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Taking advantage of coronavirus disease 2019 (COVID-19) to improve
hospital models of care: Are we moving in the right direction?
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To the Editor—The current pandemic is disrupting most indus-
tries and sectors, with an epicenter in the healthcare sector.
With no substantial experience in managing an epidemic, hos-
pitals were involved by first responding to a sudden influx of
patients with severe and highly contagious respiratory condi-
tions. They reconverted spaces and environments for coronavi-
rus disease 2019 (COVID-19) patient care. Finally, they
contributed to vaccination implementation. Hospital managers
have had to reorganize hospital access, spaces, and patient flow,
as well as review all hospital policies, to facilitate the treatment
of all patients with different pathologies in so-called “COVID-
free” spaces.1 The increase in the volume and complexity of
patient care, the sudden and unpredictable decrease in staff,
and the lack of patient support from family members and care-
givers are just some of the main variables that hospital managers
have had to handle.2

During this COVID-19 crisis, all of the professionals
involved in health care have acted in view of the greatest good
for the greatest number of people. Making patients and workers
safe is a main driver of hospital management. Consequently, the
hospital model of care has also progressively changed to balance
the different priorities of the safety of patients and healthcare
professionals with the medical treatments provided. A model
of care can be defined as “the way health services are delivered.
It outlines best practice care and services for a person, popula-
tion group, or patient cohort as they progress through the stages
of a condition, injury, or event. It aims to ensure people get the
right care, at the right time, by the right team and in the right
place.”3 During this pandemic, necessary safety rules introduced
in inpatient care have generated unmet and perhaps still hidden
needs among patients. For example, how can the patient cor-
rectly understand the therapeutic plan if she or he does not have
her or his informal caregiver at hand? How can a patient over-
come worry while waiting alone for surgery or chemotherapy?
How can family members have constant news about their loved
one’s postoperative progress? How can the patient receive what
she or he needs from home for prolonged hospitalization?

Substantial changes have gradually occurred in the hospital
model of care resulting from medical science and technological
development (Fig. 1). Past models probably would not have
responded to the rapidly changing needs of modern health

systems. Hospitals were organized into static, self-sufficient
departments where all resources were dedicated to treating
patients from a disease-centered perspective. But this low-reac-
tivity model with poor central coordination would have resulted
in failure to deliver essential care to patients.

Improving clinical outcomes and making hospital resources
more efficient, medical super-specialization and the exponential
advance of technology have generated specialized care and multi-
functional and shared high-tech services. Hospitals are organized
into specialist units (eg, cardiology, orthopedics, nephrology), with
dynamic resource allocation according to the demand. Because of
the centralized coordination of the main hospital assets (beds,
operating theaters, and clinics), response to the COVID-19 crisis
has been relatively rapid, converting the various hospital services
according to priority, reallocating resources where they were most
needed, and allowing many hospital units to survive.

However, the multiple pathologies of patients with an increas-
ingly advanced average age affecting the personal and social
sphere at all levels of ordinary life was already putting pressure
on the current model. The nature of modern health care, focused
only on clinical knowledge with no time for administrative or sys-
tems thinking, can make fluid collaboration between profession-
als a challenge. A consequent fragmentation of the hospital
journey of patients who have to pass from one service to another,
which all too often do not communicate with each other, is just
one of the weaknesses of this model. Even though hospital man-
agers are progressively considering organizing hospitals into
homogenous areas according to patient care needs, the experi-
ment of dividing a hospital according to intensity of care seems
to have not yet taken hold.4 By centralizing the control and allo-
cation of hospital resources, minimizing hospital access to the
bare essentials, and prioritizing the treatments to be provided,
the virus appears to have halted its spread within the hospital.
However, we still do not know how the hospitalized patient is
experiencing this new scenario.

Although “patient-centered” medicine focuses on the
patient’s health needs and outcomes, what hospital model of
care should we now pursue?5 The new model should integrate
the concept of “disease,” meaning a group of signs and symp-
toms, with that of “illness,” which includes personal expecta-
tions and social context, and with that of “needs,” which
includes the patient’s experience of her or his care pathway.
Hospital managers have to move from a narrow focus on indi-
vidual patients’ disease states to a broad focus on health-related
social factors (ie, social and family relationships, proper nutri-
tion, accessing the correct information for health and social
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well-being) by creatively engaging patients.6 Moreover, this
pandemic has highlighted the important role that patients have
in managing their own health, including understanding and act-
ing on health information.

In conclusion, the extreme situation caused by the pandemic
is a rare learning opportunity to improve our hospital model of
care. The pandemic crisis response was a clear example of how
health is achieved with cross cutting and coordinated interven-
tions that go beyond medical treatment. The COVID-19 com-
pelled us to run, and now we need to focus the coordinates in
the right direction.
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Fig. 1. Main transitions of the hospital model of care and response capacity to the spread of COVID-19.
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