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IntroductionIntroductionIntroductionIntroduction    

In the Hywel Dda area we are currently subject to a contradiction.  The Health Board’s “listening 

exercise” closed on 30th April but the information that we need and to which they – and the 

Welsh Assembly Government - need to “listen” was not published till the second week of May.  

That is the Longley report.  So the cart has been placed before the horse and we need to put it 

back again. 

The report is made up of four documents – Summary, Quality and Safety, Access and 

Workforce.  It was been widely welcomed as the first definitive attempt to pull together all the 

evidence that should determine the needs and mechanisms of health care in Wales.  It is 

objective: “Readers therefore have to weigh the evidence for themselves, taking into account 

the interpretations placed upon it, and applying their own common sense” (Summary page 3), 

and is not dogmatic: “It is in the nature of this evidence sometimes to be frustratingly vague, 

inconclusive, contradictory, or simply non-existent” (Summary page 3). 

Recently there has been a political storm caused by the revelation of emails suggesting the 

possibility of collusion in order to “sex up” the report in order to strengthen the case for 

change.  I deal with it at face value and try to assess the validity of the evidence presented – as 

indeed Professor Longley has indicated he wants us to do. 

There remains the risk that it will be used for political ends.  That is why I am publicizing my 

own “take” on it.  I don’t expect every reader to agree with me, but hope that what I contribute 

will help you form your own conclusions about what the Government say later. 

I have selected the sections that deal with the evidence that there is a problem, and on the 

effect on outcomes of volume and organisational structure, with special reference to the best 

evidence, and to emergency surgery and trauma (because these are two of the most 

contentious topics in rural areas).  I have placed quotations from the Longley documents in 

italics, and my own comments in indented sections. 

 

http://www.welshconfed.org/WIHSCpapers.htm
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SummarySummarySummarySummary    

    

1. The evidence that Wales has a problem is its inferior performance to England, variability in 

results between Health Boards, and recruitment problems that may indicate centralisation 

of services to avoid them collapsing. 

 

However the full picture is not presented (Wales is much better than Scotland) and factors 

such as low staffing ratios compounding the effects of worse disease spectrum may have 

been obscured.  Also reasons for variability have not been identified so that the variability 

itself does not constitute an adequate driver for centralisation.  But most significant is the 

poor quality of the data presented in the most prominent part of the Summary as charts.  

That is the Risk-Adjusted Mortality Index (RAMI) demonstrating clearly differences between 

Wales and England, and variability amongst Health Boards in Wales.  This index is flawed to 

the extent that the charts should be disregarded, and certainly not used to justify serious 

decisions on healthcare.  The importance of appreciating these points is to prevent the 

Government over-emphasising negative aspects of our performance especially those using 

flawed information, in order to persuade people to accept centralisation policies that may 

cause more problems in a rural area than they were supposed to solve. 

2. Trauma and Emergency Care.  The evidence is strong that patients with severe multiple 

injuries should be taken directly to a Major Trauma Centre, bypassing the local hospital.  

Regarding the majority of patients who are appropriate for local treatment, reference is 

made to evidence that centralisation to one or two hospitals within the local area may 

resolve staffing issues that threaten sustainability. 

 

However the evidence on severe multiple injuries can easily be misunderstood by the 

public, which would allow the Government to push for centralising trauma services within 

the Health Board area.  The majority of patients do not require Major Trauma Centre care 

and there is no evidence that their care would be improved by local “centralisation”, that 

again may cause more problems than it solves.  Regarding staffing issues threatening 

sustainability, the evidence referred to relates to a small urban area containing eight 

hospitals, which is very different from a large rural one containing four.  I doubt whether 

the methods described in it could be applied successfully in Hywel Dda. 

3. Stroke care should be centralised. 

4. Surgical Specialties and Emergency Surgery.  The evidence described does not support 

centralising these services, either on the basis of volume-outcome relationships, or on the 

basis of the variability in results between Health Boards.  This is despite the recent 

Government claim otherwise. 

5. Interdependencies between specialties are identified and substantiated in this report.  That 

is important because there has been no acknowledgement from either the Hywel Dda 

Health Board or the Welsh Assembly Government that these inter-dependencies exist. 

6. “There is overwhelming evidence that the organisational culture has the most significant 

impact on safety and outcomes”.  I examine some of this evidence and am convinced. 
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Main sectionMain sectionMain sectionMain section    

Evidence that there is a problem 

Risk-adjusted mortality figures (RAMI) are shown, that depict Wales has having a consistently 

poorer performance than England (Summary, page 8). 

Comments.  What is depicted is not the full picture.  First, no comparisons are made 

here with the other countries of the UK.  But on page 44 of the Quality and Safety 

section is a chart showing age-adjusted mortality figures per 100,000 population in 

2010 that depict Wales to be be the second best perfomer in the UK.  We are better than 

Northern Ireland and much better than Scotland.  In order from England down, the 

figures are approximately  540, 585, 595 and 690.  If this translates into RAMI then we 

in Wales are not as bad as one might think from the comparison with England alone.  I 

understand that the reason for omitting RAMI figures for Scotland was lack of 

availability (Marcus Longley, personal communication). 

But most damning of this evidence is a piece of research by Dr Paul Robinson showing 

RAMI to be so flawed that, pending further research in Wales, it should be disregarded 

1.  The index relies on hospital diagnosis codes which are shown to be highly unreliable.  

They vary widely in their use from hospital to hospital.  In particular the use of palliative 

care codes is especially variable (about 0-50%)..  The apparent differences between 

England and Wales may be due solely to differences in coding performance. 

Third, apparently disease severity is higher in Wales but this is not compensated by 

higher staffing ratios (Gareth Jones, a member of one of the BMA committees, personal 

communication).  I have been unable to find data relating to this, and it is not dealt with 

in the report (Marcus Longley, personal communication), but staffing ratios have been 

shown to be related to mortality.  Within an acute hospital, both the ratio of doctors to 

beds and the proportion of unqualified nursing staff were found in an English study to 

be significantly related to the standardised mortality ratio (Jarman et al 1999 2).  

Therefore in Wales there may be a “few” factor due to staff being more stretched, either 

by low ratios or by the same ratios having to treat worse disease, therefore not 

performing so well, that is not revealed in the Longley report. 

The above points weaken seriously the case for change on the basis of poor quality of 

care.  Wales is doing moderately well when compared with the rest of the UK, the 

apparent differences in performance may be due merely to differences in hospital 

coding, and our principality may be labouring under an undetected staffing ratio 

disadvantage. 

I agree, of course, that we need to improve and develop a world class service.  But we 

are at risk of the Welsh Government overplaying the point for political reasons in order 

to persuade us to accept centralisation, even though in rural areas doing so may create 

more problems than it solves.  Such change may not be evidence-based, or even be 

                                                   
1 http://www.chks.co.uk/assets/files/Published%20articles/HSMRs_and_their_use_as_a_measure_of_quality_2903 

10.pdf 
2 Jarman B et al., “Explaining differences in English hospital death rates using routinely collected data”, British 

Medical Journal 1999 318,1515-1520.  Subsequently the mortality index developed in this paper was widely 

adopted and is now known as the “Standardised Mortality Ratio” (SMR) or “Jarman Index”. 

http://www.pookah.myzen.co.uk/SWATStuff/2010_campaign/pdfs/CHKS%20article%20casting%20doubt%20on%20RAMI.pdf
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positively dangerous for local people 3,4, and ignore the need to improve organisational 

structure locally (see below). 

 

Variation in General Surgery RAMI between Welsh units is highlighted for the year 2010-11 

(Summary page 9).  For example both Abertawe Bro Morgannwg and Hywel Dda Health Boards 

are high in comparison with Cardiff and Vale University Health Board and English peers (116 vs. 

89).  However the author highlights that “Like any statistical technique, the process of risk 

adjustment is not perfect, and it is possible that at least some of the difference observed is the 

result of extraneous factors such as differences in the type of hospital compared, or the local 

availability of hospice care” (Summary page 8). 

Comments.  Put simply, one scenario might be a patient who is dealt with in a central 

hospital then transferred back to their local one, and dies there.  This type of factor 

may not have been controlled for.  And the question has to be asked “why should ABM, 

with its two large teaching hospitals, be similar to Hywel Dda and worse than another 

teaching board, Cardiff and Vale?”.  But the factor that damns this data as not worth 

considering pending further investigation, is the unreliability of RAMI 1, described in the 

previous paragraph.  This information is unsuitable for use as a basis for crucial 

decisions on reconfiguration.  What it indicates is that diagnosis codes need investigatin 

in Wales, as they have been in England.  It may be that accurate coding would abolish 

the differences, or attention to organisational structure at a local level is the way 

forward. 

It is possible that the Government may attempt to use this data as an argument for 

centralisation, though clearly on its own it is not sufficient justification. 

 

Evidence for Centralisation of Major Trauma (Summary page 14) “(i.e. multiple injuries involving 

different tissues and organ systems that are, or have the potential to be, life threatening)”.  The 

evidence favouring centralisation is irrefutable and the reader can confirm this from the 

references in the Longley documents. 

Comment.  It must be stressed that this fact can easily be misunderstood by the public.  

The patients who are benefited by centralisation are the minority with the most severe 

injuries for whom the evidence shows that the ambulance service must bypass the local 

hospital to reach Swansea or Cardiff.  These have the hospitals that are the nearest in 

Wales to fulfilling the criteria for major trauma centre care (all specialties on site), on 

which the evidence is based. 

There is no evidence that setting up a so-called “Designated Trauma Unit” at a hospital 

within Hywel Dda that does not have all specialties on site will improve outcomes for 

the majority who do not require Major Trauma Centre care (see next section).  And 

removing the facility from the other hospitals would introduce unacceptable risk as 

indicated above 3,4. 

                                                   
3 Nicholl J et al ‘The relationship between distance to hospital and patient mortality in emergencies: an 

observational study’ Emerg Med J 2007;24:665-668 

4 Jones AP et al, ‘Health Service accessibility and deaths from asthma’ Int J epidemiol 1999;28: 101-5 
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Evidence (or lack of it) for Centralisation of General Trauma and Emergency Care  

(Summary page 4) “There is increasing evidence that larger units can, for some services, enable 

improved efficiency through improved economies of scale.  This is particularly significant in 

relation to paediatric, stroke, maternity and trauma services where there is already staffing 

pressure to provide sustainable patterns of junior and senior medcal cover 24/7.  The main 

reason for this is that gathering human and financial resources into larger units should make it 

possible to meet clinical standards which could not be met or afforded in smaller units.  The 

case has been argued that reconfiguration of services may be the only way that health 

communities can maintain and improve quality of care within the current resources, avoiding a 

spiralling of deficits, declining quality of care and a further widening of the existing quality gap 

(Palmer, 2011).” 

Comment.  The suggestion is made that centralisation may be required to sustain the 

service due to staffing and financial pressures.  In support reference is made to the 

work of Palmer published in 2011 5.  A look at this publication reveals that the problem 

was to provide services across six Primary Care Trusts and eight hospitals in a roughly 

triangular area of South East London ten by ten by ten miles. 

While this is an interesting study in how to rationalise urban services, the problem in 

Hywel Dda is different.  The area of Hywel Dda, containing four acute hospitals (of 

which two are in the far south-east near to the M4 corridor and two remotely situated 

near the west coast), is over 1800 square miles and about twice the combined area of 

the four health boards in South Wales along the M4 corridor.  The findings of Palmer, 

therefore, cannot in my opinion be readily extrapolated to Hywel Dda. 

(Summary page 14) “There is evidence for some patients (such as patients with ruptured aortic 

aneurysms) of outcomes improving as unit size increases, but it is not statistically significant.  

Services that meet clinical standards and consistently follow recommended pathways make the 

most difference, whatever the size of the unit.  There is increasing evidence that outcomes are 

better when there are more senior doctors on site 24/7 and this is becoming increasingly 

difficult to achieve in smaller units … Services that meet clinical standards and consistently 

follow recommended pathways make the most difference, whatever the size of the unit … 

smaller hospitals often show better compliance)”. 

Comment.  While confirming that there is no evidence that centralisation will improve 

outcomes in this field (apart from defined specialties that are already centralised), the 

idea is again introduced (without actually stating it) that difficulty in providing 24 hour 

consultant cover may be a reason for centralisation.  My “take” on this is that Withybush 

Hospital did not have significant recruitment problems prior to the current prolonged 

period of uncertainty caused by the Health Board and the Welsh Assembly Government, 

except in the national shortage specialties Accident and Emergency and Radiology.  

Even in Radiology we had done quite well, attracting two Consultants who had been 

Consultants elsewhere, coming to Pembrokeshire for the environment. 

                                                   
5 Keith Palmer. Reconfiguring Hospital services - Lessons from South East London. King’s Fund March 2011. 

(Quality & Safety p.4)
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Therefore I would anticipate an easing of the recruitment problem once uncertainty is 

eliminated by definitive announcements.  There are additional factors that include the 

European Working Time Directive and immigration restrictions that are at least partly 

reversible, though it would need considerable political will for these to happen. 

For these reasons I do not believe that difficulty providing 24 hour consultant cover 

alone is enough to justify centralisation because it would, in our rural area, cause more 

problems than it solves, for the same reasons as given above 3,4. 

 

Stroke Care (Summary page 14-15) – strong evidence for improved outcomes in centralised 

“hyper-acute stroke unit[s]” is depicted, and it is pointed out that, though this may mean 

travelling, the length of stay in such units should not be more than three days, making a strong 

argument for setting up such a unit. 

Comment.  I have no difficulty accepting the evidence, and elsewhere have suggested 

that such a unit should be set up in Carmarthen. 

 

Surgical specialties (Summary page 15-16)  “in the case of the surgical specialties, there is 

good evidence linking patient outcomes and individual surgeon volume, rather than hospital 

volume.  The Royal College of Surgeons of England 2006 Reconfiguration Working Party 

concluded that for much of general surgery, these volumes could be achieved by clinical 

networking rather than concentration on single hospital sites”. 

Comment.  These remarks summarise in a few lines a huge volume of literature looking 

at volume-outcome relationships, and I agree with them.  The paper which highlighted 

surgeon rather than hospital volume is that by Chowdhury et al 6.  This is worth looking 

at to confirm how low are the volumes beyond which no further improvement can be 

expected.  In the field of colorectal cancer surgery (that is one of our Core Services) this 

is further confirmed by a recent Cochrane review of nearly a million patients with 

colorectal cancer 7.  Withybush easily fulfils volume requirements. 

The surgical specialties that require centralisation are already centralised on the basis 

of good evidence.  Those that constitute our Core Services already fulfil volume 

requirements but some may lack adequate clinical networking or organisational 

structure (see below).  For these, centralisation is not the answer because there is no 

evidence in favour of it, and there would be the knock-on effects already mentioned 3,4. 

 

                                                   
6 Chowdhury MM, Dagash H, Pierro A. A systematic review of the impact of volume of surgery and specialization 

on patient outcome. Br J Surg 2007,94:145-161 

7 Archapong D, Borowski D, Wille-Jorgensen P, Iversen LH, Workload and surgeon’s specialty for outcome after 

colorectal cancer surgery (Review). The Cochrane Collaboration 2012 Issue 3 http://www.thecochranelibrary.com 
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Does longer travel mean poorer outcomes? (Summary page 23)  “In Scotland, for example, in 

most of the country – including most of the remote areas - people with life-threatening 

emergencies can be reached within 45 minutes in all but the most extreme weather conditions, 

and provided with world class stabilisation and transfer to hospital as necessary”. 

Comment.  While the idea that this could be emulated in Wales is attractive, it does not 

take into account that, despite its apparently advanced retrieval system, in trauma 

Scotland has extremely poor results.  As described in a recent report from the Royal 

College of Surgeons of Edinburgh 8 that was published too late to be included in this 

report, the mortality is two and a half times that in England (there were 1300 trauma 

deaths in 2010 in their population of just over 5 million, compared with 5400 deaths in 

England with its population of over 51 million).  This is perhaps because the minority of 

patients with the most severe life-threatening injuries are taken to hospitals which can’t 

provide the specialized care required (see section on Major Trauma above).  The 

implication for Wales of Professor Longley’s statement would be that in order to 

mitigate the effect of increased travel for the majority of patients who do not require 

Major Trauma centre care, round the clock helicopter support would be required.  It 

seems to me highly doubtful whether Wales could ever support that financially. 

 

Emergency General Surgery (Quality and Safety page 25 et seq.).  Professor Longley quotes 

extensively from two important publications, thus: 

“The 2007 NCEPOD report ‘Emergency Admissions: a journey in the right direction … 

highlighted the need for the initial assessment to be made by a doctor of sufficient experience 

and authority to implement a management plan … The Royal College of Surgeons of England 

Reconfiguration Working Party 2006 concluded that for Emergency Provision, major supporting 

services normally accessible on the same hospital site should include: ∙ Acute general medicine 

∙ Coronary care ∙ Acute general surgery and major operating theatres ∙ Orthopaedic trauma ∙ 

Anaesthetics ∙ Intensive care ∙ Radiology including the following modalities: X-ray, CT and 

ultrasound ∙ Laboratory services including haematology, clinical chemistry and transfusion ∙ 

Paediatrics, if children are treated in emergency department.  It notes that ‘unscheduled 

medical [in]take that cannot provide these services on the same site would be unsafe, … 

unselected medical [in]take without the ability to provide on-site surgical opinion is unsafe, e.g. 

for patients presenting with severe gastrointestinal haemorrhage. … the relationship between 

volume and outcomes should not always be used to support the centralisation of services – a 

critical mass of patients can also be met using the managed clinical network approach across 

geographical areas.‘”. 

Professor Longley also refers to hospital and surgeon volume-related outcomes in this section, 

using Chowdhury et al 2007 6.  His doing this implies that the paper shows evidence of such a 

relationship for emergency surgery.  However, it doesn’t … 

Comment.  I found that the paper referred to 6, though an enormous review 

encompassing some 9,904,850 patients, had not identified any studies looking at 

volume-outcome relationships for emergency surgery.  Apart from studies of trauma 

                                                   
8 Trauma Care in Scotland.  Royal College of Surgeons of Edinburgh, May 2012. 
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centres, only specific surgical procedures are dealt with.  It provides no evidence of a 

volume-outcome relationship for emergency surgery. 

There have recently been two major reports on Emergency Surgery from the Royal 

College of Surgeons of England (February 2011) 9 and the Association of Surgeons of 

Great Britain and Ireland (May 2012) 10, that are not mentioned in the Longley report.  

These identify, for example, that mortality in this field is over 25% and varies two-fold 

between units, costing for Intensive Care alone over £88,000,000 per annum 9.  They 

identify numerous measures to improve results, none of which involve centralisation.  In 

fact the ASGBI points out that there are some advantages to practise in smaller more 

remote hospitals, and disadvantages to merging hospitals, which could result in 

swamping and poorer outcomes 10 (pages 25-28). 

Therefore there appears to be no substantive basis for centralising emergency surgery.  

What is likely to make a difference is changes in organisational structure, including 

separation of emergency and elective procedures.  This is of importance because the 

Welsh Government have already claimed that the Longley report shows that Emergency 

Surgery should be centralised 11.  That claim is in fact not substantiated in the report, as 

I have just demonstrated.  Changes in organisational structure, however, across all 

disciplines, are substantiated (see below). 

 

Inter-dependencies between some of the specialties is highlighted (Summary page 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 Local 

Hospitals Project 2006).  The contents of the table are listed as follows: 

“On-site: Acute Medicine, Level Two Critical Care 12, 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”. 

More on inter-dependencies is found in the Quality and Safety document  (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”. 

                                                   
9 Emergency Surgery: Standards for unscheduled surgical care. Guidance for providers, commissioners and 

service planners.  RCSE February 2011. 

10 Emergency General Surgery.  ASGBI Issues in Professional Practice May 2012. 

11  Wales Online 1 May 2012 “Labour accused of spin campaign on NHS centralisation” 

12  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”. 

http://www.walesonline.co.uk/news/welsh-politics/welsh-politics-news/2012/05/01/labour-accused-of-spin-campaign-on-nhs-centralisation-91466-30880592/
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(Quality and Safety 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.” 

Comment.  Regarding “Level Two Critical Care” (see definition in footnote), 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 the Summary document. 

Additionally, with regard to “24 hour local multi-hospital network access”, while that 

idea may work well with two urban hospitals a few miles apart, in my opinion 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. 

I welcome Professor Longley’s clear identification of the inter-dependency of services 

because that is something that has not been acknowledged by either the Hywel Dda 

Health Board or the Welsh Assembly Government.  They should take note of this. 

However I do not think the document addresses fully the requirements of a rural 

hospital such as Withybush.  Level 3 Intensive Care is required, it is not feasible to split 

sites, and in the quotes given above in the section on Emergency Surgery, there was no 

suggestion of that.  These are further arguments in favour of retaining Core Services at 

both Withybush and Bronglais Hospitals (the latter being even further away from 

Carmarthen than Withybush). 

 

Organisational and System issues impact on Quality  

(Summary page 14) “General Trauma and emergency Care … Compliance with clinical standards 

and pathways more important than scale (smaller hospitals often show better compliance)”. 

(Summary page 16) “The discussion so far has focussed on the possible relationship between 

volume and quality/safety of care, because this has proved to be one of the most contentious 

elements in any health service configuration across the UK.  But there are many other 

determinants of quality and safety in hospital services which are at least as strongly evidence-

based.” 

(Summary page 17) “Within the hospitals themselves, we know for example that the following 

are important: ∙ Levels, qualification, training and utilisation of staff – a lot of work has been 

done on nurse staffing, for example ∙ Resources available for key elements of the system ∙ 

Adherence to guidelines and evidence-based care pathways ∙ Application of research evidence” 

(Summary page 26) “Through this review of the evidence, two themes recur.  First, the evidence 

is seldom so unequivocal that the answer is immediately clear.  It therefore requires 

interpretation and application to particular circumstances, and needs to be set in the context of 

the complex inter-dependencies which are typical of modern healthcare … Second, health 

policy is usually about working out acceptable compromises between competing objectives – 

quality and safety, accessibility, cost.” 
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(Quality and Safety page 5) “In summary, the published literature and research suggests that 

organisational culture has the most significant impact on safety and outcomes ∙ The case that 

service change is needed to sustain or improve quality and safety varies from service to service 

and in some cases will be tied in with consideration about staffing and funding. ∙ There is good 

evidence to support centralisation of some services like stroke and trauma and highly specialist 

surgery [referring here to the major trauma evidence, see above, and operations such as 

oesophagectomy, gastrectomy, and aortic aneurysm that are already centralised], but for many 

other conditions there is no clear causal link between volume and outcome and where there is a 

link, the threshold for quality improvement can be quite low [referring to yet another very large 

study 13]” 

(Quality and Safety page 9) “Rural Health Plans for Wales … recognizes the need to take account 

of, and balance, four competing factors when planning services … concluding that an emphasis 

on accessibility of services can adversely affect their quality, while totemistic adherence to 

critical mass was not justified””.  

(Quality and Safety page 40-41) Professor Longley reviews evidence on size of hospitals and 

concludes that “There is minimal evidence that larger hospitals are more cost effective than 

smaller hospitals; … While increasing hospital size can cut costs for some specific procedures, 

such economies are exhausted at a relatively small size … There is little evidence that patient 

outcomes improve with hospital size … The literature on hospital economies of scale suggests 

that they are fully realised in facilities of 100 to 200 beds”. 

Comment.  Withybush Hospital at last count had about 240 inpatient beds.  There 

appears to be no justification for centralising just to increase the size of the hospital.  

“Organisational culture.  There is overwhelming evidence that the organisational culture has the 

most significant impact on safety and outcomes”. 

Comment.  To me, the above series of statements, concluding with the definitive one 

above, are the most significant ones in Professor Longley’s report, and he gives the 

impression that he thinks so too.  Unfortunately the references given are not expanded 

upon, or even in some cases, the sources detailed.  But unearthing the sources proves 

to be more fruitful than any mentioned in previous sections, and certainly in my view 

substantiate the use of the term “overwhelming”. 

Any health economists reading this will no doubt be aware of the evidence but it is new 

to me.  Here are some details. 

Jarman et al 2 found a highly significant link between higher ratio of hospital doctors to 

beds and decreased mortality; they also found at the 0.05 level of significance that, 

both high bed occupancy and high proportion of unqualified nurses were linked to 

increased mortality. 

West et al 14 found that greater use of high performance hospital resource management 

policies reduces mortality.  These policies “emphasize a set of complementary ‘high 

                                                   
13  Glanville J, Duffy S, Mahon J, Cardow T, Brazier H, Album V. Impact of Hospital Treatment Volumes on Patient 

Outcomes. York Health Economics Consortium Working Paper Series – Volume 1 Number 1, April 2010. 

14 West M, Guthrie J, Dawson J, Borrill C, Carter M. Reducing patient mortality in hospitals: The role of human 

resource management. J Organiz  Behav 2006,27:983-1002. 
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involvement’ policies and practices (i.e. an emphasis on training, performance 

management, participation, decentralized decision-making, involvement, teams, and 

employment security”. 

The Aston Business School produced numerous documents much of which was based 

on NHS Staff Surveys between 2006-2010 
15

, with mortalities obtained mostly from 

CHKS and Dr Foster.  In summary these are some of the factors linked to hospital 

mortality: 

• Employee Engagement with well-structured appraisal (involving motivation, 

involvement and advocacy) reduces mortality by about 2.4%. 

• The percentage of staff working in well-structured teams, with clear objectives, 

that meet regularly to review their performance and how it could be improved, 

and whose members work closely and effectively together … 5% more staff 

working in well-structured teams leads to 3.6% lower mortality. 

• Good training, learning and development opportunities for staff 

• Support from immediate managers 

• Staff having opportunities to influence and contribute to improvements at work 

• A positive organisational climate (in terms of good communication, staff 

involvement, and innovation) 

• Acute trusts with higher levels of HR policies … are more likely to see patient 

mortality ratios decrease over time 

• Specific factors identified that are linked to mortality in some studies (but not in 

all) are: percentage of staff receiving job-relevant training learning or 

development in last 12 months; support from immediate managers; percentage 

of staff able to contribute towards improvements at work; a feeling that valued 

by colleagues 

• Staff Advocacy (one of the Engagement variables) was identified as a factor 

consistently associated with decreased mortality.  That is, the employee would 

recommend treatment in their trust to a friend or relative. 

 

Besides mortality, reduced infection rates are found in trusts where a large percentage 

of staff feel they can contribute towards improvements at work … such that where 10% 

more staff feel this way, there would be 0.057 fewer cases of MRSA per 10,000 bed 

days.  Infection rates are also lower where there is greater staff training, staff report 

errors, near misses and incidents, and incident reporting procedures are deemed to be 

fairer and more effective. 

Numerous other quality indices were assessed such as patient satisfaction.  Space and 

time do not permit an attempt to cover these, but to me these numerous and extensive 

studies confirm what we all know from common sense – that grass roots organisational 

structure is crucially related to outcomes.  Improving these does not require 

centralisation or expenditure, but good management and leadership.  Ultimately it is 

the people on the ground who can make a difference.  One might argue that this 

doesn’t deal with recruitment problems.  I would respond that people are attracted to 

well-run organisations. 

                                                   
15 http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_129643 
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