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Introduction

At Durham University on 22 September 2015, the Royal 
College of Physicians of Edinburgh, in collaboration with 
the Centre for Healthcare Improvement and Research, 
hosted an expert workshop on Consistent Services for 
Acute Medical Care. The invited expert audience 
included representatives from a broad range of healthcare 
professions, commissioners, researchers, policy and 
patient communities. 

The objective of the session was to take a whole 
systems look at the provision of consistent care 
throughout the working week, including out of hours 
weekends, with a focus on acute care. This provided 
clear parameters for the discussion while covering the 
majority of patients admitted to hospital as an emergency. 
This group of patients has a recognised morbidity and 
mortality and are known to require multi-professional 
care. The workshop had three linked component phases: 
to develop and design an action effect diagram (AED)1 to 
clarify aims; to review evidence; and to capture a picture 
of patient and staff experience.

Session 1 – Action Effect Diagram 

The group developed an AED (Appendix A, via link at the 
end) with a clear aim as the starting phase of the project 
to capture and theme the elements of care considered 
necessary for a high quality acute medical care system. 
The AED produced used the NHS London Quality 
Standards for acute emergency services as a backbone 
for the expert workshop, being the most comprehensive 
published standards available. This allowed the 
components required to deliver consistent high quality 
acute care to be mapped to produce an agreed vision for 
the future delivery of care. This methodology ensured 
that the patient was central and that outputs were 
inclusive of the range of professional groups and 
departments involved in acute care. Further work has 
been done to develop the AED through a service and 
staff exemplar output. More recently, NICE Reviews and 
further evidence have been published and are discussed 
below. The group recognised that change was necessary 
while acknowledging the need to ensure that appropriate 
care is given within sustainable systems and services. 
This included assessing the potential impact on financial 
and human resources. There was an emphasis on the 

need for an evidence based approach to help determine 
which elements should be prioritised.

The group highlighted key recommendations including:

•	 Solutions to consistent acute medical care will be 
multi-professional and based on the building blocks 
of robust research, data and analysis

•	 Key services include medical, nursing, allied health, 
pharmacy and diagnostics with appropriate access 
to specialty, mental health and community and social 
care

•	 A phased move towards consistent services will 
maintain a sustainable quality of care

Session 2 – What do the data tell us? 

Reviews of published papers informed the discussion. 
Two presentations covered the current data at an 
international level with an exploration of hospital unit 
derived data. Professor Paul Aylin focused on outputs 
from big data sets and Mr Neil Pettinger examined the 
weekday effect on patient flow through acute medical 
units highlighting differences in lengths of stay and bed 
occupancy indicators. 

Professor Aylin undertook an overview of the evidence 
on weekend outcome data in relation to mid-week care 
with an examination of the strengths and limitations of 
a number of published studies. Limitations of the data 
were discussed with a clear message that small or single 
centred studies are underpowered and hence less likely 
to show poorer outcomes at weekends. Factors affecting 
outcomes and the conflicting evidence2 were discussed. 
Those which may influence weekend outcomes are likely 
to be complex. These include potential variation in case 
mix and illness severity, healthcare professional grades 
and staffing ratios (particularly including nursing), 
timeliness of access to diagnostics and seniority of 
attending physicians. In combination, these form an 
interactive set of factors that will potentially influence 
increased 30-day mortality rates for out-of-hours 
admissions. In contrast to some previous publications, 
the recently published Freemantle analysis3 suggests that 
the case mix and illness severity4 is indeed a higher risk 
at weekends when there is reduced access to services. 
However, there is also evidence that suggests the 30-day 
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mortality rate for hospital admissions Friday to Monday 
is increased by up to 15% prior to adjustment for case 
mix. However, Professor Aylin highlighted that this is 
based on a 1.8% risk of death overall and, in context, 
does remain a relatively low risk.5 

A European study by Aiken et al. on nurse staffing and 
education and hospital mortality6 found a 7% increase in 
the likelihood of 30-day mortality for every increase of 
one patient in a nurses’ workload; and for every 10% 
increase in bachelor’s degree nurses, there was a 7% 
decrease in mortality as an outcome. A study by Bray et 
al. also found an association between registered nursing 
staff ratios and stroke patient mortality.7 In January 2016, 
after this workshop took place, NICE released four 
evidence reviews on safe staffing.8 A review into Safe 
Staffing for Nursing in a related specialty found weak 
evidence, with some association between nurse staffing 
levels, care time and time to leaving the department.9 It is 
now for NHS Improving Quality to continue this work. 

There remains conflicting evidence on the scale and 
causes of the weekend effect; however, it is a collective 
responsibility to consider this in all its complexity in 
order to arrive at sound and evidence-based action; and 
to recognise the roles of all professional groups 
contributing to acute medical care. 

Session 3 – Patient and Staff 
Experience 

Delegates undertook an emotional mapping exercise to 
assess perceptions of experience of care at different 
times during the week as well as to ensure a patient 
focus for the ongoing discussions. 

Delegates described in one word what they believed the 
experience would be from both a staff and a patient 

perspective in an emergency care setting at particular 
points in time, such as Monday in-hours or weeknights 
out-of-hours. 

This exercise provided an insight into both patient and 
staff negative anticipation and experience. Interestingly, 
while the patterns were similar, there were some 
differences with staff negative perceptions being greatest 
on Monday and after 8pm at weekends. Both patient and 

Average length of AMU stay by day of week admitted
(Large hospital calendar year 2014 acute medical unit)
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Chart 1 Average length of stay by day of week admitted 
in large acute medical unit
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Emotional mapping responses – patient perspective
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staff perception was that Friday through Monday and the 
start of the week is particularly poor, with Tuesday 
through Thursday in-hours being perceived as the most 
positive experience. The results suggest that from both 
a staff and patient perspective there are perceived 
problems in the patient and staff experience. 

Chart 1 shows an analysis of a Monday to Sunday 
pattern for the average length of stay and this is also 
observed in the emotional mapping of staff and patients 
shown in Charts 2 and 3. The emotional mapping charts 
depict the projected emotions of staff and patients in 
acute services, by asking delegates to describe in one 
word what they perceived staff and patients would feel 
at different points in time. 

There is a clear view that any solutions would involve 
a broader focus than simply focusing on senior medical 
staff working weekends. This is evident in the staffing 
and support services model underpinning the acute 
medical standards in Appendices A and B which are 
available via the link at the end. In order to unpack the 
complexity of the problem and reach a comprehensive 
understanding of possible targeted solutions, the 
correct research data and analytical building blocks 
must be in place. 

Summary 

There needs to be a phased approach to providing more 
consistent acute medical services (Figure 1). All services 
do not need to be 24/7, but an appropriate sustainable 
solution will require a clear understanding of the contri-

buting factors to worse outcomes associated with 
admission in the out of hours periods. Appropriately 
targeted but complex interventions will be required to 
improve outcomes. As such, interventions will have to be 
prioritised and sequenced with the impact of each 
monitored while carefully taking into account the 
following existing factors which are thought to contribute: 
higher risk of death cases Monday to Friday; staffing levels 
that do not meet demand or risk profile; and reduced 
access to diagnostics and specialty out-of-hours.

Recommendations

•	 The evidence supports the position that solutions 
to consistent acute medical care will be multi-
professional and based on the building blocks of 
robust research, data and analysis 

•	 Acute medical care must continue to address the 
needs of a patient population that requires complex 
clinical intervention. Key services include medical, 
nursing, allied health, pharmacy and diagnostics with 
appropriate access to specialty, mental health and 
community and social care
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Figure 1 High quality care for patients presenting at acute care services consistently and sustainably, no matter what time 
they enter the service 24/7/365

Online content

Please follow the link below to view the key 
points and appendices relating to this paper

https://www.rcpe.ac.uk/policy-standards/
consistent-healthcare-services

Consistent services and acute medical care
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