Acute medical admissions:

ABSTRACT?The riging number of emergency admiss-
ions and the increasing specialisation of medicine some-
times cause problems it the organisation of care for
patients admitted as emergencieg te medical beds. A

multidisciplinary working group from general practice
and the hogpital sector identified five main areas in

which problems occurred?communication, appropri-

ateness of referral, finding beds, waiting by patients,
and the organisation of clinical care. Guidelines and

standards were suggested. We then carried out an audit
of acute care in 42 hospitals with 400 or more acute
beds. The most gignificant problems that emerged we=e
the suboptimal involvement of consultants in acute
care, the frequent lack of gppropriateness ©f the admit-
ting specialty to the patient's condition, and confusion
about policies for admitting elderly patients.

There are many tensions in the system of acute
medical admissions in the UK. Most hospitals are

under pressure

of patients needing admission oxr bej_ng referred for
admission as an emergency [ll. Referring general
practitioners have difficulty i® making contact with the
relevant junior doctor. There is a potential mis-match
in expertige petween an experienced general practi-
tioner and ajunior admitting doctor. Lists of available
beds are inadequately maintained. Another problem is
that, with the jincreasing subspecialisation of medicine,
= patient with, for example, == acute gastrointestinal
bleed may be admitted under the care of a consultant

whose primary interest is in, say, cardiology, simply
because it is his oxr her night or weekend on duty.

from a continuing rise in the numbers

Nearly 90% of those currently in medical beds have
been admitted acutely [2]. The most frequent reasons
for acute admission are myocardial infarction, stroke,
cardiac failure, acute exacerbations of chronic pul-
monary disease and asthma, and deliberate self-harm
with drug overdose [3,4]. This paper ¢ not, however,
concerned with the clinical management of patients.
Guidelines for gpecific diagnoses Nave Peen pyplished
elsewhere leg 5,6], and many others are available.
Here we are concerned with the organisation of admis-
sion to acute medical beds. We report Seme of the dif-
ficulties surrounding acute medical admissions and
describe a proforma we have used as a basis for a
national audit of the grganisation Of acute care.
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Medical audit

results of a national audit

Concerns about the organisation of services

As we were unable to find published trials to suggest
that one system of organising acute medical care was

better than another, we organised = workshop
attended by hogpital physicians, general practitioners,
junior doctors, = representative °f the Emergency Bed
Service and others.

Areas of comncern highlighted by the working group
fell broadly into the categories shown in Table 1.

Communication

Problems identified by the general practitioners o=
the yorking group included gifficulty i contacting
the Junior doctor on call, difficulty i contacting =o=-
sultants for informal advice, and the frequent failure
of hospitals to notify them when a patient sent in for
admission had been sent home without having been
admitted. The reasons for patients being sent home
were often not effectively communicated to either the
atients or their general practitioners. Gemeral practi-
: b p
tioners were also concerned that they were not
informed when patients died either in the Accident
and Emergency (A&E) department, ©= ghortly after
admission. Omn their side, hospital doctors felt that
difficulties arose when general practitioners had told
their patients that they would be gdmitted, and the
hospital team then decided that admission was not
necessary. Hospital doctors were also concerned about

the quality of clinical information provided by
telephone or by referral letter.

Recommended standards relating te communication

Hospitalg should have dedicated telephone lines avail-

able to general practitioners for ©alls relating te emexr-
gency admissions, and the numbers should be made

available to all local general practitioners. Switch-
boards must have an up-to-date list of those on call
and how to get in touch with them. Consultants' secre-
taries should hold the timetables of consultants, and
how to get in touch with them on different days of the
week. No preregistration POUSe physician (HP) should

be responsible for receiving calls and deciding about
admissions. When a patient referred for acute admis-

sion is sent home from the A&E department, or dies
shortly after an acute admission, the general practi-

tioner should be informed immediately by telephone,
e-mail or fax, and a letter should follow. A note of the

telephone call and a copy of the letter or fax should be
available in the case records.

When patients are sent home from the A&E depart—
ment, the responsible doctor should give them a clear
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Table 1. Areas of concern

? Communication

? Inappropriate referrals
» Problems with beds

? Waiting by patients
?  Organisation of medical care

explanation 2= to why they have not been admitted,
and what the future plans are for their mgnagement.

The reasons and the proposed plan should be com-

municated to the general practitioner by telephone,
and confirmed by letter or fax.

Hospitals and their local geperal practitioners
should jointly agree minimum standards for the
content of referral letters or other communications.
Consideration should be given to the development
and use of a proforma suitable for an admission.
Guidance about the content is available [7], Medical
registrars o= senior house officers (SHOg) might find a

similar proforma useful when receiving telephone calls
about a proposed admission.

Inappropriate referrals

The meaning of ‘appropriateness‘ is central to debates
about the quality of medical care, and to the allocation

of resources [8]. In this context we consider inappro-
priate a referral for admission to acute care Of a
patient who could be equally well or better managed
at home, or in a less costly bed such as in a nursing
home [9,10]. & protocol is available for assessing
appropriateness of admission to,, and days of care 1ip,
acute hospital beds. This has been found to have face
validity @nd high inter-reviewer religpility [11].

Many factors contribute to inappropriate referrals

for admission, including waiting for outpatient
appointmentsl lack of non-acute beds for rehabilitative

care, pressure from patients and their relatives for
admiSSiOn, and a lack of professional consensus as to
what symptoms should result in immediate referral for
admission.

Recommended standards for referrals

It 1s not poggible teo draw yp practice guidelines for =
list of symptoms ©¥ disorders that must result in

referral, this gpyiously being et the discretion of the
primary care team. However, hospital physicians and

their local general practitioners should jointly develop
local guidelines which must be evidence-based [12],
but which also reflect local resources.

Problems withfjpndjng beds

In many areas the number of beds available for acute

medical care is mow insufficient for the needs of the
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local population, so that the bed occupancy rates are

consistently t°° high te give an effective emergency
service. Information on bed availability is also

frequently inaccurate, so that doctors may inadver-
tently refuse referrals at a time when beds are available
in their hospital. Because of such pressure ©% beds,
medical patients are often placed o= a number of dif-
ferent ywards, including surgical wards. Such 'outliers'
add considerably to the workload ijunior medical
staff, and may have an impact upon the quality of care
delivered.

As the Audit Commission pointed out in a study o=
acute admissions [2], some doctors may lnappropri-
ately delay discharge ©f patients until just before their
own take day in order to 'save' the bed. Other causes
of delayed discharge may Pe timing ©f consultant
rounds and jingdequate discharge planning [13,14].
Finally, it has been recognised fOr years that there are
more acute medical admissions on Mondays and

Fridays than on other days of the week [15], and that
in the UK there are more acute medical admissions in

the winter than in the summexr. However, many
hospitals consistently fail to make appropriate

organisational arrangements.

Recommended standards forfinding beds

All hogpitals should have a designated P®9 manager,
and data on the bed state must be accurate within

defined limits. It should not be the responsibility of
medical staff to find beds. If the hospital does have
admissions policies for particular groups ©f patients

(eg patients over a certain age), then this policy must
be made clear in writing to all medical staff on

appointment. 2s the Audit Commission also stated,
hospitals should explore the establishment of observa-
tion/admission wards, plan investigations coherently
and plan the discharge °f patients [2,13],

Waiting by patients

The interval between arrival of the patient at the A&E
department and first being seen by a dOCtOr, and the
interval between the decision to admit and arrival on
the ward, are both gyhject to delay. Delays may P& due
to excessive workload of the A&E doctors, the on-call
team, or the support services, oxr due to difficulties in

ascertaining the bed state. Ohyiously s=me patients ¥ill
require stabilisation before they are fit to be moved
from the A&E department, and others may require

appropriate investigation such as brain gecanning ==
the way t° the ward.

Recommended standards for monitoring waiting times

Time should be noted for all entries in the medical
records. Purchasers of care should set local standards

for maximum waiting intervals.
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Organisation of medical care

There is concern that on some days the numbexr of

admissions be excessive for the number ijunior

ma
doctors on duify, particularly when the doctors also
have clinical commitments such as outpatient clinics.
Consultants should play a more prominent role in
acute medical care than is sometimes the case. Some
hospitals =r= developing systems Such that eone physi-
cian is responsible for the care of all patients admitted
acutely in one week, keeping = CloSer eye on the care
of those admitted as emergencies, 2nd providing
greater continuity [16].

With the increasing specialisation i medicine, it is
recognised that a patient may be admitted under a
consultant whose primary specialty !¢ inappropriate for
the patient's condition, and that policies for dealing
with these situations are needed.

How best to grganise the care of elderly people
admitted acutely has been the subject in part of a
College report [17]. Sometimes geriatric medicine
and acute general medicine are fylly integrated; =ome-

times an age-related policy applies, =° that all those
aged mere than 75, for example, are admitted under

the care of a consultant in geriatric medicine. There

are advantages and disadvantages to both systems, but
junior staff must ¢learly know the local policy,

Recommended standards for the organisation of medical care

The minimum seniority of a doctor making the
decision to admit or to discharge from the A&E
department should be SHO. The same applies to
decisions made by telephone consultation with general
practitioners.

Consultants and members of their team who are

primarily responsible for acute admissions should not
have onerous duties scheduled for their take day. Im
particular, registrars a@nd SHOS regponsible for ad-

mitting patients == emergencies should not have an
Outpatient clinic scheduled for that day.

The median number of daily admissions should be
monitored, and if this reqularly exceeds a certain level
(which requires local definition, perhaps in association
With Regional Advisers of the Royal College of
Physicians) then gtaffing patterns should be reviewed.

Every patient admitted should be seen by a consul-
tant within 24 hours. There is much to be said for the
physician e» take performing == evening ward round.
If circumstances occasionally prevent this, consultants
should take the initiative and contact theirjunior staff
by telephone ir the course of the eyening, Put in any
event consultants should make it absolutely clear that
theirjunior staff can consult them at gpy time to seek
their advice. Medical records must be available at
night and at weekends. Referrals to other specialty
teams should be through the consultant on take. The

availability °f emergency investigations should be the
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same whether they are required by day °r 2t night or
at weekends.

There should be a written policy about the local

relationship Petween general medicine and geriatric
medicine and about any catchment area policies.

Development of audit review criteria

Following the workshop and the gdevelopment ©of the
standards, the authors devised proformas which

allowed gggy focus on whether or not a hospital was
fulfilling these standards. The different sections of the
audit, as modified glightly after piloting in seven hogpi-
tals, are available from the Publications Department of

the Royal College ©f Physicians. The topic areas are
shown in Table 2 and a sample page in Table 3.

Methods

A list of all hospitals with 400 or more acute beds was
extracted from the Hospitals Year Book. The sample was
stratified according to regional health authorities and
= random gample ©f sixty hospitals (the number
chosen reflected our regourceg) was obtained using
random number tables. The names of the Directors of
Medicine (DoM) (or equivalent) and the clinicians in
charge of medical audit in the hospitals were Obtained.
A pack of audit proformas (Table 2) was sent to each
with an accompanying invitation to participate in a
national audit. The audit was to be carried out by
members of the hospital clinical audit departments,
supported by medical staff. The pilot study had
demonstrated that the case-note audit was most reli-
ably completed by auditors with a medical or purging
background, =o thiswas gtipulated.

Participants were provided With guidelines o= how
to conduct the audit (included with the proformas).
These had been tested in the pjjot study @nd adjusted

to correct gny ambiguities °F misunderstandings. The
audit consisted of a mixture of semi-structured inter-

Table 2. Sections of the proforma* for auditing acute
medical admissions

A. Information identifying hospital; information about
numbers of beds, numbers of different grades of
medical staff, etc

B/C. Audit of case notes

D. Review of records of patients sent up for admission by
general practitioner and not admitted, or who died

E. Interview with clinical director of medicine or senior
physician

F. Interview with consultant in charge of Accident and

Emergency department
Interview with junior medical staff

Interview with hospital switchboard supervisor

* The full proforma is available from the Royal college of physicians
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Table 3. Interviewwith hogpita]l switchboard gypervisor

A. Does the hospital have gpy dedicated telephone lines for the emergency referrals?

It yes, NOW many?

2 yes 2?2 no

B. When did the local general practitioners last receive a written circular

about these numbers?

C. Does the hospital switchboard have an up to date list of all on-call rotas

and details of how to contact individuals on the rotas?

? yes P no

(The rota should be inspected, and comments about how up to date they are written here):

D. Does the hospital switchboard have timetables for all consultants indicating

where they may be reached during the working week?

? yes P Be

(The timetables should be inspected, and comments about how up to date

they are written here):

E. Does the hogpital switchboard have a list of consultants' home telephone numbers? ? yes P mo

views and case-note reviews. The interviews could be
conducted at any time over a three-month period in
1993, but the main part of the case-note audit was to
be done on all acutely admitted medical patients who

were in hospital beds on a specific day, ie a census. In
the event that numbers were unmanageable, auditors

took random samples of patients using the Patient
Administration System. Subjects for interview included
the director of medicine, = consultant in AgE, all
junior doctors of registrar grade and below, and the
hOSpital switchboard SuperViSOr. The case-note audit
obtained information about the patient's diagnosis,
the gpecialty ©f the admitting team, whether patients
were referred to another specialist after admission, the
quality of the medical records and the appropriateness
of admission and days of care (not reported here) .

Results

Forty-six ©f the 60 hogpitals agreed to conduct the
audit and 42 sent in the completed forms, giving a=n
overall Participating hospitals
included 31 district general hospitals, nine teaching
hospitals and ome which described itself as an acute
unit associated with a teaching hospital. The average
number of beds per hospital was 641 and the gyerage
number of medical beds was 186. The time taken to

o
response rate of 70%.

complete the audit ranged from 13 to 140 hours
(median 44 hours). The time taken reflected the
number of patient records reviewed in the case-note
audit, which yanged from o to 257. gogpitals =om-
pleted all sections with the following exceptions: ome
hOSpital was unable to do the case-note audit OWing to
pressures ©n time but agreed t° complete all other
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sections; several hospitals found that it was not pos-
sible to identify patients who had been referred to

A&E and then discharged; only hospitals with observa-
tion wards could complete the whole audit. There

were hospitals which did not have A&E dJepartments
(these were on another gite) and therefore did not
complete the interview with the consultant in A&E.

Beds and gtaff

The number of acute medical admissions per day
ranged from 8 to 47 with a mean of 19 and a median of
18. The ratio of number of medical beds to average
daily medical admissions varied widely, from 3.9 to 19.5.

The number ijunior doctors resident on take for
acute medical admissions varied from two to ten, With
only twe hospitals having more than five doctors
resident at any °me time. The average number of

admissions resident junior doctor varied

per day per
from 3.5 to 10.8, median figure 5.0. In nine hospitals
the most senior doctor ever resident on call for acute
medicine was a SHO and in a further ten hospitals this

was the most senior doctor resident on some days.

Process for referral and admission

Catchment area. The directors of medicine of 11

hospitals reported that their pogpita] had = catchment

policy, PUt only twe placed any geographical restric-
tion on patients' place of residence. It was rare for all

doctors from a given hospital to have the same under-
standing about its catchment area policy. Practice
therefore varied from firm to firm and even from

doctor to doctor. This was equally true of hospitals
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which reported that they had a policy and those which
did not.

Grade of junior doctor regponsible for accepting patients and
for admitting and discharging them. Table 4 shows that
although only nine (<25%) of the DoMs reported that
HPs were regponsible fOT accepting telephone

referrals, in practice HPS were doing this in pearly
double this number of hospitals. Fifteen (35%) DoMs

overestimated the grade of doctor taking this responsi—
bility in their hogpital. The disparity was even greater
for admitting patients, With 35 (90%) DoMs pelieving
that oply SHOs and above were admitting patients
whereas HPs were gdmitting in 34 (81%) hospitals.
However, 26 DoMs thought SHOs were taking the
responsibility £or discharging admitted patients,
whereas in practice this was unusual, the yregistrar
being responsible for discharging patients in almost all
participating hospitals.

Finding beds

n only eight out of the 42 hospitals did the DoMs
report that junior doctors were meant to be regpon-

sible for hed-finding during vsual working hours, but
this number doubled at nights and at weekends. In
practice, junior doectors reported being involved in

bed-finding during usual working hours in 24 hogpi-
tals, and at pjghtg and ac weekends in 31 hogpitals.

Table 4. Referral/admission process

Query

Who ysually accepts telephone referrals?
(most junior person mentioned)

HO

SHO

Registrar
Bed bureau

What is the lowest grade permitted to:

a) admit? HO
SHO

Registrar
NR

b) discharge? SHO
Registrar
SR/Cons
NR

Number of hogpitals Where junior

doctors are regponsible for bed finding:
a) in hours
b) out of hours

NR, not reported

According to Director of
Medicine:

According to Director of
Medicine:

According to Director of
Medicine:

Acute medical admissions

Over half the pogpitals (22/42) reported that they had
a bed manager, but this person's duties were often

confined to the hours between 9 am and 5 pm

Organisation of medical care

Role of consultants. Eleven hospitals had a written policy
regarding how soon after admission a patient should
be seen by the consultant. For ten the maximum time
was 24 hours, and for one it was 48 hours. In five hos-
pitals all the junior doctors reported that their patients
were usually seen Within 24 hours, and in ten hospitals
more than half the junior doctors reported that this
was the case. However, in 27 of the 42 hospitals (64%) ,
less than half the junior doctors reported that their

patients were ygually =eem within 24 hours. In seven

hospitals at least one junior doctor reported that their

patients were not necessarily seen by a consultant at
all.

The regponse ©f junior doctors to the guestion
about whether they were usually contacted by their
consultant at some stage during a take day showed that
well under half benefited from this support . In 16 of

the 42 hogpitals, alf ex more of the jyniors reported
regular contact from their consultant either with

themselves or with another member of their team.

Commitments ijunior doctors on take days. Only six DoMs
reported that there was a policy regarding the commit-

Results and comments

According te junior

doctors:
9 16
21 18
9 4

1 3

According te junior

doctors:
4 34
31 7
4 1
3
26 3

38

According te junior
doctors:

8/42 24/42
16/41 31/42
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ments ofjunior doctors on take days and five of these
related to releasing doctors from outpatient commit-
ments. In three of the latter, juniors nevertheless did
undertake clinics on take days. In all but two hospitals,
therefore, take day commitments did not vary from

ordinary working days.

Admission of elderly people. Arrangements 2t the inter-
face between general and geriatric medicine varied
enormously. SOme hogpitals Pad totally integrated
: y p y :
medical admissions?geriatric and general medical

teams taking all patients admitted during their regpec-
tive takes. Others had no geriatric team at all. Tyenty-

six DoMs reported that their hospital had a written
policy on the admission of elderly people; 15 of them
had an age—related policy, five a needs-related policy
and six either a mixture of the two or some Other way
of making these decisions. In practice, the junior
doctors of 23 hogpitals were operating =@ age-related
policy, £OUr hospitals were operating = needs-related
policy and in seven it was not at all clear what was
happening. I a number of the hogpitals where gge-

related policies were said to be in operation, the age
threshold above which patients should be admitted to

= geriatric bed varied between doctors. The successful
function of the written policies depended in 12 of 23

of the hogpitals o= the availability ©f geriatric beds. In

most of these hogpitals, junior doctors complained
that there were rarely enough available beds.

Availability of investigations and medical records at pightg
and at weekends. Nineteen of the 42 DoMs reported
that there were limitations on out-of-hours jnvestiga-
tions at their hospital, but in 34 (80%) hospitals more
than half the junior doctors reported limitations. The
most common limitation cited by senior physicians was
on CT scans which were available only at the request
of a consultant, or not available. Problems most com-
monly cited by junior doctors included the gyailability
of CT gcans, cardiac enzymes, liver function tests,
radiology a@nd ultrasound. Other proplems mentioned
included 1ong delays, especially When samples had to
be sent to another site, and a general reluctance pLy
laboratory staff te do investigations out of normal
working hours. Many juniors said they wexe con-
tinually URdeT pregsure to justify their requests for out-
of-hours investigations and some admitted to haying to
embroider the case in order to get tests done. Investi-
gations outside normal working hours were routinely
monitored in all but five hospitals.

Medical records were not available out of hours in
nine of the 42 hospitals.

Accident and Epergency departments

Patient waiting times (time between arrival and heing seen by
a doctor, and between decision to admit and arrival on a
xoard. Most A&E departments had written standards on
patient waiting times and many of these mentioned

The Patient's Charter as a source for these standards.

Thirty-seven departments Rad a policy for document-
ing times in patients' motes and 33 monitored waiting

times. Tyenty-six of them wexe able to give = propor-
tion of cases in which the standards were met; in all
but three, standards were being met in 75% or more

of cases.

Sending home from #&E patients referred by general
practitioner (GP). When asked who could send home

from A&E patients referred by GPs for potential
admission, 29 consultants said that it had to be a
member of the medical team and nine said it could be
the casualty officer, who in all but one case was an
SHO. In practice, according t° the audit of such
patients in the 30 hogpitals participating in this section
of the audit, rather moxre departments than this are in
the habit of discharging patients who have been seen
by the casualty officer alone. In 13 of the 30 hogpitals,
more than half the patients had been digcharged in
this yay In ome hogpital, mewxe than half the patients
had been discharged by = HP. In ten hogpitals, HPS
were discharging = proportion ©Ff these patients.

Communication with GPs. Twenty—three of the 38
hospitals With A&E departments had written policies
for informing GPs about patients sent home. All stated
that GPs should be informed. Methods for zchieving
this varied. Some sent letters generated by 2 computer;
others gave every patient a letter to take to the GP;
others sent a copy of the A&E notes. Nineteen of

the hogpitals With policies Ra@d arrangements for
monitoring whether they were being carried out.

Review ofpatients' medical records

A total of 3,385 case notes were examined by 41
hospitals. Details of the cases are given in Table 5.
Sixty-nine per cent were admitted under = general
medical firm, and 30% were admitted under a care of
the elderly team. The rest were admitted by other
specialties, surgery fOF example, and subsequently
transferred to a general medicine or care of the
elderly team. Sixty per cent were on general medical
wards, 28% on care Of the elderly wards, 5% o=
specialist medical wards, 2% o= surgical and 5% on
other wards.

Diagnosis. It was possible to classify the patients' diag-
noses by system iP 2,496 (74%) cases. In 834 (25%),
the diaggnosis was either multiple ©* non-specific, and
in a further 55 (1%) =o diagnosis w== given. Seventy-
six per cent of classifiable diagnoses were within the
systems °f cardiology, respiratory medicine ox

neurology, the most common diagnoses being myo-
cardial infarction, cardiac failure, chest infection,

chronic obstructive airways disease and cerebro-
vascular agccident, as in previous studies [3,4], &

further 13% were gastroenterology patients, mostly
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Table 5. Audit of case notes: patient details, diagnosis @nd admitting specialty

Number of case notes examined: Total

Range
Median

Age: Range
Mean
Median

Sex: Male
Female
NR

Days in hospital: Range
Mean
Median

Specialty of admitting firm:

Medicine 2,284

Care of elderly 973

Other 20

NR 108

NR, not reported

with gastrointestinal haemorrhage, jaundice and other
liver complaints.

Appropriateness of admittingfirm. Twenty-one per <ent of
patients for whom the principal diagnosis and admit-
tlng firm could be ascertained were admitted by a firm
whose specialty was relevant to their diagnosis (range:
/-60%). & further 9% (range: 0-35%) were referred
to an appropriate specialty after admission. The
referral rate for all patients was 19%, with a range
between hospitals of 0-45%. Referral rates wexre
examined by age of patient and whether they were
admitted under a general medical or care of the
e]_der]_y team. While there were no significant differ-
ences in referral rates between age groups, patients
who were admitted under general medical firms were
much more likely to be referred or transferred follow-
ing admission (22%) than those admitted under a care
of the glderly firm (12%)
Were also higher in teaching hospitals (22%) than in
district geperal hospitals (18%) (p < 0.05).
Significance was tested using the chi-squared test:

(p < 0.001). Referral rates

Discussion

One of the main limitations of audit from case notes is
that the results are only == good 2= the documentation.
If it is the documentation of known events that is
being audited, conclusions may be drawn about the
quality of documentation. If, however, it is the events

themselves that are heing audited, for example,
Whether a patient has been seen by a consultant, it is

3,385
19-257
76
Range ©of hogpital means:
15-100
70 56-78
73
1,578  (47%)
1,773  (53%)
34
Range ©f hospital means/medians:
1-605
13.7 7.3-37.3
7 3-19
(69%)
(

not possible to say whether lack of documentation
means that the patient has not been seen or whether
the patient has been seen but the fact has not been
recorded. The results of these parts of the audit
should therefore be considered in the light of this
limitation. The collection of information from more
than one source, as in the case of the interviews with
both the DoMs and several of their junior staff, has

advantages i? obtaining = mexre accurate picture of

hospital aCtiVity. It is the disparity in the information
obtained from these two sources that has produced

some Of the most interesting results of this study. Even
here, however, problems have arisen, in particular over
the matter of consultant contact with jynjor staff.

Although we asked junior doctors if they were
regularly contacted by their consultants, it is possible
that some said not, unaware that another member of
the admitting team had been telephoned by the con-
sultant. In the reported instances in which patients
were not seen py a consultant at all, it is possible that
the 1reqular' consultant physician w== <= holiday?but
this only underlines the point that arrangements to
provide consultant cover must be made. The physician
standing in must take on the yegpongibilities of his
absent colleague, including post-take ward rounds and

support of the junior staff.

We found considerable wvariations in the

organisation and process ©Of acute medical care. While
some hospitals performed ¥ell in regpect Of some of
the standards proposed, i® =c hogpital was this true of
all the areas studied. It is therefore no surprise that
Britten and Shaw ([18], in their survey °f patients’
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experiences °f emergency admissions, reflected pmany
of the problems identified in this paper. The most

significant problem areas wexre communication with
GPs, suboptimal involvement of consultants in acute

takes, policies for admitting elderly patients, limita-
tions on out-of-hours investigations and the frequent

lack of gppropriateness ©f the admitting specialty t°©
the patient's condition.

Few hogpitals had agreed standards for the content
of GP referral letters. In many hospitals GP referrals
were being accepted @nd seen by veryjunior doctors,
many °f whom were not aware of their hospital's catch-
ment or admission poljcies. ™™ nearly three-quarters °F
hospitals junior doctors are responsible for bed-
finding on at least some days each week. In geperal,
medical patients wexre less often on gyrgical wards than
has been suggested by anecdotal report.

Consultants' gypport of their junior staff varies
considerably. Such Support must be one of the central
features of good acute care, and should, we suggest, be
= topic for frequent 2udit.

A factor which confounds the work of junior
doctors, and is therefore likely to affect patient care, is
confusion at the interface between general medicine
and geriatric medicine [17]. Most hogpitals have age-

related policies £or elderly patients whereby all
patients over a certain age are referred to the care of

the elderly team, providing beds are available. While
this policy works well in some hospitals, according to
the jynior doctors, in many the policy is hampered by
lack of geriatric beds. One of the advantages of an age-
related policy is that it is simple €0 carry out; = needs-
related policy requires = mex< gophisticated pro-
cedure. However, the danger is that the simplicity of
an age threshold may lead both to the inappropriate
referral of acutely i1l patients to the elderly team (in
one hospital this meant transfer to another, non-acute
site where the ECG machines allegedly did not work
and where there was no specialist cover) and to the
withholding ©f geriatric expertise £rom patients Who
need jt, because they are 'mot old enough.' In some
hospitals the age threshold is as high == 80 years. In

addition to thig, the dependency = bed ayailability o=
the geriatric wards means that the kind of care that a

patient receives is often more a matter of chance than
design. What causes the main problem f°F junior
doctors is the unpredictability of their workloads (if
there are no geriatric beds the medical team has to
admit all medical patients) and that acute beds are

taken 5 for ]ong periods ©f time by patients WHRO
should have been moved on to care in residential or

nursing homes, er discharged home. There was
evidence of ill—feeling in several hospitals as a result of
these factors.

Oone area which Clearly causes difficulties in many
hospitals i the general discouragement ©f investiga-
tions out of hours. All essential investigations should

be equally available at all times, but in practice this is
difficult to achieve because of the high cost of investi-

gations out of hours. The general rule about in-
; 3 out of hours is that should not be
vestigations they
requested unless it can be shown that the results will
affect patient management . This is not always a clear
decision. The tendency of doctors to practise more
defensive medicine the more junior they are further
complicates the matter.
The current organisation of medical care in the
United Kingdom is such that the proportion of

patients admitted py
clinical need will always be low. This is because where-

a firm with skills appropriate to

as patient diagnoses are concentrated in the three

specialties ©f cardiology, respiratory medicine and
neurology, doctors on call for acute medicine are

spread among five oxr six specialties that exclude
neurology. The likelihood of a condition being con-

sidered to require specialist ==re appears te Pe in-
versely related to how common it is. The most obvious
example of this is stroke. It is almost unheard of for
neurology firms to admit patients with acute strokes
and it yas, in our sample, rare for such patients to be
referred to neurology cmnce they were admitted. The

nearest these patients come to specialist care 1is to
be referred, in a few hospitals, t° = rehabilitation

specialist emee the acute perjod is over

It is tacitly assumed that specialist care is better than
generalist care, and indeed in the case of acute asthma
there is evidence to support this [19]. Is it reasonable
to assign certain conditions to 'general medicine' for
no better reason than that they are common? Is it

possible to reconcile increasing specialisation With the

evidence that an average of 70% of acute medical
admissions never see a specialist suited to their condi-

tion whilst on the ward? Can generalists ever offer the

same quality of care that specialists can, however many

guidelines are distributed and however diligent they
are with their continuing medical education in rela-

tion to common medical problems outside their
specialty? Within our present limitations on consultant
staffing, probably the best that can be done is to

ensure prompt review of an acutely admitted patient
by the admitting comsultant phygsician, @79 prompt
referral to the relevant specialist team [20].

Our audit gyggests that in many hospitals policies
are made or assumed to be in practice by the senior
members of the organisation, butjunior members are

operating either in ignorance of the policies or under

practical constraints that make implementation very
difficult. As our audit has shown that most acute care

is provided by junior dectors who are often not work-
ing directly for consultants whose specialty is relevant
to the care of the disorder with which the patient has

been admitted, organisational issues are clearly of

paramount importance. Itdividual nogpitals participat-
ing in this national audit, and others, will wish to audit

themselves from time to time in the light of these find-

ngS. The authors will welcome suggestions for

improvement of the proformas. The present version is
available from the Royal College ©f Physicians.
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