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ABSTRACT – Models suggested for managing acute, non-elec-
tive, medical admissions include expanding geriatric services, 
extending the role of the acute physician and rejuvenating the 
role of the general physician. We investigated improving 
in patient care by changing consultants’ work patterns and 
placing a higher priority on the ward rounds. A focus group and 
a questionnaire were used to study the impact on several ward 
round parameters. All respondents reported an overall satisfac-
tion: 93% rated the quality of care as good or excellent, 75% 
reported increased safe patient discharges and 68% observed 
improved teamwork. Length of stay reduced to 4 days from 5.3 
days without an increase in readmission. The main themes 
showed improved quality of care, better assured patients and 
relatives, and better consultant job satisfaction, but also 
showed reduced junior doctors’ independent decision-making 
and a slight reduction in specialty-related activity. The study 
concluded that placing a higher priority on ward rounds by 
altering consultants’ work patterns has a positive impact on 
inpatient care.

KEY WORDS: Ward rounds, medical hospital admissions, gen-
eral physician, hospitalist, specialist

Introduction

The increasing challenges facing non-elective, medical hospital 

admissions have been highlighted in several reports.1–3 Despite the 

growing number of acute medical units (AMUs), acute physicians 

care for patients only for the first 24–72 hours. In contrast, hospitalists 

(general physicians) in the USA provide continuity of care throughout 

admission. Some studies have found that this reduces costs and length 

of stay without harming the quality of care.4,5 Two recent reports sug-

gested the need to rejuvenate the generalist physician role in the UK. 

Unfortunately, the evidence base for best practice in organising acute 

medical care is still limited.6,7 The Royal College of Physician’s report 

Hospital on the edge? The time for action1 also refers to a looming crisis 

in the medical workforce, which will have a significant impact on the 

development of generalist posts. Can the quality of inpatients’ care be 

improved by changing the consultants’ pattern of work? In this paper 

the authors present their own experience.

The authors’ district general hospital serves a population of 

220,000. There is an AMU, which comprises 45 beds, run by four 

acute medicine physicians, with an average of 30–40 daily admis-

sions. In addition to all medical subspecialties, there are three care-

of-the-elderly wards and six geriatricians who receive admissions 

directly from the AMU. The gastroenterology ward has 28 beds and 

receives both unselected acute medical patients and patients with 

gastroenterology problems. On average, on the ward, 60% are eld-

erly general medical patients and 40% are patients with 

 gastroenterology-related problems. There are three consultants who 

are dually accredited in general medicine and gastroenterology, one 

locum consultant and one advanced endoscopy consultant. The 

gastroenterologists take part in acute medicine on call, with a fre-

quency of 1:8 for weekends and 1:16 for weekdays, and cover gastro-

intestinal tract bleeding on 1:8. The gastroenterology team also 

includes one specialty registrar (SpR), one staff grade, one founda-

tion year 1 (FY1) trainee, two core medical specialty trainees and 

one vocational training scheme (VTS) trainee. 

Traditionally two consultants provided ward cover at any one 

time, each doing twice-weekly rounds (two of the four rounds 

were done in the afternoon). A short early morning daily round 

was aimed at planning discharges and dealing with urgent prob-

lems. This, however, happened only on an ad-hoc basis and the 

arrangement failed if the allocated person was on leave. 

Furthermore, with significant pressure on the gastroenterology 

service from outpatient referrals, endoscopy services and the 

18-week wait, ward cover was always rushed and was deemed 

second priority to other targets. Internally referred patients 

could wait for 2–5 days to be seen.

As a result of the above shortfalls, one of the gastroenterolo-

gists (also a regional adviser of the Royal College of Physicians) 

suggested a trial of a new model of ward cover, which entailed 

one of the gastroenterologists dropping his entire specialty-

related bar 1 session to cover the full ward (28 beds) and the 

outliers for a period of 2 weeks on a rotational basis. During this 

time the gastroenterologist did five daily morning ward rounds 

and two sessions in the afternoon to review ward referrals and 

meet families. One session was to cover endoscopic retrograde 

cholangiopancreatography (ERCP) or bowel cancer screening, 

which has to be done by a named physician. After a period of 3 

months an assessment was made of the experience. 

Methods and design

The qualitative methods chosen were a focus group and a ques-

tionnaire. The focus group method has been advocated as pro-

moting self-disclosure.8 Opinion shift reflects a positive effect of 
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the focus group discussion.9 The questionnaire was used to collect 

data from a wider group of participants. The use of a focus group 

and a questionnaire was complementary to the study of the effects 

of the new working pattern and in data triangulation. Quantitative 

data relating to discharges, length of stay, readmission within 30 

days and comparison with the same period of the previous year 

was extracted from the hospital database by the information 

analysis team. 

A semi-structured question schedule for the focus group 

meeting was developed, together with the appropriate prompts for 

ensuring that the different areas of ward work were covered.10 The 

aim and purpose of sampling were to target healthcare profes-

sionals at different seniority levels. Nine professionals attended: 

two consultants, two junior doctors, the ward manager, two nurses 

and two secretaries. Participants were offered a chance to read and 

verify the transcript, but all declined. Open coding and grounded 

theory were used for analysis of the transcript. This involved a 

comparison of events, actions and interactions. Concepts, catego-

ries and themes were then grouped and related to form more 

abstract categories (ie inductive theory building).11

A combination of open and closed questions was used in the 

questionnaire (Box 1). Questionnaires were sent to all the ward 

nurses, junior doctors, middle grade staff, secretaries and con-

sultants. One reminder was sent to non-respondents. 

Results

Of 25 questionnaires 16 (64%) were returned. All respondents 

reported an overall satisfaction with the new model: 93% rated 

the quality of care provided as good or excellent; 81% felt that 

the time spent on the ward round by consultants seeing patients 

was improved; 75% reported increased appropriate and safe 

patient discharges; 68% observed improved teamwork; and 62% 

reported improved junior doctor teaching, although only 43% 

noticed improved teaching of nurses on the ward rounds. Patient 

length of stay was reduced to 4 days from 5.3 days without an 

increase in the readmission rate. 

Analysis of the free text and the focus group script showed the 

following themes (listed in relation to each healthcare group).

The positive aspects listed by the nurses were:

• improved quality of care: better and clearer management 

plan with quick response to changes in patient’s condition 

linked to daily and sometimes twice-daily review

• less anxiety from patients and family who feel assured by 

regular consultant’s review.

The negative aspects listed by the nurses were:

• increase in time-consuming tasks for nurses in view of the 

increased frequency of ward rounds and increased dis-

charges with related paper work

• over-reliance of junior doctors on consultants, sometimes 

waiting for the consultant to review the patients rather than 

seeing the patients as they land on the ward

• lack of multidisciplinary ward rounds. 

The positive aspects listed by the junior doctors were:

• high-quality patient care with daily experienced decision-

making, especially in critically ill patients

• better ward-based teaching

• better teamwork: junior doctors were able to get to know the 

consultant better through intensive and daily contact.

Box 1. Questions and tick-box options included in the questionnaire.

Overall, how would you compare your impression of the ‘physician of the week’ cover on Ward 28 compared with the pre-1 
vious ward work system? (Definitely satisfied/satisfied/neutral [no difference]/worse than before)

Please state three positive points that you find in relation to the new working system of ‘physician of the week’ and three 2 
negative points

How would you rate the quality of care provided to the patients with the new working system? (Excellent/good/no differ-3 
ence/unsatisfactory/poor)

In relation to the time spent on the ward round by the consultant seeing the patients, do you feel that the new working system 4 
has: (improved the time spent/has had no difference/reduced the time spent with each patient/unable to comment)

What is your impression of the effect of the new working system on discharging patients? (Increased patient discharge appro-5 
priately and safely/increased patient discharge more hastily/had no effect on patient discharges/resulted in reduction in 
patient discharges)

What is your impression of the effect of the new working system in relation to junior doctor training and teaching? (Improved 6 
junior doctor teaching/has had no difference/less opportunity for learning than before/unable to comment)

What is your impression of the effect of the new working system in relation to nurse teaching? (Improved nurse teaching/7 
has had no difference/less opportunity for learning than before/unable to comment)

What are the effects observed (if any) on work and interaction between nurses and doctors during ward rounds? (Improved 8 
teamwork and communication during ward round/no difference/less opportunity for teamwork and communication/unable 
to comment)

Now tell us about yourself. (Nurse/junior doctor or middle grade/consultant/secretary or coordinator)9 

CMJ1306_Soliman.indd   535CMJ1306_Soliman.indd   535 11/15/13   12:43:03 PM11/15/13   12:43:03 PM



Ash Soliman, Shahzad Riyaz, Elmhutady Said, Melissa Hale, Andy Mills and Kapil Kapur

536  © Royal College of Physicians, 2013. All rights reserved.

The negative aspects listed by the junior doctors were:

• reduced opportunities for independent junior doctors’ 

 decision-making

• increased workload because of increased discharges, which 

limit the opportunity for juniors to attend outpatient clinics 

and lunchtime teaching.

The positive aspects listed by the consultants were:

• better job satisfaction: consultants felt that they provided a 

better quality of care to their patients where ward rounds 

were not rushed and took priority, as opposed to previously 

when it used to be second to achieving targets in outpatient 

clinics and the endoscopy unit

• earlier discharges ensuring a shorter length of stay

• more time to supervise junior doctors and teach them, as 

well as nurses, and even time to do ward-based assessments.

The negative aspects listed by the consultants were:

• hard work in view of covering 28 patients on the base ward 

and 6–8 outliers on average

• concern about possible negative impact on StR’s general medi-

cine experience. The consultant becomes the focal point for the 

junior doctors and the nurses. All ward queries are directed to 

the consultant who knows the patient well, as opposed to the 

StR, who most of the time is away from the ward fulfilling 

duties on the AMU or night on calls, or on teaching days. 

The positive aspect listed by the secretaries and the managers were:

• speedy review of inpatient referrals (24–48 hours) as opposed 

to previously when some review patients took up to 5 

working days to be seen, relying on the consultant finding 

time in a busy schedule. 

The negative aspects listed by the secretaries and the managers 

were:

• a negative effect on outpatient and endoscopic activity as 

consultants took their annual leave when off the ward, which 

could mean 4 weeks without an outpatient clinic; this has 

the potential to spoil the 18-week wait and also the waiting 

time for endoscopy

• increased administrative work.

Supporting quotes

Consultant

My job satisfaction is significantly better. Despite [the fact] I am 

working harder, I feel I am providing my best to the patients. 

Previously I [had] to squeeze the ward round among other 

things with the most [difficult] being the unpredictability of 

acute medicine and variable outlier numbers. All this added 

pressure to my job. Now I have enough time to cover inpatients 

properly and look forward to 6 weeks break off ward doing 

mainly my specialty work.

Nurse

… the presence of the same consultant every day on the ward 

has been very reassuring for patients and relatives. Patients feel 

less anxious that things are being sorted out and [are given a] 

quicker diagnosis.

Junior doctor

… definitely improved quality of care and also teamwork. You 

get to know the consultant much closer and better by working 

together almost on a daily basis for 2 weeks. Good bedside 

teaching, but still very busy job with reduced opportunity for 

[outpatient] experience and formal teaching. Juniors also have 

to keep some independence doing their own ward rounds.

Ward manger

I have not seen any negative effects. The junior doctors and the 

nurses seem happier with the new ward system. Only when the 

hospital managers pull some of our staff to cover other wards do 

nurses struggle to join the consultant ward round.

Secretary

Processing ward referrals has become much easier and quicker. 

We now pass all referrals to the ward consultant who deals with 

them probably the same day. This means fewer phone calls 

chasing the referrals. A negative impact, however, has been some 

loss of endoscopy and [outpatient] activity as consultants now 

always take their leaves when off the ward.

Discussion

The ward round, once a fixed and inviolable feature of the hos-

pital day, has suffered a gradual and significant decline. Despite 

being taken seriously by those involved, there is a sense that ward 

rounds now have to be fitted into a schedule of competing tasks 

in outpatient clinics and theatres.12 The Royal College of 

Physicians (RCP) and Royal College of Nursing joint report, 

Ward rounds in medicine: Principles for best practice, makes a 

number of suggestions for how deficiencies might be addressed.10 

Re-forming the ward round will mean challenging established 

attitudes and behaviours, and strong medical and nursing lead-

ership. The RCP is already playing a pivotal role in effecting safe 

acute medicine through a flurry of reports, publications and the 

Future Hospital Commission project.13

Our study has shown that specialists with dual accreditation 

can improve inpatient care with positive impact on several areas 

Key points

 Non-elective medical hospital admissions are facing increasing • 
challenges

 The best model to manage an aging population with multiple • 
comorbidities is as yet to be determined

 The ward round – once a fixed and inviolable feature of the hospital • 
day – has suffered a gradual and significant decline

 Rejuvenating the generalist physician role in UK is suggested as a • 
model to improve management of acute hospital admissions and 
continuity of care

 Placing a higher priority on ward rounds by altering work pattern of • 
consultants has a positive impact on inpatients care
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and relatives came from nurses’ responses. The authors also did not 

look at the optimum length of ward cover; however, on occasions 

when the cover extended to 3 weeks, the consultant felt strongly that 

this period of cover was extremely tiring and inappropriate. Despite 

the length of stay being shorter than the national average in this 

study, the authors have not explored the issue of delayed discharges 

and whether the new ward cover has affected it. Delayed discharges 

cost a 30 bed ward more than £500,000 annually.21

Finally, when estimating the effects on the specialty service, the 

authors worked towards making it cost neutral by running extra 

sessions using the off-ward consultants and the staff grade. On 

application, all consultants took their leave when they were off the 

ward, which meant that not all planned sessions happened. There 

is a rough estimate of a 5% loss of specialty-related activity. 

Conclusion

Ward rounds can be re-established as a central element of daily 

hospital routine. Placing a high priority on ward rounds by 

altering the work pattern of the dually accredited specialists has 

a positive impact on inpatient care. This may be a way forward 

for a district general hospital to provide high-quality, safe, 

 efficient, multidisciplinary ward rounds.
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of the ward round. All questionnaire respondents and attendees 

at the focus group (25 in total) reported full satisfaction with the 

new working model. Improved time spent with each patient, 

improved teamwork and junior doctor and nurse teaching, as 

well as increased numbers of discharges, are among some of the 

advantages noticed. The results also showed reduced length of 

stay with no increase in readmission rate. The average length of 

stay on this ward is 4.0 days, which is lower than other medical 

wards’ average of 5.7 and the national average of 5.5.14 In a cash-

strapped NHS and high bed occupancy, this would be a welcome 

development. Furthermore, engagement of the staff in the 

process revealed an eagerness to do better for the patients. For 

example, one of the outcomes at the end of the focus group was 

to establish a 30-min multidisciplinary team (MDT) board 

round twice weekly, when all supporting health professionals 

(physiotherapist, occupational therapist, dietitian, pharmacist) 

attend to discuss difficult cases. 

Job satisfaction is a very important factor in maintaining a 

healthy balance between work and life. It is clear from the RCP’s 

members’ survey that work pressure on consultants is increasing 

and job satisfaction declining.15 General medicine has become 

much less appealing to many of the specialists and even to 

trainees.16,17 The improved consultants’ job satisfaction in our study 

may reflect the relief of the stress imposed on specialists while trying 

to prioritise their ward work over specialty-related work.

The gastroenterology ward receives a high number of general 

medical elderly patients from the AMU, despite the associated 

regular effort for appropriate triage and the fact that 38% of 

hospital medical beds are allocated for elderly patients. This is, 

however, consistent with the national trend of increasing emer-

gency bed use by elderly patients, accounting for 68%.18 Although 

the gastroenterology consultants raised no specific issues in rela-

tion to caring for elderly general medical patients, we did not 

specifically investigate any deficiencies in their skills when 

looking after this group of patients. Further research is needed to 

explore this. The best model to manage an ageing population 

with multiple comorbidities has yet to be determined.

Any future strategy to improve inpatient care should appraise 

the three models suggested by Kirthi et al,19 namely: extending 

geriatrician numbers and services, extending acute physicians’ 

role and the development of US-style hospitalists, compared 

with improving the current situation as suggested by the authors’ 

project. The limited resources of the NHS make significant 

expansion of the number of geriatricians or AMU physicians 

quite difficult. Both the hospitalists and the acute physicians run 

the risk of burning out and of long-term career dissatisfaction.20 

Our proposed model for ward cover might therefore be more 

practical and easier to implement than the three models sug-

gested by Kirthi et al.19

Our study has some limitations, however; it is based on the 

experience of one ward in one district hospital. This might not 

apply to teaching hospitals or tertiary referral centres. These 

results need to be reproduced in other general hospitals. 

No formal patient satisfaction questionnaires were done as part 

of this study. Most of the comments on the experience of patients 
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ABSTRACT – Accreditation is one method of assuring quality. 
Accreditation requires the setting of standards and the crea-
tion of a robust and reliable process for assessing them. 
Accreditation offers different advantages to different groups, 
eg quality assurance to commissioners and the boards of pro-
vider organisations, confidence and choice for patients, and a 
quality improvement pathway for services to follow. This 
paper is focused on service accreditation and it proposes that 
service accreditation be professionally led.
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Accreditation and peer review assessment

Although accreditation will usually require a peer review 

process, accreditation must not be confused with peer review 

assessment, which is now commonplace in some services, such 

as cancer. Both processes demand absolute clarity of the stand-

ards against which a service will be assessed and a reliable 

process to assess the achievement of standards. As such, they 

both create a focus on quality and lead to improvements in 

patient care. The stakes are higher with accreditation because 

accreditation demands achievement of a set of standards 

before it is awarded. In contrast, peer review assessment will 

usually lead to recommendations to achieve standards, but 

there is no obligation for the service to respond to them. 

It is possible that failure to achieve accreditation across 

services will lead to a prompter response from both within 

and from outside an organisation. For example, several serv-

ices in the Mid Staffordshire NHS Foundation Trust were 

peer reviewed, but concerns raised about these services 

(which would never have achieved accreditation) did not 

reach the attention of the regulatory body. Finally, following 

peer review assessment, a service may report that it has 

responded to recommendations, but there is not a follow-up 

process that ensures that recommendations have been 

achieved. In contrast, accreditation demands that there is reli-

able evidence that recommendations have been acted upon. 

In many circumstances, this requires further review, which 

would be exceptional in a purely peer review assessment.

Historical context 

Although there has been a greater interest in service accredita-

tion in recent years, concerns raised about the burden of peer 

review in the late 1990s led to its almost complete cessation. The 

pathology accreditation scheme managed to resist the pressure 

to abandon peer review, and in the last decade, several peer 

review schemes, notably those in cancer and the service-based 

schemes administered by the West Midlands Quality Review 

Service, have been followed by the development of a variety of 

full accreditation schemes in mental health, diagnostics and sur-

gery. The evidence base in support of service accreditation is 

mixed, but more recent experience indicates that frontline teams 

value the process to lever and accelerate improvements. 
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