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SUMMARY
Background. Reports in the national press suggest that
general practitioners in London are experiencing difficulties
in securing hospital admission for their acutely ill patients.
Aim. A study was undertaken to investigate the problems
encountered by general practitioners in one family health
services authority in south east London in arranging acute
admissions to hospital.
Method. A self-report questionnaire was completed by a
sample of general practitioners every time an acute hos-
pital admission was attempted.
Results. A total of 493 questionnaires were completed by
111 general practitioners over the 47-day study period.
Problems during the hospital admission procedure were
experienced in 171 (35%) of the cases reported, with 115 of
the 537 telephone calls to a hospital (21%) resulting in a
refusal to admit the patient to that particular hospital. The
main problem reported was that of 'no beds available' an
obstacle to admission that was more likely to be encoun-
tered if the patient was aged 75 years or over than if the
patient was younger.
Conclusion. In the light of the problems reported, possible
changes to the current method of arranging acute admis-
sions to hospital in London are discussed.
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Introduction
THE traditional method used by the general practitioner wish-

ing to arrange an acute admission to hospital is for the admit-
ting doctor to contact directly the hospital duty doctor respons-
ible for admissions. However, in London there is evidence that
this system is not operating as effectively as it might. Reports in
the national press have described the difficulties that general
practitioners have in arranging emergency admissions (letters,
Guardian, 14 and 25 January 1994), a situation which could be
seen as being one of conflict rather than communication. The sit-
uation in London is of particular concern,1 and problems are pre-
dicted to worsen as the number of beds available decreases in
line with the recommendations of the Tomlinson report and
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Making London better2'3 and as the number of very elderly
people in London increases.4

Although the emergency bed service operates in London -
acting as an 'honest broker' between the general practitioner and
the hospital - it is generally only turned to by general practi-
tioners for the most problematic of their acute admissions.5 If the
emergency bed service is unable to secure voluntary acceptance
of a patient, the medical referee procedure is implemented,
whereby an independent doctor acts as an arbitrator for the case.
If the medical referee sanctions the admission, the hospital
responsible for the patient's geographical area is compelled to
accept the patient. This procedure has been used increasingly
since the mid-1980s.6 Similar services to the emergency bed ser-
vice exist in a number of other cities in the United Kingdom.

Focusing entirely on the problems experienced by general
practitioners in admitting their acutely ill patients, however, fails
to see the other side of the story. It is the daunting responsibility
of acute sector service providers to plan their services so that a
balance can be achieved between carrying out elective work
while ensuring that enough beds are available to deal with emer-
gency admissions. The unpredictable nature of acute admissions
makes forecasting the necessary bed capacity to deal with unex-
pected peaks of demand notoriously difficult.7 The situation is
also likely to cause problems for hospital doctors who are called
upon to 'protect' their beds from all but the most urgent cases,
leading to difficult and often confrontational discussions with
their general practitioner colleagues about the necessity of admit-
ting a particular patient.
A study was therefore undertaken to identify some of the diffi-

culties experienced by general practitioners in London when they
try to admit their acutely ill patients.

Method
This study recorded the experiences of a sample of 111 general
practitioners in one family health services authority area in south
east London admitting acutely ill patients to hospital over a 47-
day period. A total of 36 practices, between them responsible for
the care of 222 672 registered patients, participated in the study.
The practices were not randomly selected, but had previously
volunteered to help in a large scale study of referrals in which
approximately one fifth of all the practices within the family
health services authority area had participated. The study started
on 30 September 1991 and ended on 15 November 1991.
Each practice was asked to complete a questionnaire every

time an acute admission to hospital was attempted. For the pur-
poses of this study, an 'acute admission' was defined as any
patient for whom the general practitioner requested immediate
admission to hospital or immediate assessment with a view to
admission. The questionnaire data included: patient's age, sex
and medical diagnosis; time taken by the general practitioner to
arrange admission (from first dialling the hospital to the time the
referral was agreed); description of the problems encountered
during the admission procedure; mode of transport to hospital;
time taken to arrange transport to hospital by ambulance (from
first dialling the ambulance number to the time the patient's
details were accepted by ambulance control); and the suitability
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of the patient for admission to a low technology institution such
as a local general practitioner hospital.

Validation of the numbers of patients included in the study
was carried out at two of the accident and emergency depart-
ments where more than half of the attempted admissions had
been arranged. The aim of the validation exercise was to com-
pare the number of cases included in this study with the cases
recorded in the independent records held in these departments for
two of the seven weeks of the study.
At the start of the study each practice was asked to appoint a

study coordinator whose task it was to liaise with members of the
project team. The coordinator's main role was to check regularly
with the general practitioners that a questionnaire had been com-
pleted for all patients eligible for the study. It was particularly
important for the study coordinator to ensure that any acute hos-
pital admissions attempted out of hours by deputizing doctors
were included.
The data were analysed using SPSSPC.

Results
A total of 493 completed questionnaires were returned by the
111 general practitioners participating over the 47-day study
period. The overall attempted acute hospital admission rate for
the 36 practices was equivalent to an annual rate of 17 per 1000
registered patients.
A total of 302 (61.3%) of the hospital admissions recorded were

for female patients. Eleven per cent of the study population were
aged 65 years and over, and 185 (37.5%) of attempted acute admis-
sions were made from this age group. Only 5% of the study popula-
tion were aged 75 years or more, but they contributed 118 (23.9%)
of the attempted acute admissions. The most common diagnoses
recorded in 483 cases were those of the circulatory system (19.5%),
digestive system (18.8%) and respiratory system (18.6%).
The time taken to arrange admission was recorded in 471 of

the 493 questionnaires and ranged from one minute to 270 min-
utes (mean 18 minutes, median 10 minutes, Table 1).
A total of 115 of the 537 telephone calls made to local hospi-

tals by general practitioners led to a refusal to admit the patient
to that particular hospital. The delay pattern in the admissions
procedure is shown in Table 2.
A total of 171 admissions (34.7%) were recorded by the gener-

al practitioners as being problematic in some way, with more
than one problem being recorded in a number of cases. The main
problems experienced were the hospital reporting no beds avail-
able (83 cases); communication problems (45 cases), such as
failure to obtain an answer at the switchboard, the duty doctor

Table 1. Time taken to arrange hospital admission and transport
by ambulance.

% of patients

Admission Transport
arranged arranged

Time taken (minutes) (n = 471)a (n = 215)b

0- 5 36.9 47.9
6-10 24.6 23.7
11-15 11.9 16.7
16 - 20 7.6 4.7
21 - 25 3.0 1.4
26 - 30 5.7 2.3
31 - 35 1.3 0.5
>35 8.9 2.8

n = total number of patients for whom time recorded. aTime not record-
ed in 22 cases. bTime not recorded in nine cases.
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Table 2. Admission procedure for 487 patients.8

Contact between GP and hospital No. of patients

First contact
Admitted via EBS 6
Admitted with no bed arranged 9
Accepted by first hospital contacted 376
Refused admission at first hospital 96

Second contact
Admitted via EBS 36
Admitted with no bed arranged 6
Accepted by second hospital contacted 35
Refused admission at second hospital 19

Third contact
Admitted via EBS 8
Accepted at third hospital contacted 11

aContacts not recorded in six cases. EBS = emergency bed service.

failing to be contacted or the call being misdirected; and lengthy
negotiations being necessary with the hospital (35 cases). Other
problems included the patient being refused at a particular hos-
pital (19 cases); the general practitioner being advised to send the
patient to the accident and emergency department (12 cases); and
hospital personnel being generally unhelpful (eight cases).
The most commonly reported problem of no beds being avail-

able was significantly more likely to be experienced by general
practitioners attempting to admit patients aged 75 years or over
than when attempting to admit patients aged less than 75 years
(34 cases, 28.8%, versus 47 cases, 12.5%, respectively, x2= 17.3,
1 df, P<0.001).
The time taken to arrange an ambulance ranged from one

minute to 120 minutes (mean time 10 minutes, median seven
minutes, Table 1.) In addition to the normal 999 emergency
ambulance number, the London Ambulance Service provides
general practitioners with another number to call when an ambu-
lance is required less urgently. When the time taken to arrange
transport was analysed separately according to which of the two
ambulance numbers had been called, the mean time taken to
arrange the 999 ambulance for 116 cases was nine minutes, com-
pared with 13 minutes taken to arrange transport for 98 cases via
the other number. The majority of unsolicited comments from
general practitioners about the problems they experienced when
arranging transport concerned the length of time it took ambu-
lance control to answer incoming calls (22/25 complaints). A
total of 214 patients (45.1% of those for whom mode of transport
known) chose to make their own way to hospital.
The question asking whether the patient could have been

looked after in a low technology institution offering good nursing
care, such as a local general practitioner hospital, was answered in
477 of the 493 cases. A total of 76 patients (15.9%) were consid-
ered by the general practitioner to be suitable for care in a low
technology bed. Of the more elderly patients, 21.2% of the 65-74
year olds and 41.1% of the patients aged 75 years or more were
considered suitable for admission to a low technology institution.

Validation of the numbers of patients included in the study
proved problematic. At both accident and emergency depart-
ments, information about patients was recorded on casualty
cards, the format and storage of which made it impossible to val-
idate the data accurately. Despite these problems, it was clear
that a number of patients who were eligible for inclusion in this
study had been missed by the participating practices. From the
information collected it was concluded that the study sample was
more likely to over-represent those patients aged under five
years, to underestimate those aged between 65 and 74 years of
age, and to underestimate the number of night-time admissions.
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Discussion
The attempted admission rate in this study was equivalent to an
annual rate of 17 per 1000 patients. A study of hospital referrals
carried out within the same geographical area by Morrell and
colleagues in 1971,8 recorded an annual acute hospital admission
rate of 14 per 1000 registered patients. The present study did not
follow the outcome of the attempted admission to hospital and it
is likely that a proportion of patients were not admitted after
assessment in the accident and emergency department. The
attempted admission rate in the present study would therefore be
expected to be higher than the actual admission rate.
The findings of this study bear out reports in the media which

indicate that problems are being experienced with the acute hos-
pital admissions procedure in London.' A number of studies in
London have described a situation where reductions in bed num-
bers have led to hospitals considerably increasing their threshold
for admission9"0 and general practitioners attempting to sidestep
problems by arranging admission directly via the hospital acci-
dent and emergency department1' or through the emergency bed
service.12 Arranging admission to hospital for patients is already
seen as being likely to cause the general practitioner anxiety and
occupational stress,'3 and this situation can only be predicted to
worsen as an increasingly elderly population competes for a
diminishing number of beds.
As well as the problems experienced by the doctors in this

study in arranging emergency admissions it was apparent that
major difficulties were also being experienced in arranging trans-
port. It was particularly worrying that the general practitioners
reported taking a mean time of nine minutes to arrange transport
via the 999 ambulance number, only four minutes less then the
mean time taken to arrange an ambulance via the other ambu-
lance number. That 45% of patients chose to make their own way
to hospital may be a further indication of the difficulties being
experienced with the ambulance service in London at the time
this study was carried out.

In the light of the reported difficulties with the acute admis-
sion procedure in London we would suggest that considerable
changes to this procedure are needed. The following suggestions
may provide a useful starting point for further discussion of this
complex issue.

First, there may be an extended role for the emergency bed
service in London, or the establishment of a central bed bureau
organized along similar lines, as being the preferred method of
admitting all acutely ill patients to hospital in future. Under such
a system, the general practitioner wishing to admit an acutely ill
patient would contact the bed bureau which would be provided
with details of the patient, his or her current problem and previ-
ous hospital experience. The general practitioner would provide
the patient with a letter to the hospital and leave a contact num-
ber with the bed bureau. The bed bureau could then arrange the
patient's admission and transport to hospital, ensuring that the
general practitioner's telephone number was passed on to the
hospital doctor in charge of the admission. While the adoption of
such a system would decrease the contact between hospital doc-
tors and their colleagues in general practice, the use of a bed
bureau may help to ameliorate the problems currently being
experienced in London and which are forecast to worsen within
the next few years.

Secondly, neighbouring hospitals could be organized into con-
sortia to increase the pool of beds available at any one time to
receive emergency admissions. The unpredictable nature of
emergency admissions means that it is difficult to plan with any
certainty the number of available beds that might be needed at
any time. Studies have suggested techniques of bed management
that might ease the planning of emergency admissions, such as
buffer or admission wards which hold patients between the acci-

dent and emergency department and the main hospital wards,'4
and the use of diagnostic protocols which set out the criteria for
admission and for length of stay in hospital.'5 Based on their
observation that the overall number of beds needed to cope with
emergency admissions declines with the size of the admitting
unit, Green and Armstrong suggest that aggregation of hospital
facilities may prove useful.'6 By increasing the pool of beds
available for emergency admissions through the organization of
hospital consortia, the effect of the unpredictability in the num-
ber of admissions is likely to be diminished.
The third suggestion involves an increase in the number of low

technology beds available, particularly for elderly patients. This is
not an original suggestion,'7 but one which appears to receive sup-
port from the general practitioner participating in this study, who
felt that 41% of those patients aged 75 years or over would have
been suitable for care in a local general practitioner hospital. For
the patients in this age group, who made up almost a quarter of the
study sample, the general practitioner was more likely to experi-
ence problems during the admission procedure and to be told that
there were no beds available than for younger patients. Elderly
patients are often seen as being responsible for blocking high tech-
nology beds. An increase in the number of low technology beds
for the care of such patients might go some way towards alleviat-
ing the problems experienced when general practitioners attempt
to admit their acutely ill elderly patients to hospital.

Clearly, the suggestions proposed are not without their own
problems, and any changes to the system currently in use would
need careful monitoring and evaluation. However, it is hoped
that these proposed changes to the acute admissions procedure
and to the organization and availability of hospital beds make
a positive contribution towards solving some of the problems
currently being experienced in London.
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This programme looks at partnerships in general
practice: at how the partners express their values
and intentions, their hopes and fears, and how they
work together as a group. The thesis which we put
forward is that the partners as individuals can work
with one another towards common goals and are
major determinants of the quality of care that the
practice is capable of providing for its patients.

This video, course book and the accompanying
management game are designed to provide oppor-
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structure of partnerships, the way in which partners
relate to one another, and the impact of these rela-
tionships on practice planning and the management
of change.

This package contains:- a course book, annual
report and 30-minute VHS video. Price: £45.00
including packing and postage.

For further details or to order a copy please contact:
RCGP Sales, 14 Princes Gate, Hyde Park, London
SW7 1PU. Telephone 071-823 9698 (or 071 225
3048, 24 hours for Access and Visa only).
Cheques should be made payable to RCGP.

INSTITUTE OF

COUNSELLING
Skills-based Courses

COUNSELLING

* Certificate Courses
* 1 Year Diploma Courses
* 2 Year Diploma Courses
* Training Resources
(Our bookshop stocks one of the largest ranges of
books on therapy in Scotland)

All courses on a home study basis with tutor and
video support.

COUNSELLING IN .....

A New Series of6 Training Videos
1 Counselling in Perspective (31 min)
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2 Counselling in Action (48 min)
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3 Counselling in Depth (50 min)
3 counselling sessions demonstrating empathy,
positive regard & genuineness. They tackle issues such
as blindness, alcoholism, serious illness and depression.

4 Counselling in Focus (50 min)
One to one counselling and group work using active
listening and advanced empathy and looking also at
cultural counselling, unemployment.

5 Counselling in Analysis (48 min)
One to one counselling and group discussion on 2
important counselling models which assist clients to
re-evaluate and play action.

6 Counselling in Role Play (Psychodrama) (76 min)
Part 1. A formal introduction to Psychodrama.
Part 2. 40 mins from an actual Psychodrama.

Series produced for the Institute of Counselling
Series cost £150 per set * Also available to hire
Accredited by The CACC; recognised by ACC

For a Prospectus Contact:
Dept GP, Institute of Counselling,

6 Dixon St, Glasgow, Gl 4AX. Tel: 041-204 2230
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