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Summary
This thesis examines the proposition that comunumity hospitals are an undervalued health

service resource particularly in regards to the care of the elderly.

It is known thal the types of patient admitted for community hospital inpatient care are
predominately, but not exclusively, elderly. There is a general lack of rescarch on all aspects
of community hospital functioning. There use is highly variable but we lack insights into why
this is the case. There is little detailed knowledge around the complex mixtore of medical and
soctul factors involved which can provoke admission. Similarly liftle is known about the

relationships between the care reccived and the outcomes of that care,

This thesis addresses some of these issues by means of three well defined but related studies
carried out in the five community hospitals in Perth and Kinross. I also considers the
proposition that only by addressing the educational and access issues surrounding community
hospital care will il be possible to increase usage and deliver more appropriate care in the long

term.

Several descriptive studies have been published on community hospital role and function
suggesting that they can have significant part to play in the provision and delivery of
community health care. (Cavenagh 1978; Grant 1984; Tucker 1987). Yet, despite these

apparent endorsements, community hospitals have continued to function between the
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Xix
conventional primary and secondary care pillars of the NHS without achieving widespread

acceptance as significant service providers in a modern health service

Previous work by the author described the scope of community hospital provision in Scotland.
The role of the community hospital in the provision of specific areas of care such as casualty
services and the care of myocardial infarction has also been examined. Throughout these
studies the educational issues surrounding the community hospital, both in terms of the necds
of those working in them and the potential they offered as a resource for medical and nursing
education, has been a recwring theme. The author has also critically examined their potential

as a resource for medical student education.

Retrospective Study

A total of 3953 patients were discharged from Perth & Kinross comsnunity hospitals during
the study period 1997-2000, of whomn 76.1% were admitted by general practitioners, while the
remainder were step-down transfers from the local DGH. During the period of the study the
praclitioners with community hospitals discharged between 18% and 47% all adult general
medical discharges locally. This represented on average 35.5% of all over 65 general medical

discharges.

There was no statistical dilfcrence in general medical bed usage between those practices with
and without access to community hospitals. A strong positive association between age and sex

adjusted community hospital usage and practice training status was identified (p<0.003).
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There were negative comrelations with other all other proxy practice quality measures, of

which practice provision of minor surgery reached statistical significance (p<0.005}.

The provision of structured chronic disease management clinics and minor surgery services
may result in less time for invelvement in community hospital work. However, community
hospital development may benefit from ensuring that all practices using such units have
training status. The practice re-approval process involved in achicving and maintaining
training status needs to recognise the time, training and resource commitment involved. Such
considerations should to be taken into congideration when planning the development of

intermediate care services around community hospitals.

Qualitative Study

In depth interviews were conducted with a purposefnl sample of general practitioners
representing high, low, and average users of the five community hospitals. Twenty-seven
practitioners from the ten practices admitting to the hospitals were interviewed. Secondary

support was identical for all sites.

A quelitative analysis was petformed to determinc the faclors practitioners considered
important when making admission decisions. Results were presented to the study group for

validation.

All admissions required adequate capacity in the conununity hospital system, Primarily social
admissions were straight forward, reguiring only adequate hospital, nursing and general

practitioner capacity, More typical admissions involviag social and medical need required

iyl 0 .
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XXi

consideration of the professional concerns and the personal influences on the doctor as well as
the polential benefits to the patient. A fotal of three primary and seventeen secondasy
mfluences were identificd. A model suggesting how these factors might operate in different

sitnations is presented.

Potentially appropriate community hospital admissions are sometimes not made because of a
lack of available beds, insufficient nursing resource or pressure on the gencral practitioner’s
time, As the type of admission becomes more medically challenging, additional [actors
become relevant. The most significant are: the GP’s concerns about possible inappropriate
care in a DGH balanced against their own compelence and confidence; the GP’s attitude or
motivation towards community hospital care; and the polential benefits of morc intensive care

or investigation.

Provided there is adequale capacity, the general practitioners perceived level of comfort is the
prime determinant of which cases are admitted to community hospitals or referred to
secondary care. Praciitioners commonly consider borderline decisions in terins of their own

comfort! discomfort with retaining responsibility.

Prospective Study

The prospective study has attempted to establish the acceptability, reliability and validity of a
simplified data collection instrument for administration by community hospital charge nurses.
In using this instrument for a period of twelve months a datasct on 973 admission and

discharge inpatient episodes was collecled. A detailed analysis of the multiple factors atfecting




XXii
a patient’s journey from the community through the community hospital and back into the
community again has been carried out. Though the level of active interventions delivered was

relatively low there was a highly significant reduction in patient SHRUG assessed dependency

between admission and discharge.

Multiple logislic regression was used to model the factors contributing to delayed discharge.
Coveriates which might affect discharge were each considered in a univariate analysis. These
variables which were significanily associated with delayed discharge were included in a
multiple logistic regression model. Not all variables included in this model remained
significant because of the relationships between the explanatory variables. Backward stepwise
regression was uscd to arrive at a final modef which included age, consultant referral, a care

package and the prescription of hypnotics/anxiolytics on admission.

The implications of such a model for future research and on the complex interactions between

health and social care are discussed.

Conclusions

1. Community hospitals in Perth and Kinross provide approximately half of the inpatient
general medical care of the over 65 population in their catchiment areas.

2. There was no cvidence that this care was inappropriate either in tcrms ol the transter rates
to district general hospital care or in the overall death rates.

3. There was no statistically significant difference in usage of inpaticnt beds between

practices with and without comununity hospital access.
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There was a strong positive association between age and sex adjusted community hospital
usage and practice training stafus.
There were negative cotrelations with all other proxy practice quality measurcs, of which
praclice provision of minor surgery rcached statistical significance.
Most admissions involved a combination of medical and social need. A total of thrce
primary and seventeen secondary influences were identified as potenttally impacting on
the decision making processes involved in deciding whether a patient was admitted.
A data collection instrument relevant to the types of paticnts admittcd to community
hospitals was trialcd and validated for use in a twelve-month prospective study.
Classification of palients according to their need rather than simply according io their
medical diagnosis was a valid and useful means of describing community hospital
admissions.
Though the level of active interventions was generally low there was a highly significant
improvement in SHRUGS dependency scores between admission and discharge.
127% of the patients experienced discharge delay. Multiple logistic regression was used to
model the factors contributing to this phenomenon. Backward stepwise regression was
nsed to arrive at a final model which included age, consultant referral, a care package and

hypnotics/anxiolytics on admission.
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Chapter 1

1 Introduction

1.1 Background

Since the 1920°s a number of official reports have supported the concept of general
practitioners admifting and looking after their own patients in local community
hospitals.(Brotherston 1971; Dawson 1920; Department of Health 1974; Gillie 1963;
Porritt 1962; Ritchic 1996; Tomlinson 1992). Several descriptive studies have been
published on community hospital role and function suggesting that thcy can have
significant part to play in the provision and delivery of community health care. (Cavenagh
1978; Grant 1984. Tucker 1987). Yet, despite these apparent endorsements, community
hospitals have continued to function between the conventional primary and secondary care
pillars of the NIIS without achieving widespread acceptance as significant service

providers in a modern health service. {Grant 1989; Ramaiah 1994).

Several reasons for the current situation have been suggested. There are serious problems
of definition as to what constitutes a community hospital (Higgens 1993). There is no
agreement on what type of care such units should provide or what their role should be
(Department of Health 1974; Tucker 1987). Their lack of specialised services and the
perceived economies of scale offered by the district general hospital, even though it can be
argued that many hospital patients do not need such specialised services, are seen as major
handicaps.(Higgens 1993; Russell et al. 1978). The lack of clear admission and discharge
policies, as well as agreed outcome measures to assess the quality of care provided, have

also been highlighted as significant problems. (McGilloway et al. 1994). Many general
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practitioners do not see that they have the time or the expertise to become involved in

inpatient care. (Hull & Joncs 1995; Kernick & Davies 1977).

Proponents on the other hand, stress their strengths, such as continuity of care in
accessible, informal surroundings and their ease of access for a patient’s relatives and
friends. (Jarvic 1990; Ritchic 1996; Tucker 1987). Other authors have highlighted the
avoidance of inappropriate admissions to high technology district peneral beds especially
of elderly patients and the importance of community hospitals in providing a unique level
of intermediate care between primary and secondary cure. (Aaraas, Kristiansen, & Melbye

1998; Baker, Goldacre, & Muir Gray 1986; McKinlay 1991).

1.1.1 The Remit of the Thesis

This thesis examines the effecis on patients, practicc and resource use when community
hospital beds arc available. It cstimates the contribution that community hospitals make to
the care of the rural population of Perth and Kinross. It compares and contrasts inpatient

referral activity between practices with and without access to community hospitals.

The thesis analyses the decision making processes of general practitioners who admit
patients to community hospitals. As part of this understanding a qualitative study on the
general practitioncts use of the community hospital is included. A model, incorporating the

decision making factors invoived, is proposed.

In order to further examine the reasons for admission and the subsequent outcomes of care
a prospective observational mpatient study has been carried out utilizing a modified data

collection instrument. The validity of this tool has been tested. The thesis attempts to gain
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a clearer understanding of why patients are admitted to community hospitals and with what

ouicome.

The thesis examines the relevant literature to date in relation to cominunity hospitals. It
contains reference to the author’s work in the ficld over the last twenty years and

concludes with recoimmendations for further research activity.

1.1.2 Defining the Community Hospital

There are no agreed definitions on what constitutes a community hospital. This makes for
considerable difficulties in assessing and esltablishing the accuracy of published
information. In the international literature, the Medical Subject Heading (MESH)
“hospital, community” refers to a neighbourhood hospital with a full range of services.
Within the United Kingdom, the term rcfers to a unit offering a torm of intermediate care,
providing services that do not require the full range of high technology services available
within a district general hospital but that are beyond the scope of services that are normally

available in primary care. (Steiner 1997).

Community hospitals in the past have been called cottage hospitals, general practitioner
hospitals and ncighbourhood hospitals. (Higgens 1993; Tucker 1987). The term
community hospital was first suggested by Rue in 1968 and developed out of work done
within the Oxford region.(Rue 1974). The Oxford group made the important conceptual
leap in seeing community hospitals as an extension of primary care services, not as a
peripheralisation of secondary care services in the community, Rue proposed that

community hospital care should bec understood as a “style of care” rather than simply a
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residential facility providing a range of inpatient services., This style incorporating close

collaboration with social services, voluntary organisations and other local agencies.

The description of hospitals in terms of bed numbers and classification is often of limited

value as this usually conceals an enormous diversity of provision and performance.

(Higgens 1993).

It is possible, howcever o build on the work of other authors and define community

hospitals generically. {Dcpartment of Health 1974; Jarvie 1990; Steiner 1997; Tucker

1987). Various elemenis integral to the community hospital in the UK have been

identified:

1

A Providcr of Inpatient Care

For paticnts who do not need the specialist services of the district general hospital.
(Bainton 1992; Ritchie 1996; Tucker 1987).

Who need the medical care of a general practitioner but not necessarily of a consultant
{Aaraas, Fylkesnes.K., & Forde.O.H. 1998; Treasure & Davies 1990).

Who need more nursing care than can be conveniently provided at home

(Hopkins 1984).

A Provider of OQutpatient Services

Inpatient services and where appropriate outpatient, day care, minor surgery, obstetric
and continuing carc services. (Goldacre & Gatherer 1977; Tucker 1987).

Rehabilitation services including physiotherapy, occupational therapy and specch and
language services. (Tomlinson et al. 1995).

39

A limited range of diagnostic facilities wsuully of a “low technology * nature.

{(Tucker 1987).
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A Community Resource for Other Groups and Agencies.

s  Where the local district general hospital can transfer patients for rehabilitation and
post-operative care. (Higgs 1985).

o Where “ nurse led” treatment with medical support can take place. (Pearson, Punton, &
Durant 1992).

»  Where hospital consultants can provide care in close collaboration with their general
practitioner colleagues. (Higgens 1993).

¢ Where social service and voluntary agencies can participate in multi-agency,

multidisiplinery care (Ashworth, Nafisa, & Corkery 1996; Higgs 1985).

4 As a Provider of Safe, Appropriate and Clinically Effective Care .
e The level of care delivered must be to a standard which is compatible with a provider

of health care in a modern health service. (Iliggens 1993).

Steiner defined a community hospital as: “a hospital or unit, providing a range of health
care services, facilities and resources to a local community, medical care is predominately
provided by local GPs in liaison with consultant colleagues and the wider

multidisciplinery teanr as appropriate”. (Steiner 1997).

Ritchic suggested a pragmatic and workable definition of a community hospital in the
United Kingdom (Ritchic 1996):

“Ad local hospital unit or centre providing an appropriate range and format of accessible
health care facilities and resources. These will include inpatient and may include

outpatient, diagnostic, daycare, primary care and outreach services for patients provided
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by multidisciplinary teams. Medical care is normally led by general practitioners in liaison
with consultant, nursing and paramedical colleagues as necessary. Consultant long stay
beds, primary care nurse-led and midwife services may also be incorporated”. Though
necessarily broad, this definition is used throughout this thesis, reflecting the range of

services that may be provided by community hospitals.

It is recognised that community hospital definition is a problem and has in many ways held
back rescarch. However, we should remember that Karl Popper cautioned against a
consuming search [or perfect definitions in science, arguing that this might cause the

researcher to lose sight of the aims of the research. (Popper 1959).

“I'he clinging notion that if we are to huve a worthwhile discussion we need first to define
our termy is self-contradictory, Fvery time we define a term we have to introdiuce at least
one new term into the definition, otherwise the definition is circular ... And so we are

launched into an infinite regress”.

The definition of community hospitals is less important than the need to carry out research

into their use and function.

1.2 Summary of Previous Studies on Community Hospitals

A search of Medline and BIDS Embasc from 1966 to 2001 using “community hospitals ™
and “general practitioner hospilals™ as the main subjcct headings™ generated 1100 and
16 references respectively. Using a search siralegy which focused on the sub headings of

“organisation and administration”, “supply and distribution™ “statistical and numerical

data” “standards” “trends” and “utilization” a total of 682 references were generated. Of
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these 622 originated in the USA and were excluded on the grounds that a community
hospital in the USA refers to a small general hospital with permanent facilitics and
organised medical stafl providing a full range of hospital services primarily to a
neighbourhood area. Such a definition is not compatible with the United Kingdom model

(see above).

Fifteen references originated from Australia and New Zealand, 4 from Finiand, and 41
from the United Kingdom. It was decided to exclude Australian and New Zealand
references as it was clear that these hospitals could also be regarded more in keeping with
the American smalt district general hospital model. However the community hospital in
Finland has many similarities in size, function and usage with the United Kingdom
community hospital model. (Joncs 1987). For these reasons it was decided that the work of
Aaraas and his colleagues in the Finnmark studies would be referred to in this thesis. These

45 references from the UK and Finland are listed in Appendix 10.1.

These references were cross-referenced against “The Community Tlospitul Association
(C.H.A.) Bibliography and Resource File” for the same period. This organisation exists to
promole the community hospital concept throughout the UK. Currently more than
400 community hospitals are registered members (privatc communication). The C.H.A.
community hospital bibliography, tor the period 1966 to 2001, contained 452 references. 3
references out of 45 obtained from Medline scarches were found to be absent from the
C.H.A. database. In two out of the three references the word “community hospital” or
“general practitioner hospital” did not appear in the title of the paper. The other reference
omitted was a published letter. The discrepancy in the humber of references generated

from the electronic databascs and the C.I1.A. bibliography requires further comment.

P S



The C.H.A. bibliography was reviewed. It was estimated that 148 references could be
classificd as: “General reviews of community hospital activity including descriptive
observational studies”. 72 vcferences were classified as: “Official government, health
authority vr college reports on hospital policy and activity”,. 29 references were classificd
as relating to specific obscrvational reports on “Communily hospital service provision”
including cancer care, thrombolysis, care of the elderly, surgical services and acute
medical care.l18 references were related to “Obsterric provision” and 15 concerned
“Reviews of hospital services including district gencral hospitals and community
hospitals” and 13 were on “Hospital at Home Provision”. The remaining 59 references
covered a wide range of topics including “Children’s services”, “Day care”, “ Lducation”,
“Cost effectiveness”, “Social services” and “GP roles and attitudes”. There were

8 references to community hospitals abroad and 4 reports from “Hansard”. There were

8 references where the author could not determine the refevance to community hospitals.

The C.H.A. exists to promote the development of the community hospital within the
United Kingdom. It has promotional as well as educational functions. The majority of
references it ciles do not appear in pecr reviewed journals, t.e. government and health
authority reports, letters from the popular press and official parliamentary reports. When
references from this bibliography have been used they are included in the main

bibliography of the thesis. (Appendix 9).

Additional scarches on the Cochrane, King’s Fund and National Research Register

databuses found no commumity hospital studics that were not included in the above. A
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search commissioned from the library of the Royal College of General Practitioners also

failed to add any significant new references.

1.2.1 Literature Review Bias

Sackett (Sackeit 1979) defines bias in analytical rescarch as “any process at any stage of
interference which tends to produce results that differ systematically from the truth”. He
catalogued 35 kinds of bias that potentially conld arise in sampling and measurement in
casc-control studies. Though these studies were not case controlled some potential sources

of bias require comment throughout this thesis.

It is recognised that relevant literaturc is scarce and in gencral open to serious criticism.
Where it does exist it is often dated and subject to bias by being retrospective and

descriptive,

The author has had to guard against inciuding references simply for the sake of having
reference material. The relative small numbcers of researchers in the field may, because of
their prominence, he distorting findings through their own biases. Some of the writers in
this field could be criticised on the grounds of their “enthusiast” status. This may aggravate

the tendency for positive result bias.

By excluding the American ‘community hospital® fiterature it is recognised that certain
uscful papers might have been omitted. However, a decision was made that studies should
only be included if they camc from comparable units. If the literature review had icluded
North American ‘community hospilal’ studies then very distorted comparisons with UK

community hospitals would have resulted. ‘'he Finnish literature has been included on the
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basis that these hospitals are close in size, function and geographical distribution to the

average UK conmnunity hospital.

It is up to the reader to judge how this lack ol supporting literature has affected the quality

of research contained in this thesis.

1.3 The Community Hospital Dimension

Tt is difficult to give exact numbers of such hospitals in the United Kingdom owing to the
problems of dcfinition. However, it has recently been estimated that there are
approximately 470 community hospitals in the UK containing 8457 general practitioner
beds and 10,122 consultant led beds. (Seamark et al. 2001). Grant identified 64 such
hospitals in Scetland. (Grant 1984). Around one in 7 general praciitioners have admitting
rights to UK community hospitals. Services such as physiotherapy, occupational therapy,
speech therapy and chiropody are provided in over 75% of hospitals. Consultant outpatient
clinics and minor injury units were present in 66% and 70% of hospitals respectively. Day
care occurred in 77% of hospifals while maternity services were present in 17%. (Seamark,

Moore, Tucker, Church, & Seamark 2001).

J.3.1 The Community Hospital in Scotland

The last comprehensive review ol community hospital services in Scotland was undertaken
in 1983. (Grant 1984). In a postal survey of 64 hospitals the author estimated that they
contained 3.3% of all available staffed beds in Scotland, 13.5% of the resident population
had access through their general practitioner to initial hospital care and 14.5% of general
practitioners had admitting rights. In a more recent survey by Gill in the Borders region,

(Gill 1994) it was estimated that in five local community hospitals acute conditions
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accounted for 55% ol admissions, convalescence 8.5%, terminal care 12%, long stay 8.5%,

assessment 8%, and respite care 8%.

1.3.2 Current Influences on Hospital Inpatient Admissions

General practitioners (GPs) have a considerable and legitimate interest in the location,
configuration and the quality of care delivered in hospital. The GP expects the admitting
physician to be sufficiently skilled to instigate immediate therapy for common emergencies
and to recognise the need to access high level skills and facilities when required. Demand
has mcreased with major changes in the way illness is dealt with and increasing pressure
for general practlitioner to refer to specialist secondary carc. (National Association of
[Tealth Authoritics and Trusts 1994; Office of Population Censuses and Surveys 1995a).
The reasons for this are complex, they include increcasing numbers of elderly patients with
decreasing social support and increasing social deprivation.(Kendrick 1996), {Office of
Population Censuses and Surveys 1995b). There is also an increascd cxpeclation of care
resulting in the by passing of the pecneoral practitioner with self~referral to the acute

hospital. (Duffy et al. 1998).

Over the last fifleen years there has been a continuing and steady rise in the number of
acute admissions to hospital. (Capewcll 1996; Donaghy et al. 1997; Royal Colleges of
Physicians of Edinburgh and Glasgow 1999). it is predicted that the rise in the number of
elderly patients will continue especially the very clderly who are the largest user of

hospital services.

The appropriateness of these emergency admissions to hospital has been the subject of

considerable research intcrest. It has been suggested that as many as 30% of acute medical
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admissions are inappropriately admitied to acute units. (Dufly, Bain, Neville, & Staines
1998; O' Neill & Pearson 1993). Anderson ct al found that only 38% of bed days were
required for paticnts considered to have medical nursing and life support reasons for
requiring a bed in an acute general hospital. (Anderson et al. 1998). Other rcported studies
have estimated the ratc of inappropriate acute admissions as ranging up to 25%. (Anderson
et al. 1988; Tsang & Severs 1995; Victor & Khakoo 1994). It has been proposed that these
patients could have becen more appropriately managed in a ‘lower tech’ environment.
(O' Neill & Pearson 1995). It is recognised that appropriatencss is contentious and value
laden and cannot be considered in isolation from patients and carers views.

(Capewell 1994).

This continuing rise in admissions to acute general hospitals, with the resuitant increasing
difticultics in getting patients admitted as bed availability declines, is a growing problem
for all health service providers. {(Capewell 1996; Royal Colleges of Physicians of

Edinburgh and Glasgow 1999).

The community hospital has been considered as one of the possible alternatives to acute
hospital admission (Baker, Goldacre, & Muir Gray 1986; (Coast et al. 1995). It is clear that
social factors such as lack of home support are important considerations in a sighificant
proportion of comimunity hospital admissions. Whether this is inappropriate in a low
technelogy community selling where alternatives may not be so readily available is a
matter for some debate. (Tomiinson, Raymond, Field, & Britten 1995; Tucker 1987). Some
have suggested the community hospital as mainly a provider of social support and day care

in the community with a limited inpaticnt medical role. (Ramaiah 1994). Others believe it
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can play & more significani medical role. (Baker, Goldacre, & Muir Gray 1986;

McCormack 1993, Ritchic 1996).

It has been stated that the type of hospital care offered by a community hospital is not
acute hospital care in a community setting. (Rue 1974; Tucker 1987).. There are many
reasons for this including resources available, the training and experience of staff, and the
appropriateness of carc. However studies have indicated that the availability of community
hospital beds can diminish a practices use of district general hospital beds. (Aaraas 1995;

Baker, Goldacre, & Muir Gray 1986; Hme et al. 1996).

Arc such findings valid in terms of appropriateness of patient care and outcome? Are the
findings transferable between different practices and locations? The potential implications
for patient care are substantial in the context of a service in which it would appear that an
mncreasing oumber of elderly people are being admitted inappropriately to acute hospital
care. Certainly such findings must be considered in any debate on alternatives to acute
hospital care as well as the future role of the community hospital. (Grant 1989; Higgens

1993; Ritchic 1996; Ritchie & Robinson 1998).

1.3.2 General Practitioner Attitudes to Community Hospitals

The active invalvement of local general practitioners has long been identified as crucial to
the successful functioning of community hospitals. It has been stated that recognition,
training and adequate remuneration are essential if general practitioners are to be actively
involved. (Shaw 1983).

Various studies have been done on general practitioner’s attitudes o community hospitals.

In 1977 Kemick and Davies surveyed general practitioners in Glamorgan. Most were

B
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intcrested in access to beds. There was a strong correlation between age and attitudes to
small hospitals with no doctors under the age of 40 being unwilling to work in them if the

payment was adequate. (Kernick & Davies 1977).

In King’s Lynn 47% of GP’s said they were definitely interested in working in a
community hospital and a further 40% said they might be. Factors such as age, the
possession of a higher qualification and type of practice did not appear to influence their
decision, through the distance of the community hospital from their home was important to
them as was the possibie inconvenience of being on call for a minor accident service.

{Hayes & Bentham 1979).

Hull and Jones surveyed 103 general practitioners in Tower Hamlets without community
hospital access. Out of the 72% who responded, 64% supported the concept of a
community hospital. However only one third of them were prepared to commit themselves
in advance to offering out of hours and night cover for inpatient beds. The greatest bairier
to participation seemed to be lack of interest. For those who were interested, difficulty in
access, time available during the day and lack of appropriate payment became important

lsniting factors. (Hull & Jones 1995).

Coast ct al looked at alternatives to acute hospital care on a sample of 620 patients
admitted 1o the specialties of gencral medicine and care of the elderly. On average the
general practitioners and consultants involved estimated about 10% of admissions to the
general hospital might be suitable for alternative forms of care. The most favoured choice
amongst all doctors for an alternative were gencral practitioner beds and urgent outpatient

reterral. (Coast, Ingles, & Frankel 1996).
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1.4 Rurality and Access to Health Carc

In Scotland, as in the rest of the UK, the majority of community hospitals are tound in
rural areas. Most Scottish community hospitals were built in the first half of the Twentieth
Century when issues of transport and medical technology were such that it was appropriate
that they provided a wide range of services including surgery and obstetrics. (Grant [984).
In the author’s survey in 1980 the average distance of a Scottish community hospital from
the local DGH was approximately 30 miles. (Grant 1984). 1t has been estimated that up to
40% of GPs in some rural arcas have access Lo a conumnunity hospital while only a very
small minority of urban GPs and their patients have such access. (Seamark, Moore,

Tucker, Church, & Seamark 2001).

Maxwell described six dimensions of health care in terms of quality; access, relevance
effectiveness, equity, social responsibility, and efficiency. (Maxwell 1984). The whole
question of patients’ access to services is important in terms of equity and the effects of
rurality on the quality of health carc provision. {Watt, Franks, & Sheldon 1994). The
evidence for rural populations having poorer health expectations in terms of morbidity and
mortality is contradictory. (Cox 1995). Watt et al concluded that the evidence that barriers
to access may have important effects on health outcomes is scant. The evidence that does
cxist suggests that the provision of local clinics can increase attendances when compared
to a centralised service. (Goldacre & Gatherer 1977; Russell, Reid.N.G., Phillips, Glass, &
Akchurst 1978). There is cvidonee that distance from a hospital is negatively related to
referral rates so called “distance decay”(Russell, Reid N.G., Phillips, Glass, & Akehurst
1978). This has been confirmed by several authors. Haynes and Bentham reported the

greater the distance from a health facility the less the utilization of that facility though




16

there was no evidence that this implied reduced need. (I{ayes & Bentham 1979}, Gruer
also showcd that lower referral rates to hospital are related to increased distance of

residence, both from the GP and the hospital. (Gruer 1972).

There is some evidence that the community hospital substitutcs for some district general
medical care in rural arcas. (Baker, Goldacre, & Muir Gray 1986; Tomlinson, Raymond,
Field, & Britten 1995; Treasure & Davies 1990). The effect on the health outcomes for
such rural populations is not generally known. The lack of high quality information
impedes the development of research. (Ritchie 1996). What comparative studies that have
been done, do not suggest that community hospitals have a negative effect on the health of
the rurat populations. (Liddell, Grant, & Rawles 1990). This lack of robust information on
community hospital activity has been recognised as one of the major problems in

preventing development. (Jarvie 1990; Ritchie 1996).

1.5 The General Practitioner and Referral to Hospital

General practitioners play a central role as hospital gatekeepers. The decision to admit is
not always made on medical factors alone. (Newton, Hayes, & Hutchinson.A. 1991),
Newton et. al in a qualitative study examining factors influencing general practitioner’s
referral decisions concluded that, referral was a type of social action, which could best be
undersiood by interpreting the meanings and motives of those most involved. The authors
identified four groups of factors, doctor related, case specific, patient related and structural
which influenced the referral decision. Though the study was limited by the relative small
sample size and its concentration on outpatient referrals the results supported the work of
Dowie who saw that clinical decisions are not isolated cognitive events but integral to the

context in which the decision maker operates. (Dowie 1983).
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The question of referrals to community hospitals has been considered by several authors.
(Aaraas, Fylkesnes.K., & Forde.O.H. 1998; Baker, Goldacre, & Muir Gray 1986; Treasure
& Davies 1990). The general conclusion from these studies has been that the majority of
these patients in community hospital beds would have been admitted to a district general
hospital if the GP beds had not been available. Aaraas ct al in the Finnmark study in
Norway looked at 40 GP’s with access to community hospitals and 8 without access. The
authors concluded that while medical motives dominate the decision to refer patients to
general hospitals, social factors including the distance from fhe general hospital, patient
and family preference as well as the nursing needs of the patient are important

consideralions when general praciitioners have access to GP beds,

Wilkin and Smith proposed two key questions in explaining variation in general
practitioner referrals to hospitals 1) “wre the risks to the patient serious if I do not refer
now?” and 2) “have I the means (time, resources, facilities) to find out more”. (Wilkin &
Smith 1987). Aaraas concluded that admission to a conununity hospital would be a rational
response to these questions to investigate, treat and observe common acute exacerbations
in patients with well known chronic conditions. This finding has also been supported by
several other authors, (Baker, (ioldacre, & Muir Gray 1986; Tomlinson, Raymond, Field,
& Britten 1995). They concluded that referral to a community hospital was a complex

process which involved the inferaction ol both social, psychological and medical factors.

L.5.1 Characteristics of Patients Admitted to Community Hospitals
While broad overviews of community hospital function can provide location specific

information on service provision they fail to give complete understanding as to why such




18

patients are admitted and what are the outcomes of the care provided. (Grant 1984; Sichel

& Hall 1982; Treasure & Davies 1990).

Patients admitted to community hospitals in the main tend to be elderly and female,
reflecting the gender distribution of the older population and suffering from circulatory,
respiratory and musculoskeletal problems. (Harris 1986; Humphreys 1973; Knight 19962;
Sichel & Hall 1982; Tomlinson 1992). However the underlying purpose of the admission
and the reasons behind why the doctor has decided to admit are often much harder to
understand. A significant number of patients arc admilted (or rchabilitation, respite care
and for terminal carc while some are admitted due to social reasons. (Aaraas 1995; Knight

1996b; Tomlinson, Raymond, Field, & Britten 1995).

In a three month prospective, obscrvational study in eight Leicestershive community
hospitals Tomlinson el al found that 70% of patients were over 75 ycars on admission,
35% were admitted for acute carc, 31% for rcspite care, 22% for rehabilitation, 7% for
terminal care/palliative carce and 5% for other reasons. (Tomlinson, Raymond, Ficld, &
Britten 1995). The same authors found that while the general characteristics of npatients
may be broadly similtar patterns of admission can vary considerably between individual
community hospitals. (Tomlinson, Raymond, Ficld, & Britten 1995). These variations
relate, at least in part, to differences in service availability within individual hospitals.
(Grant 1984). Variations in patterns of admission are also likely to reflect geography and
demography, particularly the distance from the acule hospital, the historical naturc of
service delivery within a region and the experience and training of the staff within the

hospital. (Cook & Porter 1998; Jones & Tucker 1988; Treasure & Davies 1990).
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The majority of patients are adinitted to community hespitals from home though a
significant number are transferred from other hospitals. (Aaraas 1995; Sichel & Hall 1982;
Tomlinson, Raymond, Field, & Britten 1995). Home is the commonest discharge
destination, though small but significant numbers of patients are transferred to other

hospitals and nursing homcs. (Aaraas 1995; Knight 1996b).

Though limited by size and design, these studies support Ritchie’s conclusions that the
purpose of an admission to a community hospital is not nccessarily wholly medical nor is
the purpose accurately conveyed by the standard means of recording hospital admission

and discharge information. (Ritchie 1996).

1.5.2 Community Hospitals as a Provider of Inpatient Care.

Several UK studies have compared the usage of inpatient facilities by praclices with and
without access to community hospitals in thc same geographical area. Baker et al, in a
large Oxfordshire study, reported that elderly people registered with rural practices with
access to community hospitals used 60% fewer general medical and geriatric beds
(excluding other medical sub-specialities) than practices without access. (Baker, Goldacre,
& Muir Gray 1986). However, they used 12% more general, geriatric and GP medical beds
combined than non-community hospital practice patients. However, in Cook and Porter’s
study in the same region, analysing the bed days occupied by elderly patients from 41
practices with access and 33 without access to community hospitals, thesc apparent effects
of community hospitals on DGH bed use almost disappeared when the distance between
the GP practices and the DGH were included i the regression analysis. (Cook & Porter

1998). They found that the cffect of geographical distance on bed use occurred with both
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types of GP practice, with both DGII and commnunity hospital beds. The closer to the

hospital, DGH or community hospital, the more beds used.

Hine and her colleagues, carried out a two ycar rctrospective observational study of 47
Practices (rcpresenting 334,255 registered patients) in the Bath district. (Hine, Wood,
Taylor, & Charity 1996). Fifteen practices had community hospital access and 32 practices
in the rural areas of the district had no access. They found that age standardised bed usage
rates by populations with community hospital access were about 42% lower than the rates
for Bath city practices. Howcver the overall bed usage of practices with community
hospital access was 3% higher in year one of the study and 7% higher if year two of the
study campared to practices without community hospital access. The effect of distance
may have been a confributory factor as may the difference in the supply of beds. (Kitkup &
Forster 1990). Using multiple regression analysis with nationally available data Kirkup and
Foster showed that the supply of beds had the major effeet on hospital inpatient use. The

grealer the availability of beds the greater the usc.

Aaraas and his colleagues in the Finnmark study of 40 gencral practitioners with access to
community hospitals and 8 without found thal access to a4 community hospital was
associated with a significant 40% reduction in total referrals to general hospitals adjusted
for age and scx. Medical nceds appeared as the only motive of major importance for the

referral decision in about 50% of cases. (Aaraas, Fylkesnes. K., & Fordc.O.H. 1998).

‘T'he community hospital option was chosen mainly due to additional motives such as long
distance, nursing needs and preferences of the patient and family. This study was weak on

several grounds. It was an observational study based on only onc week’s recording. Only
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8 out of the 48 general practitioners were without access to community hospital beds and
were closer to the district general hospital. There were only 205 referruls io the general
hospital and 29 referrals to the community hospitals examined. However concurrent data
showed that only 20% of paticnts admitted to community hospital beds nceded further

admission to hospital. The outcome of care was generally satisfactory.

The use of general hospital beds was considerably lower for peopulations with access io
community hospitals. (Aaraas, Erickson, & Irtun 1998; Aaraas, Kristiansen, & Melbye
1998). The same authors also concluded that community hospitals had a pre-hospital
‘buffer’ function by preventing patients being admitted unnecessarily. The authors
estimated that 45% of community hospital stays appeared to replace DGH admissions.

(Aaraas, Kristiansen, & Meibye 1998).

This study was based on fifteen units of 2-16 beds all tocated next door to the doctors
surgeries. However, the hospitals were on average located further from the acute hospital
compared to the average Scottish community hospital. (Grant 1984). The lengths of stay
recorded in this study were only a fow days on average, which is not comparable with the
community lhospitals in Scotland where length of stays are on average much longer.

(Gill 1994; Grant 1984).

1.5.3 Outcomes of Care and the Community Hospital

Published evidence for the effects of access to a community hospital on health ouicomes is
limited. Liddell et al undertook a study of 451 patients with myocardial infarction in
Scotland. 62% were admitted to a community hospital, 28% were admitted to a district

general hospital and 11% were kept at home. ‘The mortality rates of patients admitted to
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community hospitals and the district general hospitals (DGHs) were 25% and 23%
respectively. However, the patients chosen for treatment in the different settings varied

considerably in terms of age, morbidily, home circumstances and other factors. (Liddell,

Grant, & Rawles 1990). The authors concluded “It has been shown that the selection of

patients by age, history of heart failure and coexisting illness largely explains the
variations in mortdlity rates for patients with myocardial infarction treated indifferent
types of haspital and ward”. Similarly, a study of coronary care in Brecon concluded that
mortality and resuscitation rates compared favourably with coronary care units and

medical wards in DGH’s. (Davies 1982).

It has proved difficult to produce genuinely comparable data on outcomes for patients in
different settings, including community hospitals, because of the problems of controlling
for inputs and patient sclection. A study of casualty and surgical services in five
community hospitals in Perthshire between 1954-1984 concluded that standards of care
were good and that post-operative complications were neghigible. (Blair, Grant, & McBride
1986}. Seamark ct al in a rctrospective study compared palliative terminal cancer care
between 171 patients in community hospitals and 116 patients admitted to a hospice in
Excter. {Seamark et al. 1998). They found significant differences between the reasons for
admission between the two groups. Pain and symptom control being more frequent and
terminal nursing care less frequent reasons for admission to the hospice. Conununity
hospital patients were liable to stay significantly longer while community hospitai notes

were less likely to meet minimum quality standards.

The cxperience and interests of local gencral practitioners play a crucial part in how

communily hospitals are used and will influence outcomes. Treasure and Davies reported
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that in Brecon the conmmunity hospital dealt with 78% of all the hospital adnxissions of the
practicc. This community hospital substituted for the acute hospital through selecting
partners with special interests and postgraduate qualifications. It was therefore able to offer
a general surgical service run by general practitioners, as well as a wide range of general
medical services. (Treasure & Davies 1990). Such community hospitals are an exception
but illustrate the wide spectrum of provision existing within community hospitals within

the United Kingdom.

1.6 Summary of Current Information about United Kingdom Community Hospitals

A number of government and health authority reviews have commented on the lack of
quality information on studics comparing conunmunity hospital care with alternatives.
{Department of Tealth 1974; Gillie 1963; Jarvie 1990; Ritchie 1996; Tucker 1987). Some
of the reasons for this have been highlighted. One of the main problems is that it has not
been possible to clearly define patient groups who would be more effectively managed at
the community hospital level rather than at home or atl the district general hospital.
(Kernick & Davies 1977). Thus there are no robust, randomly controlled trials comparing
the care given in different settings .To enable two groups to be compured an index of
“health status * of each individual would need to be defined. This index would need to
include dimensions of morbidity, cost, social impact on patient and carers as well as
outcome measures. Even 1f (he various components could be validated the data recording
and contextual issues around running such a trial on different sites would make any results
seriously open to question. The relative paucity of publications in this field is therefore not

unexpected.
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The majority of publications that support community hospitals as local providers of care
are observational, usually enthusiast led, and thus potentially subject to bias. (Baker,
Goldacre, & Muir Gray 1986; Treasurc & Davies 1990; Victor 1988). Several of the most
interesting publications are from Finland but questions of transferability must be
acknowledged and therefore rcsults must be interpreted with caution. {Aaraas 1995;
Aaraas, Fylkesnes.K., & Forde.O.H. 1998). However, a series of publications have
described how community hospitals may act as a substitute for district general hospital
care (Aaraas 1995) and reduce the use of acute hospitals beds. (Aaraas 1995; Baker,
Goldacre, & Muir Gray 1986; Hinc, Wood, Taylor, & Charity 1996). The key role of the
referring general practitioner has been highlighted. The context of the potential admission
not just in terms of medical need but also in terms of their geography, social circumstances

and preference of admission destinalion is also remarked upon in current literature.
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Chapter 2

2 Aims and Objectives

2.1 Determining the Aims and Objectives

The studies described in this thesis were designed to try and answer some of the identified

deficiencies in our understanding of community hospitals.

e  What effect did access to a community hospital have on a general practitioner’s
admission decisions?

e What practice characteristics, if any correlate with referral to hospital?

*»  What were the main factors involved m how general practitioners used community
hospitals?

*  What types of patients were admitted and with what outcomes?

To achieve the level of access required to attermpl to answer these questions the studies

were limited to the author’s own district and its five community hospitals.

2.2 Aims

1. To describe the range and diversity of comumunity hospiial activity in Perth & Kinross.

2. To describe the medical inpatient referral behaviour of all Perth & Kinross practices

and to determine how such behaviour might be influenced by practice characteristics.

(S}

To describe and understand the determinants which influence a general practitioner’s

decision to admit a patient to a community hospital.
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4, To describe and understand what types of patients are admitted to Perth & Kinross

community hospitals and the principal influences on the outcomes of care.

2.3 Objectives

In order to achieve these aims the study proceeded in four parts:

1.

A retrospective activity analysis of all Perth & Kinross community hospitals.

(April 1997-March 2000).

A retrospeclive analysis of the medical, and carc of the elderly referrals from all

Perth & Kinross general medical practices. (April 1997-March 2000).

A qualitative in-depth interview study of a sample of general practitioners with
admitting rights to Perth & Kinross community hospitals in ordet to describe and
understand the factors influcncing their decisions to admit patients to community

hospital inpatient care.

A one-year prospective observational study of all inpatient discharges from
Perth & Kinross community hospitals. The objectives of this part of the study were to:
a) asscss whether a data collecting nstrumeni wounld be a reliable and valid mcans of
obtaining information b) provide a more informative picture of the types of patients
being admitted ¢) provide accurate information on the outcomes of the community
hospital care process d) determine what admission factors were important in

determining whether a patient experienced delayed discharge.
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Chapter 3

3 Intermediate Care and the Community Hospital

This chapter explores the current understandings around the concept of intermediate care.
It describes different models and discusses why the community hospital can be seen as a

provider of such care.

3.1 'I'he Concept of Intermediate Care.

The term intermediate care has been used to describe systems of healthcare, which lie
between the traditional boundaries of primary and secondary care {Steiner 1997). More
recently it has been described as ‘a bridge between home and hospital’ (Sceretary of State

for Health Hansard February 2000).

Intermediate care models can be a means to reduce avoidable acute hospital admission,
facilitating timely discharge, and promoting effective rehabilitation thereby minimising
pressure or avoidable dependence on long-term care in institutional settings. (Higgs 1985,

Vaughan & Lathlean 1999).

The term has now been widen to describe a group of functions which can oecur in different
settings in terms of healthcare provision and which do not require the technological
resources of the specialist hospital. The focus is on the need to deal with sub acute
conditions, ofien in a nursing rather than a medical setting, and to rchabilitate and maintain
chronic conditions. Iatermediate care can be seen as a whole system approach to a range of
multidiseiplinary, mulli-agency services designed to maximise independence, to maintain
patients at home or out of institutional carc thereby reducing avoidable hospital admission.

(Higgs 1985, Steiner 1997; Vaughan & Lathlean 1999), (Williams & Last 1998).
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There are several factors promoting the need to re-examine the traditional boundaries of

primary and secondary care informed by our current understanding of intermediate care:

* Increasing demand for health services by an aging population.

* An increasing number of inappropriate emergency admissions to the acute medical
services. (Blatchford & Capewell 1995; O' Neill & Pearson 1995; Royal Colleges of
Physicians of Edinburgh and Glasgow 1999).

¢ The development of new therapeutic and diagnostic techniques with shorter admissions
to the acute sector.

e Increasing demands on traditional primary care services from patients who were

previously managed by secondary care scrvices.

3.1.1 Models of Intermediate Care
Several intermediate care service models have been developed and evaluated. Four of these

models are described in more detail below.

1. The Loeb Centre for Nursing and Rehabilitation
In the early 1960°s the Montefoire Hospital in New York opened the Loeb Centre to
treat patients who were referred by hospital doctors for transfer into nursing-led care.
The Centre accepted patients over the age of 16 years who required intensive nursing in
the intcrmediate setting that is, between hospitzl and home. Pearson et al (1975)
reported that, compared to patients who had not received therapeutic nursing in the
unit, patients who stayed in nursing beds had fewer hospital readmission’s and reported
better quality of life, greater functional experience and higher satisfaction. (Pearson,

Punton, & Durant 1992).
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Lambeth Community Carc Centre

This 20-bedded unit was opened in 1985. lLike the community hospital its major
services included inpatient care, outpatient clinics and a day cenfre. Admitting
contracts were held by 50 general practitioners in 14 practices. (Higgs 1985).
Subsequent evaluation indicated that this intermediate care facility scrved mmltiple
purposes. For low intensity acute care (iP’s felt it substituted [or the district general
hospital and for rehabilitation and physiotherapy it provided a faster service than the
district general hospital, for respite care it was perceived to fill an unmet need.

(Armstrong & Baker 1995),

Oxford Nursing Development Unit

It this study 164 cognitively intact patients, who were admitted to the acute hospital,
previously living independently before hospitalisation, were randomly assigned Lo two
groups, one Lo receive treatment from the intermediate care nursing rchabilitative unit
the other the normal post operative care. They found the average length of stay in the
treatment group significantly less, with a higher population obtaining discharge home
with an overall lower morbidity. (Pearson, Punton, & Durant 1992). However there
was no statistical control for the underlying severity of illness or other differences

between groups. In addition there was a high attrition rate with a disproportionate

number of drop outs from the control group therefore the resuits need to be interpreted

with caution.
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4 A Nurse led Community Hospital (North Mersey Community NHS Trust)

In this initiative a 28-bedded community hospital previously used mainly for respite

care with low levels of occupancy was developed into a nurse led unit with GP medical

cover. 1t was agreed that the service would be established with the following key

objectives:

» Facilitation of early discharge from acuic care.

¢ To maximise the support to primary care through integrated rehabilitation.

e Joint case management (from Health and Social Services ).

¢ (P access to beds to prevent acute admission.
The unit was managed by an H Gradc nurse supported by a G Grade development
nurse as well as an appropriale nurse practitioners and therapists. The functioning
of the unit was underpinned by widely circulated admission criteria that included:

* Patients to be aged 16 or aver.

¢ Deemed medically stable [or 48 hours minimum.

¢ No significant iedical change anticipated.

¢ An anticipated discharge datc.

» An anticipated discharge destination.

Over the first nine-month period of the unit operating it was estimated that the unit

saved over 6000 acute bed days in the local DGH. On-going evaluation is continuing.

(Vaughan & Lathiean 1999).

The evaluation of these models have been robust and on the whole, positive. An
intermediate care service based on a nursing model rather than a traditional medical model

can improve patient outcomes especially in terms of post operative and low technology
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care. (Armstrong & Baker 1995). Yet it is clear that such schemes have not, in general,
been duplicated and widely developed. This may reflcet the scepticism that exists within
the NS for major changes in how care is provided. It may be as a result of vested interest
in retaining the status quo in terms of bed control. Or it may reflect the inability of the
systemm, given the enormous service and financial pressures on delivering high quality care,
to embrace any change where the advantages in terms of patient care and cost are not both

immmediate and indisputable.

3.2 Intermediate Care and the Community Hospital

It has been argued that community hospitals have been delivering a model of intermediate
care for as long as they have been in existence. (Baker, Goldacre and Muir-Gray 1986,
McCormack 1993, Ritchie 1996). Community hospitals cross the interface between the
two traditional pillars of the National Ifealth Service. potentially providing an intermediate
level of care belween primary and secondary care. (Jarvie 1990; McCormack 1993; Tucker

1987).

What evidence is there to support the community hospital as a provider of intermediate
care? There have been a number of studies designed to assess the proportion of patients
admitted to community hospitals who could have been admitted to the DGH if community
care were unavailable. Kernick and Davies estimated that nearly 50% of patients would
have had to have been admitted to the DGH if the community hospital had not been
available (Kemick & Davics 1976). Humphreys in a separate study estimated the figure to
be 79%. (lHlumphreys 1973). Treasure et al (1990) in a follow up study in Brecon,
estimated that nearly 78% of all medical admissions were managed in the local community

hospital. (Treasure & Davies 1990).
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One of the most widely quoted studies on community hospital usage comes from the
Oxford study. Baker et al (1986) (Baker, Goldacre, & Muir Gray 1986) compared average
hospital bed days per 10,000 people for three groups:

1. GP practices in Oxford, without access to community hospitals.

2. Practices out-with the city of Oxford without access to community hospitals.

3. Practives out-with the city of Oxford with access to community hospitals. A total of

67 practices with 498,000 registered patients were included.

The authors found that for practices with access to community hospitals, patients aged 65
or older used about halt' as many general medical or geriatric days at the district general
hospital as paticnts without access. Palients under 65 used only about 75 percent as many
days. The combined utilisation rates for community and district hospital days, across all
specialities, indicated that age sex standardised bed rates by populations with community
hospital access were about two percent higher than Oxford city rates and six percent higher
than non-city rales in areas without access. Though no cost analysis was undertaken, the
findings suggested that savings could be obscrved for populations with access to

community hospital care.

However, in Cook and Porter’s study in the same region, using multiple regression
analyses of bed days occupied by elderly patients from 41 practices with access and
33 without access to community hospitals, these apparent effects of comumunity hospitals
on DGII bed use almost disappeared when the distance between the GP practices and the

DGII were included in the regression analysis. (Cook & Porter 1998).

fa
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Hine et al (1996) using simitar methodology, comparcd both the DGH, the community
hospital and the care of the elderly hospital usage in the City of 3ath, age standardised bed
use rates by populations with community hospital acccss were about 42% lower than rates

for Bath city practices. (Iline, Wood, Taylor, & Charity 1996).

Similar tindings were recorded by Aarass and his colleagues in the Finnmark study.
(Aaraas 1995). They found that access to a GP hospital was associated with a significant
40% reduction in total referrals to general hospitals adjusted for age and sex of the patients.
However, as with previous studies, the problems of bias were recognised which may have

showed results in favour of the community hospital.

Mcthodologices and findings are open to criticism especially in terms of bias. Each of these
studies relied on non-blinded researchers judging the appropriateness of treatment, based
on retrospective asscssments of medical records. All judgements were subjective and no
analysis of patient’s relative outcomes were undertaken. It is therefore necessary to

interpret all such studies with caution.

However, it is possible to say that there is some evidence that community hospitals can
provide a level of intermediate care and act as a substitule for both DGH general medical
care and for care of the elderly. This may result in slightly higher overall bed usage. There
is no evidence available to allow comparisons between the outcomes of care of matched

populations of patients treated in DGH's and community hospitals.
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Chapter 4

4 Commmumnity Hospital Provision Within Perth & Kinross.

Study 1

This chapter examines the contribution Perth & Kinross community hospitals made to
patient care during 1997-2000. It explores the differences in usage of general medical and
specialist medical services between thosc practices with and without such access. It also

examines identified differences in relation 1o individual practice characteristics.

4.1 Background
The district of Perth & Kinross contains [ive community hospitals within a 2000sq.ml. area
ot the Tayside district of Scotland. (Appendix 1.1). The total population of the region is

approximately 135,000.

Seventeen practices, with a combined list size of 87,500, have no community hospital
access. The largest proportion of this population lives in Perth City and the town of
Kinross, which have a combined population of 73,500. Ten practices with a combined list
size of 46,500 (approximately 35% of the resident population) have admitting rights to five

community hospitals.

Southwest Perthshire, with a population of 20,600, has community hospitals in Crieff and
Auchterarder served by a total of four gencral practices. The Strathmore locality has five
practices, with a population of 20,500 patients and one community hospital in Blairgowrie,

One small practice had no admitting rights by choice leaving the four remaining practices
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with a total population of 17,400. Strathtay, which covers the largest area of
Perth & Kinross has the smallest population of 8,200 with direct communily hospital
access with both a practice and a community hospital in Pitlechry and Aberfeldy.

(Appendix 1.1).

The hospitals range in size from Blairgowric with 26 general practitioner (GP) beds to
Aberfeldy with 9 GP beds. In addition there are a small number of continuing care and
dementia beds in all the hospitals except Auchterarder, (Table 4.1). All hospitals provide a
wide range of services including outpatients, paramedical services and a minor injury
service (Tables 4 2, 4.3). The main acute provider of services is Perth Royal Infirmary. A
small number of patients, usually of a more specialist natare, are referred to Ninewells

Hospital (Tayside University Hospitals Trust) in Dundee.

4.2 Methods

A fully anonymised extract of records for the period April 1997 to March 2000 was
obtained from the Scottish Morbidity Record dataset number 1 (SMR 01). This dataset
contains information on all non obstetric and non psychiatric hospital discharges. The
medical specialties were general medicine, cardiology, geriatric asscssment, general
practice, nephrology, rheumatology, respiratory medicine, pain conirol, haematology,
medical intensive care and coronary care. This extract provided details of the patients age
and sex, registered gencral practitioner, daie of hospital admission and discharge,
admission type and discharge diagnosis coded according to the 10™ revision of the
International Classification of Discascs (ICD 10), (World Ilealkth Organisation 1992).
Practice characteristics were obtained from the Tayside Health Board. The Practice list

sizes as at October 1997, October 1998 and October 1999 were used in the analysis.
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Jarman and Arbuthnott indexes for each practice were applied. (Arbuthnott 2000). The
distance of each practices main premises from the DGH was taken as a proxy measure for

the respective practice populations.

4.2.1 Classification of Admissions and Discharges

A total of 22 admission codes are listed in the SMR data manual version 1.2
(February 1997) for admission (ypes. Six of these codes were identified in the SMRO1
extracts during the 3 years of the study. Where the speciality of “general practice™ is
analysed four codes have been combined under “emergency admission”, (“Emergency
admission, no detail”, “Patient non-infury’, “Potient injury-Home” and “Patient
injury-Other™). “Step dowrn” admissions include all patients classified as “Planned

Transfers”, and “elective admissions” include all patients coded as “Routine elective”,

The referral data was grouped into two groups; “General Medical” and “Specialist
Medicine”. This was necessary to overcome differences in the speciality coding used
between different hospitals. eg. all discharges were coded to “general practice” in the
community hospitals, bul “general medicing” or “geriatric assessment” may be recorded
in the DGH. To obtain meaningful comparisons, it was necessary to regard these as one
speciality, “General Medical . For example, a community hospital GI' may refer a
patient with pneumonia to the speciality of “gencral practice” in the community hospital,
whereas another general practitioner may refer a patient with same condition to the

speciality “general medicine” or “gerialric assessment” in the DGH
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4,2.2 Statistical Methods

Unadjusted annual discharge rates were defined as the number of discharges for each
general practice per year per 1000 adult patients registered at that practice. Unadjusted
discharge rates were also calculated for the number of discharges for each general practice
per year per 1000 patients over the age of 65. Adjusted discharge rates were also

calculated to allow for sex ratio and list size.

Discharge ratios standardised for age and sex were calculated by the indirect method.
Indirect standardisation for age and sex allow referrals of a practice to be compared to an
average taking into account the age/sex distribution of the population. (Armitage & Beiry
1987). The “expected” is the number of referrals the practice would be expected to have
given its population and age/sex structure. Numbers greater than onc represented more
discharges than the Scottish average and numbers less than one represented fewer
discharges than average ie a ratio of 1.1 indicates a result 10% above the Scottish average,
a ratio of 0.9, 10% below. For specialist discharges a discharge ratio of 0.6 is taken as the

Scottish average.

The relationships between the discharge rates and age sex standardised discharge ratios
and practice characteristics were initially assessed using Spearman rank correlations.
Multiple linear regression was carried out to assess what combination of practice
characteristics best predicted discharge rate. All data were analysed using SPSS for

Windows (Version 9} (Nortusis 1993},
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4.3 Resuits

4.3.1 Outpatient services

All five hospitals had significant out-patient activity which varied from hospital 1 with
general medicine, surgery and orthopaedic clinics to hospital 3 which had a full range of
outpatient services including medicine, surgery, geriatric medicine, psychiatry, geriatric
psychiatry, gynaccology and orthopaedics. Between 1997 and 2000 a total of 9358

outpatients were seen. (Table 4.2).

All hospitals provided paramedical services. These included andiometry, occupational
therapy, physiotherapy, chiropody, dietetics, orthoptics and speech and language. All
hospitals, except hospital 5, offered non-emergency straight X-ray facilities. A total of
127,524 paramedical attendances were recorded during the three years of the study.
(Table 4.3). This represented, over the three years a 1.3% fall in out patient numbers and a

0.7% rise in casualty numbers.

The maost heavily used service in all hospitals was physiotherapy with 68,478 attendanccs.
This servicc showed a decline in usage in hospitals 1, 4 and 5. In hospitals 2 and 5 there
had been a significant increase in referrals over the three years of the study. Similarly
occupational therapy showed significant decline in each of the hospitals except hospital 5
where this service had recently been introduced. All five hospitals had minor injury units,
which dcalt with a total of 28,500 casualties during the three years of the study.

(Table 4.2).
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4.3.2 Inpatient Characteristics

From April 1997 to March 2000 - 37.75 WTE general practitioners with a combined list
size of over 46,200, (9690 paticnts over 65) discharged 3953 patients from the five
community hospitals in the study. (Table 4.10). Of the total 59.7% wcrc female and 40.3%
male with a mean age of 76 years (25% centile 71 years, 75 centile 86 years) (1able 4.7).
The mecan inpatient stay was 20 days (SD 42) while the median stay was 9 days
(Table 4.8). 22.5% were admitted twice during any one vear. 7.7% were admitted three

times and 3.5% were admitted on four or more occasions. (Table 4.9).

4.3.3 Types of Admissions
73.7% of admissions were classified as “cmecrgency”, 25.1% were classified as “step

down”, 1% being classified as “elective™. (Table 4.11).

4.3.4 Community Hospital Practices (CH Practices)

The ten community hospital practices had an average of 3.75 whole time equivalent
partners per practice with an average number of patients per whole time partner of 1224.
The practices camc from rcasonably affluent rural and semi-rural areas of Perthshire with
average Jarman deprivation index of 2.05 and an average Arbuthnott % of 1.15.
(Table 4.14). The mean range of the practices from the district general hospital was 20

miles (range 14 30 miles) (Tablc 4.14).

4.3.5 Non-commnunity Hospital Practices (Non CH Practices)
These 17 practices were predominantly urban with an average of 3.25WTE partners per

practice. The average number of patients per partner was 1553. The mean distance of the
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practices from the DGH was 8.6miles (SD [1.9). The majority of these practices were in
and around Perth but one small single-handed practice was 46miles from the DGIH and the

other, a small two-man practice was 17 miles distant. (Table 4.13).

4.3.6 General Medical and Specialist Discharges

On average the community hospital practices discharged 32.4% (range 18.5-47.1%) of all
medical hospital discharges from their local hospitals. (Table 4.15). This represented on
average 35.5% of the over 65°s. The mean overall general medical discharge rate was
higher for community hospitals practices at 79.3 per thousand of the population compared
with 67.6 per thousand of the population for the non-community hospital practices

although not reaching statistical significance. (p=0.136) (Table 4.14).

The average discharge rate for the over 65’s was also higher for the community hospital
practices at 236.4 per thousand of the population compared with 221 per thousand of
population for the non community hospital practices which was also not statistically

significant. (p=0.518) (Table 4.14),

The mean specialist discharge rate for community hospital practices was 18.5 per 1000
population and 39.8 per thousand of the population over 65. For non-community hospital

practices the respective figures were 19.1 and 44.3 per 1000. (Table 4.14).

4.3.7 Adjusted Discharge Rates
(a) General medical
The annual discharge rates for the three years of the study were adjusted to allow

for the practice male/female ratio and age distribution. (Table 4.19). The two
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estimated discharge rates were relatively static over time for both CH practices and
non-CH practices. There was no statistical difference between the two groups for
the discharge rates from the over 65°s for any year of the study. There was however
a small but consistent increase in the overall discharge rates for the CH practices
over the same  pcriod. This  was  estimated at  between
10.4 (95%CI=5.1-15.7 p<0.05} in 1997/98 and 11.0 (95%CI=4.5-17.5) in 1999/00.

(Table 4.20).

The age/sex standardised general medical discharge ratios varied widely from 0.57
to 1.49 across the len community hospital practices during the three years of the
three years of the study. The average ratio being 0.99. There was similar wide
variation for the non-community hospital practices from 0.67-1.27. The average
ratio being the same as the community hospital practice ratio of 0.99. (Tables 4.21,
4.22, 4.23). Practices G & T¢ were consistently the highest and Jowest dischargers
respectively. Practice BB was consistently the highest non-community hospital
referrer while practice 1. was persigtently the lowest referrer during the 3 years of
the study. (Table 4.21, 422, 4.23). There was no significunt difference between age

sex standardised discharge ratios between CH practices and non-CH practices.

Specialist Medicine

The adjusted ratcs were consistent over time though there was some evidence that
the rate per 1000 for the over 65°s showed an increase for the non-CH practices in
1999/00. (Table 4.24). Therc was no statistical difference between the two groups

of practices. (Table 4.25).
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The mean specialist discharge ratio was higher for the community hospital
practices at 0.67 (range 0.41-0.98) cowmpared with the non-community hospital
practices at 0.58 (Tablc 4.26, 4.27, 4.28). This difference approached statistical

significance. {p=0.098).

['or the last two years of the study the same community hospital practice G which
had consistently the highest general medical discharge rate aiso had the highest
discharge rale (ov specialist medicine. There was more variation amongst
non~comimunity haspital practices in terms of high dischargers. Practice L which
was the lowest general medical discharger was also the lowest specialist discharger

for the last two years of the study. (Table 4,26, 4.27, 4.28).

43.8 The Relationship of Community Hospital Discharge Rates and Practice
Characteristics

‘Table 4.29 shows the correlations by type of discharge (general or specialist) and raw
discharge rates as well as standardized by age and sex. There were strong and statistically
significant positive correlations between deprivation as represented by the Jarman score
and the age/sex standardized rates. Among the practice characteristics the number of
female partners, wuining praclices were correlated with high discharge rates. Having minor
surgery capabilities, cervical screening, and large distance to the nearest DGH were all
significantly associated with lower discharge rates from community hospitals. Having
access to community hospitals was not significantly associated with discharge rates from
community hospitals after adjustment for age and sex. When only specialist discharge rates
were considered only being a single-handed practice was associated with high discharge

ratcs.
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Multiple lincar regressions were then carried out on the population general discharge rates
and age, sex standardized rates using a stepwise procedure. For the unadjusted discharge
ratc, being over 65, number of female pariners and having training status were all
significantly and independently rclated to higher discharge rates. After adjustment for these
factors, having minor surgery, and a cervical scrcening program were significantly
associated with lower discharge rates. The model with these five characteristics cxplained

a large proportion of the variability in unadjusted discharge rates (54%).

With the age, sex standardized discharge rates, lraining status and minor surgery remained
statistically significant, while a higher Jarman score was associaled with higher discharge
rates. Clearly adjusting for age and gender removed the percentage over 65, number of
female partners and cervical screening as significant predictors of discharge rates. The
percentage of variation of discharge rates explained by the significant factors was again

large at 48%.

Having access to community hospital was not significantly associated with discharge rates
from community hospitals after adjustment for age and sex. When only specialist discharge
rates were considered only being a single-handed practice was associated with discharge

rates.

4.3.9 Common Diagnoscs
An overview of the dircet discase classifications recorded at the broad chapter heading
level of the international classification of discases (10™ revision ICD 10) are shown in

Table 4.31. Relatively large proportions of patients had diseases of the circulatory system
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(16.8%) respiratory system (13.8%) and musculature skeletal system 9.8%. While a
significant number of diagnoses were recorded as having symptoms and signs of

ill-defined conditions {14%) (Table 4.31).

4.4 Discussion
During the three years of this study overall comununity hospital activity tended to be static

with some areas showing slight reductions in activity. It is possible to suggest some of the

possible factors, which might account for these changes.

The problem of increasing lengths of stay reflected the “blocking™ of beds by elderly
patients who were not able to be placed In a more appropriate community setting. The
relatively high percentage of readmissions reflected the prevalence of chranic conditions in
the clderly. Recurrent rcadmission may have indicated the episodic nature of the
continuing decline in health status of this elderly population. It might also have reflected

an element of so called recurrent “respite admissions”.

The small overall reduction in paramedical activity, though not in all hospitals, may partly
have reflected the small reduction in inpatient activity but could also have been contributed
to by problems in recruiting and failing to replace therapists which were identified as

problems in scveral of the hospitals.

4.4.1 Discharge Comparisons Between Community Hospital and Non-Community

Hospital Practices

During the three years of the study the community hospitals in this study discharged on

average 32.4% of all their practice’s general medical discharges. This represented over one
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third, (35.5%) of all their over 65 discharges. Three quaricrs of these discharges were
under the direct control of the general practitioner with the remainder being transferred
frorn other hospitals. There was no statistically significant difference between the
discharge rates between the two groups of practices. There was no increase in usage in the

highest users of hospital services namely the over 65°s.

Qver 65’s from community hospital practices were nol being discharged more from
hospital than their counterparts in non-community hospital practices. [ssues of patient
preference almost certainly are involved as local admission improves access to family and
friends while at the same time allowing care from those that they arc familiar with.

Questions of appropriateness and equal access to services are raised.

Between the non-community hospital and community hospital practices there were large
variations in discharge ratios between individual practices. The practice, which was
consistently the highest user ot general medical and spccialist services, was approximately
the same size as the practice, which was the lowest user. Similarly it had a similar number
of partners with postgraduate qualifications, the same percentage of over 65°s and was
approximately the same distance from the DGH. The main practice differences were that
the high user practice was a training practice with a higher deprivation index and was

significantly closer to the comimunity hospital.

Thesc findings are similar to those found in other UK studics. Baker et al reported that
elderly people registered with Oxfordshire rural pructices with access to conmmunity
hospitals used 60% fewer general medical and geriatric beds than practices without access.

(Baker, Goldacre, & Muir Gray 1986). Thc same practices used 12% more general,
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geriatric and GP medical beds combined than non-community hospital practice patients.
Hine and her colleagues in a two year retrospective observational study of 47 Bath
practices found that age standardised DGH bed usage rates by populations with community
hospital access were 42% lower than in practices with no access. (Hine, Wood, Taylor, &

Charity 1996).

The effect of simply providing a service may have been a contributory factor to the usage
of the service. Using multiple regression analysis with nationally available data Kirkup and
Fosler showed that the supply of beds had the major effect on hospital inpatient use. The
greater the provision of service the greater the demand. (Kirkup & Forster 1990). These
results suggest hat the demand for inpatient services between the practices with and
without access to0 community hospitals is essentially similar. Providing a local resource

appears to allow a significant proportion of the demand to be met locally.

4.4.2 Relationship of Discharge Rates and Practice Characteristics

Previous studies have shown have shown hospital admission rates varied widely between
general practices (Tertig et al. 1993; Langlev et al. 1992; Wilkin 1992). It has proved
difficult to relate these variations to specific general practice characteristics. {Reid, Cook,

& Majeed 1999),

Information on the relationship between doctor and practice characteristics has dilficult to
obtain, since it requires relatively large scale research involving large numbers of general
practitioners. It hag been suggested that background, training and specialist interests could
explain referral variation. However previous authors have found little direct evidence for

this suggestion. (Morrell, Gage, & Robinson 1971). A number of authors have suggested
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that the structural features of practices, such as practice size, demography, and patients
registered might be expected to have a bearing on referral rates.(Berkhout 1984; Spencer

1971) However the evidence to support such suggestions is not avaifable. (Wilkin 1992;

Wilkin & Smith 1987).

The majority of studies concern the variations in general practitioner referral activity to
acute hospitals hence findings are not strictly comparable with this study. However Aaraas
ct al reported that general practitioners chose the community hospital option for referral
because of long distances 1o the acute hospital, nursing needs and the preference of patient
and family. (Aaraas, Fylkesnes.K., & Forde.O.H. 1998). There is some evidence for a
relationship between hospitalisation and population characteristics. (Weissman, Gatsonis,
& Epstein 1992). Caper et al reported that patients living in low-income areas are more

liable to be hospitalised. (Caper 1992).

In this study high discharge rates from community hospital practices were correlated with
the being over 65, the number of female partners and the training status of the practice.
While the distance to the DGH, minor surgery capabilities, and cervical screening rates
were correlated with lower discharge rates. Cervical screening. minor surgery, and chronic
discasc management clinics have been considered as proxy practice quality measures.
(Giuffrida, Gravelle, & Roland 1999; Majeed & Voss 1995). Using multiple linear
regressions the age sex standardized discharge rates, training status and minor surgery
remained statistically significant while a higher Jurman score was agsociated with a higher
discharge rate. Adjusting for age and sex removed the percentage over 65, the number of

female partners and cervical screcning as significant predictors of discharge rates.
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There was a significant correlation between discharge rate and a community hospital’s
traming status. There has been some suggestion that practices find a community hospital
useful for training and teaching. (Grant, Ramsay, & Bain [997). Partners may therefore be
more inclined to admit a patient locally if they feel that they are competent to provide care.
They may also find it easier to admit if they are too busy to visit at home. It is possible that

a registrar’s recent hospital experience may alse increase the likelihood of local admission.

The provision of minor surgery services had a strong correlation with a lower discharge
rate though all recognised proxy quality measures such as cervical screening and chronic
disease management provision were similarly, though not as strongly correlated. This may
indicate that wider service provision and a more structured organisational delivery may be
reficcted in less time for invelvement in the conmmunity hospital. It may also reflect

attitudes, which see a higher priority for general medical services.

Clearly organisational and practice characteristics do not on their own explain why such
large variations exist. As previous authors have suggested the process of referral is a
complex social action which involves many subtleties. (Dowie 1983; Newton, Hayes, &
Hutchinson.A. 1991}. It is necessary to determinc the complex reasoning around individual
partner decisions before the whole process can be understood. (see Chapter 5 and

Chapter 6).

These findings are in keeping with previous studies. They also raise the possibility that
practice training status may be important in comumunity hospital inpatient utilization. The
differences in usage between rural and urban practices has major implications for patient

care especially of the elderly population who are the highest users of inpatient services. It
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indicates the need for further rescarch into whether these diflerences have any eftect on the
outcome of patient care in the long term and why such large referral differences exist
between practices. These and other questions need to be answered if community hospitals

are accepted as providers of intermediate care in other than rural and semt rural locations.

4.5 Conclusions

A significant volume of medical inpatient, outpatient and paramcdical work is done in
Perthshire community hospitals. There was no statistically significant difference between
the general medical and specialist medical discharge rates between practices with and
without access to community hospitals. Within the two groups of practices therc were wide

and consistent variations in hospital usage.

A strong correlation between community hospital usage and practice training stalus was
identified. Interestingly there was a negative correlation with other proxy guality measures.
Community hospital development may benefit from ensuring that all practices using such

units have training status which recognises the commitment involved.

The different patterns in inpatient care between rural and urban practices has significant
implications especially for the elderly population who are the highest users of inpaticnt
services. There was no suggestion that the locus of care in rural areas was inappropriate but
questions of rural equity of access to all available NHS scrvices as well as standards and

outcomes of care require further research.
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If community hospitals are to provide an appropriate level of mtermediate care beyond
their cwrrent rural/semi-rural locations then these, and associated questions require to be

answered.

4.6 Strengths and Weaknesses

4.6.1 Strengths

The value of the data in this part of the study lies in the comprehensiveness of the
approach. By obtaining information on three consceutive years individual yearly variation
was ountmised. Dale from all the Perth and Kinross practices have been analysed
comparing and contrasting the general and specialist referral patterns between two groups
of practices within one large well-defined urban and rural population. 'Lhis study provided
a comprehensive picture of the contribution of Perth & Kinross community hospitals to
overail patient care. It also provides a measure of how the presence or absence of a

community hospital affects the inpatient referral patterns of related practices.

4.6.2 The Sampling Frame

The five hospitals 1n this study provided a well-defined geographical group which in size
and function were fairly typical of the community hospital in Scotland. (Blair, Grant, &
McBride 1986; Grant 1984). The community hospital practices restricted their admissions
to only one local hospital. The cohorts of community and non-communily hospitals
practices were clearly defined with no cross over thus making the analysis less likely to be

subject to confounding data,

4.6.3 Weaknesses
In this thesis 1t has been argued that the SMRO1 instrument requires to be modified in order

that the data collected provides a imore accurate picture of what is actually happening in
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community hospitals. The debate concerns the criterion validity of the instrument
particularly in areas of types of admission and in the medical emphasis in the SMRO1 on
the reasons for adimission. If these arguments are valid then it calls into question the

validity of these data in this parl ol the study.

The data in this part of the study was also influenced by the tack of clear definitions of
some of the key variables being recorded. For instance what constituted a “medical
emergency?” As this was a retraspective study observations were essentially uncontrolied
with no opportunity for standardisation apart from the written instiuction and minimal
training given to all musing staff required to complete SMRO1 forms. The multiple
observers recording the data at the different sites would also be a significant source of

potential discrepancies within the data.

4,6.4 Sample Selection Bias

The choice of community hospitals to include in this study was essentially a pragmatic
one. The author had access to the hospitals and the practices as well as to the information
on their function. The scope of the study attempted was a large one and could not easily
have been extended outwith Perth and Kinross within the time and financial resources
available. Its success depended on the open acces