Emergency Care in Rural and Coastal Hospitals
 

Key Messages
Emergency services in smaller rural and coastal hospitals are under pressure from structural forces that mainstream NHS policy has not adequately acknowledged or addressed. The dominant discourse often sees smaller hospitals as inefficient outliers to be rationalised into larger centres, this is empirically questionable and often impractical. There is a strong case for a differentiated policy approach that recognises the distinctive economics, workforce dynamics, and service models appropriate to rural and coastal settings.
Five propositions follow from the evidence considered at a recent seminar convened by the National Centre for Rural Health and Care, convened with the support of the SW Region of NHS England:
1. The case for centralisation is overstated and the full costs to patients, to communities, and to the wider system are consistently undercounted.
1. Workforce policy is the most urgent variable: the NHS is training clinicians for large-centre subspecialty practice and has made inadequate provision for the generalist capacity that smaller hospitals require.
1. Clinical standards frameworks have been designed for urban teaching hospitals and, as applied through regulation, can accelerate the decline of services that are in practice safe and effective.
1. The financial architecture does not fully reflect the structural cost of small-scale provision. There may be other unavoidable costs that result from the impact of distance and sparsity. 
1. There is significant innovation already occurring in these organisations; it is under documented, under disseminated, and underused as the basis for national policy development.

Some of the discussion of the potential solutions includes ideas that require further development, the creation of new training programmes, changes in regulation and other obstacles but they are presented here because it is increasingly clear that some of the problems faced by smaller hospitals are not solvable within the self-imposed constraints set up in the UK.  

The Problem Is Larger Than It Appears
Over half of hospital care in England is delivered by smaller organisations. This proportion is larger than it looks on the surface, because of the number of trust mergers and group formations has obscured how many sites within apparently large trusts are in practice small hospitals facing all the difficulties associated with limited scale. The problems of rural and coastal hospitals are therefore not a peripheral concern.
As the CMO has pointed out the populations in rural and coastal areas tend to be older, more isolated, and in many coastal areas, significantly more deprived. Coastal geography creates an additional structural constraint that is rarely acknowledged in planning: a hospital on the coast may have half or more of its theoretical catchment area facing the sea. The scope to increase patient volumes to offset the fixed costs of maintaining a viable service is therefore inherently limited in ways that no amount of operational efficiency can overcome.
The typical challenges are well known to those working in this sector, but their systemic character tends to be underplayed in national policy discussion:
1. Indivisible inputs (overnight anaesthetic cover, on-call surgical rotas, CT scanners, specialist nursing) come in units of one and must be maintained regardless of patient volume. Unit costs will therefore structurally exceed those of large urban hospitals, and this reflects a real economic constraint, not poor management.
1. The proliferation of sub-specialist rotas within hospital medicine has created a fragmentation problem that is acute for smaller hospitals. Carving consultants out of the general internal medicine take to staff separate GI bleeding, stroke thrombolysis, and other specialist rotas reduces the remaining rota to an unsustainable size, increases on-call intensity, and makes posts less attractive at precisely the moment that patient complexity is increasing and general medicine patients are becoming more complex and requiring more generalist skills.
1. Hospital-at-home and virtual ward models, which are central to NHS demand management strategy, are more expensive to operate in rural areas because travel time between patients reduces caseload and because distance changes clinicians' risk threshold for managing patients in the community. These cost differentials are not reflected in the payment model.
1. There may be a lower tolerance for risk in making admission and discharge decisions due to the distances that patients need to travel if they deteriorate.
1. There is inadequate provision for the genuine structural cost premium of rural and coastal provision. Several comparator countries (Australia, France, Germany, and others) operate explicit rural hospital subsidies to compensate for this; England only does this for a small number of hospitals.

The Costs of centralisation may be underestimated
The case for centralising services away from smaller hospitals rests on a real but frequently overstated argument about economies of scale and volume-outcome relationships. There are areas of clinical practice where the evidence of volume-outcome relationships is strong and where centralisation is clearly appropriate, with highly complex cancer surgery being the most cited example. But the relationship does not generalise to the bulk of general emergency medicine, where even smaller hospitals see sufficient volumes of common presentations to sustain quality, as well as respond to rarer cases provided clinicians remain connected to the broader medical network and can quickly access specialist advice.
The costs imposed by centralisation tend not to be fully entered into the analysis:
1. Transfer risk: patients being transferred between sites face genuine clinical risk, which is compounded when the transferring hospital cannot release medical or nursing staff to accompany the transfer, and when ambulance response to the transfer request is slow. Some hospitals have been obliged to operate their own ambulance services to manage this.
1. Receiving centre busyness: increased referral load to larger centres raises occupancy and throughput pressure. There is robust evidence that emergency department busyness is associated with higher mortality.
1. There may be diseconomies of complexity in large hospitals that increase with scale.
1. Community and system effects: the loss of a district hospital can affect GP recruitment and retention in the local area and will have a serious adverse impact on the economic health of the local community. Evidence from Australia suggests that hospital closure significantly increases GP workload and reduces the viability of surrounding primary care. There is an analogy to the impact of the closure of a major local industry, with its long tail of deprivation and health consequence..
1. Capital requirements: centralising emergency services may require very large capital investments in the receiving centre and in ambulance services.
The pattern that follows extended centralisation is a slow local decline in staffing, capability, and reputation that makes recruitment harder, which accelerates decline further. Breaking this cycle is substantially more difficult than preventing it.

Workforce: The Central Challenge
Workforce is the most immediate and the most difficult problem facing emergency services in rural and coastal hospitals. The NHS training system is seen as producing clinicians who are optimised for large-centre subspecialty practice. They are trained in high-volume environments especially in the final years of their training, develop narrow clinical interests, and seek employment in hospitals where rota intensity is lower and subspecialty activity more abundant. The requirements of a rural or coastal district general hospital run directly counter to this: it needs clinicians with wide clinical scope, a tolerance for uncertainty, and a willingness to work at higher frequency on call.
Several dimensions of this workforce challenge were identified:
Rota fragility and retirement risk
Many rural and coastal hospitals are running services that depend on a small group of long-standing consultants whose accumulated experience and mutual trust keeps the rota viable. The retirement of two or three individuals from a small team can be sufficient to make a service undeliverable. Trainees currently coming through may not be willing to take on the breadth of clinical responsibility that these posts require. Succession planning needs a more strategic approach and if possible more senior trainees should have the opportunity to work in these settings.
Professional drift
There are risks from professional isolation in terms of having exposure to rare cases and keeping up to date. This is a quality risk and also a recruitment risk as services perceived as professionally isolated struggle to attract staff. The problem is not unique to islands, though it is most acute there.  Larger centres need to be able provide opportunities for staff to rotate through and be able to provide opportunities for more senior trainees and consultants to work with the smaller and remote providers in their wider catchment area.  
Over-specialisation and the generalist deficit
At the same time that clinical practice is becoming more specialised, the patients presenting to emergency and acute medical services are becoming more medically complex and multi-morbid, and in that sense more general. The mismatch between the workforce the system is producing and the workforce it needs is sharpest in smaller hospitals. There is a specific and practical question about whether separate specialist rotas for conditions such as GI bleeds and stroke thrombolysis are necessary or whether the same clinical need could be met through alternative means (retainer contracts with specialist providers, telemedicine support, network arrangements) without reducing the medical take rota to an unworkable size.
The SAS doctor question
SAS (specialist and associate specialist) doctors are underused as a structural resource in smaller hospitals. Experienced SAS doctors, many with broad clinical backgrounds, are often well placed to provide the flexible, cross-departmental cover that these hospitals need. A number of hospitals have developed successful models in which SAS doctors carry portfolio roles across ITU, general medicine, rehabilitation, and other services. However, national workforce planning remains focused on the consultant pipeline, and the potential of SAS doctors to constitute the generalist backbone of smaller hospital medical staffing has not been systematically addressed.
Emerging solutions
Several models have demonstrated promise and deserve wider dissemination and evaluation:
1. County-wide or regional team models, in which clinicians are employed as members of a multi-site team rather than anchored to a single hospital. This has been used successfully for critical care and paediatrics, enabling the creation of posts that are professionally richer and more sustainable than single-site equivalents, and that have proven more attractive to new consultants.
1. Overseas SAS recruitment combined with structured support to take the Portfolio Pathway (previously called CESR), enabling experienced overseas doctors to achieve specialist registration and progress to consultant posts while remaining in post. Several hospitals report that the combination of a good working environment, support to complete CCTs, and local ties, including children in school and established social connections, makes retention highly effective.
1. Train-to-retain approaches targeting medical graduates who have connections to rural or coastal areas, building on evidence that people trained in the areas from which they come are more likely to return to practise there. There are relevant international models, notably the work of Roger Strasser, which start training in general practice and community settings and recruit from rural populations.
1. Credentialing frameworks drawing on NHS Scotland experience, which have enabled GPs and emergency physicians to extend their clinical scope into hospital medicine and to carry cross-departmental responsibilities. The application of these frameworks to rural English and Welsh hospitals is at an early stage.
1. Extended emergency department models, in which a strengthened ED team functions as the hub of out-of-hours hospital cover, reaching into medical and surgical wards rather than operating as a distinct front-door function. This is conceptually related to the hospitalist model common in North American practice.

Standards, Regulation, and the Quality Paradox
There is an unresolved tension in how clinical standards are applied to smaller rural and coastal hospitals. Standards developed in, and often on the basis of evidence from, large urban teaching hospitals are applied through regulatory frameworks in ways that can designate as deficient services that are, in practice, delivering safe and effective care to the populations they serve.
The question of which standards should be treated as clinically non-negotiable, because they are directly and evidentially linked to patient outcomes, and which represent aspirational norms or reflect the organisational preferences of large centres has been posed in the relevant professional forums but not resolved.  The consequence is regulatory pressure that treats all standards as equivalent, which can accelerate the decline of viable services and inhibit innovation in service models.
This is not an argument for lower standards in rural settings. Size and rurality do not excuse poor quality care. The argument is that the appropriate service model for delivering a given standard of outcome may differ between a rural district general and a large urban trust, and that regulation should be sensitive to this distinction. There is a risk, if this is not addressed, that regulatory enforcement pushes smaller hospitals toward service changes that are clinically unnecessary, financially damaging, and harmful to the populations they serve, while conferring no outcome benefit.
A specific area of concern is the application of staffing standards derived from specialty-based rotas. The minimum staffing requirements for intensive care, for example, were developed in large ICUs and may not reflect what is achievable or necessary in a small unit operating in a network arrangement with retrieval support. Similarly, the requirement for separate specialist rotas in areas such as stroke and GI bleed may reflect a large-hospital model that does not translate to a rural setting where alternatives such as network oversight, retrieval, and telemedicine can deliver equivalent clinical safety at substantially lower organisational cost.

Financial Architecture
The financial sustainability of smaller rural and coastal hospitals is structurally compromised by a payment system designed for high-volume providers. Reference cost indices consistently above 100 for these hospitals do not, in the main, reflect operational inefficiency; they reflect the genuine fixed-cost premium of maintaining viable services at smaller scale, with half a catchment area facing the sea.
At least one smaller rural hospital has quantified this structural cost premium at approximately £20 million per annum, a figure agreed with their ICB as unavoidable but as yet unresolved in terms of ongoing funding treatment. This is not an unusual situation. The ICB agreement that these costs exist but cannot be addressed within current arrangements captures the policy gap precisely: there is no mechanism within the current financial architecture to resolve it.
There are three specific areas where the financial model needs attention:
1. Structural cost recognition: an explicit mechanism to compensate for the unavoidable fixed costs of small-scale rural and coastal provision, analogous to the rural hospital subsidies that operate in Australia, France, Germany, and other comparable health systems. The current Market Forces Factor and other adjustments do not fulfil this function.
1. Community and hospital-at-home tariffs: the higher cost of hospital-substitution models in rural settings, driven by patient travel times and risk thresholds, needs to be reflected in payment rates if these models are to be viable alternatives to inpatient admission. This has implications for the resource allocation formula which in Wales reflects rurality but in England does not. 
1. Investment in network and transfer infrastructure: the cost of maintaining safe transfer arrangements, including in some cases the provision of dedicated transport, is carried by individual trusts and is not explicitly funded. Where ambulance service response to transfer requests is unreliable, hospitals face a choice between unsafe transfers and investment in their own capacity.

What Is Working: Emerging Models
Despite the pressures described above, there is significant innovation occurring in rural and coastal hospitals. The problem is not a lack of good practice; it is the absence of systematic documentation, evaluation, and dissemination of that practice, and the failure to use it as the basis for national policy. The following models have been demonstrated to work in practice and merit wider attention:
Multi-site team models
The creation of county-wide or regional clinical teams, employed as a single team working across two or more sites rather than as site-specific consultants, has proven effective in critical care and paediatrics. In at least one case, this model enabled the recruitment of five additional paediatricians and the reopening of a maternity service that had been closed for eleven months. The model makes posts more professionally attractive by reducing isolation and distributing on-call intensity.
Partnership-based service sustainability
Smaller hospitals with a strong external orientation, building active partnerships with primary care, tertiary centres, ambulance services, community providers, and local authorities, have demonstrated greater service sustainability than those that operate as standalone institutions. The range of partnerships that can contribute to sustainable emergency care includes: pre-hospital video triage with ambulance services; shared thrombolysis rotas with larger neighbouring hospitals; contractual retainer arrangements for specialist services (such as interventional radiology) that are too infrequent to justify a full rota; and early supported discharge and community rehabilitation models that are linked to the acute pathway rather than operating separately from it.
Innovative workforce roles
There are examples of stroke services led by consultant nurses, rehabilitation units led by consultant therapists, and ICUs supported by a combination of SAS doctors, advanced critical care practitioners, and anaesthetic cover. These models can deliver outcomes comparable to, and in some cases better than, consultant-led equivalents, and they use the available workforce more flexibly. They also create career development opportunities that are themselves a recruitment tool.
Mobile critical care and retrieval networks
Mobile critical care retrieval services covering a whole health system, transferring patients between secondary and tertiary centres with consultant oversight and appropriately trained crews, have proven effective at managing the clinical risk of small ICUs in isolated settings. The Welsh ACT and EMERGE service, covering the whole of Wales from two bases, is an example of what system-level investment in this infrastructure can achieve.
Technology and telemedicine
Remote radiology reporting, telemedicine support for specialist decisions, and electronic referral pathways to tertiary centres that do not require a clinician-to-clinician call have all reduced the workload associated with specialist support in isolated settings. The potential of EICU models (remote consultant oversight of intensive care beds) is not yet fully developed in the UK but international experience, particularly from the United States and Australia, is instructive.

Policy Priorities
The following priorities for national policy action were identified. They are presented not as a comprehensive programme but as the areas where national intervention would most directly unlock the problems that local organisations cannot resolve alone.
Workforce planning
1. Review the generalist content of medical training programmes and develop a credentialing framework that enables clinicians to acquire and maintain the broader clinical scope needed for rural and coastal hospital practice.
1. Explicitly address the role of SAS doctors in the workforce models for smaller hospitals, including recognition of portfolio career paths that span departmental boundaries.
1. Develop national support for pathways to CCT and equivalent programmes as a deliberate pipeline for rural and coastal hospital consultant posts, learning from examples where this has demonstrably worked.
1. Commission research into the community-based medical school model and its applicability to England, drawing on international evidence, with a view to expanding the pipeline of clinicians with rural practice orientation.
Standards and regulation
1. The Academy of Medical Royal Colleges and relevant professional bodies could set out how standards should be interpreted and applied in rural and coastal settings with alternative service models.
1. CQC regulatory methodology should be reviewed to ensure that it can accommodate validated alternative service models, including network arrangements, retrieval services, and extended workforce roles, without treating departure from large-hospital norms as a marker of deficiency.
Financial architecture
1. An explicit mechanism to recognise the structural cost premium of rural and coastal hospital provision should be developed, drawing on the models used in comparator countries. 
1. The resource allocation formula should more explicitly address the issues in rural and coastal areas 
1. Payment rates for hospital-at-home, virtual ward, and community care models should reflect the genuine cost of delivery in rural areas, where patient travel time and risk thresholds make these models structurally more expensive.
Research and knowledge management
1. The NIHR should be asked to prioritise service delivery and organisation research in rural and coastal health settings. The ELEVATE study (models of emergency care in rural and coastal environments) should be supported and its findings disseminated proactively.
1. A systematic programme to document, evaluate, and disseminate the service innovations already occurring in smaller rural and coastal hospitals should be established. These hospitals are generating solutions that the wider NHS will need; the knowledge is not being captured.
National policy engagement
1. The Chief Medical Officer's 2026 annual report, which will focus on rurality, provides a significant opportunity to establish these issues on the national agenda.  
1. The Ten Year Plan work streams on workforce, neighbourhood health, financial architecture, digital, and infrastructure should each be asked to address the specific implications for rural and coastal settings. There is currently no systematic rural and coastal lens across these work streams.
1. Consideration should be given to whether the NHS Confederation should establish a dedicated rural and coastal network, given the absence of a single representative voice for this community of interest.

Conclusion
The sustainability of emergency care in rural and coastal hospitals is not a niche problem. It affects the majority of hospital episodes delivered in England, and the populations most dependent on these services are among the most vulnerable. The challenges are structural, rooted in the economics of small-scale provision, in a workforce system not designed for generalism, and in a regulatory and financial architecture built for large urban hospitals, and they are not resolvable by local effort alone.
The good news is that there is no shortage of workable solutions. Multi-site team models, innovative workforce roles, partnership-based service development, retrieval networks, and new uses of technology are all demonstrably effective. What is missing is the national policy framework that would enable these solutions to scale, and the systematic documentation of what is working that would make the case for that framework.
Smaller rural and coastal hospitals have an important additional characteristic that tends to be overlooked: their scale and organisational agility makes them well suited to be test beds for service innovations that the wider NHS will eventually need. The generalist-specialist conundrum, the unsustainability of sub-specialty rota proliferation, the need for new workforce roles and new models of specialist support: these are not only rural problems. They are the problems of the NHS at scale, most visible at the margins. Solving them there is both an urgent necessity and an opportunity.
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