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About this report

Across England, millions of people rely on smaller hospitals as their first 

recourse in an emergency, their first source of expertise when conditions 

worsen, and their first choice for planned operations. But these hospitals are 

facing increasing challenges in delivering effective acute medical services in 

the context of growing patient numbers, an increasingly complex mix of cases 

arriving for care, workforce shortages, changing societal expectations and 

severe restrictions in funding growth.

The Nuffield Trust was asked by NHS England to develop a better 

understanding of the problems associated with acute medicine in smaller 

hospitals and to find possible solutions. This report brings together what 

we have learnt from a review of the literature, discussions with experts from 

a number of health systems in other countries and interviews with senior 

clinicians and managers in England, Scotland and Wales, many of whom have 

already developed partial solutions to the problems associated with smaller 

and rural hospitals. We also draw on insights from other ongoing research at 

the Nuffield Trust.

The report is intended to be a stimulus for local innovation and to dissuade 

the thought that the reconfiguration of services is the only solution to staffing 

and other challenges posed by running smaller hospitals in an increasingly 

complex health care landscape.

Find out more online at: www.nuffieldtrust.org.uk/research

http://www.nuffieldtrust.org.uk/research
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Executive summary

There is an urgent need to create sustainable models for acute medicine in 

smaller hospitals. Too often, the knee-jerk reaction has been to try to close 

or downgrade these services rather than to develop solutions that better suit 

the needs of the local community. As a result, attempts to close these services 

have tended to fail, while the problems they were trying to address remain.

The Nuffield Trust was asked by NHS England to work with a group of clinical 

leaders, Royal College representatives and other experts to develop a better 

understanding of the problems associated with acute medicine in smaller 

hospitals and to find possible solutions. We reviewed the literature, looked at 

local and international examples and drew on our own extensive research in 

this area. 

We mainly focus on hospitals serving 140,000 to 300,000 people – in particular 

those that are geographically isolated. These hospitals typically have an 

average of 30 to 40 emergency admissions of adult medical cases a day. By 

international standards, this type of hospital would not be regarded as small. 

Some of the issues the hospitals face are specific to this type of service, while 

others reflect more general problems in the way that emergency and acute 

medicine is organised in the United Kingdom.

The current position

There is no single, agreed model for acute medicine. Furthermore, there is 

very little good evaluation of the different approaches to medical assessment 

and structuring used in these systems. Our site visits and interviews revealed 

such a wide variety of approaches and types of staffing models that imposing a 

single model – even if there was evidence of superior performance – would be 

near impossible. 

1
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Many hospitals are using highly complex and fragmented models, often 

with unhelpful divisions between acute medical and other, related services – 

particularly the emergency department (ED) and critical care. Having several 

different services that ‘carve out’ sub-groups of patients into increasingly 

specialist care may work for large hospitals, but for smaller units it fragments 

scarce staff, spreading them more thinly.  

Recruitment to smaller organisations has always been difficult, but most 

smaller hospitals are now completely dependent on high levels of locum 

staffing. Of the 48 sites studied, we found nine with more than half the acute 

physician posts occupied by locums. Some 80% of the sites found it difficult 

to ensure junior doctor cover for emergency work. The level of support being 

received from larger hospitals is very variable and smaller hospitals appear to 

be at the bottom of the pecking order for the allocation of trainees.

The tendency for some specialists to opt out of the general medical rota has 

increased staffing problems and has increased the pressures on the remaining 

staff. There is limited evidence that the benefits outweigh the problems that 

this can create, and more imaginative networked solutions have been adopted 

in some places. 

These problems with staffing are further exacerbated by the imposition of 

minimum staffing levels, specific rota designs and other standards by external 

regulators. In many cases these rules are based on guidance developed for 

larger (often urban) centres, and there is limited evidence that these standards 

translate into improved outcomes. Smaller and remote hospitals need to be 

free to design the acute medical service in a less rigid way. 

The fragmented and complex systems that have emerged for EDs, acute 

medical units (AMUs), frailty units and a variety of other internal systems are 

often hard for hospitals to coordinate. Moving patients between units, and the 

handovers of responsibility that accompany this, become inefficient. Work is 

duplicated, reducing the overall resilience of the system and creating potential 

for delays and even harm. 
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Improving existing acute medical services: 
practical solutions 

As many services have grown up over time, the staffing model, the way that 

care is organised and the working patterns of staff have not kept pace with 

changes in demand. 

The development of a suitable model for acute medicine should start with an 

analysis of the actual pattern of need in the local area and should recognise 

the unique starting point in each case. However, some general components of 

an improved model of acute medical care can still be identified from our 

research. 

Establish a slick process at the ‘front door’ of the hospital – Patients should 

rapidly be assessed by a senior decision-maker in the ED, with clinical 

investigations and a plan for onward care carried out and agreed as soon as 

possible. To make the best use of limited staffing resources and to reduce 

the number of times a patient is moved, where possible patients should 

remain in the initial assessment area until a diagnosis has been established 

or the patient is clinically stable enough for transfer. Patients with a clear 

need for specialist care would benefit from going directly to the appropriate 

specialist ward. 

Patients whose need for specialist care remains undecided after an initial 

period of assessment and patients who require a concentration of resources 

(such as rapid access to diagnostics, higher levels of monitoring or greater 

intensity of multidisciplinary input) would benefit from being grouped 

together. Many of these patients are likely to stay in hospital for less than two 

days. For patients staying longer, disruptions to continuity of care should be 

minimised. Decisions to change the unit the patient is cared for in should be 

based on patient need rather than time constraints.

Create a single ‘front door’ team – In smaller hospitals that are struggling 

with limited numbers of consultant staff, the solution may be to pool clinician 

capacity and adopt a more inter-disciplinary approach to the process at 

the front of the hospital. For example, this could mean merging ‘front door’ 

assessment in acute medicine, ED and/or geriatrics to provide medical 
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assessment cover during extended hours, or it could mean a merger of the ED, 

intensive care unit or trauma (with or without acute medicine) rosters to cover 

emergencies out of hours.

Remove ‘carve out’ – Smaller organisations do not have enough staff to 

provide identical patient assessments in several units in the hospital (the ED, 

the AMU, the frailty unit and ambulatory emergency care), but they can still 

provide ambulatory care processes from within the ED and/or the AMU. For 

similar reasons it may be better not to create a separate frailty unit: many 

remote hospitals have such a high proportion of admissions of frail patients 

that it does not make sense to separate these patients out.

Create clear plans for dealing with high-risk patients – Smaller hospitals 

should continue to provide 24/7 interventional services wherever possible. 

Where they cannot, mixed models, a combination of ‘traditional’ on-call 

services during extended hours and ‘treat and transfer’ overnight (~midnight 

to 8am) could be considered. Where general surgery cannot be sustained 

at all or during out-of-hours periods, patients could be initially managed 

and investigated by a senior clinician, supported by ready access to CT and 

remote specialist advice and transferred as quickly as possible if necessary. 

Networked rotas for sending patients with gastrointestinal bleeds already 

operate in some parts of the country.

Specialist advice through new on-call arrangements – If more of a 

distinction is made between types of on-call arrangements – so that clinicians 

can be on call frequently, but sustainably (because the volume of calls 

and visits to hospital may be very low), this would create more flexibility. 

Mechanisms are needed to support consultants, especially subspecialists 

and those required for urgent interventions, to participate in more than one 

on-call or on-take rota.

Create continuity of care – Continuity of care, particularly at consultant level, 

is integral to the delivery of high quality care and maintaining patient flow. 

However, there is no research evidence on what the ideal model for this should 

be and we propose two different approaches to this depending on the type 

of staff the hospital currently has. One suggests general wards with specialist 

input; the other directs appropriate patients to specialist wards as soon as 

possible, regardless of their expected length of stay.
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Develop an innovative approach to staffing – Improve the way hospitals 

work at night by agreeing the optimal time for changeover to night shifts. 

Provide robust cover at night with greater concentration of senior staff. Further 

develop the physician’s associate and advanced practitioner roles to provide 

cover and allocate more senior trainees to smaller organisations.

Invest in diagnostics and other support services – In addition to 24/7 

provision of standard sets of emergency pathology tests, there also needs to 

be 24/7 access to CT and 7-day in-hours availability of MRI. All acute medical 

and surgical services require intensive care and support from intensivists for 

everyday emergency decision-making, but also strategic oversight to ensure 

that the appropriate systems are in place – particularly to recognise and 

respond to deteriorating patients, develop transfer systems, etc. International 

standards allow other appropriately accredited specialists (anaesthetists, 

physicians, etc) to support out-of-hours cover. An ‘electronic’ intensive care 

unit, where nursing and medical staff are supported by electronic monitoring, 

with real-time input delivered remotely by an intensivist, may also be a useful 

adjunct to this.

Create effective networks – Acute medical services need to be part of wider 

networks that function well, have strong governance and that can enforce 
decisions. A control-centre model, where the responsibility for finding beds 

and specialist advice is managed centrally – allowing a ‘send and call’ model 

to operate – would solve some of the current problems. 

Community and primary care – Small hospitals benefit from closer working 

between community and primary care services. There are limits to how far 

ambulance services can preselect their patients, but there is more to do to 
reduce the number of people being taken to small hospitals. Local control-

room systems that link the hospital, community, ambulance, social care and 

voluntary services and that can rapidly mobilise support and provide a link to 

senior clinical advice could help to support this.
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Core principles for redesigning acute medicine in smaller hospitals 

1. There needs to be a shift from the ‘all or nothing’ understanding of acute service 

provision to one that is more ‘modular’, with hospitals differentiated by their 

capacity to undertake the various elements of a care pathway, from stabilisation

to rehabilitation. This may include differences between in-hours and out-of-hours 

models of care.

2. Small hospitals need to be part of a wider system, with strong links to local 

services and support from other hospitals – in particular specialist centres. This 

needs to be formalised and much more reliable than is often the case at present.

3. Smaller hospitals will need to be able to deal with all types of emergency medical 

cases. Systems and processes should be designed for the ‘usual’, but plan and allow 

for the unusual. All acute hospitals need to have the capability to deal safely, quickly 

and expertly with all patients for at least the first 2 to 3 hours of their care. Advice 

from main centres needs to be provided rapidly and effectively to support this.

4. Working arrangements should be inter-disciplinary, team-based and calibrated at 

‘whole-hospital level’ to meet the needs of the local population. Care within smaller 

hospitals needs to shift from the current models, which are arranged around 

professional boundaries, to models built around skills, expertise and experience.

5. The benefits of specialist services and staff should be set against the increased 

costs, fragmentation and threats to viability that can result and that can reduce 

hospitals’ ability to effectively deal with multi-morbid patients whose severity and 

urgency of need has not yet been determined. Policy and training models need to 

recognise the importance of generalist skills. Proposals that allow further opting out 

of acute medical on-call care in small hospitals require very careful thought.

6. Systems and processes in hospitals should be organised, as far as possible,

with the intention of delivering the appropriate care to the patient as quickly as 

possible: ‘doing today’s work today’.

7. Each step in a patient’s care pathway should add value. Movement along the 

pathway should be determined by need, rather than artificial time constraints. Many 

current models duplicate work (for example, by clerking a patient in more than one 

unit) and have unnecessary delays in obtaining a diagnosis. Small hospitals need a 

model that removes all duplication and, where possible, ensures that critical tests are 

done rapidly to allow patients to be put on the most suitable pathway.

8. Improved continuity of care should be a key objective. This will improve the flow of 

patients through the hospital and reduce length of stay, as well as reducing staff 

workload and improving job satisfaction. 
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Recommendations for national action

• NHS England and NHS Improvement’s regional bodies should create the

types of cross-system networks we found in systems in Australia, where

a ‘send and call’ model operates and where a regional control function

locates the capacity to deal with urgent transfers.

• Health Education England and other regulators need to improve how they

recognise and respond to the needs of smaller hospitals, including by

i. taking forward their report on Training in Smaller Places

ii. developing new policies on how trainees are allocated to smaller

hospitals

iii. implementing broad-based training and specialist training for rural

settings that equip emergency medicine, acute medicine and other

physicians with a wider range of skills for the particular demands of

rural medicine.

Health Education England and local systems also need to urgently increase 

support for the development of physician’s associates and other types of 

advanced practitioners.

• Several approaches have been successfully introduced in other countries

that appear to support the development and maintenance of a medical

workforce with a broad skill set. These include a more rigorous professional

peer review process, and ‘credentialing’,  through which clinicians gain

approval and training support to expand their scope of practice and

ensure skills are maintained. The General Medical Council (GMC) has

explored the introduction of credentialing, but this has stalled in the face

of concerns raised by the profession. The GMC’s original proposals should

be reviewed to ensure that they align to the needs of smaller organisations.

Smaller organisations may be suitable ‘test beds’ for the introduction

of credentialing.

• New contractual models for the on-call rota are required that reflect the

intensity and frequency of shifts more appropriately than current methods.

NHS Employers and professional bodies should allow more flexibility

regarding non-standard arrangements to support very small or remote

hospitals and the networks in which they sit.
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• All of the international examples we have examined recognise that

providing care in rural and remote locations incurs extra costs for

ambulance services and hospitals. These costs arise from both sub-optimal

economic scaling of services and the basic cost of travel. NHS England and

NHS Improvement should examine whether there should be a financial

premium for small-scale or remote sites.

• Regulators and clinical senates should take a more critical and innovative

approach to the application of standards. At present many standards have

a relatively low level of evidence underpinning them. Furthermore, these

standards have generally been developed for large hospitals and carry an

assumption that hospitals are close to each other, which compounds the

problem for the cases discussed here.

• NHS Improvement and other national bodies need to invest in change

management to create new models, build functional networks and allow

space and permission to experiment.
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Introduction

Across England, millions of people rely on smaller hospitals as their first 

recourse in an emergency, their first source of specialist expertise when 

chronic conditions worsen, and their first choice for planned operations 

(Monitor, 2014b). But these hospitals are facing increasing challenges in 

delivering effective acute medical services in the context of growing patient 

numbers (Appleby, 2016), an increasingly complex case mix (Soong and 

others, 2015), workforce shortages (Gordon, 2017), changing societal 

expectations (The King’s Fund, 2013) and severe restrictions in funding growth 

(Gainsbury, 2017). They cannot replicate the approaches to service delivery 

in larger hospitals, particularly solutions reliant on significant numbers of 

specialist doctors delivering care (Monitor, 2014b).

One option would be to close smaller hospitals, or rather, to close even more 

of them, many in England having already been closed over the past two 

decades. A number of local areas are proposing further closures of smaller 

hospitals as the route to securing financial sustainability. Others are proposing 

substantial cuts to services that might quickly lead to closures (Edwards, 2016). 

Even if this were acceptable to the public, there are no strong clinical or 

financial grounds for doing so. Putting aside some highly specialist care, for 

which patients are already going to larger hospitals, there is little evidence to 

suggest that sending patients to ever-larger hospitals would improve outcomes 

or increase efficiency (Imison and others, 2014). Moreover, previous work 

has found few, if any, cost savings from hospital mergers (Gaynor and others, 

2012). This is not surprising, given that the expense, let alone the risks, for 

transferring more severely unwell patients is substantial – the transfer of an 

average of 20 patients a day (half the average number of inpatients in a small 

medical unit) would cost £1.6 million per year.  

The services that smaller hospitals offer are just one part of the picture. In 

many cases, they also play a central role in sustaining the wider local health 

system: coordinating other services and supporting general practitioners 

(GPs), community nursing teams and care homes. They provide much-needed 

2
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economic activity, which spills over into other areas of local life. Closing 

a smaller hospital can deny local people hundreds or thousands of job 

opportunities, in some cases triggering a cycle of economic and social 

impoverishment that may never be reversed (Wisher and others, 2016). 

If closures are undesirable, the NHS needs to develop operating models 

that allow smaller hospitals to maintain a broad range of essential general 

services of a high standard at a reasonable cost. In acute medicine,1 this 

means developing staffing and care delivery models that not only promise 

high-quality and safe care in theory, but are also affordable and can be 

implemented in practice. 

This report brings together what we have learnt from a high-level review of 

the literature (see Appendix A), discussions with experts from a number of 

health systems in other countries (see Appendix B) and interviews with senior 

clinicians and managers in England, Scotland and Wales, many of whom have 

already developed partial solutions to the problems associated with smaller 

and rural hospitals. We have also drawn on insights from other ongoing 

research at the Nuffield Trust: our ‘Models of Medical Generalism in Smaller 

Hospitals: An Exploratory Study’,  funded by the National Institute for Health 

Research.2 The solutions presented in this report were developed through a 

series of three workshops using an expert group of medical directors, clinical 

directors, representatives from the Royal Colleges, public representatives and 

other key stakeholders. 

Chapter 3 gives a profile of smaller hospitals, in terms of population served, 

activity and case mix. Chapter 4 unpacks the problems that they face and 

Chapter 5 describes the components that can be used to develop viable 

solutions for acute and emergency medical services that our group of expert 

advisers identified using their local experience and which we gleaned from 

our international and other research. We would emphasise that what we have 

1 Acute medicine is defined by the Society of Acute Medicine (2014) as ‘that part of general 

(internal) medicine concerned with the immediate and early specialist management of 

adult patients suffering from a wide range of medical conditions who present to, or from 

within hospitals requiring urgent or emergency care’.

2 Results from this study hereafter noted as ‘Medical Generalism Study’.
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drawn together is neither a ‘blueprint for action’ nor guidance. But we hope 

that it will act as a stimulus for local innovation and dissuade the thought 

that the reconfiguration of services is the only solution to staffing and other 

challenges posed by running smaller hospitals in an increasingly complex 

health care landscape. A number of policy changes and actions are required 

within local systems, across wider regional areas and, crucially, at the national 

level to facilitate a number of the more radical proposals in this report. These 

are considered in Chapters 6 and 7. 
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A profile of smaller 
hospitals in England

The average smaller hospital in England has around 400 beds (Monitor, 

2014b). This is a large hospital by most international standards, with much 

hospital care across Europe (Paparella, 2016), North America (American 

Hospital Association, 2018; Statista, 2018) and the Antipodes (Australian 

Institute of Health and Welfare, 2017; Health Quality and Safety Commission 

New Zealand, 2017) being delivered by organisations with 100 to 150 beds. 

The profile of smaller hospitals described in this chapter is derived from 

a recent Nuffield Trust survey of 48 of the 75 trusts that Monitor (2014b) 

classified as smaller in its review of smaller hospitals, as part of a larger piece 

of research funded by the National Institute for Health Research. It should be 

noted that our data were obtained largely from single-site trusts – involving 

50 hospital sites as two trusts had two acute sites – and do not include the 

smaller hospitals that form part of many multi-site trusts.3

3 Monitor defined smaller organisations as having an operating revenue of under £300 

million in 2012/13, with 75 trusts fitting this definition. This definition was updated for 

the purposes of the study to the same operating revenue in 2014/15, giving a sample of 69 

trusts, most of which were single-site trusts.

3
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Catchment 

The catchment populations for the surveyed trusts varies from 140,000 to just 

over 500,000 (see Figure 1). Of the trusts, 40% serve a catchment population of 

under 300,000.

Source: Medical Generalism Study; trust websites

Hospital setting and access

The acute hospitals surveyed serve a mix of urban and rural populations (see 

Figure 2). Meanwhile, the average distance from the acute hospital sites to the 

next closest emergency department (ED) is 17 miles. Half of the hospital sites 

are under 15 miles from their nearest ED (see Figure 3). Only four sites are 

more than 40 miles from their nearest ED.
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Figure 1: Trust catchment areas, as de�ned by the trusts
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Source: Trust reports and Office for National Statistics

Source: Monitor (2014b)
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Hospital activity

The level of ED activity in the hospitals varies, from just over 40,000 

attendances a year to nearly 150,000 (see Figure 4).

Source: Medical Generalism Study; NHS Digital (2016)

On average, the hospitals have about 200 ED attendances a day and admit 

about 40 patients a day. Of these admissions, over 40% stay between zero and 

two days and very significant numbers, up to 45%, are seen and discharged 

on the same day they attend. Levels of admission as a result of GP referrals, as 

opposed to direct ED attendances, tend to be higher than the national average 

(Foot and others, 2010). There are relatively low levels of admissions at night. 

In common with our caseload analysis, their workload is dominated by the 

problems of old age and a significant proportion of respiratory problems.
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Figure 4: Number of ED attendances by hospital site in 2015/16
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Key problems

In interviews and workshops with senior clinicians and managers we explored 

the most pressing challenges facing smaller hospitals. There were several 

recurring themes:

• a mismatch between patient need and acute service provision

• increasing service complexity 

• insufficient staff with the right skill mix

• issues around the provision of safe services for patients with life-

threatening conditions

• out-of-hours cover and the withdrawal of specialists from the provision of 

general medical cover

• changes to the role of clinical staff and job design

• delays in diagnosis.

Respondents consistently described how these factors combine to create a 

vicious cycle. Once hospitals become understaffed or models of care become 

fragile, work becomes more intense, and staff leave. This, in turn, leaves 

services dependent on locums and posts unattractive to potential applicants. 

The result is a toxic brew of chronic workforce shortages, deterioration in the 

quality of clinical services and spiralling costs. 

Patient need and service provision

Analysis of the workload of all 68 smaller hospitals in England found that 

over 40% of the acute medical workload in smaller hospitals is accounted 

for by just 10 diagnostic categories. Figure 5 maps out an analysis of patients 

in the acute medical beds of an average hospital. It is based on the 20 most 

common diagnoses among acute general medical patients in the 69 smaller 

hospitals in England (an average of approximately 240 occupied beds for acute 

medical care). 

4
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Figure 5: Approximated use of occupied beds for acute emergency medical admissions 

(excluding short stay) for 2017/18

Source: Medical Generalism Study; NHS Digital

Our analysis found that Figure 5 represents the case mix of many smaller 

organisations well. However, there is still substantial variation in case mix 

between the organisations we surveyed. In smaller hospitals in London, for 

example, 40% of acute presentations do not fall within the top 20 diagnostic 

categories, a likely result of differences in the age, ethnicity and patterns of 

hospital service use of their catchment populations. 

However, descriptions of how services come to be set up suggested that the 

shape of acute hospital services tends not to be determined by the case 

mix of patient admissions at the system level – rather it is driven by service 

development at the departmental level, as well as a combination of other more 

complex financial and political imperatives. In more recent years, time-critical 

interventions for specific presentations (stroke, myocardial infarction and 

trauma) have led to a substantial reconfiguration of emergency services, even 

though patients with these represent only a small fraction (around 1 to 2%) of 

all ED presentations (Metcalfe and others, 2016; NHS England, 2013b; Ramsay 

and others, 2015). Similarly, legitimate concerns about patient safety have led 
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Heart failure and pulmonary oedema

Pneumonia (aspiration) and LRTI and pneumonitis
due to solids and liquids

All other

Failing liver and 
alcoholic liver disease

Spine Injury Gallbladder
and chole

Epilepsy and
Convulsions,
not 
elsewhere
classi
ed

Oesophagitis
and Ulcers
of the
digestive
system and
Gastritis

Interstitial
lung disease
and Pleural
e�usion

Phlebitis and
thrombophlebitis
and Hypotension

Other Infectious
diseases not
elsewhere
classied and
fever of 
unknown origin

Other respiratory
and Haemorrhage 
from respiratory
passages and 
Cough and 
Abnormalities of 
breating

Other digestive
and dysphagia

Malignant 
neoplasms,
prior history of 
same cancer, with 
palliative care

Malignant
neoplasms, prior 
history of same
cancer without 
palliative care

Malignant
neoplasms, 
no prior 
history with 
palliative care

Serious injury usually
treated by Physicians

Other neurological
and somnolence,
stupor and coma

Acute kidney disease and
Chronic kidney disease

Septicaemia

Other Circulatory

Pulmonary
embolism
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to many services planning for ‘unusual’ emergencies rather than for the usual 

pattern of clinical work. 

The delivery of clinical work within the hospital setting is complicated by the 

conflicting demands of routine ward work, with ward rounds conducted in the 

morning, and the pattern of emergency presentations, which increase from 

around noon to a peak during the evening. With the deployment of medical 

staff constrained by the working time restrictions, Health Education England 

and the current contracts, matching staffing to patient need is substantially 

more difficult in England than in other jurisdictions (Health Education 

England, 2016a; Independent Working Time Regulations Taskforce, 2014). 

The nursing needs of inpatients have also changed substantially over 

recent years. Patients requiring hospital care are now older and have more 

complex conditions than ever before (Soong and others, 2015), while many 

patients who previously would have required inpatient care are now treated 

in so-called ‘ambulatory’ settings – settings where care is provided on an 

outpatient basis (Ambulatory Emergency Care Network, 2018). The substantial 

increase in the burden of nursing work has not been matched by an increase 

in the nursing establishment or by the provision of sufficient multidisciplinary 

services in many organisations (Nuffield Trust, 2017). 

The inevitable result is a mismatch in most hospitals between the organisation 

of service delivery and the needs of patients across the entire care pathway. 

Service complexity, variation and carve-out

The hospital pathway for the acute medical patient has become increasingly 

complex over the past two decades, with services becoming fragmented 

into increasingly smaller delivery units – a process termed ‘carve-out’.  The 

key reason for this has been the view that specialist services bring about 

better outcomes for patients, with service reconfigurations for conditions 

that require time-critical interventions, such as acute stroke and myocardial 

infarction, being considered as templates for all other hospital services 

(Imison and others, 2014). This assumption has neglected the fact that the vast 

majority of patients, while always benefiting from prompt treatment, do not 

have conditions that have a pressing need for care within a strict timeframe. 
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It has also ignored the fact that the tendency to segment patient flows may 

have unexpected negative consequences. For example, while the introduction 

of the acute medical unit (so-called AMUs) (Scott and others, 2009) – in 

which new acute medical emergency admissions are assessed and managed 

before being transferred to another ward, hospital or home – has led to 

improvements in patient safety, it has also increased the number of transfers 

between ward spaces and handovers between medical teams (a handover 

being the communication of essential information about the patient and the 

transfer of responsibility for patient care from one medical team to another). 

The picture has been further complicated with the introduction of ambulatory 

emergency care (often abbreviated to AEC) (Ambulatory Emergency Care 

Network, 2018) – same-day emergency care in hospital whereby patients are 

assessed, diagnosed, treated and able to go home on the same day – and frailty 

units (NHS England, 2014), both of which offer primary assessment (an initial 

assessment of a patient’s condition) and/or further care to pre-selected groups 

of patients.

Of the hospitals surveyed, no two have patient pathways that are alike. 

Moreover, pathways vary depending on the time of day and the availability of 

beds. There are significant differences in:

• where acute medical problems are assessed and treated

• the capacity to access a specialist opinion – at all points in the pathway.

Figure 6 sets out what a typical acute medicine service looks like and gives an 

indication of the extent to which services have been carved out and potentially 

fragmented. It appears that some of the processes, units and approaches that 

have been adopted have been driven by the requirements of the four-hour 

A&E waiting-time target – that 95% of patients attending the ED should be 

admitted, transferred or discharged within four hours – rather than by optimal 

patient flow and patient experience. The complexity introduced by having 

multiple, parallel places for initial patient assessment is shown in Figures 

6 and 7. 
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Source: Medical Generalism Study

Figure 6: Basic service models in acute medicine
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Figure 7: Sankey diagram of patient flows in a medium-sized district general hospital

Note: Sankey diagrams represent flows  and transfers through complex systems. The width of 

the bars is proportionate to the flow quantity.

Source: Medical Generalism Study

In hospitals where patients flow through multiple sites of service provision, 

such as from the ED to the acute medical unit to the short-stay ward and then 

on to a so-called ‘downstream’ medical ward, there may be as many as five 

handovers during a single hospital stay .

Interviewees said that the problems relating to these increasingly complex 

patient flows were exacerbated by the maintenance of frequently unhelpful 

divisions between acute medical services and related services, such as the ED 

and critical care. 

As well as fragmentation of the patient pathway, there is also considerable 

variation across hospital sites. For example, although every hospital in our 

study has an acute medical unit or equivalent, they vary substantially in 

almost every aspect of organisation and function:

• In terms of the number of beds, 10% of units have fewer than 20 beds, 52% 

have 20 to 40 beds and 38% have more than 40 beds.

• While all units have a primary assessment function, some incorporate a 

short-stay function; in others, this is delivered in a separate short-stay ward.
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• The maximum length of stay varies from eight hours (in one site) to over 

72 hours (in 50% of sites). Seven sites describe a length of stay of four to 

five days. 

• Patient need determines length of stay in just over 70% of sites. Bed 

capacity in downstream wards is the key driver in 20% of sites.

• A combination of acute physicians and specialty physicians provide 

most consultant medical cover, with substantial variation in the level of 

specialist input into the acute take (the cohort of patients whose needs 

are such that they require acute medical care). In a small number of units, 

acute physicians provide cover on their own. Four organisations have no 

acute physicians, with all care of acute patients delivered by specialists 

acting as general physicians.

There is also substantial variation in the movement of patients from the acute 

medical unit to the downstream medical wards and how these patients are 

cared for once there:

• Of the sites, 70% try to allocate patients to a specialist ward that has the 

best fit with the patient’s main problem.

• Meanwhile, 36% said that ward pressures mean that patients have to go to 

‘any available bed’,  regardless of operational intention.

• Only 12% of sites have patients being managed by a named consultant 

regardless of their location within the hospital.

• ‘Consultant of the week’ and ‘consultant of the day’ are the two main 

models of consultant cover on the ‘downstream’ medical wards. Only a 

handful of hospitals have consultants providing ward cover for periods 

longer than a week, meaning that discontinuity of care is the norm. 

• Even within an individual hospital, ward cover arrangements are not 

consistent and vary by service.

Similarly, no two ambulatory emergency care services are set up in the same 

way, with wide variation in: 

• cover (hours) – not all operate during evenings or weekends
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• cover from whom – for example, nursing versus medical staff and the 

seniority of medical staff

• services offered – for example, whether offering ‘hot clinics’ (where 

appointments for review are available within 1–2 days) for particular 

specialties

• referral routes – for example, whether GPs or wards refer patients to 

these services.

The same applies to frailty services, where there is little or no consistency 

in terms of how they were set up, oversight and whether there is any 

multidisciplinary team input. 

When services are arranged in these ways, it becomes increasingly difficult 

for smaller hospitals to make efficient use of scarce doctors and nurses. Each 

individual service demands that staff need to be in work or on call, racking 

up costs and making roles unsustainable. With staff stuck in their silos, it is 

harder to deploy them flexibly when there are fluctuations in demand. Most 

astonishingly, an approach that has been developed specifically to ensure 

that particular patients receive specialist support often contrives to deny that. 

As soon as a small frailty unit is full, for example, older patients may have to 

be placed in other parts of the hospital without any access to frailty expertise. 

Niche services that appear to have benefit in larger organisations may backfire 

spectacularly in smaller hospitals, particularly when introduced without 

additional staff or resources. 

The fact that service labels mask almost infinite variations in the hard reality 

of care provision makes the diagnosis of problems at the hospital system level 

difficult and the broad prescriptions at the policy level virtually impossible. 
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Staffing challenges

The core disciplines that manage the flow of acute medical patients are the 

emergency physicians, acute physicians, general medicine consultants, 

geriatricians and the core medical sub-specialties. As NHS Digital data shows, 

for the hospitals we surveyed, there is a four-fold variation in the number of 

these consultants, from 15 to 66 (see Figure 8).

Source: Medical Generalism Study

Interviewees and the literature both describe the particular difficulties that 

smaller hospitals face in attracting key staff, particularly consultants, which is 

even more of a problem when they are located in isolated or deprived parts of 

the country. Interviewees report that they are also last in the pecking order for 

trainee doctors. They face particular difficulties in meeting the staffing levels 

and separate rotas that external regulators require (NHS England, 2013a; The 

College of Emergency Medicine, 2015), especially given that they receive the 
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same funding per head for much smaller patient volumes (Monitor, 2014b). 

The staff they do have are working under high pressure, with the associated 

problems of burnout and rapid turnover, making recruitment and retention 

even harder. They also sometimes have problems accessing specialist support 

where needed from larger hospitals.

Smaller hospitals are highly reliant on locum staff (see Figure 9). In our study 

sample, two sites are entirely dependent on locum staff to fill their acute 

physician posts, with a further seven sites reporting that more than half of 

their acute physicians are locums (see Figure 10).

Source: Medical Generalism study
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Source: Medical Generalism study

The problems faced in filling junior medical rotas are particularly acute. We 

found that 80% of sites are having difficulty ensuring junior doctor cover 

for the medical take, with middle-grade and sickness cover highlighted as 

particular problems: 

“There are three to four gaps in the middle-grade rota. 
We have had nights where there is no middle grade in 
the hospital.”

“It’s a nightmare. There’s been an imbalance of junior 
doctors from teaching hospitals and district general 
hospitals for a long time.”
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Provision of safe services for patients with 
life-threatening conditions

The extent to which smaller hospitals are able to deal with conditions that 

may need urgent intervention (namely gastrointestinal bleeding, acute 

abdomen and vascular emergencies) creates substantial anxiety around 

patient safety. The reflex response has been to either substantially increase 

the number of staff to provide 24/7 coverage that is compliant with the 

European Working Time Directive – which reduces the number of hours 

that people can work to around 48 hours and sets out regulations on break 

periods and holiday entitlement – or to move services entirely to other 

hospital sites (Heart of England Foundation Trust, 2014; Imison, 2018). 

Both responses place considerable financial and other burdens on smaller 

hospitals because of higher staffing costs for the former and the expense of 

transfers combined with loss of income for the latter. Interviewees described 

how both of these strategies destabilise staffing arrangements, as specialists 

withdraw from the generalist rotas to provide 24/7 cover for their own 

services or support networked arrangements. As noted in the literature, 

the gains from this for some types of cases remain unclear and may not be 

beneficial in terms of costs (Imison, 2014). There has also been a reluctance 

to implement mixed systems, whereby interventions can be provided during 

extended working hours, with a switch to a networked model overnight (that 

is, midnight to 8am), due to concerns about patients becoming ‘stranded’ 

without access to appropriate care. 

In the case of both emergency surgery and upper gastrointestinal bleeding, 

the number of patients who would require transfer to another hospital 

overnight and/or intervention is very small. In the case of emergency 

abdominal surgery, only 8.5% of patients in the last National Emergency 

Laparotomy Audit (NELA) arrived in theatre after midnight, meaning the 

proportion presenting acutely after midnight is well below this (National 

Emergency Laparotomy Audit, 2017). Further, only a small proportion of 

cases initially tagged as medical need to be transferred under the care of a 

surgeon and very few of these actually require a surgical intervention – less 

than 0.7% of acute medical admissions were transferred from medical 

specialities to general surgery. This suggests that a robust initial sorting 

process can be very effective. Similarly, although 19% of patients with acute 
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gastrointestinal bleeding presented after midnight in a national survey of 

emergency endoscopic provision, only 3% required immediate intervention 

(Hearnshaw and others, 2010). This means that for a catchment population 

of 250,000, only around 10 patients a year would be expected to need urgent 

endoscopy after midnight. 

Models of out-of-hours cover and the 
withdrawal of specialists from the provision 
of general medical cover

The expectation that specialists should provide dedicated 24/7 cover for their 

own specialty has led to their withdrawal from the acute general medical take, 

as noted above, and this has exacerbated problems with the complexity and 

fragmentation of services. The assumption was that the resulting gaps would 

be filled by acute physicians and/or geriatricians. However, with over half of 

all advertised consultant posts in acute medicine and geriatrics remaining 

unfilled due to a lack of suitable applicants (Gordon, 2017), fewer consultants 

are managing a workload that is growing relentlessly in size and complexity. 

Among our study sample, the number of consultants on out-of-hours rotas 

for acute medical patients varies from fewer than 10 to more than 25. The 

main specialties contributing to this cover are respiratory (90% of sites), 

endocrinology (86%), geriatrics (84%), gastroenterology (65%) and acute 

medicine (65%). A significant number of sites have recently experienced 

specialties withdrawing from out-of-hours rotas. These include cardiology 

(40%), rheumatology (33%) and stroke (17%).

The role of clinical staff and job design

The changes to the flow of patients through the hospital system have had a 

substantial impact on how consultants work in smaller hospitals. Historically, 

the majority of patients who were admitted to hospital remained under the 

care of the general medical consultant under whom they were admitted, 

regardless of their location within the hospital. Only a small proportion of 
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patients with particular needs were admitted to specialty-specific beds (such 

as coronary care), with their care transferred to the relevant specialty team. 

The development of the acute medical unit as the preferred model for 

managing the acute medical take has meant that hospitals have had to rethink 

how patients’ needs are met once they leave the unit and how the total burden 

of care is distributed among medical teams. Our study and interviews found 

that a dominant trend has been towards ‘closed’ specialty wards, whereby 

patients are sent to the ward that best fits with their primary medical condition 

and a single specialty team delivers care to all patients on that ward; for 

example, patients with a sudden worsening of chronic obstructive pulmonary 

disease (COPD) symptoms would be transferred to the respiratory ward. 

Where it is not possible to link patients’ clinical needs with the disease of a 

single organ they tend to be termed ‘general medical’ patients and assigned 

to any medical ward, based on bed availability. This model effectively solves 

the problems created by having general medical patients in beds that are away 

from the nominated general medical base ward and distributes them on a 

relatively equitable basis throughout the hospital. 

However, the closed specialty ward is generally coupled with a ‘consultant 

of the week’ model of providing consultant cover, which creates its own 

problems. First, interviewees described general medical patients as often 

being de-prioritised, or even ignored, in favour of patients with clearer 

specialty needs, driving up length of stay. Second, the model also implies 

that when a patient moves between wards, there is a change of medical 

team, leading to further discontinuities in care. Third, the work required by 

the incoming consultant on handover day (usually a Monday) to become 

familiar with a whole ward of patients they have not met before is considerable 

and appears to create disruption, confusion, dissatisfaction and protracted 

hospital stays where there is substantial variation between the approaches and 

practices of individual consultants. Finally, many hospitals bundle up other 

tasks, such as consultations, out-of-hours on-call cover and responsibility for 

teaching and training, into the on-call week, making the period of being ‘on 

the ward’ onerous and fuelling further disengagement from acute work. 

These problems are exacerbated by the moves towards shift-working for 

all junior and middle-grade staff, meaning that patients are rarely cared 
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for by stable and consistent teams (Ahmed-Little, 2007; Chaudhuri and 

others, 2013). 

The implications of these multiple handovers and lack of team stability are 

profound: the avoidance of responsibility, duplication of work and loss of 

accountability appear to contribute to chronic bed shortages for the hospital, 

less satisfying work for staff and poorer experiences and outcomes for patients. 

Delays in diagnosis

Interviewees identified some significant concerns relating to the initial 

assessment and diagnosis of patients. In many places, relatively junior staff 

are responsible for patients’ initial assessment, leading to avoidable delays in 

reaching a diagnosis or developing a management plan and, in some cases, to 

lengthy detours before patients eventually reach the service that is appropriate 

for them. 

Staff are often unable to order rapid diagnostic tests, obtain quick advice 

from specialist colleagues and access specialist support from other hospitals, 

leading to further delays. In some cases, patients wait in hospital for 

days before a senior doctor makes a decision about their care, before the 

appropriate diagnostic tests are ordered or before they are moved to the 

right ward.  
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Developing viable 
models of acute 
medicine – potential 
solutions

In this chapter, we consider potential solutions to the problems that acute 

medicine in smaller hospitals faces. We also describe some of the core 

principles that need to underpin any model of care. These include:

• creating services that match the needs of the local community

• bringing acute services closer together and eliminating carve-out

• improving access to diagnostics

• supporting non-medical staff to extend their skill set

• redesigning critical care 

• making clinical networks and models of ‘treat and transfer’ more effective

• integrating with community services. 

It is important to stress that the different layout and staffing of smaller 

hospitals, and the different imperatives to sustain patient access, mean that 

there is no one definitive model for a sustainable service and that specifying 

a single model is neither necessary nor helpful. A key message from our work 

is that there are a number of ways to construct a viable model and the main 

components of this are set out below. 

Matching services to the needs of 
the community

The core principle underpinning all of what follows is the imperative to 

create services that meet the needs of the local community. While this is not 

5
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a panacea, ‘right sizing’ services is critical to eliminating inefficiencies in the 

system, ensuring better care for patients and creating a better and less stressful 

working environment for staff.

This demands a deep understanding of the local patient population at many 

levels to best deploy potential solutions. This may include, for example, a 

review of:

• the local population’s use of hospital versus GP services to determine 

whether GP services should be included in the ED’s footprint 

• who the most frequent users of the ED are to plan case management 

strategies

• ED presentations over 24/7/365 to determine staffing levels

• the occurrence of life-threatening conditions to plan interventional 

provision

• ED and medical admissions to plan acute hub provision

• overnight activity to determine ‘Hospital at Night’ provision

• the resources required to make a primary diagnosis 

• the resources required: either to identify whether patients are at a high, 

medium or low risk of an adverse event and prioritise the management of 

their care to prevent  poorer outcomes (called ‘risk stratification’) ; or to 

complete the diagnostic process, for example, echocardiography, coronary 

angiography for patients presenting with non-ST-elevation myocardial 

infarction (NSTEMI) or computerised tomography coronary angiography 

(CTCA), allowing patients to be discharged with a final diagnosis as quickly 

as possible

• the generalist versus specialist needs of medical inpatients to plan 

consultant patterns of working

• the nursing needs of inpatients to plan nursing staffing

• the rehabilitation and other social requirements of patients to plan 

‘allied health’ provision, which is distinct from medicine, nursing and 

pharmacy – for example, occupational therapy, physiotherapy and speech 

and language 
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• problems underpinning delayed transfers of care

• critical care provision.

While many hospitals are vigorously looking at these in a data-driven fashion, 

this is almost always done at the service level, rather than at the hospital 

level, further contributing to problems with carve-outs and unintended 

consequences. It is only by taking a whole-systems approach that coherent 

services that meet patients’ needs and make the best use of staff can 

be developed.

Case study example based on data from one site

• On average, 38 patients are transferred to medical specialties a day.

• There are 1.7 or more critical care admissions a day.

• There are nine or more occupied critical care beds a day. This is higher 
than the average as the hospital has more critical beds than a number of 
others, the latter therefore managing these patients in other ways. 

• Up to four patients a day admitted to medicine are transferred to other 
hospitals. The most common reason for this is neurosurgical diagnoses. 

The acute care hub

Our expert stakeholders strongly supported the vision of an acute care hub 

that the Future Hospital Commission (2013) has laid out. Hospitals should 

aim to establish an acute care hub that would bring together the clinical 

areas of the medical division that focus on the initial assessment and 

stabilisation of acutely ill medical patients. These include the acute medical 

unit, the ambulatory care centre, short-stay beds, the intensive care unit 

and, depending on local circumstances, the ED. The hub would focus on 

patients likely to stay in hospital for less than 48 hours, and patients in need of 

enhanced, high-dependency or intensive care. It should be sized, staffed and 

resourced in accordance with the population served in terms of demand, case 
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mix and emergency provision of relevant services. The ambulatory care centre 

should be designed as a sophisticated outpatient department with seated 

waiting areas, consulting rooms and facilities for procedures. 

The physical layout of the hospital may impose constraints. Ideally, close 

proximity to or the blurring of physical boundaries with the ED is desirable 

as this would allow the assessment area to flex during peak periods. As noted 

below, smaller hospitals might be advised to treat ambulatory care as a 

process rather than a separate physical location or team.  

To make the best use of limited staffing resources and to reduce the number 

of moves that patients have to make, patients should ideally remain in the 

initial assessment area until a diagnosis has been established and/or the 

patient is clinically stable enough for transfer. Patients with a clear need for 

specialist care would benefit from going directly to the appropriate specialist 

ward. Patients whose presentation and/or need for specialist care remains 

‘undifferentiated’ after an initial period of assessment (i.e. a formal diagnosis 

has not been made and the cause of presentation remains unclear) as well 

as patients who need a concentration of resources (for example, rapid 

access to diagnostics, higher levels of monitoring or greater intensity of 

multidisciplinary team input) would benefit from being grouped together. 

Many of these patients will have a length of stay of fewer than two to three 

days. For patients with a longer length of stay, disruptions to continuity should 

be minimised and moves should be based on patient need. Such a system 

would improve continuity of care, reduce harms and minimise the disruptions 

associated with frequent patient moves. 

Hospitals may also consider incorporating acute surgery into the acute 

care hub. The investigative pathways and care needs of many acute surgical 

patients are similar to those of medical patients. In smaller organisations, 

the number of acute surgical presentations is fewer than five a day (National 

Emergency Laparotomy Audit, 2017) and having acute medicine and 

acute surgery located in the same place is likely to be more efficient than 

establishing a separate acute surgical unit. 
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Initial patient assessment and 
rapid streaming

At all times, a thorough, single initial patient assessment and formulation of 

a formal management plan should be carried out as this will reduce delays 

and avoid unnecessary duplication (The Health Foundation, 2013). The 

management plan should ideally include:

• the patient’s provisional diagnosis and/or a comprehensive problems list

• a formal assessment of the patient’s risk of having an adverse event

• a clear indication of what needs to be done to ensure patient safety

• an indication of the level of monitoring required

• an escalation plan if the patient deteriorates.

Care is enhanced if essential treatments are initiated as soon as possible and 

any additional tests are ordered immediately, rather than deferred (Levy and 

others, 2010; Strömberg and others, 2007). This should then be followed by a 

review by a senior clinician (but not necessarily a consultant) to confirm the 

care plan. 

Particularly at peak times, patients may also benefit from a ‘streaming’ 

assessment – where patients rapidly have their needs assessed before being 

allocated to appropriate ‘flow’ for further assessment – within minutes of 

arrival, undertaken by a senior decision-maker (Abdulwahid and others, 

2016). This may be a doctor, nurse or other advanced practitioner, but staff 

undertaking the assessment will require appropriate training and sufficient 

clinical experience. Streaming should include the rapid ordering of initial 

investigations and access to those tests that will help improve the management 

of the patient. Problems with access to CT (computerised tomography) 

scanning is often a significant constraint (Rogg and others, 2017).  

While 24/7 streaming is the ideal, it should be noted that it may be less useful 

in organisations that are not particularly busy overnight. For example, in very 

small hospitals, where an average of one to two patients present each hour 

between midnight and 6am, assigning a staff member solely to a streaming 

role may not be efficient. That being said, working to avoid unnecessary delays 

to patient care overnight remains critical to healthy departmental functioning. 
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Ambulatory care

There has been a trend recently to create separate areas and staffing models 

for ambulatory treatment (NHS Improvement, 2018b). While there is strong 

support for the concept of providing ambulatory care for appropriate patients, 

the creation of physically distinct units in relatively small hospitals can 

be problematic.

Our expert stakeholders were clear that ambulatory care needs to be 

considered as a set of processes focused around the delivery of timely patient-

centred care, rather than the development of a service with tight boundaries. 

This means that in smaller organisations that do not have sufficient staff to 

provide identical assessments in three separate places (ED, the acute medical 

unit and ambulatory emergency care), they can still carry out ambulatory care 

processes within the ED and/or the acute medical unit. The development of 

pathways for specific conditions that incorporate rapid access to diagnostics, 

prompt treatment and mechanisms for safety-netting patients with back-up 

plans that are applicable regardless of the care setting would be useful. 

In larger organisations, ambulatory care can be an ideal environment for 

the development of the extended skill set of non-medical staff (see below), 

particularly when there has been investment in the development of patient 

care pathways (Chan and others, 2018). This can further free up medical staff 

to concentrate on more unwell patients. 

Frailty 

There has been a similar drive to create separate frailty services (NHS 

Improvement, 2018a), creating further carve-outs at the front door of the 

hospital. Moreover, our interviews and study suggest that many frailty services 

are too small – for staffing or space reasons – to be able to provide services 

to all those who need them. The incorporation of multidisciplinary team 

assessment and comprehensive geriatric assessment into a unified assessment 

process within the ED/acute medical unit to create a service that is frailty-

friendly would be a better solution than separate frailty assessment units. 

When combined with rapid access to social services, patients who are able 
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to be cared for in places other than the acute hospital could be transferred 

there rapidly, while patients who require longer-term inpatient care could be 

admitted directly to the appropriate ward (for example, a general medical, 

specialty or geriatric rehabilitation ward). The provision of adequate 

multidisciplinary and social services in all downstream medical wards is 

essential to preventing loss of patient function and ensuring timely discharge. 

In hospitals where the medical take is very heavily dominated by older and/

or frail patients, ensuring that the whole patient pathway is geared towards 

meeting the needs of these patients is likely to be the most effective approach. 

As with ambulatory care, avoiding carve-out and pooling staff resources helps 

to create systems that are more robust.

Cover for ‘front-door’ medical services

‘Front-door’ medical services are currently provided by four groups of 

clinicians: emergency physicians, acute physicians, general physicians and 

geriatricians. In most places, the provision of care to acutely unwell patients 

is also supported by intensivists (working in intensive care units) and 

surgeons. Despite professional boundaries, these doctors have a common 

ability to offer appropriate immediate treatment and management to the 

acutely unwell patient (Album and others, 2008). However, the prevailing 

norm is for each specialty to create rosters independent of any other team. 

Rosters are also often structured around the ‘standard’ working day, rather 

than looking to match times when there is patient demand. This means that 

even hospitals that are staffed relatively well overall can still find it difficult to 

manage the front door, especially during the busy evening period (Subbe and 

others, 2015). 

In smaller hospitals that are struggling with limited numbers of consultant 

staff, one solution is to pool clinician capacity and adopt a more 

interdisciplinary approach to the front door. Our expert group suggested two 

possible options:

• the merger of acute medicine, ED and/or geriatric rosters to provide 

medical assessment cover during extended hours

• the merger of ED, intensive care unit, trauma (+/-acute medicine) rosters 

to cover out-of-hours emergencies (midnight to 8am).
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The success of any workforce reconfiguration along these lines would be 

heavily dependent on having cover arranged by task/job rather than by 

specialty. This, in turn, would require:

• a deep understanding of the requirements of local service provision

• looking at the skills, expertise and limitations of individual clinicians 

• support from other professional groups with key skills, such as GPs, 

advanced nurse practitioners and physician associates 

• drawing up rosters – which may be highly complex – that make sure that 

practitioners with the necessary skills are available at all times to ensure 

patient safety, alongside robust systems for accessing expertise 

• increasing the skills of existing staff rather than hiring additional staff 

(see below)

• negotiating best practice/pathways for common and/or life-threatening 

conditions, reducing variability between individual clinicians

• easy access to specialist advice from local consultants during standard 

hours and networked/centralised support out of hours.

Where possible the service should be designed on the basis of:

• the creation of stable teams 

• maximising patient contact time for senior staff (the thinker:doer ratio)

• balancing the intensity and the frequency of on-call care

• sharing on-call care with neighbouring organisations.

Consultant working would need to be supported by appropriate input from 

multidisciplinary staff, access to comprehensive geriatric assessment, and 

social care and mental health services. This would require some ‘cross-

training’ of staff (whereby staff learn skills for tasks that are beyond the remit 

of their current professional role) and the development of a cadre of specialists 

with extended skills. Such a model would also rely on acutely unwell patients 

being grouped together, as outlined in the Future Hospital Commission’s 

(2013) report. 
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Gastrointestinal bleeding, acute abdomen 
and vascular emergencies

Smaller hospitals should continue to provide 24/7 interventional services 

wherever possible. Where they cannot, we propose that mixed models – a 

combination of ‘traditional’ on-call care during extended hours and ‘treat 

and transfer’ care overnight (midnight to 8am) – should be explored and 

supported. Out of hours, the assessment of patients presenting with symptoms 

suggesting that their condition may require intervention could be initially 

managed and investigated by a senior clinician, supported by ready access 

to a CT scan and remote specialist advice. Patients who need an intervention 

would then be transferred as quickly as possible. 

Concerns around alternatives to 24/7 emergency surgery cover relate to the 

possibility of incorrect diagnoses and the safety of networked arrangements 

(Kaplan and others, 2007; Royal College of Surgeons, 2011). However, the 

number of patients presenting to a medical specialty who then require surgical 

management is relatively low. Nationally, we calculate that the proportion of 

patients transferred to general surgery after emergency admission to a medical 

specialty is less than 1% and the number of these patients subsequently 

having an operative procedure is very low (NHS Digital data). This suggests 

that decision making at admission with regard to diagnosis and disposition is 

very accurate. 

Also, the findings of the National Emergency Laparotomy Audit (2017) suggest 

that networked arrangements can provide high-quality care for patients, 

so long as pathways both within and between hospitals are sufficiently 

integrated and robust and healthy working relationships are fostered (Royal 

College of Surgeons, 2013). Moreover, the impact of transferring all patients 

requiring a certain intervention from a smaller hospital to a larger one is 

rarely considered. For example, transferring all patients with abdominal 

pain would threaten the long-term viability of the smaller hospital, as well as 

creating significant issues for the receiving unit and the ambulance service 

(Mansha and others, 2012; Mohr and others, 2016; Rural Health Advisory 

Committee, 2011). 
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A key challenge to staffing smaller organisations is the relative mismatch 

between the number of consultants required for routine daytime work and 

the demands of providing 24/7 cover for key life-saving interventions (Royal 

College of Surgeons, 2007). If more distinction were to be made between 

the frequency and the intensity of on-call arrangements, this may create 

more flexibility (Royal College of Physicians and Surgeons of Canada, 2013). 

Smaller hospitals are likely to benefit from arrangements where specialists 

are frequently on call but the overall number of call-outs is relatively low. 

Mechanisms should also be sought that would encourage consultants, 

especially interventionists and subspecialists, to be on more than one on-call 

or on-take rota. This would ensure the provision of high-quality networked 

services across hospitals, bolster acute/generalist services within hospitals 

and reduce reliance on locums. Current payment models do not support these 

types of arrangements and alternatives need to be explored urgently. 

Inpatient care: supporting continuity

The importance of the continuity of care (Pereira Gray and others, 2018), 

particularly at consultant level, emerged in the workshops our expert group 

took part in and in our international interviews as being integral to the 

delivery of high-quality care and maintaining patient flow. 

As yet, there is little research to suggest which models of consultant working 

might deliver better results for both patients and staff than others (Sabin and 

others, 2014).  

However, there was support from the workshops for two potential models of 

consultant working:

• A return to generalism. In this model, the general medical consultant 

of the day would retain ownership of most patients, with the exception 

of those with clearly specialist needs. Downstream wards would be 

reconfigured as predominantly general medical wards. Because of the risks 

posed by a team’s patients being distributed across multiple wards, such 

a system would be more likely to be successful in hospitals with a smaller 

bed base and/or those that are spread out over a smaller geographical 

area. The risks posed by having outlying patients (Lepage and others, 
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2009; Stowell and others, 2013) could be minimised by highly active 

bed management, clear agreements about the ownership of patients on 

outlying wards and ‘buddy systems’,  where medical teams share junior 

staff during particularly busy times. Arrangements where junior doctors 

are assigned to wards, rather than to consultant teams, would also be worth 

considering. The success of this model would also be based on specialists 

providing highly responsive consultant services (same day) and specialists 

contributing blocks of time to general medicine.

• Maximising specialism. In this model, patients with clearly specialist 

needs would be triaged and referred to the appropriate team as quickly 

as possible, regardless of their predicted length of stay. While this would 

increase the number of patients cared for by any individual team, the 

burden of work would be markedly offset by the involvement of by more 

than one consultant on a daily basis, as the consultant:patient ratio would 

be lowered from 1:30–40 to 1:10–15. The need for senior input on a seven-

day basis could be met by focusing attention on new patients and those 

who are very unwell; other patients could be managed by other clinical 

staff according to an agreed plan. Concerns about the impact of this model 

on outpatient work could be mitigated by starting ward rounds at 8am 

and marginally shifting the start times of clinics/interventional lists to 

accommodate short morning rounds. 

Which model is better in any given organisation, however, likely depends on a 

whole range of factors, including: 

• the current model of care (wholesale change in ways of working being 

harder to deliver)

• the number, specialty mix and interests of the consultants

• performance against targets for interventional procedures

• the skill mix of nurses on existing wards

• hospital geography. 

While the evidence on the benefits of specialist care for specific patient 

presentations is not disputed (Ayanian and others, 1994; Kitahata and others, 

1996; Ward and others, 1993), we would argue that extracting maximum 

benefit from specialist staff is only possible with a deep understanding of 

local demand. This is particularly the case with out-of-hours work, where 
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expensive and resource-intensive rosters have frequently been drawn up to 

manage a very small number of patients, whose needs could possibly be met 

in other ways. 

In the first instance, the model of ward care should match the capacity of 

the specialist team. Where a single consultant is balancing both ward and 

outpatient interventional work, it may be more efficient and safer to have 

these patients under the care of a generalist, with the specialist providing a 

responsive consultation service.

Larger teams are amenable to more innovative ways of working. Many 

consultants are already familiar with yearly job plans created around rotating 

‘blocks’ of work (Baraheni and others, 2014), with most smaller hospitals 

operating a ‘consultant of the week’ model for specialty inpatient and on-call 

cover. Unpublished research has found that increasing inpatient blocks to a 

minimum of a month substantially reduces delayed transfers of care and has 

a positive impact on patient and staff satisfaction. The intensity of inpatient 

work could be lessened in two ways: either redistributing certain tasks (such 

as consultations) to other ‘blocks’ or increasing the number of consultants 

on the wards at any one time. The latter would still enable consultants to 

contribute to outpatient work, with logistical difficulties being overcome by 

starting ward rounds at 8am and adjusting clinic/list times. 

Putting the hospital to bed

Despite the concept of ‘Hospital at Night’ being introduced into the NHS 

over a decade ago (Hamilton-Fairley and others, 2014), many hospitals 

still fail to provide robust cover at night, with junior staff being deployed by 

specialty and/or geography. Changeover to night working tends to occur 

during the busiest part of the evening (8pm–9pm), with the consequence of 

the hospital struggling to meet demand in the late evening. Where hospitals 

do provide additional night staff to cover the late evening, it often results in 

relative overstaffing overnight. The various day teams also tend to hand over at 

different times, compounding problems with meeting evening demand. 
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Again, we would recommend looking at both ED and inpatient demand to 

help determine the minimum number of staff needed to keep patients safe 

overnight and deal with the small number of emergency patients that present 

after midnight – an average of one to two an hour in small hospitals (Lim and 

others, 2013). 

Among our expert group, there was support for:

• strengthening the basic tenets of Hospital at Night by having a single 

unified team to provide all cover at night

• the team being formed according to considerations of skill mix, expertise 

and experience and actively using non-medical staff with essential skills 

(such as technicians for intubation and phlebotomists for blood taking 

and cannulation)

• the team being based in the ED or the intensive care unit, with support 

from the medical registrar

• senior nursing staff delegating centralised tasks, supported by the use of 

electronic systems that track work and reduce unnecessary calls 

• handover to the night team being done systematically and occurring after 

the evening work peak (likely to be between 11pm and midnight)

• all medical and surgical teams providing junior staff for the Hospital at 

Night pool of staff

• any unnecessary or non-value-adding work left undone by the day teams 

not being undertaken by the night team and/or use of non-medical staff to 

undertake tasks such as phlebotomy and low-risk prescribing.

This may mean that twilight shifts for the medical and other teams will need 

to be introduced. While this is frequently resisted on the grounds of increasing 

the demands on a limited resource (that is, junior and middle-grade staff), 

pooling capacity at night should release junior staff for twilight cover. Two 

shorter shifts (day and twilight) with an overlap between shifts has the 

additional advantage of increasing the number of staff on the ‘shop floor’ at 

peak times and offsets the problem of decreasing capacity for work as shift 

length increases (Ball and others, 2017).
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It has been suggested that overnight consultant presence is likely to improve 

patient outcomes (Academy of Medical Royal Colleges, 2012). There is 

little hard evidence linking better outcomes with patterns of consultant 

working (Aldridge and others, 2016; Henderson and others, 2017; Meacock 

and others, 2018). However, our interviewees thought that nearby on-call 

systems, where staff are expected to be on site quickly, safeguard patients. 

In keeping with the general principle of pooling capacity and rationalising 

services, we would suggest that those clinicians with advanced resuscitation 

and life-support skills be put onto a single ‘first on call’ roster for patients 

with marked physiological deterioration, regardless of their specialty, with 

clinicians expected to be on site within 15 minutes of a call. Back-up would be 

provided by standard specialty consultant rosters and remote advice. This may 

require a move towards locally negotiated payments, with a supplement for 

the inconvenience of being on call, coupled with substantial payments for the 

actual provision of services. 

Better jobs for all staff

Smoothing the completion of necessary tasks and eliminating non-value-

adding tasks have been shown to save time and money and improve patient 

care (Antinaho and others, 2015; Park and others, 2013). Marked additional 

benefits have been found by enabling and empowering staff to practise for 

more time at the ‘top of their licence’ (Institute of Medicine, 2010; Loversidge 

and others, 2018).  

Australia, Canada and New Zealand have put significant investment into 

promoting practice at the top of medical licences and developing frameworks 

so that clinicians in smaller hospitals gain and maintain key skills (Australian 

College of Rural and Remote Medicine, 2013; Nixon and others, 2017; Royal 

College of Physicians and Surgeons of Canada, 2016). Similar frameworks for 

the wider multidisciplinary team are currently being developed in Australia. 

It is notable that these frameworks are highly flexible, being just as applicable 

to single advanced skills (such as intubation) as to key aspects of specialty 

disciplines (such as obstetrics). This gives hospitals the ability to identify gaps 

in skill mix and personalise further education for interested clinicians, rather 

than enrolling staff on lengthy and often expensive training courses. 
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At the individual hospital level, the following strategies are pivotal in 

supporting nursing and allied health professionals to practise at the top of 

their licence:

• reviewing the scope of practice

• clearly defining roles

• standardising job descriptions across departments

• training support staff to help with necessary and non-value-adding tasks

• streamlining documentation and data-entry systems

• improving the matching of staff capabilities with patient needs

• emphasising the importance of direct patient contact, especially

for tasks that staff incorrectly perceive to be of low value (such as

taking observations)

• developing high-quality training to meet local population needs and fill

skills gaps.

Similar practices are appropriate for medical staff, with an emphasis on the 

following as well:

• exploring the skills and capabilities of individual consultants at team,

service and whole-hospital levels

• encouraging staff to gain the extra technical and cognitive skills needed to

meet local health needs

• providing adequate resources so that staff can gain and retain new skills

• developing local mentoring systems to support new skills

• extending audit and governance processes to ensure patient safety.

Strong multidisciplinary team working is important for all staff. Staff who work 

with the same people every day in well-constructed, stable teams and have 

developed strong and collaborative working relationships tend to produce 

better results. Staff who work in such teams are also more engaged with their 

work and more likely to stay in post (West and Dawson, 2012).
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There are other aspects of care provision that foster clinical engagement and 

are likely to improve patient outcomes that should be incorporated into any 

model of care. These include:

• a manageable number of patients per consultant – 25 is the recommended 

maximum (Royal College of Physicians, 2010) and 10 to 15 appears 

preferable if consultants are to have daily input (Michtalik and 

others, 2013)

• an equal distribution of work across the whole consultant body

• tolerable levels of pressure to create flow (either small numbers of patients 

distributed regularly to teams or peaks and troughs of work with sufficient 

time for recovery)

• flexible working to accommodate conflicting service demands.

Aspects of models of care that appear to hinder clinical engagement include:

• a large number of patients per consultant (Bell and others, 2013) 

• ringfenced services due to geography or overly strict criteria for acceptance 

to a service

• patterns of working and patient care that are overly rigid.

Middle grades

Most smaller hospitals in our research felt that the lack of middle-grade staff is 

an even greater challenge to patient care and safety than the lack of consultant 

staff. Some hospitals reported that over 50% of slots in out-of-hours rosters 

are unfilled, creating a reliance on expensive locum staff. The frustration of 

many hospitals appeared to stem from the gaps being beyond their immediate 

control, being the result of a combination of a failure to attract many trainees 

into acute specialties, especially acute and emergency medicine, and the 

perceived preferential allocation of trainees, especially those more senior, 

to larger teaching institutions by local deaneries. The knock-on effect is a 

perception of the smaller hospital as the poor relation of the larger hospital 

when it comes to training, reinforcing problems with recruitment and 

retention (Health Education England, 2016b). 
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A possible solution would be to ‘flip’ the allocation of medical trainees, 

with trainees in years one to three of their training (ST1–3) remaining in 

larger hospitals and more senior trainees in their sixth and seventh year of 

training (ST6–7) going to smaller hospitals as they will be able to work with 

less supervision. This should be coupled with putting appropriately trained 

advanced practitioner staff to work alongside more junior trainees on the 

take and out-of-hours rosters. Shifting some of the burden of clerking (writing 

out patient history and examination findings), decision making around less 

complex patients and out-of-hours cover to non-medical staff would free 

up the more senior trainees to act in a more consultant-like capacity, with a 

focus on the coordination of the broader medical team and care of the sicker 

patients. In some circumstances, it may be feasible for senior trainees to be 

included as a ‘first on call’ on the consultant roster (especially those involving 

high-frequency, low-intensity work), provided consultant back-up can 

be provided. 

As well as this, smaller hospitals would need to improve the conditions they 

have for training staff, with an emphasis on the creation of an environment 

that balances autonomy with oversight, and adequate opportunities for 

non-clinical activity, such as management and leadership, governance and 

research. They would need to have high-quality educational infrastructure 

in place, such as libraries and access to online journals, and regular teaching 

activities such as journal clubs and grand rounds. Conferencing facilities 

and links with other organisations can also improve the educational 

offer significantly. 

The quality of training experiences within an organisation is a critical 

factor when newly fledged consultants apply for consultant posts: they are 

substantially more likely to return to work in places they enjoyed as a trainee. 

Hospitals should therefore look at factors that improve the life of their junior 

staff (Chaudhuri and others, 2013). These include: 

• high-quality induction

• the quality of on-call rooms

• the presence of a doctors’ mess

• the availability of food both generally and out of hours

• the provision of transport after unsociable shifts

• rosters provided ahead of time.
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New types of staff

Even with changes in policy on the allocation of trainees, the reality is that 

many small hospitals will have significant rota gaps at junior and middle-

grade doctor levels that will remain unfilled. Appointing non-training-grade 

doctors may help with this but a more positive and sustainable solution would 

be to train new types of workers who can take over many of the tasks that 

medical staff currently do (Imison and others, 2016a). The experience of many 

of the participants in our workshops indicate that there is great potential to 

train staff from a range of clinical disciplines to take on a wide range of tasks.

Figure 11 shows how one of the trusts advising us envisages the setting up 

of a multidisciplinary ‘front-door’ service to maximise the use of the skills 

available. Note that it is using advanced care practitioners as a core part of 

the team. 
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Diagnostics

Delays in accessing key diagnostics are common in many hospitals, impeding 

the delivery of high-quality patient care and slowing the flow of patients 

through the system. Speeding the diagnostic process, particularly over the 

weekend, is therefore a key step in improving efficiency and effectiveness. 

Also, in networked systems, the burden on the receiving hospital is 

reduced when transfers are accepted only for urgent treatment, rather than 

investigation and onward management (Bergeron and others, 2017). 

Flexibly supporting 
between overlapping 
specialties

ED

Critical care Acute medicine

General surgery/
trauma and 

orthopaedics

Figure 11: Representation of a multidisciplinary ‘front-door’ service 

Crossover/supporting roles on rotas for middle grades with some replacement of 
specialty rotas in favour of organisation based on matching skills to demand

Combine some 
elements of rota to 
support the role 1 rota 
between ED, acute 
medicine and ACPs

Processing team to 
combine all teams 
and patients allocated 
to most appropriate 
team member for 
continuing care
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Such an approach requires that key diagnostic services are readily available. 

Our expert group thought that in addition to 24/7 provision of standard sets 

of emergency pathology tests, there also needs to be 24/7 access to CT scans 

and seven-day in-hours availability of MRI (magnetic resonance imaging). In 

the small number of cases where an immediate MRI is indicated (for example, 

spinal cord compression or cauda equina syndrome), then either there 

needs to be a method to make the service available or the patient will need to 

be transferred. 

Getting investigations done quickly, especially in the out-of-hours setting, is 

not without cost implications. However, these may be mitigated through:

• the use of point-of-care testing rather than keeping laboratories open for

standard blood tests (St John and Price, 2013)

• clear protocols for requesting radiological tests coupled with radiographer,

rather than medical, approval (Brkljač  ič  and Donosos, 2013)

• the use of networked or remote systems for reporting (Royal College of

Radiologists, 2014).

Other gains will be unlocked by the faster flow of patients through the system 

and a reduction in the number of patient transfers. 

Critical care

All acute medical and surgical services require an intensive care unit. Smaller 

hospitals need support from intensivists for everyday emergency decision 

making but also strategic support to ensure that there are appropriate systems 

in place particularly to recognise and respond to deteriorating patients, 

develop patient transfer systems and so on (Fackler and others, 2009). 

The argument has been made in the UK that intensive care units should 

be staffed by intensivists only (Faculty for Intensive Care Medicine, 2013). 

However, research on complex teams, including those based in intensive 

care, has noted that there is very little difference in patient outcomes (if any) if 

‘tasks’ (such as the stabilisation of the unwell patient) are managed by non-

specialists (Baker and others, 2005; Fackler and others, 2009). This fits with 

international standards for intensive care, which allow for smaller units to be 
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covered by two to three intensivists to provide the bulk of daytime services, as 

well as the ‘strategic’ running of the unit, with reliance on other appropriately 

accredited specialists (anaesthetists, physicians and so on) to support out-of-

hours cover (Marshall and others, 2017). A study of UK service provision found 

that outcomes for units with such arrangements are not inferior to those with 

24/7 intensivist cover (Wilcox and others, 2014). 

An electronic intensive care unit is a promising technology, where nursing 

and medical staff are supported by electronic surveillance and monitoring, 

with real-time input delivered remotely by an intensivist off site (Scurlock and 

Becker, 2016). Most units in the UK in smaller hospitals are still sufficiently 

large for on-site intensivist presence to be needed. However, networked 

arrangements with larger units, combined with aspects of the electronic 

intensive care unit, would allow for the burden of senior clinicians’ decision 

making to be spread. Also, many out-of-hours calls to senior clinicians are for 

advice rather than a summons for physical presence. 

Clinical networks and models of ‘treat 
and transfer’

A key part of whatever variant of the ‘treat and transfer’ model is created 

will be ensuring that small- and medium-sized acute hospitals are part of 

wider clinical networks that function well, have strong governance and that 

can enforce decisions. Unfortunately, the record of networks operating in 

the NHS has shown mixed results in terms of their effectiveness (Fulop and 

others, 2015). Some quite different systems, processes and behaviours will 

be required if these networks are to provide an adequate level of support to 

smaller hospitals. Our expert group had many stories to tell of the difficulties 

of obtaining support from specialist providers, some resulting in poor 

outcomes for patients. 

We asked the expert group if there were cases that would need to be thought 

about in the design of the model because they might present diagnostic or 

treatment challenges or other risks. They highlighted stroke and STEMI as two 

of the most important, but recent system reconfiguration means that these 

patients are now readily identifiable and have clear pathways into specialist 
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centres. They said that the other more common risky presentations that are 

considered to require explicit planning and potential networked solutions 

are acute abdomen, neurosurgical presentations (for example, subarachnoid 

haemorrhage), major haemorrhage (particularly upper gastrointestinal 

bleeding) and vascular emergencies (for example, ruptured aortic aneurysm). 

Most organisations already have pathways for spinal cord compression. 

Beyond this, participants in the group commented that other conditions 

that might require immediate transfer to a specialist centre were rarer and 

that many of these could be dealt with on a case-by-case basis rather than 

requiring the development of individual care pathways. 

The group considered it too difficult and potentially risky to expect ambulance 

staff to reliably distinguish between patients who could safely have all their 

care provided in a smaller hospital and those that may benefit from specialist 

care. Hence, they thought that the identification and primary management 

of all acutely unwell patients should be within the capability of all smaller 

hospitals. The key is speed, access to appropriate diagnostics, reliable 

processes and access to senior decision making and highly specialist input. 

Smaller hospitals will need specialist advice and help with transfers and on 

occasion they may need a specialist from another hospital to visit. Rather 

than this being continuously negotiated, often fractiously between busy 

middle-grade staff, we suggest that the control centre model from Australia 

(described in Appendix B) offers a workable solution when combined with a 

robust governance structure, rules of behaviour and appropriate incentives. 

The control centre would take a call for assistance from smaller hospitals in 

the network and arrange for beds, specialist advice or other help as required. 

There would need to be a very clear expectation that the control centre is to 

be held to account for performance and for the clinical outcomes of patients 

referred through this system. The key principle is that the supporting centre 

should always say yes to the request, whether this is to give immediate advice 

or organise an appropriate transfer. The reciprocal part of the deal is the 

referring hospital’s unconditional acceptance of patients returning from the 

centre. A ‘send then call’ model should be considered, with real-time oversight 

of regional bed availability and ambulance activity used to allocate beds 

to patients needing transfer. This avoids lengthy waits for beds to become 

available while also preventing the larger hospitals from being overburdened. 
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This is not to suggest an ‘all or nothing’ approach to the care of the 

unwell patient, but rather that service provision should be more 

‘modular’,  with hospitals differentiated by their ability to undertake the 

various components of a specific pathway of care, from stabilisation 

to rehabilitation. This would allow for better planning and provision 

of services at both hospital and regional levels, with work focused on 

ensuring that patients experience transitions of care seamlessly. 

Teleconsultation has been shown to improve patient care and reduce 

costs (Ward and others, 2015). Although the infrastructure for real-time 

teleconferencing and the remote assessment of patients is expensive to 

install, it can markedly improve the quality of interactions between the 

control centre and local staff (Graves and Doucet, 2016). As such, it is 

too important to be allowed to develop on an ad hoc basis and should 

be systematically planned, implemented and resourced (Turner and 

others, 2014). 

The burden to staff in smaller hospitals in preparing patients for transfer, 

accompanying them during the transfer and then returning to base is 

usually substantially underestimated (Avtgis and others, 2010; Iwashyna, 

2012). The stabilisation and transfer of a critically unwell patient may 

involve two to three staff members for anything up to 12 hours (Whiteley 

and others, 2011), essentially stripping the hospital of key staff during 

that time. This is a particular problem overnight. Retrieval teams – who 

do the transferring themselves – are one way of substantially reducing 

this burden (Gray, 2004; Ramnarayan and others, 2010). Another option 

is to increase the number of paramedics who rotate between hospital and 

ambulance services to provide some additional expertise and capacity to 

support these models and reduce the need for patient escorts. A further 

option being considered is to take the specialist and possibly the team 

to the patient to perform interventions (such as endoscopy) at the local 

hospital, although this would require work to be done to standardise 

equipment and operating procedures between sites. 

Our expert group and interviewees thought that stringent governance, 

both locally and at the system level, is essential to safeguard both 

clinicians and patients. Clear rules are required for where the burden 

of decision making sits, the distribution of responsibility for patient 
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outcomes and the functioning of mechanisms to identify, investigate and 

manage problems/complaints. Single, shared databases should be used rather 

than a plethora of locally developed tools, as should templates for audit and 

the tracking of patient outcomes. Clarity and transparency are also needed 

around the funding of patient transfers – funding schemes that penalise 

smaller hospitals for patient transfers are likely to deter clinicians from 

providing appropriate care (Iwashyna, 2012; Pietz and others, 2007). 

Other important factors in the development of network models include a 

high degree of trust between participants, an understanding of the differing 

capacities and capabilities of the individual elements of the system and 

familiarity with local infrastructure. The experience of our international 

experts suggests that these elements are facilitated by team building across the 

network, high-quality feedback and peer review. 

The patient representative who took part in our expert group gave a strong 

message about the serious impact of long journey times on patients and 

relatives and the difficulties faced when patients are returned home late at 

night, particularly over long distances (Mattson, 2010). This and the risks 

and costs associated with transfers mean that, where possible, they should 

be confined to situations where it is not possible to bring the expertise to the 

patient or provide it remotely. 

The hospital and the community 

As articulated by the Future Hospital Commission (2013) (see Figure 12), any 

model of hospital medical care needs to be closely integrated with community 

services. 

Figure 12: Future Hospital Commission – a vision for a new model 

of hospital medical care

Hospital-based

Shared responsibility

Community-based
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The goal of treating patients as close to home as possible has led to a wide 

range of community services (Care Quality Commission, 2017). However, 

these vary substantially from area to area and often have inconsistent and 

restrictive criteria for accepting patients. To maximise the benefit of such 

community services, there needs to be a robust system to organise and 

coordinate them. A ‘control centre’ model, such as that used on the Isle of 

Wight, offers one solution. To make this work, there needs to be a reliable 

directory of services and ways of accessing them need to be simplified. 

Integration of community services with GP out-of-hours and ambulance 

services, social care and the voluntary sector is also desirable. Professionals 

within these configurations need to take responsibility for dealing with 

requests for help rather than simply directing callers to other services. 

Systems of rapid access to advice from senior staff (acute physicians, 

geriatricians,ED consultants, nurse practitioners and so on) help to direct 

patients to the most appropriate care and frontline providers value them 
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highly (Westall and others, 2015). However, accessing the right person in the 

current system is dependent on a degree of local knowledge about which 

services are provided at which hospital and who to ask for at the hospital’s 

switchboard. Internationally, moves are being made to consolidate call 

centres at regional or national levels (Trauma Victoria, 2018). When the 

senior clinician on duty cannot give appropriate advice, it becomes the 

responsibility of the call centre to find the appropriate person. This means that 

the community practitioner does not have to ‘ring around’ several clinicians. 

Such a system could be incorporated into the ‘control centre’ or be provided at 

the network level. 

It has been suggested that more could be done to ‘pre-sort’ patients, with 

ambulance crews diverting those patients considered to be sicker or with 

specific medical conditions away from smaller hospitals (O’Hara and others, 

2015). Beyond the well-established examples of stroke, STEMI and obvious 

gastrointestinal bleeds, our expert group did not think that there is much 

scope to improve the sensitivity of decisions about which hospital patients 

should be taken to. There is more to do, however, to reduce the overall hospital 

transfer rate; again a control centre model would support this.
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Conclusions

The different layout and staffing models of smaller hospitals means that 

there is no one definitive set of solutions for a sustainable service and that 

specifying a single model is neither necessary nor helpful. Instead, there are a 

number of ways to solve the problems that smaller hospitals face, as we have 

described in Chapter 5. Many of the threats to the viability of the solutions are 

a consequence of decisions that are within the control of the system either 

nationally or locally. 

There are eight core design principles that should drive all the solutions we 

have described, as set out below.

Core design principles

1 Smaller hospitals need to be part of a wider system with strong links to 

local services and support from other hospitals – in particular, specialist 

centres. This needs to be formalised and much more reliable than is often 

the case at present. 

2 Smaller hospitals need to be able to deal with all types of emergency 

medical cases. Within this, systems and processes should be designed for 

the ‘usual’,  but also plan and allow for the unusual. All acute hospitals need 

to be able to deal safely, quickly and expertly with all patients for at least 

the first two to three hours of care. Advice from main centres needs to be 

provided rapidly and effectively to support this.

3 There needs to be a shift from the ‘all or nothing’ approach to acute service 

provision to one that is more ‘modular’,  with hospitals differentiated by 

their capacity to undertake the different elements of a pathway of care, 

from stabilisation to rehabilitation. This may be further refined through 

differences between in- and out-of-hours models of care. 

6
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4 Working arrangements should be interdisciplinary, team-based and 

calibrated at ‘whole-hospital level’ to meet the needs of the local 

population. Models of care within smaller hospitals need to shift from the 

current ones – arranged around professional boundaries – to ones built 

around skills, expertise and experience. 

5 The benefits of specialisation need to be set against the increased costs, 

fragmentation of services and threats to viability that can result and 

that can reduce hospitals’ ability to effectively deal with the patient with 

several conditions (‘multi-morbid’)  and presenting with uncertain and 

undiagnosed symptoms (‘undifferentiated’) . Policy and training models 

need to recognise the importance of generalist skills. Proposals that allow 

further opting out of acute medical on-call care in smaller hospitals require 

very careful thought. 

6 Systems and processes within hospitals should be organised, as far as 

possible, with the intention of delivering the appropriate care to the patient 

as quickly as possible – ‘doing today’s work today’. 

7 Each step in the patient’s care pathway should add value; and movement 

along the pathway should be determined by need, rather than artificial 

time constraints. Many current models have a significant element of 

duplicated work (such as double clerkings) and unnecessary delays in 

the time taken to reach a diagnosis. Smaller hospitals need a model that 

removes all duplication and where possible ensures that critical tests are 

done rapidly to allow patients to be routed to the correct pathway. 

8 Improved continuity should be a key objective. This will improve patient 

flow, reduce length of stay, reduce workloads and improve job satisfaction. 

Many of the ideas and solutions discussed in this report have already been 

explored or proposed in the Future Hospital Commission’s (2013) report. 

While these were not specifically targeted at smaller and more remote 

hospitals, many of the ideas are particularly relevant for them. 
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Recommendations

Regional clinical networks

A model in which the care of some of the sickest patients is dependent on and 

often delayed by fractious negotiation between medical staff and managers is 

not fit for purpose and is probably doing harm. 

Sustainability and transformation partnerships (STPs) working with NHS 

England and NHS Improvement regions should create the types of cross-

system networks we found in operation in systems in Australia – where a ‘send 

and call’ model operates and where a regional control centre locates where 

the capacity is to deal with urgent transfers. We recommend developing well 

managed networks so that hospitals can be more effectively connected to 

primary care, out-of-hours services, ambulances, care homes, mental health 

care, social care and other services and the model can be used to manage 

capacity across systems and mobilise support to support patients at home and 

services in the smaller hospitals.

Incentives and accountability systems are required to support this and to 

ensure that smaller hospitals keep their side of the deal and ensure that 

patients are able to return to them rapidly if they have been transferred 

elsewhere for specialist treatment and this treatment has finished. 

Workforce planning, training 
and regulation 

The success and viability of many smaller and remote hospitals is going 

to require action from workforce planners, trainers and regulators on a 

number of fronts. Despite the aspirations in the current draft health and care 

workforce strategy (Public Health England, 2017) to align workforce, service 

and financial planning, the challenges faced by smaller hospitals are a stark 

example of their current separation. 

7
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Our expert stakeholders identified the following areas as requiring action: 

• Health Education England (2016b) has produced a report called Training 

in Smaller Places. This contains useful recommendations, which represent 

a good start in addressing some of the issues that smaller hospitals face. 

But implementation seems to be slow and urgent progress needs to 

be made. 

• The models proposed here and other workforce solutions to the challenges 

that smaller hospitals face mean that systems must be established to allow 

staff to extend their scope of practice within a clear framework. Health 

Education England, the General Medical Council and the professional 

bodies need to facilitate and support this urgently.

• In other countries, there is an expectation that senior trainees capable of 

more autonomous practice are preferentially allocated to smaller hospitals. 

This not only supports the hospital, but also provides high-quality training 

experience for the trainee as they move to a consultant role. Health 

Education England needs to take positive steps to enable senior trainees 

to work in smaller hospitals. This is likely to require extra investment 

and support. 

• Broad-based training and specialist training for rural settings that equip 

emergency medicine, acute medicine and other physicians with a wider 

range of skills for the particular demands of rural medicine are available in 

Scotland. Health Education England should develop similar programmes 

with hospitals in England. Australia has already developed a high-quality 

approach that could be easily adapted. 

• The development of physician associates and other types of advanced 

practitioners to help support middle-grade doctor roles is also required. 

Health Education England needs to do more to support this.

• New curricula will mean that more trainees will undertake the general 

medicine training required to support acute medicine across all types of 

hospital. This will take time to come online, however. In the meantime, 

remedial action will be required, including a review of visa restrictions. 
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Revalidation and credentialing 

‘Credentialing’,  peer review and value-based assessments have been 

successfully introduced overseas and appear to support the development and 

maintenance of a broadly skilled medical workforce. The General Medical 

Council in the UK has explored the introduction of credentialing, through 

which clinicians gain approval and training support to expand their scope of 

practice and ensure skills are maintained (General Medical Council, 2015). 

However, this has stalled in the face of concerns that the medical profession 

has raised. The General Medical Council’s original proposals should be 

reviewed to ensure that they align with the needs of smaller organisations as it 

is suggested that smaller organisations would make a suitable test-bed for the 

introduction of credentialing. The introduction of peer review as a mechanism 

to support consultants who work in relative isolation in smaller organisations 

should also be explored. 

Payment and contractual arrangements 
for consultants

The current consultant contract distinguishes poorly between the frequency 

of on-call work and the intensity of work when on call, resulting in consultants 

receiving the same pay for an overnight call regardless of whether they were 

required to return to work or not. The provision of specialist support to 

smaller hospitals may require some consultants to be on call very frequently, 

although the work may not necessarily be particularly intense. The payment 

model needs to be reviewed to ensure that the system appropriately 

rewards consultants returning to the hospital overnight. Restrictions on 

payments for being on more than one on-call roster need to be removed, 

allowing consultants on low-intensity on-call rosters to continue to support 

generalist services. 

More flexibility is needed to allow non-standard arrangements to support 

very small or remote hospitals and the networks in which they sit. This should 

go beyond individualised contracts for doctors providing complex services. 

We came across several clinicians with unusual working arrangements 

who related stories of unwarranted organisational and contractual issues. 



64Rethinking acute medical care in smaller hospitals

1 2 3 4 5 6 7

Removing such obstacles may make part-time working in smaller hospitals 

more attractive, particularly to older consultants.

Trust financial support 

All of the international examples we have examined recognise that providing 

care in rural and remote locations imposes costs on ambulance services and 

hospitals, reflecting both sub-optimal scale and the cost of travel. The question 

of whether there should be a premium for small scale and/or remoteness 

needs serious examination. It is not easy to see a relationship between costs 

and small scale in UK data but there are a number of issues about unavoidable 

fixed and semi-variable costs and relatively low rates of activity over which 

these can be spread, which suggest that this needs further examination. 

These issues will also have an impact on the costs of transfer or retrieval for 

ambulance services. NHS England and NHS Improvement need to decide 

what the appropriate premium for supporting these services should be. Given 

the heavy use of locum staff and the high costs of centralisation, the choice 

may not be whether a premium should be paid, but how it is going to be paid. 

Quality regulation

The clinical arguments for closing small acute hospitals on the grounds of 

quality and safety are not compelling. Some of the guidance that regulators 

use to assess the current models is based on standards for which the evidence 

is equivocal or standards that are based on expert opinion, often derived 

from models in large urban centres. Moreover, many guidelines developed 

by specialist bodies are based on input standards and reflect ideal care in 

tertiary centres, meaning that smaller hospitals tend to be judged on how they 

provide care, rather than by patient and hospital outcomes. Regulators need 

to be more challenging about proposals to reconfigure services based on some 

of these standards. The Care Quality Commission needs to ensure that it is 

open to the types of innovative models that will need to be developed to better 

meet the needs of local populations and that it is not expecting tertiary service 

provision in secondary centres. 
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Change management

Implementing these ideas will require a mix of workforce and service redesign 

methodologies. We think that there may be particular value in using the 

Calderdale Framework for the elements of workforce redesign (see  
www.calderdaleframework.com). This framework provides a clear and 

systematic way of reviewing skill mix and roles within a service. The process 

of applying the framework leads to the development of a detailed competency 

training document, based on tasks and functions. 

Our experts thought that local services need to make a significant investment 

in change management and service redesign, including the backfill of clinical 

leaders. This should include:

• looking at the processes of current acute hospital systems and analysing 

problems and opportunities for improvement, with a focus on the 

interfaces of care

• using continuous improvement approaches for system redesign

• involving frontline staff who have been employed in the system for a 

reasonable length of time

• monitoring meaningful patient and staff outcomes

• developing robust clinical governance structures, if not already in place

• ensuring that there are regular opportunities for feedback and learning for 

all staff affected by change 

• creating a culture of ‘radical honesty’

• making the redesign of acute/emergency pathways a priority at board level.

Developing alternative approaches

Local systems need to take suggestions and start to develop their own analysis 

of the solutions available to them.  As noted above, the extraordinary diversity 

of different staffing, geography and physical layout of hospitals and the 

absence of research on different models mean that there is no one answer. 

Local solutions will be required.

The first step is an examination of the case mix, severity and timing of 

emergency work based on the presenting condition of the patient as well as an 

https://www.calderdaleframework.com
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understanding of the eventual specialty disposition and discharge diagnosis. 

This needs to be followed by a detailed analysis of how the available set of 

skills and staffing resources matches this workload. Furthermore, a detailed 

review should be undertaken of the gaps and opportunities for reconfiguring 

this workforce to provide as integrated a front door service as possible. 

A similar exercise is then required to determine the configuration and 

operation of ‘downstream’ wards and the model of staffing required to make 

this work.  As noted, there are a number of different ways of doing this that 

would conform with the design principles set out above. As part of all of this, 

a major rethink of specialty on-call arrangements may be required, allowing 

for models that permit high frequency/ low intensity approaches, including 

multi-site cover.  

Work will also be required with the wider system to strengthen the 

arrangements for remote support and advice. As noted above, this may require 

support from the STP/integrated care system, or from regional representatives 

of NHS England and NHS Improvement. This should include transfer and 

retrieval, the provision of advice, rotations and educational support.

Finally, there needs to be an acceptance that smaller hospitals cannot simply 

be mini-versions of large tertiary institutions, with the same expectations 

of service provision and staffing requirements. Smaller hospitals cannot 

do it all on their own. They need a fairer allocation of junior doctors, a big 

commitment from larger hospitals to support smaller ones and a more 

reasonable system for paying for hospital services. Most of all, they need 

permission to test alternative approaches and regulation that better reflects 

the differences between larger and smaller hospitals, rather than people 

assuming that the practice developed in our largest hospitals can or should be 

applied across all of them. 
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Appendix A: The 
configuration of acute 
medical services – a 
high-level review of 
the evidence

Introduction

Overall, there is little evidence to guide the configuration of hospital services. 

In this appendix we draw on a recent major review of the evidence (Imison 

and others, 2014), as well as other evidence, touching on rural health care as 

well as care in smaller hospitals. 

All configurations of a service are a trade-off between five major factors: 

workforce, cost, technology, access and quality (see Figure A1) (Imison and 

others, 2014). The evidence we review below shows that the balance between 

these factors will play out differently for patients with different levels of clinical 

risk and complexity.



68Rethinking acute medical care in smaller hospitals

1 2 3 4 5 6 7

Is bigger better? What is the link between 
volume and patient outcomes?

The association between volume and patient outcomes for medical conditions 

has been found to be disease-specific, including for acute myocardial 

infarction, heart failure and pneumonia, and the benefits are exhausted at 

relatively low activity thresholds – 610 patients a year for those with acute 

myocardial infarction, 500 patients a year for those with heart failure and 210 

patients a year for those with pneumonia (Ross and others, 2010). Also, the 

link between volume and outcomes does not necessarily demonstrate a causal 

relationship (given the variation that exists in outcomes across units, whatever 

their size) and cannot be used in isolation as a justification for centralising 

care (Harrison, 2012). 

Figure A1: The five drivers of clinical service configuration

Workforce

CostQuality

Access Technology
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Large studies of ‘critical access hospitals’ (which have 25 beds or less and serve 

rural populations) in the United States also show that it is not the volume of 

care that is the key determinant of outcomes but a lack of access to critical care 

and poor clinical processes (Joynt and others, 2011). Meanwhile, Ibrahim and 

others (2016) found that, for low-risk surgical procedures, the outcomes at 

critical access hospitals are the same as those for other hospitals (Ibrahim and 

others, 2016). 

The impact of staffing levels on outcomes

The National Confidential Enquiry into Patient Outcome and Death 

(NCEPOD) has consistently identified a lack of consultant input as a 

contributor to poor-quality care (Cooper and others, 2009; Findlay and others, 

2012; Martin and others, 2007; National Confidential Enquiry into Patient 

Outcome and Death, 2005). It recommends active consultant engagement 

at all stages of the care pathway, stipulating that patients admitted as an 

emergency should be seen by a consultant within 12 hours (Martin and others, 

2007). Studies of conditions potentially requiring interventions, such as acute 

coronary syndrome, have shown reductions in all-cause mortality with moves 

to 24/7 consultant-led services (Ng Kam Chuen and others, 2012). However, 

studies on consultant presence more generally have had more mixed results. 

Having a continuous admitting consultant presence on the acute medical unit 

is associated with reduced adjusted-case fatality rates in hospital (Bell and 

others, 2013). This association is most apparent with early death (within three 

days) in hospital. However, Aldridge and others’ (2016) more recent national 

study found no association between the level of consultant staffing and 

mortality risk for emergency admissions. 

It is also important to consider the impact of non-medical staffing. There is 

strong evidence that a richer skill mix among nursing staff is linked to better 

patient outcomes (Aiken and others, 2014; 2017; Ball and others, 2017; Rafferty 

and others, 2007), while intensity of nurse staffing at weekends has had a 

bigger impact on stroke outcomes than additional consultant ward rounds 

(Bray and others, 2014). Different specialties and levels of clinical need will 

require a different balance of senior medical and nursing staff, which will 

affect the level of senior input needed throughout the day and night. Overall, 

there is little published data to define a methodology to determine the 

minimum number of physicians and skill mix that would assure safety in acute 

medicine (Sabin and others, 2014).
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The weekend effect and seven-day working

There has been increasing concern about observed higher levels of mortality 

for patients admitted to hospital at weekends, with this being attributed 

to reduced staffing levels, in particular consultant input (Bell and others, 

2013) and some studies have shown better outcomes after the introduction 

of seven-day consultant working (Leong and others, 2015). Other work has 

suggested that the weekday–weekend variation in mortality rates may be 

more likely to be due to differences in case mix (Meacock and others, 2017) 

and higher thresholds for admissions during the weekend (Han and others, 

2017), the conclusion being that patients admitted over the weekend, although 

fewer in number, are sicker than those admitted during the week. Two other 

studies have investigated the impact of the implementation of 24/7 consultant 

working on outcome. Meacock and Sutton (2018) found no association 

between the introduction of the four clinical standards identified as a 

priority for seven-day services and trust performance (including mortality), 

while another study found that the London Quality Standards, which were 

based around seven-day working, had little impact on patient outcomes in 

comparison with the rest of England (Vaughan and others, 2017). The cost of 

introducing 24/7 working has been estimated to be in excess of £1 billion a 

year, resulting in a cost per potentially avoidable death per quality-adjusted 

life year (QALY) exceeding the limit set by the National Institute for Health and 

Care Excellence by a factor of 1.5 to 2.4 (Meacock and others, 2015). 

The mixed nature of these findings has led to the suggestion that while 

more consultant presence is to be welcomed, improvements in key aspects 

of service provision, such as diagnostics and critical care, may be more 

productive than wholescale system change. 

Clinical co-dependencies

In 2014, the South East Coast Clinical Senate undertook a literature review 

of the evidence on the clinical co-dependencies of acute hospital services 

for major hospital reconfigurations. It identified that the following support 

services should ideally be in place for acute and general medicine (South East 

Coast Clinical Senate, 2014, pp. 37–8):

• diagnostic services – pathology, plain radiology and CT scanning 24/7, 

with immediate reporting to enable rapid diagnosis and improved 

outcomes, for acute stroke and acute abdomen
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• critical care services – to safely manage acutely sick or deteriorating 

medical inpatients

• endoscopy – early endoscopy after acute upper gastrointestinal bleeding, 

which reduces re-bleeding and the need for surgery

• acute surgery (on site or as part of network-based support) – to enable 

rapid diagnosis and improved outcomes especially for conditions such 

as acute abdomen and obstructed renal tract (which may present with 

alternative or indistinct symptoms in older patients or patients with a 

suppressed immune system)

• geriatric expertise – to provide immediate, effective and comprehensive 

geriatric assessment within 24 hours of admission to reduce length of stay 

and improve outcomes in frail older patients

• seven-day therapy services – to support active rehabilitation and reduce 

length of stay

• seven-day pharmacy services – to reduce drug errors

• accessible liaison psychiatry (within two hours) – to reduce both 

admission and re-admission rates among people with mental health 

problems

• support from relevant sub-specialties – including acute stroke, diabetes 

and endocrinology, nephrology, rheumatology, dermatology and acute 

cardiology, which could be delivered via a networked arrangement 

providing there was a safe, extended, skilled and consistent consultant-led 

acute medicine service seven days a week.

Ways to sustain local access to services 

Clinical networks and tiered models of care 

Active participation in clinical networks can help to ensure that patients 

receive the best quality of care as close to where they live as possible, while at 

the same time addressing workforce pressures. Networks offer a way of making 

the best use of scarce specialist expertise, standardising care, improving 

access and reducing any ‘distance decay’ effects that can result from the 

concentration of specialist services in large centres (Edwards, 2002). 
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Managed clinical networks often require the creation of ‘hub and spoke’ 

models encompassing a number of provider organisations. Higher volumes 

of more complex procedures are carried out at the hubs, while widespread 

access to more routine services is maintained via the spokes. An extension 

of this is the tiered model of care in which hospital units are categorised 

according to the level of clinical risk of the patient that they are able to accept 

(Monitor, 2014a). 

Setting up a managed clinical network can help to address operational issues 

such as a lack of support from other services; bed occupancy and patient 

flow; the interface with primary care; and disputes between clinicians (Brown 

and others, 2016; Edwards, 2002; Grosse and others, 2009). If particular types 

of work are concentrated at fewer sites, it becomes easier to ensure that the 

right facilities are in place to deliver services in line with agreed protocols and 

pathways. Regardless of the structure of the network, it is vital to recognise the 

need for robust and timely transfer arrangements for emergency patients, to 

prevent harmful delays. 

Consolidating some procedures at ‘hub’ units through a network can also 

lessen the need for certain staff groups to be present at some locations, 

generating more efficient ways to achieve 24/7 cover for different roles. 

Consolidation can also increase the number of procedures that clinical 

staff undertake in individual fields, reducing concerns over low volumes for 

complex procedures. This can also mean that for trainees working at hub sites, 

there should be enough exposure to provide effective learning. 

In spite of a growing body of evidence about the benefits that networks offer, 

network-based approaches can prove difficult to implement. Challenges to 

be overcome may include insufficient focus at the board level to network 

principles, insufficiently developed relationships between potential network 

members, and a tendency to view network arrangements as a threat to the 

integrity of individual organisations (Watson and others, 2016). 

New ways of working and meeting changing patient needs

An ageing population, the rise in the number of people with chronic health 

conditions, the increasing sophistication and cost of care and a trend towards 
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shorter professional working hours – against a background of increasing 

medical sub-specialisation and length of training pathways – have left a deficit 

in ‘generalist care’ (see Figure A2). The gap is progressively being filled by 

non-medical staff such as physician associates and nurse practitioners who 

can complement the skills of doctors and enable clinical teams to become 

more flexible and offer an extended range of services to patients. This is 

becoming increasingly important in local generalist care but also in hospital 

care, where these roles can effectively substitute for junior doctors and 

support greater team continuity (Imison and others, 2016a). 

Source: Pashen and others, 2007, p.14

New technology

Technology is an important facilitator both of clinical networks and new ways 

of working. Shared electronic records and decision support tools can help to 

ensure ‘informational’ continuity across a clinical pathway spanning several 

organisations and compliance network protocols. They also enable staff to 

work to the ‘top of their licence’,  maximising the potential of new roles (Imison 

and others, 2016b). 

Figure A2: The vacating field of clinical generalism
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A large evidence review to support a strategy for rural health care in Australia 

concluded: ‘Rural practice can safely deliver a wide range of low volume 

specialised services providing that staff are properly trained. Skills for rare 

conditions can and should be practiced in simulated environments and 

facilities audited. These services may be enhanced by telemedicine support’ 

(Pashen and others, 2007, p. 52). 

Training for rural and remote settings

Training for rural and remote settings has been shown to be very different 

from that required for the urban environment, as underlined by the major 

changes to medical education in Australia, Canada and New Zealand (Strasser 

and others, 2016; Tesson and others, 2005). Both Australia and Canada have 

rural medical schools with generalist-based curricula (James Cook University 

and the University of Northern Ontario, respectively), while New Zealand’s 

undergraduate programmes have taken on a more generalist hue. Although 

the focus tends to be on preparing medical students for or exposing them 

to ruralist-general practice, the generalist approach extends across the core 

medical disciplines, particularly medicine, surgery and paediatrics. 

Pedagogic methods used to promote both medical generalist and remote/

rural training include:

• ‘distributed’ education, with multiple campuses including smaller 

hospitals (Hogenbirk and others, 2015a; Solarsh and others, 2012) 

• ‘longitudinal integrated clerkships’,  where students are places with GPs for 

six to 12 months (Bing-You and others, 2014; Latessa and others, 2015) – 

selected patients are followed beyond the GP practice into the community 

and the hospital setting

• ‘flipped’ medical education, where contact with traditional tertiary 

teaching hospitals is limited to the final year only (Hogenbirk and 

others, 2015a).

At postgraduate level, Australia has developed substantial graduate-orientated 

educational infrastructure, with all states having rural training programmes, it 

has founded the Australian College of Rural and Remote Medicine (ACRRM) 

and it plans to establish imminently a national Rural General Training 

Pathway (Gillespie, 2017: Nichols and others, 2008). 
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The ACRRM training pathway is heavily orientated around ruralist general 

practice. However, the advanced part of the pathway asks trainees to choose 

one of the 11 specific areas of expertise, which includes hospital-based 

disciplines, such as adult internal medicine, emergency medicine, obstetrics 

and gynaecology, and surgery (Australian College of Rural and Remote 

Medicine, 2017). The programme has been so successful that specialist 

trainees in these disciplines who envisage a career in a provincial town are 

able to rotate into the ACRRM programme for a time to expand their skill set. 

Credentialing for extended practice

Australia, Canada and New Zealand have all introduced credentialing 

to ensure that doctors in all settings, not just rural/remote ones, are 

appropriately trained to provide care within specified scopes of practice 

(Australian Commission on Safety and Quality in Health Care, 2015; Ministry 

of Health, New Zealand Government, 2010; Royal College of Physicians and 

Surgeons of Canada, 2016). It applies where doctors wish to work in a scope of 

practice or provide procedures not covered by standard sub-specialty training. 

The three countries vary substantially in the development and boundaries of 

credentialing. In Canada, for example, credentials are granted only to those 

who have undertaken a diploma in one of a number of specified ‘areas of 

focused competence’ (Royal College of Physicians and Surgeons of Canada, 

2016). By contrast, credentialing in Australia and New Zealand is undertaken 

at organisational or jurisdictional level and is tailored to the individual 

clinician (Australian Commission on Safety and Quality in Health Care, 2015; 

Ministry of Health, New Zealand Government, 2010). 

Of the three countries, New Zealand has the most established and widely used 

programme of credentialing. Overseen by the Medical Council, credentialing 

essentially has three components for vocationally registered clinicians in the 

country (that is, those belonging to a specialist college). The first component is 

the establishment of a scope of practice for each clinician at each organisation 

in which they practise. This includes a review of all previous training and 

continuous professional development. The second component is an extension 

of the scope of practice, whereby the organisation defines, in conjunction with 

the clinician, which new skills are to be gained and how this might be verified 

(such as through the completion of a specified training course). Doctors 

undertaking work that falls within the vocational scope of another college are 
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required to form a ‘collegial relationship’ with a member of that college who 

can provide additional oversight and mentorship. Third and finally, in addition 

to fulfilling all the requirements of the college’s continuous professional 

development programme (discussed below), doctors are required to undergo 

a review of their practice each year before they can be certified to practise. 

The review covers all aspects of practice and performance. New Zealand has 

been working towards a data-rich environment to drive quality improvement 

and so clinicians should expect to have their comparative performance with 

regard to both patient volumes and outcomes presented both within their 

own department and at regional and/or national levels. The review also covers 

behavioural and pastoral issues.

Continuous professional development

Australia and New Zealand see robust continuous professional development 

processes as going hand-in-hand with credentialing (Medical Board of 

Australia, 2016; Medical Council of New Zealand, 2018). Both countries insist, 

in a manner similar to the UK, on a minimum number of hours spent in 

educational activities, such as conferences and grand rounds. However, they 

also mandate additional time spent in quality improvement activities, while 

New Zealand also includes a minimum of 10 hours of peer review. 

The basic building blocks of peer review in New Zealand are similar to those 

found elsewhere – morbidity and mortality meetings, clinical audit and so on. 

However, it differs in that a clinician’s whole practice is meant to be explored 

in some detail each year, including comparison with and by peers. In larger 

hospitals, this can be achieved within departments. Specialists in smaller 

organisations instead participate in regional peer review networks. The 

agendas of individual peer review meetings vary – some are structured around 

morbidity and mortality, while others focus on outcomes for specific diseases 

or interventions, or on a review of a single clinician’s entire practice. 

Credentialed skills are also supported by continuous professional 

development processes in Australia and New Zealand. Highly complex, risky 

or rarely performed skills usually require yearly updates and/or training to 

ensure continuing competency, while others may only require further training 

every three to five years. 
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Incentives to recruit and retain clinical staff in rural settings

Experience from Australia shows that considerable benefits can be gained 

from the introduction of specific rural teaching and training programmes – 

including actively recruiting students from rural areas, as rural-origin students 

are more likely to be rural practitioners – and increasing training opportunities 

in rural areas (Greenhill and others, 2015). A recent review by the Organisation 

for Economic Co-operation and Development (2016) identified a range of 

other measures that could be used to sustain a rural workforce, including 

financial incentives for staff, implementing regulations to restrict choice 

of practice location and promoting innovations in health service delivery. 

These innovations include the transfer of competences from doctors to other 

health care professionals and the use of technology including telemedicine 

to connect patients and doctors in remote settings. Preliminary findings from 

the Making it Work: Recruit & Retain project (http://rrmakingitwork.eu) 

emphasise the importance of the following (see Figure A3):

• aligning the service model with local patient need

• creating stable teams and robust networks

• supporting families and investing staff training and skills

• creating regularly reviewed governance structures.

http://rrmakingitwork.eu
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Source: Making it Work, http://rrmakingitwork.eu/?page_id=287

Figure A3. Making it work framework for remote and rural recruitment  
and retention
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Conclusion

The local context and the specialty-specific balance between the workforce, 

cost, technology, access and quality need to be the deciding factors in 

determining how local services are configured, recognising that there is no 

‘optimal design’.  It is important to note that different stakeholders may make 

different trade-offs. In particular the public, clinicians and managers are 

likely to have different priorities and this underlines the need for significant 

stakeholder engagement in any proposed service changes (Imison, 2011).

A key issue for planning is whether a facility has the relevant expertise to treat 

and/or safely transfer the patients presenting to it. Does skill mix match the 

case mix? Alongside this is the need to optimise technical capacity and ensure 

that clinical staff can access the necessary diagnostic and other equipment 

they need to achieve the best clinical outcomes for patients. Clinical networks, 

supported by robust transfer protocols and shared information systems, will 

be critical to sustaining local access while optimising quality. 
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Appendix B: 
International models 
of acute medical care 
– interviews with 
international experts

Introduction

For nearly three decades, the NHS has pursued an explicit policy of 

centralisation and specialisation (Department of Health, 2000), with 

the subsequent closure of many acute care hospitals in England. This, 

combined with the ‘perfect storm’ of pressures outlined in Chapter 2, has 

led to a prevailing belief that smaller hospitals in England are not financially 

sustainable and that they are not capable of delivering consistent high-quality 

care to their local population (Edwards, 2016). 

This belief stands despite the evidence. The reality is that the average 

smaller hospital in England has around 400 beds (Monitor, 2014b). This is 

a large hospital by most international standards, with much care across the 

Antipodes, Europe and North America  being delivered by organisations with 

100 to 150 beds (American Hospital Association, 2018; Australian Institute 

of Health and Welfare, 2017; Health Quality and Safety Commission New 

Zealand, 2017; Paparella, 2016; Statista, 2018). In the United States, critical 

access hospitals, which have fewer than 25 beds, are considered capable 

of delivering acute services 24/7 (Reif and Ricketts, 1999). While there is 

evidence that certain specialist procedures are better delivered in high-volume 

centres (Cossec and others, 2017; Kontos and others, 2013; Marx and others, 
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2011), there is very little evidence that outcomes are worse for the bulk of 

patients cared for in smaller organisations (Coburn and others, 2004; Ibrahim 

and others, 2016; Kozhimannil and others, 2014). In England, Monitor (2014b) 

did find some correlation between hospital size and financial performance, 

but no link between size and other measures of performance, including 

clinical outcomes. 

Our survey and interviews suggest that while smaller hospitals are vigorously 

pursuing solutions to the problems they face, particularly those relating to the 

workforce and patient flow, the spectrum of interventions they carry out – that 

is, role substitution, GP streaming, frailty services and ambulatory care – is 

limited and follows from national policy initiatives. Moreover, many of these 

interventions were developed in larger organisations less constrained by space 

and staffing levels, with their effectiveness in smaller hospitals untested in 

any systematic way. Our survey respondents and interviewees frequently saw 

them as failing to address the ‘real’ problem of smaller hospitals – not enough 

staff and not enough money. 

A recent international comparison of nine high-income countries found novel 

policies that had been developed specifically to support smaller hospitals 

(Rechel and others, 2016). This, alongside our literature review, suggests that 

understanding better how smaller hospitals in other countries deliver services 

and what policies underpin this, will provide potential solutions for struggling 

hospitals in England. 

We now set out our own research on international models of care.

Methodology

A higher level overview of rural and remote services in smaller hospitals in 

nine different countries has already been undertaken (Rechel and others, 

2016). In order to challenge thinking in the NHS, we decided to concentrate 

on countries with extremes of rurality, that is, Australia, Canada and New 

Zealand. We chose the Netherlands as a European comparator, given that 

health care there is predominantly provided by hospitals with fewer than 300 

beds (Picker Institute, 2016). 



82Rethinking acute medical care in smaller hospitals

1 2 3 4 5 6 7

We selected interviewees in two ways. First, we contacted international 

researchers and/or policy-makers with a strong interest in rural/remote 

working. Second, we selected hospitals in Australia, Canada and New Zealand 

with a similar number of beds and catchment population to a smaller 

English district general hospital (150 to 250 beds serving a population of 

150,000–200,000) and we made contact with senior clinical managers in 

those hospitals. 

Two researchers (LV, BC) conducted the interviews using a semi-structured 

interview schedule. To avoid assumptions, data regarding the model of care 

used were extracted using a ‘functional’ matrix based on the needs of the 

acutely unwell patient (see Figure B1).

Interviews were analysed thematically, with a particular emphasis on the 

theoretical, cultural and regulatory aspects of individual hospitals and the 

wider health care system that enable the delivery of high-quality care.

Figure B1: What patients need as they move through the system
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The common problems of smaller hospitals

All interviewees were clear that smaller hospitals face a series of common 

problems, irrespective of country:

• difficulties in maintaining the skills of staff in the recognition and 

treatment of rare conditions

• lack of access to certain diagnostic tools

• resistance of larger organisations to the transfer of patients who have not 

been stabilised

• problems in attracting and retaining staff

• difficulties in maintaining a cohesive and cooperative workforce

• limited infrastructure

• frequently poorer resources.

However, some jurisdictions have paid substantially more attention to 

the problems of smaller hospitals, particularly in countries where rurality 

is a concern. While coherent national policies are rare, federal levers are 

frequently used to promote access, with often quite sophisticated policies 

or structural developments in play at state/provincial level (Rechel and 

others, 2016). 

What is presented here, then, is not a dissection of all aspects of care in smaller 

hospitals in other countries, but rather a presentation of those policies and 

developments that might better inform change in the English context. It 

should certainly not be interpreted as a wish to impose any other national 

system, especially given that all health care systems are flawed in their 

own ways. 
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International models of care

Before we look at models in the other countries, we first set out the basic 

model of care in the UK.

The basic UK model of care

The basic UK model of care has undergone major evolution over the past 15 

years with the introduction of the acute medical unit (Royal College of 

Physicians, 2007). This has rapidly become the dominant model, with at least 

95% of hospitals having one, through which virtually all acutely unwell 

medical patients are channelled (see Figure B2).

More recently, hospitals have been encouraged to develop on-site GP services, 

ambulatory emergency care and frailty services (Ambulatory Emergency Care 

Network, 2018; NHS England, 2014; The College of Emergency Medicine, 

2015). The result is a system of marked complexity, where clinicians and 

managers in one part of the system are frequently unaware of the mechanics 

of care delivery in other parts of the system (see Figure 2).  

ED acute medical unit ward

Figure B2: Basic UK pathway from the ED to the ward
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Our work also found that most hospitals have been developing new acute 

services within the footprint of existing services, that is, ambulatory 

emergency care and, to a lesser extent, frailty services being located within the 

acute medical unit and/or led by acute physicians. In a number of hospitals, 

however, ambulatory emergency care, frailty and other assessment services 

have been developed as geographically and managerially distinct from the 

ED/acute medical unit. The consequence of this is that there are multiple 

points of access to a plethora of services with highly similar functions, that 

is, the initial assessment and management of the acutely unwell patient. This 

has changed the function of many EDs, with an increased emphasis on brief 

Figure B3: Basic service models in acute medicine

Source: Medical Generalism Study

Figure B3: Basic service models in acute medicine
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assessment and then sending patients on to other parallel services. A smaller 

number of hospitals have been working towards the ‘acute care hub model’,  as 

suggested by the Future Hospital Commission (2013), where the distinctions 

between different acute and/or assessment services are blurred or even 

removed. To our knowledge, no hospital has as yet fully implemented this 

model of care. 

Overview of international models

By contrast, models of care in Australia, Canada and New Zealand remain 

remarkably simple, with virtually all patients moving in a linear fashion 

between the ED and the downstream medical wards (see Figure B4). 

While the acute medical unit model has become more common in Australia to 

a certain extent (McNeill and others, 2011), the units there rarely take more 

than 50% of the acute take and tend to be the preserve of either patients 

expected to need only an overnight stay or sicker/undifferentiated patients 

likely to benefit from a higher level of care (see Figure B5). 

 

The Australian, Canadian and New Zealand models tend to vary more on 

the detail of the deployment of different types of staff in the ED and the way 

consultant cover of the downstream medical wards is arranged.  

Acute medical units are also appearing in the Netherlands, but to a lesser 

degree than in Australia and predominantly in larger teaching hospitals. Many 

smaller hospitals in the Netherlands employ a distinct model, consisting of a 

first aid centre, a ward area catering for patients with a predicted stay of fewer 

than 48 hours, an intensive care unit and a facilitated outpatients department, 

with rapid access to diagnostics.

ED ward

Figure B4: Basic international pathway from ED to the ward

ED acute medical unit ward

Figure B5: Basic pathway from the ED to the ward in Australia
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Immediate response to the patient’s presentation at the hospital
Table B1: Immediate response to the patient’s presentation at the acute hospital  

– internationally

Canada Australia New Zealand Elsewhere

Primary 
place of care

• ED • ED • ED • ED
• First aid 

centre (the 
Netherlands)

Diagnostics • Easy access 
to CT

• Poor access to 
MRI

• Easy access to 
CT 

• MRI 24/7 
where 
available

• Easy access 
to CT 

• MRI 24/7 
where 
available

• Facilitated 
outpatients 
department 
(the 
Netherlands)

Interventions • Predominantly 
delivered in 
ED

• Unlimited 
on-call for 
specialities

• Predominantly 
delivered in ED

• Unlimited 
on-call for 
specialities

• Predominantly 
delivered in 
ED

• Moves to limit 
on-call for 
specialties

• Stabilise 
and T/F (the 
Netherlands)

Skills • Concentrated 
in ED

• All work at top 
of skill set

• Concentrated 
in ED

• Dom work at 
top of skill set

• Concentrated 
in ED

• Dom work at 
top of skill set

Expertise • Specialty-
specific 
networks

• All-in 
mentality

• Single 
networks

• All-in 
mentality

• Specialty-
specific 
networks

Other 
support

• Heavy GP/other 
input

• Often only sole 
ED doctor

• Spec regs based 
in ED

• Specialist GPs 
in ED

• Universal 
emergency calls

• Shared space 
with the 
intensive care 
unit

• Cross-trained 
GPs (Spain)



88Rethinking acute medical care in smaller hospitals

1 2 3 4 5 6 7

Primary place of care
In our international work we found that routine entry to the acute hospital is 

almost universally via the ED. Exceptions are patients identified as needing 

admission in an outpatient department (all countries) and where GPs have 

direct admitting rights to hospital beds (Canada and the United States). 

Despite a version of the four-hour waiting time target recently having been 

introduced in Australia (the National Emergency Access Target or NEAT) 

(Council of Australian Governments, 2011), our interviewees all saw EDs 

as the primary place of work for the initial assessment, diagnosis and 

management of the patient. Patients are rarely transferred out of the ED until 

a primary diagnosis has been made and the patient is stabilised. The ED is 

therefore viewed as the critical place for the concentration of resources – staff, 

skills, expertise, technology and so on. 

Diagnostics
A common feature is the relative ease of access to diagnostic CT scanning, 

which is located either within or directly beside the ED. Interviewees 

commented on the necessity of rapidly securing a firm diagnosis, so that 

patients can be accurately triaged and appropriately managed at the 

earliest possible opportunity. Hospitals in Australia and New Zealand have 

substantially better access to MRI scanning than their Canadian counterparts. 

One hospital in Australia reported having access to three MRI scanners, 

including a dedicated acute scanner, while many smaller Canadian hospitals 

have no on-site MRI. Notably, where MRI is available, it is almost always 

accessible 24/7/365.

Access to ultrasound is mixed. We were told that a combination of easy access 

to CT scanning and widespread training of ED staff in very simple ultrasound 

techniques, such as bladder scanning, virtually removed the need for access to 

ultrasound out of hours. 

Access to laboratory diagnostics is more limited, although most interviewees 

reported laboratory turnaround times of under two hours. 

Skills and expertise
Interviewees considered extended skill sets to be the norm for all staff in the 

ED setting. There is a stronger emphasis on consistently working at the top of 
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the skill set for staff in Canada, due to the relative shortage of medical staff at 

junior and middle-grade levels. 

ED consultants are expected to be able to competently deliver almost all 

life-saving interventions for common presentations, such as thrombolysis 

for myocardial infarction and stroke, with the exception of procedures 

requiring interventional radiological support. Interviewees commented 

on the substantial support given to ED staff of all grades to obtain and then 

maintain competencies through both formal and informal mechanisms. 

They also thought that by having the ED as the primary place for the conduct 

of emergency interventions, this supported the broadest possible range of 

high-level skills.

Ways of accessing additional skills and expertise vary between countries. 

All hospitals described considerable work at both national and local levels 

to ensure the ready availability of staff with the necessary skills to deal with 

life-threatening emergencies. All hospitals also described high-frequency/

low-intensity rosters for specialist staff, although the make-up of the 

consultant workforce, and hence the range of skills available, are highly 

dependent on the local hospital context. 

Interviewees were clear that access to specialist skills is highly dependent on 

supporting contractual arrangements. Australia and Canada do not curtail the 

number of hours spent on call, with low numeration for the inconvenience 

of being on call coupled with generous payments for call-ins. New Zealand is 

currently moving to a medical contract that restricts doctors’ working hours; 

medical directors reported concerns about the potential impact of this on 

sustaining on-call services for urgent interventions. 

Other support
Professional and geographical boundaries between the ED and the rest of the 

hospital are always permeable and in many cases blurred. In some places, this 

is due to a relative lack of ED physicians, in which case the ED is supported 

by GPs with extended skill sets (Canada and Spain). However, the presence 

of both consultants and specialty registrars from other disciplines is routine, 

with specialty reviews of newly admitted patients regularly being conducted 

in the ED. The blurring of geographical boundaries is most visible in one New 

Zealand hospital, where the very small intensive care unit is geographically 

next to and sometimes shared staff with the ED.
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All countries described ‘all-in’ policies with regard to emergencies within the 

hospital – the needs of the unwell patient invariably trumping professional 

and geographical boundaries. One smaller hospital in New Zealand described 

specifically having a code for any/all available doctors, with staff at home out 

of hours also expected to respond. 

The policy of ‘putting the hospital to bed’ late at night (11pm to midnight) 

and delegating the main responsibility of ‘running the hospital’ to the ED is 

common, although in some hospitals responsibility switches to the intensive 

care unit. 

Early care and inpatient specialist care
Table B2: Early care – internationally

Canada Australia New Zealand Elsewhere

Primary 
place of care

• General 
wards

• 50–75% 
general wards

• 25–50% acute 
medical unit

• General 
wards

• Mixed 
medical/
surgical 
wards (the 
Netherlands)

Diagnostics • As for ED • As for ED • As for ED

Interventions • As for ED • As for ED • As for ED

Skills • Some specific 
rural training

• Some specific 
rural training

• Expect cross-
skilling

Expertise • Flexible 
approach 
– GPs, 
permanent 
specialists, 
rotating 
specialists

• Acute 
medical unit – 
‘consultant of 
the week’

• Wards – 
variable

• ‘Doctor of the 
day’

• Some 
attempts at 
team models
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Table B3: Inpatient/specialist care  – internationally

Canada Australia New Zealand Elsewhere

Primary 
place of care

• Specialist 
beds rare

• Specialist 
beds on 
general 
medical 
wards

• Specialist 
beds on 
general 
medical 
wards

• Mixed 
medical/
surgical 
wards (the 
Netherlands)

Primary care • GPs
• Rotating staff

• General 
doctors

• General 
doctors

Weekend 
cover

• Variable • Specialists 
– cover own 
patients

• General 
medicine – 
rotating and 
‘pop past’ the 
hospital

• Specialists 
– cover own 
patients

• General 
medicine – 
rotating and 
‘pop past’ the 
hospital

Additional 
expertise

• Internists 
provide 
oversight

• Some rotating 
specialists 
on a periodic 
basis

• Specialist 
consultant 
model

• Specialist 
consultant 
model

Other 
support

• Junior doctor 
role often 
delivered by 
nurses

• Excellent 
junior doctor 
cover

• Stable team 
structure

• Reasonable 
junior doctor 
cover

• Stable team 
structure

Primary place of care
The main place of early care in all hospitals is the general medical ward, with 

the majority of patients being transferred directly there from the ED. While 

most hospitals have some provision for specialist input, they rarely have 

dedicated specialist beds outside of high-dependency areas. Notably, in the 

Netherlands care is regularly provided with medical and surgical patients on 

the same ward. 
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Although acute medical units have become increasingly popular, they are 

not common in the smaller hospitals in our Medical Generalism study. Only 

in Australia did interviewees report having such a unit and these function 

as higher dependency areas for patients with undifferentiated illnesses 

or physiological instability. Some units are also able to provide intense 

multidisciplinary team input into patients with a short expected length of stay. 

Diagnostics
Although it is expected that the bulk of the diagnostic process is completed 

before transfer out of the ED, patients in ward areas still receive very 

good access to diagnostics, with delays being recognised as a threat to 

high-quality care. 

Where present, acute medical units have similar access to diagnostics as 

the ED. 

Provision of care
Arrangements for the provision of medical care on the wards vary 

substantially, although there is universal emphasis on the provision of care 

by generalists. 

In Canada, local GPs provide most of the daily oversight of patient 

management, with appropriate funding mechanisms in place. This is often 

supplemented by one or two general physicians who are either permanent 

staff or come out from a larger hospital. Some hospitals also benefit from 

visiting specialty consultants. Australia described parallel systems for the 

cover of the acute medical unit and the wards, with the acute medical unit 

having its own separate team (consultant/registrar/junior medical officer). 

Approaches to teams tend to follow the ‘firm’ model, with an emphasis on 

stable medical teams delivering consistent care to a defined group of patients. 

However, cover on the Australian and New Zealand wards is split between the 

on-call and ward teams, with often complex working arrangements: in one 

hospital, medical admissions are reviewed by the on-call registrar, but care 

is transferred to the ward team as soon as the patient is moved out of the ED. 

Another described a more traditional ‘consultant/registrar of the take’ model. 
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In Australia and New Zealand, it is uncommon for specialist consultants to be 

responsible for the hospital management of more than three to five inpatients. 

Instead, a ‘consult’ model is almost universally used, with an expectation 

that specialist opinions are delivered in a timely fashion and include a highly 

detailed plan at consultant-to-consultant level. The consult model is also 

common in Canada and the United States, although the consult tends to be  

delivered by visiting specialists rather than hospital staff.

Weekend cover
Weekend cover is variable, with some places having a ‘pop past’ model of 

consultant review, where consultant staff ‘pop past’ the hospital to review 

the patients in lieu of a formal ward round. Others operate a ‘consultant of 

the weekend’ model, where a single consultant is responsible for both new 

admissions and the review of any unwell patients at the weekend. 

Expertise and skill
There was a consensus that working as a general physician (or a specialist for 

that matter) in rural/remote settings demands a different skill set from that 

needed for working in a tertiary urban hospital.

Both Australia and Canada have gone some way in developing specific 

postgraduate training programmes for working in rural/remote areas 

(Canadian Collaborative Taskforce, 2017; Australian College of Rural and 

Remote Medicine, 2013). Beyond this, virtually all interviewees spoke of the 

need for general physicians to acquire and maintain extended skill sets. 

Extended skill sets/cross-skilling are considered to be particularly important 

for non-medical staff in Canada, where the paucity of doctors in rural/remote 

areas has led to a reliance on other clinical staff groups. While Australian 

interviewees considered themselves to be adequately supplied with junior 

staff, they acknowledged that the rural/remote setting posed similar 

challenges to all staff groups, with the development of training programmes 

for allied health and nursing staff.
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Examples of staffing at international hospitals

An average smaller Canadian hospital
Demographics and service provision

• 100 beds

• 18,000 ED presentations a year (50 a day)

• Thrombolysis for stroke and myocardial infarction delivered by ED staff.

All consultant staff

• 1ED  consultant

• 5–8 GPs (ED and inpatient input)

• 3–5 anaesthetists

• 3–5 surgeons

• 1–2 internists

• 1–2 additional consultants on longer rotations

• Regular ‘fly-in’ sessional consultants.

Whanganui Hospital, New Zealand
Demographics and service provision

• Approximately 200 beds

• Serves a population of approximately 70,000

• Transfer for primary coronary intervention, stroke thrombolysis run by ED 

staff, on-call bleed service.

Medical consultant staff

• 8 ED consultants

• 6 general physicians

• 4 intensivists

• 3 cardiologists

• 3 gastroenterologists

• “One of everything else”.

Launceston Hospital, Australia
Demographics and service provision

• Approximately 300 beds

• Serves a population of 250,000

• Does not have neurosurgery, cardiac surgery or complex paediatric surgery

• Full service for everything else.
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Medical consultant staff

• 10.5 full-time equivalent (FTE ED consultants – 5 staff, remainders locum

• 1 FTE director 

• Acute and general medicine: 7 FTE spread over a head count of 11 people

• Geriatrics and rehabilitation: 2 FTE with a head count of 3

• Cardiology: 5.5 FTE with a head count of 7

• Respiratory: 2.5 FTE with a head count of 4

• Endocrine: 1.5 FTE with a head count of 3

• Gastroenterology: 3 FTE with a head of count of 6

• Nephrology: 2.5 FTE with a head count of 3

• Neurology: 1.1 FTE with a head count of 1 plus visiting service 

• Dermatology: 0.1 as 2 visitors

• Haematology: 3.2 FTE including of pathology with a head count of 5

• Medical oncology: 4 FTE with a head count of 4

• Radiation oncology: 1 FTE with a head count of 2

• Intensive care unit physicians: 4.5 FTE with a head count of 5.

Treat and transfer
Almost all interviewees commented on the critical importance of robust 

mechanisms for ‘treat and transfer’ for both emergency presentations and 

deteriorating inpatients. They described two main models:

• tiered, where patients are transferred to the closest unit with 

appropriate services

• straight to the centre, where all patients are transferred to a nominated 

unit, regardless of the originating hospital and bypassing other hospitals 

en route.

Interviewees heavily involved in supporting treat and transfer put forward 

positives and negatives for both models – both have been demonstrated to 

have improved patient outcomes, but both risk patients ending up in the 

wrong place. They thought that transferring patients to the centre likely 

produced better results for more unwell patients, as it minimised the number 

of patient moves, but that it is potentially damaging to smaller hospitals over 

the longer term. The flow of cash following the patient back to the centre 

is problematic and interviewees also observed that once the challenge of 

caring for very unwell patients is removed from smaller organisations, so they 

become less attractive places to work for certain groups of staff, particularly 

surgeons and those with an interest in critical care. 
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Regardless of which model of treat and transfer was in use, interviewees were 

consistent in describing underpinning principles that are essential in making 

systems successful. They emphasised the paramount importance of high-

quality local delivery of care to critically unwell patients. They thought that 

hospitals, rather than individual staff, should be able to deliver appropriate 

care for the first four to six hours after presentation. For even very rare 

conditions, the hospital should be able to respond “like riding a bike”. 

Interviewees said that high-quality infrastructure, at both the sending 

and receiving organisations, is critical. Investment in telemedicine – 

particularly of the types that allow patients to be seen remotely, access to 

real-time investigations and ‘hands-free’ phone discussions – is seen as 

especially important.  

Ease of access to advice and elimination of the need to ‘ring around’ were 

considered to be the main way of reducing many of the frustrations attached 

to the transfer process. In Queensland, there is now a single number for any 

physician in remote areas seeking advice, which connects to a control room 

in Brisbane, which is staffed 24/7 by consultants. When questions cannot be 

handled immediately, it is the responsibility of the receiving consultant in 

Brisbane to contact an appropriate specialist for advice. Where the decision is 

that a patient needs to be transferred, the onus for finding an appropriate bed 

and initial liaison with the appropriate specialty receiving team rests with the 

control room. 

Interviewees thought that control rooms are desirable because of the 

accompanying centralised oversight of assets (that is, staff, different types of 

transport and available beds) across whole geographical regions. The ability 

to make decisions about competing patient priorities, as well as individual 

patients, and to mobilise diverse resources was considered not only to be 

highly efficient, but also to relieve individual clinicians and ambulance staff of 

considerable logistical and ethical burdens. 

Particularly if centralised control systems were in place, interviewees said 

that the response of receiving hospitals should be ‘yes, not no’ to all requests 

for patient transfer. They thought that it is not moral or reasonable if large 

teaching hospitals refuse transfers from much more poorly resourced 

organisations. Moreover, they said that the hours between the notification of a 
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transfer and the arrival of the patient are sufficient for any larger organisation 

to manage any logistical issues. In the United States, the ability of receiving 

hospitals to refuse transfers was removed as part of the federal Emergency 

Medical Treatment and Active Labor Act 1986 (EMTALA) (American College 

of Emergency Physicians, 2013). 

Although not essential to the safe transfer of patients, retrieval teams were 

considered highly desirable when patients require intervention before transfer 

or where transfer times are particularly long. 

While there was no argument that the onus of responsibility for accepting 

and facilitating transfer should rest on the receiving hospital/centralised 

control, clear demarcation around the boundaries of clinical responsibility 

was considered necessary, along with robust patient handovers. Rigorous 

audit and feedback around patient transfers were thought essential at hospital 

(sending and receiving) and whole-system levels. 

Interviewees thought that, due to the complexity and resource-intensive 

nature of transfers, it is not always the best solution for hospitals or patients. 

Stabilising patients, arranging transfers and then making the transfers usually 

equates to many hours of staff time. Requiring staff to accompany patients on 

out-of-hours transfers also potentially jeopardises already fragile cover. Hence, 

other solutions (such as waiting for staff to come to patients) may actually be 

preferable to transfer, particularly when transfers are delayed.

Despite the insistence on high-quality local care, interviewees were clear that 

hard thresholds for transfers are not desirable, as the need for transfers is often 

dependent on the treating clinician’s level of skill. 
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Creating success in smaller hospitals – 
key themes

The hospital and the community

Interviewees were united in their view that smaller hospitals must be viewed 

as an integral part of their local communities and essential to their collective 

survival. Hospitals have an obligation to provide services tailored to meet the 

needs of the local population.

Strong ties with other civic institutions, such as the town council, schools and 

civil services, were thought to not only improve the provision of population 

health initiatives, but also foster a community in which hospital staff wish to 

continue to live and invest. Mobilising local networks to support new doctors, 

their spouses and family to settle into the community have been found to be a 

highly effective way of attracting and retaining skilled medical staff. 

Skills versus expertise

Interviewees felt that recognising and managing the distinction between 

‘skills’,  which are task-orientated, and ‘expertise’,  which is about decision 

making, is an essential component in making smaller hospitals function safely 

and effectively. 

Upskilling all staff is an essential factor in improving patient safety and 

hospital efficiency. It also allows more creative approaches particularly to 

the problem of out-of-hours cover. This should be matched by easy access to 

appropriate expertise to support complex decision making through informal 

mechanisms (for example, ‘phone a friend’)  and formal mechanisms (for 

example, networks, virtual clinics and telemedicine). 

Almost universally, interviewees thought that the ED and the intensive care 

unit are the prime reservoirs of skill, being the only places where ‘the lights are 

always on’ and mostly assigned the responsibility for the hospital out of hours. 

As such, they expected that the ED and the intensive care unit should support 

the management of acutely unwell patients, regardless of their location within 

the hospital. Ensuring that these areas are appropriately staffed is a priority. 
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Team working

Interviewees thought that team-based approaches are important at every 

level – ward, department, hospital and region. Stable team structures are 

considered ideal, but the size constraints of smaller organisations mean 

that the ability to work smoothly across and between teams is often more 

desirable. Collaboration and cooperation should be the default position of 

both individuals and organisations. 

Consultant working and culture

Interviewees emphasised that it is critical to acknowledge that emergency 

work is, by its nature, unpredictable. Flexible approaches to work, 

especially in the out-of-hours setting, are therefore required on the part 

of both the hospital and its staff. This needs to be matched by appropriate 

reimbursement mechanisms.

Consultants in smaller hospitals tended to appreciate the high degree of 

autonomy over their working arrangements and this was frequently seen as a 

motivation for working in a smaller hospital. This autonomy, however, needs 

to be balanced by stringent governance and expectations of accountability.

The ‘Cycles of Doom and Virtue’ were described as being amplified in smaller 

organisations. Good behaviour and cooperation across the workforce tends 

to be self-reinforcing. However, problems with disaffection can spread rapidly 

and the loss of a single member of staff can represent a substantial burden to 

colleagues. Creating and maintaining a happy, united workforce is considered 

therefore to be a primary organisational aim. Poor behaviour and staff 

shortfalls also need to be rapidly addressed. 

Other countries were more sympathetic to consultants working across 

multiple organisations. Although this stemmed from some systems having a 

substantial private component, working in two or more public hospitals, either 

on a sessional or rotating-block basis, is not uncommon. This is seen to have 

benefits for smaller organisations, as it helps to maintain skills, enhances job 

diversity and makes consultants less inclined to leave. 
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Approach to the education and training of junior doctors

Interviewees in Australia, Canada, New Zealand and the United States 

shared similar views on the key elements needed to support the training of 

undergraduate and postgraduate doctors in medical generalism:

• ‘Get them early’ – the earlier the exposure to the remote/rural 

environment, the more likely the student/doctor is to report a 

positive experience.

• ‘Going country’ should be the expectation of all medical students and 

junior doctors. Hence, education should equip doctors with the basic skills 

required to make decisions in relatively resource-poor environments. 

• ‘A doctor is a doctor’ – all medical staff have skills and experiences that are 

of benefit in smaller hospitals and all should be expected to function at the 

top of their licence.

• Role models are highly influential. Care should be taken to select mentors 

and supervisors for ‘excellence’.

• Smaller hospitals represent an ideal opportunity for very junior doctors to 

become competent in a wide range of practical skills, while also providing a 

near-ideal environment for senior trainees looking to move into consultant 

practice. Supervision should therefore be tailored to the needs of the 

individual trainee. 

• Engagement with the local community is essential, as it reveals the needs 

of the population, demonstrates how the different non-hospital facets 

of health and social care are delivered and fosters understanding of the 

complex relationships between the hospital and the people it serves.

• The successful delivery of medical education to learners in remote sites 

requires substantial investment in infrastructure, especially technology to 

support ‘virtual classrooms’,  online learning communities and access to 

electronic libraries. The benefits of this go beyond supporting students and 

extend to the wider hospital.

Credentialing and continuous professional development

Given that the quality and safety of care in smaller hospitals is dependent on 

staff having extended skill sets, respondents from all countries emphasised 

the importance of supporting continuing education. Almost all reported 
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that highly liberal training budgets are a necessity, rather than a luxury. One 

medical director from New Zealand commented that his training budget 

is “uncapped”. 

Interviewees thought that investment in external training has benefits 

beyond its educational value. Isolation from specialist colleagues and the 

development of idiosyncratic practice were felt to be a risk for clinicians in 

smaller organisations, which is mitigated by attendance at external meetings 

and participation in professional organisations. 

Credentialing and continuous professional development programmes 

differ across jurisdictions, with New Zealand having the most sophisticated 

approach (see Appendix A). Respondents from New Zealand were extremely 

positive about credentialing at the organisational level. A number of medical 

directors spoke of the ability to ‘value base’ aspects of credentialing. This 

allowed them, for example, either to not hire or to constructively dismiss 

specialists who performed clinically well but did not have attitudes or 

exhibit behaviours that chimed with the organisation’s ethos. It also allowed 

clinicians across all services to develop and maintain the skills necessary 

for interdisciplinary working and created more interesting job plans. The 

requirement for collegial relationships also served to strengthen relationships 

between departments.  

That the New Zealand Medical Council requires hospitals to benchmark 

performance against similar hospitals, rather than insisting that smaller 

hospitals achieve the same standards as their much larger counterparts, 

was seen as entirely positive, rather than an admission of the existence of a 

two-tier system. This was supported by the Medical Council’s strong focus 

on generalism at the national level and the existing concentration of very 

specialist services in a small number of units (New Zealand has, for example, 

only one specialist paediatric hospital). 

Interviewees considered the process of credentialing and the mandatory peer-

review component of New Zealand’s continuous professional development 

as pivotal to promoting mature discussions with individual clinicians and 

with teams about what services should be provided to the local population 

and addressing dips in performance. They were also seen as being potentially 

protective of clinicians by acting as a brake on what organisations can demand 
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from clinicians (for example, protection from overworking and acting outside 

of a defined scope to meet targets). 

Respondents from Australia and New Zealand also noted the move towards 

the use of performance-based frameworks by the Australasian Royal Colleges. 

Pioneered by the Royal Australasian College of Surgeons, the frameworks 

cover both technical and non-technical aspects of medical work and examine 

behaviours and attitudes. It was considered that while such a framework is 

more labour intensive both for the individual clinician and administratively, it 

is likely to give a better perspective of clinician performance and begin to tease 

out the interpersonal and behavioural issues that are important to address in 

the smaller hospital setting. 

Specialist versus generalist patient care

There was consensus that a generalist approach to patient care is essential. 

Most models focus on a larger pool of generalist staff with a ‘plus one of each’ 

approach to specialist recruitment. Specialists were considered a valuable 

resource – to be used sparingly to add to a patient’s care. 

The return of generalism

The continued survival of rural and remote hospitals in Australia, New 

Zealand and some parts of Canada was consistently attributed to a resurgence 

of interest in general medicine.4  Several interviewees spoke at length about 

their involvement in driving this particular agenda.5

In all three countries, the revival of generalism was sparked at the grassroots 

level, rather than being led from the top down. In each case, a willingness to 

embrace ‘radical honesty’ about the quality of care in smaller communities, 

which frequently have poorer access to health care, was the starting point 

for often quite difficult conversations about how patient and population 

outcomes could be improved. 

4 A discussion of the American hospitalist movement is beyond the scope of this report.

5 Where interviewees have published on particular issues, references have been added.
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The case for change was consistently framed around the critical importance 

of hospitals in smaller communities – ‘no hospital, no town’.  Not only do such 

hospitals provide a substantial proportion of urgent care, they also form a hub 

for the provision of a host of other services and act as an attractor for general 

practice. Their economic importance was also emphasised. Hospitals are 

usually one of the largest employers in any district, as well as being a major 

trading partner for other businesses. Conversely, poor access to health care 

is a major deterrent for people looking to relocate and a particular problem 

for countries heavily dependent on primary industries that sit in remote and 

rural locations, such as mining, farming and adventure tourism (Allen and 

others, 2015; Davis and Allen, 2014). The economic discourse was linked with 

broader discussions around social justice and political accountability (Strasser 

and others, 2013). The failure to support smaller hospitals was translated into 

governments’ failure to secure citizens’ fundamental rights to equitable access 

to health care (Chater, 2008; Fleet and others, 2013). 

These powerful narratives were harnessed to agendas around research, 

medical education and training at all levels, funding mechanisms and 

regulation to reinvigorate generalist practice in rural and remote hospitals 

(Hogenbirk and others, 2015b; Pashen and others, 2007).

Although the revival of generalism initially focused on ruralist practice, it 

has since infiltrated into other disciplines. In Australia and New Zealand, 

for example, the general medicine programme now attracts the second 

greatest number of physician trainees (only cardiology attracts more), while 

the number of trainees in general internal medicine in Canada continues 

to rise from an all-time low in 2007. Rural generalist programmes are being 

developed in Australia and Canada to support nurses, physiotherapists and 

other allied health professionals (Services for Australian Remote and Rural 

Allied Health, 2017). 

Respondents also pointed to the research around the positive impact of 

generalist programmes. In Australia and Canada, rural medical schools have 

acted as a magnet to attract and retain medical students and trainees, with 

traditional workforce shortages in certain locations either disappearing or 

being substantially reduced (Strasser and others, 2013; Greenhill and others, 

2015). More importantly, the provision of rural training programmes has been 
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found to have unexpected socioeconomic benefits, through the expansion 

of rural health care provision, the development of community capacity and 

opportunities for innovation (Hogenbirk and others, 2015b). 

Conclusions

In summary, there are a number of important lessons to be drawn from 

international experience: 

• There are benefits to simpler ‘front-door’ systems with more pooling of 

medical resources.

• Models ensure that there are broadly skilled medical staff able to work at 

the top of their licence.

• Other countries have on-call arrangements that are more flexible and 

recognise the difference between frequency and intensity.

• There are high levels of early access to diagnostics, especially CT.

• Professional and geographical boundaries between the ED and the rest of 

the hospital are always permeable and in many cases blurred.

• Both Australia and Canada have gone some way in developing specific 

postgraduate training programmes for working in rural/remote areas. 

Beyond this, virtually all respondents spoke of the need for the acquisition 

and maintenance of extended skill sets for general physicians and in some 

countries for other clinicians as well.

• Almost all interviewees commented on the critical importance of robust 

mechanisms for ‘treat and transfer’ for both emergency presentations and 

deteriorating inpatients. 

• Upskilling all staff was considered an essential factor in improving patient 

safety and hospital efficiency. It also allows for more creative approaches 

particularly to the problem of out-of-hours cover.

• The ED and the intensive care unit were almost universally considered 

to be the prime reservoirs of skill, being the only places where ‘the lights 

are always on’ and mostly assigned the responsibility for the hospital out 

of hours. Interviewees expected that the ED and the intensive care unit 
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should support the management of acutely unwell patients, regardless 

of their location within the hospital. Ensuring that these areas are 

appropriately staffed was considered a priority.

• There was consensus that a generalist approach to patient care is essential. 

Specialists should be considered a valuable resource – they are to be used 

sparingly and they must add value to a patient’s care.

• Training, credentialing and continuous professional development look 

quite different in  Australia, New Zealand and Canada and an important 

part of supporting their models of care.
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