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Inter-dependency of services 

 

Many sources attest to the fact that hospital services are inter-dependent, including the recent Longley 

Report that was commissioned for the Welsh Government 
1
.  Here are some of them. 

• The Royal College of Physicians recommend that, for acutely ill medical patients, the following services 

are required on site:  Accident and Emergency, Acute General Surgery, Resident Anaesthetic cover, 

Intensive Care, Cardiac Care 
2. 

• The Scottish NHS Remote and Rural Steering Group defines a Rural General Hospital as one which 

“undertakes management of acute medical and surgical emergencies and is the emergency centre for 

the community, including the place of safety for mental health emergencies.” 
3
.  A detailed description 

is given of the conditions and procedures that would be managed in these hospitals, and the facilities 

required; these are similar to those currently provided in Withybush Hospital (Figs. 1 and 2). 

 

 

 

 

 

 

 

 

 

 

 

                                                   
1 
 Professor Marcus Longley, “The best configuration of hospital services for Wales” is at the following four URLs: 

http://www.wales.nhs.uk/sitesplus/863/opendoc/190933, ..190935, ..190936, ..190937 
2
  Isolated Acute Medical Services, Royal College of Physicians 2002 http://bookshop.rcplondon.ac.uk/details.aspx?e=112 

3  NHS Scotland Remote and Rural Steering Group 2007 http://www.scotland.gov.uk/Resource/Doc/222087/0059735.pdf 

Figs. 1 and 2. Scottish definitions of 
services required in a Rural General 

Hospital.
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• Longley refers to several sources including the Royal College of Physicians and the Royal College of 

Surgeons in describing inter-dependency in several places in his report 
1
: 

o (Summary p.16): A table is given depicting those needed to support an emergency department (it is referenced 

in the Quality and Safety document page 23 as from the NHS National Leadership Network 
4
). The contents of 

the table are: “On-site: Acute Medicine, Level Two Critical Care, Non-interventional Coronary Care Unit, 

Essential Services Laboratory … Diagnostic Radiology … Supported by 24 Hour Local Multi-Hospital Network 

Access (not necessarily on-site) to: Emergency Surgery, Trauma and Orthopaedics, Paediatrics, Obstetrics and 

Gynaecology, Mental Health, Supervised Surgery, Interventional Radiology”. 

o (Quality and Safety page 11): “In considering service change in Wales, particularly in relation to acute hospital 

services, it should be recognised that it will be important that hospitals are not considered as assemblages of 

discrete and completely separate services. There are important inter-dependent relationships within and 

between hospitals and primary and community based services that will need to be considered in setting out the 

case for change”; (page 22): “There is strong evidence to support this position” , referring to the Royal College 

of Physicians: “seriously ill medical patients require a facility which can provide .. Acute general surgery, A&E 

department, Resident anaesthetic cover, Intensive care”; (page 28) “unselected medical [in]take without the 

ability to provide on-site surgical opinion is unsafe, e.g. for patients presenting with severe gastro-intestinal 

haemorrhage.” 

Regarding the references above to “Level Two Critical Care” 
5
 and “Multi-Hospital Network Access”, the 

following comments are appropriate.  Much of the care currently provided in the Withybush Intensive 

Care Unit is Level Three, and many of the patients receiving this care are Medical patients. I would 

interpret the Royal College of Physicians use of the term “Intensive Care” as referring to Level Three 

care rather than Level Two. This is an inconsistency that is not resolved in Professor Longley’s 

Summary document. 

With regard to “24 hour local multi-hospital network access”, while that idea may work adequately with 

two urban hospitals a few miles apart, it is not feasible for two hospitals thirty-two miles apart, with 

only nine of those miles as dual carriageway, i.e. Withybush and Glangwili. 

• The Withybush Consultants and Managers response ”to the Health Board Engagement exercise, 

“Demonstrating the Interdependencies, Securing the Future” 
6
, depicts repeatedly the 

interdependencies. Here are several quotes from that document: 

o "All specialties require consultant and middle grade cover to provide a safe on call service 24/7 for acute and 

emergency admissions.". 

o "an integrated medical service supported by a general surgical service and critical care and anaesthetics in 

partnership with an integrated emergency and urgent care centre is essential for the safe local provision of 

care at Withybush.". 

o "General surgery remains a core service and supports emergency and urgent care, general medicine and 

orthopaedics. ... Health Board Colorectal service developed and progressed around Withybush laparoscopic 

model. Endoscopy and GI bleeding service progressed with Physicians. Consultant led 24 hour emergency 

service maintained in support of Colorectal and other hospital services." 

                                                   
4 NHS National Leadership Network 2006 Local Hospitals Project 
5  Level Two Critical Care is defined by the (British) Intensive Care Society by a number of criteria that appear to exclude invasive 
ventilation (i.e. requiring endotracheal intubation specifically for ventilation) which would be Level Three see their document from 
2009 “Levels of Critical Care for Adult Patients”.  

6 http://www.zen142533.zen.co.uk/SWATcontd/campaign_documents/Withybush%20response%20CSS%20version%204.2%20final%20draft.pdf 

http://www.pookah.myzen.co.uk/SWATStuff/2010_campaign/pdfs/Withybush%20response%20CSS%20version%204.2%20final%20draft.pdf
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• The Health Board themselves have identified the services that are required as ‘essential backup’ for 

any hospital with an Accident and Emergency Department.  These are listed by Dr Jeremy Williams on 

their DVD as “Critical Care, Acute Medicine, Laboratory services, Diagnostics, Orthopaedics, 

Paediatrics and General Surgery”. 

• Finally, attention is drawn to two real life examples that demonstrate the loss of services that follows 

restriction of Core Services. 

o The first is the now well-publicized loss of cardiac services from Rochdale Infirmary in 2011 
7
.  A promise had 

been made in 2006, prior to removal of various other services such as Obstetrics and Accident and Emergency, 

that the department would be built up into a centre of excellence for cardiac services.  However this promise 

was reneged upon, and that decision confirmed by a College inspection in early 2011, that produced a report 

that there were insufficient supporting services. 

o The second is the also well-publicized loss of 999 Emergency Medicine from Neath Port Talbot Hospital 
8
. This 

was due to inability to recruit following withdrawal of approval for training from the medical unit.  This 

hospital has been without a full set of Core Services for some years, leading to restriction in the conditions that 

it is safe to manage on the medical unit, and corresponding restriction in training experience.  Hence the 

removal of training approval. 

Both examples show that it can be months or years before the actual loss of services occurs. Thus, if 

Hywel Dda proposals were fulfilled, things would appear to be satisfactory for some time, public 

interest would fade away, and the actual cuts would come later. 
 

                                                   
7 http://www.zen142533.zen.co.uk/SWATcontd/rochdale.html#rochdalecardiology 
8 http://www.walesonline.co.uk/news/wales-news/2012/08/25/lack-of-doctors-in-wales-causing-nhs-systems-to-break-down-bma-warns-
91466-31691597/ 


