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Executive summary

Bromley Health's Department of Public Health, in collaboration with a health planning consultancy,
MHA, undertook a research project on the interface between acute, primary and community health
services. Co-funded by South Thames (East) Regional Health Authority and the King’s Fund, the
study sought to assess the potential for shifting acute care into primary and community care settings
in Bromley. It was conducted with the participation of clinical staff from Bromley Hospitals Trust

(acute hospital), Ravensbourne Trust (community and mental health), local GPs and other
interested parties.

The study took place in 1993 within the context of:

* Anincreasing policy emphasis on primary and community services, with more centralised, ‘high-
tech’ acute hospitals serving larger populations;

* Bromley Health’s five-year strategy plan, which envisages a greater role for the delivery of health
services in primary and community settings;

e Serious estate and service pressures on Bromley Hospitals Trust (multiple hospital sites, poorly
maintained estates and problems concerning junior doctors’ hours all pointed to a need to review
and rationalise service provision).

Across a range of specialty areas (medicine, care of the elderly, paediatric medicine, surgery,
obstetrics and mental health), the study aimed to identify what care currently provided in an acute
general hospital (AGH) might be provided in a non-acute setting, and the financial and non-financial
considerations of such a strategy. This involved an extensive series of interviews with consultants
and GPs to establish which types of patient did not need to be treated in an AGH. To gain a broader,
longer-term perspective, local views were discussed with a wider audience, including clinicians with
specialised interests (e.g., oncology) and public health experts. Specialty-specific workshops were
organised to discuss findings and identify issues. The workshop participants included consultants,
GPs, nurses, general managers and representatives from social services and voluntary groups.

In paediatrics it was estimated that 50 per cent of the care could be provided at home. One third of
the medical beds used could be relocated to alternative settings and, although most elderly patients
needed some AGH care, over 50 per cent of that care could be provided off the AGH site.

In some specialties, such as paediatrics, there appeared to be broad consensus on the feasibility of
providing acute health services in the community, albeit with considerably extended community
provision. In others, for example adult acute mentally ill, local opinion varied more widely. The study
indicated that if changes are to be implemented successfully, it will be necessary to:

o Ensure quality, particularly with regard to the need for explicit protocols on admission, discharge

and care programies;
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o Examine the pivotal role of GPs and the primary health care team in the provision of primary and
community care, in view of the radical changes in organisation, management and remuneration
that will be required;

o Cater for the possibility of professional isolation when care is provided from multiple settings, a
factor which may inhibit peer group review and support, and possibly the quality of care; !

e Provide training and education to develop the required skills (e.g., specialised nurses and
community consultants will be needed, as will a review of the curriculum for undergraduate
medical students and the training requirements for junior doctors);

¢ Involve the public in planning and implementing these changes so as to ensure that their views
are reflected in the changes and that they have a better understanding of why some cherished
hospitals may have to be close (in particular, the perception that sick people should be in a
hospital, and that certain types of hospital are better than others, may need to be challenged);

¢ Develop a better understanding of the local implications of the changes in terms of costs, funding
arrangements and organisational relationships across different acute and community health
service providers.

The study was initiated just prior to major changes in managerial and clinical personnel and before
the impact of the separation of the Health Authority (the purchaser) and the Trusts (the providers)
was felt. At that time, there was only one GP fundholding practice in the Borough.

Since the study, many of the developments to enable the reduction in reliance on the AGH have begun
(e.g., acute home-care paediatric team, community stroke team, day surgery centre, special
gastroenterology and cardiology). Regional funding has also been made available for the
redevelopment of Beckenham Hospital as a polyclinic and OrpingtonHospital to start to move towards
being a local hospital. However, still more needs to be done to move away completely from an AGH-
dominated service.
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Introduction

Inrecent years there has been growing support, backed up by policy statements, for an expansion of
the role of primary and community care. Particular emphasis has been placed on substituting some
types of acute hospital care by primary and community care, whereby acute diagnosis, treatment and
care take place in a non-acute hospital setting.

Evidence of the viability of such substitution is patchy and often inconclusive. Evaluations have
tended to focus on a narrow range of services, sometimes for a particular disease problem, or on a
few options covering only part of the full spectrum of possible care settings. More comprehensive cost
and quality assessments are lacking. There do not appear to be any major studies on the interface
between acute, primary and community care services across the whole spectrum of health service
provision for a particular locality.

The Bromley study was designed with this purpose in mind. That is, it set out to identify, at a
particular point in time, what scope there is for achieving a shift from traditionally hospital-based
care into primary and community care settings while still meeting the needs of Bromley residents.
The specific objectives of the study were to:

¢ Define an appropriate model that might work in Bromley and that was based on local perceptions
rather than theoretical assumptions;

e (ain a better understanding of the barriers to change in Bromley.

The study was undertaken by a multi-disciplinary team comprising consultants in public health
medicine and economists and experts in public sector management. The team encouraged and
obtained the active involvement of consultants, GPs and staff from other agencies. In addition, special
emphasis was placed on data analysis based on a detailed review of hospital care provided at the level
of an individual finished consultant episode (FCE). Considerable changes have occurred since the
study was undertaken, and some of them are referred to in this report.

Profile of Bromley health service

To understand and interpret the findings of this study, and assess their applicability elsewhere, it is
necessary to have some knowledge of the local health service. The main elements of this service are

outlined here.

e Bromley Health has the responsibility for co-ordinating the purchase of primary and secondary
health services for the residents of Bromley. Comprising Bromley District Health Authority (DHA)
and Bromley Family Health Services Authority (FHSA), it has operated as a unitary authority

since April 1992.
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e Bromley Hospitals Trust is the main local unit providing acute services, accounting for some 76
per cent of Bromley Health’s commissioned acute hospital activity. In 1993 there was an accident
and emergency (A&E) service and about 165 inpatient beds at Bromley Hospital, and a further
347 acute beds at Farnborough and 147 at Orpington Hospitals (this number had changed to 203,
319 and 1083, respectively, by 1995). Beckenham Hospital provides outpatient and day services.
Like many other provider units in the Region, the Trust is planning to rationalise acute health
services in order to improve service quality, reduce costs and prices and replace old and/or poorly
maintained capital stock. An outline Business Case has been approved whereby the A&E centre
will be transferred to Farnborough, supported by a restructuring of the services provided at
Orpington and Beckenham Hospitals.

* Ravensbourne Trust provides mental health, community and priority care services to the residents
of Bromley. These services include district nursing and health visiting services, a full range of
paramedical services, children’s services and a comprehensive inpatient and outpatient mental
health service.

e Primary care in Bromley is provided by 156 GPs and 104 practice nurses, as well as dentists,
pharmacists and opticians. Until 1995, there were only three GP fundholding practices in the
borough.

o Bromiey Local Authority is at the forefront of contracting out services, and thus there is a small
core staff. The launch of the Joint Commissioning Healthy Bromley Strategy for Health Promotion
has strengthened the health role of the council.

o The voluntary sector is well developed in Bromley, with a wide range of organisations providing
direct care for all groups. No assessment has been made of the level of resources invested in the
voluntary sector but it clearly provides a higher level of service than in many other boroughs and
covers many of the traditional statutory sector functions.

e The private sector plays a major role in Bromley. It is estimated that 25 per cent of the residents
have some form of private health care insurance.

Figure 1 shows the location of the NHS Trust hospitals in Bromley.

At the time of the study, there were a number of features of Bromley’s health service that tended to
focus attention on acute hospital care and away from alternative ways of providing care. The
prevailing conservatism among the local population was also evident to some extent in the medical
community, which displayed a reluctance to be at the forefront of change. Until a few years ago, this
was reflected in the lack of a clear strategy for developing day surgery or for the provision of specialist
services such as gastroenterology, genito-urinary medicine, a dedicated breast care service and AGH
cardiology. Another factor which has inhibited change has been the 30-year-old concentration on
planning for a new hospital in Bromley which has yet to materialise and has produced a tendency to

short-termism and planning blight.

!
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Study method

The study team sought to test what was possible in Bromley in 1993, not to impose theoretical and
radical models of care on the existing service which would not be acceptable locally. There is already
a body of literature about what is achievable in optimal conditions. The study aimed to produce a
realistic analysis of what is achievable, rather than what might be. It was appropriate, therefore, to
adopt a pragmatic approach and use local data, opinions and experiences based on interviews with
local practitioners, resorting only where necessary to published literature and external expert
opinions.

Identifying the settings

The working hypothesis of the study was: There is no need for a district general hospital.’ To test this
hypothesis, it was necessary to establish the degree to which services currently offered by a hospital

lear end points (long-sta
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could be provided in alternative health care settings. These settings, summarised in Box 1, were
defined at the outset of the study, and then adapted and developed as the study progressed.

In principle, it is possible to group one or more of the settings together. The resulting economies of
scale and scope through resource sharing and the co-terminosity of different services could alter the
range of activities undertaken. For example, placing an elective resource centre and a day surgery
unit on the same site as an AGH would allow the sharing of resources. It could also extend the range
of patients cared for in these settings to include older and younger patients, and offer planned
surgical work which is more complex than would be possible in a separate facility. In addition, the
types of work undertaken in a day surgery unit and an elective resource centre make them natural
partners.

Data gathering and analysis

The process of data gathering and analysis, illustrated in Figure 2, began with the Director of Public
Health identifying a local hospital specialist and a general practitioner for each of the six specialty
areas being studied (medicine, care of the elderly, paediatric medicine, surgery, obstetrics and mental

Information specification

Analysis by ICD 9 and OPCS 4

Preliminary case-mix groups

Validation of case-mix groups

Determination of appropriate settings

Patient grouping

Validation of findings

Wider issues

Figure 2  Analytical process used in the Bromley study
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health). On the basis of the hypothesis that there is no need for an AGH, these individuals were
interviewed to produce an initial outline of what services might be provided from alternative settings.
Where it was considered that a sub-specialty, usually provided by an AGH, was not locally available,
or where there was about to be a new consultant appointment with additional experience, opinions
from outside Bromley were sought.

The study team used data from the Contract Minimum Data Set and other relevant databases to assess
the views and information provided by the local practitioners during the initial interviews. In line
with the rest of the study, the data were analysed on a specialty-specific basis. The initial focus was
on analysis by FCEs and occupied bed days by primary diagnosis for medical specialties and procedure
for surgical specialties. Groups of individual diagnostic codes or procedures were combined to
produce a set of case-mix groups within each specialty. The appropriateness of these groups was
assessed by the consultants, and revised where necessary. This method of data analysis was
particularly difficult with regard to mental health issues, as discussed later. The lack of adequate
outpatient data was also considered to be significant, especially for specialties with a major
outpatient focus (e.g., dermatology and neurology). After further data analysis another set of
interviews was held to clarify earlier points and agree the criteria upon which treatment in non-acute
settings was justified. These discussions involved consultants and GPs.

The results and analysis of these interviews were then discussed at a series of specialty-specific
workshops attended by local staff (including hospital doctors, GPs, nurses, paramedics, managers
and local authority representatives); attendance was determined to some extent by whether or not
staff were interested in the study, and therefore it could not be said to be representative. The
participants also considered the broader issues involved in the hypothetical shifts to alternative
settings, including resource requirements and the desirability of such changes. The conclusions
reached at these workshops form the basis of the following chapters.




Chapter 2

Medicine

Patients require medical attention in hospital for the assessment, diagnosis and treatment of acute
medical conditions and for the care and stabilisation of chronic medical conditions. Medical
emergencies have changed considerably in recent years, with a rapid decline in most infectious
diseases and gastro-intestinal emergencies (e.g., haemorrhage and perforations) but an increase in
asthma, other respiratory conditions, cancer and sexually transmitted diseases.

Over time, medicine has been characterised by increasing specialisation, with new medical specialties
and sub-specialties evolving in response to changing epidemiology and medical technology (see Box
2). In addition, the way in which care is managed has changed radically, with the establishment of
dedicated units, such as stroke units, home-based technologies and drug therapies.

In the study, the main aim was to determine whether, for a range of medical conditions, there is scope
for:

e The physician to manage the care of the patient in an alternative setting;

o Transferring the clinical responsibility for some or all elements of care to the GP or another
community-based health professional (e.g., a specialist practice nurse).
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The assessment of what could be transferred from the AGH setting into an alternative setting was
based on an analysis of specific groups of medical conditions. Among these were cardiology,
cerebrovascular diseases, respiratory diseases, neurology, diabetes, endocrinology, dermatology and
rheumatology. For each group, the analysis focused on identifying which conditions needed to be

cared for in an AGH and why.

To quantify the effect on patient workloads and hospital occupied-bed days, the study team applied
certain working assumptions to patient activity data for Bromley residents. On this basis, it is
estimated that about one-third of the medical beds used by Bromley residents, currently classified
as acute hospital beds, could technically be provided in an alternative, mainly local hospital setting.
These patients would be those whose main requirement was rehabilitation, respite or stabilisation
during an acute exacerbation of a chronic illness. Local clinicians feel that this is an optimistic
assessment of the scope for change since it relies on GPs taking on an additional workload.

It is useful to look a little further into the nature of the medical service which would be available at
the local hospital. In essence, it would be characterised by:

* An extensive rehabilitation service for patients who have passed the ‘life-threatening’ stage of
their care;

* A nursing service for patients with chronic conditions who need to be stabilised until able to
return home.

The local preference was for the provision of rehabilitation in a hospital setting rather than in a home
setting, with patients receiving care as inpatients or, where appropriate, on a day-case basis. There
is, therefore, significant potential for such services to be delivered in a dedicated consultant-led
rehabilitation unit which encompasses stroke rehabilitation and other forms of rehabilitation and
does not have to be located in an AGH.

Patients with chronic medical conditions could be cared for under the supervision of GPs and
specialist practitioners linked to specialist clinics. The availability of GP-managed beds in a local
hospital setting may give GPs an alternative to home-based care. When added to the services for older
patients, respite patients and other categories, this could provide sufficient critical mass for a viable
GP-managed unit. However, locally this was not a popular option among hospital consultants or GPs.

There would be ample scope for providing an extensive range of outpatient clinics away from the
main AGH site, although those clinics which required access to high-tech facilities would probably
be best located at the main site.
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Chapter 3

Care of the elderly

Care of the elderly has developed as a specialty in response to the particular health care needs of an
increasingly elderly population, who are more likely to suffer from chronic illness and/or multiple
pathologies. As a specialty, it originally developed as a positive alternative to the old workhouse
infirmaries, providing acute medical and surgical interventions. Health authorities inherited many
different facilities when the NHS was first established, reflecting the different models of care that

had evolved across the country.

Medical care is only part of the multi-disciplinary resources required to care for the elderly. Today,
the specialty comprises four main elements of care:

* Acute assessment and care;
Rehabilitation;
e Respite care;

e Continuing care.

As attempts are made to reduce lengths of stay in hospital, attention has focused increasingly on
those aspects of patient care which could be catered for in a different way. In addition, recent
legislation has transferred responsibility for respite and continuing care from health authorities to
local authorities, with an increasing reliance on private sector provision. Within the hospital, medical
care is considered to fall into two broad categories: acute care and rehabilitation.

Different models for care of the elderly have developed in the country, based more or less on the
above classification. There is also variation in whether such care is provided as an integral part of
general medicine or on an age-related basis. There is general agreement that all acute cases should
be admitted to an AGH. This ensures that all elderly patients have access to appropriate diagnostic
and treatment facilities, and allows those treated by consultants in other specialties to have access
to specialist second opinion, if necessary. However, there is less consensus on whether non-acute
elements of care could or should be provided in an alternative setting.

In practice, the decision on whether all services are provided by an AGH depends upon a number of
local factors, including:

The availability of facilities;

e Geographical factors;

¢ The views of consultants;

The structure of other local services.

To analyse the type of care being provided by the Bromley Hospitals Trust, a census had been
undertaken of all patients, grouping them according to the care they were receiving. This exercise
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was carried out on three occasions. The results are summarised in Figure 3 and show that more than
60 per cent of the patients were receiving nursing, rehabilitation or respite care or were awaiting
discharge. Clearly, some or all of these patients could be cared for entirely or partly away from an
AGH.

Survey |

Survey 2

607

Number of patients

Medical Nursing Rehabilitation Discharge Respite

Figure 3  Results of three surveys conducted on the types of care being provided for the
elderly in Bromley

There is a degree of consensus that respite and long-stay care, if appropriate, could be provided away
from an AGH. This applies also to some aspects of rehabilitation, although this is more contentious
as it is difficult to assess exactly when patient care switches from acute to rehabilitation. In many

hospitals, a formal distinction is not made.

It is difficult to quantify the scale of the service for the elderly that could be provided in settings other
than an AGH because:

» There are large areas of overlap with other specialties, especially general medicine;

o FElderly patients tend to be admitted for co-morbidities, rather than only one condition; many
patients may share the same primary diagnosis, but their secondary diagnosis may have different

health care needs;

e Asmost patients are admitted in response to a crisis on top of chronic illness, consideration of
alternative settings for different stages of care is more appropriate, although moving the location
of care may be considered detrimental to patients.
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Models of care

Notwithstanding the difficulties outlined above, two models of care were considered.

* Model I: All care provided in an AGH, with patients transferred home or to long-stay care settings
once their requirements for acute and rehabilitation care come to an end. In the opinion of local
clinicians and GPs, this is the preferred model for Bromley.

® Model 2: Providing acute care in an AGH and rehabilitation in a local hospital. In Bromley, local
hospital facilities exist at Orpington Hospital and thus this model is already being implemented.

Model 1 implies that all beds and care would be provided by an AGH. Model 2 would allow more than
90 per cent of patients to receive all or part of their care in an AGH, but the ‘treat and transfer’ policy
would result in a broadly equal distribution of beds across the AGH and the local hospital.

The reservations expressed about the application of these models to Bromley are outlined here.

The AGH model (Model 1)

* This model is based on patients being discharged early, which in turn depends upon adequate and
appropriate resources being available in the community. This was not thought to be the case in
Bromley.

* The short, sharp period of care envisaged under this single-site option would result in high
demand for ongoing care. In particular, services such as transportation to and from day-hospital
facilities would need to be in place, and social services would need to ensure that there was an
adequate level of provision for day sitting and night sitting.

* The model depends upon patients having informal carers who are accessible, fit and willing (for
example, toilet use was highlighted as a particular problem for some patients who are cared for
at home).

The local hospital model (Model 2)

¢ This model would involve patients being moved around and possibly ‘made to feel like cattle’.
Their transfer to another setting could result in at least an initial period of inertia, which would
add to the overall average length of stay in hospital. .

¢ The model might be seen as a ‘back to the future’ option in Bromley, where there have been
problems in staffing the local hospital. GPs have been reluctant to provide cover, and nurses tend
to see such places as being a cul-de-sac in terms of career development.

o If patients awaiting discharge are transferred, there is always the possibility that the local hospital
would become a ‘dumping ground’. To prevent this happening, there would need to be strict
admission and discharge protocols
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Increasing the number of locations for care provision must be cost-effective if the quality of care is to
be maintained.

A third option — a halfway house between the AGH and local hospital models — was considered worth
exploring. This would involve some patients being transferred to a local hospital facility, and others
being discharged directly to their normal place of residence. The latter would require an enhanced
level of community support and, as in the case of the AGH model, it was felt that, unless there was a
corresponding transfer of resources and adequate community support, patients might suffer.
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Paediatric medicine

Paediatric medicine has evolved as a specialty to distinguish the care provided for children (defined
as 15 years old and younger) from that provided for adults. The philosophy has been to try to keep
the parent and child together to reduce the trauma associated with medical care. Parents’ wishes are
respected more so than in other specialties, and this has contributed to a more open-door policy.
Paradoxically, as the health care status of children has increased, so has the level of admissions,
particularly for emergency and acute conditions. This reflects reduced tolerance of ill health among
children and an increase in hospital-based technology to treat acute conditions.

Unlike other specialties there is considerable consensus on general approaches to paediatric care.
The overall aim is to prevent admissions by containing and managing care in the community. The
suitability of the home as a potential setting for care provision depends upon professional support
and competent, confident parents.

In this study, the focus was on treatment rates and alternative models of care. The information needed
for the study came from the literature and the interviews. The analysis concentrated on current
activity and on assessing the potential for treating patients in the community and for reducing lengths
of stay through earlier discharge. Summaries of the findings are provided in Box 3. The findings
indicated that it would still be necessary to admit all very young children, especially for the first
diagnosis of a medical condition. Apart from this group, however, almost 50 per cent of current
hospital-based care could be provided at home, but only if there is a community-based acute
paediatric team and a corresponding development of additional skills, particularly among community-

based paediatric nurses.

o A community-based acute paediatric support team would need to be sufficiently large to cover
the main skills required and provide 24-hour availability throughout the district. The team would
need to provide direct treatment and to support parents as well as educate them. It would need
back-up from a medical team, including hospital consultants and fully trained GPs.

o A walk-in clinic for urgent assessment of children would need to be reasonably accessible and
open seven days a week at set hours in the day and early evening. There should be such clinics at
several sites in the borough but the logistics in Bromley’s case make it more likely that there would
be a clinic, run by a registrar with consultant back-up, at only one hospital site.

o Skills in primary care among GPs have increased considerably with the introduction of vocational
training but there are still limitations in terms of the total number of GPs trained and the extent
of specialist knowledge. Meeting the increased demands which would face a community-based
paediatric team would require regular training programmes for GPs and their staff and possibly
the development of some specialist paediatric skills among GPs. The latter would be difficult in
Bromley because there are few practices large enough to develop such specialisation.
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several sites in the borough but the logistics in Bromley’s case make it more likely that there would
be a clinic, run by a registrar with consultant back-up, at only one hospital site.

o Skills in primary care among GPs have increased considerably with the introduction of vocational
training but there are still limitations in terms of the total number of GPs trained and the extent
of specialist knowledge. Meeting the increased demands which would face a community-based
paediatric team would require regular training programmes for GPs and their staff and possibly
the development of some specialist paediatric skills among GPs. The latter would be difficult in
Bromley because there are few practices large enough to develop such specialisation.
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Box 3 (cont.)
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Chapter 5

Surgery

The resources of the NHS are being used more intensively in surgery than in the other specialties.
More patients are being treated and fewer beds occupied as a result of improved diagnosis, advances
in drug therapy, safer anaesthesia, developments in treatment methods and a better understanding
of the danger of bed rest. Better living conditions and the improved basic health of patients have
resulted in earlier discharges.

Pressures to increase throughput have arisen from the increasing demands for hospital services and
the growing waiting lists for elective surgery. Higher hospital admission rates and a decline in lengths
of stay have been encouraged by new technical developments, clinical practices and management of
beds. Technological advances have involved a move away from open surgery towards less invasive
techniques, and hence there has been a significant expansion in day surgery. The Royal College of
Surgeons has estimated that 50 per cent of elective surgery can now be performed as day surgery. In
the USA it is envisaged that, by the year 2000, between 80 and 90 per cent of surgery will be performed
as day surgery. Some examples of minimally invasive surgery are given in Box 4.

In its 1991 review of acute services, South East Thames Regional Health Authority described four
main hospital functions — from low-dependency outpatient work to emergency, trauma and other
urgent work — for which there should be a flexible range of facilities provided by an AGH, an elective
resource centre, a local hospital and a polyclinic. For surgery, these facilities would include:

e Acute general hospital: The entry point for emergency conditions, offering high-tech support
services, including life-support systems;

e Day surgery unit: Ideally, a self-contained surgical unit with its own admission suite, wards,
theatre, recovery area and administrative facilities;

o Flective resource centre: For elective surgery and planned investigation, with a predicted length
of stay; no emergency work;

e Local/community hospitals: Outreach outpatient services and, in certain circumstances, post-
operative inpatients for the period of recovery;

e Polyclinics: A variety of primary care facilities and outpatient functions, including minor

outpatient surgery.

Overall, the findings of the study have confirmed the conclusion reached by a number of other
reviews, namely that considerably more activity can be undertaken in a dedicated day-surgery unit
than is currently the case. However, low volumes of work make it difficult to support the need for a
geographically separate local elective resource centre, especially as more and more patients would
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Box 4 EXAMPLES OF MINIMALLY INVASIVE SURGERY.
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be treated on a day-case basis in the future, thereby further reducing the potential size of such a
centre. It appears that a separate dedicated unit would be worth developing only if it were to serve a
much larger catchment area.

There are also opportunities for more care to be provided in the community. However, a review of the
available literature indicated that there is no reason to assume that performing minor procedures in
primary/community care settings, although preferred by patients, will reduce the number of minor
surgical procedures undertaken in a hospital setting.

Other opportunities for non-acute care include early discharge either to the patient’s home or to a
local hospital for post-operative care. However, there was little local support for this because:

e Care at home would need to be administered by a specialist community nurse, and the necessary
training in a diverse range of procedures would be unlikely to make this a cost-effective option in
Bromley;

o Transfer to a local hospital, especially for elderly patients, may be disruptive and therefore
actually lead to an increase in lengths of stay. )
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Case Study 3 SURGERY (TRAUMA AND ORTHOPAEDIC)
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Chapter 6

Obstetrics

Obstetric care is the care of women during pregnancy, delivery and the post-natal period. It is unusual
in that the majority of patients are not ill, but pregnant, although pregnancy can have associated
morbidity. The capacity of an AGH to provide obstetric care has always followed the changing face of
this type of care. For at least two centuries there has been controversy about where women should
have their babies and who should attend them, although often this debate has taken place without
adequate statistical analysis, experimental evidence or epidemiological information.

There has been an increase in hospital care and delivery and in intervention at delivery, resulting
partly from increasing medicalisation in this area. This medicalisation is based on the assumption
that it is safer, but there is no clear consensus on the medical justification for delivery in hospital in
most normal deliveries. The past ten years have seen a major change in attitudes, brought about
primarily by the opinions voiced by women, women's research groups and midwives.

The issue of safety and the lack of consensus on whether small maternity units are safer than midwife
deliveries are fundamental to where care is delivered. Until recently, it was generally accepted that
hospital deliveries were safer; this belief is increasingly being challenged but has not been overridden.
The mother and her baby should be at the centre of all planning and provision of maternity care and
women should be active partners in decision makihg. There is a body of support for providing more
ante-natal care in the community and reducing routine visits where these have no proven benefit.

Policy in 1994 focused on women having choice. Thus, local services had to offer a range of choices,
including home delivery and a variety of hospital services. Choice also involves the issue of who takes
the professional lead for maternity care — midwife, GP or hospital consultant ~ and to what extent
this care is shared.

With regard to the present study, the key issue, therefore, appears to be the requirements of women
rather than the development of a rational model based on clinical capacity. The choices range from
the community midwife providing the sole professional input in a home delivery situation to a
consultant-led service provided by the hospital for ante-natal care and delivery. A sub-group of the
Maternity Liaison Group is currently reviewing the issue in Bromley. Obstetricians, GPs, midwives,
public health officials and the lay public are all represented. No decisions have been made yet on the
final structure of services. However, before major changes occur, further evaluation and discussion

will be required.

Ante-natal care

A range of ante-natal care is provided in Bromley, depending upon the requirements of individual
women and the care provided by GPs. Some 86 per cent of the GPs are on the FHSA obstetric list,
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although, as indicated earlier, in most cases they provide only ante- and post-natal care. There are
consultant- and midwife-led clinics at all four hospitals in Bromley.

It is estimated that 15 per cent of women require consultant-led ante-natal care because they request
it or because of their medical or obstetric history or specific social problems. Of the rest, 10 per cent
require shared care with the GP only and the remainder shared care with a midwife and GP, according
to what is relevant to the GP’s practice. About 50 per cent of women could receive midwife-led care
only but in reality this number would be much smaller, for three reasons: there are too few midwives
able to provide sole care; consumers wish to receive medical care; and the GPs continue to be
involved.

At present there are 17 ante-natal beds in Bromley. With the introduction of a day assessment unit,
domiciliary foetal monitoring and an early pregnancy service for potential miscarriages, it is
estimated that the number of beds could be reduced by 25 per cent.




Chapter 7

Mental health

Patients suffering from mental illness have traditionally obtained care for acute conditions from
psychiatric units attached to a district general hospital and for chronic conditions from long-stay
psychiatric hospitals. Over the past 12—15 years this pattern has changed radically, with services
evolving away from the large long-stay mental health hospitals to care provision in the community
and, simultaneously, the development of services at the AGH for the diagnosis, investigation and
treatment of acute conditions. In many cases, the AGH has also served as an administrative and co-
ordinating body for the community services and as a base for the local consultant psychiatrists, as
well as providing facilities to enable liaison psychiatry to take place in support of other specialties.
The case for an AGH-based mental health service is outlined in Box 5.

The key philosophical trend in service delivery has been to encourage patients to lead as normal a
life as possible away from institution-based services. This philosophy has been reflected in the Care
in the Community legislation. The move to community-based care has also been facilitated by
developments in drug therapy (particularly for those patients suffering from schizophrenia) and a
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general reassessment of the treatment and rehabilitation regimes for sub-acute and chronically ill
cases. Such care involves a multi-disciplinary approach to treatment, using many agencies. There is
now a range of alternative settings where mental health services could be provided (see Figure 4).

Difficulties in planning mental health care

It is generally recognised that mental illness is not a unitary disorder. There is no ‘ideal’ model of
care. It is also a relapsing illness with co-morbidities and it is characterised by multiple referral
sources and increasingly disintegrating loci of care where no single organisation is responsible for
the care regime required. Any discussion on reducing the role of the AGH immediately raises the
question of how to ensure that the whole service structure is not put in jeopardy.

Appropriateness of service delivery

The study method used and the data available provided no empirical evidence on appropriate care
and outcome. Indeed, looking at the evidence on personality disorders, alcohol and substance abuse,
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Figure 4 Potential range of settings available for the delivery of mental health services
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both within the literature and from professionals, it is debatable whether a positive outcome can be
directly influenced by NHS provision. This does not mean that there should not be any NHS provision,
but rather that a multi-agency model is required, probably outside the AGH.

There is a significant need for care for pre-senile and senile psychoses. The number of people aged
over 85 in Britain will increase over the next two decades and it is this group that is at the highest
risk from dementia. About 20-25 per cent of this group are susceptible to dementia, and where this
occurs it is often compounded by a physical disability. Adequate community care for these patients is
costly and imposes a considerable burden on families. Research indicates that residential care is
more effective than respite care in reducing stress in the carers of demented relatives. This group of
people could be cared for outside of the AGH. However, the issue of the most appropriate location for
their care needs to be addressed, and more research is needed in this area. Units for elderly people
with severe mental illness can be constructed anywhere in the locality but there is a danger of
recreating the long-stay institutions if the provision of such units is not coupled with the provision of
community and domiciliary services.

The role of primary care

Primary care is assumed to be based at the GP level. However, in the case of mental health, the mental
health centre could be used as the primary care base. Certainly, the study has shown that there should
not be secondary referral prevention at primary care level; it is impracticable to ask GPs to cover the
range of mental illness they see at primary care level.

The feedback from the GPs is that they feel the burden of this community co-ordination falling
inappropriately upon them, and this burden is likely to increase in the future.

The partial-hospital concept

If the AGH is to be seen as the centre for intensive, highly dependent mental health care, then the
idea of a partial-hospital concept may be helpful in envisaging new scenarios for the delivery of
services to the mentally ill. The concept involves having an acute halfway-house provision for those
patients who can no longer be sustained in the community but need a short-term admission to nursed
care. This is one role which could be provided by the mental health centre, but its effective use would
also depend upon having a crisis intervention team for those patients living outside institutional care
who may need rapid admission to a hospital-type bed.

Medical training

As with the other specialties, a discussion of alternative settings raises the question of the impact
upon medical training. The non-AGH models will depend upon a consultant outreach service, where
some consultants may be permanently based in the community. Considerable thought, therefore, will
need to be given to the mechanism for the accreditation of medical training in these dispersed
settings. It also needs to be established how new models of care might accord with vocational training
schemes for general practice. Special attention needs to be given to whether the future levels of
expertise expected from GPs within mental health are too great.
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Family and carer support

Undoubtedly, moves towards community-based acute care for the mentally ill will put additional
stress upon families and carers. Among the issues here are how to gain sufficient information about
the way families cope and how to validate family and carer tolerance. The need to address these
issues is not based solely on concern for the family; it also takes into account the effect of the family’s
behaviour on the patient. This is especially pertinent in the case of schizophrenia as there appears
to be a direct link between expressed emotion within the family and its impact upon patients with
schizophrenia. If members of a patient’s family are to become substitute carers, they will need
specialised training, support from professionals and some family audit to monitor the effectiveness
of their care.

Management of community care

What, then, is the solution for the co-ordination of dispersed service delivery? The potential loss of
the hospital as the administrative safety net means that there will be a need for some form of
community mental health co-ordinating body. No further work has been conducted in this study on
identifying such a body. At this stage, however, it appears that the identification of a key worker would
be crucial to managerial cohesiveness.
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Chapter 8

Management issues

Trying to identify the interface between an AGH and primary and community health care services
illustrates many of the ambiguities of health care. The extremes can be established — what clearly
has to be undertaken in a hospital setting and what clearly does not require hospital care. Much of
the rest depends upon the personal choice of patients and professionals, tradition and practice,
existing facilities and, occasionally, what appears to be pure fate. It is this grey area that the study
explores, as well as the issues that are important to consider when looking to the future and deciding
where care should be provided. Many of the issues are common to all the specialties, although
different in emphasis; a few are specialty-specific. As Bromley is in a position to change its present
pattern of services, these issues require careful consideration and resolution.

Quality

Any challenge to the role of the AGH should be based on the expectation that it will lead to a higher
quality of care and a more cost-effective use of resources. The policy of reducing dependence on
hospitals and increasing local services and the role of primary care has its roots in the expectation of
higher-quality care, especially in terms of local access, and better use of limited resources. While
there is some evidence to support the former, considerable research is still needed to assess the
impact on clinical effectiveness and appropriateness. Recent work on the substitution of AGH services
by GPs in the area of minor surgery suggests that substitution does not occur; rather, a new client
group is served and a previously unmet demand is met. During the study, GPs expressed doubts as to
whether care at home automatically meant higher-quality care. They regularly saw elderly patients
who had remained in their own homes, with or without adequate community support, but whose
quality of life had deteriorated because of social isolation.

A major problem regarding the quality of care is its measurement. Medical and clinical audits are
barely established within the existing organisations and the interface audit between primary,
secondary and community services is generally simplistic, usually consisting of one service auditing
the other. A truly integrated quality audit will need considerable development not only in terms of
measuring quality but also in setting up the processes which will complete the audit cycle.

Staff

The most consistent factor mentioned throughout the study was the major change implied for all
professionals if care is to move from an AGH setting.

Acquiring new skills

Staff outside the AGH will require a new range of skills if patients are to remain in the community
or be discharged earlier than usual. Conversely, staff who have previously been hospital based will
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need to acquire the capacity to work in the community. Within the hospital, if new technologies
which would ensure that patients were discharged more quickly or not admitted in the first place
(e.g., minimum invasive surgery, imaging diagnostics and therapeutics) are to be fully utilised, all
staff will need appropriate training. These skills would have to be developed by existing staff; in
addition, specifically skilled personnel would need to be recruited. It is also clear that there would
have to be a substantial shift in pre-registration nursing and medical curricula to include a far wider
appreciation of the world outside the hospital.

The successful movement of services to new settings will also require changes in skill-mix and the
development of independent practitioners (e.g., nurse practitioners and midwives). Single-site
hospitals tend to support the concentration of skills in a few professionals; more dispersed care
patterns require appropriate skills to be spread among a greater number of workers. This process of
breaking down professional barriers is already happening but it will require significant development
if some of the projections in the study are to be achieved.

Alongside specific technical skills, attention needs to be given to developing the managerial skills
required for working primarily in the community, as staff would be expected to carry a higher level of
responsibility and to work without the hierarchial support commonly present in hospitals.

Professional links

Medical and nursing staff expressed concern that shifting care to non-AGH settings may lead to
professional isolation. This issue would need to be addressed, partly by providing alternative sources
of professional support, but also by encouraging staff to feel functional outside the close professional
networks characteristic of hospitals. One of the concerns expressed by nurses was the lack of career
pathways within local hospitals; like their patients, they felt stuck in a cul-de-sac. The present status
of staff working in the community and in primary care would need to be reviewed, a process that is
already happening with regard to the role of GPs, following the 1990 NHS reforms.

New practitioners

During the study it became clear that the assumption that work in the community setting would
automatically be undertaken by existing community and primary care staff needed to be questioned.
Just as the specialty of psychiatry has seen the development of community psychiatrists, so too other
specialties might see similar community or outreach development, with professionals taking their
hospital practice to the patient. This can be expected, for example, with baediatrics, care of the
elderly and chronic disease care.

Carers

Care in the community, especially to the extent explored by this study, inevitably increases demands
on families and carers. Even where community support is extensive, families and carers still face
increased responsibility. For many carers, the level of professional support, resources and facilities,
including respite care, is acceptable. But this is not always so, and already, with the growing emphasis
on care in the community for the elderly, some families are resisting the raised eXpectations.
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Historically, women have generally provided informal care. Increasingly, however, these women also
go out to work (60 per cent of women in Bromley have full- or part-time jobs). They have increased
expectations of their role in society, and so will not be available to provide extensive care.

Bromley will also need to consider how to support carers (whether informal or paid) in terms of
providing training for their role, support for routine needs and emergencies, and networks to ensure
they do not become emotionally or socially isolated. Much of the housing in Bromley, a middle-class
suburban area, is suitable or easily adapted for care at home. However, the increased demand for
home-based care (e.g., hospital-at-home, dialysis and rehabilitation) will lead to an increased
demand for housing extensions and adaptations. Health and safety issues will also need to be
addressed. Employers may be required to acknowledge the needs of those members of staff who are
also informal carers and to ensure that the working conditions are flexible enough to enable carers
to undertake their dual role. This is especially an issue for the many people in Bromley who commute
to London to work.

Patients and consumers

Patient choice is an essential component of change, if services are to be shifted from AGH settings to
community settings. This was strongly expressed by those looking at the care of elderly patients and
patients with long-term medical conditions. Many of these people wish to remain at home with
support from community services, but others would consider this to be socially isolating and
unacceptable, and would request residential or inpatient care.

Maternity care is another area where patients have clearly expressed their desire for choice about
where they deliver their babies. To satisfy local requirements, community and hospital services are
needed, although Government policy is still strongly denied by medical staff.

Akey issue for health service purchasers and providers is the balance between ensuring the full range
of choice while maintaining clinical safety and maximising cost-effectiveness. Potentially, more
choice is more expensive. Increased choice also requires that patients understand the implications
of the choices to ensure that they make appropriate selections. Patient expectation is based mainly
on present patterns of care; thus, an acutely ill patient expects to be admitted to hospital. Such
expectations will need to be changed if the population is to accept any drastic shift of care to the
community.

One of the most important operational and practical problems that needs to be addressed,
particularly if community and primary care services are to be increased, is the availability of transport
for patients to and from services such as outpatient and rehabilitation facilities. The network of
community and primary care facilities will be supported by more specialist consultation or
rehabilitation facilities, and it is inevitable that in Bromley, a borough with several local hospitals,
patients will need to travel. Although 65 per cent of people in the borough have a car, this tends not
to include the group that needs to travel for medical attention, especially elderly people and people
with physical disabilities. A far more patient-oriented system than that presently available will be
needed to cater for the potential increase in transport needs.
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Orpington Hospital already acts as a local hospital for elderly patients. Although the community
cherishes the local hospital, despite the reduction in the range of services the hospital offers
compared with 20 years ago, it is nonetheless sometimes perceived to be a second-class hospital,
lacking the latest technologies. To ensure that local hospitals are not seen in this light, efforts to
present a positive profile of these hospitals are required. More importantly, the running of local
hospitals will need to be in the hands of staff who believe that their hospital has a clear role and
identity and is not a dumping ground for elderly and chronically ill people. Negative perceptions have
to be overcome, both in terms of education and reality, in order to make the new style of services
work. Patients also need to understand the changes if they are to make the best use of the

restructured services.

The organisation

Massive changes in primary, community and secondary care are needed if the projections identified
in this study are to be achieved. New managerial structures will have to be put in place, as will
procedures to ensure accountability for dispersed services which cross existing geographical and
service boundaries. A number of questions immediately arise.

* Who will be the agent of change?

* How will the developments be realistically co-ordinated so as to encourage change, not stifle it?
¢ How will the community teams work?

* To whom will the community teams report?

¢ What level of service will GPs manage?

o Will all GPs take on the same responsibilities and roles?

e Will the hospitals shrink and what will their relationship be with the new community services,
outreach or inreach?

e What size community teams will be required for the different functions?

® What will the relationship be between community teams for the different care groups (e.g., stroke
victims and mentally ill people) and between teams for different age groups (e.g., children and
adults with asthma)?

* Will the present divisions based on medical specialties in hospitals be appropriate in the
community?

* How big will the specialist community teams need to be to ensure an adequate range of skills; how
will this affect the AGH; and will it be cost-effective in relation to the size of the population?

Wil trusts, especially community trusts, share staff, or will the private sector come to the fore?
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Key organisational issues

In Bromley, a major organisational issue to address is the barrier inherent in having two trusts, one
for hospital services and the other for community services. Theoretically, trusts were established to
encourage competition and hence the development of services. However, this competition can inhibit
change and prevent the integration of services which the consumer should expect to be seamless.

Another key organisational question in Bromley is the accessibility of the ‘new’ AGH services.
Historically, in densely populated urban areas, district hospital services have been within easy access
and thus have often been used as an extension of primary care. Within this proposed new model, with
low-tech services being transferred into the primary and community care settings, the local
population will not have the same degree of access to an A&E department and other hospital-based
services. Despite the availability of low-tech facilities locally, it can be anticipated that the local
population will still expect an easily accessible hospital and may strongly oppose what they see as
‘cuts’ in the service. Bromley residents have already shown that they will travel to London teaching
hospitals or even farther afield if necessary, but they have also fought long and hard for an adequate
level of access to a local hospital when this has been threatened.

Ownership can be a major constraint to change. The development of polyclinics, rehabilitation
centres, outreach services and local hospitals all raise the question of who owns the facility. In this
age of hospital and community trusts, GP fundholders and purchasers who commission but do not
own resources, this issue will need careful negotiation. Already in the South Thames Region the
development of several polyclinics has been delayed because non-fundholding GPs are unwilling to
share premises with fundholders, for fear of their patients transferring to another doctor’s list. In
Bromley, this has been resolved by the hospital trust developing the facility for use by their
consultants, the GPs and a range of other practitioners willing to rent space. However, to the purist
proponent of primary care development, this is seen to be too hospital dominated. Remaining within
the hospital remit could constrain the scope for development and change; conversely, it may
encourage a redefinition of roles and the interface between primary and secondary services.

Communication is another organisational issue to consider as a potential constraint to successful
change. The poor capacity of medical practitioners to communicate effectively with patients and
between themselves has often been highlighted. With further fragmentation, dispersion and
evolution, the need to ensure effective communication channels has to be high on the agenda.

The role of other agencies will increase. Over the past few years, as hospitals and.long-term care
institutions have reduced lengths of stay or closed, the increased community burden has fallen not
only on other NHS facilities and on families but also on other agencies, especially social services
departments and voluntary organisations. This has inevitably increased tensions between
organisations, although in the longer term this may be resolved with the responsibility for community
care and resources being invested with local authorities. The study was unable to explore with
relevant agencies the implications for these agencies of moving services away from the hospital, but
this issue cannot be ignored. The NHS and Community Care Act 1990 has shown that such changes
can be effected, albeit slowly, but such a major shift in policy should not be undertaken without
realistic assumptions of the capacity for local authorities to respond.
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Financial issues

In principle, all decisions concerning change in care models should be informed by decision-making
tools such as options appraisal. In this way, it is possible to combine the costs and benefits of changes
in service delivery (as described in Chapter 8) with the financial implications of the changes. The
assessment of these implications, however, is complex, primarily because:

» The NHS costs themselves fall on different agencies within the health service, cutting across the
hospital, community and primary divide;

* There may be significant public sector cost implications which fall on other agencies, such as
social services and social security, which are difficult to estimate;

® There may be significant short- and long-term costs to families and carers which will not be
uniform for all patients or patient groups;

* Many of the long-term costs are difficult to assess, especially where reforms will involve changes
in behaviour, organisation, skill-mix and training requirements.

In practice, even those costs which are easily and unambiguously measured will vary according to
local circumstances.

Identifying costs

Human resource costs

Human resource costs will be the most significant financial factor. Many of the issues affecting the
human resource costs associated with the changes are driven by the need to utilise people in a
different way, compared with the more traditional AGH health care model.

The costs faced by other agencies are often neglected, but the provision of social services support can
be crucial to the effective transfer of care into primary and community settings. As discussed earlier,
social service expenditure in Bromley is comparatively low. It may need to be increased significantly
if patients are to benefit from early discharge or avoid being admitted to hospital.

The human resource cost most often neglected is the cost to family carers. Much of the research in
this area has focused on the long-term cost of caring for those whose period of acute illness is over
(long-term sick people, and elderly and mentally ill people living at home). Such costs include, for
example, loss of earnings during the period of caring and loss of earning potential thereafter. However,
as the trend towards home care continues, there will be costs associated with the short-term care of
those who cannot be left alone. An example of this is home-based care for children, where the whole
philosophy is based on the benefits of transferring some elements of nursing care from health
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professional staff to parental carers. The actual cost in terms of the opportunity cost of these
resources will vary according to individual circumstances. However, it is an important consideration,
especially for those on whom the responsibility for caring falls.

Non-pay costs

Non-pay costs may also be an important consideration in terms of the financial implications of
change. The most important example of how these might vary as a result of changes in the location
of care is transport costs, an issue raised at several of the workshops. The ability to transport patients
to and from hospitals for day treatment, where currently they stay in hospital, is an important factor
in the successful shift of services from the hospital to the home or community.

Hotel costs provide a potential for savings. For example, accommodation, food, heat and light costs
will be reduced as the accommodation requirements for patients are transferred to other agencies,
institutions or the home. In many cases this may be a real resource saving, since the short-term care
at home of a sick member of the family will have only a marginal impact on the accommodation costs
of the individual family affected. Taken together, they may lead to a significant downsizing of
expensive overnight accommodation in hospital settings.

Capital costs

Capital costs and estate running costs are the areas where there will be most variation in local
conditions. The capital costs associated with restructuring AGHs will be heavily influenced by the
historical distribution of hospital facilities and appropriate premises. In Bromley, the capital costs
are driven by the existence of hospital buildings in different parts of the borough, in different states
of repair and with different open market site values. What is an appropriate investment solution for
Bromley, therefore, may be entirely inappropriate elsewhere. Bromley can make good use of the
excellent facilities at Orpington as a local hospital, and the facilities at Beckenham as a polyclinic.
Were the local proposals to be based on the construction of completely new facilities, the economic
rationale for this physical restructuring of services would be considerably weakened.

Other costs which may be important, especially with regard to patients with chronic medical
conditions, are the costs of home adaptations and equipment which enable people to be independent
or to be cared for at home. In terms of hospital costs, the need to use more sophisticated diagnostic
and minimally invasive surgical techniques in order to reduce lengths of stay will also have important
implications, especially where these are duplicated across different locations and used inefficiently.

The incidence of costs

The incidence of costs across different agencies makes it difficult to provide a comprehensive
assessment of the resource implications of the changes described earlier. Identifying costs will be
difficult enough for one agency alone. For some services, where extensive home- and community-
based provision is envisaged, a pan-agency approach will be required to obtain a true picture of costs.

Even within the health service, the identification of costs is not straightforward. In principle, it
should be possible to assess current budgets in detail for each affected trust (AGH and community)
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and determine how these will change as patient responsibilities are transferred. However, many of
the costs are dependent upon detailed assessments of, in some cases, radical changes to the trust's

current cost structure and may involve:

e A ‘bottom-up’ assessment of the new staffing requirements across all professional and non-

professional staff groups and across all locations of care;

® Assessing the impact on unit costs of changes in skill-mix, grade-mix, training and reimbursement
packages (e.g., with regard to GPs).

Notwithstanding these difficulties, an accurate assessment of the change in the running costs of a
service (e.g., the establishment of a community paediatric team or a polyclinic) is essential if
informed decisions are to be made about the potential costs and benefits.

Incentives for change

Part of the problem of analysing the financial costs of change is that existing services are the
responsibility of specific organisations, each with their own budget and financial arrangements. Much
of the analysis of services has demonstrated that care can and/or should be transferred to an
alternative setting. However, costs are incurred across different agencies, and for services to be
effectively transferred there needs to be an accompanying transfer of resources.

In the current organisational structure the incentive for any one agency to make rational decisions
is limited. For example, costs incurred by social services or informal carers are not felt by the health
authority, for whom these costs are a ‘free good'. There is therefore an incentive for the health
authority to transfer care. Social services, however, may not be keen to accept even a small cost
addition, even if overall savings to the economy are large. The only means by which this change can
be effected is if the health authority accepts a transfer of resources and budgetary responsibility. The
problem is even more pronounced, on a micro level, if, for example, the transfer of care to a
community setting means that a hospital consultant has to transfer part of his/her budget to a GP.

Although some of these issues may be addressed in the longer term with the establishment of merged
DHAs and FHSAs which will have to work more closely with social services, the current organisational
structure is likely to act as a barrier to change for some time.

Summary

Many of the issues highlighted above reinforce the main finding of the Bromley study, namely that
the cost implications of the changes:

o Will be significantly influenced by local factors which are likely to vary across the country;
e Are difficult to identify as they are borne by different agencies and, in the wider economy, by carers;

e Are, at present, subject to some speculation, especially as the staff costs associated with some of
the concepts of new types of health professionals are yet to be determined.
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It is not possible for a particular locality to use the situation in another locality to assess whether
the shift of acute care to primary and community settings will result in a reduction or an increase in
the costs of delivering health care. In each case a detailed local study of the costs, followed by post-
project evaluation, is required.




Conclusion

The Bromley study has not uncovered any radically new options for delivering care in an alternative
setting. Instead, it has demonstrated the continued need for Bromley residents to have access to an
AGH facility, but it has also shown that a considerable amount of the care currently provided in an
AGH setting could be provided in alternative settings. If the potential for such a large-scale transfer
were to be realised, a number of other issues would also need to addressed simultaneously, not least
areal transfer of resources away from the acute sector into the primary and community settings. Even
if this was possible, the rationale for implementing such a change needs to be more clearly defined.
With the possible exception of paediatric services, the study has not been able to conclude that such
a change would result in an improvement in the quality of care provided or that the change was
preferred by patients and their carers. In addition, any development of primary and community care
services may lead to an increased demand for AGH services as more unmet demands are identified.
Lastly, although there is an implicit assumption that primary and community care will be less
expensive, the complexities of the separate funding structures of different organisations did not allow
this to be tested. In many instances, if the same types of service are to be provided, there is reason to
assume that costs may well be higher.

The real value of the study has not been in identifying radical solutions but in providing a greater
understanding for local providers and purchasers of the services that are delivered to the local
population. The potential for changing this configuration has been examined, and the use of data has
been central in facilitating discussion. Although a number of questions have been raised with regard
to the quality of the data, activity data have provided the central focus for the analysis. They have
provided a basis for the discussion and, in some cases, the resolution of some issues. The data have
acted as a focal point for bringing people from different backgrounds and organisations together and
furthered the debate on what the needs are and how these needs can be appropriately met. The study
has already contributed towards the development of Bromley Health's Commissioning Strategy.
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