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Hospitals on the Edge – quotes from physicians
Anonymous free text quotes from the RCP fellows and members survey – accompanies RCP Hospitals on the Edge report 13 September 2012
 ‘Safety is falling to all-time lows as people get moved to wards after the most superficial of assessments and no treatment plan. As a clinician supposedly covering the medical HDU and acute renal failure, coming in in the morning is akin to Christmas day but all bad. Hospital at Night leads to the most basic and inept clinical reviews to compound the shuttling of patients around the hospital with no thought to their welfare.’ 
‘Unsure about whether to recommend our hospital – I fear other hospitals may actually be worse. EWTD and shift working has seriously undermined safe patient care and reassurance to patients. We never seem to have enough nurses for basic patient care and cooperative-working IT systems actually slow, confuse and distract from care. Handovers seem to be non-existent. Weekends and Bank Holidays function on a skeleton staff of doctors – very dangerous.’

‘High profile or “new” initiatives are well organised and funded – cancer centres, trauma centre, heart attack centre etc. Lower-profile or incremental changes in workload or pattern – acute medicine, frail older people, ED admissions, teaching and training requirements etc – are poorly acknowledged, not managed proactively and sit at the root of much of the dysfunction in our systems.’
‘Hospitals outside major research centres suffer from multiple problems. It seems hard to imagine how any of these can be solved currently. My hospital has the legacy of PFI, meaning financial sustainability is highly unlikely; it relies on large numbers of non-training grade doctors and locums at all levels, putting incredible pressure on those in permanent positions, especially in acute medicine; it has a population in great need of social-services input with a lack of joined-up care between health and social services; and the high intensity of work and huge numbers of patients seen in acute services means there is no time for education and training. The permanent staff work hard, but are not supported adequately at a local or national level. This model of care in DGH settings is unsustainable. Patients will not want to choose these hospitals; doctors and nurses leave for more attractive positions in better-resourced tertiary/central hospitals; trainees avoid rotations due to lack of training; patient-complaint rates are high; and elderly patients with frailty and multi-morbidity are not best served in this environment. Innovation is stifled as staff are rapidly burnt out and demoralised. To make matters worse, instead of giving staff time to think about and implement change, management consultants are brought in, at great expense. A re-think is needed.’

‘Hospitals have to bite the bullet and switch to a 24-hour service with ALL facilities available routinely 24 hours per day AND weekends. ALL working days must be equal. All times of day must be equal. 24-hour per day resident pharmacist, resident MRI technician, resident ultrasonographer, resident social worker, resident OT, resident Physio, resident Speech therapy, resident EVERYTHING, weekend EVERYTHING. That is the only response to the workload in acute medicine: to eliminate the need to write “waiting for...” in medical notes. We need to look at the automobile-manufacture industry for working patterns and to the airline industry for safety.’

‘Continuity of care and responsibility of named people looking after a patient have been significantly affected by a number of issues over the past many years. This includes EWD and quick changeover of medical and nursing staff. This is not helped by lack of funding for more stable middle-grade doctors to keep continuity in the face of unavoidable and rapid changeover of training junior staff.’

‘EWTD forces rota/work pattern that reduces clinical exposure to patients on their wards by juniors, and continuity of care. Finance-driven reductions in skillmix and nursing staff numbers are making it impossible for our nurses to deliver the high standard of care that the managers have signed up to, and the nurses wish to provide. Good nurses are therefore leaving, many for the relatively stress-free “community” posts, but some from nursing altogether, making the situation even more difficult for the staff who remain – and the patients.’

‘The hospital/community divide continues to widen. There appears to be little or no joined-up thinking between social care and acute hospital trusts. Over 50% of my patients could be discharged a lot sooner with decent/any social services input. The ongoing lack of adequate social services care in the community means increasing abuse of older people.’

‘There have been a lot of innovative ways of working developed in acute medicine in my hospital; I feel that a period of stability with commissioning would help to inform if these developments have long-term benefits. The constant change in priorities – length of stay to readmission rate etc – give perverse incentives; constant “changing the goal posts”. On the whole I feel the hospital gives good care, although there are areas of weakness where I would not want my relative looked after. I do worry about the constant changes of junior doctor and the inefficiencies this causes.’
‘I have been jointly trained in Australia and the UK. The difference between the two systems never fails to surprise me. Issues which were fully resolved when I was a junior doctor in Australia are still being discussed in the UK some 20 years later. For example, staggered junior doctor changeover, paid shadowing, overstaffing and separate rotas for the changeover period were in all place when I graduated. Only one of these has since been introduced in the UK. What troubles me most deeply is the repeated rounds of top-down policy implementation with little or no time for the system to settle.’
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