
EDITORIALS

Community hospitals: new wine in old bottles?

Community hospitals occupy an uneasy middle ground
between primary and secondary care sectors: they have at

times been threatened, promoted, and occasionally overlooked.
The ebb and flow of the fortunes of community hospitals has been
well described by a number of authors in a series of reports,'-9 all
of which take a carefully critical, but ultimately supportive, view
of their place in the spectrum of health care provision. Irrespective
of the views of policy makers and academics about the merits of
community hospitals, they enjoy substantial support from the
localities they serve and from the general practitioners and other
health professionals who work in them.

The changing ethos of the National Health Service emphasizes
the importance of primary and community care with a focus on
high-quality health services that are more readily accessible to
patients.'0"'1 There is a balance to be struck between increasingly
specialized and high-technology secondary care facilities and the
expanding agenda and growing expectations of primary care.
Community hospitals sit at the interface, representing a significant
and valued health care resource. It is important that they are
focused, developed and appraised appropriately in order to maxi-
mize patient benefits. 2

Value of community hospitals
A number of descriptive studies from throughout the United
Kingdom (UK) have indicated that community hospitals have a
distinct and important role for health care delivery,'3-'8 but defini-
tive evidence of the place and worth of community hospitals is
still lacking despite earlier calls for more rigorous studies.8"19 The
view that community hospitals may be unsafe (because inappro-
priate levels of care are being provided by insufficiently skilled
staff and poor facilities) is not supported by any available pub-
lished evidence. The opposite and widely held view (that patients
in community hospitals are appropriately selected and enjoy high
standards of care) requires further elucidation. With few excep-
tions,20 clarity is hindered by the lack or inaccessibility of routine
data on community hospital activities;20 this is compounded by
the absence of robustly designed investigations, such as random-
ized studies comparing the clinical and financial effectiveness of
treatment in different settings.21-23 A particular concern that the
ready availability of community hospital beds encourages unnec-
essary admissions has not been substantiated,24 and there is con-
sistent evidence that the availability of such facilities offsets
medical admissions to specialist units.25-3' Calculations of the
costs and benefits of community hospitals must take account of
social benefits to patients and carers as well as voluntary support
- these benefits may be significant, elusive, and difficult to
measure, but they must not be overlooked in the final equation.

Scope of community hospital services - old and new
models
There is great diversity in the use of community hospital facilities
throughout the UK, which have evolved from a mix of historical
provision, resource availability, professional expertise and enthu-
siasm, geographical factors, and the health needs and aspirations
of local communities. Although community hospitals are com-
monly thought of as appropriate for rural or provincial care set-
tings, they should also be considered for urban locations.32'33

They account for approximately three per cent of acute beds in
the NHS, amounting to 10 000 beds in some 350 hospitals.34
Overall, the majority of admissions are for acute medical care and
include rehabilitation and convalescence, respite care, palliative

care,'7 observation and assessment, and long-stay care.2" 3"14"19
Some community hospitals also include maternity care, surgical
services (primarily for day-case activities), day care,'6 outpatient
clinics, minor casualty,'5 paramedical functions, and imaging and
diagnostic equipment.2"2-'4'33

The view of a community hospital as a variation on a bed
theme is limited - the concept of a 'community care centre' may
be one alternative. New developments could take into account
primary care and community services in addition to inpatient care.
As such, community care centres could become integrated sites
for 'one stop' health care provision. This might include general
practitioner consulting, pharmacy, physiotherapy, dentistry, chi-
ropody, occupational therapy, community nursing (including psy-
chiatric nursing), health visiting, community care management,
and voluntary services, as well as traditional inpatient, outpatient,
and day-patient activities. The concept of one multifunctional
base for all primary care team members, with a shared vision for
locality care, is central to this model. The Lambeth Community
Care Centre, which opened in 1985, contains many of these
elements.35'36 A number of other models of intermediate care
facilities,37 including primary care resource centres,38 nurse-led
inpatient care units,37 polyclinics, and hospital-at-home
schemes,39 have been described and continue to evolve.
Successful innovations will pivot on the formation of creative
partnerships and alliances between general practitioners and other
health professionals, health authorities and boards, NHS trusts,
social services, the private sector, and voluntary agencies - with
the active support of patients.

Community hospitals: promoting progress
There are a number of barriers impeding progress. These are not
confined to structural issues and may include absent development
plans, ineffective information systems, insufficient exploitation of
new technologies (including telemedicine),"0 management limita-
tions, inadequate operational policies and protocols, underdevel-
oped quality assurance mechanisms,4' insufficient nursing staff
flexibility, and inappropriate patient expectations.'2 None of these
are insuperable and they can be addressed successfully.2'4'-48 Lack
of incentives for general practitioner involvement remains largely
unresolved: realistic levels of remuneration must be determined
for additional clinical and managerial responsibilities. Although
general practitioners who are currently working in community
hospital services are almost uniformly enthusiastic, there appears
to be some reluctance among those who are not yet involved
directly. This is not just the result of inadequate financial recom-
pense; there is likely to be a mixture of factors, including personal
preference and ambitions,3 practice selection, extent of current
commitments, and lack of previous community hospital experi-
ence. The situation should be remedied by greater future use of
community hospitals for undergraduate teaching49 and vocational
training, allowing increased exposure to this type of care environ-
ment for multidisciplinary learning.'2

Community hospitals continue to make significant contribu-
tions to patient care throughout the UK. Enthusiasm for them has
waxed and waned, and although the current outlook appears more
optimistic some units remain vulnerable to closure. Their rational
development will depend on creativity, enterprise, and experiment
allied to robust evaluation. Much of the service and educational
potential remains untapped and there is considerable scope for the
assessment of new integrated and intermediate care models. The
biblical metaphor of 'new wine in old bottles'50 in effect cautions
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against over-ambitious plans without adequate additional
resources. In the current climate of resource constraints, the best
way forward is for community hospitals to establish their place as
part of a range of quality patient services. We must now provide
the systematic evidence and commitment to make that happen.

LEWIS D RITCHIE
Mackenzie Professor of General Practice,

Department ofGeneral Practice and Primary Care,
University ofAberdeen

KATE ROBINSON
Grampian Healthcare Research Fellow,

Department of General Practice and Primary Care,
University ofAberdeen

References
1. Jones R (ed.) General practitioner hospitals. [Occasional paper 23.]

London: RCGP, 1983.
2. Royal College of General Practitioners and Associations of General

Practitioner Community Hospitals. Community hospitals - preparing
for the future. [Occasional paper 43.] London: RCGP, 1990.

3. Grant JA. Community hospitals - time to come off the fence. J R
Coll Gen Pract 1989; 39: 226-227

4. Ramaiah S. Community hospitals in the new NHS. BMJ 1994; 308:
87-88.

5. Emrys-Roberts D. The cottage hospitals 1859-1990. Motcombe,
Dorset: Tern, 1991.

6. Berkeley JS. The role of the cottage hospital. MD Thesis. University
of Edinburgh, 1975.

7. Higgins J. The future ofsmall hospitals in Britain. Institute for
Health Policy Studies, University of Southampton, 1993.

8. Shaw CD. General practitioner hospitals: coming or going? BMJ
1984; 288: 1399.

9. Tucker H. The role andfunction ofcommunity hospitals. King's
Fund Project Paper No 70. London: Kings Fund, 1987.

10. National Association of National Health Authorities and Trusts.
Reinventing healthcare: towards new models. London: NAHAT, 1993.

11. Hughes J, Gordon P. Hospitals and primary care: breaking the
boundaries. London: King's Fund Centre, 1995.

12. Ritchie LD. Community hospitals in Scotland: promoting progress.
Aberdeen: Department of General Practice and Primary Care,
University of Aberdeen, 1996.

13. Cavenagh AJM. Contribution of general practitioner hospitals in
England and Wales. BMJ 1978; 2: 34-36.

14. Grant JA. Contribution of general practitioner hospitals in Scotland.
BMJ 1984; 288: 1366-1368.

15. Blair JSG, Grant JA, McBride H, et al. Casualty and surgical ser-
vices in Perthshire general practitioner hospitals 1954-84. J R Coll
Gen Pract 1986; 36: 359-362.

16. Ramaiah RS, Jones DT. Comparison of patients attending general
practitioner and consultant day hospitals. J R Coll Gen Pract 1984;
34: 505-508.

17. Thorne CP, Seamark DA, Lawrence C, Pereira Gray DJ. The influ-
ence of general practitioner community hospitals on the place of
death of cancer patients. Palliative Care 1994; 8: 122-128.

18. Liddell R, Grant J, Rawles J. The management of suspected myocar-
dial infarction by Scottish general practitioners with access to com-
munity hospital beds. Br J Gen Pract 1990; 40: 318-322.

19. Bennett AE (ed.) Community hospitals: progress in development and
evaluation. Oxford: Oxford Regional Hospital Board, 1974.

20. Tomlinson J, Raymond NT, Field D, Botha JL. Use of general practi-
tioner beds in Leicestershire community hospitals. Br J Gen Pract
1995; 45: 399-403.

21. Bennett AE. Evaluating the role of the community hospital. Br Med
Bull 1975; 30: 223-227.

22. Rickard JH. Cost effectiveness analysis ofthe Oxford Community
Hospital Programme. Oxford: Department of the Regius Professor of
Medicine, University of Oxford, 1976.

23. Cavenagh AJM. How do community hospitals make economic
sense? BMJ 1974; 2: 392.

24. Sichel GRM, Hall DJ. A study of six general practitioner hospitals in
Tunbridge Wells Health District. Health Trends 1982; 14: 24-26.

25. Weston-Smith J, O'Donovan JB, Hoyle G, et al. Comparative study
of district and community hospitals BMJ 1973; 2: 471-474.

26. Humphreys RC. Retrospective evaluation of the role of a community
hospital. BMJ 1973; 4(suppl): 19-22.

27. Kemick DP, Davies SE. The community hospital: a three year study.
BMJ 1976; 2: 1243-1245.

28. Treasure RAR, Davies JAJ. Contribution of a general practitioner
hospital: a further study. BMJ 1990; 300: 644-646.

29. Baker JE, Goldacre M, Muir Gray JA. Community hospitals in
Oxfordshire: their effect on the use of specialist inpatient services. J
Epidemiol Community Health 1986; 40: 117-120.

30. Coast J, Inglis A, Morgan K, et al. The hospital admissions study.
Final report. Bristol: Health Care Evaluation Unit, University of
Bristol, 1994.

31. Hine C, Wood VA, Taylor S, Charny M. Do community hospitals
reduce the use of district general hospital inpatient beds? J R Soc
Med 1996; 89: 681-687.

32. Jarman B. Community hospitals: a desirable option? Quality in
Health Care 1995; 4: 160.

33. Hull SA, Jones I. Is there a demand among general practitioners for
inner city community hospitals? Quality in Health Care 1995; 4:
214-217.

34. McCormack B. The developing role of community hospitals: an
essential part of a quality service. Quality in Health Care 1993; 2:
219-223.

35. Higgs R. Example of intermediate care: the new Lambeth
Community Centre. BMJ 1985; 291: 1395-1397.

36. Armstrong D, Baker A. An evaluation ofthe Lambeth Community Care
Centre. London: Lambeth and Lewisham Health Commission, 1995.

37. Steiner A. Intermediate care: a conceptualframework and review of
the literature. London: King's Fund, 1997.

38. Glendinning C, Bailey J, Jones J, et al. Primary care resource
centres in England: an initial survey. Manchester: National Primary
Care Research and Development Centre, 1995.

39. Gordon P, Hadley J. Extending primary care: polyclinics, resource
centres, hospitals-at-home. Oxford: Radcliffe Medical Press, 1996.

40. Maclean JR, Ritchie LD, Grant AM. Telemedicine: 'communication'
by any other name? Br J Gen Pract 1997; 47: 200-201.

41. Shaw CD, Collins CD. Health service accreditation: report of a pilot
programme for community hospitals. BMJ 1995; 310: 781-784.

42. Jones R. Do GP hospitals extend primary care? BMJ 1986; 286:
1483-1484.

43. Jones R, Tucker H. The role of community hospitals. Health Trends
1988; 20: 45-48.

44. McCormack B. Community hospitals development project -final
report. Oxford: Oxfordshire Community NHS Trust, 1996.

45. Community Hospitals Working Group. Community hospitals in
Wales: the future. Cardiff: The Welsh Office, 1996.

46. Tucker H, Bosanquet N (eds). Community hospitals in the 1990s.
Chichester: Carden Publications, 1991.

47. Joint Working Group of the Standing Medical and Nursing and
Midwifery Advisory Committee. Maintaining high quality care in
smaller units. London: DOH, 1996.

48. Jarvie ND. GP cottage hospitals. Scott Med J 1985; 5: 10-12.
49. Grant JA, Ramsay A, Bain J. Community hospitals and general prac-

tice: extended attachments for medical students. Med Educ 1997;
31: 364-368.

50. Holy Bible. Matthew 9: 17. [Authorized (King James) Version.]

Address for correspondence
Professor Lewis D Ritchie, Department of General Practice and Primary
Care, University of Aberdeen, Foresterhill Health Centre, Aberdeen
AB25 4AY.

Shifting the work
THIRTY years ago the mad were confined in hospital while

women in labour were confined at home. Today the situa-
tion is reversed and it is the mad that are looked after in the
community while childbirth has become a hospital specialty.
Equally startling shifts in the balance of work between primary
and secondary care have occurred elsewhere: a significant
portion of secondary care nursing has been transferred into the

community as the length of stay after elective surgery has
halved and the throughput doubled, and as large numbers of
National Health Service respite beds have been shut. Changes in
clinical treatments mean that, today, patients suffering acute
myocardial infarction or miscarriage are almost always sent to
hospital, while antenatal patients and those with peptic ulcer
disease are largely looked after in primary care. Some work has
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