Scottish Intercollegiate Working Party on:
Acute Medical Admissions and the Future of General Medicine

Foreword

Over recent times there has been an inexorable year-on-year increase in acute
(emergency) medical admissions throughout the United Kingdom which in the last
five years has accelerated greatly. Throughout this period radical changes in the
processes for delivering health care have taken place, which include an increase in
specialisation and a diminution of hospital beds. The latter has created difficulties for
patients in access to care and the former, by inadvertently promoting a decline in

general internal medicine, has led to problems in the quality of care.

These concerns are now of international interest, but as Scotland moves towards a
substantive measure of political devolution the Scottish Medical (Physician) Colleges
considered there would be value in establishing a broadly based intercollegiate group
that contributed both to the growing debate and added Collegiate support to

developing outcomes.
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‘Diseases desperate grown are by desperate appliance relieved or not at all.'
William Shakespeare, 1601.

‘I have heard the fear expressed that in this country the sphere of the physician

proper is becoming more and more restricted, and perhaps this is true; but |



maintain...that the opportunities are still great, that the harvest truly is
plenteous, and the labourers scarcely sufficient to meet this demand.’
Sir William Osler, 1897.

"Specialism is inevitable, and having accepted it we must examine its
limitations....disease is no specialist. Patients do not consult us because
certain organs are affected, but because they feel ill.'

Sir Heneage Ogilvie, 1948.
Introduction

Over the past 20 years there has been a steady rise in acute (emergency) medical
admissions in the United Kingdom, including Scotland. In the 1980s this rise was of
the order of 3% per annum, but it rose to approximately 4% per annum in the 1990s
with an even more rapid rise in 1995/96. This inexorable increase has had a
significant impact on medical services, not least because increasing admissions,
along with a concomitant reduction in turnover time, inevitably means an increase in
workload. This has wide-ranging implications for the quality of patient care, the costs
of running the service, the availability of specialist services, the impact on community
services, and the training of doctors and other health professionals. These two
decades have also seen many other changes in the health services in the UK. These
include radical changes in the training of physicians, both at general professional
level and at specialist training level. Furthermore, increasing specialisation in
medicine is leading to a perceived lack of clarity about the future of general internal
medicine and the role of the general physician (Turnberg et al, 1996). How will the
acute general medical patient of the future be looked after? Who will look after this

patient and how will he or she be trained?

New patterns of health care are emerging. For example, the role and the required
number and distribution of major hospitals throughout the UK is under active debate,
and the concentration of emergency surgical services into a smaller number of district
hospitals has been proposed in England and Wales (Royal College of Surgeons of
England, 1997). The development of a primary care focussed Health Service is of

crucial significance to the Royal Colleges. With the advent of devolution in Scotland



there is now an increasing need to focus attention on the problems particular to

Scotland itself.

The medical Royal Colleges of Scotland asked the working party to examine these
Issues, to identify the problems and to indicate ways in which these problems might
be addressed and the directions which future planning should take.

It was recognised at the outset that this remit was potentially very wide and there was
linkage with a range of issues facing the Colleges, health planners and the health
professionals. Furthermore, there is a severe paucity of data on which to develop
evidence based proposals. The working party, therefore, began a range of
consultations in the summer of 1996, and the following is a distillation of many of the
views expressed and an attempt to focus the debate while at the same time making

some practical suggestions for the future.
Background
Acute Medical Admissions

Figures from the UK nationally indicate that between 28% and 44% of “consultant
episodes' in medicine are coded as ‘general internal medicine'. Between 80% and
95% of all general medical admissions are acute/emergency admissions, the figure
being somewhat higher for district general hospitals and lower for teaching hospitals
(Table 1). In Scottish hospitals emergency medical admissions increased by almost
50% between the years 1981 and 1994 (Kendrick, 1996).

Table 1
Some Characteristics of Acute Medical Admissions in Scotland.
41% of admissions over age 65-years
26% of patients have been admitted three or more times with medical
emergencies in previous five years with same condition
62% of admissions are between 9 am and 7 pm

38% of admissions are between 7 pm and 9 am



The two largest diagnostic categories -
Cardiac 22%
Respiratory 14%

34% of patients admitted are from high social deprivation areas
(DEPCAT score 5-7)

29% of patients admitted are self-referrals

(Figures reproduced by permission, with thanks - Donaghy et al, 1997)

The causes of this rising load of medical admissions are complex and still imperfectly
understood (Capewell, 1996; Donaghy et al, 1997). Factors which seem to be

important include:

= Demographic changes (increasing age of population).

= Social deprivation.

= Increasingly high turnover associated with multiple admissions and re-
admissions.

= Technical advances.

= Increased patient and GP expectations.

= Treatment ‘success' with prolonged survival of the chronic sick.

Increase in morbidity in specific areas is probably only a minor factor, and in Scotland
is probably largely confined to childhood asthma, poisoning and possibly chest pain
(Kendrick, 1995; Capewell, 1996). Patient expectations are higher and the threshold
for hospital admissions may also have fallen. Social deprivation and the availability of
community services clearly has an important impact on medical admissions and
discharges. (Duffield et al, 1997; Lancet [Editorial], 1997) At times there may be
surges of increased admissions such as in the winter of 1995/96. At these times the
levels of variation (national, local and random) may come together and compound
the unfavourable circumstances (Kendrick et al, 1997). In these cases staff sickness,
particular disease problems (such as Methicillin Resistant Staphylococcus Aureus
[MRSA]), and changes in local circumstances will all play their part. A further
important factor appears to be defensive practice and fears of "missing something'
both by GPs and hospital staff (Donaghy et al, 1997).



It has been suggested that anything from 10-20% of acute medical admissions could
be “inappropriate’ and the emergency might have been dealt with in an alternative
way than by admission to an acute medical unit (Victor 1994; Coast et al, 1996;
Hobbs et al, 1997). It must be emphasised that these are retrospective value-based

judgements and cannot imply that 10-20% of acute beds could be relinquished.

The result of increasing pressures on medical admission is unacceptable patient
practice such as frequent decanting, long waits on trolleys and early discharge. In
addition there are other unsatisfactory repercussions on staff and management. For
staff there are, for example, the increasing stress of pressure from patients and
relatives, problems of cross cover and exposure of staff to unusual and unfamiliar
medical problems. Furthermore, faster patient turnover ("conveyer belt medicine’)

reduces the quality of care and increases pressure on staff - especially nurses.

For management there are the problems of diversion of scarce resources, increasing
costs, possible problems of inter-trust co-operation (for example, where the acute
medical services and the geriatric services are in different trusts) and problems in the

social service, with knock-on effects on hospital services.

The problems of acute medical admissions vary geographically. Some teaching
hospitals perform a major “district general hospital' role while others do not (and may
therefore be able to “filter' admissions). By contrast, small hospitals, for example in
the Islands, will have special problems and very little flexibility to cope with surges in

admissions.

During the last few years there has been a policy of a steady reduction in the total
number of acute beds. Predictions for bed need are inevitably difficult to make
(Munro, 1994). The basis for the models currently in use has been questioned and
merits re-examining (Dunnigan, 1997; Appendix Il). The overall availability of

community services is absolutely crucial to the implementation of this policy.
The Changing Face of Internal Medicine

Patterns of delivery of care in general medicine vary widely according to geographic
factors. Physicians in smaller district hospitals, especially those in the Highlands and

Islands where there may be only one or two physicians, while cultivating one or more



special interests or particular skills (for example endoscopy, cardiac pacing) have to
maintain a very broad approach to general medicine and handle a wide variety of

problems. Furthermore, they have no local access to specialised advice or units.

Despite increasing specialisation and the obvious difficulties of keeping abreast with
more than a fraction of new medical knowledge, many physicians in larger hospitals
and teaching centres still cover some general medicine and deal in "acute take' or
“acute waiting' while, at the same time, developing a major special interest. There are
exceptions to this, including most neurologists. Increasing numbers of specialist
physicians are tending to seek withdrawal from acute general medicine and acute
medical take, and also from “cold' general internal medicine. This may involve in
particular those physicians with specialities with high-technology work loads. In some
large hospitals, certain physicians (for example diabetologists) are seen as a
dwindling core of general physicians. In some centres, physicians with interest in
care of the elderly have an increasing general medicine role, although many would
see this as not necessarily the most appropriate development in geriatric medicine.
Consultants with dual accreditation may wish to take an increasingly-defined role in
acute medical admissions. Some general practitioners will see in their future

perspectives an increasing role as "the general physician'.

The gradual change from consultant-led to consultant-based hospital medical
practice has yet to be fully evaluated. However, it is closely related to the major
changes in junior hospital staff training, general professional training at SHO level,
and specialist training. The introduction of the “new deal' for junior staff is already
having a profound effect on training, and the effects of the implementation of the
Calman proposals for medical training have yet to be evaluated.

In addition, while not impacting directly upon acute/emergency care, the increasing
role of other health professionals in general medical management ("skillmix’) is
becoming appreciated, for example nurse practitioners in diabetes and asthma. A re-
examination of the role of doctors and their training is a constant necessity (Hewett-
Silk, 1995).

Professional Issues



The face of medicine is changing for a variety of reasons. It is a victim in part of its
own success with a resultant increase in complexity and cost. At the same time there
is an increase in public awareness and a desire for patient choice and autonomy,
rising demands from patients and from the general practitioners and the constant

pressure for cost restraint.

While disputed by some economists, there is a wide perception of underfunding in
the health service in which the demand for services is seen to exceed the available
resources (Appendix I). Any central policy of a gradual shift of resources from
secondary/tertiary care towards primary care is perceived as a major threat to the

hospital service and to the recruitment of skilled staff.

Increasing stresses in the system inevitably have an impact on the quality of care of
patients. Problems in emergency care will inevitably have a detrimental knock-on
effect on the capacity to undertake elective care.

An approach to the issues

Change is a characteristic of a living “organism'. It is likely that the face of general
medicine will be substantially different in 10-20 years from now and most affected will
be those entering general professional training at this present time (Ward, 1996).
Hence the importance of the new training culture which is just being introduced. It is

essential that in order to be productive and successful change must be:

= directed as a means of improving patient care,
= accepted and driven by those concerned,

= flexible to circumstances and needs,

= presented as opportunity rather than threat,

= sensitive to the anxieties and concerns of staff involved.

The physician of the next decade must be responsive to changes in medical practice.
This involves maintaining professionalism while, at the same time, accepting new
concepts of the clinical team and appreciation of the values of skillmix (Bennett et al,
1996). Management of medical emergencies involves willingness to explore new

models of care.



Large hospitals might consider appointing physicians in acute care medicine (or
general physicians with a special interest in acute care). This is closely allied to
critical care medicine, though somewhat distinct from conventional intensive care
which is often led by anaesthetists. The importance of such an appointment is that
one clinician has a continuing professional commitment to the delivery of acute care,
and a responsibility for organising that care, and for promoting training and
continuing education. It is not a replacement for general internal medicine; the bulk of
emergency medical care would still be carried out by his/her physician colleagues.
However, career structures and training for this type of physician are, as yet,
rudimentary and the Colleges should consider setting up a working party to address

these issues. A few such physicians are already in post.

For smaller hospitals, organisation of acute care must be adapted to local needs, but
the small number of physicians involved need help to maintain educational and
quality standards. The Colleges' CME role is expanding rapidly but there is a need for
more regular courses in acute medical care. Innovative moves to support the small
peripheral hospitals could include regular day release sessions in DGHs/teaching
hospitals (e.g. X-ray conferences, case discussions, involvement in undergraduate

teaching, etc.) and realistic rotation of junior medical staff.

A programme of secondment and periods of sabbatical leave for isolated general
physicians should be considered for Scotland; local hospital authorities would require
to recognise the importance of this. There is, however, no evidence to suggest that
care and training in the smaller hospitals in Scotland is not, at present, of a very high

standard.

The abandonment of the general medical model and the retreat into specialised care,
as has occurred in some Western countries, has superficial attractions (Eastwood,
1997). It still depends upon adequate triage either at general practitioner level or at
the hospital's door (or the Accident and Emergency Department) and leaves little for
the patient whose illness does not fit into a neat category or who has multi-system
disease. There is abundant evidence that rapid admission to special units such as
coronary care units and gastro-intestinal bleeding units accelerates and improves
care, focuses effectively on the problem and reduces mortality at the same time as

efficiently concentrating trained staff. However, these units carry their own dangers



and they do not obviate the need for acute general medical receiving. The feeling of
most clinicians seems to be that such special units should work in close parallel with
a structured receiving system, which in the case of medium and large hospitals
involves a specific receiving area or assessment unit. The separation of services for
the care of the elderly from this structure, as still happens in some areas, seems
bound to lead to problems.

There needs to be a continuing debate within the Colleges on the relative roles of
specialist and generalist in the delivery of care. In the USA this has already included
“planned or integrated programmed management' and the interesting concept of

“principal care physician' (Eastwood, 1997).

Physicians and their junior staff, who look to them as role models, must actively strive
to maintain a culture of general internal medicine. Dual accreditation and regular
practice in general internal medicine and a specialty in all but the most refined tertiary
situations is a critical element in this culture. Opting out of acute medical receiving or
take should be considered only within the context of clear directorate and trust
policies and its consequences carefully assessed. Most clinicians in any case will
welcome the balancing and leavening effects of an element of acute and general
medicine in their workload, given reasonable working conditions and quality of
professional life. It is therefore essential that, along with this, the issues raised by the
recent studies into working practices, morale and satisfaction among both junior and

senior medical staff are addressed.

The goal of all these considerations is the highest standards of medical care for
patients. Contented and well-cared-for patients are found in contented and well-
organised wards and units which are operating to agreed standards of practice.

Delivery of acute medical care

Patterns of delivery of acute medical care in Scotland are variable (and somewhat

different from those in England) because of geographical factors.

Small peripheral hospitals usually operate with a single medical admission unit,
possibly with the addition of a small coronary care or high dependency nursing area.

The staffing is usually a pair of physicians (in two instances a single-handed



physician) who operate an arduous one-in-two call. It is becoming increasingly
difficult to recruit physicians into this type of post. Every effort will have to be made to
make such posts attractive and it is difficult to see how this can be achieved without
an increase in the senior medical establishment. Such hospitals' consultants will
require extensive training in general internal medicine. Colleges should address with
some urgency the specific issue of recruitment and training into this kind of post. The
grouping together of such physicians into what might loosely be called the
"Association of Small Hospital Physicians' with the aim of stimulating specialist
structured CME, periodic secondment and mutual interest meetings would seem

helpful.

Larger hospitals throughout Scotland operate a varied pattern of receiving systems
(Appendix Il1). Twenty-six major hospitals throughout the country carry out acute
receiving, ranging from large teaching hospitals to smaller district general hospitals.
While some still maintain a traditional model of acute medical receiving, with patients
admitted under a specific consultant for a specified time (12 or 24 hours), there has
been an increasing trend during the last five years or so for the adoption of specialist

structured arrangements called variously:

= acute or emergency receiving units,
= acute or emergency admissions wards - medium stay,
= medical receiving rooms,

= acute assessment or triage units.

One major hospital (Ninewells Hospital, Dundee) has had an acute admissions unit
since its inception 25 years ago. New patterns of receiving are being actively
explored and models developed as, for example, the "Paisley pattern' and the
“Stobhill pattern'. A comprehensive review of these patterns formed part of the
background work for this report (Appendix IlI) and a modified version of this has now
been published (Dorward, 1997). Most major hospitals adopting new patterns of care
centre these on a specific admission area into which patients are admitted directly or
after initial triage in the Accident and Emergency (A&E) department (as in Edinburgh
Royal Infirmary) either with or without specific coronary care facilities. One major

hospital (Aberdeen Royal Infirmary) is experimenting with a triple unit system, each



receiving area being on take one day in three. There is also direct admission to the
coronary care, gastrointestinal bleeding and stroke units.

It is difficult to see how the progressive rise in medical admissions can be handled
without widespread use of structured receiving areas. Out of necessity, there will be
wide variation in this according to local conditions and circumstances throughout

Scotland.

The key features of such a system include:

= short stay with effective discharge planning and support,
= effective involvement of geriatricians,
= “fast track' investigation,

= consultant-led service - close consultant guidance.

The advantages of such a system include:

= concentration of medical and nursing expertise in one area and during
the critical period,

= less disturbance in other wards throughout the hospital,

= thereduction or abolition of decanting (except in major crises) provided
step-down beds are available,

= theintroduction of suitable shift systems for junior medical staffing,

= overall improvement in morale,

= ameans of facilitating diagnostic pathways to improve the quality of

acute patient care.
The disadvantages inherent in the system are:

= many patients have to move at least once into a step-down area or
specialist unit,

= the system is highly pressurised with occasional crises,

= the possibility of mixed-sex wards,

= amajor problem of loss of continuity of care for both medical and

nursing staff.



The views of patients about these systems are largely unknown as yet. A study is
clearly needed.

A number of factors are essential to the success of the system:

1. Since this is a consultant-led service, there needs to be a sufficient number of
trained "generalists'. This underlines the crucial importance of the Colleges and the

profession in maintaining the status of the General Physician.

2. There should be clear administrative and professional leadership and a physician
with overall responsibility. In larger hospitals this might be a physician specifically
trained as an "acute care physician' or “critical care physician'. In smaller areas this
might be a general physician with a special interest and who has a clear
responsibility for the receiving system. He/she should be supported by an

Admissions/Discharge Monitoring Group.

3. Satisfactory discharge arrangements, including weekends and holidays, are crucial
and involve first class liaising with primary care, community and social services.
Hence the importance of the trusts establishing admission/discharge monitoring
groups and perhaps a specific discharge co-ordinator. Adequate ambulance

arrangements, especially at weekends, are also important.
4. Special discharge facilities should be encouraged and could include:

= pre-discharge waiting lounges,

= special pharmacy arrangements for rapid supply of drugs,

= greater use of "hospital car' or taxi services to relieve the load on the
ambulance service,

= special communications systems to GPs,

= special communication systems to community services and social work

co-ordinators/care managers.

5. Successful “clearance’ of the receiving area depends upon daily visits by members
of the department of medicine for the elderly and a psychiatric service available on a

24-hour basis. Satisfactory transfer arrangements to the back-up wards and specialty



units are also critical to success, otherwise the admission unit cannot function

properly.

6. Sufficient staff should be appointed to make sure that the system works with
adequate shift/rota systems within a properly constructed training programme. The
physicians in charge will need to liaise with the relevant postgraduate tutor.

7. There should be a co-ordinated policy of nurse training and nurse development,
together with an examination of those areas of care which can accommodate an
extended role for nursing staff. This should be seen as a positive development and

not simply as a means of saving a Senior House Officer some work.

8. Fast track emergency laboratory and radiological investigation is crucial on a 24-
hour/7-day basis. Ultrasound scanning, Doppler scanning, CT scanning and, where

possible, nuclear medicine should be readily available as required out of hours.

9. There must be effective use of support services including physiotherapy and
occupational therapy, in order that fitness for discharge can be assessed and rapid

mobilisation effected.

10. Consultant-led receiving rounds should be carefully timed and structured and
consultant and junior staff commitments should be adjusted to take account of the
precedence of the acute receiving (i.e. advance cancellation of clinics and lists). In
some cases this may be facilitated by a “physician for the week' system (Worth and
Youngs, 1996).

11. A full range of communication services must be available, including immediate
laboratory results. All trusts should consider the rapid implementation of computer
systems to allow immediate communication with general practitioner surgeries and

health centres.

12. Adequate clerical and secretarial support is essential and should be considered
one of the highest priorities in the hospital. Standardised discharge letters facilitate
communication (as described in the Immediate Discharge Document, SIGN, June
1996).



13. The development of agreed and locally-owned guidelines/protocols for the
management of common conditions should be available, agreed and implemented
throughout the directorate. This will vary in individual circumstances and will depend
upon the availability of such services as coronary care units, Gl bleeding units, stroke

units and toxicology units.

Clear guidance on selection of patients for transfer or direct admission to such units

must be available and agreed.

14. The number of beds in the acute receiving unit must reflect average usage and
fluctuations and should exceed the average take numbers. Contingency
arrangements should be made for critical periods (e.g. “flu' epidemics, specific
infection problems) and a clearly defined policy regarding “overspill' outwith the
medical directorate beds should be available so that it can be implemented at any
time, day or night. A system must be established to provide a rapidly operational

overspill area to avoid:

= distribution of ill medical patients into many scattered beds,
= disruption of planned and elective surgical procedures with adverse

consequences for surgical patient care and for higher surgical training.

This facility may prove relatively expensive to operate but is essential and not a

luxury.

15. Such bed number policies must integrate with the overall bed policy for the
hospital. This will clearly vary according to the size of the hospital, the nature of the
backup wards, the degree of specialisation in special units, and geographical
considerations. Trusts should consider appointing a bed manager of sufficient
seniority who can make accurate assessments of bed availability, and take rapid
executive decisions to reduce as far as possible the evils of decanting. The authority,
role and protocols for action of the bed manager must be clearly defined and agreed.
It should not be a duty of medical and nursing staff who are looking after patients to

be involved in this process of bed finding.

16. Close liaison with staff in the A&E department is crucial to the success of the

system. Whether patients are admitted through A&E or not, the senior A&E staff



should share in the development of management protocols, and should be
represented at senior level on the admission/discharge monitoring group.
Communications between A&E and the admissions area must be adequate and rapid
portering services available. Where preliminary investigation is a regular feature of
the A&E service (for example, admission chest X-ray) the liaison facilities must
address this.

Alternatives to admission

Admissions units should consider ways of reducing admissions by innovative means
while, at the same time, responding to the needs of local practitioners. For example,
a small assessment area within or adjacent to the receiving unit could allow rapid
appraisal by senior staff of patients (with chest pain, for example) whose need for
admission is not certain (Wanklyn et al, 1997). Availability of urgent (within 24 hours)
medical out-patient appointments and rapid ‘programmed investigation systems' can

also significantly relieve pressure to admit patients.
Audit and accreditation

It is essential that an adequate system of monitoring admission and discharge
processes is introduced, and this should be under the overall control of the
admission/discharge monitoring group. Regular audit of the effectiveness of the
system should be made and required as a trust/health board policy. This is essential,
not simply to ensure that the system is as efficient as possible, but also to indicate

where resource needs develop and are not being met.

There is, as yet, no centralised development of organisational audit to assess
performance success and failure. There is a need for a national hospital assessment
system to allow external as well as internal audit. Consideration might be given to a

national system of accreditation.

Recently, detailed criteria have been developed for setting standards of care in both
Acute Medical Admissions and the crucially related area of Discharge Care. (Service
Standards for Emergency Medical Admissions, 1997; Service Standards for
Discharge Care, 1997) A systematic evaluation of the existing initiatives for coping

with rising acute admissions is urgently required (RCP-NHS Confederation, 1997).



So far, only one study has set out to assess specifically the effectiveness of the new
admission system in Scotland but its conclusions are positive and encouraging
(Hanlon et al, 1997).

Integration with other services
Acute Admissions/A&E Department Interface

There is considerable local variation in Scotland in the function of A&E departments
in handling acute medical emergencies. Some departments are highly equipped and
have overnight/short-stay beds for observation and management of simple
conditions. A few A&E departments handle the majority of acute poisonings. Many
departments act as the first admission area and carry out triage. In pilot schemes,
both general practitioners and specialist nurse practitioners have been involved in
triage areas. All A&E departments will be faced with acute medical emergencies, if
only from 999 ambulance calls. A substantial number of acute medical emergencies
are self-referrals to A&E departments (Hobbs et al, 1997). In Ninewells Hospital,

Dundee, this amounts to more than one in three (Duffy, 1997).

It is essential, therefore, that close liaison is achieved both at local level and national
level. Locally, the A&E consultant/senior staff should be in regular contact with the
acute admissions group and should be represented at this level on the
admission/discharge monitoring group. Nationally, the Colleges might consider
setting up a small working party to liaise between medicine and the Faculty of
Accident and Emergency Medicine to look at issues, particularly training. Many A&E
departments are experiencing difficulties in staffing and clearly adequate professional

fulfilment is an important issue.

The role of the A&E consultant in acute medical care would be another issue for a
joint working group to define. The importance of this interface has been underlined in
a recent report on A&E services (Central Consultants And Specialists Committee,
1996).

General Medicine/Geriatric Medicine Interface



It is self-evident that the success of an acute medical admissions system depends
upon warm and satisfactory relations with the services for the care of the elderly. The
fact that, in some areas, the entire geriatric service is in a different trust to the acute
services trust is perceived as a conceptual disadvantage and a practical problem.
The long-standing guidance from the British Geriatrics Society is that geriatric
assessment beds should be in the district general hospitals, and that at least half of
the rehabilitation beds might be situated there also. Age should not be regarded as
relevant with regard to access to specific investigation and special care and
‘common entry' represents a fair and pragmatic approach. Fast, full and effective use
of hospital services needs geriatric input into the acute stages of illness. Planning for

common assessment and dual receiving systems is important.

The range of geriatric services varies in different areas and there are different models
of care (Appendix IIl). These include the needs-related model, an age-defined model
(a little over half the services) and an integrated model. The relative merits of the
traditional geriatric models, the integrated models and the age-defined models have
recently been the subject of debate (Thomas et al, 1994). In practice, many Scottish

services have features of more than one model.

Geriatric/general medicine integration will have to develop according to local
circumstances and availability. Whenever possible, services should be combined in a
single trust. The patients' needs remain, as always, the prime concern and "above

the system'.

The British Geriatrics Society, on commenting on acute medical care of the elderly
and the relationship between geriatric and general medical services, has made a

number of recommendations for good practice. These include:

| the importance of all geriatric medical departments participating in acute medical
services for the

elderly,

| the importance of adequate preparation and planning for discharge of elderly
patients from both medicine
and A&E departments and adequately-promoted guidelines.



It has been suggested that junior staff of all grades in geriatrics should have a period
of general medical training and, wherever possible, posts should form part of rotating
schemes with general medicine. There is also a suggestion that all junior medical

staff in training for general medicine should spend a period in geriatric medicine, but

this is more difficult to implement.

Hospital/Primary Care Interface

Care in the Community

The careful balance between community/primary care on the one hand and
secondary care on the other is vital for the management of acute medical
emergencies. Optimal discharge of patients from acute medical care, especially older
patients and those with disabilities, depends not only upon pre-discharge
rehabilitation, but also upon available backup within the community. The "blocked
bed' is a source of frustration for patient and staff alike to say nothing of the knock-on
effect upon acute services generally, bed availability for semi-urgent and elective

admissions, hospital costs and teaching costs.

There is an increasing need for close liaison between acute medical units and

community services together with the development of realistic discharge policies.

There are threats to the current system of community care which will have major
knock-on effects on the hospital service (Appendix I). Medical directorates
responsible for acute medical admissions should establish admissions/discharge
monitoring groups upon which general practitioners and community care social work

staff should be represented.

There is a major need for close liaison and communication with local social work
services and care managers. The planning of care, especially of the disabled and
elderly, should be an integrated function of medical and social authorities.

Government funding must recognise the impact on hospital services of the

resourcing for community care and social services.

Primary Care Alternatives to Admission



A proportion of “inappopriate’ admissions could be avoided by a significant increase
in the provision and deployment of home-based social support, hospital-at-home
schemes and homes for the elderly. Furthermore, there may be scope for an
increased role for general practitioners in the community in the care of acute
medicine. Some hospital admissions could be avoided in the sense of not requiring
specialist secondary care. Community hospitals have an important potential role,
especially in rural areas distant from major hospital facilities (Table 2). There are 68
such hospitals in Scotland with a little over 1,000 GP-staffed beds (Ritchie, 1996).
Acute medical care appears to account for between 55% and 80% of admissions to
community hospitals, 65% of whom are 70-years or older, although comprehensive
statistics are lacking. It is likely that acute medical conditions will continue to account
for the majority of admissions to community hospitals. In order to monitor and
maximise the effective use of community hospital facilities, networked information
systems and agreed data sets will be required (Ritchie, 1996). Studies from
Oxfordshire and elsewhere suggest that substantially fewer admissions to acute
medical (DGH units) and to geriatric assessment units are made by general practices
who have access to community GP beds as compared to those who do not, although
overall admission rates are the same for both groups (Baker et al, 1996; Ritchie and
Robinson, 1998). The role of community hospitals (especially urban) as step-down

facilities in acute medical care cannot be over-emphasised (Table 2).
Table 2

The Potential Role of Community Hospitals.

Aims

= To reduce/prevent unnecessary admission to major hospitals.
= To provide appropriate care for patients as near as possible to

their homes.

Categories



Mainly elderly patients with minor/moderate infections (e.g.
urinary, respiratory).

Patients with irrecoverable disease requiring palliative care.
Patients requiring step-down facilities while recovering from major
illness in DGH.

Mainly elderly patients with chronic illness requiring nursing care
but not intensive investigation or

medical care.

Patients requiring observation while the need for acute medical
admission is assessed.

Patients ill at home requiring respite care.

Some patients requiring periods of treatment under overall
specialist care (e.g. chemotherapy, intensive

physiotherapy).

In appropriate hospitals distant from DGH, patients requiring

investigations which can be provided by visiting specialists.

Wallace E.D., 1997

It should be pointed out that the cost effectiveness of these hospitals in a modern

context has not yet been evaluated. They could prove a relatively expensive means

of delivering acute medical care. The proposed pilot studies in Scotland are to be

welcomed (Scottish Health Service Management Executive, 1997).

There is a pressing need for dialogue between physicians and GPs. The Royal

Colleges of Physicians and the Royal College of General Practitioners should make

this a matter of some urgency. There is a need for:

definition of the future role of the general practitioner in managing
emergencies, both in normal working
hours and out of hours, when deputising or when cover systems may be

operating,



= development of guidelines in management/admission protocols for acute
medical emergencies,

= ongoing education in medical emergency care within CME,

= development of models of care-within-community hospitals, including
shared care,

= development of quality and outcome measures,

= apossiblerole for consultant physicians visiting community
hospitals/ward rounds with general

practitioners.

Much of this liaison will depend upon local circumstances and availability and require
to be flexible. Consideration might be given to an optional short period of training in

the community (in general practice) as part of general professional training in general
medicine. The General Medical Council is beginning to encourage a period in general

practice within the pre-registration house officer year.

Any possible increase in the management of general medicine in community

hospitals by general practitioners will have the effect of narrowing, but by no means
eliminating, the proportion of general medicine carried out by physicians in GIM with
a special interest. The Colleges might see such integration of acute medical care at
primary and secondary level as a positive professional development - the sharing of

care - rather than simply an expediency measure or a means of saving money.

However, the Colleges will need to examine with great care the implications for
training undergraduates, and especially postgraduates, of any significant shift of

acute medical care into the community.

Public expectation and the increasing complexity of acute medical care will no doubt
continue to drive the main focus of emergency treatment into district general
hospitals. The great value of community hospitals as a support and step-down facility

is undeniable.

Staffing and training issues



The two dominant issues facing training of doctors in acute general internal medicine
are the recruitment of trainees into the specialty and retention of trainees within

hospital medicine.
Recruitment of Trainees

There is a danger that the reduction in junior hospital doctors' hours has contributed
to a culture whereby the JHO is no longer perceived as a key member of the team.
The process of decision-making and initiating management is a responsibility now
commonly given to the SHO. The JHO may be bypassed by nursing and medical
staff alike. The lack of continuity of patient care and lack of involvement in decision
making can generate a lack of confidence, loss of initiative and perhaps a failure to
take responsibility. This, in turn, is producing SHOs who find themselves unprepared
to cope with patient management and are over-burdened by tasks and

responsibilities that might previously have belonged to more confident JHOs.

Some of these attitudes and problems directly reflect the system within which junior
doctors now work. JHO rotations should allow sufficient time for JHOs to feel
integrated into the team. Duties of JHOs and SHOs should be reviewed and clearly
designated, allowing the promotion of the responsibility of the JHO and emphasising
the role of the SHO as supervisor. Assistance in unnecessary ward work should be
considered, e.g. fully-computerised systems linking laboratories and X-ray
departments to the wards can reduce unnecessary time spent on telephone calls. In
addition, future developments in undergraduate training may help bridge the gap
between acquiring diagnostic skills and theoretical knowledge and applying these as
a working JHO. Specific training in prioritisation and stress management may be of

particular benefit.
Retention of Trainees

Increasing pressures of the system have led to a fall in available consultant time for
teaching and supervision of juniors which itself compounds lack of confidence. The
hospital social network has become eroded, and the concept of a "supportive medical
family' to which many would have turned in the past in times of strain has been

forgotten or lost. The post-ward round “coffee in sister's office' may now seem very



old-fashioned but was effective and did much to foster the concept of a team in which
each had their role.

The pressures of time, volume of work and personal fatigue lead to personal
dissatisfaction, loss of trust and increasing problems with managerial colleagues.
There is a fine balance between the demands placed on doctors on call and their
abilities to cope. The increase in intensity of work rather than simply an increase in
the number of hours worked, combined with a decrease in personal support, positive
feedback and time during working hours for training, have all shifted this balance.
Thus an alteration simply in the number of hours worked will not resolve the problem.

While the increase in volume of work cannot be corrected, the mechanisms which are
employed to cope with this can be improved. On-call duties should be clearly
separated from routine duties such as clinics and theatre lists. Rota systems need to
be adapted to reflect the needs of staff and the service specific to individual

hospitals, rather than rigid patterns. A review of the use of other middle-grade staff
on site might help SHOSs, for example, specialist registrars (in renal, cardiac

medicine, etc.) providing support.

A staff support team should be established with adequate representation of junior
and senior staff. There should be an easy availability of a member of this team.
Junior staff should be fully represented in directorate decision making. Office
accommodation and secretarial support must be adequate. Management policy

should be open and clear.

Education and Training

The new changes in career training will mean a considerable condensing of previous
on-the-job training. With increasing demands on consultant workload, there is less
time for discussion of cases and an increase in demand for formal training of both

consultants and juniors. Yet there is no substitute for patient contact.

Consultant job plans should reflect adequate time for teaching on ward rounds and in
out-patient clinics. This will inevitably mean a limit on the numbers of patients
involved. SHO training programmes with assessment of targets achieved are

necessary to ensure that those procedures previously taught by prolonged exposure



to on-call duties are still covered. Both teaching and personal development should be
recognised at all levels as crucial to the maintenance of a satisfactory service, and

trusts should accept that they involve identifiable consultant time.

Access to an adequate library, photocopying, computer and word processing facilities
should be available on an all-hours basis.

Conclusions

Many of these issues have been dealt with in depth in a series of studies of junior
hospital staff and their training in the last two years (Baldwin, 1997; Leach and
Turnberg, 1997; Paice et al, 1997; Williams et al, 1997). While many of the problems
facing junior hospital doctors reflect inadequate staffing levels, it is possible to
consider means of reducing pressures at work and improving training programmes. It
is important to try to recreate the sheer pleasure of learning in medicine and a rich

satisfaction with a job done to the highest standards.

Only when junior staff feel comfortable in their working environments, are supported
and sustained by their senior colleagues, are allowed to develop confidence and
practical knowledge and can feel a sense of professionalism in their job along with a
clear identity within a team - only then will general medicine continue to be a

rewarding and fulfilling branch of medicine.

The continuance of general internal medicine is a fundamental element of medical
care within the framework of developing specialties and training programmes. Career

structures must continue to reflect this.

Conclusions

The role of the medical Royal Colleges is twofold:

1. To foster the highest possible standards of patient care and protect those
elements of professional

practice which impinge upon the quality of care.

2. To monitor and maintain standards of postgraduate medical education in line with

a positive approach to career structures for the profession.



Doctors must remain leaders in the delivery of care, the development of new
approaches in medicine and the maintenance of high standards of patient care. They
must respond to the rapid pace of change and be willing to develop new models of

delivery of medical care.

Unfortunately there are increasing problems of disillusionment, stress and falling
morale in all branches of medicine. To some extent these point to issues such as
quality of life, working conditions, opportunities for education and training, but also to
less tangible pressures and in part to general dissatisfaction with developments
within the health service. Every effort must be made to address these problems.

Many of the needs of medical sub-specialists are well catered for by their craft
societies. It is essential that the Colleges foster and maintain the concept of General
Internal Medicine and of the General Physician. They should continue to address the

varying needs, especially those of the smaller and more isolated hospitals.

The accident and emergency department and the acute admissions departments in
medicine and in surgery are the shop windows of the hospital and are the points at
which critical care, resuscitation and frequently life-saving measures are taken. It is
essential that the trust managers, backed by realistic health board policies, address
the crucial importance of maintaining these services. For their part, the profession
and the Colleges must respond to the challenge to ensure that senior and junior

staffing is adequate, willing and fully-trained.

Principal recommendations

1 Central Government

1.1 Fund further research into the background and reasons for rising medical

admissions.

1.2 Carry out a comprehensive review of existing resources and services. This
should take account of the changing balances between primary and secondary care
and the assessment of future needs. Itshould also include a review of the potential

role of community hospitals and must include review of the provision of services in



the small peripheral hospitals. It must also encompass the integral social work

provisions so essential to 'seamless' care.
1.3 Review existing models of bed numbers and predictions.

1.4 Ensure a moratorium on the policy of closure of acute beds until the review is
complete except where local imperatives make this necessary, consonant with good

patient care.

1.5 Ensure health boards and trusts give maximum priority to acute/emergency

services.

1.6 Ensure the adequate provision of resources for both alternative care and support

facilities in the community and community social services.

1.7 Encourage a change of culture from one of preventing admission and early

discharge to one of a quick and efficient caring service.

1.8 Consider the institution of a system of quality assurance and accreditation for

acute admission services.
2 Health Boards

2.1 Assess the impact of rising admissions on local services, for example elective

surgery.

2.2 Consider setting up a health board ACUTE SERVICES LIAISON GROUP to
include health board medical staff, trust representatives, general practitioners, social
and community services, health council representative and university representative.
This may help to ensure that purchasers, commissioners and providers have secure
plans for addressing the problems of acute medical admissions, especially in the

winter.

2.3 Assess the effect of inter-trust co-operation on acute medical services (for

example geriatric services in separate trusts).

2.4 Review existing resource allocation to acute medicine in their areas.



3 Trusts

3.1 Set up an ACUTE ADMISSIONS TASK GROUP with the remit to:

3.1.1 Develop an ADMISSION AND DISCHARGE POLICY.

3.1.2 Provide admission guidelines and discharge guidelines.

3.1.3 Define emergency overspill' arrangements.

3.1.4 Establish an ADMISSIONS/DISCHARGE/MONITORING GROUP to continually
monitor and audit the effectiveness of the systems. The Acute Care Physician, (or
physician with responsibility for acute care medicine) the medical director, clinical
director and representatives of general physicians, A&E consultants and geriatricians
should all be members of this group. It should also include GP and community

representatives, senior nursing staff and a social services co-ordinator.

3.2 Consider the appointment in larger trusts of an ACUTE CARE PHYSICIAN
(critical care physician) with a specific responsibility for ensuring:

3.2.1 Satisfactory running of the acute admissions service.

3.2.2 Training programmes for junior staff in acute critical medicine in conjunction

with College and postgraduate tutors.

3.3 Smaller trusts might consider the appointment of a physician with a part time

responsibility for acute medical admissions.

3.4 Appoint a BED MANAGER of sufficient seniority to effectively manage and make

use of available beds.

3.5 Establish a workable OVERSPILL arrangement for times of exceptional pressure
on beds. The facility will need to be operational at very short notice and to have built
in flexibility of nursing staff. It is essential that this facility does not significantly impact

adversely upon elective surgical services.

3.6 Ensure adequate resource availability to provide an acute admissions service.
Consider the setting up of an ACUTE/ADMISSIONS ASSESSMENT UNIT.



3.6.1 Provide adequate high dependency nursing.

3.6.2 Provide adequate monitoring equipment.

3.6.3 Ensure 24-hour/7-day week provision of back up facilities including X-

rays/ultrasound, nuclear medicine (e.g. VQ scanning), laboratory facilities.

3.6.4 Ensure 7-day week ambulance discharge provision.

3.6.5 Ensure adequate secretarial support.

3.6.6 Ensure high grade IT communication systems (e.g. Hospital to GP SYSTEMS).

3.7 Ensure adequate numbers of junior hospital staff and nursing staff to provide

satisfactory rotas.

3.8 Establish JUNIOR STAFF SUPPORT GROUP. This should include junior staff,
consultant staff, personnel and management representatives and an assistant clinical
director with a prime function of ensuring junior staff support and training, high class
accommodation and facilities/amenities. There should be 24-hour access to a

responsible member of this group.

3.9 Establish an effective DISCHARGE POLICY/SYSTEM with emphasis on care in
the community, close involvement with social/community services and a transfer

policy to geriatric services.

3.10 Review regularly the operation of these policies, the views of patients, the

satisfaction of general practitioners and liaison with community services.

3.11 Ensure that consultant job plans are revised to incorporate adequate time for
TRAINING SUPERVISION OF JUNIOR STAFF, including ward rounds and clinics.

4 Royal Colleges of Physicians

4.1 Consider setting up an ACUTE/GENERAL INTERNAL MEDICINE committee.
This should have the broad remit to pursue and monitor the implementation of the
recommendations of this and other relevant reports and to ensure that in the



development of medical sub-specialties general internal medicine retains a prominent

place.

4.2 Implement and pursue with all vigour the recommendations of the Scottish
Intercollegiate Reports on Consultant Physicians' Workload (Mulholland, 1997) and
Working Patterns, Training and Experience of Medical SHOs in Scotland (Baldwin
and Working Party, 1997).

4.3 Actively encourage DUAL ACCREDITATION AND PRACTICE in general/internal
medicine and specialty medicine, with the exception of a small number of highly
specialised tertiary centres (for example liver transplantation). Actively discourage
accreditation and practice solely in specialties. Maintain a climate of culture which

emphasises the worth and status of the general physician in medicine.

4.4 Establish and define a working group on whether there is a role for the
PHYSICIAN IN ACUTE CARE MEDICINE (critical care medicine). This would involve
integration into the admission system, relations with general internal medicine
physicians, teaching and co-ordinating roles in acute care and a direct role in
development within the assessment unit. Recruitment and training will be major

issues for this group.

4.5 Positively identify ways of encouraging and supporting the single-handed

physician and those working in remote situations.

4.6 Engage in dialogue with the FACULTY OF ACCIDENT and EMERGENCY
MEDICINE to discuss the optimal working relationships between A&E Departments
and Admission Units, commonalities of training in A&E medicine and Acute Medical

Care and the possible roles of A&E staff in acute medical care of the future.

4.7 Ensure through links with the BRITISH GERIATRICS SOCIETY that the
important role of physicians in Care of the Elderly, both in acute receiving medicine
itself and as a post receiving service, are clearly defined, encouraged and supported.
Dual accreditation in General Internal Medicine and Geriatric Medicine should be the

universal aim of geriatric trainees.



4.8 Address with urgency the potential implications of the transfer of general medical

patient services from secondary care into the community for:
4.8.1 Avalilability of patient care.

4.8.2 Undergraduate teaching.

4.8.3 Postgraduate training and career structures.

5 Undergraduate Deans

5.1 Ensure that curriculum committees, in planning the medicine element of the
course, give due emphasis to the general approach to medicine and a balanced
integration of medical subspecialties with acute medical care. Direct teaching of
medical students, who should be resident during acute receiving, should be a

requirement for professional examinations. (It is appreciated that some medical

schools already adopt this practice.)

5.2 Explore the implications for the medical school of the progressive fall in acute
beds and transfer of resources to the community.

6 Postgraduate Deans

6.1 Press for DUAL ACCREDITATION in general medicine/speciality medicine as a

requirement.

6.2 Ensure CAREER SUPPORT for junior medical staff, for example, the
appointment of an assistant Postgraduate Dean with a specific remit. (It is
appreciated that this is already a primary function of a Postgraduate Dean/Director of
Training. The sheer volume of work makes it difficult for one person to achieve this
ideal).

6.3 Ensure that trusts provide support for junior staff in training and are whole-
heartedly committed to the essential training element of their service work, despite

the implications that this may have for reduction of service work.



6.4 Encourage CME in acute general medicine/critical care medicine and develop
training programmes for junior staff with acute and critical care medicine as a

specialty.
7 Physicians

7.1 Encourage a positive attitude to acute general medicine/critical care among the

junior staff, nursing staff and paramedical colleagues.

7.2 Maintain or recreate as far as possible the TEAM APPROACH in ward practice.
Try to ensure that junior staff rotas/shift arrangements give maximum opportunity for
this. Ensure junior staff have very clearly-defined roles and identity within the team.
Recapture pride in the job and professional satisfaction.

7.3 Critically review personal practice, CME and training responsibilities.
7.4 Discourage a Discharge Philosophy' in approach to medical care.
8 The Royal College of General Practitioners

8.1 Liaise positively with RCPE/RCPSG on the issues of medical receiving/medical

discharge.

8.2 Consider setting up a joint working party with the Royal Colleges of Physicians

on:

= Alternatives to admission.

= Admission guidelines.

= Optimal use of hospitals in the community.

= Training of all GPs in acute care medicine.

= Possible inclusion of an optional period in general practice as a part of

general professional training in internal medicine.

8.3 Encourage local liaison initiative to monitor local practices. Improve general

professional relationships.
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APPENDIX |

NHS expenditure trends

Britain's health spending, both as a proportion of Gross Domestic Product and in
absolute terms, is substantially lower than the average of the developed economies
belonging to the Organisation for Economic Co-operation and Development (OECD).
Scottish NHS spending (1996-97; £820 per head) is about 20% greater than that of
England (1996-97; £670 per head) because of the subsidy provided by the Treasury
under the Barnett Formula. Bipartisan political support resulted in NHS expenditure in
Britain rising by about 5% per annum in real terms from 1965-93, doubling every 20
years (Dunnigan, 1997) This rising level of expenditure contained the demand-supply
imbalance created by the rising costs of more effective health care and the rising
expectations of an increasingly affluent and medically knowledgeable population.

Annual increased NHS spending in real terms has declined sharply since 1993-94.
Both political parties were committed to severe constraints on public spending
between 1997-98 and 1999-2000 (Financial Statement and Budget Report 1997-98,



1996). Scotland's planned annual increase in NHS expenditure in real terms was
projected to average 0.6% per annum over this three-year period (Servicing
Scotland's Needs, 1997). Capital NHS spending has been severely cut with
increased reliance on the Private Finance Initiative (PFI) for new hospital building.
Central government support for local authority expenditure will be reduced in
Scotland by about 3% per annum between 1996-97 and 1999-2000 (Servicing
Scotland's Needs, 1997). Unless these public expenditure limits are relaxed, the
ability of the NHS to cope with rising demand, and more particularly the ability of local
authorities to implement joint funding plans for care in the community, will be

severely impaired.

The Chancellor's budget statement of 2 July 1997 proposed to increase Scottish
NHS current and capital expenditure in 1998-99 by £106 million. Spending in 1997-
98 will remain as proposed in the last budget. The 1998-99 proposal suggests an
adjustment in real terms of expenditure of 0.2%-2.0% at the current inflation rate of
about 2.5% per annum. This increase remains substantially below the trend rise in
NHS expenditure between 1965-93 noted above. The March 1998 Budget proposes
to raise national expenditure on the NHS by 2.3% in 1998-99; this remains below the

1965-93 trend rise. Adjusted expenditure plans for 1999-2000 are not yet available.

APPENDIX I

Planning assumptions for future NHS bed numbers in acute specialities

The optimum number of beds in acute specialties required to provide efficient care
for patients admitted to NHS hospitals is a contentious topic. Variables include levels
of morbidity and social deprivation in the catchment area of the hospital, reducing
lengths of stay as treatment patterns change, and the need to cope with unexpected
peaks in emergency admissions. Rising admissions reflect the increased
expectations of a more sophisticated and medically knowledgeable public who
expect high technology health care, and the needs of an ageing population. Closure
of long-stay NHS hospitals and the transfer of patients to community facilities
increase pressures for the transfer of chronically sick patients to acute hospitals

when they develop intercurrent illnesses. There are also severe financial constraints



on NHS trusts to reduce hospital beds (and the staff required to service them) at a
time of tight public expenditure limits.

Between 1980 and 1994, acute and long-stay NHS hospitals in Britain lost 38% of
their hospital beds. In 1994, of 20 European countries, excluding those in Eastern
Europe, only Portugal, Spain and Turkey had fewer hospital beds than Britain (5.0
beds per 1,000 population [Health Care Systems in Transition, 1996]). Within the
United Kingdom, Scotland had 7.7 beds per 1,000 population in 1996-97 compared
with England's 4.1 beds per 1,000 population, the greatest difference being in the
provision of long-stay geriatric and psychiatric beds (Scottish Health Statistics, 1994;
NHS Hospital Activity Statistics, 1994). The loss of acute hospital beds reflects a
progressive fall in lengths of stay due to changing treatment patterns in most acute
specialties. At the same time, hospital admissions have risen progressively with a
resulting rise in average patient throughput. In Scotland, hospital discharges in all
acute specialties rose by an average of 2% per annum between 1980 and 1996 in a
linear fashion (r = 0.996). This rise conceals substantial differences among
specialties with larger average annual rises in medical specialties (geriatric
assessment 12% per annum, general medicine 5% per annum, medical paediatrics
3.5% per annum) and smaller rises or falls in surgical specialties (average 0.6% per

annum [Dunnigan, 1995]).

The many variables influencing bed requirements make the prediction of future bed
needs uncertain. Traditional predictive models extrapolate past trends in hospital
discharges and lengths of stay, determine desirable average occupancy levels, and
derive probable bed requirements within wide margins of error. Munro predicted a
reduction in Scottish acute beds of 28% (range 21-36%) between 1991-2001,
resulting in a prediction of annual patient throughput levels in 2001 of 63 (range 56-
73) patients per bed per year (Munro, 1994). Such estimates must be monitored by
evidence of the ability of acute hospitals to cope with the tensions imposed by rising
admissions and falling bed numbers. Within the last five years there has been
increasing evidence of “distress' at times of peak demand in Scotland's acute
hospitals with inappropriate decanting of patients, mixed sex wards, postponed
elective admissions and, briefly, the closure of acute hospitals. Distress has been

greater in English hospitals because of their smaller number of acute beds per head



of population. In many English hospitals, trolley waits in A&E of 24 hours or longer,
cancellations of elective admissions and hospital closures are a regular feature of
winter peaks in emergency admissions. The detailed analysis carried out by Kendrick
indicates that the rising number of admissions is not artefactual, and affects all age

groups and both medical and surgical specialties (Kendrick, 1996).

More recently, bed losses have been increasingly driven by the criterion of

affordability rather than diminished clinical need, reflecting the need for efficiency.

The pressures of rising admissions with reduced bed numbers have led most acute
hospitals to modify their policies for dealing with acute admissions, particularly in
medical specialties. These have involved creating an acute admissions ward,
appointing a bed manager, integrating acute medical and geriatric admissions and

co-ordinating investigations to facilitate rapid discharge.

Arrangements of this kind have undoubtedly allowed acute hospitals to cope more
efficiently with the pressure of rising admissions. The costs, in terms of the stress on

medical and nursing staff, have been substantial.

It is unclear to what extent further organisational change can permit further bed
reductions without creating unacceptable levels of distress and disruption within
acute hospitals at times of peak demand. One indication that acute bed reductions
have gone as far as is possible within existing NHS organisational structures is that
the progressive decline in acute beds in England has been arrested within the last
two years (1995-97) at an average annual throughput of 54 patients per bed per year
(NHS Hospital Activity Statistics, 1996). Acute bed numbers rose by 1% between
1996-97. Average throughput in acute specialties in Scottish hospitals remains lower
at 49 patients per bed per year in 1996-97 (Scottish Health Statistics, 1996). It is
unclear whether Munro's baseline target of a 28% reduction in acute beds with a
predicted throughput of 63 patients per bed per year is attainable in the five years
remaining until 2001, despite the radical organisational changes which have occurred

within acute hospitals in the last two or three years (Munro, 1994).

Trend rise predictive models are now being supplanted by more radical scenarios of
acute care in which substantial reductions in acute beds are accompanied by



unspecified provisions for care in the community (Closer to Home, 1994). These
scenarios are being employed in the forward planning of most new hospitals under
the Private Finance Initiative (PFI). In most PFI proposals currently under
consideration, acute bed reductions of 20-40% are envisaged within five to seven
years (Pollock et al, 1997). For example, Lothian Health, which has one PFI
development under consideration in Edinburgh Royal Infirmary, plans to reduce
acute beds by 28% between 1995-96 and 2002-2003 using conventional definitions
of acute specialties (Scottish Health Statistics, 1994). If in-patient discharges
continue to rise by 1% per annum between 1996 and 2003 (below the projected trend
of 1.7% per annum derived from the linked data set analysed by Kendrick, 1996) this
will result in annual throughput levels of about 79 patients per bed per year in acute
specialties in Lothian Health hospitals. It is difficult to conceive how this level of
throughput in acute specialties can be coped with even with the provision of step-
down beds in smaller hospitals for older patients.

The size and function of the district general hospital is difficult to predict with certainty
in the next century. It is therefore essential that the effects of organisational change
on the efficiency of acute hospital care are closely monitored before imposing
untested assumptions about large shifts in the management of in-patients within
acute specialties to daycare and unspecified community care facilities. There is a
need for detailed strategic planning to ensure that bed reductions within acute
hospitals are accompanied by commensurate planning for community care for the
long-term chronically sick patient and for convalescent, second-line or step-down
beds, to which acutely ill patients can be sent following short stays within the acute
hospital. Most of all, there is a clamant need for transparency and openness in
planning radical changes in the delivery of acute health care so that the assumptions
on which these are based can be evaluated by the clinicians and nursing staff who

will be responsible for implementing their consequences.
APPENDIX IlI
Patterns of acute medical receiving in Scotland

Introduction



Twenty six major hospitals throughout Scotland carry out acute medical receiving.
(Table 3). They vary from large inner city hospitals, such as Edinburgh Royal
Infirmary with an average discharge rate of 46 per day, to more rural hospitals such
as Stracathro in Angus with a rate of 8.5 (Scottish Health Service Costs, 1995). In the
last five years, increased demands have been put on receiving systems because of a
rapid rise in acute medical emergencies, reduction in junior doctors' hours and
continued cost efficiency savings. A measure of this pressure is that nearly all trusts

in Scotland have considered or have modified their acute receiving systems.

This paper describes the models of care evolved in Scotland to deal with the acute
patient referred as an emergency by their general practitioner, or admitted through
Accident and Emergency (A&E) departments. The information was gathered by
personal enquiry of physicians working in each trust with an A&E department and
over 3,000 medical discharges per year. It describes the situation as of October
1996.

Traditional Models of Acute Medical Receiving

In this model all acute patients in a 24-hour period are admitted under one consultant
to his/her beds, though some may go to a coronary care unit. Most patients are kept
under the care of that consultant and discharged from his/her care. A short stay ward
(SSW) may be available.

This admitting pattern remains common in the smaller trusts with discharges less
than 5,000/year, but the Victoria Infirmary, Glasgow provides an example of a larger
trust with this system. Various modifications of this system have been tried to deal
with large numbers such as dividing the day up amongst different consultants,
(Aberdeen Royal Infirmary) or the development of an Acute Admissions Unit (AAU).
Ninewells Hospital, Dundee is an example of a hospital which has had an AAU since
its opening in 1973.

New ldeas

Many of the larger trusts have made recent alterations to their receiving systems.
This has varied from the addition of an AAU to complete reorganisation.



The Royal Alexandra Hospital (RAH) in Paisley altered their receiving pattern in
1994. The main features of this change were the development of an AAU large
enough to take all emergencies, an increase in consultant input into receiving by
cancellation of other duties and an increase in length of time responsible for acute
receiving to a whole week. A consultant led triage system was organised for acute
patients to discharge or to specialist medical wards, such as cardiology or respiratory
medicine (Dorward et al, 1996). The Paisley Pattern of receiving has been copied or

further developed in some form by five other trusts in Scotland.

This system provides some solutions for the larger District General Hospital (DGH)
but may not be applicable to the bigger city hospitals such as Stobhill Hospital,
Glasgow, where other solutions have been tried. A large AAU was formed and
visiting specialists such as the cardiologist or gastroenterologist deal with, or transfer
out, appropriate patients. A vital component of this system was the development of
an age-related policy with the geriatricans who take all patients over 75 years from

the receiving ward. The geriatricans also take part in acute receiving.
The Components of Acute Medical Receiving

The following is a discussion of what seems to be the important components of acute
medical receiving systems (Table 3). Junior staff working practices and rotas are

important but not discussed here.
Consultant Input

About 250 consultant physicians provide regular input into acute receiving in
Scotland. In the teaching hospitals the receiving rotas are augmented by academic
staff who help to varying degrees. It is difficult to be exact about the number of
physicians involved in these hospitals (Table 3). In several hospitals physicians with
other heavy commitments such as Cardiologists, Nephrologists, or Geriatricans, may

share a receiving slot with other consultants

Other duties, such as teaching, management, and the demands of increased
specialisation have squeezed the time available for acute general medicine. Some
units have reacted by giving the receiving consultant time off other duties to deal with
acute admissions. This has usually been part of the Paisley Pattern of receiving,



though Dumfries & Galloway Royal Infirmary also allows consultant time out to help

with receiving.

Six trusts have broken with the traditional 24 hour on-call pattern by having the
consultant on take for a longer time period, usually a week. This provides continuity
of care for the patients, ensures the continued turnover of beds and allows other
colleagues freedom from acute duties. The consultant on-call period in the table
refers to weekday duties. Many of the smaller trusts have one consultant on call all

weekend.
Short Stay Wards (SSW)

Five trusts have access to a SSW for short term admissions such as minor drug
overdose and alcohol abuse where the patient may either be under the care of the

casualty consultant or receiving physician.
Acute Admissions Unit (AAU)

The aim of the AAU is to centralise acute patients into one area which has medical
and nursing expertise in dealing with the problems of the acute patient, while
preventing disruption to other wards in the hospital. Eighteen of the 27 trusts have an
AAU. Most of the larger hospitals have an AAU with the exception of Aberdeen Royal

Infirmary, the Victoria Infirmary in Glasgow and Crosshouse Hospital.
Triage System and Speciality Wards

Some hospitals provide a triage system for patients to specialty wards. This can be
as part of the Paisley Pattern, or as part of a planned daily visit by specialists to the
AAU, as in Stobhill and Edinburgh Royal Infirmary. Both these hospitals still retain

general medical wards.

Crosshouse Hospital in Kilmarnock has a different allocation system. Each acute
patient as they are admitted are allocated in turn to one of the physicians and sent to
beds in that consultant's ward. As a result, each consultant has a small number of

acute patients to see each morning and an AAU is not required. However, acute



patients are spread throughout the medical unit and there must be difficulty with
follow up and continuity of care for junior staff.

The Role of the Geriatric Service

Many acute medical patients are elderly and have multiple chronic complaints. As a
result, the workings of the geriatric service bears a direct relationship to any models
of acute medical care. In Scotland there are three models of this service: the
traditional or needs- related service, the integrated service and the age-related

service.

The needs-related service is usually on a different site from general medicine and will
provide consultation and advice on request. Suitable patients will be transferred to
the geriatric unit after consultation. Most units will take appropriate acute patients
direct from the community during working hours when a bed is available . Many
geriatric units (Table 3) now provide a daily visitation service to their AAU and will
take a specified number (often two) of transfers per day if beds are available.

The integrated service occurs when general medicine and geriatrics are organised
into one department. This model is not generally favoured in Scotland except in

smaller trusts.

The age-related service occurs when the geriatricans take all patients over a certain
age. This can either occur directly from the community or after the initial acute
episode is handled by the acute physicians, as in the only four Scottish trusts with an

age-related policy.
Conclusions

This paper describes and tabulates the patterns of medical receiving carried out at
the present time in Scotland. While collecting the information for the paper, it became
clear that nearly every medical unit in Scotland is putting thought, time and effort into
looking at various solutions to their problems, whether they be new and innovative
ways of working or manipulation of current systems. No one solution will be the

answer to all the problems encountered in different types of hospital such as teaching



hospitals or large and small DGHSs, though sharing of information and experience will
be helpful in stimulating new ideas.
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