from clinicians, from patients, from partners – from anyone with an interest in
how local hospital services can be the best they can. But, before we ask for feedback we would like to
explain a little about what happens next to set this document into context.

This document is just a starting point. It cannot be complete at this stage. Instead, it should prompt
discussion and help us to identify areas and issues that we need to look into in more detail. For
example, what is missing from this review of the evidence? What else can be learn from in the UK and
across the world so that the county’s hospital services are as good as they can be? What else do we
need to know in order to make recommendations for the future of services that will best meet the
needs of our urban and rural communities?

Through a series of clinical workshops, experiences doctors and nurses with other health
professionals will begin to develop a clinical vision of “what good looks like”.

This will then form the basis for wider discussion with patients and communities, focusing on questions
such as:


OK, we have some initial thoughts about “what good looks like”. How does this measure up
against your expectations as patients, carers or residents?



If this is what good looks like, how we are doing in the county’s hospitals? What are the strengths
that we can and should build on? Are there weaknesses that we need to address?



If there are weaknesses, then what are the things that we could do to improve?

So, with this in mind, we would be really grateful for your thoughts on the attached document:


What other sources of evidence are there that should form part of the foundations of the NHS
Future Fit programme?



How best can we engage with patients and communities in the next stage of the debate?



Are there any gaps in the evidence base for acute care that

Share your thoughts with the NHS Future Fit programme by emailing nhsfuturefit@nhs.net
We look forward to hearing from you.
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Introduction
This rapid evidence review is presented to inform the case for change for the Excellent and
Sustainable Acute and Community Hospital Services programme. This review focuses on acute
episodic care; two further reviews are planned on Long term conditions and Frailty; and Planned
Care.
In their report, Learning from Reviews, the Independent Reconfiguration Panel (2010), note the
importance of the evidence base for change and this is supported in a recent report from the Royal
College of Surgeons (2013):
“The requirement for, and implications of, service change needs to be thoroughly and
exhaustively researched. If services are to be changed, the whole pathway of care for
patients with specific conditions must be considered. This should encapsulate how a patient
would access services from primary care, to initial secondary care referral, diagnostic tests,
hospital treatment, discharge, follow-up and rehabilitation” (RCS, 2013).
The evidence base on best practice service reconfiguration is, however, relatively limited. Spurgeon
et al (2010) reported that “the evidence base is not strong enough to guide decisions in specific
situations about what care can be safely delivered locally, and what must be delivered in large
facilities.” What is known however is that in any reconfiguration there are four interlinked drivers:
quality (including safety), workforce, cost and access (Imison, 2011) (Figure 1).

Figure 1

Scope of this review
This review considers a number of key themes identified as important to the case for change in
relation to acute episodic care:
 Bringing specialists together
 Consultant-delivered care and decision-making
 Adjacencies and flows between services
 Shifting more care towards the community and in the home
 Integration of services
 Access to services
 Technology and innovation
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The scope of this review has not considered:
 local drivers for change, such as demographic profiles and increasing co-morbidity, as this is
informed by the data analysis;
 evidence in relation to major trauma centres, as this is managed at a regional level.
The following points should be noted:
 this is a rapid high level review to fit with the timescales required; more systematic and
comprehensive can be completed focusing on themes of interest, if required;
 the review focuses on general messages for acute care and has not focused on specific
conditions or populations; additional reviews focusing on particular aspects of acute care
can be provided if required;
 interventions which have a weak or uncertain evidence base are not necessarily ineffective the evidence is too limited to draw firm conclusions. This highlights the need for robust
evaluation of local implementations to strengthen the evidence base;
 there is often considerable variation in definitions and composition of services; where
information is available, we have indicated variations in practice;
 it can be difficult to synthesise evidence across different settings or where research has
focused on a specific aspect of service delivery or a particular population.
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1. Bringing specialists together
Compliance with clinical guidelines
Gouldie and Goddard (2011) summarise recommendations from guidance published by medical and
professional bodies (refer to Appendix for further information relating to specialties):
Table 1 : Explicit mention of scale and costs (Gouldie and Goddard, 2011)
Guidance
Critical Care
“The optimum size of critical care units (CCUs) is difficult to
Units
ascertain; very small (or very large) units are difficult to manage.
Fewer than eight level 3 beds may not be sustainable because of
the need for adequate numbers of staff at all times.”
“There is some degree of economy of scale as the number of
beds is increased, but over a certain level a second team of
doctors becomes necessary because of the intensity of input
required by these patients. There are no economies of scale in
small units and, with limited patient exposure (that is ‘case
mix’), such units would not be recognised for training by the
IBTICM.”
Pathology and
“The indiscriminate and uncontrolled removal of the high
Laboratory
volume, low cost element of the service runs the risk of
Service
destabilising the financial base that allows the provision of the
more expensive, high technology service elements.
This in turn will have an impact on the ability to pursue the
research and development element inherent in all large
laboratories, crucial for the evolution of the service and the
continuing provision of high quality diagnostics for patients. The
proposed development of managed pathology networks will
allow the movement of services between NHS laboratories,
while maintaining the integrity and capacity of the overall
service.”
Histopathology The provision of emergency OOH frozen section service must be
considered in any facility where surgery occurs.
There is concern that redistribution (centralisation) of acute
services might take with it slightly less acute services which
generate a large quantity of routine work (for example cancer)
and thus destabilise histopathology services.
Ophthalmology “the loss of services such as ophthalmology or dermatology from
a medium-sized acute trust to an ISTC might have a serious
impact on the financial viability of other services or the trust as a
whole because, in multispecialty hospitals these specialties tend
to be net contributors to the hospital budget. There is already
evidence that this is happening in one major ophthalmic
teaching unit in the UK where the commissioning of a number of
independent sector treatment sectors (ISTCs) locally is resulting
in the loss of a large proportion of cataract surgery from the unit
and is threatening the viability of the unit’s ophthalmic
emergency service”
Surgery
“The knock-on effects of unit closure on other services cannot
be quantified.”
“Some Trusts have no choice but to offer duplicate services on
more than one site – this is especially relevant to rural hospitals
where the distance between hospital sites dictates that essential
services such as A&E be offered in more than one place. Such
duplication of services inevitably raises the reference cost and
there is no mechanism within the current national tariff
structure to recognise this additional burden”
“Failure, either financial or clinical, of certain key departments
may affect the viability of entire units and hospitals, including
the ability to provide emergency services.”
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The Royal College of Surgeons of England (2013) has recently issued guidance on the reshaping of
services:
1. Reshaping of services should be based on sound clinical evidence that it will be beneficial to patients and staff,
rather than it being considered for purely economic or administrative reasons.
2. There is clinical evidence that concentrating specialist surgical services into fewer, larger centres of excellence
can save lives in certain circumstances. It is right that the NHS should look at the long-term benefits when
considering any reorganisation.
3. Reshaping of surgical services should only take place where improvements in the quality of care are needed
and can be realised. In some cases, there will be an evidence base that suggests service change will produce
better outcomes for patients; in other cases, the reshaping of services might need to occur because surgical units
are unable to meet minimum standards for safe service provision.
4. More consideration needs to be given to how to support communities in rural areas who need access to good
emergency surgery. Strengthening of ambulance services and emergency care networks will ensure that patients
needing immediate access to emergency surgery or other specialised services can be routed appropriately and
promptly.
5. The requirement for, and implications of, service change needs to be thoroughly and exhaustively researched.
If services are to be changed, the whole pathway of care for patients with specific conditions must be considered.
This should encapsulate how a patient would access services from primary care, to initial secondary care referral,
diagnostic tests, hospital treatment, discharge, follow-up and rehabilitation.
6. The views of patients must be sought early on. Patients must be involved not just in responding to a
consultation about service change, but in understanding and building the case for change and putting together
the potential options for consultation.
7. Patient transport is key to the public’s sense of security and belief in the reshaping of services. The most
common cause for concern is transport links between the ‘local’ hospital and an element of the service that may
be moved to another location. It is important that a transport infrastructure is in place for any reshaped service.
8. Commissioners and providers involved in service change need to ensure that the quality of service is
maintained before, during and after the service change takes place. This may involve offering services in parallel,
in two or more separate locations, while the service change is implemented. Commissioners also need to ensure
that any removal of services brought about by reshaping does not affect the stability of related services.

The Royal College of Physician's Future Hospitals Commission published a report last year making 50
recommendations (Future Hospitals Commission, 2013) for how hospitals should adapt to meet
changing needs of patients. The report includes recommendations around a new principle of care,
including the suggestion of specialist medical teams working across the whole hospital and out into
the community. The report recommends a restructuring of care, based around the following:
 a Medical Division, "responsible for all medical services across the hospital" led by a Chief of
Medicine
 Acute Care Hub, "to bring together the clinical areas of the Medical Division that focus on
the initial assessment and stabilisation of acutely ill medical patients" focusing on patients
likely to remain in hospital for less than 48 hours. The Commission suggest most of Level 1
beds would be located within this Hub. The Hub would be led by the Acute Care
Coordinator, which would be a senior clinician.
 Clinical Coordination Centre, acting as a command centre responsible for managing patient
information.
The report also notes evidence of improved outcomes for patients given specialist care early in the
pathway and recommends enhancing pathways so that patients can enter the pathway directly from
the community or emergency department.
The College of Emergency Medicine (College of Emergency Medicine, 2012) has a position statement
on the reconfiguration of Emergency Care system services that describes the principles that relevant
stakeholders must consider when such decisions are being made. These will be especially relevant
where stakeholders decide that part of reconfiguration will involve down grading or even closure of
an Emergency Department.
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Reconfiguration of Emergency Care system services - 10 Key Principles: A position statement from the College of
Emergency Medicine
1. Safe, effective and accessible delivery of emergency care must lie at the heart of all decision making in reconfiguration.
2. Commissioners must fully understand the complexity of the emergency care casemix and its distribution over a 24 hour
period.
3. The competencies and skillsets of the clinical decision makers in the emergency care system must be considered before
any reconfiguration proposals are allowed to proceed. Commissioners and providers are strongly recommended to work
towards meeting the minimum of 10 consultants in Emergency Medicine / department. Additional guidance on extended
hours of coverage by senior EM clinicians is provided in the College of Emergency Medicine’s recommendations on
workforce planning (Emergency Medicine Operational Standards Handbook - The Way Ahead).
4. Close collaboration with local clinical experts in Emergency Medicine are vital in any discussions. Further advice and
guidance documents can be provided by the Dept of Health’s National Clinical Advisory Team (NCAT) and the College of
Emergency Medicine itself. NCAT will ask stakeholders to consider the four keys tests for service change: support from GP
commissioners, strengthened public and patient engagement, clarity on the clinical evidence base and consistency with
current and prospective patient choice.
5. Any proposed models for care delivery must be clinically led by EM Consultants and other stakeholders with adequate
time set aside in EM consultant job plans specifically for service re-design, collaborating with other clinical colleagues and
consideration given to the beneficial role of other integrated co-located services (e.g. Urgent Care Centres) where deemed
necessary.
6. The training and education of the emergency care workforce must lie at the heart of the service to help optimise the
quality of care delivered. This can only occur where the clinical staff and especially the trainees rotate through all relevant
areas of the ED and time is embedded for teaching and work place based assessment.
7. A high quality clinical governance and risk management programme must be built into any proposed reconfiguration
with a set of metrics that can be shared between all relevant stakeholders to ensure the pursuit of excellence in emergency
care.
8. The ED must have a cohesive 24/7 support service structure from key specialties and services including acute medicine,
intensive care/anaesthesia, diagnostic imaging and appropriate laboratory services.
9. Ideally paediatrics, general surgery and orthopaedics should also be on site. If they are not, then safe care pathways
with robust governance processes linked to corporate responsibilities must be in place for the management and safe
transfer of patients with obvious or occult severe illness or injury in these groups. This may mean ambulances by-passing
the nearest ED or clear procedures for rapid stabilisation and summoning of retrieval teams.
10. Detailed modelling of the potential impact of any reconfiguration proposal on the local population and healthcare
economy is vital in order to maximise the likelihood of creating a high quality emergency care system service.

Access to highly trained professionals in all disciplines
Gouldie and Goddard’s (2011) evidence review highlights that scale (and scope) may have
implications on ensuring that staff giving advice or input into emergency care are trained and
experienced in particular specialties, particularly if such training involves being able to see certain
numbers or types of patients. In addition the withdrawal of some services may have an adverse
impact on the ability of the hospital to train and retain staff required for another related service. For
example, emergency care relies on intensive care which in turn relies on specialist anaesthetists. The
Academy of Medical Royal Colleges Working Party (2007) view is that the sustainability of a critical
care rota would be difficult if there was no need for any other anaesthetic services in the hospital,
for example the complete withdrawal of all operative surgery. The hospital would depend heavily on
being part of a network with rotation of staff between that and other larger hospitals.
In an opinion piece for the NHS Confederation, Black (2006) proposes combining medical and
surgical assessment to improve patient flow, and suggest an alternative model for organising and
delivering care, including grouping patients by level of dependency rather than specialty. The
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proposed model brings together key acute and community services, including general practice and
wellbeing services, which Black suggests should be within a 20 minute drive for most people.
The Royal College of Physicians (2012) notes the impact of increasing specialisation on
fragmentation of acute care services: "There has been increasing specialisation in medicine and
nursing with a proliferation of disease and organ based specialties. There are 61 approved medical
specialties in the UK compared to 30 in Norway, which has also rendered the provision of continuity
of care increasingly difficult. While specialisation can undoubtedly improve clinical quality and safety,
it has negative consequences when the care from specialists is poorly coordinated. This is
particularly apparent for older people with complex and multiple needs".
The relationship between volume and outcomes
Dudley et al (2000) found an association between higher volume and better outcomes - however,
they questioned whether this was due to the practice makes perfect theory (skills are highly
developed by performing the same procedure more frequently) or because units with good
outcomes receive more referrals. Murray and Teasdale (2005) also question the difference between
hospital volume and specialist volume, noting that more studies have explored hospital volume. The
question relates to the volume of the hospital in general or specific to the procedure of interest - in
other words, is high volume in general associated with better outcomes. The authors cite Urbach
and Baxter (2004) who suggest that volume in general is more important than volume for the
specific procedure.
Halm et al (2002) published a review including 135 studies; 118 comparisons (70% of total) indicated
a statistically significant association between volume (physician and hospital) and outcomes; no
study documented an association between higher volume and poorer outcomes. The same
proportion of studies reported significant associations between outcomes and hospital volume
(71%) and between outcomes and physician volume (69%). Although the evidence supports the
proposition that higher volume is associated with better outcomes, the consistency and magnitude
varies - the most apparent differences were noted in pancreatic cancer surgery, oesophageal cancer
surgery; paediatric cardiac surgery; and surgery for unruptured abdominal aortic aneurysm. There
was inconsistency with how case mix was adjusted for; of those studies who did adjust, some were
based on administrative data and some on clinical data. Those using clinical data to adjust for risk
were less likely to report a positive effect of hospital volume on outcomes. The authors highlight
some of the limitations in the research reviewed: there is a tendency to focus on a snapshot in time
rather than trends over time, which doesn't allow for changes in caseload and case mix over time;
the studies used differing definitions of "high" and "low" volume; and the authors cannot exclude
the risk of negative publication bias. One theory for the difference in outcomes is that high volume
hospitals or physicians may use effective treatments more frequently.
Murray and Teasdale (2005) suggest that the relationship between volume and outcomes is "likely
to be most clear in circumstances where the condition is complex and its treatment associated with
high risk [...] Furthermore, the relationship between increased volume and improved outcome in
these circumstances is likely to be continuous, with improvement even at relatively high levels of
experience. One exception may be if the volume becomes excessive, so that penalties of "overwork"
lead to deterioration in outcome. For more common, less complex procedures, the improvement in
outcome with increasing volume is likely to diminish beyond a certain threshold".
Spurgeon et al , in their review of 2010, note: "In sum, the balance of evidence from the systematic
reviews undertaken suggests a modest case for a connection that is probably at least in part causal,
even if some part is artefactual, between volume and outcomes for some important surgical
procedures. What it does not provide is unambiguous evidence that only hospitals that can offer
levels of activity above particular threshold levels can provide acceptable standards of care, not least
because there is clear evidence that some larger volume centres do show poor outcomes". This
8
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perspective would seem to be supported by a review of the same year (Glanville et al, 2010) which
reviewed secondary evidence to explore possible relationships between volume (hospital and
specialist) and outcomes. Glanville et al suggest that whilst there does seem to be a general
consensus that higher procedure volume leads to superior outcomes, in many cases, there is no
evidence to support this. Where evidence does exist, researchers have been reluctant to suggest
policy changes and volume thresholds. As with Halm et al, the review highlighted differences in
definitions of "low" and "high" volume and a number of studies reviewed have failed to adjust for
case mix. There may be a correlation between lower mortality rates and higher volumes; however,
the authors note issues with using mortality as an outcome measure (it does not take into account
post-discharge mortality, differences could be explained by differing discharge policies; and is not
appropriate for lower risk procedures. There is little information in the literature about a causal link
between volume and outcomes. Some authors have hypothesised why outcomes may appear
improved in higher volume centres, including, better adherence to clinical guidance and ability to
deal with complications.
Glanville et al also note that “clinical risk is intimately related to cost, in that where volume of
activity is low, a safe configuration without a changed model of care requires more consultants and
is expensive. It is possible, with more resources, to provide clinically safe services at small sites, and
this use of resources is a political decision. A safer solution can be a lower-cost solution only where it
is possible to bring services together in a larger centre, which considerations of access and cultural
significance may prevent.”
Ham et al (2012) discuss the issues around location of care and the relationship between volume and
outcomes, citing evidence supporting the concentration of services in higher volume units and an
association with better clinical outcomes (e.g. lower mortality rates); examples include vascular
surgery, paediatric heart surgery; and stroke services. The current focus on 7 day working is also a
driver for the concentration of services to optimise availability of senior clinicians. A&E and
maternity services are noted as being particularly contentious; however, Ham et al acknowledge that
current service models are unsustainable due to workforce shortages. There is also an emphasis on
providing care at the most appropriate location; for example, it is recognised that a hospital setting
is not the best option for frail elderly patients and patients at the end of life. However, a lack of
integration is often a barrier to providing alternatives to hospital based care.
"In future, some services that are currently delivered in district general hospitals will move
to specialist centres, where the evidence shows that this will deliver better outcomes. A
strong argument can be made for hospitals in future to work increasingly as part of networks
to provide the public with access to the right care in the right place. These networks will link
district general hospitals with each other and with specialist hospitals to enable care to be
provided locally where it can and in specialist centres where appropriate. The development
of cancer and cardiac networks, and the establishment of academic health sciences centres
and networks in some areas, foreshadow this way of working." (Ham et al, 2012)
Pickering et al (2014) conducted a systematic review comparing triage and direct transfer to a
specialist centre with initial transfer to a local hospital for 3 clinical conditions: multi system trauma,
head injury and stroke. The evidence found was very limited and did not demonstrate improved
outcomes for either pathway; the evidence found suggests outcomes are better for stroke patients
transferred to a specialist centre if thrombolysis is only available at such a centre.
Palmer (2011), in his review of reconfiguration in South East London, notes evidence to support
larger units serving a wider catchment area with better outcomes and improved cost effectiveness,
pointing to examples A&E, maternity and neonatal services, hyper-acute stroke units and heart
attack centres.
Imison (2011) reviewed hospital efficiency and found that “One of the most comprehensive
assessments of hospital efficiency from the NHS Centre for Reviews and Dissemination (Aletras
9
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1997) suggested that optimal hospital size lay between 200 and 600 beds. Normand (1998)
suggested that there is no good evidence to demonstrate that closing small hospitals saves money
but that merger of particular services (eg, intensive care, accident and emergency (A&E) services,
cardiac surgery) could improve quality and save money. NHS London (Judd 2010) argues that the
recent reconfiguration of stroke services has achieved improvement in quality as well as significant
cost savings.”
There have been debates about the volume and mixture of workload required to ensure financial
sustainability in pathology, laboratory testing and also radiology, although not always directly in
relation to emergency care. These are services identified as being necessary to support emergency
care (either on-site or networked) and there are some brief references made to the financial
implications (“destabilisation”) of moving high volume, routine work or elective care away from a
hospital which needs to retain the higher level specialist work in support of a range of specialties
(Gouldie and Goddard, 2011).
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2. Consultant delivered care and decision
making
Imison (2011) concludes that workforce pressures are likely to be one of the most significant drivers
of reconfiguration in the short and medium term.
The Royal College of Physicians (2012) note the issue of recruitment into emergency medicine and
general medicine at both training and consultant levels: "There were 0.8 applicants for every
specialty training year 4 (ST4) post in 2011, compared with 5.0 for general surgery and 3.7 for
geriatric medicine, resulting in partially filled training schemes. Numerous gaps have begun to
appear in medical training programmes nationally and rota gaps are being plugged by locum staff on
a regular basis. In addition, there are large numbers of unfilled consultant posts in emergency
medicine".
The Royal College of Physicians commissioned a report (Lambourne et al 2012) on consultant input
into acute medical admissions which concluded:
 hospitals in which admitting consultants have no other fixed clinical commitments while on
acute take had a lower adjusted case fatality rate
 hospitals in which the admitting consultants work blocks of more than 1 day had lower
excess weekend mortality
 hospitals in which there were two or more acute medical unit (AMU) ward rounds per day
reviewing all patients on the unit had a lower adjusted case fatality rate for patients with a
hospital length of stay of more than 7 days
 hospitals where the admitting consultant was present for more than 4 hours for 7 days per
week had a lower 28 day readmission rate
 hospitals in which there were two or more AMU ward rounds per day on weekdays and
admitting consultants work blocks of more than 1 day had a lower adjusted case fatality rate
(ie less excess mortality).
The Temple report (Temple, 2010) points to evidence supporting consultant-delivered care (defined
as “consultant 24-hour presence, or ready availability for direct patient care responsibility”) and
improved outcomes in patient safety, clinical care, patient satisfaction and resource management.
The Future Hospitals report (Future Hospitals Commission, 2013) highlights the issue of continuity of
care in the management of acutely ill patients: "The overriding objective should be continuity of care
for patients, coordinated and delivered by a single consultant-led clinical team. The provision of care
to any single acutely ill patient should be confined, as far as possible, to a single ward or adjacent
wards to facilitate continuing care by the same team on successive days. The principle of continuity
of care with a single team should also apply to successive clinical contacts with hospital-based
services for the same index clinical problem; for example, follow-up in the community, outpatient
department or ambulatory emergency care centre once a patient has left hospital".
The report suggests new roles as part of a new model of care: the Chief of Medicine, responsible for
the standard and direction of care across the hospital and associated community services; the Acute
Care Coordinator, a senior clinician managing the Clinical Coordination Centre (see earlier chapter);
and a Chief Resident, leading liaison between junior doctors and senior clinical managers. The
report also addresses logistics in delivering this new model of care, proposing:


annualised medical job plans with blocks of time dedicated to acute service
11
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capacity organised to meet at least two-thirds of maximum demand
coordinated job plans for teams
rotation through individual services and multidisciplinary team meetings to improve
understanding of the whole system of care
documented standard operating procedures.

The role of the acute physician is the theme of a paper by Stosic et al (2010) which predicts that "the
acute physician and their team will play a key role in the streamlining and integration of acute
services. The day-to-day management of patients will be undertaken by a team of acute physicians
who have generalist skills and who make use of relevant specialist input. Sick patients often present
with more than one disease process. It is inevitable that they will require regular and expert advice
from a number of specialties, with an acute team managing the presentation and ensuring that the
specialty advice is coordinated to achieve best outcome. The acute physicians should be on the front
line of hospital admissions and, as part of their training, have working competences in critical and
emergency care medicine".
A&E
The Urgent and Emergency Care Review undertaken by NHS England (2013) highlighted that many
NHS A&E departments failed to achieve such standards: “a recent study of A&E departments in the
United Kingdom, of which nearly 60 per cent of respondents were in England, carried out by the
College of Emergency Medicine highlighted the variation in consultant ‘shop-floor’ cover to help
maintain quality and safety in A&E departments, with the situation worsening over the weekend.
Seventy-seven per cent of responding UK A&E departments reported that they had at least one
emergency medicine consultant present in the A&E department over 12 hours on weekdays, but
only 17 per cent reported such presence for 16 hours. At weekends the number of A&E
departments with consultant ‘shop-floor’ cover for at least 12 hours each day is just 30 per cent."
Furthermore, research has found that many A&E consultant posts go unfilled and there is a reliance
of locums to fill positions; "In 2011 and 2012, less than 50 per cent of ST4 posts for the A&E specialty
were successfully filled. This has raised serious concerns over the supply of future consultants and
the ability of A&E services to maintain current standards of care, which require consultant presence
for 16 hours, seven days a week. In 2012 approximately 36 per cent of trusts already had vacancies
for consultants and 19 per cent had vacancies for middle-grade doctors. A more recent study of the
breakdown of posts carried out by the College of Emergency Medicine shows a heavy reliance on
locums to fill senior doctor positions across the UK (NHS England, 2013).
Various Colleges have guidelines of expected A&E standards, including recommended consultant
staffing levels needed to provide effective services (Table 2). Gouldie and Goddard (2011) comment
that many of the recommendations or requirements they propose or endorse in the guidelines are
not evidence based although because they are published by medical organisations and professional
bodies they can be considered to provide, or be informed by, expert clinical opinion. The view was
also report by Spurgeon et al (2010); “the evidence base for these optimal ratios is slender, and
much of it relies largely on rules of thumb endorsed by established professional clinical institutes,
rather than on careful evaluations.”
Table 2 : Recommendations for Consultant staffing levels in the Emergency Department
Policy / Guidance
Key Recommendations
The Royal College of Surgeons of England, Emergency Surgery

As a minimum, a specialty trainee (ST3 or above) or a
Standards for unscheduled surgical care (2011)
trust doctor with equivalent ability (ie MRCS with
ATLSR provider status), is available to see/ treat
acutely unwell patients at all times within 30 minutes
and is able to escalate concerns to a consultant.

A consultant is available at all times for telephone
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Policy / Guidance

Key Recommendations
advice.

The designated consultant is able to attend his/her
base site within 30 minutes at all times.

Those considered at high risk (eg patients with a
predicted mortality of ≥10% using the appropriate
specialty risk scoring mechanism) are discussed with
the consultant and reviewed by a consultant surgeon
within four hours if the management plan remains
undefined and the patient is not responding as
expected.

In cases with predicted mortality of >5%, a consultant
surgeon and consultant anaesthetist are present for
the operation except in specific circumstances where
adequate experience and the appropriate workforce
is otherwise assured.

Minimum recommendation of 10 WTE Consultants
per ED and up to 16 Consultants in larger
departments, with up to 16 hours EM Consultant
presence per day, 7 days a week

10 wte consultants can achieve 16/7 cover in EDs with
attendances up to 80,000 per annum. Above this
additional consultants would be required

For 24/7 on site clinical cover a minimum of 18 wte
consultants participating fully in the out of hours rota
would be required (on a basis of three shifts at
weekends on a 1 in 6 rota rather than 1 in 5 because
of the higher intensity of a rota that includes
nightshifts).

For 24/7 cover in sites with high attendances (100k+)
such as major trauma centres more consultants
would be required.
Observation Medicine
& Ambulatory Emergency Care:

Regular review by a senior ED doctor is recommended
and a consultant led ward round must take place
twice in 24 hours
Paediatric Emergency Medicine:

All EDs should have a named consultant who leads for
children‟s issues in the department

The College recommends that every ED with more
than 16,000 childrens‟ visits per annum must have a
minimum of one PEM-trained consultant. This
equates to almost 50% of Emergency Departments in
the UK

The College of Emergency Medicine, Emergency Medicine
Consultants Workforce Recommendations (2010)

The College of Emergency Medicine, Emergency Medicine
Operational Handbook The Way Ahead (2011)

The College of Emergency Medicine, Emergency Medicine
Operational Handbook The Way Ahead (2011)

In practice
Fielding et al (2013) report on a project in Southampton comparing outcomes for 260 general
medicine patients managed by two consulted delivered multidisciplinary teams (CD MDT) and 150
patients by a standard consultant led team of junior doctors (from December 2011 to April 2012).
The study found reduced length of stay in the CD MDT teams (4-5 days versus 7 days, p<0.001) and
no differences in readmission rates, patient safety or mortality. The CD MDT team comprised a
pharmacist, a medical nurse acting as case manager and a medical assistant. The study was
particularly interested in exploring the extension of consultant delivered care beyond the first 24-48
hours. The study was limited in that patients were not randomly allocated to teams so there may be
differences in case mix which may have influenced findings. Subjective comments from participants
noted improved communication and decision making; and improved knowledge of the health system
and resources available.
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A retrospective study, in 2009 at Wrexham Maelor Hospital (Sen et al, 2012) analysed activity data
over a year, comparing workload and admission rates between consultants, middle grade doctors
and senior house officers. The results, although limited, suggest that consultants saw more patients;
during night shifts, they admitted fewer (25.2% vs 30.3%, p¼0.026), had fewer leaving without
treatment (1.6% vs 5.1%, p<0.001), discharged more outright (59.8% vs 47.5%, p<0.001), referred
fewer to clinic (5.7% vs 6.6%, p¼0.49) and had a faster turnaround time (p<0.001: Priority 2, 3 and 4)
for every triage category. However, the study was limited and it should be noted that not all
comparisons were statistically significant.
Geelhoed and Geelhoed (2008) carried out a retrospective observational study in a tertiary
paediatric emergency department over a 10 year period, noting that increased consultant numbers
coincided with improved outcomes. The authors note that the increase in consultants proved cost
effective ($A10.48 million by reduced admissions by over 2000 a year, compared with $A1 million for
the 3.6 FTE additional consultants).
White et al (2010) conducted a study in a teaching hospital to explore the impact of senior clinical
review - 556 patients underwent senior review during the study period. During this time, inpatient
admissions were reduced by 11.9% (95% CI 7.2% to 18.2%) and admissions to the acute medical
assessment were reduced by 21.2% (95% CI 13.5% to 30.8%). Inappropriate discharges were
prevented in 9.4% (95% CI 6.2% to 13.7%) and appropriate use of outpatient facilities led to a 34.6%
increase in appointments. The authors suggest this impact may be due to improved risk assessment
from greater experience; clinical judgement; confidence in clinical assessment; and knowledge and
utilisation of alternatives to admission. Junior doctors will often seek advice from specialists by
phone; the early involvement of senior consultants prevented 61.5% of such phone calls. The
authors acknowledge limitations of the review; possible bias was introduced as observation will
change behaviours.
7 day working
In February 2013, NHS England set up the Seven Days a Week Forum. Chaired by Sir Bruce Keogh,
the Forum has initially focused on urgent and emergency care services, reporting in December 2013
(NHS England, 2013a; NHS Services, Seven days a week, 2013a). The review notes the considerable
variation in outcomes (mortality, patient experience, length of stay and readmissions) for patients
admitted at weekends; the principle of 7 day working is supported by a range of professional bodies
(NHS Services, Seven days a week, 2013b).
The review suggests this variation is likely due to a number of factors including:
 variable staffing levels in hospitals at the weekend;
 fewer senior decision makers (consultant level) on site at the weekend;
 a lack of consistent support services, such as diagnostic and scientific services at weekends;
 a lack of community and primary care services (which could prevent some unnecessary
admissions and support timely discharge).
The review acknowledges the need for system change to address the issue of 7 day working: 'one
part [of the system] cannot function efficiently at the weekend if other parts don't' (NHS Services,
Seven days a week, 2013a). The evidence base report notes the need for improvements in the
following areas:
 early consultant input;
 the use of multidisciplinary teams particularly in the care of older people with comorbidities;
 improving handovers between teams;
 access to diagnostic services to aid quicker decision making;
14
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access to interventional services such as surgery;
access to mental health services;
consultant delivered ward rounds;
improving discharge.

The Academy of Medical Royal Colleges published a report (Academy of Medical Royal Colleges,
2012) on 7-day consultant-availability, proposing 3 standards:
Hospital inpatients should be reviewed by an on-site consultant at least once every 24 hours, seven days a
week, unless it has been determined that this would not affect the patient’s care pathway.
Consultant-supervised interventions and investigations along with reports should be provided seven days a
week if the results will change the outcome or status of the patient’s care pathway before the next ‘normal’
working day. This should include interventions which will enable immediate discharge or a shortened
length of hospital stay.
Support services both in hospitals and in the primary care setting in the community should be available
seven days a week to ensure that the next steps in the patient’s care pathway, as determined by the daily
consultant-led review, can be taken.

The Future Hospital report from the Royal College of Physicians (Future Hospital Commission to the
Royal College of Physicians, 2013) also supports a transition to 7 day working:
Acutely ill medical patients in hospital should have the same access to medical care on the weekend
as on a week day. Services should be organised so that clinical staff and diagnostic and support services
are readily available on a 7-day basis. The level of care available in hospitals must reflect a patient’s
severity of illness. In order to meet the increasingly complex needs of patients – including those who have
dementia or are frail – there will be more beds with access to higher intensity care, including nursing
numbers that match patient requirements.
There will be a consultant presence on wards over 7 days, with ward care prioritised in doctors’ job
plans. Where possible, patients will spend their time in hospital under the care of a single consultant-led
team. Rotas for staff will be designed on a 7-day basis, and coordinated so that medical teams work
together as a team from one day to the next.

NHS Improving Quality is delivering a programme to support 7 day working; there are now 13 early
adopter health economies which will inform new models. Their report (NHS Improving Quality,
2013), NHS services - open seven days a week: every day counts, features a range of case studies,
including the following which report a reduction in A&E attendances or emergency admissions:
 7 day diagnostic services (including Salisbury University Hospital (imaging); Royal Liverpool
and Broadgreen University Hospitals NHS Trust (endoscopy); Royal Free London NHS
Foundation Trust (microbiology)
 a consultant led seven day rapid access one-stop Transient Ischaemic Attack (TIA) outpatient
service at University Hospitals of Leicester NHS Trust
 an Advanced Nurse Practitioner (ANP) role to take all referral calls from GPs at Pennine
Acute Hospitals NHS Trust.
 a multidisciplinary team (acute physicians, social care practitioners, physiotherapists and
occupational therapists) staffing an acute medical unit at Epsom and St Helier University
Hospitals NHS Trust.
 integrated service models developed by Doncaster Metropolitan Borough Council,
Rotherham, Doncaster and South Humber NHS Foundation Trust and Doncaster and
Bassetlaw NHS Foundation to improve discharge processes and reduce avoidable
admissions.
Further case studies (NHS Improvement, 2012) are also available.
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3. Adjacencies and flows between services
Improving performance requires a whole system approach to patient flow, matching capacity and
demand and removing some of the visible and hidden backlogs along the patient system (NHS
Institute for Innovation and Improvement, 2008). The Health Foundation has explored this concept
through their ‘Flow Cost Quality’ programme, focusing on the relationship between patient flow,
costs and outcomes in two NHS hospital trusts: South Warwickshire NHS Foundation Trust and
Sheffield Teaching Hospital NHS Trust. Their research has examined patient flow through the
emergency care pathway and reports ways in which capacity has been developed to better match
with demand, to prevent queues and poor outcomes for patients.

Figure 2 : A visual representation of the patient pathway (Health Foundation, 2013)

The two trusts in the Health Foundation’s‘ Flow Cost Quality’ programme report improving patient
flow by making changes across the patient pathway. Changes include:
 meeting demand in real time at the front door and improve care through a single
multidisciplinary assessment process
 speeding up patient flow by:
o improving the turnaround time of core processes,
o improving the flow into post-discharge care.
Meeting demand in real time at the front door - solutions
The following list provides the solutions undertaken by
Warwickshire and/or Sheffield for meeting demand in real time at
the front door:
 Early senior clinical involvement - bring senior clinical
assessment to the ‘front door’
 ‘Pull’ patients through the system
 Change in consultant working patterns – moving from
‘post-take’ to ‘on-take’
 Pool junior doctors
 Establish an MAU - Sheffield focused on frail older people
 Merge inpatient and outpatient care
 Put in place a multidisciplinary assessment team
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Speeding up patient flow solutions
The following list provides the
solutions undertaken by
Warwickshire and/or Sheffield
for speeding up patient flow:
 Access to diagnostic
services
 Switching to a model of
‘discharge to assess’
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More details of these solutions are discussed below, summarising findings from the Health
Foundation and other relevant literature. Where found, variations in practice, lessons learnt, critical
success factors, and the limitations from such initiatives have been highlighted.

Meeting demand in real time at the front door –
evidence of solutions
Early senior clinical involvement
Early senior review in the emergency department has been shown to reduce generic admissions, and
is a recommendation in guidance from the Emergency Care Intensive Support Team (ECIST) and
findings from research by The Kings Fund (Kings Fund, 2013). The involvement of senior doctors 24
hours a day and consultant presence at times of peak activity seven days a week to ensure timely
patient care and flow in an A&E department is also highlighted in the accompanying evidence base
to the Emergency and Urgent Care review led by Sir Bruce Keogh. Assessing patients in real time can
avoid duplication and thus patient flow can be improved. Integration with the rest of the hospital is
vital to the flow of patients from A&E and into to the right wards for the patient. Availability of key
staff may be difficult to overcome. Often, tackling cultural issues is as important as the technical
issues.
Purdy (2010) recommends that providers should conduct early senior review in A&E; a study by
White et al 2010 found that making a senior emergency medicine clinician available to review
patients in the emergency department has been shown to reduce inpatient admissions by 12 per
cent, and specifically reduced admissions to the acute medical assessment unit by 21 per cent. This
study did not include patients sent in for emergency medical admission by a GP.
Based on guidance from the Emergency Care Intensive Support Team (ECIST) and findings from their
research The Kings Fund paper Urgent and Emergency Care: A review for NHS South of England
(2013) reinforce: "Senior clinical presence/ decision maker as close to the front of the process as
possible, including seven day working and extended hours".
The Health Foundation report, Improving Patient Flow (2012), includes two case studies that report
success on early senior clinical intervention; South Warwickshire NHS Foundation Trust and Sheffield
Teaching Hospitals NHS Foundation Trust.
Key lessons
 Specialist senior engagement may provide additional benefits. Sheffield Teaching Hospitals
NHS Foundation Trust created a system where geriatric medicine specialists are available ‘at
the front door’ to assess patients as soon as investigations have been done and enough
clinical information is available. This is 10 to 20 hours sooner than in the previous system of
the post-take daily ward rounds. Faster turnaround for diagnostic tests and a clear plan of
care by consultants has increased the number of patients who can be discharged on the day
of admission (The Health Foundation, 2012).


Overcoming resistance to change may not be easy (Kings Fund, 2013; The Health
Foundation, 2012).



Renegotiation of job plans may be difficult (Kings Fund, 2013; The Health Foundation, 2012).
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DRAFT - 10 February 2014

Critical success factors
 Availability of key staff. ECIST interviews found that many trusts often declared medical
cover shortages in consultant and middle grade doctors (Kings Fund, 2013).


Responsiveness of the rest of the hospital to issues in the emergency department or
assessment units is vital (Kings Fund, 2013).

"Pull" of patients from MAU to specialist wards
Improvements in patient flow and unplanned admissions can be seen if well timed specialist visits to
medical assessment units (MAU) are scheduled. By visiting MAU after ward rounds when discharges
have been made, specialists can ‘pull’ patients from the MAU to their specialist wards while beds are
available. Decisions are made in real time as to whether to discharge, follow up or admit to a
specialist ward. ECIST have reported that many trusts do not perform ward rounds as standard so a
whole system change may be required. Trusts using this approach report greater staff satisfaction
due to greater ownership and empowerment to discharge patients who don’t need to be there and
pull patients requiring specialist attention from MAU. By having patients on the ‘right’ wards for
their needs it is reported length of stay can be reduced and patient satisfaction improved.
The Health Foundation report, Improving Patient Flow (2012) reports how South Warwickshire
Foundation NHS Trust use daily visits by senior clinicians to MAU to decide discharge/follow-up
outpatient or transfer to specialist ward. This was trialled in cardiology and now a range of other
senior clinicians (including geriatric medicine specialists, gastroenterologists and chest physicians)
have changed their working pattern and use this approach to care.
The Kings Fund paper Urgent and Emergency Care: A review for NHS South of England (2013) noted:
“Despite one‐stop board‐ward rounds (preferably twice a day) being a key ECIST recommendation
this is not the norm in many trusts”.
Key lessons
 At times of overcrowding, trusts may have a tendency to place patients in the first available
empty bed; consequently patients are often not seen by the right speciality teams, hospital
stays inevitably prolonged, and the patient experience poor. The pull system must be well
organised to mitigate this risk.


Schedule main ward rounds for the mornings, and see potential discharges first, so that beds
are freed as early as possible (Kings Fund, 2013).

Critical success factors
 Cultural changes are required – for example, changes in working patterns.
Limitations/comments on quality of evidence
 An indicator of potential problems is the proportion of patients moved from the emergency
department in the last 30 minutes before the four hour target expires (Kings Fund, 2013).

Change in working patterns – consultants
Extended and weekend working for consultants can help improve patient flow and avoid the need to
‘store’ patients overnight. NHS England has set up the Seven Days a Week Forum, with the initial
focus of the forum on urgent and emergency care services. Seven day working is required across the
whole system however and the principle of 7 day working is supported by a range of professional
18
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bodies (NHS Services, Seven days a week, 2013b). NHS Services, Seven days a week (2013a)
acknowledges the need for system change to address the issue of 7 day working: 'one part [of the
system] cannot function efficiently at the weekend if other parts don't'. Seven day working is
discussed in more detail in Chapter 2.
Extended and weekend working for consultants was introduced at South Warwickshire Foundation
NHS Trust; senior medical availability from 8.00am to 8.00pm ensured that patients were being
assessed and put on the right care management plan on the day they presented. It took major
delays out of the process and, crucially, avoided the need to ‘store’ patients overnight on the MAU
(The Health Foundation, 2012).
Key lessons
 There may be a need for additional recruitment to cover extended hours and weekend
working.


There may be resistance to change in roles and negotiation may be required.

Critical success factors
 The Kings Find paper Urgent and Emergency Care: A review for NHS South of England (2013)
calls for a clinical staffing strategy to ensure the provision of the required competencies on
an hour by hour basis.

Pooling junior doctors from A&E, MAU, and medical and surgical specialties
In the Health Foundation’s report, Improving Patient Flow (2012) Sheffield Teaching Hospitals NHS
Trust conclude that pooling the capacity of junior doctors from A&E, the MAUs and the medical and
surgical specialties could enable the trust to meet the peaks in emergency patient demand and
eliminate ‘wasteful’ repeated assessments that were not adding value.

Assessment units
Assessment Units have been proven to show reductions in admissions to general wards however the
results have been limited to a small number of systematic reviews undertaken in the early 2000s.
Commissioners and providers should consider the overall impact on number of admissions when
implementing acute assessment units. The evidence also suggests the importance of retaining clear
models of care in times of pressure. For disease specific assessment, the evidence suggests better
risk stratification may be beneficial. Proven models exist for pneumonia (Pneumonia Outcomes
Research Team score) and acute coronary syndromes (Acute Cardiac Ischemia Time Insensitive
Predictive Instrument or Thrombosis for Myocardial Infarction risk score), however research
suggests better tools are required for patients with heart failure. The Kings Fund supports the use of
MAUs however errs on the side of caution, stating they might be causing an increase in admissions
as trusts try to avoid breaching four-hour wait target for emergency departments. Benefits can be
realised by units that focus on specific conditions e.g. frail older people.
A recent research digest (NHS Confederation, March 2013) states there is surprisingly little evidence
on observation units. Reference is made to the systematic review published in 2004 by Cooke et al
that suggested observation units reduce the number of admissions to general wards and shorten the
length of stay but state little other evidence exists.
A rapid evidence review performed by Konnyu et al in 2012 concludes that there is limited evidence
from 1 systematic review (Daly et al, 2003) to indicate that Short Stay Units (SSUs) have the potential
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to increase patient satisfaction, reduce length of stay, improve the efficiency of EDs and improve
cost effectiveness.
Purdy (2010) recommends that commissioners and providers should continue to implement acute
assessment units, but should consider the overall impact on number of admissions. This was based
on findings from a number of studies;


A systematic review by Cooke et al (2004) reported that research studies show that both
observation wards and acute assessment units seem to have advantages over traditional
admission to a general hospital ward, including reducing the number of admissions to
general wards and the length of stay, but benefits to the patient are unclear,



A Singapore study (Lateef and Anantharaman, 2000) demonstrated that by using
observation wards, it was possible to achieve a 6.4 per cent saving. Rigorous financial studies
have yet to be undertaken in the UK,



Ogilvie's (2005) systematic review of paediatric hospital-based acute assessment units
demonstrated that they are a safe, efficient and acceptable alternative to inpatient
emergency admissions.

The Kings Fund paper Urgent and Emergency Care: A review for NHS South of England (2013) has
shown how Acute Medical Unit (AMUs) can build clinical relationships and promote better risk
sharing across the emergency care system. An AMU consultant on call takes GP referral calls directly,
preventing 40% from being admitted.
Medical Assessment Units (MAU) focusing on medical admissions of particular medical specialties
have shown to reduce overnight admissions. The Health Foundation report, Improving Patient Flow
(2012) cites how an MAU focused on frail older people has reduced unnecessary overnight stays for
people who were able to return home with support. MAU co-locates specialists: medical, nursing
and therapist staff who deal with frail older people are in the same place, thus improving
communication and team working.
A systematic review performed by Coon et al (2012) found that there is some evidence to say short
stay unit (SSUs) work. 3 studies looked at SSUs. One study compared the SSU model to 6 hospitals
without and reported clinical and statistical significant lower admission rates within the SSU. The
length of stay was also shortened but no statistical analysis was reported. Two before and after
studies reported a statistically significant reduction in admission rates following the opening of an
SSU.
The National Institute for Health Research (NIHR) has commissioned an observational study on the
‘Identification of emergency and urgent care system characteristics affecting preventable unplanned
admission rates (http://www.nets.nihr.ac.uk/projects/hsdr/10101008). The study is due to be
published in June 2014.
Variations in practice
 A number of models exist under the umbrella of assessment units. Others models include
Clinical Decision Units / Observation Units / Medical Assessment Unit /Acute Medical Units /
or Surgical Units.
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Key lessons
 Many trusts operate a variety of hybrid assessment models and even in trusts where models
have adopted, at times of pressure they can be ignored, resulting in multiple models being
used. It is important to ensure clear models of care in times of pressure (Kings Fund, 2013).
Critical success factors
 For disease specific assessment better risk stratification may be beneficial; a viewpoint
written by Collins et al (2013) estimate that up to 50% of patients with heart failure could be
safely discharged from the emergency department after a brief period of observation, thus
avoiding admission. Low-risk and intermediate-risk patients often only require observation
however more precise risk stratification is required to determine this. This is further
supported by a literature review by Fermann et al (2010) which suggests that observation
units for acute heart failure syndromes (AHFS) have proven to be effective in reducing heart
failure admissions and may reduce costs, however better prediction models are needed to
make the important decision whether to admit or discharge patients. Proven models that
exist to determine whether admission is necessary include the Pneumonia Outcomes
Research Team score for patients with pneumonia, the Acute Cardiac Ischemia Time
Insensitive Predictive Instrument or Thrombosis for Myocardial Infarction risk score for
diagnosing acute coronary syndromes.
Limitations/comments on quality of evidence
 Purdy (2010) recommends caution as there is a suggestion that MAUs might be causing an
increase in admissions as trusts try to avoid breaching four-hour wait target for emergency
departments; “an increase in short-stay admissions was associated with the introduction of
the four-hour wait target for emergency departments in 2003, as the number of breaches of
this target decreased, the number of short-stay admissions increased”.


Short Stay Units have commonly been implemented alongside new clinical protocols, and it
is not possible to distinguish the relative benefits of each. (Daly et al, 2003 cited in a rapid
evidence review performed by Konnyu et al in 2012)

Combine outpatients and emergency patients into a single system of care / Medical
assessment Treatment Centre (Ambulatory Care)
There is no one defined model of managing ambulatory emergency care. Models are varied and tend
to adapt over time. Reduction in hospital admissions have been reported through a number of case
studies, with successful models being attributed to a design that addresses local need. Services have
reported that often there is no clinical difference in the severity of conditions for those presenting as
an emergency case or those who were referred to an outpatient clinic. Services may also be
designed so that GPs can get direct advice from consultants on any potential medical emergencies.
Models of Ambulatory Emergency Care (AEC) are discussed in more detail later in this chapter (New
ways of working).
Combining outpatients geriatric referrals and emergency patients at Sheffield Teaching Hospitals
NHS Foundation Trust has proven successful in managing patient flow and reducing unplanned
admissions; due to a backlog of referrals to outpatient services, patients were often admitted to
hospital as emergency admissions before receiving / attending outpatient appointments; providing
same day outpatient services has reduced unplanned admissions (The Health Foundation, 2012).
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The NHS Institute for Innovation and Improvement has published two successful case studies that
have helped reduced unplanned hospital admissions: the Weston Experience, and the
Middlesbrough experience:
A medical day case unit run by physicians where patients are assessed and treated on the
same day (Weston Experience).
An ambulatory care service adjacent to the hospital; clinical risk scores are used to identify
which conditions can be treated in an ambulatory way (Middlesbrough experience).
The NHS Institute for Innovation and Improvement (2012) further explores the significant proportion
of adult patients requiring emergency care that can be managed safely and appropriately on the
same day either without admission to a hospital bed, at all, or through admission for only a few
hours.
Variations in practice
 Some models extend to GP telephone support so that GPs can receive direct advice from
consultants on any potential medical emergencies.


Services can be extended to provide additional services; patients who are well enough to go
home can be discharged from the emergency department and asked to return to ambulatory
care the following day, with scope to schedule patients into the unit at specified times
(Weston experience).



Clinical risk scores can be used to identify which conditions can be treated in an ambulatory
way rather than taking a specific individual pathway approach (Middlesbrough experience).

Key lessons
 An unexpected finding from combining emergency and outpatient appointments was that
there was often no clinical difference in the severity of conditions for older patients who
presented (or were referred by their GPs) as an emergency case or those who were referred
to an outpatient clinic (Weston experience).


Improvement may not happen instantly; the first three years were challenging and service
was almost culled, however the service continued and there is now evidence to prove the
service is working, and further enhancements are planned (Weston experience).

Critical success factors
 Cultural change has proved critical (Middlesbrough experience).
Limitations/comments on quality of evidence
 Models have adapted over time in a response to how the service is working. The service has
moved three times around the hospital, but it is now collocated within the Emergency
Department where is has been found to operate more effectively (Weston experience). The
service is now adjacent to the hospital and is opened 7 days a week and has extended
working hours (Middlesbrough experience).


There isn’t a “one size fits all” model; models need to be based on local need
(Middlesbrough experience, Weston experience).



It can be difficult to make a financial case for ambulatory care at the outset as it focuses on
avoiding hospital admissions, which has the potential to reduce income. It may be better to
22

DRAFT - 10 February 2014

explain the patient benefits (quicker recovery and improved experience) and the long-term
financial gains for the system as a whole (e.g. reducing bed days), (Weston experience)

Put in place a multidisciplinary assessment team
Sheffield Teaching Hospital NHS Trust found that by providing a dedicated a multidisciplinary team
of occupational therapists, a social worker and general and mental health nurses working in the
Frailty Unit teamwork was much more cohesive thus benefiting patients (Health Foundation, 2012).
Previously the team was dispersed often leading to delays in assessing the service once the patient
had been identified for discharge.

Speeding up patient flow - evidence of solutions
Access to diagnostic services and other support services
Diagnostic services, in particular blood sciences and imaging, are key to timely diagnosis and
monitoring of treatment. Poor availability of these services can lead delays elsewhere in the system.
Seven days a week services could help manage patient flow more efficiently and help reduce
bottlenecks. Changes to diagnostic services require coordination of a number of staff, including
phlebotomists, porters, and laboratory technician staff, which requires an understanding of the role
each person plays in achieving patient flow improvements. Diagnostics are two of the seven key
specialities the College of Emergency Medicine recommend that as a minimum an A&E department
must have to support them.
The Kings Fund paper Urgent and Emergency Care: A review for NHS South of England (2013) has
reported many of the ECIST reports highlighted the impact of reduced diagnostic services on
emergency departments during weekends and also over lunchtime. For example, in one trust,
pleuritic chest pain patients admitted over a weekend have to stay until a CT scan is available on
Mondays. They concluded 7 day a week services would facilitate discharges and reduce bed days.
The Health Foundation report, Improving Patient Flow (2012), cites how co-ordinated changes in
working patterns for phlebotomist, porters, and laboratory technician staff at South Warwickshire
Foundation NHS Trust increased the number of same-day blood test results available on ward
rounds from less than 15% to over 80%; phlebotomist working hours changed to coincide with end
of the nursing handover. Changes to the portering routine enabled two porters to ‘shuttle’ between
the phlebotomist and the laboratory, delivering small quantities of blood samples in real time. One
laboratory technician changed their working day to start at 8.00am and finish earlier in the
afternoon laboratory enabling staff to process blood samples as they came in.
The Urgent and Emergency Care Review undertaken by NHS England (2013c) found that
relationships with supporting specialties can be inconsistent and make reference to the College of
Emergency Medicine minimum criteria for A&E supporting specialities; “the College of Emergency
Medicine recommends that as a minimum an A&E department must have support from the ‘seven
key specialities’: critical care, acute medicine, imaging, laboratory services (including blood bank),
paediatrics, orthopaedics and general surgery. This should ensure timely assessment to senior
clinical decision makers within inpatient teams, to improve the flow of the A&E department. Where
these teams are not on-site there must be robust policies and procedures to ensure rapid access to a
senior clinical decision maker, and transfer to an inpatient bed if required.”

23

DRAFT - 10 February 2014

Switching to a model of ‘discharge to assess’
Sheffield Teaching Hospital NHS Trust describe how a new system was introduced in which patients
are discharged once they are medically fit and have an assessment with the appropriate members of
the social and community intermediate teams in the patient’s own home (Health Foundation, 2012).
Further information on discharge planning can be found in our review ‘Reducing Unplanned
Admission: A review of the literature’ (Aldridge and Turner, 2013).

New ways of working
Ambulatory Emergency Care (AEC)
The Directory of Ambulatory Care was first published in 2007 by the NHS Institute, identifying 49
emergency conditions and clinical scenarios (e.g. cellulitis) that have the potential to be managed on
an ambulatory basis. The underlying principle of ambulatory emergency care (AEC) is that a
significant proportion of adult patients requiring emergency care can be managed safely and
appropriately on the same day either without admission to a hospital bed, at all, or through
admission for only a few hours. The Royal College of Physicians – Acute Medicine Task Force &
endorsed by the College of Emergency Medicine, 2012 describe Ambulatory care as clinical care
which may include diagnosis, observation, treatment, and rehabilitation, not provided within the
traditional hospital bed base or within the traditional out-patient services that can be provided
across the primary/secondary care interface (NHS Institute, 2012). An example of a typical AEC
pathway is shown below:

Figure 3 : An example of a typical AEC pathway (NHS Institute, 2012)

Systems of AEC are continuing to evolve and the Kings Fund review of Urgent and Emergency Care in
the South of England (2013) recommends that Ambulatory Emergency Care should be provided were
appropriate.
The NHS Institute (2012) state ambulatory emergency care could be the norm for the following four
groups of patients:
1. Diagnostic Exclusion Group: This group of patients present with a variety of symptoms
where a specific potentially life threatening condition needs to be excluded (eg acute
coronary syndrome, pulmonary embolism or sub arachnoid haemorrhage).
2. Risk Stratification and observation Group: Patients presenting with a range of conditions
where after appropriate risk stratification and observation they can be safely discharged
back into the community. These include patients with syncope, minor head injury, self harm
and elderly patients who require multidisciplinary assessment prior to safe discharge.
3. Short term therapy group: This third group benefit from a period of short term therapy and
observation prior to discharge back for community follow up. They include patients with
moderate asthma, cellulitis, pain control following soft tissue trauma and pneumothorax.
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4. Specific Procedure Group: A fourth group requires a specific procedure / treatment which
enables early discharge. These include patients with pleural effusions. Key to
implementation is how ambulatory care for this group of patients can be delivered when
they present out of hours.
AEC can be provided in dedicated Ambulatory Care units (some of which may be community based)
as well as assessment units, urgent care outpatient (‘hot clinic’) settings, and emergency
departments (and associated ward areas/clinical decision units).
Key lessons
Following discussions with pioneer organisations, national experts, and members of the AEC Delivery
network, the NHS institute has compiled some principles which we think are important to the
successful implementation of ambulatory emergency care services:












Senior medical, nursing and managerial leadership working on a shared quality agenda to achieve
system level improvement in Emergency Care.
Executive and strategic organisational support.
Consultant led service (Emergency Medicine and/or Acute medicine) with a skilled and cohesive
multi disciplinary team.
Early engagement and involvement of clinicians and stakeholders including clinical
commissioners.
Effective whole system planning and delivery understanding and alignment of financial incentives
and executive leadership in all participating organisations.
Project management support and improvement expertise
A high degree of involvement from patients and the public and good communication with clear
information.
Selection criteria for patients suitable for AEC.
Self contained facilities are needed (close to ED if possible).
Effective clinical triage at the point of referral.
Regular team reviews of data, patient feedback and staff experience to effect further
improvement.

Critical success factors
The NHS Institute for Innovation and Improvement (2012) state that key to all of the models is an
appreciation that AEC is a process rather than a place. The key components are:







the judgement of an appropriately skilled initial decision maker with the correct competencies
to ensure that the patient is on the correct pathway
access to timely, evidence based diagnostics
a short period of observation and/or therapeutic intervention
final re-assessment and management plan combined with appropriate ‘safety netting’ and
discharge back into the community.
communication of information to the patient, GP and other healthcare professionals or
community services
data capture and analysis by an engaged team to ensure quality improvement

Professor Matthew Cooke, former National Clinical Director for Urgent and Emergency Care Department of Health recognises that the implementation of AEC will require new ways of working
across the traditional health and social care structures within a joint governance framework,
changing the mind set of how we deliver a significant proportion of emergency care. As well as
effective integration focussed on the patient’s journey as opposed to the current
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professional/organisational structures - the new pathways will need to support real time exchange
of information to facilitate effective and timely clinical assessment, diagnostics and therapeutic
intervention (NHS Institute, 2012). The Key components of a successful AEC system are described
below:

Figure 4 : The framework required to deliver successful AEC services (NHS Institute, 2012)

The extent to which this can be delivered is dependent on improved integrated working across the
whole system and the potential could be extended by innovations such as remote monitoring and
other technological advances (NHS Institute, 2012).
Directory for Ambulatory Emergency Care for Adults
The specialities included in the Directory of Ambulatory Care for Adults (NHS Institute, 2012) are
detailed below. It must be noted that the directory focuses on high volume clinical presentations,
and there are potentially many other clinical scenarios which could be managed through an AEC
approach. More details including ICD10 and HRG codes can in the ‘Directory of Ambulatory
Emergency Care for Adults’ (NHS Institute, 2012).
Table 3

Specialty
General
Medicine
General
Medicine
General
Medicine
General
Medicine
General
Medicine

Condition/scenario
Evidence
Deep vein thrombosis Procedures for the outpatient management of patients with deep venous
thrombosis
Pulmonary embolism British Thoracic Society (BTS) guidelines for the management of
suspected acute pulmonary embolism.
Pneumothorax
BTS guidelines for the management of spontaneous pneumothorax.

General
Medicine

Chronic obstructive
pulmonary disease
(COPD)
Community-acquired
pneumonia
Lower respiratory
tract infections
without COPD
Congestive cardiac
failure
Supraventricular

General
Medicine
General
Medicine
General
Medicine
General

Pleural effusions
Asthma

BTS guidelines for the investigation of a unilateralpleural effusion in
adults.
British Guideline on the Management of Asthma.
Anational clinical guideline (British Thoracic Society. Scottish
Intercollegiate Guidelines Network)
Chronic obstructive pulmonary disease. Management of chronic
obstructive pulmonary disease in adults in primary and secondary care.
BTS guidelines for the management of community-acquired pneumonia
in adults 2009 update.

Guidelines for the diagnosis and treatment of chronic heart failure.
NICE Atrial fibrillation guidelines for the management of patients with
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Specialty
Medicine

General
Medicine
General
Medicine
General
Medicine
General
Medicine
General
Medicine
General
Medicine

General
Medicine
General
Medicine
General
Medicine

Condition/scenario
tachycardias & other
unspecified
Tachycardias
Low risk chest pain

Evidence
supraventricular arrhythmias

Transient ischaemic
attack
Stroke

National clinical guidelines for stroke – second edition.
Primary care concise guidelines for stroke 2008.
National clinical guidelines for stroke – third edition.
Primary care concise guidelines for stroke 2008.
The epilepsies – The diagnosis and management of the epilepsies in
adults and children in primary and secondary care.
The epilepsies – The diagnosis and management of the epilepsies in
adults and children in primary and secondary care.
National Guidelines for Analysis of Cerebrospinal Fluid for Bilirubin in
Suspected Subarachnoid Haemorrhage.
Early Management of Suspected Bacterial Meningitis and
Meningococcal Septicaemia in Immuno competent Adults – Journal of
Infection(2003) 46:75-77.
Scottish Intercollegiate Guidelines Network Guidelines on Management
of Acute Upper and Lower Gastrointestinal Bleeding in Adults.

First seizure
Seizure in known
epileptic
Acute headache

Upper gastrointestinal
haemorrhage
Lower gastrointestinal
haemorrhage
Gastroenteritis

General
Medicine

Painless obstructive
jaundice

General
Medicine

Abnormal Liver
Function

General
Medicine
General
Medicine

Anaemia

General
Medicine

Diabetes

General
Medicine
General
Medicine

Cellulitis of limb

General
Medicine
General
Medicine

General
Medicine

Hypoglycaemia

Known oesophageal
stenosis (either
stented or unstented)
PEG related
complications
Acute admissions
from care homes /
Acute admissions
from non-acute NHS
beds
Self-harm &
Accidental Overdose

Task force on the management of chest pain:

Management of colorectal cancer, Section 5: Primary care and referral.
Referral guidelines for suspected cancer in adults and children.
Farthing M, Feldman R, Finch R et al. (1996). The management of
infective gastroenteritis in adults. A consensus statement by an expert
panel convened by the British Society for the Study of Infection. Journal
of Infection 33(3), 143-152
Guidelines for the management of patients with pancreatic cancer
periampullary and ampullary carcinomas.
UK guidelines for the management of acute pancreatitis.
Guidelines for the management of patients with pancreatic cancer
periampullary and ampullary carcinomas.
UK guidelines for the management of acute pancreatitis.
Guidelines for the clinical use of red cell transfusions.
NICE CG15 Diagnosis and management of type 1 diabetes in children,
young people and adults.
NICE CG66 Type 2 diabetes: the management of type 2 diabetes
(update).
Type 1 diabetes: diagnosis and management of type 1 diabetes in
children, young people and adults.
NICE CG66 Type 2 diabetes: the management of type 2 diabetes
(update).
Guidelines on the management of cellulitis in adults.
Guidelines for the management of oesophageal and gastric cancer.
Guidelines on the use of oesophageal dilatation in clinical practice.
Nutrition support in adults – Oral nutrition support, enteral tube feeding
and parenteral nutrition.
The Silver Book: QUALITY CARE FOR OLDER PEOPLE WITH
URGENT & EMERGENCY CARE NEEDS.

A national survey of the hospital services for the management of adult
deliberate self-harm.
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Specialty

Condition/scenario

General
Medicine
General
Medicine

End of life care

General
Medicine
T&O

Urinary tract
infections
Acutely hot painful
joint
Appendicular
fractures not
requiring immediate
internal fixation

T&O

Falls including
syncope or collapse

T&O

Non-traumatic
vertebral fractures

T&O

Low risk pubic rami
fractures

T&O

Hip pain secondary to
a fall and non weight
bearing

General
Surgery

Acute abdominal pain
not requiring
operative
intervention
Abscesses requiring
surgical drainage perianal, breast
wound

General
Surgery

General
Surgery

Head injury

Urology

Acute painful bladder

Evidence
National Suicide Prevention Strategy for England.
Bennewith O, Gunnell D, Peters T, Hawton K, House A – Variations in
the hospital management of self-harm in adults in England: observational
study, BMJ, 2004, 328: 1108–1109 (8 May),
doi:10.1136/bmj.328.7448.1108.
Self-harm: The short-term physical and psychological management and
secondary prevention of self-harm in primary and secondary care.
End of Life Care Programme.
Osteoporosis – secondary prevention. The clinical effectiveness and cost
effectiveness of technologies for the secondary prevention of
osteoporotic fractures in postmenopausal women.
Falls. The assessment and prevention of falls in older people.
The Silver Book: QUALITY CARE FOR OLDER PEOPLE WITH
URGENT & EMERGENCY CARE NEEDS.
Osteoporosis. Clinical guidelines for prevention and treatment. Update
on pharmacological interventions and an algorithm for management.
SIGN. Management of suspected bacterial urinary tract infection in
adults. A national clinical guideline.
BSR and BHPR, BOA, RCGP and BSAC guidelines for management of
the hot swollen joint in adults.
Osteoporosis – secondary prevention. The clinical effectiveness and cost
effectiveness of technologies for the secondary prevention of
osteoporotic fractures in postmenopausal women.
Osteoporosis. Clinical guidelines for prevention and treatment. Update
on pharmacological interventions and an algorithm for management.
Falls. The assessment and prevention of falls in older people.
Osteoporosis – secondary prevention. The clinical effectiveness and cost
effectiveness of technologies for the secondary prevention of
osteoporotic fractures in postmenopausal women.
Falls. The assessment and prevention of falls in older people.
Osteoporosis – secondary prevention. The clinical effectiveness and cost
effectiveness of technologies for the secondary prevention of
osteoporotic fractures in postmenopausal women.
Falls. The assessment and prevention of falls in older people.
Osteoporosis – secondary prevention. The clinical effectiveness and cost
effectiveness of technologies for the secondary prevention of
osteoporotic fractures in postmenopausal women. Falls. The assessment
and prevention of falls inolder people.
Education and decision support for junior doctors. Computer-aided
diagnosis of acute abdominal pain from the Clinical Information Science
Unit, University of Leeds and Media Innovations Ltd.
Practice parameters for the treatment of perianalabscess and fistula-inano (revised).
Loftus IM, Watkin DF – Provision of a day case abscess service, Annals
of the Royal College of Surgeons of England, 1997, July, 79(4): 289–290

Head Injury: triage, assessment, investigation and early management of
head injury in infants, children and adults. National Collaborating Centre
for Acute Care. Guideline commissioned by the National Institute for
Clinical Excellence, June 2003.
Geijerstam JL, Oredsson S, Britton M – Medical outcome after
immediate computed tomography or admission for observation in
patients with mild head injury: randomised controlled trial, BMJ, 2006,
333: 465 (2 September), doi:10.1136/bmj.38918.669317.4F.
Urological emergencies.
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Specialty
Urology

Condition/scenario
outflow obstruction
Renal/ureteric stones

Urology

Gross haematuria

Urology

Chronic indwelling
catheter related
problems
Acute scrotal pain

Urology

Obs and
Gynae
Obs and
Gynae

Early pregnancy
bleeding
Ectopic pregnancy

Evidence
Wright PJ, English PJ, Hungin APS and Marsden SNE – Managing acute
renal colic across the primary – secondary care interface: a pathway of
care based on evidence and consensus, BMJ, 2002, 325: 1408 – 1412 (14
December).
NHS Clinical Knowledge Service guidance.
Khadra MH, Pickard RS, Charlton M, Powell PH and Neal DE – A
prospective analysis of 1,930 patients with hematuria to evaluate current
diagnostic practice, The Journal of Urology, 2000, February, 163(2):
524–7
Essential steps to safe clean care: Urinary catheter care.

American College of Radiology, ACRAppropriateness Criteria®.
Clinical condition: acute onset of scrotal pain – without trauma, without
antecedent mass.
Association of Early Pregnancy Units Guidelines –Organisational,
Clinical, Supportive 2004.
Association of Early Pregnancy Units Guidelines –Organisational,
Clinical, Supportive 2004.
BADS Directory of Procedures 2009.
Pregnancy, Hyperemesis Gravidarum.
This US website provides guidance on criteria for admission.
BADS Directory of Procedures 2009.

Obs and
Hyperemesis
Gynae
gravidarum
Obs and
Diseases of
Gynae
Bartholin’s gland
N.B. Blue shaded cells indicate where nurses have identified a pathway that has the potential to be
nurse led: given advanced clinical skills and relevant training.

The Future Hospital Commission
"Effective AEC requires a whole systems approach achieved by reorganising the working
patterns of emergency and diagnostic services. Key features of quality AEC include access to
timely evidence-based diagnostics, short observation periods, involvement of skilled
decision-makers, reassessment and finalised management plan before patients leave
hospital, communication with the patient, GP and other healthcare professionals, and
effective community services."
The Future Hospital report (Future Hospital Commission, 2013) suggests that a patient-centred
service would provide early assessment by the right clinician first time. This may require doctors
working across emergency and acute care and the report advises that barriers to this are explored
and removed. The report notes the benefits of ambulatory emergency care (AEC): improved patient
experience; avoidance of admission; more efficient use of resources. This is seen as a core
component of the Acute Care Hub proposed in the model of care outlined in the report. Further
detail is reproduced below:
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Table 4 : Patient flow and designated consultant responsible for assessment and ongoing care (Future Health
Commission, 2013)

Access to diagnostic technologies and other support services
The Urgent and Emergency Care Review undertaken by NHS England (2013c) found that
relationships with supporting specialties can be inconsistent and make reference to the College of
Emergency Medicine minimum criteria for A&E supporting specialities; “the College of Emergency
Medicine recommends that as a minimum an A&E department must have support from the ‘seven
key specialities’: critical care, acute medicine, imaging, laboratory services (including blood bank),
paediatrics, orthopaedics and general surgery. This should ensure timely assessment to senior
clinical decision makers within inpatient teams, to improve the flow of the A&E department. Where
these teams are not on-site there must be robust policies and procedures to ensure rapid access to a
senior clinical decision maker, and transfer to an inpatient bed if required.”
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4. Shifting more care towards the community
and in the home
Sir Bruce Keogh's vision for urgent and emergency care (NHS England, 2013c) proposes that
improvements in urgent but non life-threatening care will relieve hospitals of some pressures to
enable greater focus on more serious and life threatening needs. The vision of the new system is
reproduced below:

Figure 5 : The vision for urgent and emergency care

The report sets out five key elements to achieve this vision alongside the intention to shift care out
of hospitals and into community settings to create a comprehensive system of care across a
network:
1. Better support for people to self-care
2. Providing people needing urgent care need with the right advice in the right place, first time
3. Alternatives to A&E in the form of highly responsive urgent care services outside of hospital
4. Ensuring people with more serious or life threatening emergency care needs receive
treatment in centres with the right facilities and expertise, including the introduction of two
levels of emergency centres (Emergency Centres and Major Emergency Centres)
5. Connecting services within the urgent and emergency care system together through
networks
Much of the change proposed in the Keogh review depends on greater integration of acute and
community services. The Nuffield Trust (2013) has generalized some key lessons in their report
Evaluating integrated and community-based care:
 Recognise that planning and implementing large-scale service changes takes time –
development of the intervention and evaluation takes time and one year of operation is unlikely
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to show much beyond the implementation process. Successful models from elsewhere, for
example Kaiser Permanente and Geisinger from the US, have take years if not decades to show
success. Experience from Trafford integrated care suggests two years are needed for initial
development followed by a minimum of one year working experience to show changes in
service.
Recruit eligible patients and don’t loosen criteria as this can reduce effectiveness of the
intervention.
Generalisability and context are important, for example disappointing results from the
telehealth whole system demonstrator project does not necessarily mean that telehealth
doesn’t work; the authors advise to consider the case selected and the way telehealth was
embedded within the local service, and to think about the wider set of services.
Consider other markers of success that may indicate the early indication that unplanned
admissions may be reduced, for example, reduction in HbA1c.

A review of the evidence base on moving services (Health Foundation, 2011) into the community
found :







"Primary care can be an effective alternative to hospital treatment for some patient groups, in particular
the elderly and those with complications arising from long-term conditions such as heart failure and
chronic obstructive pulmonary disease (COPD).
Intermediate care from community hospitals may reduce mortality and lead to similar quality of life
compared with inpatient care in elderly people with acute illness.
The effectiveness of primary care solutions is very much influenced by the quality of those services
rather than simply the setting (primary or secondary) in which they are provided.
Patients seem more satisfied with treatment at home compared to hospital inpatient care.
Early discharge from hospital into community-based care settings is associated with better patient
satisfaction scores and equivalent quality of life scores.
Patients report high satisfaction with community-based minor surgery due to ease of access, shorter
travelling times and reduced waiting times. However, in some cases, minor surgery delivered by GPs
may be of lower quality than that done by surgeons in hospitals."

Critical success factors
 Nuffield Trust (2013):
o Target the right people.
o Identify the high risk patients.
o Targeting people at low risk of hospital admission is not going to be effective.
Limitations/comments on quality of evidence
 Studies or pilots often don’t recruit enough participants to show effect, and clinicians are
often unwilling to use the service until evidence of effectiveness (Bardsley et al; 2013).
 There is insufficient data relating to cost effectiveness as much of the current research does
not include robust financial data - the Health Foundation suggests that savings are likely to
depend on decommissioning of inpatient services but there is a lack of evidence of how this
works in practice (Health Foundation, 2011)
 Studies in the literature have often been selective in offering service interventions which
may make it difficult to generalise conclusions to a broader population base (Health
Foundation, 2011)
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5. Integration of services
There is considerable interest in integrated care, with the launch in May 2013 of a series of pioneer
sites to support the delivery of integrated care at scale and pace and the recent launch of the Better
Care Fund. The Kings Fund has recently published a useful evidence summary and a range of
resources (http://www.kingsfund.org.uk/topics/integrated-care).
The evidence summary from the Kings Fund (Bennett and Humphries, 2013) notes the need for a
focus on prevention, to reduce demand for services and improve efficiency and effectiveness,
suggesting partnership working and systematic health impact assessments as key areas for
development. Bennett and Humphries also point out the importance of earlier involvement of
consultants in A&E; falls prevention programmes; and discharge planning.
A recent review (NHS Confederation, 2013) found integrating primary and secondary care (managed
disease networks, shared care and disease pathways) to be effective at reducing unplanned
admissions, however the cost effectiveness is less certain.
Purdy (2010) suggests integrating primary and secondary care can be effective at reducing
admissions but the reduction seems to be limited to patients with certain conditions: “There is
evidence from The King’s Fund review that integrating primary and secondary care to provide
disease management for patients with certain conditions can reduce unplanned admissions.”
The Kings Fund (Ham and Curry, 2011) conclude the evidence supports integration and highlight the
importance of integrating not just at the health system level, but also at disease management and
individual patient levels. The authors cite the example in Torbay where integrated care has
delivered a lower rate of emergency admissions and readmissions when benchmarked to similar
areas (demographically) and low delayed transfers of care.
The (RAND Corporation, 2013) report on sixteen Department of Health-funded pilot sites, noting
fewer planned admissions (4% decrease, 21% in sites using case management) and outpatient visits
(20% decrease, 22% in sites using case management) but increased emergency admissions (2%
increase, 9% in case management sites). However, they note the heterogeneity across the pilot sites
making it difficult to generalise conclusions.
Variations in practice
 RAND Corporation (2013): “We found that no single approach suits all circumstances and
change often took longer than anticipated."
 Ham and Curry (2011) note populations vary: whole population (e.g. Kaiser Permanente),
groups of patients with the same condition (mixed evidence), individual patients
Key lessons
 RAND Corporation (2013): "Overall, the results of the pilots were mixed. Staff were more
positive about new ways of working than patients, who did not always feel that new
approaches had improved care.[...] . Local decision makers should not underestimate the
challenges involved in coordinating care across boundaries, nor lose sight of the needs and
preferences of service users.”
 Ham and Curry (2011) note integration should be seen as a health economy-wide solution to
avoid "risks of fragmentation, and of service users ‘falling between the cracks’ of care".
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Ham and Walsh (2013) outline the key steps needed for a successful integrated care service:
Find common cause with partners and be prepared to share sovereignty
Develop a shared narrative to explain why integrated care matters
Develop a persuasive vision to describe what integrated care will achieve
Establish shared leadership
Create time and space to develop understanding and new ways of working
Identify services and user groups where the potential benefits from integrated care are greatest
Build integrated care from the bottom up as well as the top down
Pool resources to enable commissioners and integrated teams to use resources flexibly
Innovate in the use of commissioning, contracting and payment mechanisms and use of the independent
sector
Recognise there is no ‘best way’ of integrating care
Support and empower users to take more control over their health and wellbeing
Share information about users with the support of appropriate information governance
Use the workforce effectively and be open to innovations in skillmix and staff substitution
Set specific objectives and measure and evaluate progress towards these objectives
Be realistic about the costs of integrated care
Act on all these lessons together as part of a coherent strategy

Critical success factors
 Named contacts for questions following discharge
 Individual care plans
 Funding to support setup
 Commitment from frontline staff in
 particular to care planning
 Multidisciplinary care planning teams
 Effective IT tools
 Bardsley et al (2013) note the importance
of a clear definition or specification of
the service to be implemented, with
explicit outcomes (how they are to be
achieved and measured)
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New models of care
" Care must be delivered in the setting in which patients’ clinical, care and support needs can best be
met, and not merely delegated to the acute hospital site ‘where the lights are on’. Hospital and
community services must adapt to clinical need and develop new models of care based on a
partnership between acute and primary care providers. This necessitates collaborative managerial
and strategic approaches, and clinical teams committed to delivering seamless care for patients in
locations and settings where their needs can best be met. In this context, the hospital must assume a
new role. It must advocate and deliver services designed around the seven domains of quality (see
Box 2, page 8) and facilitate an integrated approach with the broader healthcare system through
which patients move seamlessly." (Future Hospital Commission, 2013)
The Future Hospital Commission (2013) proposes a new model of care:

Figure 6

The report suggests a Medical Division is created to manage all medical services across the hospital and into
hospital-led services in the community. A key aim of this division will be to design services to anticipate or
Central Midlands CSU
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prevent acute illness, which will require integration and seamless care. In this model, the hospital is seen as
the hub of an integrated system.
" The Commission recognises that its findings imply that tough decisions lie ahead. Reconfiguration
will almost certainly be needed.16 No hospital can provide the range of services and expert staff
needed to treat patients across the spectrum of all clinical conditions on a 7-day a week basis. We
need to develop a new model of ‘hub and spoke’ hospital care, coordinated across health economies,
centred on the needs of patients and communities and based on the principle of collaboration, not
just across health services but also with social care, transport planning etc. It is likely that in many
areas, large health economies will be served, not by a number of district general or teaching
hospitals, but by a smaller number of acute general hospitals hosting EDs and trauma services, acute
medicine and acute surgery. These hospitals will be surrounded by intermediate ‘local general
hospitals’ which, while not directly operating their own ED and acute admitting services on site, will
contribute to step-down inpatient and outpatient care, diagnostic services and increasingly close
integration with the community."
Single site “urgent care hub” (including integrating primary care in ED)
The evidence base for the effectiveness of a single site “urgent care hub” is limited. NHS England (2013c)
recommends the co-location of community-based urgent care services in coordinated urgent care centres.
This is to replace the multitude of confusing terms that are available at present, and would include walk-in
minor illness and minor injury services, and be part of the wider community primary care service including
out-of-hours GP services. The current fragmented service is confusing and is dependent on patients and
‘external’ healthcare professionals having knowledge of both their existence and their service, which can
subsequently lead to patient safety issues as a result of patients presenting at services that do not best suit
their needs. This is similar to a model that is increasingly being used in the Netherlands with GP cooperatives and emergency departments integrating, with one front office for patients - following triage
patients are sent to a primary physician in the co-operative or a specialist in the emergency department
(CRD, 2013).
An evidence summary by the Centre for Reviews and Dissemination states efficient triage and managing the
flow of patients through appropriate urgent care services will be important in developing an urgent care hub
(CRD, 2013). A report by the Primary Care Foundation concluded that the initial reception process is critical
to ensuring that patients are directed to the correct service (Carson, Clay, and Stern, 2010). The use or triage
liaison physicians, working in a team or alone, and fast tracking patients with less serious systems both
reduce emergency department waiting times and length of stay (CRD, 2013). Primary care gate keeping or
simply triaging the patients out of emergency departments can reduce the numbers but the safety of such a
system is not known (Evidence Adoption Centre, 2011).
The effectiveness of managing the flow of patients using GPs in emergency departments is less clear. Limited
studies have shown that reductions can be observed in blood tests, x-rays, admissions and referrals. Further
studies are needed to evaluate patient wait-times, length of hospital stay, and adverse effects or mortality.
Commissioners should be mindful that previous systems may have adopted this approach due to the relative
ease to set up and commission such a service.
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Carson, Clay and Stern (2010) found that when using a consistent definition and a consistent denominator of
all emergency cases that the proportion of cases that could be classified as primary care (types that are
regularly seen in general practice) was between 10% and 30%.
An evidence briefing by the Centre for Reviews and Dissemination up to date as of November 2013 found no
systematic reviews assessing the effectiveness of a single site “urgent care hub”, however the author state
that efficient triage and managing the flow of patients through appropriate urgent care services will be
important in developing an urgent care hub and focus their review on those topics (CRD, 2013).
There is evidence to suggest that triage liaison physicians, working in a team or alone, and fast tracking
patients with less serious systems both reduce emergency department waiting times and length of stay (CRD,
2013).
The evidence briefing by the Centre for Reviews and Dissemination concluded that there is evidence from a
small number of poor quality studies that suggest rapid assessment zones and employing general
practitioners and nurse practitioners in emergency departments may improve flow of non-emergency cases
through the department (CRD, 2013).
There is no up-to-date cost-effectiveness evidence relevant to the UK about strategies to improve triage and
the treatment of non-emergency cases presenting to emergency departments (CRD, 2013).
A study of a Swiss Hospital Emergency centre has shown that triaging non-urgent cases attending A&E
towards hospital GP services has the potential to reduce waiting times, improve resource use and reduce
treatment costs (Eichler et al, 2013).
The evidence briefing by the Centre for Reviews and Dissemination included a review evaluating the Dutch
integrated out-of-hours system. The justification of the inclusion of a study based on the Dutch system was
have it has a health care system that resembles the UK NHS (although insurance based). The review reported
how increasingly GP co-operatives and emergency departments are integrating, with one front office for
patients. Following triage patients are sent to a primary physician in the co-operative or a specialist in the
emergency department. The authors of the review suggest this could decrease the number of self-referring
patients making unnecessary use of the emergency department (CRD, 2013).
NHS England (2013c) recommends the co-location of community-based urgent care services in coordinated
urgent care centres.
The Evidence Adoption Centre (2011) review references the Warwick report, A rapid review exploring the
interface between primary care and emergency care in England which stated that primary care gate keeping
can be defined as “a health care professional, usually a primary care physician or a physician extender, who is
the patients first contact with the health care system and triages the patients further access to the system”.
Primary care gate keeping or simply triaging the patients out of emergency departments can reduce the
numbers but the safety of such a system is not known. The Warwick report included 20 studies investigating
the redirection of patients with primary care type illnesses from emergency departments and discouraging
subsequent utilisation. The majority of included studies reported triage systems where patients were
screened and non-urgent cases referred to primary care. The effect of this intervention is variable.
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Purdy (2010) does not recommend the use of GPs in Emergency Departments. This is based on the following
evidence:
 A systematic review by Carson Caly and Stern (2010) concludes GPs working in ED may result in fewer
referrals for admission; although cost benefits may exist, the evidence for this is weak.


A study by Rogers et al (2010) of a GP service aimed at patients referred for urgent medical admission
by a GP in the community, showed small reduction in admissions to the medical assessment unit.

The Evidence Adoption Centre review (2011) references the Warwick report A rapid review exploring the
interface between primary care and emergency care in England (2008). Their review stated that primary care
GPs can be used to deal with the non urgent cases in emergency departments (EDs); “a GP working in EDs can
reduce the number of referrals for admissions and order less investigations. It can be cost effective but the
level of evidence is weak”.
A recent Cochrane Review by Khangura et al (2012) found there is not enough evidence to suggest
introducing GPs in accident and emergency wards results in cost savings and reductions in overcrowding.
Variations in practice
 Two randomised controlled trials showed that having GPs in A&E departments resulted in fewer blood
tests, x-rays, admissions and referrals, however one RCT showed no significant difference in the number
of blood tests, x-rays or admissions but reported GPs doing a greater number of referrals and
prescriptions than emergency physicians (Khangura et al, 2012)
 All the services examined used staff to direct the patient to the correct skill or service, three approaches
were observed: a rapid decision by non-clinical reception staff (often using simple protocols); rapid
clinician assessment (typically by a senior nurse and typically taking less than two minutes; patients wait
for a full clinical assessment process, usually taking five to 15 minutes (Carson, Clay and Stern, 2010).
 About half of the services observed had primary care practitioners taking on responsibilities that are
beyond typical general practice, such as interpreting x-rays and a wider group of tests that are normally
available to a GP surgery (Carson, Clay and Stern, 2010).
 The proportion of cases that are seen by primary care professionals varies considerably, as does the
expectations of those commissioning and delivering these services (Carson, Clay and Stern, 2010).
Key lessons
 The co-located urgent care centre relies on accurate triage by an ‘in house’ healthcare professional and
arguably can provide effective services without the patient even knowing of its existence, stand alone
and restricted case mix centres are entirely dependent on patients and ‘external’ healthcare
professionals having knowledge of both their existence and their services (NHS England, 2013b).
 Urgent care centres may be advantaged by co-location with hospital service, particularly in urban areas
(NHS England, 2013c).
 Although the evidence base is not strong for locating GPs alongside EDs this is the most common
approach adopted as it is relatively easy for PCTs to set up and commission these services (Evidence
Adoption Centre, 2011).
 Services that regularly used the same primary care practitioners rather than sessional GPs paid for each
shift – with little or no long term commitment – found that both the GPs themselves and the hospital
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clinicians were confident that it led to more coherent and higher quality clinical decisions (Carson, Clay
and Stern, 2010).
Funding services in a more collaborative way encourages clinicians and managers to work together
(Carson, Clay and Stern, 2010).

Critical success factors
 Consistency across all parts of the service is important - Carson, Clay and Stern (2010) found that in
some cases the expectations of work undertaken by primary care practitioners to change out of all
recognition –sometimes for just a short period – with no advance notification. Equally, some emergency
departments complained that the primary care element had sometimes been understaffed and had
stopped seeing most staff. Communication and planning needed so that services can work together to
help each other at times of difficultly.
 The initial reception process is critical to ensuring that patients are directed to the correct service
(Carson, Clay, and Stern, 2010; CRD, 2013).
 A review of primary care and emergency departments by Carson, Clay and Stern (2010) conclude there
are a number of aspects that commissioners and providers need to address if they are to be successful in
implementing primary care clinicians within or alongside emergency departments:
o Ensuring early clinical engagement – checking sufficient cases will justify the involvement of
primary care clinicians and also that there is sufficient flexibility in the process to balance the
workload.
o Establishing working groups – allowing primary care practitioners and emergency department
clinical staff to develop services together to meet requirement of commissioners. The absence of
dialogue between commissioners and both groups of clinicians appears to be a barrier in
improving care.
o Creating models and an ethos of care – the objective should be to break down the barriers
between primary care and emergency care clinicians, between the different organisations that
employ the staff, and that promotes good joint working.
o Addressing all aspects of the service – ensuring that improving care for patients and managing
the risks are inherent in any chosen model.
o Recognising that there are no quick solutions – the challenge of introducing a host of new
elements is significant and will take time to become fully effective.
o Improving the linking IT systems – IT plays are important role in supporting developments.
o Exploring more collaborative ways of funding – including local tariffs that integrate urgent care
while also aligning financial incentives, allowing clinicians to focus on what is right for the patient
without having to overcome perverse financial incentives.
o Looking at the urgent care system – recognise that any initiative of this kind is within the broader
context of the full urgent and emergency care pathway.
Limitations/comments on quality of evidence
 Patients that GPs are likely to treat are ‘walk-in’ patients; Carson et al (2010) suggest that focusing on
‘walk-in’ patients, which many GPs based in A&E do, is unlikely to affect admission numbers, as these
patients are unlikely to be admitted (Purdy, 2010).
 Carson, Clay and Stern (2010) review of primary care and emergency departments found it difficult to
access information from commissioners or providers about the cost effectiveness, and suggest that this
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information may not be routinely collected. More work is needed to develop consistent data collection
so that wider comparisons can be made.
It must be remembered that the alternative to using primary care staff is that patients with primary care
type presentations will often see doctors in training whose clinical skills are not yet fully developed and
consequently the result being slower treatment and often excessive treatment (Carson, Clay and Stern,
2010)
In many services there is a lack of clarity over responsibility for important aspects of the scheme. There
appeared to be little, if any, joint clinical or operational governance (Carson, Clay and Stern, 2010).
The evidence briefing by the Centre for Reviews and Dissemination found no relevant evidence relating
to impact on patient experience and equity of access however advise that concentrating services on a
single site may impact upon patient experience; access, parking and travel time are all factors that could
be adversely affected. There may also be a transfer of social and economic costs to some vulnerable
groups caused by the withdrawal of a service from people in a particular area. Consideration of these
issues will be necessary if out-of-hours is delivered in one location (CRD, 2013)
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5. Access to services
The recent review into urgent and emergency care (NHS England, 2013c) notes the importance of distance,
balancing the care given en route and on arrival at hospital. The report refers to a study into severe trauma
by Nicholl et al (2007) which suggests that there may be a 1 per cent absolute increase in mortality for lifethreatening conditions with each extra ten kilometres in straight-line distance. However, Spurgeon et al
(2010) report that it is the timing of the start of appropriate treatment, rather than the timing of arrival at
hospital that affects the outcome. Treatment by paramedics, or access to specialist care, can help address
such risk. In service reconfigoration “it is important that clinicians are engaged from the start to help make
this judgement. It is important to develop a plan that considers how the most serious conditions will be
handled and to use this when highlighting to patients and the public that changes will not compromise
clinical outcomes” (NHS Confederation, 2013).
The urgent and emergency care review proposes a hub and spoke telemedicine system linking remote
facilities with a central hospital providing specialist support. This would enable availability of specialist advice
in rural locations.
Spurgeon et al (2010) report that the discussion on the clinical case for emergency care reconfiguration is
based around the conflicting arguments of the advantages of specialist care versus the risks of delay in
reaching a specialist centre. Imison (2011) found that “for people with life-threatening conditions delay is
linked to poorer outcomes (Nicholl et al 2007). However, it is the timing of the start of appropriate
treatment, rather than the timing of arrival at hospital that affects the outcome, so interventions by
paramedics and/or rapid access to the specialist team once at the hospital can offset or overcome the risk
created by the additional travel time (Spurgeon et al 2010).
Doctor Foster’s Good Hospital Guide 2001-2011 (2011) found that delivering safe care 24/7 does not require
more resources and state local A&E departments need to identify the services they can provide safely and
link with others to provide the services they can’t. They include examples of best practice, from London to
Northumbria. London has shown that effective and safe care can be delivered with the reorganisation of
stroke care. Instead of having all A&E departments treating strokes, with variable levels of success, a small
number of hospitals now handle all stroke patients but do it to a very high standard, seven days a week, 24
hours a day. Reconfiguration of services is also possible in more rural areas; Northumbria was one of the
first in England to introduce a Hyper Acute Stroke Unit (HASU).
The issues around access and travel can be explored further if required. Themes emerging from the
literature include: the significance of the "golden hour"; equity and access; time critical specific conditions;
the role of pre hospital care.
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6. Technology and innovation
The Future Hospital report (Future Health Commission, 2013) proposes that hospitals start offering the same
technology that patients now expect from other aspects of their healthcare or lives - for example, the ability
to view their summary records, book appointments, receive reminders, report monitoring results and check
test results. Use of text and email, and in particular recognising the increasing use of mobile devices
(including apps), is recommended. It is acknowledged that use of technology (e.g. remote monitoring) and
dissemination of information to provide support in the community could help to avoid admissions or
attendances in hospital. The report mentions virtual clinics and ward rounds, using technology such as Skype.
These themes will be explored further in the review on long term conditions and frailty.
The report emphasises the importance of information, as near to real-time as possible, to deliver improved
models of care for patients, noting that "absence of information on the patient's usual health status and level
of dependency can lead to a decision to admit when alternatives to admission (such as rehabilitation in the
community or enhanced social suport) would have met the patient's requirements more effectively and
safely". Clinical data systems are seen as critical to effectiveness and efficiency, contributing to improved
performance, audit, improved outcomes and improved quality and safety. Real time information on bed and
clinical capacity is highlighted as important. The report acknowledges the role of Chief Clinical Information
Officer who will help to link IT projects, clinical requirements and patient care, acting as the hospital's
"information champion". The report notes the importance of service line management and reporting, reliant
on robust information, but dependent on alignment of resources between elective and non-elective services.
Improved access to information is needed not just for clinical care and service delivery - it is also critical for
patients to support shared decision making.
The report proposes a model including a Clinical Coordination Centre:
"The Clinical Coordination Centre (CCC) will be the physical area from which all hospital and associated community care
is coordinated for all patients with active clinical needs that fall within the remit of the organisation.
The Clinical Coordination Centre should be part of a suite of rooms in the Acute Care Hub – including a room of
sufficient size to accommodate the medical and other clinical staff attending transfer of care meetings twice a day, 7 days
a week.
The Clinical Coordination Centre will have monitors available to access electronic patient records, standard clinical
referral, diagnostic and management protocols for all commonly encountered patient groups, on integrated care pathways.
Access to this information should also be available in clinical areas throughout the hospital.
The Clinical Coordination Centre will have display facilities, upon which the electronic health record of all patients may
be accessed and displayed during multidisciplinary team meetings. Other data systems will include those showing the
location of all patients in the hospital, details of their admission and transfers of care in real time. Electronic access to the
AEC centre and rapid access clinic booking systems, and those of relevant diagnostics, specialty and generalist (acute
medicine, (general) internal medicine) clinics should be accessible within the Clinical Coordination Centre.
For inpatients, measurement devices linked to a central clinical control system will be in place, enabling the remote
monitoring of the patient location and their status (eg National Early Warning System), on a 24/7 basis, with immediate
response by staff to predefined clinical triggers. The information collected will also support more efficient and complete
monitoring of adherence to bundles of care, serious untoward incidents and near misses, enabling trends to be identified
early. Quality and safety will be monitored in real time and combined with information from serious untoward incidents,
near misses and patient feedback. Although not the primary purpose, an additional benefit of such a system of monitoring
would be to alert staff to the presence of a patient who may qualify for inclusion in a clinical trial.
Data for community services (intermediate care, rehabilitation etc) and social/domiciliary care will be displayed, as will
interim or care home bed capacity. Within the Clinical Coordination Centre, telemonitoring, telephone and email
helplines for patients and professionals will be staffed 7 days a week and linked where appropriate with primary care,
providing support and advice for both patients and professionals. Responsibility for care will
thus be shared between patients and practitioners in hospital and primary care, and continuously supported by a virtual
dialogue.
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The report also notes evidence to support enhanced recovery, estimated to save 140,000 beds nationally,
and a focus of several QIPP programmes across England. This has not been explored further for this review
but a review can be conducted on request.
Telehealthcare is a common theme in the literature but is usually in relation to long term conditions; this will
be included in our forthcoming review on long term conditions and frailty.
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Appendix : Review of guidance on scale issues
(from Gouldie and Goddard, 2011)
Table 5 : Implicit scale issues - Emergency medicine/A&E (Gouldie and Goddard, 2011)
Guidance
Source
Evidence Cited
The Royal College of Surgeons
(Royal College of Surgeons of England
The original RCSE document appears
recommends that a safe major A&E
2006 cited by the King’s Fund (The
to use the 300,000 figure to refer to
should serve a population of no fewer
King's Fund, 2011, 11)
the minimum catchment area for an
than 300,000.
acute general hospital, rather than
specifically in relation to a safe size for
A&E (which is what the King’s Fund
report suggests).
24/7 emergency medicine consultant
(Academy of Medical Royal Colleges,
These are standards derived from
cover. 7 key specialties: acute
2007,56)
previous reviews of Royal Colleges and
medicine, intensive care, imaging
submissions to the working party.
(24/7 CT), lab services, paediatrics,
surgery, orthopaedics.
Minimum support is above minus
paediatrics, surgery and orthopaedics.
“Hospitals that are too small to
(Royal College of Physicians, 2002b, ix) None cited
maintain a full range of medical and
surgical specialties must have sound
arrangements for obtaining advice
from other units and for the transfer
of patients for treatment elsewhere.”
Table 6 : Implicit scale issues - Paediatrics (Gouldie and Goddard, 2011)
Guidance
Source
“All paediatric departments supporting (Royal College of Paediatrics and Child
an on-site ED seeing more than 16,000 Health, 2007, 32)
children per year should aim to
appoint a paediatrician with
subspecialty training in paediatric EM.
Their role will be to work in the ED as
well as in paediatric
assessment/admission units.”
“EDs seeing more than 16,000 children (Royal College of Paediatrics and Child
per annum should employ a consultant Health, 2007, 37)
in the ED with sub-specialty training in
paediatric EM. Hospital paediatric
departments with an on-site ED seeing
more than 16,000 children per annum
should aim to appoint a paediatrician
with subspecialty training in paediatric
EM. The appointment of consultants
from both backgrounds is an
advantage, and is essential for larger
EDs.”
“For EDs to be training departments
(Royal College of Paediatrics and Child
for paediatric EM, the College of
Health, 2007, 18)
Emergency Medicine (CEM)
recommends an annual attendance of
at least 16,000 children. For this
reason, this edition recommends a
revised cut-off of 16,000 children per
annum as defining a medium-sized
ED.”
Small and medium size hospitals
(Academy of Medical Royal
(15,000 attendees, 3000 admissions,
Colleges, 2007, 56)

Page 44

Evidence Cited
None cited.

None cited.
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Medicine recommendation.
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Guidance
3750 deliveries) – rota of 8 consultant
paeditaricians; HDU cover – dedicated
consultant for neonatal unit, 1
competent junior doctor; SHO or
advanced practitioner. Middle grade
rota of 9, junior rota of 6.
Large hospitals (25000 attendees,
5000 admissions, 6250 deliveries) –
double rotas at consultant and middle
grade level (14-16 consultants, 18
SpRs).
CEM pathway standards: Clinical
expertise: “The College recommends
that every ED with more than 16,000
children’s visits per annum must have
minimum of one PEM-trained
consultant. All EDs should have a
named consultant who leads for
children’s issues in the department.”
“Where enough children are seen, a
separate children’s emergency
department should be developed.”

Source

Evidence Cited

(The College of Emergency
Medicine,2008b, 23)

None cited.

(Royal College of Paediatrics and Child
Health, 2009a, 46)

None cited.

Table 7 : Implicit scale issues - Anaesthesia (Gouldie and Goddard, 2011)
Guidance
Source
“Induction and maintenance of
(Royal College of Paediatrics and
general anesthesia in children in EDs
Child Health, 2007, 30)
requires specially trained clinical staff,
together with a range of appropriate
equipment and drugs. In most places
this will only be provided by
anaesthetic specialists, although
larger EDs may have EM consultants
and trainees who are competent and
experienced in paediatric
anaesthesia.”
“Hospitals with a low throughput of
children should ensure that these
skills are maintained. This can be
achieved by staff secondments or
rotations to other centres”.
“Hospitals need to ensure that their
(The Royal College of Anaesthetists,
anaesthesia and/or intensive care
2011, para 3.2)
services are staffed to a level which
allows them to respond in a timely
manner to care for emergency
patients in the ED. The RCoA Audit
guidelines make recommendations
about response times for
anaesthetists to the ED. Local
response times should be audited and
standards set.”
The level of anaesthetic service for
(The Royal College of Surgeons of
emergency activities, including
England, 2011, 43)
surgery, is provided by competent
anaesthetists who are either
consultants or, if non-consultants,
have unimpeded access to
consultants and consultant
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Evidence Cited
Second quote cites (Department of
Health, 2006)

Audit guidelines mentioned are: Raising
the standard. A compendium of audit
recipes. 2nd Edition. Section 6.1:
Anaesthesia in the accident and
emergency department. RCoA, London
2006.
(www.rcoa.ac.uk/index.asp?PageID=125)

Refers reader to ‘The Royal College of
Anaesthetists’ Guidelines for the
Provision of Anaesthetic Services’ for
more specific guidance and support.
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Guidance
supervision.
Best practice:
Emergency anaesthesia in ASA3 and
above patients should be provided by
consultant anaesthetists.
In hospitals receiving patients with
major injury and trauma, there is a
sufficient level of appropriately
experienced medical and non-medical
staff to provide a 24-hour emergency
service.
Trained anaesthetic assistance is
present at all times in all clinical areas
where anaesthetics are administered,
including the emergency and
radiology departments.
All consultant anaesthetists and
anaesthetic trainees working in
emergency surgery and trauma have
specific training in the skills required
for this area.
24/7 consultant-led service,
immediate response cover by
minimum on-call rota of 8 doctors
including specialist and associate
specialist grades and SpRs.
Consultant:trainee ratios 1:1; larger
hospitals need more tiers of on call eg
for obstetrics.

Source

Evidence Cited

(Academy of Medical Royal Colleges,
2007, 56)

These are standards derived from
previous reviews of Royal Colleges and
submissions to the working party

Table 8 : Implicit scale issues - Surgery (Gouldie and Goddard, 2011)
Guidance
Source
“The working party agree that
(The Royal College of Surgeons of
hospitals accepting undifferentiated
England, 2011, 5)
patients via the ED must have access
to 24-hour on-site surgical opinion (at
ST3 level or above) or a trust doctor
with equivalent ability (ie MRCS with
ATLS® provider status), with a
supporting team both senior and
junior to this surgeon.”
Standard for unscheduled surgical
(The Royal College of Surgeons of
care: “Hospitals accepting
England, 2011, 21)
undifferentiated medical patients have
access to 24-hour, on-site surgical
opinion (ie of ST3 or above or a trust
doctor with equivalent ability (ie MRCS
with ATLS® provider status). If on-site
surgical opinion is not available, the
unit does not accept undifferentiated
patients.”
The RCSE issues guidance around the
(The Royal College of Surgeons of
staffing levels required to deliver an
England, 2011, 49).
effective emergency general surgery
service, including that a major hospital
the emergency general surgery team
will comprise “a consultant surgeon
(CCT holder), middle grade (MRCS
holder), core trainee and foundation
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Guidance
doctor”(The Royal College of Surgeons
of England, 2011, 49) and that major
procedures may require three
surgeons. As best practice guidance
they therefore highlight the need for
“cover arrangements during busy
periods”.
Emergency Standards – Standards for
Surgical gives best practice guidance
on the speed with which patients
requiring different types of emergency
general surgery are treated, suggesting
that staffing levels need to be
adequate to treat patients in line with
clinical best practice.
“Management of critically ill patients
requires assessment at MRCS level,
critical care support and consultant
surgeon (CCT) input within 30 minutes
and rapid access to CT (The Royal
College of Surgeons of England, 2011,
50).
“The pressures of the New Deal,
EWTD, the shortage of skilled surgical
manpower and the requirement for
High Dependency and Intensive
Therapy Units mean that, for most
surgical specialties, there is an
inescapable need to provide elective
and emergency surgical services in
larger hospitals for complex inpatients.“

Source

Evidence Cited

(The Royal College of Surgeons of
England, 2011, 50)

None cited

(Senate of Surgery of Great Britain and
Ireland, 2004, 2)

None cited, but provides a list of
background documents at the end of
the report.

Table 9 : Implicit scale issues - Orthopaedics (Gouldie and Goddard, 2011)
Guidance
Source
An Acute General Hospital taking
(British Orthopaedic Association, 2007,
surgical emergencies should have 2411)
hour, fully-staffed Intensive Treatment
Unit beds, provided in a ratio of
1:40,000 population as well as
highdependency unit beds”.
Table 10 : Implicit scale issues - Psychiatry (Gouldie and Goddard, 2011)
Guidance
Source
Consultant sessions:
(Royal College of Psychiatrists and
“A named consultant psychiatrist
British Association for Accident and
should have responsibility for liaising
Emergency Medicine, 2004, 54)
with the A&E department and for
having overall responsibility for the
service offered by the mental health
department. The previous report
advised that, for a medium-sized A&E
department in a district general
hospital (DGH), there should be a
minimum of five consultant sessions
available, to provide a service to the
DGH, including the A&E department.
There is no reason to alter this advice.”
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The Royal College of Anaesthetists and
The Royal College of Surgeons of
England. Report of Joint Working Party
on Graduated Patient Care. January
1996.

Evidence Cited
None cited.
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Table 11 : Implicit scale issues - Acute medicine (Gouldie and Goddard, 2011)
Guidance
Source
Consultant lead in acute medicine per
(Academy of Medical Royal Colleges,
site and larger units will require
2007, 52)
several consultants in acute medicine.
All units to have SpRs (ST3) and above
24/7. Multidisciplinary team; min 2
wardrounds per day.
Table 12 : Implicit scale issues - Intensive care (Gouldie and Goddard, 2011)
Guidance
Source
Minimum of 2 (preferably 3) ward
(Academy of Medical Royal Colleges,
rounds per day.
2007, 52)
24/7 intensive care cover by
consultants, trained medical
practitioner and staff capable of
managing an airway emergency in
under 3 minutes.
HDU Beds:
(Royal College of Physicians, 2002a,
Data from a one-month needs
15)
assessment exercise conducted at the
Royal Victoria Infirmary, Newcastle
“indicate a need for one HDU bed per
10–15 medical admissions, although
significantly more would be needed to
cope with peaks in demand. An
alternative calculation based on a
survey in Mid and North Trent
suggested approximately one HDU bed
is needed per 75 acute beds.”
Table 13 : Implicit scale issues - Critical care (Gouldie and Goddard, 2011)
Guidance
Source
“Only a small proportion (5–10%) of
(Academy of Medical Royal
A&E patients will have a problem that
Colleges, 2007, A15)
might be immediately life-threatening
and only 1–2% a problem requiring
immediate critical care intervention.
However, in a department serving a
population of 250,000, this means that
3,000–6,000 patients per year have a
possibly immediately life-threatening
problem and 600–1,200 will need
immediate critical care. In a population
of this size - and even in smaller
populations that are geographically
isolated – critical care will be essential.
By this is meant the knowledge, skills
and experience required to care for
the critically ill patient.”
“Some hospitals will struggle to
(Academy of Medical Royal
provide viable critical care, especially if Colleges, 2007, A19)
all surgical operating and outpatient
work is withdrawn.”

Table 14 : Implicit scale issues - Radiology (Gouldie and Goddard, 2011)
Guidance
Source
“Risk of deskilling of the workforce
(Academy of Medical Royal
(clinical radiologists and
Colleges, 2007, A32)
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Evidence Cited
Standards based on previous reviews
of acute care and inputs from all Royal
Colleges to Working Party.

Evidence Cited
Standards based on previous reviews
of acute care and inputs from all Royal
Colleges to Working Party.

No reference details are provided for
the needs assessments referred to in
the report.

Evidence Cited
None cited.

None cited.

Evidence Cited
None cited
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radiographers) if elective work goes to
independent sector treatment centres
(ISTCs), with a separate workforce and
a non-integrated service.”
“Risk to acute trust comprehensive
service if elective work is removed,
with reduction in staff available to
provide 24/7 cover.”
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