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1.0 Introduction 

This document contains the evidence we have gathered so far under the four headings 
Medicine, Surgery, Women and Children and Diagnostics and some background material which 
may also be helpful; the list is not exhaustive. Under each heading there is a list of relevant 
papers; the hyperlinks will take you either the summaries in section 7(read summary) or the full 
document (read document) which can be accessed via the internet.  

 

2.0 Background material 

Document Focus Read 

Department of Health (2006) ÒOur Health Our Care Our 
Say: a new direction for community servicesÓ 

Models of 
care 

[Read Summary]  

[Read Document] 

Parker, H. (2006) ÒMaking the Shift: A Review of NHS 
ExperienceÓ  

Models of 
care 

[Read Document] 

National Primary Care Research & Development Centre 
(2006) ÒThe National Evaluation of the Pilot Phase of the 
Expert Patient Programme Final ReportÓ 

Models of 
care 

[Read Document] 

Department of Health (2004) ÒStandards for Better 
HealthÓ 

Models of 
care 

[Read Document] 

Department of Health (1999) ÒHealthy Living CentresÓ Models of 
care 

[Read Document] 

Modernisation Agency (2004) ÒTowards A Million 
Change Agents A Review Of The Social Movements 
Literature: Implications For Large Scale Change In The 
NHSÓ 

Models of 
care 

[Read Document] 

 

Welsh Assembly Government (2005) ÒDesign for Life: 
creating world class health and social care for Wales in 
the 21st centuryÓ 

Models of 
care 

[Read Summary] 

[Read Document] 
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3.0 Medicine 

Document Focus Read 

Darzi, A. (2007) ÒA framework for ActionÓ General [Read Summary] 

[Read Document] 

Singh, D. (2006) ÒMaking the Shift. Key Success 
Factors. A rapid review of best practice in shifting 
hospital care into the communityÓ 

General [Read Summary] 

[Read Document] 

Farrington-Douglas, J. and Brooks, R. (2007) ÒThe future 
hospital: The progressive case for changeÓ, IPPR 

General [Read Summary] 

[Read Document] 

Academy of Royal Medical Colleges (2007) ÒAcute 
health care services, Report of a Working PartyÓ  

Acute care [Read Summary] 

[Read Document] 

Royal College of Physicians (2007) ÒAcute Medical 
Care. The right person, in the right setting Ð first time. 
Report of the Acute Medicine TaskforceÓ 

Acute care [Read Summary] 

[Read Document] 

Royal College of Physicians (2004) ÒAcute Medicine: 
making it work for patients A blueprint for organisation 
and trainingÓ 

Acute care [Read Summary] 

[Read Document] 

Royal College of Physicians (2002) ÒIsolated acute 
medical services: current organisation and proposals 
for the future. Working partyÓ 

Acute care [Read Summary] 

[Read Document] 

Welsh Assembly Government (2006) ÒDelivering 
Emergency Care Ð An integrated approach to 
Unscheduled Care in WalesÓ 

Emergency 
care 

[Read Summary] 

[Read Document] 

Scottish Executive (2005) ÒBuilding a Health service fit 
for the future. A National Framework for Service 
Change in the NHS in ScotlandÓ 

Service 
change 

[Read Summary]  

[Read Document]  

HSMC (2006) ÒReducing unplanned hospital 
admissions: what does the literature tell us?Ó 

Avoidable 
hospitalisations 

[Read Summary] 

[Read Document]  

NHS Institute for Innovation and Improvement (2007) 
ÒThe Productive Community Hospital. A Case for 
ChangeÓ 

Service 
change 

[Read Document]  
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Document Focus Read 

NHS Institute for Innovation and Improvement (2006) 
ÒDelivering Quality and Value. Focus on: Short Stay 
Emergency CareÓ 

Short-stay 
emergency 
care 

[Read Document]  

NCCSDO (2007) ÒThe costs and benefits of managing 
some low-priority 999 ambulance calls by NHS Direct 
nurse advisersÓ 

Avoidable 
hospitalisations 

[Read Document]  

Department of Health (2004) ÒAchieving timely ÔsimpleÕ 
discharge from hospital: A toolkit for the multi-
disciplinary teamÓ 

Discharge [Read Document] 

Sheerin, I. et al. (2006) ÒAvoidable hospitalisations: 
potential for primary and public health initiatives in 
Canterbury, New ZealandÓ, The New Zealand Medical 
Journal, 119: 1236 

Avoidable 
hospitalisations 

[Read Document] 

 

Dr. Foster Intelligence (2006) ÒKeeping People Out of 
Hospital. The Challenge of Reducing Emergency 
AdmissionsÓ 

Avoidable 
hospitalisations 

[Read Document] 

 

NHS Institute for Innovation and Improvement (2007) 
ÒTechnology to improve serviceÓ 

Technology [Read Document] 

 

Tachakra, S. et al. (2006) ÒPerformance of a wireless 
telemedicine system in a hospital accident and 
emergency departmentÓ, Journal of Telemedicine and 
Telecare, 12: 298Ð302  

Telemedicine [Read Document] 

Heslop, L. (2003) ÒWireless communications in acute 
health-careÓ, Journal of Telemedicine and Telecare, 9: 
187Ð193 

Telemedicine [Read Document] 

 

Department of Health (2007) ÒShifting Care Closer to 
HomeÓ 

General 

Dermatology 

ENT  

Urology 

[Read 
Documents] 

 

Heart Improvement Programme (2005) ÒTop tips to 
address delays for interhospital transfers in cardiac 
servicesÓ 

Cardiology [Read Summary] 

[Read Document] 

Department of Health (2007) ÒTransforming Cardiac 
Diagnostic Services to Deliver 18 weeks Ð A good 
practice guideÓ 

Cardiology 
[Read Summary] 

[Read Document] 
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Document Focus Read 

Department of Health (2000) ÒCoronary heart disease: 
national service framework for coronary heart disease - 
modern standards and service modelsÓ 

Cardiology 
[Read Document] 

Department of Health (2005) ÒThe Coronary Heart 
Disease National Service Framework. Leading the way. 
Progress report 2005Ó 

Cardiology [Read Document] 

 

Department of Health (2007) ÒNational Stroke StrategyÓ Stroke [Read Summary]  

[Read Document] 

Stroke services Ð a review of key evidence and 
guidelines  

References: 

Stroke [Read Summary] 

Markus, H. (2007) ÒImproving the outcome of strokeÓ, 
BMJ 335: 359-360 

Stroke 
[Read Document] 

National Audit Office (2005) ÒReducing brain damage: 
faster access to better stroke careÓ, London Stationary 
Office 

Stroke 
[Read Document] 

The Royal College of Physicians (2002) ÒNational 
Clinical Guidelines for StrokeÓ (Second edition) 

Stroke 
[Read Document] 

The British Geriatrics Society (2002) ÒStandards of 
Care for Specialist Services for Older PeopleÓ 

Stroke 
[Read Document] 

The Department of Health (2007) ÒA new ambition for 
stroke. A consultation on a national strategyÓ 

Stroke 
[Read Document] 

NHS Institute for Innovation and Improvement (2006) 
ÒDelivering Quality and Value. Focus on: Acute StrokeÓ 

Stroke [Read Document] 

Royal College of Physicians (2004) ÓNational clinical 
guidelines for stroke. Second editionÓ 

Stroke [Read Document] 

 

Department of Health (2000) ÒComprehensive Critical 
Care. A Review Of Adult Critical Care ServicesÓ 

Critical care [Read Document] 

NHS Institute for Innovation and Improvement (2007) 
ÒBeyond projects Case studies from the Care Closer to 
Home: Making the Shift programmeÓ  

Back pain 

COPD 

End of Life 

Diabetes 

[Read Document] 
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Document Focus Read 

NHS Institute for Innovation and Improvement (2006) 
ÒImproving Care For People with Long-term 
ConditionsÓ 

Long-term 
conditions 

[Read Document] 

KingÕs Fund (2004) ÒCase-managing Long-term 
Conditions. What impact does it have in the treatment 
of older people?Ó 

Long-term 
conditions 

[Read Document] 

Mason et al. (2005) ÒSpecialist NurseÐLed Clinics to 
Improve Control of Hypertension and Hyperlipidemia in 
DiabetesÓ, Diabetes Care, 28 (1): pp. 40-46 

Diabetes [Read Document] 

Bindman, A. B. et al. (1995) ÒPreventable 
Hospitalizations and Access to Health CareÓ, JAMA 
274(4):346-7 

Avoidable 
hospitalisations 

[Read Document] 

 

Department of Health (2007) ÒThe Way Ahead: The 
Local Challenge. Improving Diabetes Services: The 
NSF Four Years OnÓ 

Diabetes [Read Document] 

The Centre for Innovation in Primary Care (2003) ÒThe 
future of self-management education for people with 
chronic conditions. An aid for PCTs and other 
commissionersÓ 

Long-term 
conditions 

[Read Document] 

Tschopp, J. M et al. (2002) ÒBronchial asthma and self-
management education: implementation of Guidelines 
by an interdisciplinary programme in a health networkÓ, 
SWISS MED WKLY132:92Ð97 

Asthma [Read Document] 

 

The Centre for Innovation in Primary Care (2001) 
ÒMore than one way to skin a cat. Building capacity in 
primary care to reduce pressure on hospitalsÓ 

Orthopaedics 

 ENT 

[Read Document] 

 

Department of Health (2000) ÒThe NHS Cancer Plan. A 
plan for investment. A plan for reformÓ 

Cancer [Read Document] 

Department of Health (2007) ÒGetting it right for people 
with cancer. Clinical case for change: Report by 
Professor Mike Richards, National Cancer DirectorÓ 

Cancer [Read Document]  

KingÕs Fund (2006) ÒFuture Trends and Challenges for 
Cancer Services in England. A Review of Literature 
and PolicyÓ 

Cancer [Read Document] 

NHS Modernisation Agency (2005) ÒAction On 
Neurology. Improving Neurology Services Ð a practical 
guideÓ 

Neurology [Read Document] 
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Document Focus Read 

Kennedy, A. et al. (2007) ÒSupport for self care for 
patients with chronic diseaseÓ, BMJ, 335: 968-970 

Long Term 
Conditions 

[Read Document] 

Department of Health (2001) ÒReforming Emergency 
Care Practical StepsÓ 

Urgent and 
emergency 
care  

[Read Document] 

Mason, S. et al. (2007) ÒEffectiveness of paramedic 
practitioners in attending 999 calls from elderly people in 
the community: cluster randomised controlled trialÓ, BMJ, 
335: 919 

Urgent and 
emergency 
care 

[Read Document] 

Department of Health (2006) ÒSupport for Self Care in 
General Practice and Urgent Care Settings. A Baseline 
StudyÓ 

Urgent and 
emergency 
care 

[Read Document] 

NCCSDO (2007) ÒThe costs and benefits of managing 
some low-priority 999 ambulance calls by NHS Direct 
nurse advisersÓ 

Urgent and 
emergency 
care  

[Read Document] 

Department of Health (2004) 
ÒTransforming Emergency Care in England. 
A report by Professor Sir George AlbertiÓ 

Urgent and 
emergency 
care  

[Read Document 

Nicholl, J. et al. (2007) ÒThe relationship between 
distance to hospital and patient mortality in emergencies: 
an observational studyÓ Emergency Medicine Journal 
24:665-668  

Urgent and 
emergency 
care 

[Read Summary]  

[Read Document] 

Jones, A. P. et al. (1997) ÒHealth service accessibility 
and deaths from asthma in 401 local authority districts in 
England and Wales, 1988Ð92Ó Thorax 152:218Ð22. 

Urgent and 
emergency 
care 

[Read Summary]  

[Read Document] 

McGuffie, A. C. (2005) ÒScottish urban versus rural 
trauma outcome studyÓ J Trauma 59:632Ð8. 

Urgent and 
emergency 
care 

[Read Summary]  

[Read Document] 

Souza, V. C. (2005) ÒRelationship between travel time to 
the nearest hospital and survival from ruptured aortic 
aneurysm: record linkage studyÓ J Public Health 27:165-
70. 

Urgent and 
emergency 
care 

[Read Summary]  

[Read Document] 

O'Dowd, A. (2007) ÒHealth hotel: the road less travelledÓ, 
HSJ Urgent and 

emergency 
care 

[Read Summary]  

[Read Document] 
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4.0 Surgery 

Document Focus Read 

Darzi, A. (2007) ÒA framework for ActionÓ General [Read Summary] 

[Read Document] 

Singh D. (2006) ÒMaking the Shift. Key Success 
Factors. A rapid review of best practice in shifting 
hospital care into the communityÓ 

General [Read Summary] 

[Read Document] 

Farrington-Douglas, J. and Brooks, R. (2007) ÒThe 
future hospital: The progressive case for changeÓ, IPPR 

General [Read Summary] 

[Read Document] 

Academy of Royal Medical Colleges (2007) ÒAcute 
health care services, Report of a Working PartyÓ 

Acute care [Read Summary] 

[Read Document]  

Royal College of Physicians (2007) ÒAcute Medical 
Care. The right person, in the right setting Ð first time. 
Report of the Acute Medicine TaskforceÓ 

Acute care [Read Summary] 

[Read Document] 

Welsh Assembly Government (2006) ÒDelivering 
Emergency Care Ð An integrated approach to 
Unscheduled Care in WalesÓ 

Emergency 
care 

[Read Summary] 

[Read Document] 

Royal College of Surgeons (2006) ÒDelivering High-
quality Surgical Services for the Future - consultation 
document from the reconfiguration working partyÓ 

General 
surgery 

[Read Summary]  

[Read Document] 

NHS Institute for Innovation and Improvement (2007) 
ÒThe Productive Community Hospital. A Case for 
ChangeÓ 

Service 
change 

[Read Document]  

NHS Institute for Innovation and Improvement (2006) 
ÒDelivering Quality and Value. Focus on: Short Stay 
Emergency CareÓ 

Emergency 
care 

[Read Document] 

Department of Health (2006) ÒIndependent Sector 
Treatment CentresÓ 

Independent 
centres 

[Read Document] 

Department of Health (2004) ÒAchieving timely ÔsimpleÕ 
discharge from hospital: A toolkit for the multi-
disciplinary teamÓ 

Discharge [Read Document] 
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Document Focus Read 

Sheerin, I. et al. (2006) ÒAvoidable hospitalisations: 
potential for primary and public health initiatives in 
Canterbury, New ZealandÓ, The New Zealand Medical 
Journal, 119: 1236 

Avoidable 
hospitalisations 

[Read Document] 

NHS Institute for Innovation and Improvement (2007) 
ÒTechnology to improve serviceÓ 

Technology 
[Read Document] 

Tachakra, S. et al. (2006) ÒPerformance of a wireless 
telemedicine system in a hospital accident and 
emergency departmentÓ, Journal of Telemedicine and 
Telecare, 12: 298Ð302 

Telemedicine  
[Read Document] 

Heslop, L. (2003) ÒWireless communications in acute 
health-careÓ, Journal of Telemedicine and Telecare, 9: 
187Ð193 

Telemedicine 
[Read Document] 

Department of Health (2000) ÒComprehensive Critical 
Care. A Review Of Adult Critical Care ServicesÓ 

Critical care 
[Read Document] 

NHS Modernisation Agency (2005) ÒAction On General 
Surgery. Good Practice GuideÓ 

General surgery 
[Read Document]  

NHS Modernisation Agency (2005) ÒAction on plastic 
surgery : a strategic approach to the delivery of the 
NHS plastic, reconstructive and aesthetic surgery 
serviceÓ 

Plastic surgery 
[Read Document]  

NHS Modernisation Agency (2005) ÒNational good 
practice guidance on pre-operative assessment for day 
surgeryÓ 

Preoperative 
assessment [Read Document]  

NHS Modernisation Agency (2005) ÒNational good 
practice guidance on pre-operative assessment for 
inpatient surgeryÓ 

Preoperative 
assessment [Read Document]  

Department of Health (2007) ÒShifting Care Closer to 
HomeÓ 

General 
[Read Documents] 

NHS Institute for Innovation and Improvement (2006) 
ÒDelivering Quality and Value Focus on: Fractured 
Neck of FemurÓ 

Trauma and 
orthopaedics [Read Document]  

NHS Institute for Innovation and Improvement (2006) 
ÒDelivering Quality and Value. Focus on: Primary Hip 
and Knee ReplacementÓ 

Trauma and 
orthopaedics [Read Document] 

The Vascular Society of Great Britain and Ireland 
(2007) ÒThe Provision of Emergency Vascular 
ServicesÓ 

Urgent and 
emergency care [Read Document 
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5.0 Women and Children 

Document Focus Read 

Darzi, A. (2007) ÒA framework for ActionÓ General [Read Summary] 

[Read Document] 

Academy of Royal Medical Colleges (2007) ÒAcute 
health care services, Report of a Working PartyÓ 

Acute care [Read Summary] 

[Read Document] 

Welsh Assembly Government (2006) ÒDelivering 
Emergency Care Ð An integrated approach to 
Unscheduled Care in WalesÓ 

Emergency 
care 

[Read Summary] 

[Read Document] 

Department of Health (2007) ÒMaternity Matters: 
Choice, access and continuity of care in  safe serviceÓ 

Maternity [Read Summary] 

[Read Document] 

Department of Health (2004) ÒThe Configuring 
Hospitals Evidence File: Part OneÓ 

Midwife-led 
care 

[Read Summary] 

[Read Document] 

Sinclair, M. (2002) ÒKey issues in delivering midwife-led 
care: data from telephone interviews across the UKÓ, 
Midwives 5(12): 426-428 

Midwife-led 
care 

[Read Summary] 

[Read Document] 

Campbell, R. et al. (1999) ÒEvaluation of midwife-led 
care provided at the Royal Bournemouth HospitalÓ, 
Midwifery 15(3):183-193 

Midwife-led 
care 

[Read Summary] 

[Read Document] 

Flint, C. et al. (1989), ÒThe know your midwife scheme 
Ð a randomised control trial of continuity of care by a 
team of midwivesÓ, Midwifery 5(1):11-16 

Midwife-led 
care 

[Read Summary] 

[Read Document] 

Khan-Neelofur, D. et al. (1998) ÒWho should provide 
routine antenatal care for low-risk women and how 
often? A systematic review of randomised controlled 
trialsÓ Paediatric and Pernatal Epidemiology, 12 (Suppl. 
2): 7-26 

Antenatal care [Read Summary] 

[Read Document] 
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Document Focus Read 

Hundley, V. et al. (1994) ÒMidwife managed delivery 
unit: a randomised controlled comparison with 
consultant led careÓ British Medical Journal 309:1400Ð
1404. 

Midwife-led 
care 

[Read Summary] 

[Read Document] 

Mahmood, T. (2003) ÒEvaluation of an experimental 
midwife-led unit in ScotlandÓ J. Obstet. Gynaecol. 
23(2): 121-129 

Midwife-led 
care 

[Read Summary] 

[Read Document] 

Rooks J. et al. (1992) ÒThe National Birth Center Study: 
Part I-Methodology and prenatal care and referralsÓ, 
Journal of Nurse-Midwifery 37(4): 222-252 

Antenatal care [Read Summary] 

[Read Document] 

NHS Institute for Innovation and Improvement (2007) 
ÒThe Productive Community Hospital. A Case for 
ChangeÓ 

Service 
change 

[Read Document]  

Department of Health (2004) ÒAchieving timely ÔsimpleÕ 
discharge from hospital: A toolkit for the multi-
disciplinary teamÓ 

Discharge [Read Document] 

 

Sheerin, I. et al. (2006) ÒAvoidable hospitalisations: 
potential for primary and public health initiatives in 
Canterbury, New ZealandÓ, The New Zealand Medical 
Journal, 119 (1236)   

Avoidable 
hospitalisations 

[Read Document] 

 

NHS Institute for Innovation and Improvement (2007) 
ÒTechnology to improve serviceÓ 

Technology [Read Document] 

Tachakra, S. et al. (2006) ÒPerformance of a wireless 
telemedicine system in a hospital accident and 
emergency departmentÓ, Journal of Telemedicine and 
Telecare, 12: 298Ð302 

Telemedicine [Read Document] 

Heslop, L. (2003) ÒWireless communications in acute 
health-careÓ, Journal of Telemedicine and Telecare, 9: 
187Ð193 

Telemedicine [Read Document] 

 

Department of Health (2007) ÒShifting Care Closer to 
HomeÓ 

Gynaecology [Read Document] 
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Document Focus Read 

NHS Institute for Innovation and Improvement (2007) 
ÒBeyond projects Case studies from the Care Closer to 
Home: Making the Shift programmeÓ 

Gynaecology [Read Document] 

Department of Health (2003) ÒGetting the right start: 
National Service Framework for Children Standard for 
Hospital ServicesÓ 

Paediatrics [Read Summary] 

[Read Document] 

Royal College of Paediatrics and Child Health (2004) 
ÒCommissioning Tertiary and Specialised Services for 
Children and Young PeopleÓ 

Paediatrics [Read Document] 

 

The Royal College of Surgeons of England (2000) 
ÒChildrenÕs Surgery Ð A First Class ServiceÓ 

Paediatric 
surgery 

[Read Document] 

Society Of British Neurological Surgeons (2001) ÒSafe 
Paediatric NeurosurgeryÓ 

Paediatric 
neurosurgery 

[Read Document] 
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6.0 Diagnostics 

Document Focus Read 

NHS Institute for Innovation and Improvement (2007) 
ÒTechnology to improve serviceÓ 

Technology [Read Document] 

Tachakra, S. et al. (2006) ÒPerformance of a wireless 
telemedicine system in a hospital accident and 
emergency departmentÓ, Journal of Telemedicine and 
Telecare, 12: 298Ð302 

Telemedicine [Read Document] 

 

Heslop, L. (2003) ÒWireless communications in acute 
health-careÓ, Journal of Telemedicine and Telecare, 9: 
187Ð193 

Telemedicine [Read Document] 

NHS Institute for Innovation and Improvement (2007) 
ÒThe Productive Community Hospital. A Case for 
ChangeÓ 

Service 
change 

[Read Document]  

The Royal College of Radiologists (2007) ÒShaping the 
Future of Interventional RadiologyÓ 

Radiology [Read Document] 

The Royal College of Radiologists (2007) ÒAchieving 
Standards in Vascular RadiologyÓ 

Radiology [Read Document] 

The Royal College of Radiologists & The Society and 
College of Radiographers (2007) ÒTeam working within 
clinical imagingÓ 

Radiology [Read Summary] 

[Read Document] 

The Royal College of Pathologists (2004) ÒThe Healthcare 
Agenda and Pathology Services in EnglandÓ 

Pathology [Read Document] 

The Royal College of Pathologists (2004) ÒGuidelines on 
Point-of-care TestingÓ 

Pathology [Read Document] 
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7.0 Summaries 

Department of Health (2006) ÒOur Health Our Care Our Say:  

A new direction for community servicesÓ 
 
The Department of Health white paper ÒOur Health, Our Care, our sayÓ sets out EnglandÕs 
current healthcare vision. It discusses how the nationÕs healthcare community is evolving, with 
people living longer, and increased demand for services due to rapid technological advances. 
Based on these changes, the paper sets out a plan for a radical and sustained shift in the way 
in which services are delivered, ensuring that they are more personalised and that they fit into 
peopleÕs busy lives.  
 
The paper details 4 main overarching goals for future healthcare:  
 
¥ to provide prevention earlier intervention: To include the introduction of Ólife checks,Ó 

whereby patients can assess their lifestyle risks and make healthier choices.  
¥ Give people more choice: To include making information around healthcare choices easier 

and introducing incentives to GP practices to offer opening times and convenient 
appointments which respond to the needs of patients in their area. 

¥ Tackling inequalities: Including increasing the quantity of primary care in under served, deprived 
areas. 

¥ More support for people with long-term needs: by trebling the investment in the Expert Patient 
Programme, and developing assistive technologies to support people in the home.  

 
This needs to be enabled by a variety of changes in the healthcare system. Practise based 
commissioning will help implement more local services. There needs to be a shift in resources, 
with more money allocated to prevention as opposed to treatment. More care will need to be 
provided out of the hospital environment, to ensure convenience for patients, making service 
redesign a priority.  
 
[Read Document] [Back to Background Material]  

Welsh Assembly Government (2005) ÒDesign for Life:  

Creating world class health and social care for Wales in the 21st centuryÓ 

In May 2005, the paper ÒDesigned for LifeÓ set out a challenging but essential agenda for the 
NHS in Wales, and its partners, in accelerating change and continuing the whole scale 
transformation of services to ensure that the NHS plays a key role in improving the quality of life 
within Wales. 
 
The document details the future vision of healthcare services for Wales, with three distinct 
frameworks. Framework 1 (redesigning care) runs from 2005-2008; Framework 2 (delivering 
higher standards) runs from 2008-11; Framework 3 (ensuring full engagement) runs from 2001-
2014.  
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These frameworks are based on 3 principles: 
 
¥ Creating user-centred services: Services will promote the active participation of citizens and 

communities in service development.  
¥ Getting the most from resources: The right response requires managerial excellence and 

the rapid uptake of best practice and, through focusing on these, this strategy will aim to 
drive efficiency improvement right across the system. 

¥ Targeting continuous performance improvement: to take a much more radical and focused 
approach to performance management. The frameworks have clinically grounded targets 
which focus on real benefit to patients. 

 
[Read Document] [Back to Background Material] 

Darzi, A. (2007) ÒA framework for ActionÓ 

The Framework for Action report is the culmination of a major exercise assessing the views of 
London patients, clinicians, public sector partners and other key stake holders on the future of 
healthcare in London. The report was based on data from the following:  
 
¥ A phone survey of 7,000 Londoners and two deliberative events with 200 Londoners; 
¥ Clinical working groups; 
¥ A deliberative event for voluntary sector organisations, and involvement of the London 

Councils and the Greater London Authority; 
¥ 70 written consultation submissions from a variety of healthcare organisations; 
¥ Evidence from literature searches and that highlighted by clinical experts; and  
¥ Modelling techniques to model future demand for healthcare test the feasibility of proposals 

made. 
 
Through the amalgamation of this work, A Framework for Action identifies 5 key principles of 
change in healthcare: 
 
¥ Services focused on individual needs and choices; 
¥ Localised care when necessary; 
¥ Truly integrated care and partnership working; 
¥ Prevention is better than cure; and 
¥ Addressing health inequalities and diversity. 
 
Based on these underlying principles, the review proposes six locations where the majority of 
healthcare will be provided in the future. These are explained in detail below.  
 
Home 
 
7.9% of all activity will be provided at home. 
The review identified that far more healthcare can take place in the home. In particular, there 
was expressed need from service users for maternity services and palliative care at home. 
People will also spend less time in hospital recovering from acute illnesses and surgery. 
Providing more care at home will have transport implications for NHS and social care staff. 
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Polyclinics  
 
78.2 % of all activity will be provided in polyclinics or GPÕs linked to polyclinics. 
These should be developed to offer larger range of services and be where routine care occurs. 
The polyclinic will be the place from which navigation through the healthcare system is 
provided. Polyclinics will include GP services, but will also be the site for all routine health care, 
including: dentistry, pharmacies, social care services, mental health services (including 
cognitive behavioural therapy treatments), antenatal/postnatal care by midwives and 
management of long-term conditions. It will also be a site for urgent care centres, diagnostics 
and consulting rooms. Extended opening hours will address the concerns of the inadequacy of 
current telephone booking systems, and improve access for disadvantaged patients.  
 
Local hospitals  
 
2.1% of all activity will be provided in a local hospital. 
Local hospitals will provide non-complex inpatient and day case care to Londoners, and 
inpatient rehabilitation. They will act as the Òfront doorÓ to emergency services.  
 
Elective centres  
 
4.1% of all activity will be provided at elective centres. 
Elective centres will focus on particular types of high-throughput surgical procedures such as 
knee replacements, arthroscopies and cataract operations. This work will be separated out from 
emergency surgery to achieve better clinical outcomes and productivity. Elective centres will be 
crucial to achieving the recommendations of the planned care clinical working group, such as 
increasing day cases and reducing waiting times. 
 
Major acute/specialist hospital 
 
4.4% of all activity will be provided at major acute/specialist hospitals. 
Major acute hospitals will provide more specialised health services to the highest clinical 
standards. They will treat sufficient volumes of patients to maintain the most specialised clinical 
skills and to achieve the best outcomes for patients 
 
A specialist hospital provides medical, surgical or psychiatric testing and treatment for patients 
with specific illnesses or injuries. Focusing specialist services in either specialist hospitals or in 
other specialist facilities would be of particular benefit to some vulnerable and disadvantaged 
groups who have higher rates of particular health problems such as sexually transmitted 
diseases, cancer, mental health problems or alcohol/drug abuse. 
 
Modelling the future model of healthcare 
 
These proposals were based on the perspectives of patients and clinicians. However, what 
remains unclear is the effect this model of change would have on NHS costs. This forms the 
basis of the paper entitled ÒFuture models of Healthcare provisionÓ, and the analysis behind 
these assumptions is given in the adjoining technical paper. 
 
 
This review was based on a number of assumptions. These include: 
 
¥ current healthcare activity across London; 
¥ projections of future activity across London, based on demographics, prevalence rates for 

common conditions and activity growth over and above demographics and prevalence 
¥ assumptions about where different types of activity will be provided based on recommended 

models of care within the Framework for Action; 
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¥ estimation of the costs of delivering healthcare in different settings, reconciled against 
expected funding available for healthcare services in London; 

¥ estimation of future capacity requirements (using beds as a proxy measure) for hospitals 
across London, based on assumptions about future length of stay; and 

¥ sensitivity analysis to highlight areas where the assumptions may have under or 
overestimated activity, costs and capacity requirements. 

 
Based on modelling of these assumptions, the clinical working group were able to detail the 
cost-effectiveness of their proposed model of care against the current healthcare model. This 
showed that their proposed model was a more cost-effective way of delivering care than if no 
change in delivery was ensued.  
 
Cost of delivery models against projected commissioning resources available in 2016/17. 
Adapted from A Framework for London (2007).  
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[Read Document] [Back to Medicine] [Back to Surgery] [Back to Women & Children]  

Singh, D. (2006) ÒMaking the Shift. Key Success Factors.  

A rapid review of best practice in shifting hospital care into the communityÓ 

This review, commissioned by the NHS Institute for Innovation and Improvement, provides a 
review of 613 studies assessing components of secondary care that may be shifted to primary 
care whilst increasing efficiency and reducing healthcare costs. The review was conducted in 
part as a response to the paper Our Care Our Health Our Say1, where the Government lays out 
its vision for shifting health and social care into the community. 
 
The strategies found to reduce reliance on hospital care most effectively are listed in figure 5. 
The review supported some of the suggestions made in the white paper, such as the 
effectiveness of day hospitals, outpatient follow-up and relocating diagnostics in shifting care 
into the community. However, the review also identified additional areas where shifting care 
may be cost-effectiveness and more appropriate than usual hospital care.  
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Adapted from Singh et al (2006).  

 Effective strategies 
Strategies with 

insufficient evidence 
of effectiveness 

Ineffective strategies 

Managed care 
programmes 

Shared care    Models of care 

Partnership with 
voluntary group 

    

Multi-disciplinary 
hospital teams 

GPSIÕs GPs performing minor 
surgery 

Utilising skills of 
service users 

Relocating specialist 
services 

  

 Substituting nurses 
for doctors 

Specialists in primary 
care teams 

Information alone to 
support self-
management 

Community mental 
health tams 

Intermediate care   

Discharge planning Outpatient clinics in 
primary  

Patient-held records 

Out of hospital 
follow-ups 

care   

Hospital at home*    
Long term care in 
primary care 

   

Self monitoring    

Substitution of 
hospital care for other 
care 

SME     

Segmenting the 
population 

Targeting people at 
high risk 

Dividing the 
population into 
sectors/types 

  

Access Direct GP access to 
hospital based test 

  Rapid access clinics 

* But no cost reduction 
 
 
In a supporting document1, the Òsuccess factorsÓ in implementing changes in care were 
examined. From this review of interviews and workshops with a number or SHAÕs and PCTÕs 
across England, good leadership and a strong culture of quality improvement appear to be key 
to successful implementation of change. Similarly, the attitudes and behaviours of healthcare 
professionals are essential elements in the facilitation of shifting care. This also reflects a need 
to assess resources available to train staff in new competencies where required.  
 

[Read Document] [Back to Medicine] [Back to Surgery] 
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Farrington-Douglas, J. & Brooks, R.  (2007) ÒThe future hospital:  

The progressive case for changeÓ, IPPR 

This paper sets out the objectives for hospital change that a progressive health system should 
aim to achieve. 
 
The paper lays out a number of reasons why hospital care should change in the future. These 
include: 
 
¥ Safety: In order to provide complex healthcare safely, professional teams need to see 

sufficient volumes of patients with a particular condition in order to maintain their skills. This 
is particularly important for the treatment of conditions like heart attacks and major injuries.  

¥ Access: While, for the safety of patients, some services need to be centralised, other 
services should continue to be provided more locally, i.e. in community hospitals or GP 
surgeries. Outpatient diagnostic and routine surgery could also be provided more locally.  

¥ Efficiency: At present, there are wide variations in length of stay that cannot be explained 
by clinical factors. There is significant potential to improve efficiency in the use of hospital 
beds Ð and allow patients to go home earlier. For example, more patients could be seen as 
day cases, rather than being admitted the day before or staying in hospital after their 
operation.  

¥ Prevention: People are living longer and are less likely to become acutely ill and are more 
likely to live with long-term conditions. These needs are not well met by hospitals focused 
on short-term treatment. Shifting resources from hospitals to community services will ensure 
that the NHS can care better for the future patient, preventing the need for hospital care and 
improving wellbeing. 

¥ Responsiveness: As needs, technology and preferences change, the NHS and hospitals 
need to be more flexible, a flexibility that is not provided by the current configuration of 
healthcare services. Creating a more demand-led health system, using choice and some 
competition, will require providers of healthcare Ð including hospitals Ð to respond to 
changes in needs and preferences more rapidly.  

¥ Equity: The NHS should improve the health of the nation, and reduce inequalities. A 
preventative, equitable NHS would prioritise primary and community care. 

 
This paper then highlights some of the barriers that need to be addressed to ensure that 
hospital change can be developed. 
 
¥ Ensuring people are cared for in the best setting: there are perverse incentives for 

hospitals to admit patients in order to meet the four-hour A&E waiting time target and to 
earn tariff payments. The majority of NHS activity comes from consultant-to-consultant 
referrals, and emergency, rather than elective, admissions, which are harder for 
commissioners to affect through referral management and contestability. Out-of-hours GP 
services are not easily accessible in some areas and there is limited progress in integrating 
out-of-hours care with other services 

¥ Protecting community services: The financial pressure on PCTs is to reduce revenue 
expenditure. The risk is that deficits in some areas will lead to savings being sought in 
community services as well as, or instead of, reconfiguration of acute services. 

¥ Managing the transit ion: Managing the transition from acute-centred, reactive healthcare 
to a more community-centred, preventative health system will be difficult. While new 
community services are being set up, existing hospital services will need to continue to 
ensure that patients are not left without an adequate and established care pathway. 

¥ Collaborating, commissioning and engagement: Acute providers in the future will need 
to collaborate in networks, as well as compete. The competitive aspects of NHS reform do 
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not necessarily preclude the kind of collaboration that would be needed to deliver integrated 
care pathways and networks. 

¥ The politics of hospital change: The management of change in the complex environment 
of multiple important stakeholders (i.e. politicians, the public, SHAÕs, regulators, PCTÕs) will 
be challenging. 

 
[Read Document] [Back Medicine] [Back to Surgery]  

Academy of Royal Medical Colleges (2007) ÒAcute health care services, Report 

of a Working PartyÓ 

This document is a report on the ongoing reorganisation of acute healthcare. Its research 
targets the background and current situations in the services concerned, making specific 
recommendations on the basis of its findings: 
 
¥ Specialist centres: Some conditions requiring highly specialised care, such as serious 

trauma or acute myocardial infarction, are best treated in specialised centres. Increasing 
use can be made of electronic image transmission for radiology but highly specialised 
treatment will need to be centralised. 

¥ Surgical specialt ies: There may not be enough doctors to provide safe levels of care in all 
hospitals. Emergency medicine with clinical decision unit (CDU) facilities or combined 
medical/surgical assessment units would be able to provide the initial investigation, 
diagnosis, stabilisation and treatment of some patients. Triage to a unit with appropriate 
surgical support which may be on another site, would then be needed. Bypass polices for 
patients who might need surgical assessment and intervention need to be in place. 

¥ Emergency Care: Most district hospitals should continue to provide a full emergency 
service but with better integration with out-of-hours services, walk-in centre services and 
minor injury care. Local hospitals with an A & E department, accepting medical cases must 
be supported by a continuous intensive care service as well as 24-hour imaging and 
laboratory services. Potentially, separation of medicine from surgery for emergency 
admissions is sustainable with careful planning and use of networks, but the realignment of 
all acute services should be a longer term aim. If units need to move to a selected Ômedical 
takeÕ, this may result in a significant drop in numbers of emergency patients, affecting the 
clinical and/or financial viability of such units. 

¥ Obstetrics: Current low levels of staff at consultancy level are leading to decreased levels 
of service within smaller maternity units. The recommendations of the National Service 
Framework for Children, Young People and Maternity Services, and Maternity Matters, 
should be implemented, including increased availability of trained obstetricians for complex 
problems during childbirth. 

¥ Paediatrics: Paediatric care should be delivered as part of a managed clinical network 
including primary care, paediatric assessment units, emergency departments, inpatient 
paediatric units and specialist units. All clinicians assessing children should have specific 
and appropriate training. Balance of ÔNeoÕ and ÔAnteÕ natal care is also a priority. 

¥ Cardiovascular Disease: The large amount of emergencies coupled with the need to 
manage provision of PCI or STEMI treatments, as well as service promptness, suggest that 
designation of specific PCI and STEMI hospitals for patients is necessary, as is staff 
expansion. 

¥ Stroke: Delays in treatment such as thrombolysis is negatively impacting on patient 
outcomes. Political commitment and financial support for the reorganisation of treatment 
networks into Ôhub and wheel formationsÕ will be necessary. 
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¥ Medicine for the Elderly: Older patients need more targeted services both in the 
community and in hospital with better co-ordination of health and social care. Medicine for 
the elderly needs to become more involved in the care of patients at home by supporting 
general practice through new models of care and hospital services should be more focused 
on their specific needs. 

¥ Reconfiguration: Plans to redesign services which involve moving services from one site 
must be evidenced based and not be fully implemented until replacement services are 
established and their safety audited. This will involve running services in tandem for some 
time and these extra costs must be factored into plans for reconfiguration. 
 

[Read Document] [Back to Medicine] [Back to Surgery] [Back to Women & Children] 
 
 
 

Welsh Assembly Government (2006) ÒDelivering Emergency Care Ð  

An integrated approach to Unscheduled Care in WalesÓ 
 
The Welsh Assembly published a consultation paper on their approach to delivering emergency 
care in July 2006. They proposed an integrated approach with 4 elements: 
 
¥ identification of differing needs;  
¥ provision of services for each group; 
¥ separation of care streams; and 
¥ clear and simple access with common approach to assessment. 
 
Five levels of care have been identified: 
 
a. self care with support e.g. internet guidance or telephone support 
b. first level contact with services: this includes GPs, pharmacists, MIU, social services 
c. attendance at specialist hospital e.g. A&E 
d. hospital admission 
e. specialised hospital support e.g. for highly specialised surgery 
 
The proposal is for a mix of local emergency centres, urgent treatment centres (building on the 
work done with some OOH services and provide skilled GPs, extended role ambulance 
paramedics similar to the English Walking Centre Model), A&E and major trauma centres 

 
The service model is graphically described in the figure below reproduced from the document. 
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Patient experiences

an unplanned event

Contacts “access portal ” by

Phone or arrival at 

Local health centre

Patient assessed

Referral to 

Social care

Arranged 

Appt with other 

practitioner

Emergency 

Ambulance

Call 

Telephone 

Advice for 

Self care

Attends

A&E 

Arrange appt

At urgent

Care centre

Arrange appt

At GP surgery

Diagram reproduced from delivering emergency care – an 

Integrated approach to unscheduled care in Wales 2006

 
 
 
A single common assessment will be used to direct people to the most appropriate care stream 
though it is recognised that contact with the emergency services can be made from a range of 
points.  
  
An unscheduled care network will be established in each region to Òshare pressuresÓ and will 
work to Òstrict standardsÓ (yet to be set) for each category of patients. 
 
Evidence based protocols and pathways will be developed to ensure that patients are directed 
to non A&E care when appropriate. A clinical decision unit will be in place within A&Es to 
manage conditions such as chest pain, abdominal pain, headache, minor heath injury and 
asthma. The importance of early senior clinical input is highlighted so that admissions are 
avoided if possible.  
 
The paper also deals with the Medicine Surgery interface and proposes action such as 
¥ Dedicated time for the on take team to cover the emergency work; 
¥ Establishment of emergency clinics, dedicated emergency lists etc; and 
¥ Availability of senior decision maker before admission. 
 
[Read Document] [Back to Medicine] [Back to Surgery] [Back to Women & Children]
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Royal College of Physicians (2007) ÒAcute Medical Care. The right person, in 

the right setting Ð first time. Report of the Acute Medicine TaskforceÓ 

This report was published in 2007 and provides practical guidance for the delivery of acute 
medical services, identifying generic principles that can be configured to meet local needs. 
It recognises the important role that the multi-professional team plays in delivering a high-
quality service. It updates the 2004 report ÒAcute medicine: making it work for patientsÓ. 

Improving acute medical care needs:  

!  Competent clinical decision maker 
!  Access to diagnostics  
!  Specialist outreach team for LTC 
!  Access to life saving interventions across a network  
!  OOH access to full spectrum of care  

¥ GPs and other community based urgent medical and social care 
!  Range and innovative options for service delivery within a network 
!  Emergency care network to co-ordinate acute services  
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Emergency Floor of Large Acute Hospitals  
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Medicine and Critical Care 
 

!  Co-located on emergency floor 
!  Close working relationship with medicine 
!  Augmented care in AMU Ð staff competences 
!  Safe transfer arrangements to be put in place  
!  Level 3 critical care in large hospitals  

 
 
Medicine, Surgery and Emergency Medicine  
 

!  AMU and acute surgical unit co-located in large unit 
!  AMU/ASU integrated in large medium or small units 
!  AMU with no acute surgery on site Ð protocols for surgical assessment 
!  Watershed conditions e.g. head injury, pancreatitis, GI bleed initial assessment in A&E 

(clear policies, pathways for ongoing care within a network) 
 
Ensuring Patient Safety  
 

!  Basic assessment tools standardised across the NHS inc. early warning score 
!  Nationwide unitary documentation 
!  Standardised clinical management protocols for common conditions 
!  Clinical performance monitored  
!  Capturing patient and carer experience 
!  Effective networks with clear pathways of care 
!  Easy access to information  

 
 
[Read Document] [Back to Medicine] [Back to Surgery} 

Royal College of Physicians (2004) ÒAcute Medicine: Making it work for 

patients. A blueprint for organisation and trainingÓ  

The purpose of this report  is to improve the quality and safety of care for people who are 
acutely ill. Its recommendations include:  

¥ Having a dedicated area where acutely ill patient can be managed and suggest this are 
is called an Òacute medicine unitÓ (AMU); 

¥ That staff caring for acutely ill patients should be appropriately trained and that staffing 
level should be adequate to meet the needs of patients in an expert and timely manner; 

¥ That a doctor with skills in acute medicine should be present at all times Ð the report 
suggests that this should be an SpR or equivalent; and 

¥ That all new patients should be assessed by a consultant physician within 24 hours. 
However, ÒKeeping the NHS Local Ð A New Direction of TravelÓ published by the Department of 
Health in February 2003, proposed a vision of services built around the needs of the patient, 
with hospitals working together in networks and led to the development of the Òhospital at nightÓ 
concept which has been embraced by MBHT.  



Seizing the Future - Development of Future Service Options: Evidence Review 

Matrix Insight | 26 February 2009  26 

For smaller hospitals, the document describes a proposed service model with a range of 
suggestions for service delivery that include: 

¥ 24 hour emergency access to medical and surgical care, by using the available trainee 
and career grade doctors and consultant medical staff more effectively; 

¥ 24 hour A&E access and emergency medical care, in the absence of 24 hour resident 
surgical cover, but with critical care. The model relies upon effective protocols and joint 
working; 

¥ medical emergency assessment, with unselected patients receive rapid assessment in a 
local hospital, with doctors from the nearest larger acute hospital site advising remotely 
via a telemedicine link. Based on this assessment, patients requiring more intensive 
acute care would be transferred to the larger hospital; and 

¥ building on existing primary and community services (Ôambulatory careÕ), offer real 
potential to provide services for local people that integrate primary care with, for 
example, a minor injuries unit, outpatient clinics and diagnostics, as well as social care 
and other community services. 

 
[Read Document] [Back to Medicine]  
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Royal College of Physicians (2002) ÒIsolated acute medical services: current 

organisation and proposals for the future. Working partyÓ  

The report makes the following recommendations: 

1. Acutely ill medical patients should not be admitted to hospitals which do not have critical 
care and appropriate diagnostic services. No further such services should be created. 

2. Hospitals which do not have critical care and diagnostic services should be reconfigured 
to provide intermediate or step down care. Patients should be transferred to these 
hospitals only when a definite diagnosis has been confirmed, the patientÕs conditions 
has been stabilised and a plan for further management has been formulated. 

3. It is not appropriate for a consultant physician to have responsibility for emergency 
admissions or acutely ill patients on two separate sites. Job plans for new or 
replacement posts should not require post holder to take on this dual responsibility and 
hospital trusts should work towards phasing out this requirement for existing 
postholders. 

4. Interim arrangements should be put in place while existing isolated services are still 
taking acute admissions. These arrangement should include: 

a. Outreach critical care services to identify patients whose condition is 
deteriorating 

b. Agreed protocols for the transfer of sick patients to a hospital with appropriate 
services. In the case of patients needing critical care this may need to include 
provision of a flying squad which can resuscitate and stabilise the patient before 
transfer 

c. A 24 hour on site resuscitation team led by a clinician with advanced life (ALS) 
training. 

d. In hospitals which take only selected admission, there should be written 
protocols which explicitly define those patients who are suitable for admission 
and those who are not. Staff who are responsible for accepting admissions 
should have appropriate training on implementation of the protocols as part of 
their induction course. 

e. Hospitals which do not have an on-site surgical service should 

i. Not admit patients who might require urgent surgical intervention 

ii. Ensure that there are agreed arrangements to provide surgical opinions 
in a timely and appropriate manner. Patients should not normally have 
to be transferred to another hospital solely for a surgical opinion, unless 
this is warranted by their clinical condition or if radiological or other 
investigations are needed as part of the surgical consultation. 

f. These interim arrangements should be audited regularly. 
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5. Further research is needed to establish the potential role of telemedicine in the 
provision of acute medical services 

6. Proposed solutions for reconfiguring acute hospital services should be tested in trials 
before they are introduced. 

7. The Royal College of Physicians should continue systematically to identify and monitor 
all isolated acute medical services, using information obtained from Regional Advisers, 
District Tutors and General Professional Training Visits. Consultant with responsibilities 
for acutely ill patients on more than one site should be identified through the annual 
manpower census and from job descriptions for new or replacement posts.Ó 

 
[Read Document] [Back to Medicine]  

Scottish Executive (2005) ÒBuilding a Health service fit for the future. A National 

Framework for Service Change in the NHS in ScotlandÓ 

The Kerr Report outlines a National Service Framework for Service Change to ensure 
sustainable and safe local services, deliver a service predominantly in local communities rather 
than hospitals, to manage care proactively, Ògalvanise the whole systemÓ and become a modern 
NHS. It also wants to develop new skills to support service delivery and develop options for 
change with people. 
 
The document is a response to the rapidly changing health needs of the population: the 
increased number of older people and those with chronic diseases, as well as increased 
demands on healthcare provision.  
 
The document is based on the views of an advisory group. In developing this National 
Framework for Service Change, they provide a policy context as well as a plan of action. They 
make a number of detailed recommendations in the report and these lead to a new model of 
care summarised in the table below: 
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The future of NHS care in Scotland: adapted from the Scottish executive (2005).Building a 
Health service fit for the future A National Framework for Service Change in the NHS in 
Scotland document.  
 

Current view What needs to change Evolving care  model 

Geared towards 
acute conditions 

View the NHS as a service delivered predominantly in 
local communities rather than in hospitals 

Geared towards long-
term conditions 

Hospital centred 
View the NHS as a service delivered predominantly in 
local communities rather than in hospitals Community centred 

Doctor dependent Develop new skills to support local services Team-based 

Episodic care 
Preventative, anticipatory care rather than reactive 
management Continuous care 

Reactive care 
Preventative, anticipatory care rather than reactive 
management Preventive care 

Patient as a 
passive recipient Develop change with patients Patient as a partner 

Self-care infrequent 
Preventative, anticipatory care rather than reactive 
management Increased self-care 

Low use of 
technology to 
support care 

Use new technology to improve the standard and the 
speed of care (including telemedicine and electronic 
patient records) 

 

High use of 
technology to support 
care 

 
 
Based on these messages, the following recommendations are made: 
 
¥ a systematic approach to care for the most vulnerable with long term conditions; 
¥ targeted action in deprived areas; 
¥ support patients and their carers to manage their own health; 
¥ implement a national information and communications technology system e.g. electronic 

patient record and develop telemedicine; 
¥ empower multidisciplinary teams in Òcommunity casualty departments to provide vast 

majority of unplanned care; 
¥ shorten waiting times, separate emergency from elective care, day surgery as the norm, 

enable community based access to diagnostics, develop referral management services; 
¥ Concentrate specialised and complex care on fewer sites; 
¥ Develop network of rural hospitals to support remote communities; and 
¥ Set clear agenda for Community Health Partnerships across primary, secondary and social 

care. 
 
[Read Document] [Back to Medicine] 



Seizing the Future - Development of Future Service Options: Evidence Review 

Matrix Insight | 26 February 2009  30 

HSMC (2006) ÒReducing unplanned hospital admissions:  

What does the literature tell us?Ó 

The government aims to reduce the number of unscheduled days spent in hospital by 5% 
between 2005 and 2008. Birmingham and Black Country Strategic Health Authority 
commissioned the HSMC to execute a review of readily available evidenced to assess which 
initiatives are most effective for reducing unscheduled admissions and the number of unplanned 
days in hospital.  
 
One hundred and eighty-six studies were identified for this review. Evidence was drawn mainly 
from systematic reviews and randomised trials. 
 
The report found evidence about the effects on unscheduled admissions and days in hospital of 
the following ways to organise care: broad managed care programmes; shared or integrated 
care; multidisciplinary teams; nurse-led interventions; and targeting people at high risk. 
 
Broad managed care programmes 
All but one of the five reviews and three additional trials identified found that managed care 
reduced unplanned admissions. One additional review suggested that managed care reduced 
the average length of hospital stay. 
 
Shared care 
The review found little evidence that shared care between GPs and hospitals reduces 
unplanned admissions and integrating health and social care, and insufficient evidence around 
shared care with the voluntary sector.  
 
Multidisciplinary teams 
 
There was little evidence about the effect on unplanned admissions of adding pharmacists or 
mental health workers to primary care teams. There was inconsistent evidence about 
multidisciplinary teams in hospital. Evidence about the effects of multidisciplinary teams after 
discharge is generally positive, although there are some dissenting views. 
 
Nurse-led care 
One trial found that specialist nurses reduced initial unplanned admissions, but a review and 
additional trial did not support this.  
 
There is insufficient evidence about the effects of nurse-led clinics. One review suggested that 
nurse-led clinics reduced re-hospitalisation and subsequent days in hospital.  
 
There is insufficient evidence about the effects of nurse-led follow-up after discharge. One trial 
found that nurse follow-up reduced re-hospitalisation, but another trial found no evidence to 
support this. Two trials suggested that nurse-led follow-up reduced subsequent days in hospital. 
 
Targeting people at high risk 
One randomised trial suggested that targeting people at high risk could reduce length of 
hospital stay. 
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The review also examined ways of involving patients in their care and specific ways of providing 
care. The results from this is summarised in the table below. 
 
 Sum ma ry t able of st rategi es for  reducing unplanned care the HMSC found t o be ef fect ive.  
 

Type of care 
intervention 

May reduce 
unplanned 

readmissions and 
hospitalisations 

Reduce length of stay 
in hospital 

May reduce length of 
subsequent hospital 

stays 

Other care 
intervention with no 

effects 

Ways to 
organise 
care 

Broad managed 
care programmes. 

Integrated care 
(health and social 
care). 

Multidisciplinary 
teams (in hospital). 

Multidisciplinary 
teams (after 
discharge). 

Specialist nurses  

Nurse-led clinics). 

Multidisciplinary teams 
(in hospital). 

  

  

  

  

  

Multidisciplinary teams 
(in hospital). 

Multidisciplinary teams 
(after discharge). 

Nurse led clinics. 

Nurse-led follow-up. 

Targeting people at 
high risk 

  

  

  

  

  

  

  

Ways of 
providing 
care 

Telephone care. 

Telemonitoring. 

Group visits to 
primary practice. 

  

Telephone care. 

Discharge planning. 

Home hospitalisation. 

  

Assertive case 
management. 

Telemonitoring. 

Home visits. 

  

Specialist clinics in 
primary care. 

Hospital clinics and 
units. 

Intermediate care. 

  

Involving 
patients in 
their care 

Self-management 
education. 

Self-monitoring. 

Self-management 
education. 

  

Self-management 
education. 

  

Providing accessible 
information. 

Involving people in 
decision-making. 

 
[Read Document] [Back to Medicine] 
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Heart Improvement Programme (2005) ÒTop tips to address delays for 

interhospital transfers in cardiac servicesÓ 
 
The Heart Improvement Programme produced guidance on reducing delays in inter-hospital 
transfers in cardiac services, based on a 28-day audit and survey of patients in March 2004.  
The following key recommendations are made: 
¥ Establishing a co-ordinator role: Strong evidence that this role can halve the waiting time 

and ensure equity of access. 
¥ Day case angiography - Treat and Return: Dramatic reductions in bed days have resulted 

from this. Most effective when there are scheduled sessions to optimise the arranging of 
transport. 

¥ A coordinated approach to transport issues: a coordinated approach between 
ambulance and cardiac services with the development of service level agreements Ð 
particularly to ensure the most appropriate use of vehicles and equipment, and for 
advanced bookings of inpatient transfers.  

¥ Effective use of electronic communication: In the short term, simple improvements have 
been achieved by using faxed referrals to a designated fax machine and the increasing use 
of email referral (data protection policies permitting).  

¥ Ensuring patients are fully informed across the patient journey: Lack of information 
can create distress and anxiety. Patients should be fully informed at each step of the 
journey to add to and improve overall quality of care. 

¥ Ensuring patients are fit for procedure: Clarity is required about which tests need to be 
carried out prior to transfer, where they should be done, and documentation to accompany 
the patient - achieved through agreeing a simple proforma. 

¥ Competencies for transfer: Agreement locally between the different services regarding the 
appropriate skills and competencies needed to safely transfer the patient. Expanding 
existing roles and developing new roles such as emergency care practitioners should be 
considered. 

¥ Working together / Jointly developed pathways or processes: Protocols that have been 
jointly developed by the multidisciplinary team support a more streamlined process and 
ensure good continuity of care. Simple solutions include using common documentation and 
rotating staff across different departments. 

[Read Document] [Back to Medicine] 

Department of Health (2007) ÒTransforming Cardiac Diagnostic Services to 

Deliver 18 weeks Ð A good practice guideÓ 

The recent Department of Health document Transforming Cardiac Diagnostic Services to 
Deliver 18 weeks Ð A good practice guide (2007) makes a number of recommendations for 
providers in achieving the 18 week vision: 
 

1. Understand and manage the service, including demand, to ensure optimum use of all 
available diagnostic capacity. 

 
2. Put systems in place to reduce waste e.g. duplication of tests, DNAs, cancellations, 

validation of waiting lists. 
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3. Revisit workforce options to match service functions and improve productivity by new 
ways of working and ensure the workforce is affordable and sustainable.  

 
4. Use clinical leadership to take forward change and ensure sustainability.  

 
5. Utilise technology to become more efficient Ð particularly portable echo machines, tele-

monitoring, BNP testing (more appropriate use of echocardiography), electronic report 
and image transfer. 

 
6. Develop robust clinical governance arrangements to safeguard patient care.  

 
7. Develop good communication with PCTs, commissioners, SHAs and cardiac networks.  

 
8. Utilise 18 week guidance on inter provider referrals. 

 

[Read Document] [Back to Medicine] 

Department of Health (2007) ÒNational Stroke StrategyÓ 

¥ patients with suspected acute stroke must be transferred immediately to a specialist centre 
(hyper acute stroke unit) for assessment and treatment (clot busting drugs) 

¥ patients must spend the majority of their time in a stroke unit and receive early 
multidisciplinary assessment inc. swallowing screening within 24 h   

¥ patients and carers to have access to high quality rehabilitation: components or rehab and 
environment needed are described in the document 

¥ rapid treatment of patients with TIA: assessment within 24 h; access to investigations: high 
risk patients to have MRI scan within 24h of symptoms, all others within 7 days; provision of 
carotid intervention, echo and ECG within 48h where clinically indicated;  

¥ Pathways to be establish for the management of TIA and minor stroke as well as for urgent 
carotid intervention 

 
[Read Document] [Back to Medicine] 

Stroke services Ð a review of key evidence and guidelines 

Current evidence and policy documents provide the following guidance for stroke services: 
 
¥ The organisation of care for the management of acute stroke is an important factor in 

reducing mortality rates 
¥ Stroke patients need to be managed in an acute stroke unit where there are specialist skills 

and expertise, and investigated within a given timescale (including immediate access to 
imaging) 

¥ Stroke services should include: 
!  A unit acting as a base and as part of inpatient service 
!  Co-ordinated multi-disciplinary team 
!  Staff with expertise in stroke and rehabilitation 
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!  An educational programme for staff, patients and carers 
!  Agreed protocols for common problems. 

¥ Specialist intervention must be readily available (e.g. thrombolysis, carotid endarterectomy 
etc.) There are doubts about whether such services can exist in each acute hospital and 
suggestions have been made that new strategies are needed such as Òforming larger 
regional centres with telemedicine approaches, as successfully implemented in the United 
States and Germany Ó.  

¥ Specialist rehabilitation needs to be provided. 
¥ Clinical networks are important in raising the standard of care Ð such networks should 

include all healthcare organisations involved the care pathway and be responsible to look at 
how service delivery needs to be organised locally. 

¥ Community support for stroke patients needs to be available not only to maintain patients at 
home but reintegrate them into the community with opportunities for employment.  

 
The guidance has the following key implications for stroke service providers: 
 
¥ Rapid access is required for investigations such as US, echo, 24h tape and imaging which 

will have implications for the organisation of diagnostic services; (30% stroke patients 
require urgent CT and implementation of thrombolysis for all eligible patients).  

 
¥ Cost implication of setting up specialist rehabilitation and acute stroke units in all hospitals 

receiving acute strokes. Although, they have been shown to be cost effective with better 
outcomes and decreased LOS. 

 
¥ An increase in the number of acute stroke specialists is needed. 
 
¥ Transfers for patients needing specialist neurosurgical or vascular intervention needs to be 

effectively coordinated. 
 
¥ There needs to be a good working relationship between health and social care and an 

alignment of their respective priorities for service development. 
 
References: 
¥ Markus, H. (2007) ÒImproving the outcome of strokeÓ, BMJ 335: 359-360 [Read Document]  
¥ National Audit Office (2005) ÒReducing brain damage: faster access to better stroke careÓ, 

London Stationary Office [Read Document] 
¥  The Royal College of Physicians (2002) ÒNational Clinical Guidelines for StrokeÓ (Second 

edition) [Read Document] 
¥ The British Geriatrics Society (2002) ÒStandards of Care for Specialist Services for Older 

PeopleÓ [Read Document] 
¥ The Department of Health (2007) ÒA new ambition for stroke. A consultation on a national 

strategyÓ [Read Document] 
 
[Back to Medicine] 

 

      Nicholl, J. et al. (2007) ÒThe relationship between distance to hospital and 

patient mortality in emergencies: an observational studyÓ Emergency Medicine 

Journal 24:665-668 
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¥ Observational study of over 10,000 cases across 4 ambulance services to see effect of 
travel distance (excluding cardiac arrest and risk adjusted for other factors). Only used most 
urgent ambulance calls Ð greater risk of death anyway 

¥ Suggests that a 10km increase in straight line distance is associated with a 1% increase in 
absolute mortality 

¥ Results show the greatest increase in mortality for patients with respiratory problems, and 
less change with chest pain. 

¥ Evidence that acute myocardial infarction and major trauma patients benefit from specialist 
treatment with increased travel 

¥ However, anaphylactic shock, choking, drowning and asthma attacks would require more 
urgent care that any emergency department could provide. 

¥ Advises that the debate should be about increasing the list of conditions that can bypass 
local hospitals rather than closing locally accessible 24hr A&E services 

 
[Read Document] [Back to Medicine] 

Jones, A. P. et al. (1997) ÒHealth service accessibility and deaths from asthma 

in 401 local authority districts in England and Wales, 1988Ð92Ó Thorax 

152:218Ð22. 

Study of asthma patients which found greater mortality with increased distanced and journey 
time (Jones and Bentham 1997, Jones, Bentham and Horwell, 1999) 
¥ Asthma mortality was found to be strongly associated with the proportion of district 

households where the head was of social class 4 or 5 and the proportion of households 
without access to a car.  

¥ After controlling for these factors, there was a tendency for mortality to rise with increasing 
distance from hospital, with a relative risk of 1.01 for an increase in distance of one 
kilometre.  

¥ Suggest problems of accessibility of care may mean that the control of asthma amongst 
sufferers living in districts most remote from major health service units might be less than 
optimal, and this could result in a number of potentially avoidable deaths.  

 
 
[Read Document] [Back to Medicine] 
 

McGuffie, A. C. (2005) ÒScottish urban versus rural trauma outcome studyÓ J 

Trauma 59:632Ð8.  

This study found travel time to have no effect on trauma in Scotland 
¥ 2 year prospective observational study set in the west of Scotland (pop: 2.58m) Primary 

outcome measures were defined as the total number of inpatient days, total number of 
intensive care unit days, and mortality.  
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¥ Long pre-hospital times in the rural environment were not associated with differences in 
mortality or length of stay in moderately and severely injured patients.  

¥ Participants = patients suffering moderate and major trauma within the region.  
¥ Results: 85% urban and 15% rural patients. Urban patients were older (50 versus 46), 

largely male (62% vs. 57%), and suffered more penetrating traumas (9.9% vs. 1.9%.  
 
[Read Document] [Back to Medicine] 

       Souza, V. C. (2005) ÒRelationship between travel time to the nearest 

hospital and survival from ruptured aortic aneurysm: record linkage studyÓ         

J Public Health 27:165-70.  

This study found no connection between travel time and survival from ruptured aortic aneurysm. 
¥ Information was collected regarding outcome, postcode, age, sex and diagnoses for all 

West Sussex residents who had a RAAA between January 1996 and September 1999, 
including admissions and deaths, wherever they occurred.  

¥ Found no relationship between RAAA survival and travelling time to hospital in West 
Sussex, although confidence intervals were wide. 

 
[Read Document] [Back to Medicine] 

O'Dowd, A. (2007) ÒHealth hotel: the road less travelledÓ, HSJ  

General themes: 
¥ Recognises that increased travel is more appropriate in some cases Ð as supported by the 

above studies Ð particularly trauma.  
¥ But suggests that more common conditions may need to be provided more locally. 
¥ Calls for further research (particularly looking at the whole patient journey), more debate, 

increased public awareness of issues involved, changes based on clinical quality, not just 
cost  

 
Key Quotes: 
 
David Nicholson Ð NHS chief exec 
¥ Said each SHA should consult on about 6 reconfigurations over the next year 
 
Stephen Thornton Ð Health Foundation chief exec 
¥ HF has no strong view for or against reconfiguration 
 
D. OÕRiordan Ð royal college of surgeons council member 
¥ Most important to consider why there is increased travel Ð should be for clinical not just cost  
 
Emergency medicine consultant: 
¥ Not enough doctors in some specialities to maintain the service 
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¥ However, closing services will have huge effects on staffing and beds at surrounding 
services 

¥ Suggests card carrying for chronic lung disease pts Ð for O2 sats 
¥ Should be Ôgoing to nearest appropriate hospitalÕ rather that Ôgoing to nearest hospitalÕ 
¥ Extended roles of ambulance staff essential for remote areas 
 
S. Oestreicher Ð Unison national officer for health and secretary to national ambulance 
committee: 
¥ More up to date studies needed 
¥ Demand increasing by 8% per year for last 10 years 
¥ Therefore highly skilled ambulance staff key  
 
Plans to increase number of paramedics from 7,500 to more than 10,100 by 2011 and to 
increase the number of emergency care practitioners from 660 to 1,800. 
 
[Read Document] [Back to Medicine] 
 

Royal College of Surgeons (2006) ÒDelivering High-quality Surgical Services for 

the Future - consultation document from the reconfiguration working partyÓ 

This consultation document examines the issues affecting the configuration of surgical services 
in England and Wales, taking into account the various imperatives for change, the wider political 
climate and local planning arrangements. It aims to identify areas where new government policy 
initiatives may produce tensions, to acknowledge and discuss these and to encourage debate to 
formulate constructive policy advice. 
 
The following three drivers for reconfiguration are specified: 

1. Reconfiguration driven by clinical need Ð to provide safe services as locally as 
possible, while still ensuring patient safety and the best use of clinical staff, facilities and 
resources. 

2. Contestability and competit ion within the health service Ð where NHS units may be 
priced out of the market for providing certain health services. 

3. Reconfiguration driven by cost Ð the need for Trusts to assess the viability of 
providing services where the cost of their provision is more expensive than the income 
they will gain under payment-by-results. 

 
The following recommendations are made for the reconfiguration of services:  
¥ examining the entire patient pathway and the effects of the proposed reconfiguration on 

other services; 
¥ ensuring and facilitating early effective consultation procedures with staff, patients and 

commissioners; 
¥ investigating team-working opportunities across primary, secondary and tertiary care and 

across sectors; 
¥ ensuring that proposed changes are evidence-based; 
¥ calculating the short-term and long-term costs; 
¥ considering the effects on training and workforce provision; 
¥ considering alternative ways to provide the service, eg using IT solutions, outreach, 

multidisciplinary teams, assessment units; 
¥ setting standards to achieve high-quality outcomes; and 
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¥ considering the wider social implications of service reconfiguration, e.g. transport 
arrangements and equity of access. 

The document highlights factors to consider in the design and implementation of high quality, 
efficient surgical services: 
¥ Innovative arrangements for care provision 

- Networking across professional boundaries  
- ÔChambers-styleÕ or groups of consultant surgeons 
- Working together to provide services in a given area  
- The creation of niche markets or centres for certain specialties. 

¥ Workforce 
- Continued drive for expansion of the consultant surgeon workforce in defined specialty 

shortages 
- Increasing pressure to fund additional national training numbers  
- Improving the patient pathway (ensuring emergency cases are seen by the most senior 

member of staff and effectively filtered through the system)  
- Supporting the extended surgical team of healthcare practitioners  
- Removing unhelpful employment barriers 
- Ensuring an appropriate skill mix. 

¥ Essential and contestable services 
- Define essential and contestable services within each patient pathway or model of care. 

¥ Training 
- Identify appropriate training opportunities in the private sector 
- Design programmes that allow trainees to follow the full patient care pathway and not 

just isolated components  
- EWTD-compliant working while still ensuring optimal training 
- Remove specialist registrars from the night shift in order to maximise training 

opportunities. 
 

[Read Document] [Back to Surgery] 
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NHS Institute (2006) ÒDelivering Quality and Value. Focus on: Primary Hip and 

Knee ReplacementÓ 

This document has been published by the NHS Institute for Innovation and Improvement and 
aims to help local health communities and organisations improve the quality and value of care 
for patients receiving primary hip and knee replacements. 

According to the NHS InstituteÕs research, six overarching characteristics have been found to be 
the key features for delivering quality and value for primary hip and knee replacement patients. 
These are: 

¥ PatientsÕ expectations are consistently managed. 
¥ Patients are admitted on the day of surgery. 
¥ PatientsÕ planned procedures are not cancelled. 
¥ Patients are mobilised within 12Ð18 hours of surgery. 
¥ Patients are discharged using a criteria-based process. 
¥ Decision to change your service. 

 

These are the benefits of adopting these characteristics:  

¥ Focusing on reaching a shared decision to change will deliver widespread engagement 
and will improve the sustainability of any changes made. 

¥ The information and methods contained in this document will support discussions and 
meetings aimed at reaching that decision to change. 

¥ Taking a shared decision to change, together with the recognition of staff/service 
aspirations and a clear link to service improvement will create a powerful, effective 
multidisciplinary team which will be able to drive further improvements and deliver value 
through concentrating on the quality of the clinical service. 

¥ The work required for service improvement can be broken down into manageable tasks 
that are focused on separate characteristics of the pathway, rather than on the service 
as a whole. 

¥ This document includes clear, meaningful and measurable benchmarks to provide 
clarity of purpose and a guide to the progress of the process of improvement. 

¥ Delivering service improvement through the application of the key characteristics will 
introduce and encourage the development of lean thinking and the elimination of waste. 

 

Department of Health (2007) ÒMaternity Matters: Choice, access and continuity 

of care in safe serviceÓ 

This document builds on the maternity services commitment outlined in ÒOur Health, Our Care, 
Our SayÓ and is a step towards meeting the maternity standard set out in the ChildrenÕs NSF. 
 
The Department of Health national choice guarantees for maternity services are: 

1. Choice of how to access maternity care 
2. Choice of type of antenatal care 
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3. Choice of place of birth - depending on circumstances, choice can be made between: 
a. a home birth 
b. birth in a local facility, including a hospital, under the care of a midwife 
c. birth in a hospital supported by a local maternity care team including midwives, 

anaesthetists and consultant obstetricians.  
4. Choice of place of postnatal care 

 
The following guidance is specified for maternity service providers: 
¥ Services should be delivered in an appropriate setting by skilled maternity professionals 

with the required level of experience and training.  
 

Local networks should be developed to ensure easy access to, and transfer between all levels 
of care in a responsive and timely manner. 
The following guidance is made on the reconfiguration of maternity services based on 
appropriate evidence and best practice examples: 
¥ Antenatal and postnatal care may be provided in community settings such as Sure Start 

ChildrenÕs Centres but care that is more complex may be provided in a hospital within the 
local network. 

¥ Reorganisation need not mean closure. It does however offer the option, using the existing 
infrastructure, to redesign services, which are responsive, flexible and meet the needs of 
the population, both as a whole and as individuals. 

¥ There is also the potential for acute and community services to be more integrated and for 
resources to be deployed in a more efficient and equitable way.  

¥ Reorganisation can help to reduce inequalities in service provision and focus on individuals 
that have the potential to be socially excluded e.g. teenage mothers.  

¥ Sustainability of services and affordability are key to reorganisation issues 
¥ Reorganisation gives the opportunity to address local staffing issues and look at innovative 

ways to resolve recruitment and retention issues.  
¥ The impact of skill mix, for example the introduction of MSWs, has the potential to release 

midwifery time and improve outcomes for women and babies e.g. improved breastfeeding 
rates.  

¥ Promoting effective skill mix within the maternity team will be key to delivering the 
Government commitment, improving the working lives of midwives and other staff delivering 
maternity services, and improving continuity of care to women. 

 
Case example: Mayday Healthcare NHS Trust Ð Effective Skills Mix 
 
Mayday Healthcare NHS Trust has successfully reorganised its maternity services in a way that 
promotes normality and enhances the choices available to women regarding the location for 
giving birth and choice of analgesia in labour. The main element of the reorganisation has been 
the development of the midwifery Mayday Birth Centre on the main hospital site. The centre 
was developed with user involvement and consultation. This centre gives women with 
uncomplicated pregnancies the option of a birth in a home-like and non-clinical environment, 
with the security of robust transfer procedures in the event that complications arise. The 
innovative environment, which has three birth pools and mood lighting, has led to an increase in 
the number of normal births where women are giving birth with minimal pharmacological 
analgesia and no medical intervention. In addition, the Mayday has introduced both caseload 
and integrated midwifery teams and developed a triage system, which together has relieved the 
pressure on the labour ward. In the first four months since opening, 194 births took place in the 
birth centre away from the labour ward. 
 
[Read Document] [Back to Women & Children] 
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                       Department of Health (2004) ÒThe Configuring Hospitals 

Evidence File: Part OneÓ 

¥ There is a growing number of midwife-led maternity units in the US. According to the Royal 
College of Midwives, there are now 60 such centres, with more combined GP/midwife units 
becoming autonomous midwife units. 

¥ There is evidence that childbirth in such centres is as safe as in consultant-led units, 
provided that:  

a) admission is restricted to low-risk women; or  
b) if the midwife unit is not located near a consultant unit, there are efficient escalation protocols 
for transferring the woman to an acute hospital. 
¥ Relatively high transfer rates of women during labour in some midwife units are thought to 

point to the difficulty of identifying low risk women. 
¥ Research also shows that training in midwife units, along with facilities available in them, 

has enabled midwives to deal effectively with crisis situations. Most midwives have 
Advanced Life Support Training for Obstetrics (ALSO) and many units are equipped with 
resuscitators. 

¥ Intervention in childbirth is also less common in midwife units. 
¥ Levels of patient satisfaction are high in midwife units. 
 
 
Examples of reconfigures maternity services: 
 
There are 60 stand-alone midwife-led maternity units in the UK, out of total 418 units providing 
maternity care. Many of these units began as services provided by local GPs and some units 
continue to have occasional support from GPs but care is otherwise exclusively provided by 
midwives. 
 
Gilchrist Maternity Unit, Suffolk (Ipswich Hospital NHS Trust) 
¥ The ten bedded unit in rural Suffolk is 25 miles from the nearest consultant unit at Ipswich 

Hospital. It has been running since 1970 as a GP-led service. Since the GPÕs retirement in 
1994, the unit has been led and staffed entirely by midwives. 

¥ There are ten full-time midwives supported by healthcare assistants with back-up from a 
reserve pool of midwives in the local community. 

¥ The unit is equipped with ultrasound scanner as well as CTG monitor linked to Ipswich 
Hospital so that consultant advice can be obtained in an emergency. 

¥ Emergency equipment on site for intravenous infusion, forceps delivery and resuscitation 
¥ Ambulance with paramedic support available in 7 minutes. 
¥ In the two and half years since the start of midwife-led care at the unit, only four mothers 

have had to be transferred to the hospital during labour. 
 
Edgware Birthing Centre (North West London NHS Trust) 
¥ Stand-alone unit, housed within a small community hospital, opened in 1967. 
¥ Nearest acute centre four miles away. 
¥ Committed to natural childbirth for low-risk mothers. 
¥ 60% of births in water. 
¥ Women between 16 and 42 eligible for admission. 
¥ Unusually for maternity units, first-time mothers eligible provided they are in good health. 
¥ 8.5 wte midwives, supported by 5.5 wte maternity assistants and community midwives. 
¥ Edgware provides a full range of maternity services from booking to postnatal discharge of 

mother and baby. 
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¥ Midwives able to do forceps and ventouse deliveries. 
¥ In 2002/03 628 women cared for at centre. 23% transferred to a specialist unit during 

labour, 90% of who were first-time mothers. The main reason for transfer was failure to 
progress during labour. 

¥ Booked at centre much shorter labours and intervention rates: over 98% of women, for 
whom this was a second or subsequent birth, had a spontaneous delivery; of first time 
mothers, over 84% had a spontaneous birth. 

 
Crowborough Birthing Centre 
¥ Small unit, located adjacent to the Crowborough War Memorial Hospital 
¥ Open 24 hours a day. 
¥ Run entirely by midwives. 
¥ The centre offers complete ante-natal care, tests (with an ultrasound scanner available), 

parent education classes. 
¥ Low transfer rate. 
¥ 185 births per year. 
 
 
[Read Document] [Back to Women & Children] 

Sinclair, M. (2002) ÒKey issues in delivering midwife-led care: data from 

telephone interviews across the UKÓ, Midwives 5(12): 426-428 

¥ Survey of a sample of the 60 midwife-led units in the NHS provides evidence about training, 
admission and transfer protocols, staffing, consultant support and transfer rates. 

¥ The majority of midwives in midwife-led maternity units are trained in advanced life support 
in obstetrics as well as neonatal care. 

¥ All units have strict risk assessment protocols for acceptance of women at the unit and will 
only accept women deemed to be at low risk of complications in labour. 

¥ Most units use evidence-based protocols for transfer of women during labour and have 
arrangements in place for quick ambulance transfer to nearest specialist unit. 

¥ Transfers from midwife-led units range from 15Ð25% of patients. 
¥ Consultant obstetricians hold clinics at all midwife-led units at least once a fortnight. 
 
[Read Document] [Back to Women & Children] 
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Campbell, R. et al. (1999) ÒEvaluation of midwife-led care provided at the Royal 

Bournemouth HospitalÓ, Midwifery 15(3):183-193 

Outcomes comparable between midwife and consultant unit 
¥ Study comparing the outcomes of care for women booked for delivery in midwife-led unit 

with those for women in a consultant obstetrician unit. 
¥ A comparison of 794 women booked for care at a midwife-led unit in Bournemouth and 705 

booked at a consultant-led unit in Poole in 1992Ð93. 
¥ The findings show no differences between outcomes for the two women (perineal tears, 

episiotomies, significant blood loss or problems after delivery). 
¥ The women who gave birth in the midwife unit received fewer interventions, perhaps 

reflecting the different philosophy of the midwife unit. 
¥ No emergency transfers to the consultant unit at Poole were necessary although 

Bournemouth has consultant gynaecologists on site who can undertake obstetric 
procedures in an emergency. 

 
[Read Document] [Back to Women & Children] 
 

Flint, C. et al. (1989), ÒThe know your midwife scheme Ð a randomised control 

trial of continuity of care by a team of midwivesÓ, Midwifery 5(1):11-16 

¥ Assessment of the safety of a remote GP/midwife unit, 120 km from the nearest consultant 
unit at a district general hospital. 

¥ The care provided in the unit was judged to be good, as was the choice of women suitable 
for care at the unit. 

¥ Where complications arose, GPs were able to agree care over the phone with the 
consultant, and were able to carry out resuscitation and forceps deliveries without having to 
transfer patients to the bigger hospital. 

 
[Read Document] [Back to Women & Children] 



Seizing the Future - Development of Future Service Options: Evidence Review 

Matrix Insight | 26 February 2009  44 

Khan-Neelofur, D. et al. (1998) ÒWho should provide routine antenatal care for 

low-risk women and how often? A systematic review of randomised controlled 

trialsÓ Paediatric and Pernatal Epidemiology, 12 (Suppl. 2): 7-26  

Midwife/GP care may mean better outcomes 
¥ This review of studies (preÐ98) of midwife-led as compared to consultant-led care in 

pregnancy and childbirth found no significant differences in outcome between the two kinds 
of care. 

¥ Midwife/GP care was found, in some respects, to lead to better outcomes for low-risk 
mothers: there was a lower rate of pre-term delivery and haemorrhage and a lower rate of 
perinatal mortality in this group. 

¥ Against this, women cared for by obstetricians tended to have lower rates of hypertension 
and preeclampsia. 

¥ Obstetricians were also more likely to spot problems in the presentation of the baby before 
birth than were midwives. 

 
[Read Document] [Back to Women & Children] 

Hundley, V. et al. (1994) ÒMidwife managed delivery unit: a randomised 

controlled comparison with consultant led careÓ British Medical Journal 

309:1400Ð1404.  

Difficulty in identifying low-risk women leads to high transfer rate 
¥ Randomised controlled trial of outcomes in a midwife-managed maternity unit as compared 

to a consultant-led labour ward at Aberdeen Maternity Hospital Grampian. 
¥ The study confirmed that midwife managed care is as safe as that provided by obstetricians 

and may be better for low-risk women in that there is less intervention in the midwife unit. 
¥ However, the study also found that it is often difficult to be certain about the identification of 

low risk cases: over a quarter of women in the midwife unit had to be transferred to the 
consultant unit during labour. 
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Mahmood, T. (2003) ÒEvaluation of an experimental midwife-led unit in 

ScotlandÓ J. Obstet. Gynaecol. 23(2): 121-129  

Need for robust protocols on risk factors 
¥ Assessment of midwife-led care of over 3000 low risk women managed at a small remote 

unit in northern Scotland. The study casts doubt on the safety of isolated midwife units: 
many of the first-time mothers assessed as low risk in pregnancy developed complications 
during labour, requiring the help of medical staff. The study suggests that, although midwife 
care is safe for most births, there is a need to reconsider the protocols for deciding on 
appropriate cases for midwife units. 
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Rooks J. et al. (1992) ÒThe National Birth Center Study: Part I-Methodology and 

prenatal care and referralsÓ, Journal of Nurse-Midwifery 37(4): 222-252  

Midwife care found to be safe, especially for second and subsequent births 
¥ Largest single study ever undertaken of midwife-led care. Prospective study of 11,814 

women at 84 birthing centres in US. Three-quarters of women gave birth under the care of 
midwives with a small proportion of women transferred to consultant care during labour. The 
results showed that midwife centres were a safe alternative to hospital, especially for 
women who had already had children. 
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Department of Health (2003) ÒGetting the right start: National Service 

Framework for Children Standard for Hospital ServicesÓ 

National Service Frameworks (NSF) for Children Standard for Hospital Services represents 
draws on International experience and reflects a relatively contemporary consensus.  The work 
points out the need to make provision for care of parents and siblings, as well as to be aware of 
and safeguard the independent rights of the child in all its forms. 

 
According to the NSF for Children, children are different from adults, so they need distinct and 
tailored services: 
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¥ ChildrenÕs physiology differs from that of adults and changes as they grow and develop. 
¥ Children suffer from a different range of diseases and disorders to those commonly seen in 

adults. This includes a higher proportion of rare and often complex congenital and inherited 
disorders. 

¥ ChildrenÕs mental capacity and level of understanding, for example about their bodies, 
illness and death, may differ from that of most adults, and changes as they develop. 

¥ ChildrenÕs legal status, for example, in respect of consent to treatment, differs from that of 
adults.  

¥ Children are more vulnerable than most adults, and have a greater need for safeguarding 
their welfare. 

¥ Children using health services are usually accompanied by a parent or other responsible 
adult. This person may have distinct legal rights in respect of the child, for instance over 
consent to treatment. They will also have their own needs, for example, for explanation and 
reassurance. 

¥ Children are strongly affected by the context in which they live. Usually the most important 
element of this context is the family; followed by friends, school, neighbourhood and 
community. 

¥ Children will become adults; and there is a growing understanding of the effects of 
childhood experiences, including illness, on their adult life. 

 
Arrangements should be in place to secure the safe and effective use of equipment in children 
throughout the hospital. Equipment used must be the correct size for the child, and its design 
must be tailored to different needs at different ages and stages of development. Staff using this 
equipment should be trained to do so. This requires a programme of training, with particular 
emphasis on the use of monitors and infusion pumps: in A&E, recovery suites, burns and 
neurosurgery units, spinal injury units, as well as childrenÕs wards, neonatal units and paediatric 
intensive care. 
¥ Children are more vulnerable than most adults, and have a greater need for safeguarding 

their welfare. 
¥ Children using health services are usually accompanied by a parent or other responsible 

adult. This person may have distinct legal rights in respect of the child, for instance over 
consent to treatment. They will also have their own needs, for example, for explanation and 
reassurance. 

¥ Children are strongly affected by the context in which they live. Usually the most important 
element of this context is the family; followed by friends, school, neighbourhood and 
community. 

¥ Children will become adults; and there is a growing understanding of the effects of 
childhood experiences, including illness, on their adult life. 

Arrangements should be in place to secure the safe and effective use of equipment in children 
throughout the hospital. Equipment used must be the correct size for the child, and its design 
must be tailored to different needs at different ages and stages of development. Staff using this 
equipment should be trained to do so. This requires a programme of training, with particular 
emphasis on the use of monitors and infusion pumps: in A&E, recovery suites, burns and 
neurosurgery units, spinal injury units, as well as childrenÕs wards, neonatal units and paediatric 
intensive care. 

 
ChildrenÕs surgery:  
¥ Every hospital trust that receives children must have a policy for securing both emergency 

and nonurgent surgical services for children. This applies to all areas of surgery. It is equally 
vital for every acute hospital to secure and maintain a rota that includes emergency skills for 
resuscitation of very sick children, covering childrenÕs services, A&E and elsewhere. Over 
time, all surgeons operating on children should also have basic training in resuscitation and 
life support, and emergency care in their designated branch of service.  
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¥ It is desirable that all surgeons and anaesthetists expected to provide care to children 
should undergo child-specific training, education (including communication skills) and 
assessment. They should, in addition, undertake continuing professional development in the 
care of children. 

¥ Children who have had surgery and have to stay in hospital overnight need nursing, 
anaesthetic and medical aftercare provided by appropriately trained staff. 

 
[Read Document] [Back to Women & Children] 
 

  The Royal College of Radiologists & The Society and College of 

Radiographers (2007) ÒTeam working within clinical imagingÓ 

This document aims to identify and disseminate examples of good skills mix practice within a 
sound and robust clinical governance framework. With the realignment of clinical practice in 
many fields of medicine, a significant number of which involve imaging, it is vital that clinical 
imaging departments work together in well defined teams, normally led by a consultant clinical 
radiologist who is able to bring a broad clinical overview using the benefit of a full clinical and 
radiological medical perspective.  
 
Framework for implementing skills mix in clinical radiology departments: 
 
Effective and eff icient service delivery: A national framework for skills mix in clinical 
radiology services requires robust mechanisms in place to enable development of appropriate, 
effective and safe practice that bears rigorous scrutiny and evaluation.  

Patient benefit: Skills mix initiatives should be undertaken with the clear understanding that 
service development or enhancement, for the benefit of patients, is the objective. Recognising 
the ability to deliver timely diagnostic services to a larger population will also provide benefit to 
the patient. 

Strategic context: Skills mix developments need to be set within a coherent strategic vision for 
the clinical radiology service within the locality. A clear understanding of the deployment, 
education and training of practitioners at all levels, together with the associated resource 
implications is needed. This requires a Ôwhole systemÕ review of evolving service needs and 
planning for succession as individuals move to new or other roles.  

Education and training: An appropriate education and training framework is required to 
establish extended roles, and the importance of Higher Education Institutions, to work in 
partnership with the professional bodies and the service to develop appropriate formal training 
and qualifications is recognised. 

Continuing Medical Education/Continuing Professional Development: Implementation of 
skills mix initiatives requires continuing medical education (CME) and continuing professional 
development (CPD) arrangements to be agreed, implemented and documented. This allows 
maintenance of competencies, further development, and acquisition of knowledge and skills 
relevant to enhancing patient care and service delivery. All staff within departments of clinical 
radiology must undergo an annual development review to ensure a personal development 
programme is in place with identification of further role development and educational needs 
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Clinical governance: Comprehensive systems must be in place to assure clinical governance 
standards in the multidisciplinary context. All participants in skills mix and role development 
initiatives must understand their own particular roles and lines of accountability. This would 
usefully be explicit in documented, locally agreed arrangements. An appropriate system of 
clinical supervision should be in place. This should be encompassed within an appropriate local 
governance framework. It is expected that this will include effective systems for on-going audit, 
arrangements for regular reviews of practice, and formal critical incident and error reviews. 

Legal framework: Agreements and local policies promoting skills mix developments must 
identify the legal and ethical framework within which practice will operate. Professional 
relationships, lines of accountability, and transparent systems for delegation, transference and 
referral should be identified. Explicit, documented detail of extended roles and responsibilities is 
required in each locality. 
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