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MEDICAL PRACTICE

Contemporary Themes

New Alternatives in the N.H.S.

III. How Many Doctors Do We Need?
The third and final session of the Winchester Conference discussed the number of doctors needed and the possibility of cutting hospital beds.
The topics included the conditions which general practitioners could treat at home, how the community could cope with discharged patients,
and whether nurses would take more clinical responsibility if given it. The working papers of the six main speakers are printed below,
followed by the discussion, which was chaired by a member of the B.M.J. editorial staff.

Working Papers hospitals.5 Another possible improvement is to reduce the
interval between admission and operation in these patients (see table).

Could We Cut Hospital Beds by a Third?

J. M. Forsythe

Before the National Health Service had begun several studies had
indicated that up to eight acute beds per 1,000 population were

needed. Hence the bed norms in the 1962 Hospital Plan' were a

considerable reduction on previous ideas-since these estimated bed
needs per 1,000 population of 3-3 for acute services, 0-58 for maternity,
1-4 for geriatric, 1-8 for mental illness, and 1-3 for mental handicap.

Essentially all methods used to calculate inpatient requirements
have ended up in estimating that as many beds are needed as there are

at present, primarily because they are based on present demand.They
tend to be based on, and applied to crude populations, thus taking no
account of the important factor of age distribution. Since 1962 the
estimations of bed needs have been somewhat refined but by and large
most of these norms cannot stand up to objective criticism. For
example, the norm for geriatric provision is now 10 beds per 1,000 of
the population over the age of 65, but over-65 is an insufficiently
sensitive level. Not surprisingly, those over 75 have five times as
great a discharge rate from geriatric accommodation as the 65 to 74
year group. Yet another effect of age is on the duration of stay regard-
less of diagnosis.
Over the last nine years the discharge rate has increased steadily in

acute services. In 1963 there were just over 90 discharges per 1,000
population from non-psychiatric specialties excluding geriatrics and
chronic sick. In 1971 it had reached nearly 105. Over the same period
the mean duration of stay had dropped from just under 14 days
(13-6) to just over 10 (10-4).

International comparisons of the duration of stay for similar
conditions in specific age groups8 4 also show that there is considerable
room for improvement in the present duration of stay within our
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FIGURE-Median Duration ofStay (Days) for Hysterectomies
between Wessex and U.S.A. Patients (P.A.S. Hospitals) for
1968 and 1969.

TABLE-Wessex Regional Hospital Board. Days Between Admission and
Hysterectomy By Year

1968 1969

Number of Patients 2,192 2,375
Mean Delay 2-02 1-81
Mode Delay 1.0 1-0
Median Deay 1-6 1-4
Variance 2-9 2-2
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Best Buy Hospital

These considerations underlay the Best Buy Hospital, which was
introduced on the basis of an acute inpatient provision of two beds per
1,000. It was assumed that patients would stay a minimum of time
necessary in hospital and that there would be full supporting services
in the community.
Almost independent of the community services, the South East

Thames Regional Health Authority has introduced an acute bed norm
based on 2 4 beds per 1,000 population for the region as a whole.
Within this breakdown, however, an age specific norm had been
calculated for each specialty which takes into account the national
discharge rate for each age group and also their mean duration of stay.
It was also assumed that there would be a mean turnover interval of
2-2 days apart from those specialties in which the national turnover
interval is already less than that-that is, gynaecology and dentistry,
where the figure of 18 was used.
For mental handicap the Cmnd. paper6 recommended specific

provision for both hospital inpatients and local authority places. The
South East Thames Region7 has proposed that the run down in the
hospital inpatient provision from 15 3 beds for children and 93 7 beds
for adults per 100,000 population to 13 and 55 places, respectively,
will coincide with the proposed -build-up of the local authority
services-from 5 6 places for children and 14-5 places for adults to
12 and 75 places respectively in the community per 100,000 population.
One could also argue that in the geriatric service and the services for

the mentally ill and psychogeriatric cases, similar account should be
taken of the community day and residential service in calculating the
number of inpatient beds required. Unlike the position with acute
beds there has been very little change in the last few years in the
discharge rate and duration of stay in geriatric accommodation. Only
a very small proportion of the elderly population are in inpatient
accommodation at any one time, and perhaps resources would be
better used not to increase the inpatient provision but rather the day
patient and community services.

In providing maternity beds there are even greater difficulties.
Ideally these should be based on the fertility rate (the number of
births per 1,000 women between the ages of 15 and 44). Nevertheless,
like the crude birth rate, even this is changing dramatically, while
there have been considerable changes in the pattern of stay in matemity
cases. Even allowing for every woman to be confined in hospital and
considerable seasonal fluctuations, there is still much spare capacity
in the country.
One aspect of the more efficient use of hospital beds that is often

discussed is the development of day hospitals and day surgery
facilities. But it must be remembered that a secondary effect of the
development of these services is to increase the level of dependence of
those patients that require admission. Every inpatient will then be at
the level of either medium or high dependency and therefore many
more nurses will be needed for any given bed than when there were
also some low-dependency patients in the wards. Hence it will
become more difficult to run efficiently the same number of beds.

Will this continual trend in the reduction of beds affect the quality
of care for patients ? Probably not-certaiiily as regards acute beds.
A study in Finland8 has shown that regardless ofthe number of beds
that are available urgent cases are still admitted to hospital at the
same rate. Since available hospital beds will always be used, a ceiling
must be set if the other aspects of health care are to develop properly.
Too often admitting a patient to hospital has been used because the
services are deficient elsewhere.
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Kent Area Health Authority, Preston Hall Hospital, Maidstone, Kent
J. M. FORSYTHE, M.B., M.F.C.M., Area Medical Officer

What Could the G.P. Treat at Home-
with Proper Support?

A. Colling

Despite the Government's good intentions the proportion of money
spent on general practice has gradually fallen over the years, while
hospitals have taken an increasing share of N.H.S. funds. Since
general practitioners and their teams cope economically with 90% of
an illness in the community it is difficult to see what large savings they
could effect. Nevertheless, many practices give some of their time
each week to non-practice matters-such as clinical assistantships,
industrial appointments, etc. Some of these jobs are essential to the
community, but they should always be allowed for when assessing the
total practice work load and not be undertaken to the detriment of
patients under care. Practice audits will guide doctors in the best way
to apportion their time. Since the reorganization of general practice
there have been several assessments of work loads by general prac-
titioners confining their scope to primary care. These have shown the
possibility of larger work loads than were formerly considered consis-
tent with good practice. If this pattern continues it would seem wiser
to give general practitioners more support to treat cases at home than
to increase list sizes.
Without any major changes the general practitioner could at present

cope with most of the follow-up of patients discharged from hospital.
He should be the doctor of first contact in almost all casualties. Now
that the principle of item-of-service payments is becoming more
acceptable much minor surgery and other procedures could be done
on this basis. Doctors must be encouraged and expected to complete
medical assessments of most patients themselves with the good access
to diagnostic facilities now enjoyed by most practitioners. When
asking for specialist advice or admission to hospital they should be
more critical of what they can expect. Such changes in attitudes and
skills are expected from vocationally trained general practitioners if
their training is to mean anything. Badly trained, they will increase
rather than decrease demand on the hospital services.
What is needed is careful community studies of projected forms of

treatment before expensive facilities are provided. We have seen this
done in Cleveland during the last few years, in myocardial infarction,
surgery of hernias, the care of stomata, and family planning. Local
management teams should insist on such evidence and ensure they
get value for money. For example, our community survey on myo-
cardial infarction in Cleveland showed that many cases could be kept
safely at home.' It was then possible to plan what was necessary and
practicable in terms of community care.
The general practitioner's team is gradually being increased in size,

and, used wisely, is adding to the quality of primary care. A serious
omission is the lack of provision for nursing or "guardian care" for
patients who need more than a few minutes attention each day. Many
hospital admissions could be averted if the general practitioner had
more substantial support and could call on members of his team to
give this care.
More facilities for general practice mean proportionately less for

hospitals no matter how the sums are done. This makes sense only if
priorities are evaluated on a community basis.

1 To be published.

Stockton-on-Tees, Cleveland
A. COLLING, M.D., F.R.C.G.P., General Practitioner

Can the Community Cope with Patients
Discharged Early from Hospital ?

M. Bott

As a consultant psychiatrist my brief must be the consideration of
early discharge ofpsychiatric patients. I would like to beg the question
at the outset by asking "Do we need to admit patients to hospital ?"
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