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FORORD

Denne studien om sykestuene i Finnmark er kommet i stand pé bakgrunn av min interesse
for kommunikasjon og samarbeid 1 helsevesenet. Den originale studien er gjennomfert
som et doktorgradsarbeid og er skrevet pé engelsk. A bare skulle skrive pd engelsk om et
samhandiingsprosjekt 1 norsk helsetjeneste, fant jeg utilfredsstillende. Jeg ville at
helsepersonell og befolkning i Finnmark, som har stettet opp og gjort undersekelsen
mulig, skujle kunne lese rapporten p4 norsk. Den norske versjonen omfatter et
sammendrag av de fem artiklene studien bygger pé. Selve artiklene er ikke oversatt, men
inkludert som vedlegg i sin originale engelske sprakiorm.

Jeg vil takke for oppmuntrende stette fra Institutt for samfunnsmedisin ved
Universitetet i Tromss, som har gjort meg i stand til 4 fullfere denne oppgaven. I forste
rekke gjelder det mine to veiledere Anders Forsdahl og Olav Helge Forde. I tillegg har
flere personer bidratt med sin kompetanse og innsikt, spesielt Hasse Melbye, Ivar Sanbe
Kristiansen, Helge Serdsdekkan, Knut Fylkesnes, Bjern Odvar Eriksen og @yvind Irtun.
De har alle gitt inspirerende og konstruktive innspill i prosessen.

Arbeidet ville ikke veart mulig uten samarbeid fra leger, sykepleiere og
legesekretzrer pa helsesentre og sykestuer i Finnmark. Spesielt viktige i startfasen var
Eystein Straume og Daniel Haga. Gjennom sin kjennskap til aktuelle samarbeidspartnere
fungerte de som derfpnere il Finmmark. Jeg vil ogsd takke Marianne Eckhoff, for
innsiktsfullt og dyktig oversettelsesarbeid.

Studien har it ekonomisk stette fra Kvalitetssikringsfonder 1 Den Norske
Legeforening og Medisinsk Forskning i Fimmmark, Universitetet i Tromse, som forvalter
gkonomiske midler fra Sosial- og Helsedepartementet. Den ekonomiske bistanden har
vaert avgjerende for & kunne giennomfere studien.

Disse drene har vzaert preget av intens arbeidskonsentrasjon. Jeg har vart mye borte
fra hjemmets gleder og piikter, ikke bare fysisk, men ogsé mentait. Ann-Mari, Elisabet og
Oyvind - takk for den taimodighet dere har vist meg bade som ektemann og far. Altialt

og aller viktigst: Takk for de fine dagene vi tross alt har hatt sammen.

Tromse, juni 1998 [var Aaraas
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KORT SAMMENDRAG
Sykestuene i Finnmark - avvikling eller ny giv?

Sykestuen er en gammel og tradisjonsrik institusjon i norsk helsetjeneste. I Finnmark ble
sykestuene etablert 1 siste halvdel av forrige &rhundre. En sykestue i dag bestir vanligvis
av et akuttrom og exn liten sengepost samlokalisert med et sykehjem og et helsesenter. De
lokale almenprakiikerne deler det medisinske ansvaret for pasientene. Hyppig
forekemmende diagnoser er kreft, hjemeslag, brudd og luftveissykdommer.

Sykestuer fantes i hele distrikts Norge fram tif 1970-tallet, deretter har de gradvis
forsvunnet de fleste steder. I Finnmark har Fylkeskommunen bidratt med driftsmidler.
Her er sykestuene bevart, men ogsa i Finnmark har det veert reduksioner. Etter 1994 er
sengetailet blitt halvert. Tilbakegangen for sykestuene er skjedd il tross for at
undersekelser og offentlige dokumenter har fremhevet sykestuenes fordeler: Blant annet at
de kan tiene som et samfunnsgkonomisk gunstig bindeledd mellom ferste og

o n

annenlinjetjenesten og bidra til & "spare” sykehusopphold.
I denne studien, som er basert pd data fra Finnmark i perioden 1990-1994, var

siktemélet & gjore en mer omfattende analyse av sykestuenes bruk og mulige nytteverdi.

Materiale og metode

Det ble systematisk registrert pasientdata fra tre nivéer i helsetjenesten.

1. Fra almenpraksis

Almenpraktikere i Finnmark registrerte fortlepende én uke hesten -92. Alder, kjonn,
tidspunkt, problemstilling, alvorlighetsgrad og henvisninger ble notert for i alt 2496
pasientkontakter. Hensikten var & studere motiver bak legenes henvisninger og bruk av

sykehus og sykestuer,



2. Fra sykestuene

Her skjedde registreringen i lopet av &tte uker hesten -92. Ved til sammen 395 opphold
registrerte man blant annet pasientenes alder, kjonn, behandlingsnivé, hvar fra og hvor £/
pasienten bie overfert og diagnoser. Det ble ogsd gjort en vurdering av alternativt
behandlingsniva dersom sykestueinnieggelse ikke hadde vert mulig. Dette materialet ble
utnyttet ti} tre forméal. For det farste ble det brukt til en analyse av pasientkarakteristika og
pasientstrom gjennom sykestuene. For det andre tjente det som utgangspunkt for en
evaluering av behandlingsutfail for akuttpasienter som ble videresendt tif sykehus. For det
tredje ble det benyttet sammen med budsjett og skonomidata i en analyse av sykestue-
kosinader sammenholdt med altemative kostnader.

3. Fra lokalsykehusene i Finnmark

Her ble rutineregistreringer giennom en 5-&rsperiode (1990-94) giennomgétt for { alt
35.435 pasienter. Etter bestemte kriterier ble noen diagnoser kiassifisert som
svkestuediagnoser. Hensikten var & studere en mulig effekt av sykestuene p& bruken av

senger 1 sykehusene.

Resultater

Undersekelsen viste at 45% av sykestueoppholdene erstattet innleggelser i sykehus.
Sykestuene ble forst og fremst brukt til korttidsopphold og observasjon av medisinske
problemstillinger, og ikke til langtidsopphold for geriatriske pasienter. Evalueringen av
behandlingsutfall for akuttpasientene, konkluderte med at det i 96-57% av tilfellene ikke
var noen negative helseeffekter. Medisinske motiver beted mest for almenpraktikeres
beslutninger om innieggelser p& sykehus og i sykestuer. Tilgang pd sykestuer resulterte 1
lavere bruk av sykehus bide p.g.a. Javere innleggelseshyppighet og redusert liggetid pa
sykehus. Kostnadsanalysen indikerte at sykestuebehandling medforte lavere utgifter for

samfunnet enn alternative tilbud.

T



Konklusjoner:

Sykestuer blir ikke brukt til geriatriske langtidspasienter.

» Opphold p4 sykestuer er ikke forbundet med negative helseeffekter. Helsegevinster,
spesielt livreddende behandling for kyitisk syke pasienter, mer enn oppveier for

negative effekter.

s Tilgang pé sykestuer betyr redusert bruk av sykehus.

s Sykestuene er kostnadsbesparende og medferer bedre tilgang pé heisetjenester for

befotkningen i distriktene.

Samlet viser undersekelsen at det er fordeler med sykestuedrift bade utfra et menneskelig,
medisinskfaglig og samfunnsekonomisk perspektiv. Det skulle derved ligge tilrette for
beslutninger som snur de siste &rs nedleggeisestendens. En mer utbredt bruk av sykestuer
ville veare 1 pakt med idealer uttrykt bdde av fagprofesjonene og i regjeringsdokumenter.
Skal sykestuene ha en fremtid i morgendagens helsetjeneste, m& en finne
finansieringsordninger som gjere det attraktivt & opprettholde og eventuelt utvide dagens

sykestuetiibud.
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1. INTRODUKSJON

1 lgpet av 1970- og 80-arene har sykestuer 1 Norge veert gjienstand for flere studier
{1-5). Disse har vist at sykestuene kan ta seg av en rekke medisinske tilstander og
at de representerer et alternativ bide til innleggelser 1 sykehus og til behandling
hijemmet. Det har veart antydet at de har et potensiale til & redusere antall
innleggelser 1 sykehus. Studier fra sykehusene i Firnmark underststter indirekte
en slik virkning (6-8). I 1990-4rene har bade profesjonelle (%) og politiske miljeer
(10 - 11) pekt pd mulighetene for et konstruktivt samarbeid meliom sykestuer og
sykehus. Imidiertid er finansiering og administrativt ansvar for sykestuene fortsatt
uavklart. Det er nok hovedgrunnen til at antall plasser er redusert de siste &rene. I
Finnmark, som er det fyil—oet i Norge der bruken av sykestuer er mest utbredt, var
det stilt skonomiske midler til ridighet til drift av 45 senger 1 1997 (12). Dette er
en nedgang pa 50% siden 1994.

Det var naturlig & basere seg pé data fra Finnmark nir en skulle studere
sykestuer 1 Norge 1 1990-drene, siden majoriteten av landets gienvaerende senger 1
sykestuer var lokalisert der. Materialet til denne studien er innhentet i perioden
1990 - 1994 da aniall senger i sykestuer i Finnmark holdt seg stabilt pa omkring
90. Fig. 1 viser et kart over Finnmark med hovedveier og lokalisering av 16
sykestuer og to iokalsykehus. Lokalsykehusene tilbyr spesialisthelsetjenester
innen anestesifintensiv behandling, indremedisin, kirurgi, obstetrikk, gynekologi,
pediatri og rehabilitering. Andre og mer spesialiserte tilbud til befolkningen i
Finnmark er tilgjengelig i nabofylket ved Regionsykehuset i Tromse. Reisetiden
med bil fra sykestuene til de o lokalsykehusene varierer fra ca. én til fire timer.
Veistandarden er stort sett god. Mange lokalsamfunn med sykestue har en
sméflyplass. I tillegg til ambulansebiler er bade sje- og luftambulansetiibudet
godt utviklet og lett tilgjengelig. Til tross for at det tidvis kan vare teffe

veerforhold, er det sjelden ambulansetjenestene blir forhindret.



Fig.1
Fordeling av lokalsykehus og sykestuer i Finnmark
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Hva er en sykestue?

Ifslge Sykehusloven (1969} beskrives sykestuer skik:

wmedisinsk institusjon som gir pasienter opphold for & undersoke om innfeggelise §
syvkehus bor finne sted, eller for enklere behandling som ikke kan foretas I den

sykes hjem, men som ikke gjor innleggelse i sykehus nedvendigs

Norske sykestuer i 1990-frene bestr vanligvis av smé sengeposter samlokalisert
med svkehjem og helsesentre (Fig.2). Majoriteten av almenpraktiserende leger 1
Finnmark har sitt arbeidssted i kommunale helsesenire filknyttet en sykestue,
Sykestuens akuttrom med tilherende senger skal fungere som et bindeledd
mellom hjemmesykepleie, sykehjem og almenpraktikeren for behandling og pleie
for og etter eventuell sykehusinnleggelse. Avdelingen er utstyrt og betjent for &
kunne ta stilling til nokkelsparsmél knyttet til en sykestuepasient: Om, pé hvilken

méte og nar innleggelse 1 sykehus skal gienmomfares - eller om mulig unngés.

Fig. 2
SYKESTUE

vanlig organisasjonsmodeil

SYKESTUE : KOMMUNALT HEL.SESENTER

- Akuttrom ; - Skiftestue - Fysioterapi

- Senger (2- 16) : - Rgntgen - BErgoterapi
E - Laboratorium - Annen service
i

SYKEHIEM




Personell, utstyr og tjenestetilbud.

Det medisinske ansvaret for sykestuepasientene ivaretas vanligvis av de lokale
almenpraktikerne etter en turnusordning. Noen helsesentre far regelmessige besok
av spesialister fra fylkessykehuset eller regionsykehuset. Pleiepersonalet arbeider
bade pa sykestua og sykehjemmet. Begge enheter fir tjenester fra helsesenteret,
f.eks. rentgen, laboratorieservice, fysioterapi og ergoterapi. Utstyr som vanligvis
er tilgjengelig 1 sykestuer omfatter: EKG (for diagnostisering og overvakning),
hiertestarter  (defibrillator), kuvese, oksygen, luftveistuber, spirometer,
magesonder, katetere, kirurgiske instrumenter, bandasjemateriell og gips,
intravenas vaeske og et utvalg av medisiner. Enkelte sykestuer gir tilbud om

dialyse i nzert samarbeid med Universitetssykehuset 1 Tromse.

Gkonomisk bistand

Sykestuer er regulert av Sykehusloven samtidig som de rent praktisk er en del av
primarhelsetienesten. Det er derfor en pigiende diskusjonen om hvilken instans
som har ansvar for finansieringen. Finnmark fylkeskommune, som har det
okonomiske ansvaret for sykehusdrift, finansierer ogsé driften av sykestuene ved
4 overfore penger til kommunene. Men fylkesadministrasjonen er lokalisert langt
unna sykestuene og har utirykt skepsis til om sykestuer utferer relevante

sykehusijenester og om kostnadene kan forsvares.



2. HISTORIE

Sykestuer { Finnmark - den norske modellen
Det farste sykehuset i Finnmark ble &pnet § Alta i 1836, I lopet av de neste 90
rene, dvs. fram til 1927, ble mindre lokalsykehus eller sykestuer etablert i 18
Finnmark-kommuner {13). Fram til 1900-tallet var hovedutfordringen pasienter
med infeksjoner, mage-tarmsykdommer og mentale forstyrrefser. 1
lokalsamfunnene langs kysten ble institusjonene ofte drevet 1 takt med
svingningene 1 fiskesesongene. I lapet av disse periodene kunne innbyggertallet i
et kystsamfunn (Varde, 1853) eke fra 200 tii 2000 p.g.a. tilstramning av fiskere
serfra. Fiskerne hadde store pakjenninger idet de ofte bodde 1 &pne baiter under
dartige forhold. Mange ble brakt til sykestuene med alvorlige tilstander og
dadeligheten var stor. I begynnelsen av dette drhundret ble sykestuene supplert
med sarskilte sykehus som tok seg av et gkende antall pasienter med tuberkuiase.
Det ble ogsa bygget et kommunalt kolerasykehus (Varde, 1909). Dette skyldtes
smittefaren i forbindelse med de travle handelsforbindeisene mellom Finnmark og
Russland.

Etter den 2. verdenskrig startet Rode Kors byggingen av flere nye sykestuer
etter en mocdeil fra Kjoellefjord (14). I et brev til en venn 1 juni 1936 beskriver dr.

Knut Schreder pasienter og oppgaver ved Kjellefjord sykestue pé denne maten:

«Pa dette halvir har jeg hatt 76 patienter. Herav 4 appendectomier, 4-3
brokkoperasjoner, en sterilisatio, et par evacuasjoner, flere tonsillectomier, et par
Jfingeramputasjoner, smdtumores, og talrike incisjoner, Verkefingrene hos
fiskerne er gjennomgdende stygge og voldsomme infeksjoner. Jeg bruker bide
spinalanesthesi, ether, evipan og chloreethyl. Og hittil er inngrepene - bank i
skrivemaskinen -gatt sd usedvanlig glatt, uten en komplikasjon, ja sé og si uten en
ergrelse eller engstelse. Nu ja jeg vet ialfall nok 1il ikke & innlate mig pd storre og
wvilsomime saker, og det gir en viss trygghet. Jeg har ofte den tilfredsstillelse at
patienter ber om 4 fa ligge pd sykestuen, istedet for & sendes til Varde eller

Hammerfest. Og nesten konsekvent giv jeg dem valget. For sykekassen er det en



stor besparelse & ha patientene her pd sykestuen. For oieblikkelig hjelp en utrolig
lettelse for patienten, for ikke & si det sterkere. Neermeste sykehus, Varde og
Hammerfest, er 9 og 10 timers reise med hurtigruten, hvis det da passer med

tiden. »

1 lepet av 2. verdenskrig ble Finnmark totalt edelagt. Etter krigen ble
brakker tatt 1 bruk som midlertidige sykestuer. Barseikvinner og pasienter med
kreft, skader, infeksjoner og psykiske sykdommer utgjorde hovedtyngden av
pasientgrunnlaget (15). Etter 1950 er det bygget og ombygget moderne
helsesentre med sykestue i samsvar med plantegningen i Fig. 2. Den geografiske
fordelingen i 1990-arene (Fig. 1) er noksé lik situasjonen 60 &r tidligere (13).

Ogsa i andre deler av distrikts-Norge skjedde en tilsvarende utvikling som 1
Finnmark fram til omkring 1970. 1 1972 var det tilsammen 64 sykestuer med i alt
1005 senger i 15 av Norges fylker (16). Etter 1970 har myndighetene prioritert
utviklingen av sykehus, og antall sykestuer er redusert. I 1988 forte en politisk
reform til at ansvaret for sykehjemmene ble overfart fra fylkene til kommunene.
Etter dette er mange sykestuer blitt nedlagt av ekonomiske grunner. Til tross for
en gradvis reduksjon av sengeantallet representerer Finnmark fremdeles et
unntak. [ motsetning til andre fylkeskommuner fortsatte Finnmark ogsé etter 1988
4 bevilge penger til kommunene for & opprettholde sykestuefunksjonen i

distriktene.

Andre land
Institusjoner tilsvarende sykestuene har trolig eksistert, og eksisterer antakelig
fortsatt, 1 forskiellige utgaver i mange land. Skriftlig materiale om slike
institusjoner er imidlertid vanskelig & oppdrive. Vitenskapelige artikler om
sykestuer er forst og fremst basert pé erfaringer fra England.

I England ble den ferste sykestue, sdkalt "cottage hospital”, grunnlagt av
Albert Napper 1 1859 1 Cranleigh 1 Suwrey (17). Dette utloste en
"sykestuebevegelse” som var svart vellykket og resulterte i at det var dpnet 294

sykestuer i 1895 {18). Dette dreide seg vanligvis om landsens institusjoner som



alle legene 1 distriktet kunne benytte. Pasientene métte vanligvis betale en liten
avgift avhengig av betalingsevnen. Det var en mélsetting at de skulle kunne
opprettholde verdigheten og unngd 4 bli stigmatisert som fattiglemmer.
Almenprakiikernes behov for sykesenger ble uiredet i en innflytelsesrik rapport

fra den britiske legeforeningen i 1938 (19). Et avsnitt i denne rapporten sio fast:

«Det er okende behov for en type institusjon der en almenpraktiserende lege kan
behandle sykdomstilfeller som faller inn under eget kompetanseomrade. For tiden
hender det ofte at pasienter kommer pa sykehus pd grunn av utilfredsstillende
hjemmeforhold, der andre pasienter som er heldigere stillet kan bli behandiet i
eget hfem av sin huslege. Manglende kontinuitet | behandlingen péd grunn av
vanskelige sosiale forhold er bdde i strid med pasientens interesser og
odeleggende for effektiviteten i legevirksomheten. For en almenpraktiserende lege
kan berydningen av det & ha adgang il en sykestue og den effekr detre vil ha pd

servicen overfor befolkningen i distriktet knapt overdrives. »

Av de mer enn 400 sykestuer som var etablert pd 1930-tallet i England og
Wales eksisterte fremdeles 350 1 1978 (20). Det kongelige engelske selskap for
aimenmedisin konkluderte i 1983 med at sykestuer hadde en stor og viktig
betydning for medisinsk behandling og pleie og at de mdrtte stottes (18). T 1990
ble det igien fastslitt at sykestuer wer en viktig ressurs i den nasjonale
helsetjenester (21).

Finland inkluderte sykestuesenger i lokale helsesentre ved innferingen av
Lov om primerhelsetjeneste av 1972 (22). Dette resulterte i en bedret geografisk
fordeling av helsetjenester i tillegg 1l en reduksjon av antall innleggelser og
liggedegn i lokalsykehus (23 - 24). I Jokkmokk i Nord-Sverige har bruk av
sykestuesenger en lang historie (fra 1896). Disse sengene forsvarer fremdeles sin
plass i modeme svensk helsetjeneste (25). I mange land i den tredje verden ser det
ut som om lokalsykehus nart forbundet med primerhelsetjenesten er den eneste
rasjonelle méaten & organisere helsetjenesten p& i overskuelig framtid. Fra et

sykehus som betjente befolkningen i et landdistrikt i Zimbsbwe ble den nere



kontakten med distriktene beskrevet som szrlig nyttig (26). Det var de samme
legene som hadde ansvar for helsetjenesten i sykehuset som i distriktet. Dette

likner arbeidsordningen for leger pa sykestuene i Finnmark.



Sykestuen i Kjellefjord, dpnet i 1924, brenti 1944,
ved evakuering under andre verdenskrig

{Foto: Kmut Schrgder)

Sykestuen i Haveysund i en krigsbrakke, 1947
{Foto: Ei1 Bjornstad)
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Modeme heisesenter med sykestue, Alta, 1997

(Foto: Berit Fspe)

Dialvsepasient ved sykestuen 1 Alta. Dialyse blir av og til
gitt 1 neert samarbeid med Regionsykehuset i Tromso

(Foto: Jarle Mjoen)



3. STUDIE AV SYKESTUENE | 1920-ARENE

3.1 Malsetting
Hovedmélsettingen i den aktuelle studien har vert & beskrive og underseke

fwlgende forhold ved sykestuene i Finnmark:

s Sykestuenes betydning for pasientflyt meliom ulike nivéer av helsetjenesten
e Kwvalitet pd akutthjelp til pasienter som blir overfort tit sykehus

e Sykestuenes betydning for primerlegens beslutning om bruk av sykehus

® Sykestuenes betydning for bruk av sykehussenger

e Kostnader ved bruk av sykestuer sammenliknet med alternative tilbud

3.2 Materiale og metode
Tabell 1 gir en oversikt over studiens materialer og metoder. Data ble innsamlet

fra tre ulike nivaer: 1) Almenpraksis 2) Sykestuer 3) Lokalsykehus

1. Almenpraksis

Registreringene fra almenpraksis ble gjort 1 lepet av én uke i november 1992
Dette var midt i perioden med registreringer fra sykestuene (beskrevet nedenfor).
48 almenpraktikere 1 Finnmark - 74% av alle - registrerte fortlopende pasient-
kontakter med hensyn til alder, kjonn, tidspunkt, type problemstilling og
alvorlighetsgrad (antall = 2.496). Legene registrerte pasienter der en mulig
henvisning var overveiet (antall = 411) sammen med endelig avgierelse, dvs. hva
slags type henvisning, evt. ingen henvisning. 205 pasienter ble henvist til sykehus.
Av disse ble 59 henvist til innleggelse og 146 il poliklinisk undersekelse. 29
pasienter ble inniagt i sykestuer. Hvilke faktorer som hadde betydning for
bestemmelsen bie vurdert pd en skala fra 1 (ingen betydning) &l 4 (stor
bet_ycining). Den mulige effekten av 4 ha tilgang pa sykestuer og hovedmotivene
for henvisningene til sykehus {medisinske, sosiale/pleiemessige, sykehusets rad,
avstand til sykehus) ble undersegkt ved multippel logistisk regresjonsanalyse.

Motivene for viderehenvisninger ble ogsd undersekt ved frekvensanalyser.
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Materiale og metode er mer inngiende beskrevet 1 artikkel II1
Registrerimgsskjemaet er inkludert i vedlegg 11
Tabell 1 Oversikt over studiens innhold
Metoder, materialer og forskningstemaer
Niva / Artikkel  Metode og type data
periode nr. Antall Forskningstema
i
Almenpraksis I Fortlgpende registrering av. n=2.496  Sykestuenes betydning for
I uke pasientkontakier i henvisningsbeslutninger
1992 almenpraksis biant almeaprakiikere
2.
Svkestue I Fortlgpende registrering n=395 Sykestuenes rolle for
8 uker av opphold {ekskl. 20 pasientflyt mellom ulike
1992 i sykestuer fedsler)  nivaer i helsetjencsien
i Retrospektiv studie av n=73/395 Kvaliteten pa bebandlingen
akuttpasienter som ble av akuitpasienter som ble
overfert til lokalsykehus. overfer til sykehus via
Disse er inkiudert i den sykestuer
fortlepende registreringen
farikkel L
AY Kost-minimalisering- n=415  Kostnader i sykestuer
studic basert pit {inkl. 200 sammenliknet med kostnader
fortigpende registrering i fpdslery  ved alternativ behandling
artikkel 1 kombinert med
kostnadsdata for 1992
3.
Lokalsykehus 1V Observasjonsstudie n=33.435 Effekten av tilgang pa senger

3ér
1990 - 1994

basert pa registreringer av

opphold pé lokalsykehus

i svkestuer pa bruken av
senger i lokalsykehus




2. Svkestuer

Hoveddelen av materialet som tre av artiklene bygger pa (I, II &V) stammer fra
sykestuene. Dette inkluderer en fortlepende registrering av pasienter i et tidsrom
pa dtte uker, fra 14. oktober til 10. desember 1992, Utformingen av skjemaene og
tidsrommet for undersekeisen ble tilpasset etter erfaringer fra en
pilotundersekelse og etter diskusjoner med helsepersonell i planleggings-
perioden. Atte uker ble betraktet som en maksimumsgrense for 4 opprettholde
motivasjonen til involvert personelf. I forhold til tidiigere erfaringer utgjorde den
valgte perioden en gjennomsnitlig arbeidsbyrde. For & sikre at dataene ble
fullstendige, ble registreringen utformet slik at sykepleierne kunne fylle ut en del
av skjemaet. En sykepleier hvert sted ble utpekt som ansvarlig for registreringen.
Svkepleierne registrerte . grunnlagsdata som alder, kjenn, behandlingsniva
(sykestue, fadestue, sykehjem), hvor fr2 og hvor #/ pasienten ble overfert, samt
datoer for innleggelse og utskriving. Legene registrerte diagnoser og vurderte
alternativt behandiingsnivd "dersom muligheten for sykestueinnleggelse ikke
hadde vert tilstede”. Artikkel I omhandler pasientkarakteristika og pasientflyt
giennom sykestuene ved 395 avshuttede oppheld. 20 fadsler ble holdt utenom.
Artikke! 1T tar for seg hvordan det gikk med 73 syeblikkelig-hjelp pasienter av |
alt 395 som ble overfort fra sykestue til sykehus. Artikkel V, som er en
kostnadsanalyse, inkluderte de 20 fodslene, slik at analysen tar utgangspunkt i
415 avsluttede opphold. Registreringsskjemaet som ble brukt er inkiudert i

vedlegg L

3. Lokalsykehus

Artikkel IV vurderer den betydning sykestuene har for bruk av senger i sykehus.
Den baserer seg pé rutineregistreringer ved sykehus gjennom en 5 &rs periode fra
1. januar 1990 til 31. desember 1994. Dette materialet dekker en periode pd 2.3
dr fer og 2,5 & etter registreringene i sykestuene. Det inkluderer innleggelse i de
to fokalsykehusene i Finnmark og omfatter 35.435 opphold pé totalt 224.969
dager. Innleggelser pd grunn av administrative &rsaker og pasienter med

manglende diagnoser eller obstetriske problemstiiinger, er ikke tatt med. P3
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bakgrunn av registreringene pd sykestuene og data fra lckalsykehusene i de
samme Atte ukene (27), ble noen diagnoser klassifisert som "sykestuediagnoser"”.
Med Finnmarks totalbefolkning som referanse, ble forskjelier i bruk av sykehus
for undergrupper av befolkningen med og uten tilgang til svkestuer undersekt i
forhold til "sykestuediagnoser” og andre diagnoser.

Rutineregistreringene fra Jokalsykehusene ble overfert til en diskett og
analysert i dataprogrammet Epi Info (28). Det var i hovedsak dette systemet som.
ble brukt til punching og statistisk bearbeidelse aw data. Spesielt intevesserte.
henvises til de engelskspraklige artiklene bak i:baken for utfyllende. oppiysninger

om bruken av statistiske metoder.

3.3 Oppsummering og hovedkonklusjoner | artiklene

Artikkel I

Artikkelen presenterer en analyse av pasientkarakteristika og pasientflyt 1 15
sykestuer basert pé 395 avsluitede opphold. Den typiske svkestuepasient bie
inniagt med en akutt lidelse og utskrevet til hjemmet etter f& dager. Pasienter i
denne kategorien representerie 60% av oppholdene og hadde en gjennomsnittlig
liggetid p& 6,8 dager. 19% ble overfort il lokal- eller regionsykehus etter kort tid,
dvs. gjennomsnittlig 3,6 dager. Pasienter overfort fra sykehus representerte 9% av
materialet. Giennomsnittlig liggetid for denne pasientkategorien var 22,3 dager,
altsd betydelig lenger enn andre grupper. Almenpraktiserende leger vurderte at
61% av pasientene ville hatt behov for opphold pé lokal- eller regionsykehus
dersom sykestuene ikke hadde eksistert. Dersom disse vurderingene ble
sammenholdt med det antall som faktisk ble innlagt, ville det bety at 45% av
sykestueoppholdene hadde erstattet innleggelser i lokal- og regionsykehus. Det
konkluderes med at sykestuene har en aviastende bufferfunksjon overfor sykehus
ved inn- og utskrivingsprosessen. Videre er sykestuene ferst og fremst brukt til
korttidsopphold og observasjonr av medisinske problemstillinger og ikke til

langtidsopphold for geriatriske pasienter.



Artikkel [T

I artikkelen tar en for seg 73 pasienter som hadde midiertidige opphold i
sykestuer for akuttinnleggelse i sykehus. Det ble undersek: om
sykestueopphoidene resulterte i 1. Varig helsesvekkelse 2. Forverrede
sykdomsforlep eller 3. Mer gunstige forlep. Det ble utformet en retrospektiv
studie der et ekspertpanel i to runder noye gjennomgikk relevante dokumenter fra
sykestuer og sykehus. I 96-97% av tilfellene ble det ikke funnet noen negative
helseeffekter. Panelet var enige om muligheten av negative effekter pad to
pasienter (tilsvarende 2,7%), mens en mulig positiv effekt ble vurdert i seks
tiffeller (tilsvarende 8,2%). Det konkluderes med at negative effekter forirsaket
av midlertidige opphoid i sykestuer er uvanlige. Holdt opp mot fordelene, spesielt
rask tilgang il livreddende behandling for kritisk syke, er de vheldige effekter

helt marginale.

Artikkel II]

Formdiet med studien var todelt: For det forste 4 undersoke hvilken relative
innflytelse medisinske og andre situasjonsbestemte forhold hadde pa
almenpraktikernes beslutning om & henvise pasienter til spesialistbehandling i
sykehus. For det andre 4 vurdere om tilgang pa sykestuer hadde noen innvirkning
pd beslutningene. Blant 2496 registrerte lege-pasient kontakter ble muligheten for
henvisning vurdert i 411 tilfelle. Av disse ble 205 tilfeller henvist til sykehus. 1
omtrent halvparten av henvisningstilfellene ble behov for medisinsk hjelp oppgitt
som eneste henvisningsrsak av betydning, mens tilleggsarsaker ble registrert 1
den andre halvparten. Medisinske &rsaker var like ofte av betydning for
innleggelser i sykestuer som i sykehus. Sykestuer ble hovedsakelig valgt p& grunn
av lange avstander, behov for pleie og pasientens og parerendes ensker. Dette
resulterte i en lavere andel henvisninger til sykehus for de almenpraktikere som
hadde tilgang til sykestuer. Konklusjonen er at medisinske motiver dominerer
beslutninger om 4 henvise til sykehus mens pleiebehov, lange avstander til
sykehus og tilgang pd sykestuer er tilleggsmotiver som reduserer antall

henvisninger til sykehus,



Artikkel IV

I en- observasjonsstudie over fem &r (1990-1994), ble det analysert om
befolkningsgrupper som hadde tilgang til sykestuer bruker sykehus mindre enn
befolkningsgrupper uten slik tilgang - med serlig vekt pd sykdomstilstander som
ofte blir behandlet i sykestuer. Materialet bygger pa rutineregistreringer fra to
lokalsykehus i Finnmark og omfatter 35.435 opphold p tilsammen 224.969
dager. Funnene fra denne undersekelsen sannsynliggjer at tilgang pa sykestuer
resulterer 1 lavere bruk av svkehus. Det medferer bade lavere
innleggelseshyppighet og redusert liggetid pa sykehus. Denne effekten var forst
og fremst knyttet til diagnoser som det er vanlig & behandle 1 sykestuer, spesielt

kreft, hjemeslag, brudd og luftveissykdommer.

Artikkel V

Basert pa vurderinger av alternativ behandling for sykestuepasienter (artikkel I)
var milsettingen & bestemme om sykestuer er kostnadsbesparende sammenliknet
med alternativene. 1 en kostnadsanalyse (kost-minimalisering-studie) ble utgifiene
tii  sykestuer sammenliknet med ekstra utgifter (marginaikostnader) som ville
vaert brukt dersom sykestuer ikke fantes, dvs. ndr behandling ville funnet sted
enten i lokalsykehus, sykehjem elier i hjemmet. Antatt arlig driftskostnad for
sykestuer var 32,2 millioner kroner mens kostnadene for alternativ behandling ble
beregnet til 35,9 millioner kroner. Sensitivitetsanalyser indikerer at
sykestuebehandling betyr lavest utgift for samfunnet ut fra en rekke
forutsetninger.  Konklusjonen er at sykestuer kan fere til bedre tilgang pé
helsetjenester for befolkningen i landdistriktene til en rimeligere kostnad enn

andre alternativer.
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4, DISKUSJON

I denne delen diskuteres falgende tema:

e Materiale og metode (4.1)

» Hovedresultatene av de fem delstudiene (4.2 - 4.6)

» Kuvalitet og hensiktsmessighet ved sykestuebehandling (4.7)

= Folger av studien og videre forskning (4.8)

4.1 Materiale og metode

Denne studien ftilstreber en mer omfattende analyse av hovedfunksjonene til
sykestuer enn tidligere norske studier. Ved siden av & studere bruken av
sykestuene som sddan, undersgkes om og hvordan bruk av disse sengene
innvirker pé tilgrensende tjenestenivier.

Kvaliteten pd innsamlede data er avgjerende for konklusjcnene i
vitenskapelige studier. I det folgende diskuteres de aspektene som er vurdert som
viktigst 1 denne studien, nemlig: Fullstendighet, palitelighet, gyldighet, noytralitet
og faktortiislering. I tillegg dreftes mangelen pd kunnskap fra kontrollerte

kliniske forsgk bade i denne og tidligere sykestuestudier.

Fullstendighet

Nér det gjelder data fra sykestuene og almenpraksis, ble det klart gjennom
innledende meter med helsepersonell at studien mdtte gjennomfores i lapet av et
begrenset tidsrom for i det hele tatt & vaere mulig. Det métte tas hensyn til at en
utvidet registreringsperiode, som ville vare ideelt fra et statistisk synspunkt,
kunne redusert viljen til neyaktig oppfelging. For & sikre fulistendighet i
registreringene ble felgende forhold spesielt vekilagt: Ferst og fremst métte
registreringen inngd som en del av den daglige aktiviteten, slik at den i minst
mulig grad forstyrret normal rutine. Dernest matte dataene samies i en periode

med normal arbeidsbyrde. Hosten ble valgt dels av praktiske grunner. I tillegg ga
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dette en mulighet til & sammeniigne resultatene fra sykestuens med en tidligere
norsk studie med liknende utforming utfert om véren {4). Til siutt ble en ansvarlig
person, dvs. en sykepleier i hver sykestue og en legesekreter i hver almenpraksis,
utpekt til 4 sikre at registreringene ble gjort ferdige og returnert. Det er grunn til &
tro at dette til sammen bidro til en hey grad av fullstendighet i datamaterialet fra
svkestuene og almenpraksis.

Nir det gjelder dataene fra lokalsykehusene som inngér i den S-&rige
observasjonsstudien, er disse heyst sannsynlig komplette, siden de utgjer

grunniagsmateriale for planlegging og drift av sykehusene.

Pélitelighet og gyldighet

En indikasjon pd phliteligheten og gyldigheten av dataene 1 denne studien kan
vere graden av semsvar mellom resultatene fra de 3 forskjellige
behandlingsniviene. Tabell 2 viser beregninger for antall innleggelser pa
sykestuer og lokalsykehus i ¢n uke for befolkningsgrupper med tilgang til
sykestuer. For & vaere sammenliknbare er beregningene justert slik at de bare viser
innleggelser fra almenpraktikere og dekker hele befolkningsgruppen med tiigang
til sykestuesenger (55.409 innbyggere=100%). Antall beregnede innleggelser pa
lokalsykehus i lepet av én uke basert pd en-ukes materialet fra almenpraksis og
fem-ars materialet fra lokalsykehusene er henholdsvis 61 og 58. Tallene viser hoy
grad av overenssternmelse mellom ulike deler av materialet og indikerer at
palitelighet og gyldighet er tilfredsstiliende.

Disse beregningene stettes av data fra andre kilder. To tidligere norske
undersokelser fra henholdsvis landdistrikter (4) og bymessige strek (29)
konkluderer begge med at 43-45% av oppholdene i sykeswer ferte til at
innleggeiser i sykehus ble unngétt. Dette samsvarer i hoy grad med resultatene fra
Finnmark, der almenpraktikemne vurderte at 45% av oppholdene pé sykestuene
bidro til at innleggelse pd sykehus ble unedvendig (artikkel I). Netto "sparte”
sykehusinnleggelser i var studie ville bety 19 innleggelser i lopet av | uke (45%

av 42 innleggelser basert pd grunnlaget fra sykestuene, tabell 2). Dersom disse 19

25



Tabell 2. Antall innleggelser pa sykestuer og lokalsykehus i én uke for den

delen av Finnmarks befolkning som har adgang til sykestuer. Beregninger basert

pé data fra forskjellige behandlingsnivier.

Behandlingsniva/ Ant. innleggelser

datagrunnlag pa sykestuer

Ant, innleggelser

pa lokalsykehus

1. Almenpraksis
(29/71 x 100)
=41

Datagrunnlag: 2006 lege-pasient
kontakter pa 1 uke; h.h.v. 29 0g 43
mnleggelser { sykestuer og lokalsykehus
fra 40 almenpraktikere med ansvar for

71 % av befolkningen

2. Sykestuer
(395/94x100) x (79/100)/8
=42

Datagrunnlag: 395 opphold for

94 % av befolkningen i lopet av 8 uker;
76 pasienter sendt til iokalsykehus.

79 % av innleggelsene i sykestuer

fra almenprakiikere.

3. Lokalsykehus

Datagrunnlag: 23.390 opphold for
100% av befolkningen gjennom 35 ir
(260 uker). 65% av innleggelsene

fra almenpraktikere

(43/71 x 100)
=6l

(76/94x100) x (79/100)/8
=3

23.390x65/100)/260

=58




bie lagt til de 58 vanlige innieggelsene pd sykehus (datagrunnlaget fra
lokalsykehusene, tabell 2), ville den ukentlige innleggelsesraten pd sykehus pr.
1000 innbyggere vere 1,39, Dette er likevel lavere enn den tilsvarende
beregningen for befolkningsgrupper uten sykestuer, som er 1,46.

Sett under ett viser samsvaret meliom de forskjellige behandlingsniviene i
denne studien og samsvaret med tidligere studier at konkiusjonene kan trekkes ut

fra pélitelige og gvldige data.

Noyiralitet

En mulig partiskhet (bias) til fordel for denne typen institusjoner ble antydet som
en svakhet ved en norsk sykestueundersekelse (5) ut fra at datacne var innsamlet
av entusiastiske distriktsleger (30). Entusiastisk holdning kan vere en forklaring
pé variasjonene 1 bruken av helsetjenester (31). I sykestuer kan dette nettopp vaere
en onskelig virkning. Den reelle innflytelsen dette kan ha, ville lett bli oversett i
en siudie basert pad rtegistreringer fra "neytrale" leger uten lokal innsikt og
personlig involvering 1 sine pasienter. En slik "ideell” studie - om noe slikt i det
hele tatt var mulig - ville knapt ha gitt et riktig bilde av virkeligheten i disse
institusjonene.

Argumenter for 4 inkludere almenpraktikerne i registreringsprosessen i
denne studien for & f2 gyldige data, utelukker likevel ikke en mulig partiskhet tif
fordel for sykestuer. Muligheten er spesielt diskutert i artikkel I og II. At 45% av
oppholdene i sykestuer representerer “"sparte” lokalsykehusopphold, felger
implisitt av almenpraktikernes subjektive vurderinger {artikkel I}, noe som kan
tenkes & vare vel optimistisk. Allikevel viser det seg at almenpraktikernes
vurderinger er i samsvar med den innleggelseshyppighet som faktisk forekommer
ved sykehusene (tabell 2). Dette i tillegg til sammenfaliende funn i andre studier
indikerer at legenes skjenn er riktige og neyirale, dvs. at de avspeiler de faktiske
forhold som sykestuene blir drevet etter.

Dataene fra lokalsykehusene, som ble innsamlet over en 5-ars periode og
som omfatie: mer enn 35.000 innleggelser, ble ikke "farget” av denne studien.

Arsaken er at det bare ble brukt rutineregistreringer kombinert med
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befolkningsstatistikk (32). Hovedvariabler slik som datoer, alder og adresse
skulle veere korrekte 1 registreringene fra sykehusene. Mulige variasjoner i den
detaljerte diagnostiske klassifikasjonen burde vaere uten betydning for analysen.
Dette fordi sammenlikningen av diagnoser baserte seg pa hovedgruppene i ICD-
9-systemet og systematiske forskjeller mellom de to befolkningsgruppene synes

usannsynlige.

Faktortilsloring

Geografisk lokalisering er en tilslerende faktor ndr en ska! analysere hvilken
innvirkning sykestuer har pd bruken av tokalsykehus. Dette fordi lang avstand til
sykehus og lokaliseringen av sykestuene er to sider av samme sak. Dette
probiemet er nzzrmere diskutert 1 artikkel IV. Datagrunnlaget 1 denne studien tillot
ikke noen direkte kontroll av denne faktoren. De forskjellene som er funnet for de
spesielle "sykestuediagnosene" viser likevel indirekte at sykestuer har en

innvirkning pa bruken av lokalsykehus uavhengig av geografisk avstand.

Mangel pa kunnskap fra kontrollerte kiiniske forsek

En kritikk mot sykestuer har vaert mangelen pd studier av typen Xontrollerte
kliniske forssk eller kost-nytte analyser, som kunne klargiere deres rolle i
helsetjenesten (33). Ingen av arbeidene i denne studien lot seg utforme i samsvar
med vitenskapelige krav til en kontrollert kilinisk studie. Praktiske og etiske
innvendinger mot 4 benytte denne metoden er diskutert i to av artikiene (II og
IV). Tre forheld som heyst sannsynlig ville hindre gjennomfering av en
kontrollert studie nevnes her: For det forste er sykdomspanoramaet i sykestuer
vanskelig & avgrense i forhold tif vanlige behandlingsutfall (helbredelse, ded). For
det andre ville det fordre deitakelse fra mange leger i forskjellige svkestuer der
avvik fra en oppsatt forspksprotokoll sannsynligvis ville skape problemer. For
det tredje ville etiske og menneskelige hensyn skape motstand. For eksempel er
det trolig at en del pasienter i utgangspunktet ville trekke seg fra deltakelse, nar
de fikk here at studien kunne pafere dem behandlingsvalg med upnskede

konsekvenser, eksempelvis lange reiser til sykehus.
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I den foreliggende studien er det gruna tif & sparre om hovedmélsettingen,
dvs. 4 underseke sykestuenes plass i helsevesenet pa en helhetlig méte, i det hele
tatt er egnet for en kontrollert klinisk studie. Tilsvarende spersmél kunne veert
stilt for Jokalsykehus og sykehjem. Det virker usannsynlig at kontroflerte kliniske
undersekelser skulle vere avgjerende for 4 bestemme hvilken plass disse har. For
de deler av svkestueaktivitetene som er avgrenset og lett definerbare, slik som
behandling av kreft, astma. hjerneslag og post-operative pasienter, er en
kontreliert klinisk studie teoretisk mulig. Grunnen til at ingen slik studie har vert

utfort, kan nettopp vere vanskeligheter av den art som er drefiet her.

4.2 Pasientkarakteristika og pasientflyt

En vedvarende skepsis mot sykestuer er at sengene urettmessig blir brukt som
supplement til svkehjem 1 plelen av gamle mennesker med behov for
langtidsopphold. Dette kan sannsynligvis forklares ved at sykestuer og svkehjem
blir drevet i tilgrensende lokaler. Kritikere som beseker en integrert sykestue- og
sykehjemsinstitusjon i Finmmark vil lett {3 styrket sin overbevisning om dette
siden hoveddelen av pasientene de ville se faktisk tilherer sykehjemmet.
Registreringen ved sykestuene (artikkel Iy viser at forestillingen om at
sykestue-sengene hovedsakelig er belagt av eldre med langtidsopphold ikke er
korekt, Overvekiten av korttidsopphold viser at dette er senmger med hey
sirkulasjon av pasienter. For 93% av oppholdene som varte under én méned var
gjennomsnittiig liggetid 4.9 dager. De fi oppholdene som strakk ut i ud var
hovedsakelig knvttet til de 9% av pasientene som var Jagt inn fra sykehus. Dette
betyr at langtidsopphold forst og fremst var forérsaket av medisinske behov. I
disse tilfeilene var antakelig sosiale og pleiemessige behov tilleggsfaktorer siden
det ofte gjaldt eldre personer med hjemneslag og beinbrudd. Det faktum at den
store majoriteten av pasientene ble sendt hjem etier & dager understreker at
sykestuesenger i Finnmark ikke er et oppbevaringssted for gamle med behov for

langtidsopphold. Dette stemmer med studier fra Norge (4), Sverige (25) og
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England (34-35). Overalt ble majoriteten av pasientene innlagt fra hjemmet og
utskrevet til hjemmet etter korte opphold.

Alderssammensetning og sykdomsmenster hos pasientene samsvarer ogsé
stort sett med det som er funnet i undersgkelsene nevnt ovenfor. Selv om 46% av
pasientene var over 70 &r var gjennomsnittet sdvidt lavt som 61 &r, og
aldersspredningen var fra 0 111 99 ar. Dette betyr at bide pediatriske og geriatriske
savel som almenmedisinske problemstillinger bie héndtert. Klassifikasjonen av
diagnoser 1 forhold il ICPC-systemet (artikkel I) og ICD-9-systemet {27),
dpenbarte et vidt spekter av medisinske problemstillinger. Det spesielle utvalget
av "sykestuediagnoser" (artikkel I og IV) viser den mest vanlige bruken av
senger:  Observasion av  akutfe  symptomer (feks. smerter, astma og
hjerteproblemer), behandling av kroniske pasienter med akutte problemer (f.eks.
kreft, astma, hjerneslag, hjertesvikt), oppfolgende behandling mellom to
sykehusopphold (f.eks. kreft, beinbrudd og operasjoner) og ferminal omsorg
(f.eks. siste stadier av kreft, hjerneslag og hjertesykdom).

Selv om det var i pasienter der psykiatriske og sosiale problemstillinger
utgjorde hoveddiagnosen, betyr ikke dette at sykestuer er uviktige i1 denne
forbindelsen. Bruk av sykestuer har dpenbare psykososiale fordeler pd den méten
at eldre kan fa behandling narmere hjem og familie. Spesielt viktig er dette 1
Fionmark, der en stor samisk minoeritet kan bruke sitt eget sprik 1 den lokale
sykestuen og vanligvis ikke pd sykehuset. Som tidligere nevnt var psykesosiale
problemer heller en tilieggs- enn en hoveddiagnose ved sykestueoppholdene.
Blant 76 pasienter som ble videresendt til sykehus var det kun tre som ble sendt
til psykiatriske sykehus. Tiisammen hadde disse tre en ventetid p& 73 dager fer de
ble tatt imot til videre behandling. Dette illustrerer at sykestuene kan ha en nyttig
buffer-funksjon for sykehusinnleggelse for psykiatriske pasienter. En liknende
funksjon ezrer sykehusopphold er dokumentert ved det faktum at langtidsopphold
i hovedsak gjelder cldre pasienter som utskrives fra sykehus. En fordel ved dette

er tidligere urskrivinger som kan ske kapasiteten i sykehusene,



4.3 Akuttfunksjon

I likhet med tidligere arbeider (4,35) bekrefter denne studien at majoriteten av de
pasienter som blir innlagt p& sykestuer har akutte problemer, og at en mindre del
av disse blir overfort til sykehus. Panelstudien, der sykestuenes akuttfunksjon ble
nermere vurdert, omfattet 73 pasienter som ble innlagt pd scmatiske sykehus,
Som tidligere nevnt hadde tre pasienter som ble innlagt 1 psykiairiske sykehus
ventetid i sykestuer. Dette skulle tilsi mindre behov for akutthielp og disse ble
derfor holdt utenfor. Gjennomsnittlig liggetid i sykestuene for akuktt-innleggelse
ph somatisk sykehus var 2,7 dager.

Hovedspersmalet som var utgangspunktet for studien av gyeblikkelig-hjelp
pasienter i sykestuer (artikkel II) var: Er det mulig at opphold i sykestuer
forsinker nodvendig spesialistbehandling slik at det har negative konsekvenser for
pasientens helse og sykdomsforiep? Etter det vi vet har dette spersmalet ikke blitt
undersekt tidligere. Selv om funn av negative konsekvenser var sjeldne og
moderate, m& en vmre forsikiig med & wekke bastante konklusioner siden
materialet er si begrenset. Ettersom de 73 pasientene er utgltt fra s& mange som
395 fortlepende opphold pd 15 forskjellige enheter blir uansett et hovedinntrykk
at sykestuene ikke er farlige institusjoner. Eksemplene pé kritisk syke som fikk en
behandling som sannsynligvis var bide livreddende og forhindret alvorlige
skader, stotter heller opp om et innirykk av sykestuer som trygge institusjoner. 1
det hele tatt - nir det gjelder oyeblikkelig-hjelp pasienter som ble videresendt til
sykehus - var de mulige positive effektene av midlertidige sykestucopphold klart
mer fremtredende enn de negative.

Det kan stilles spersmél om de resterende 80% pasienter som ikke ble
overfert til lokalsykehus og ikke ble vurdert i panelstudien ville profittert pad
innleggelse 1 lokalsykehus. Av artikkel 1T fremgdr at sveert {2 av disse ble innlagt i
lopet av de folgende to méaneder. Det er derfor ikke grunn til & tro at disse var
oversett eller ble holdt borte fra vesentlige terapeutiske muligheter p& grunn av

sykestuene.



Et motspersmdél er om disse 80% hovedsakelig var "luksuspasienter” som
viile blitt behandlet uten innleggelse dersom man ikke hadde hatt sykestuer. Selv
om den lokale almenpraktikeren regelmessig vurderte sykestue som det beste
alternativet, ble et lavere behandlingsnivi, som sykehjem eller hjem, vurdert som
det mest sannsynlige andre-valget for 1/3 av pasientene (artikkel I). 1 en studie
utfert av en uavhengig sakkyndig ble kriterier for innleggeise 1 sykestuer og
lokalsykehus sammenliknet (36). Det denne studien viste var at dersom det i det
hele tatt var noen "luksus-innleggelser” pd sykestuene, var dette antallet svaert lite,
Det forholdsvis lavere antall sykehusinnieggelser fra befolkningsgrupper med

tilgang til sykestuesenger (artikkel I'V) taler ogsé imot unedvendig "luksusbruk”.

4.4 Henvisninger til sykestuer og sykehus fra almenpraktikere

Antakelsen om at sykestuer sparer sykehusinnleggelser er ferst og fremst basert
pé intemne studier av sykestuepasienter. For & vurdere holdbarheten av dette ble
tilgrensende behandlingsnivier undersekt.

I primarhelsetjenesten spiller almenpraktikerne en nskkelrolie, ettersom
disse stir for de fleste innleggelser i sykestuer og sykehus sével som henvisninger
til polikliniske spesialisthelsetjenester. Stort sett stotter analysene i artikke! [
tidligere (4, 29, 37) og aktuelle (tabell 2) resultater basert pa data fra sykestuer og
lokalsykehus. I Finnmark er det relativt £i almenpraktikere som ikke har tilgang
til sykestuer, og disse arbeider nert lokalsykehus. Det var derfor ikke mulig &
skaffe et materiale med en godt balansert fordeling mellom leger med og uten
tilgang 1l sykestuesenger. I tillegg viste det seg at én ukes registrering var i
korteste laget. Materialet hadde derfor sine begrensninger nir det gjaldt & trekke
mange ulike faktorer inn i den sakalte multivariate analysen.

Hovedresultatet er det likevel ingen tvil om, nemlig at 29 pasienter ble
henvist til sykestuer i iopet av én uke. Dette stemmer med det den multivariate

analysen viste, nemlig en reduksjon pa 40% i antall henvisninger il sykehus for
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leger med tilgang til sykestuer. De 29 pasientene utgjorde 33 % av alle
innteggelser (i sykestuer og sykehus) blant alle leger som deltok i undersekelsen,
0g 40% dersom man kun kalkulerer med de leger som hadde tilgang til sykestuer.
Resultatet fra én ukes registrering blant almenpraktikers 1 Finnmark er relativ
beskjedent sammenliknet med to engelske studier, som begge dekker et helt ar
{38-39). Der var henholdsvis 58% og 78% av alle innleggelser i institusjoner fra

almenpraksis til sykestuer.

4.5 Bruk av lokalsykehus

Artikkel 1V viser at redusert bruk av Iokalsykehus i befolkningsgrupper med
tilgang til sykestuer er fordrsaket av en kombinasjon av to faktorer: Redusert
antall innleggelser og redusert liggetid. Reduksjonen er spesielt koblet til
diagnoser som ofte blir tatt hdnd om pé sykestuene. Denne koblingen, som ikke er
vist tidligere, er et sterkt indisium pa at sykestuer virker spesifiki dempende pa
bruken av lokalsvkehus i Finnmark.

Allerede for 20 &r siden hevdet Sander at sykestuene 1 Finnmark hadde en
betydelig reduserende effekt pa bruken av lokalsykehus (6). Dette var basert pa
det fakium at pasienter fra kommuner med sykestue brukte 0,38 dager i medisinsk
avdeling i sykehus pr. innbygger pr. 4r, sammenliknet med 1,19 dager for
kormmuner med lokalsykehus. Vire resultater bekrefter at en slik effekt fortsatt er
tilstede.

Med hensyn til utvikling og helsetjenestetilbud kan Finnmark sammenliknes
med andre utkantomrader i vestlige samfunn. Liknende studier fra England (40~
41), som ble publisert henholdsvis 1 1986 og 1996, konkluderte begge med at
forekomst av sykestuer betyr mindre bruk av lokalsykehus. Disse studiene, som
dekker perioder pa 2-3 4r og er basert pi en mye sterre og mer urban befolkning

enn den i Finnmark, stetter den genereile betydningen av vére funn.

[OF]
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En konsekvens av dette resultatet er at to geografisk avgrensede
befolkningsgrupper fir bade et kvantitativt og kvalitativt forskjellig
helsetjenestetilbud. Selv om det er funnet lokale variasjoner med hensyn til
risikofaktorer og sykdom (42), er det ikke holdepunkter for vesentlige forskjeller
i sykelighet mellom befokningen i distriktene og bymessige strek i Finnmark som
kan forkiare funnene. Dette reiser to spersmal:

1} Kompenserer {orekomst av sykestuer for den iavere bruken av lokalsykehus i
distriktsbefolkningen? 2) Far befolkningen i1 bymessige strak fjenester i sykehus
som ellers blir gitt i de lokale sykestuene? Utfra det vi vet fra tidligere studier (6},
denne studien (artiklene 1 og II} og hvis man 1 tillegg trekker inn den
gjennomsnittiig heoye bruk av lokalsykehus i Finnmark (43), ma svaret bli "ja,

antakelig" pa begge sporsmil.

4.6 Vurdering av kostnader

Av svaret ovenfor, "ja, antakelig", folger at utfall av behandling for aktueiie
pasienter pé& sykestuer er likeverdig med det de kunne oppnd 1 lokalsykehus.
Denne antakelsen, som er nzrmere begrunnet i artikkel I, er et hovedpremiss i
kostnadsanalysene (artikkel V).

Siden behandling i sykestuer generelt koster mindre enn i lokalsykehus og
man unngdr transportutgifter, har en utbredt oppfatning veert at sykestuene er
kostnadsbesparende. De lavere kostnadene ved bruk av sykestuer er tidligere
dokumentert béde 1 Norge og England (1, 39, 44). En enkeltstiende engelsk
studie basert pd et sykestueeksperiment i 1976, konkluderte med at sengene ikke
var kostnadseffekiive, men at de under visse betingelser kunne bli det (45). Dette
var en omstendelig og seregen studie som demonstrerte noen av vanskelighetene
ved & lage holdbare sammenlikninger av kostnadseffektivitet pd omridet. [ 1979

hevdet Loudon at det vil vare umulig & trekke generelle slutninger for det blir



utfort mer adekvate undersekelser av kostnadseffektiviteten (44). Ingen slik studie
har vart gjort de siste 20 drene.

En kost-minimaliseringsstudie, slik som vi har gjenmomfert, er metodisk
enkel; i prinsippet en sammenlikning av kosinadene ved bruk av ulike
alternativer. P4 grunn av de metodologiske begrensninger som er diskutert i
artikke! V, er den generetle gyldigheten av vére konklusjoner seiviolgelig usikker.
To forhold kan tale for at konklusjonen 1 artikkel V er konservativ, dvs. at den
gkonomiske forde! ved sykestuer er ansiatt for lavi. For det ferste har en sokt &
trekke inn kostnader pd alle behandlingsnivder. I tillegg til kostnadene pi de
behandlingsniviene som oftest er sammeniiknet (sykestuer og lokalsykehus), er
kostnader ved ekstra primzrhelsetjeneste og transport ogsd inkludert. For det
andre kan kostnader til alternativ  behandling utenom sykestuer veare
undervurdert, fordi kostanslagene (marginal-kostnader) ved alternativ behandling
hevisst er satt lavt, Alt 1 alt virker det rimelig & fastholde konklusjonen at i
Finnmark er sykestuer kostnadsbesparende sammenliknet med aiternativ

behandling.

4.7 Kvalitet og hensiktsmessighet ved sykestuebehandling

Noen viktige aspekter som i liten grad er direkte undersekt i de fem arbeidene i
denne studien er, etter virt syn, knyitet til kvalitet og hensikismessighet ved
svkestucbehandling.  Diskusjonen 1 det felgende dreier seg om almen-
praktikernes nvite av sykestuene 1 sin portvaktrolle i forvaliningen av
behandlingstilbudet til ulike pasienter. 1 tillegg diskuteres sykestuenes
hensikismessighet ut fra tre sentrale perspektiver: De profesjonelles, pasientenes

og samfunnets perspekiiv.

35



Almenpraktikernes portvakirolle ved oyeblikkelig hjelp.

Behandlingskvalitet for pasienter med behov for eyeblikkelig hjelp pd sykehus og
som innlegges via sykestuen er et viktig aspekt som allerede er diskutert (artikkel
ID). I tillegg ensker vi 4 stille to spersmél som avspeiler motstridende interesser i
organiseringen av gyeblikkelig-hjelp tilbudet: I} Bidrar lett tilgang il
spesialisthelsetjenesten til utilsiktet overforbruk av eyeblikkelig hjelp? 2) Far
syeblikkelig-hielp pasienter tilgang pa riktig spesialistbehandling nar det virkelig
gjelder?

Hvis svaret p4 det ferste spersmélet er "ja", kan paradoksalt nok én av de
utilsiktede virkningene vare at alvorlige eyeblikkelig-hjelp tilfeller blir fortrengt.
For enkel tiigang pa spesialisthelsetjeneste kan fore til at tjenesten hlir blokkert av
mindre alvorlige tiifeller. Dette kan igjen ha odeleggende virkning pa
helsetjenesten som helhet (47). Det har veert hevdet at problemene med krevende
og dyre behandlingsformer vil forverre seg, dersom man ikke utvikler méter for 4
moderere bruken av ny teknelogi (48-49). Det er uunngaelig at helsetjenester ma
rasjoneres, men hvordan dette gjeres burde bli mer dpent og tydelig (50). Bade
logisk resonnement (51) og objektive data {52) gir steite til den portvaktrollen
som leger i primerheisetjenesten har. Portvaktfunksjonen kan bade sikre tilgang
pé behandling for ressurssvake grupper og beskytte pasienter mot overbehandling.
For akuttpasienter kan portvaktfunksjonen vare vanskelig 4 fylle dersom ikke et
minimum av ressurser som feks. assisterende personell, laboratorietjenester og
observasjonssenger er tilgjengelige for & sikre kvaliteten. [ en studie fra Bergen
foreslo @ie og Fanebust observasjonsavdelinger for & redusere presset pa
indremedisinske avdelinger (53). En tilsvarende konklusion ble trukket i en
analyse av syeblikkelig-hjelp innleggelser til en stor kirurgisk enhet i Osio, der
man mente at en observasjonsavdeling med noen fi senger kunne tatt hiand om
nesten halvparten av pasientene (54). I Finnmark fungerer sykestuene som
observasjonsposter, og setter legene i primerhelsetjenesten i stand til 4 ivareta sin

portvakirolle.



Omsorg for kronisk syke og doende
Ifalge Gie og Fanebust (53) ville muligheten for tidligere uvtskriving av noen 2
langtidspasienter betydd en betraktelig reduksjon av liggetiden i sykehus. Vére
data (artikkel T & 1V) s&vel som Sanders observasjoner for 20 &r siden (6) taler for
at sykestuer kan dempe presset pd sykehus ved 4 framskynde utskrivinger. Dette
har dpenbart sosiale fordeler, spesielt for eldre, kronisk syke og deende pasienter
som kan i behandling ner hjemmet. For disse pasientene kan en direkte
utskriving fra sykehus til hjemmet eller et sykehjem ofte vare vanskelig. A bli
overfort til sykestue gior velen kort bade tilbake il sykehuset og til
sykehjemmet/hjemmet avhengig av den medisinske tilstanden. Det er grunn til &
tro at utskrivingsprosessen blir smidigere og raskere med sykestuen som
mellomstasjon. Den mye lavere bruk av sykehus i kreftbehandlingen {(artikkel IV)
kan illustrere dette. Den heye andelen av krefipasienter i sykestuene utfyller dette
bildet. Av de 16 pasientene som dede 1 sykestuer (artikkel I, tabell IIT) hadde syv
(44%} kreft.

Av denne diskusjonen folger at almenpraktikere kan ha en portvaktfunksjon
som letter utskrivinger og ikke bare demper innleggelser i sykehus, dersom de

kan stette seg til en sykestue i nzrmiljeet.

Profesjonelles perspektiv

Det er store variasjoner 1 hva en profesjonell helsearbeider vil anse som
hensiktsmessig og riktig virksomhet innenfor eget arbeidsfelt. Dette fremgér av
de betvdelige variasjoner i medisinske prosedyrer og behandlingstiitak som ikke
kan forklares av lokale variasjoner 1 dedelighet eller tilgang pa ressurser (55-57).
Hopkins og medarbeidere {46) hevder at studier av regionale variasjoner hittil
tyder pa at videre forskning vil avslere en tendens til overforbruk av medisinske
tiltak og tjenester. Funnene i var studie stetter en antakelse om at sykestuer vil
dempe en tendens til overforbruk av tjenester i lokalsykehus. Dette samsvarer
med en radende oppfatning blant nekkel-personell (almenpraktikere og

sykepleiere) vi matte i lopet av studien. Ifalge dem er sykestuen hensikismessig,
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fordi den fungerer som ‘“plattform for fleksibilitet" ved & imstekomme
lokalbefolkningens svel som lokalsykehusets behov bade for og etter
sykehusopphoeld. I tillegg er oppgavene i sykestuere utfordrende og bidrar til
rekruttere og stabilisere kvalifisert personell i kommunehelsetjenester.. Med andre
ord kan avvikling av senger 1 sykestuene sdelegge tilgang og kvalitet pa

helsetjenester til befolkningen i landdistriktene (58).

FPasientenes perspektiv

Pasientenes syn er en viktig dimensjon ndr kvaliteten pd helsetjensster skal
vurderes (59). I denne studien forsekte vi & samle informasjon om pasientenes syn
pé behandlingen i sykestuene gjennom et eget, kort sperreskiema. P4 grunn av
pasientens tilstand og situasjon ble skjemaet bare besvart ved 164 av de 395
oppholdene. Derfor er det ikke blitt utfort noen mer omfattende analyse av
dataene. 1 all korthet viste svarene at 88% ansd sykestuen som det beste
alternativet for seg. Bare fire pasienter hadde innleggeise pa tokalsykehus som sitt
forstevalg. I virkeligheten ble tre av de fire ikke henvist, mens 10 pasienter som
ikke hadde sykehus som ferstevalg ble innlagt. Ut fra den lave svarprosenten vil
vi avstd fra & trekke generelle konklusjoner. En forsiktig tolkning ville iikevel
vare at opphold pé sykestuer er begrunnet i medisinske vurderinger, og at disse

stort sett samsvarer med pasientenes preferanser.

Samfunnets perspektiv

Sett fra et samfunnsmessig perspektiv er det et mél & fordele knappe ressurser pa
en rasjonell og rettferdig mate. P4 de ulike nivéer i forvaitningen (kommune,
fylke og stat), finnes ulike interesser og syn knytet til sykestuene. Fra statlig
perspektiv er "Sykestuemodellen” beskrevet i en Stortingsmelding fra 1997 (11).
Det fastslés at sykestuen, gjennom samarbeid med spesialister, sykehus og via
moderne tele-kommunikasjon, kan gi en "1 1/2-linje tjeneste”. Dette inkluderer
observasjon for transport til sykehus, behandling av enklere medisinske tilstander,
rehabilitering etter sykehusbehandling og emsorg ved livets slutt. Tilsvarende syn

har vert gjentatt gang pi gang i statlige dokumenter giennom de siste 20-30
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arene. Den kraftige reduksjonen av senger stir i sterk kontrast til dette og viser at
sykestuemodellen er i ferd med & bli viradert. P& kommunenivad er modelien
foretrukket bade av pasienter og profesjonelle, men ikke akseptert av
kommuneadministrasjonen ved bortfali av pkonomisk statte.
Fytkesadministrasjonene bruker ogsd gkonomiske argumenter for & redusere sin
stotte  til sykestuer (12). Hvis regjeringen virkelig ensker & prioritere
svkestuemodellen, ser det ut som om gremerkede tilskudd er eneste mulighet.

For tiden pagdr en diskusjon om reorganisering av norsk sykehusvesen (11,
60). 1 fremiiden kan flere oppgaver og okt ansvar bli overfert ti
primarhelsetjenesten, spesielt gielder dette straksbehandling av eyeblikkelig-
hjelp tiifeller. Et eksempel kan veere trombolytisk (blodpropplesende) behandling
til pasienter med hjerteinfarkt. For 4 oppné optimal virkning, mi dette startes s
raskt som mulig (61), aller helst av primarlegen. Nar det gjelder rehabilitering av
kronisk syke, tenker man seg 0gsa en utvidet lokal innsats.

For & sikre kvaliteten p& behandlingen nir nye oppgaver blir everfort fra
lokalsvkehus til primarhelsetjeneste, er det helt nedvendig & forbedre samarbeidet
mellom niviene {62). Det ser ut som om telemedisin, som allerede er vanlig i
Nord-Norge {63, 64), vil bli et ayttig virkemiddel i framtiden. Moderne uivikling
innen medisin og telekommunikasjon kan sammen giore at flere oppgaver kan
hindteres av lokale almenpraktikere med ‘'ner”  veiledning av  Tfjerme”
spesialister. Dette aktualiserer klart et fremtidig behov for senger 1 "1 1/2-linje

tjenesten” innen kommunchelsetjenesten slik som skissert i Stortingsmeldingen.



4.8 Konsekvenser og videre forskning

En viktig slutning ut fra denne studien er at sykestuer kan vare nyttige for &
kontrollere og dempe pasientstremmen mellom primerheisetjenesten og sykehus.
Forst og fremst har dette vist seg & gjelde for en distriktsbefolkning der avstanden
til sykehus er stor. Siden behandling 1 sykestuer kan utfores uten negative
konsekvenser for pasientenes helse og til en forholdsvis lav kostnad, burde denne
behandlingsmodeilen ogsd vare et alternativ nermere lokalsykehus. En mer
utbredt bruk av sykestuer ville vare i pakt med idealer uttrykt bade av
fagprofesjonene og i regjeringsdokumenter. I virkeligheten er utviklingen motsatt,
noe som fremgir av det faktum at antall sykestuesenger i Finnmark er halvert
etter 1994. P4 denne bakgrunn virker det rimelig & spemre: Er regjering,
lokalpolitikere og innflytelsesrike helsebyrikrater klar over utvikiingen? Kjenner
de fordelene ved sykestuen? Og er de sammen villige og 1 stand til & snu derme
irenden? Hvis ikke vil framtidig forskning for & gke vére kunnskaper om

behandling i og effekt av sykestuer neppe veaere mulig,
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5. KONKLUSJONER

[ forhold til mélsettingens fem punkier er denne studiens konklusjoner:

(V3

. Sykestuer brukes ferst og fremst til koritidsopphold og observasjon av

pasienter med medisinske problemstillinger og ikke til langtidsopphold for

geriatriske pasienter.

. Negativ effekt pi helse, fordrsaket av midlertidige opphold i sykestuer for

pyeblikkelig-hjelp innleggelser pd sykehus, er uvaniige og moderate.
Helsegevinster, spesielt livreddende behandling for kritisk syke pasienter, mer

ern oppveier for de negative effektene.

. Tilgang til sykestuer reduserer andel pasienter som blir henvist til sykehus fra

almenpraktikere.

. Sykestuer reduserer bruk av senger i lokalsykehus. Dette skyldes en

kombinasjon av redusert antall innleggelser og redusert liggetid. Det gjelder

spesielt tilstander som hyppig biir hdndtert i sykestuer.

. Sykestuer kan resultere 1 bedre tilgang pé helsetjenester til en lavere kostnad

enn aktuelle alternativer for befolkningen 1 utkantstrek.

Disse konklusionene samsvarer med de intensjoner som er beskrevet for sykestuer

i Svkehusioven og i Stortingsmeldinger. Fagprofesjonenes beskrivelse av

sykestuene som en “plattform for fleksibilitet” ser ut til & vere en treffende

karakteristikk.
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Aaraas I. The Finnmark general practitioner hospital study. Patient characteristics,
patient flow and alternative care level. Scand J Prim Health Care 1995;13:250-6.

QObjectives - In a study assessing the role of general practitioner hospitals (GPHs) in
the health service two main questions were addressed: 1) Are general practitioner
beds used for short-term medical observations, or as a supplement for fong-term
geriatric care? 2} What are the alternatives to stays in GPHs?

Design — In a prospective design GPH stays during 8§ weeks were recorded.
Setting — 15 GPH units in Finnmark county in Norway.

Subjects — 395 completed stays were recorded.

Main outcome measures ~ the patients’ sex, age and diagnosis, flow of patients,
length of stays, bed occupancy rate, and doctors’ assessments of alternative level of
care.

Results — 60% of the patients were admitted from and discharged to their home
after a mean stay of 6.8 days. The 19% who were fransferred to higher level
hospitals stayed significantly shorter than the rest (3.6 days), while 9% transferred
Jjrom hospital stayed significantly longer (22.3 days). Of the 395 patients discharged
61 % were assessed as candidates for higher level hospitals, if GPHs did not exist.
45% of the GPH stays seem to replace higher level hospital admissions.
Conclusion — The GPHs have a pre-hospital »buffer» function by preventing pa-
tients with acute symptoms from being unnecessarily admitted to generai hospitals
through shorf-term observation stays. A post-hospital function was also demon-
strated, since GPHs allow for long-term follow up stays for patients transferred
from general hospitals.

Key words: general practitioner hospital, primary care, level of health care, health
service delivery.

Ivar Aaraas, MD, Institute of Community Medicine, University of Tromsg, N-9037
Tromsg, Norway.

General practitioner hospitals (GPHs), also calied
“cottage” hospitals or by other local names, con-
tain beds in which general practitioners (GPs) can
treat or temporarily observe patients to decide the
appropriate level of care: an ordinary hospital, at
home or elsewhere. In other words they represent
a ward level between the patient’s home and gen-
eral hospitals. Except for Finland, Western coun-

Scand § Prim Health Care 1995: 13

tries have neglected this kind of institution in
their health planning strategies (1). In Norway,
the official number of GP beds has been reduced
from some 1000 to less than 250 during the last
20 years. The decline in GFPHs in Western coun-
tries can be ascribed both to the technological
development in medicine and to the organizing of
public services inte separate administration



levels. GPHs seem to be squeezed between eco-
nomic interests of two levels, ie. the state or
county level responsible for hospital services, and
the local level responsible for primary care and
nursing. This tendency is also present in Finn-
mark, the northernmost county of Norway, where
GPHs have been a cornerstone in the health serv-
ice since around 1 850 and up to now {2}. During
the last years, Finnmark county authorities, sup-
porting the units financially, have raised questions
concerning the use of the beds. Are they used
property, offering hospital relevant care to pa-
tients, or improperly, o cover long-term nursing
needs for which primary care and the local mu-
nicipality are responsible? Could the money spent
on these beds be more efficiently used on ordi-
nary hospitals? GPs have claimed that GPHs
serve as a flexible tool to improve co-operation
between the primary and secondary care level,
and that they contribute to decreasing the total
health expenditure by preventing unnecessary
hospital stays. This has also been indicated in a
Norwegian survey conducted in 1986 (3).

The 16 GPH wunits still running in Finnmark
are, with ome exception, integrated in nursing
homes. They consist of 2-16 beds and are all
located next door to primary doctors’ surgeries.
Together they serve a population of 55000 (72%
of the population of Finnmark) scattered in smali
commurities (Fig. 1). Due to arctic climatic con-
ditions and long travel distances, patient trans-
ports to the two county general hospitals by road,
boat or air are occasionally hindered.

Based on these 16 units, we have conducted a
study to assess the role of GPHs in health service.
This first paper presents an analysis of the patient
flow through GPHs. The aim is to answer the
following questions: Are GPH beds used for
short-term care of medical conditions or as a
supplement for long-term geriatric care? What
would be the alternatives to stays in these beds?

Material and method

During 8 weeks, from 14 October to 10 Decem-
ber1992, all admissions to and discharges from
GPHs were consecutively recorded on a registra-
tion form. The design of the form and the dur-
ation of the study were adjusted to experiences
from a pilot study and from discussions with pro-
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fessionals in each unit during the planning phase.
Due te a high turnover of doctors in some munici-
palities, the form was designed so that the nurses
could fill in the main part of it, and in each unit a
nurse was appointed in charge of the data record-
ing. At admission the nurses recorded basic mfor-
mation about the patient, her/his residence and the
reason for the stay. The diagnoses were recorded
by the doctors in free (ext and coded according to
The Intermational Classification of Primary Care
{4). Towards the end of the stay the nurses re-
corded the patient’s next place of residence, while
the doctors assessed the alternative to care in a

Scand I Prim Health Care 1995, 13
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GPH for each patient by answering the question:
“If the possibility to admit to the GPH did not
exist, what would have been the most probable
place of care for this patient?”. That information
made it possible to classify each patient into sep-
arate “flow groups”. 15 of the 16 GPH units re-
twmed data. When stays allocated for pursing
home and obstetric beds are excluded, the ma-
terial for analysis included 395 stays (in 77 beds),
completed by the end of the observation period.

Results

Elderly people constituted the majority of pa-
tients, but ail ages were represented {Table I).
55% of the patients were female, the majority of
whom were confined to age groups above 70,
while the two sexes were equally represented in
ages below 70.

Considering both terminated and unterminated
stays within the registration period, the beds were
occupied for 3235 days, which corresponded to a
75% occupancy rate. The mean duration of all
terminaled stays was 9.0 days. 93% of the stays
lasted less than one month and these had a mean
duration of 4.9 days. The duration of stays dif-
fered with age (Table II) and with patient flow
groups (Table III). On average the duration was
6.8 days for the largest patient flow group, the
60% admitted from and discharged to home. The
duration was 3.6 days for the 19% admitted from
home and discharged to hospitals. Pre-hospital
stays were significantly shorter than the remain-
ing ones {p<0.0001} and inciuded a majority of

Table 1. Patients discharged from general practi-
tioner hospitals in Finnmark during 8 weeks,
1992. Age and sex distribution.

Age group Stays Female Male
years Ton % n i

0-15 19 4.8y 13 8

16-49 98" (24.8) 48 50
50-69 98 {248y 30 48
7019 99 {25.1y 56 43
80+ 81 {265y 52 29
Total 395 (100.0y 217 (55%) 178 (45%)

Table [I. Discharges from general practitioner
hospitals in Finnmark during 8 weeks, 1992, Age
according to length of stay.

Number of stays Length of stay Age

(N=395) day years
n G groups mean (SD}
218 (55.2) 0-2 516 (23.5)
81 (20.5) 37 697 (19.3)
70 (17.7) 8-30 743 (129
17 (4.3) 31-59 78.9 (6.4)
9 (2.3) 60+ 730 (13.3)
Total (mean): 61.0 {23.0}

9.0 days

men as opposed to other flow groups in which
women tended to dominate. The male majority
referred to hospitals consisted mainly of middle-
aged men {on average 58.1 years) who most fre-
quently had digestive, cardiovascular, and mas-

Table 111, Age and duration of stays for patients in general practitioner hospitals in Finnmark by care
level prior to and after the stay (“patient flow groups™)

Patient flow GPH stays Age Duration
group years days
(%) mean {SD) mean (SD)

A: from home vie GPH 1o home 236 (59.7) 58.0 (23.4) 6.8 {Z2.1)
B: from home via GPH to hospitai 76 (19.2) 58.8 (23.1) £ (7.5
C: from hosp./purs.home via GPH to home/

nuss.-home/hosp. (10.4) 75.2 (13.8) 19.3 (25.8)
D other’ 42 (10.6) 68.4 (21.0) 21.5 (29.9)
Total 395 (100.0)

" Group D includes 16 deaths and stays not classified otherwise due to lack of information
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Takle [V. Number of stays for patients in general
practitioner hospitals in Finnmark during 8
weeks, 1992, by main diagnoses according to
ICPC”

Diagnoses Number of stays
{N=395)

ICPC group n %

General 25 (6.3}
QGastrointestinal 48 (12.2)
Cardiovascular 77 (19.5)
Muscuioskeletal 62 (i5.7)
Neurological 34 {8.6)
Mental 25 {6.3)
Respiratory 45 (11.4)
Urinary/kidney 15 (3.8)
Femnale genital 16 4.1)
Social 10 (2.5)
Others™ 23 (5.8
Not recorded 15 (3.8)

* International Classification of Primary Care (4}
** Others include eye, ear, skin, male genital and metabolic
disorders

cuiloskeletal disorders. Post-hospital stays, repre-
senting 9% of the material, lasted 22.3 days and
were significantly longer than the rest (p<0.001).
Post-hospital stays involved older patients with
cardiovascular or musculoskeletal diseases as the
two most common diagnoses.

The varied spectrum of medical problems en-
countered may be somewhat hidden in the ICPC
main group presentation {Table IV). The most
frequent diagnoses, as recorded in free text, were:
cerebral and cardiac vascular disease, trauma/
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fractures, cancer, abdominal pain, asthma, and
pneumonia. Psychological or social problems
were recorded as the main diagnosis for 8§.8% of
the stays. Some 753% of all admissions were as-
cribed to emergency situations.

According to the doctors’” overall assessments
during the stay, the best alternative to GPH stays,
if GPHs did not exist, were general hospitals for
240 patients (Table V), of whom 61 were actually
transferred. The remaining 179 patients represent
“saved” hospital admissions and constitute 45%
of the total GPH material.

Discussion

The main result of this study is that the typical
GPH patient is admitted for an acute medical
incident and discharged to home after a few days.
Only every fifth stay resulied in transfer to a
general hospital. The broad spectrum of medical
problems encountered are mainly diagnosed as
somatic ones.

Since the existing number of GPH beds is rela-
tively smail and spread over several small units, a
main methodological challenge was to motivate
health personnel in the local units to comply with
the protocol. Contact with key professionals in
the planning phase made it clear that to secure
participation in a prospective study it would have
to be limiled to as short a period as possible. One
considered eight weeks as a maximum during
which motivation could be kept up. On this back-
ground we are satisfied that 15 of the 16 units
participated and believe that the results are repre-
sentative of the GPH situation in Finnmark.

Table V. Doctors’ assessments of appropriate place or level of care as a potential alternative o the

general practitioner hospital, by patient flow group.

Patient flow GPH stays Assessments of appropriate place/
group level of care if GPH did not exist
hospital  nursing home not
n % or home assessed
A: from home via GPH to home 236 (59.7) 133 88 i5
B: from home via GPH to hospital 76 (18.2) 61 7 b1
C: from hospital/nursing home via GPH
to homerhosp./nursing home 41 (10.4) 20 17 4
D: other 42 (10.6) 26 13 3
Total 395 (100.0) 240 125 30
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Although the majority of patients were elderly,
all age groups were represented. The mean age
of 61 years for GPH patients is higher than for
patients in medical and surgical departments in
Finnmark, which was 55 years during the study
period, In 2 study concerning emergency patients
admitted 1o an internal medicine department in
a city hospital the mean age was 67.3 years (5),
while pursing home patients are considerably
older, i.e. on average 75-80 years (6). The pre-
ponderance of men of 60 being admitted from
GPHs to general hospitals corresponds both to
the distribution of men in the Finnmark hospitais
and to the overail age distribution in Norwegian
general hospitals, where males between 50 and
70 years are most {requently hospitalized (7). In
all, the age and sex distribution of GPH patients
seems to bear a stronger resemblance to patients
in general hospital departments than in pursing
hiomes. This resemblance is also obvious through
the finding of a high turnover of patients and
relatively few prolonged stays. The same general
trend has been reported earlier in Norway (3)
and in several studies from British general prac-
titioner hospitals during the 1970s and 1980s (8-
10}, Longer stays in corresponding Finnish insti-
tutions have been explained by official regula-
tions stating that 30% of the beds shall be used
for acute general medical cases and 70% for
chronic geriatric patients (1, 11).

A total bed occupancy rate of 75% is high and
probably close to a maximum if GPHs shall func-
tion according to their purpose. The need to keep
one bed free in case of emergencies was empha-
sized in all places and was commonly practiced.
Occupancy rates above 100% were recorded in
three units. This may be explained by the fact that
1/4 of the stays lasted less than 24 hours. Conse-
quently, one bed could be used by twoe patients on
the same day, each patient staying a few hours
only.

According to the diagnoses collected, the GPHs
in Finnmark seem to be rather somatically
oriented. Of all transfers to and from higher level
hospitals, 3% involved psychiatric hospitals. The
low rate of social and mental disorders may par-
tially be due to a tradition of admitting mainly
somatic patients, but can also be due to a well
developed network of local psychiatric institu-
tions in Finnmark. Still, some positive psycho-
logical and sccial functions of GPHs should be
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acknowledged. Terminally ill patients and pa-
tients with chronic disordess, often admitted from
higher level hospitals, are offered long-term care
close to their homes. Such a location is also bene-
ficial for medical reasons. Maintaining contact
with the patient’s family and network may be
crucial in comprehensive ierminal care, for re-
covery, as well as for a well planned discharge.
A low rate of patients transferred from nursing
homes (together 5%) may seem surprisingly low.
This implies that the beds are not usually oc-
cupied by long-term geriatric patients, The reason
for ttis became apparent during visiting rounds
te the units: most medical incidents in debilitated
patients are observed and treated without moving
the patient. This functions smoothly at the local
level since nursing home beds and medical beds
are on the same premises and are served by the
same personnel. Even though difficull to control,
this model may be favourable from the county
authorities” point of view since relevant hospital
services can be given both in GPH beds and
in the next door nursing beds (paid for locally).
A particular benefit is that transportation of the
oldest and weakest patients can be reduced to
a minimum.

When admitting patients to hospital services,
doctors are necessarily forced 1o do some kind of
overall assessment, considering both the clinical
and the social situation in each case. An assess-
ment towards the end of the stay, as done in this
study, may be met by two principal objections.
First, it is obviously easier to decide who is a
hospital case and who is not when the situation is
clarified at the end of the stay than on admission
when it is characterized by urgency and uncer-
tainty. We could not record the assessments by
the admitting doctors directly, but the fact that
they did admit indirectly reflects the need for a
higher level of care at that moment than later
during the course. Second, the GFs doing the
assessments are not neutral and may favour the
use of their “own” beds. During discussions when
the study was planned the doctors themselves
poinied to the professional challenge and the ideal
to be economical on behalf of society at large as
the two main motives for their use of GPH beds.
It is unlikely that these motives changed during
the recording period. Personal economic incen-
tives can hardly be said to explain the doctors’
utilization of GPH beds, since no extra payment is



given for work with such patients. Actually, the
aliemative of admitting patients to the far away
general hospital can be less time consuming and
more profitable for the doctors in the Norwegian
fee system. When doctors in 15 different units
assessed the majority of stays at discharge as the
best choice for the patients, this may confirm a
sound decision-making practice by the admitting
doctors, most often someone else. The validity of
the doctors’ assessments is strengthened by the
fact that the results correspond closely to a similar
evaluation performed by 45 other doctors six
years earlier {3).

Since GPHs are given the opportunity to decide
the appropriate level of care through a two-step
process, we think that our findings support the
view that GPHs serve as pre-hospital “buffers” by
“protecting” patients {especially those with acute,
earty symptoms) from unpecessary hospital ad-
missions. In addition, a post-hospital function was
evident since the beds aliow for long-term follow
up stays for patients transferred from general hos-
pitals. The second function might be as important
as the first in modern hospital care, where de-
mands for effectiveness and high tumover are
steadily imcreasing. A study from Wales con-
cluded that the general practitioner hospital, as an
example of an observation unit, eases the burden
of the general hospital at a reasonable cost {12).
Due to rising costs of hospital care, and the sug-
gestion that co-operation between pre- and post-
hospital care could be more efficient, the idea of
reintreducing GPH-like institutions in other geo-
graphical areas is discussed In a 1994 govern-
mental white paper on health care {13),

One may question whether our results, obtained
during eight weeks in late autumn and early win-
ter, are representative for the rest of the year, and
whether they apply to medical care outside Finn-
mark. Our pilot survey in the first half of 1992
showed the same general trend as reported here:
many short and few prolonged stays. In their 1986
study, which was completed during 8 weeks in
the spring time, Mamen & Nylenna found figures
for stays, patient turnover, diagnoses, and assess-
ment of afternatives to GPHs closely correspond-
ing to our data (3). In {986, GPHs were more
widespread, and various parts of rural Norway
were included. It is reasonable to believe that our
resufts, comparing well with experiences six years
earlier, could also be relevant for rural districts

The Finnmark general practitioner hospital study

255

outside Finnmark in the 1990s. Except for a few
days every year when extreme weather conditions
prevent patient transport, Finnmark is not particu-
larly different from other rural areas in Norway or
neighbouring countries as regards access to mod-
ern health care facilities.

That our and previous GPH studies cover rural
areas does not necessarily imply that this type of
institution is inadequate for urban areas. A pri-
mary care bed umt for short-term observation in
Oslo seemed to prevent hospital admission for
45% of “urban” patients {14), which is in accord-
ance with our “rural” findings. A recent study
from a Norwegian city hospital, without GPH in
its area, suggested that observation units should
be established in order to release the pressure on
beds in internal medicine departments {5). Al-
though intermediate institutions to buffer patient
flow between primary care and hospitals can be
needed anywhere, experiences from Finnmark
may be difficait to transpose to urban populations
living close to hospitals. While the GPH is seen as
a safety link in hezlth care for patients in Finn-
mark, it may be felt more like a {hospital) barrier
to a city population. Also, GPs in cities, used to
having easy access to hospital facilities, may be
reluctant to take on GPH work that their col-
leagues in Finnmark find challenging. Presum-
ably, observation beds attached to hospitals and
not to nursing homes wouid be more appropriate
in cities.

An unanswered question is whether the “tran-
sit” stay in a GPH for patients transferred from
home 1o hospital leads to delay in diagnosis and
treatment. This and other questions concerning
quality of care, as well as economic aspects of
GPHs, will be considered in forthcoming papers.

Conclusion

Our answers to the questions addressed in this
paper are: General practitioner hospitals in Finn-
mark are mainly used for short-term care and
observation of medical problems. Prolonged stays
are relatively infrequent, mainly used for terminal
patients and intermediate post-hospital stays, not
for long-term care of geriatric patients. Almost
20% of the patients were admitted to general hos-
pitals, while 45% of the GPH stays seem to re-
place hospital admissions.
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Chiectives — 1. To find out whether a stay in local general practitioner
hospitals {GP hespitals) prier to an emergency admission to higher
ievel hospitals aggravated er prelonged the course of the disease, or
centributed to permanent health loss for some patients. 2. To detect
cases where a tracsitory stay in a GP hospital might have been
favourabie. .

Design — A vetrospective expert panel study based on records frem
GP hospitals and general hospitals. The included patients had partic-
ipated in & previcus prospective study of consecutive admissions to GP
fhospitals during § weeks.

Serting — Fifteen out of 16 GP hospitals in Finnmark county, Norway.
Subjeers — Seventy-three patients transferred to higher level hospitals
frem 2 toinl of 395 admitted to GFP hospitals,

iViain outcome measures — Three ovteome categories were considered

LT

{or each patieni: “possible permanant health loss™, “possibie signifi-
cantly prolonged or aggravated disease course”, and “possible fa-
vourable effect on the disease course”.

Results -~ There was agreement zbout the pessibility of megative
effects in two patients {2.7%), while a possible fzvourable influence
was ascribed to six cases (8.2%).

Conclusion — Negative health effects due fo transitory siays in GP
hospitals are uncommon and moderate, 2nd balanced by benefits,
particularly with regard to early access to life saving treatment for
critically ill patients.

Key words: general practitioner hospital, quality of care, medical
injury, delay of care.

var Aaraas, MD, Institute of Community Medicine, Untversity of
Tromsa, N-Q037 Tromsa, Norway.

The purpose of general practitioner hospitals (GP
hospitals) 15 to deliver care at an intermediate level
between primary care and general hospitals. In a
study from Finnmark county in northern Norway we
have previously reported that the GP hospitals seem
to function according to their purpose, by avoiding
unnecessary admissions to general hospitals, and by
giving access to long-term follow up stays after hospi-
tal admissions {1). About 20% of the patients in the
GP hospitals were transferred to general hospitals
after stays lasting from hours to a few days. Since
these patients were admitted in the end to general
hospiials as emergency cases, one may ask if the stays
in the GP hospitals were in any way harmful. Could
the GP hospital act as a “patient trap”, obstructing
access to optimal care?

The aim of this paper was to examine whether the
transient stays in the GP hospitals could result in
ageravated or prolonged course of the disease, ot at
worst permanent health loss. We also wanted to
detect and describe cases where early access to GP
hospital treatment might have been favourable.

MATERIAL AND METHODS

The study was carfied out in Finnmark, the northern-
most and most sparsely populated county of Norway.
‘The travel time by ambulance from 16 rural commu-
nities with GP hospitals to two general county hospi-
tals ranged from 1 to 4 h. During a period of 8 weeks
(14 October to 10 December 1992) consecutive admis-
sions (n=395) to 15 of the 16 GP hospitals were
recorded. Case histories concerning all the patients
transferred as emergencies to higher level somatic
hospitals after temporary stays in GP hospitals (n=
73) were scrutinized by a panei of three experienced
specialists covering the fields of general practice
(M), internal medicine (BOE), and surgery (&I).
The assessments were based on anonymous copies of
the referral letter from the GP hospital, the hospital
medical record, and the discharge letter for individual
patients. To enable the judgement of possible long-
term effects, a Teport from the latest general hospital
stay was enclosed, if such a stay had taken place by
the time of the assessment, some 2.5 years after the
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Table 1. Changes of principal diagnos's from GP hospital 10 general hospital for {3 patients.

Patient Time in GP hospital Diagnosis at discharge
N Sex Age Days Frem GP hospial From general hospital
1 M 73 6 Lung abscess Lung cancer
2 F 3% { Appendicitis Salpingitis
3 M 45 <1 Angina pectoris Pericarditis
4 M 55 <l Angina pectoris Pericarditis
3 F 71 i Cerebral apoplexy Subdural haematema
6 M 60 | Deep vein thrombosis Fracture sequeia
7 F 83 4 Dyspnoea Cardiac archythmia
3 M 43 <i Spinal fracture Spinal rauma
9 M 51 3 Jaundice Cancer {unknown origin}
10 F 85 2 Obs/abdomen Diverticulitis
1 F 70 <1 Obsfabdomen Pancreatitis
12 M 30 <1 Obs/asdomen Gastroenteritis
I3 F 88 3 Obsfheart Bronchitis
14 M 8i 2 Preumonia Lung cancer
I3 M 78 3 Pneumonia Stomach cancer

actual transfer. In the first round the assessments

were made independently on a written form, includ-

ing the three following questions:

I. “Did the stay in the GP hospital possibly cause
permanent health loss?”

2. “Did the stay in the GP hospital possibly cause a
significant prolongation or aggravation of the
course of the disease?”

3. “Did the stay in the GP hospital possibly have a
favourable effect on the course of the disease?”

In a second round only cases of disagreement in the
first round were included. The primary decisions were
discussed by the pane! before ultimate conclusions
were drawn. It was explicitly agreed that positive
effects should apply strictly to medical outcomes.
This mentioned that social benefits, e.g. care close to
home, were ruled out on the positive side. Main
characteristics of cases finally assessed with either
negative or positive effects of the GP hospital were to
be presented in the paper to facilitate cutside criti-
cism and validation. Student’s t-test was applied for
statistical testing of age differences, while agreement
between experts was estimated by kappa statistics.

RESULTS

Age, sex, and diagnosis

The age of the 73 patients ranged from 1 to 90 vears
(mean 58.7 years), with no significant difference be-
tween women {59.1 years) and men {58.5 years),
p = 0.91. The majority were men {62%)}. The principal
diagnoses according to ICD-% main‘group classifica-
tion were distributed as follows: cardiovascular dis-
eases {n = 19), respiratory diseases (n =9), digestive
diseases (n = 7), trauma/intoxication (n = 11), general

symptoms (n = 13}, others {n = 12). In most instances
the principal diagnosis in the GP hospital and the
general hospital was identical, but for 15 patients it
was changed (Table I}

Panel assessments

The number of cases with disagreement was reduced
from the first to the second round (Table II). It was
agreed that “no” negative health effects could be
ascribed to the GP hospital stay in 71 (97%) and 70
(96%) cases, assessed for guestion 1 and 2, respec-
tively. The panel finally agreed on a negative effect in
two cases, while two other cases resulted in persistent
disagreement on negative effects. Overall agreement
within the panel for the negative categories tested
with kappa was 0.75 (CI 0.62-0.87) and 0.59 (CI
0.47-0.71), for question ! and 2, respectively. For
question 3 complete consent was reached (kappa =
1}, which mentioned that “no” positive effects counid
be traced in 67 {92%) cases, while a possible positive
effect was ascribed to six patients. Negative effects
were ascribed to elderly patients (60-85 years) with
chromnic disorders accompanying their acute illnesses,
while positive effects were found in both younger and
older patients (29-82 years} with more clear-cut
acute conditions. The most distinctive case histories
are described in Table [IL

DISCUSSION

Method

Modifications of the expert panel method is a com-
mon alternative to randomized studies in assessments
of quality and outcome of health care procedures {2,
3). In the present study a randomized controlled
design was not acceptable from a practical point of
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Table Il. Assessments of possible negative and positive effects of stays in GP hospitals for 73 pat:ents transferred to generai

hespitals as emergercies, according to the expert panel.

Possible effects of GP hospital stay

Panel round 1

Panel round 2

Agreement Disagreement Agreement Disagreement
Yes, possibly No Yes, possibly No
MNegative effects:
. Permanent health loss 0 69 4 i 71 1
2. Significantly prolonging
or aggravating the course
of the discase 0 65 8 i 70 2
Positive effects:
3. Favourable effect on the
course of the disease 2 38 13 6 67 0

view and might also have been refused on ethical
grounds. Consequently one had to rely on expert
judgements. The validity and reliability of expert
judgement can be questioned (4). Anyone involved
may be influenced by his attitude towards the topic of
the study, A specific criticism of previous GP hospital
studies has been that data recorded by enthusiastic
local doctors may be biased in favour of their own
activity (5). To counteract this kind of bias. several
precautions were taken. The assessments were based
on records from both the primary and the secondary
(hospital} level of care. These documents contained
detailed descriptions of the patients’ clinical condi-
tion, and of the treatments given as well as the
cooperation beiween different care levels. Neutrality
of the panel members was emphasized, and none had
any previous experienice or particular interests in any
of the units under study. Three factors may have
biased the judgements in a more critical direction.
First, the objective to record possibie and not only
obvious negative effects of the GP hespital. Second,
the explicit exclusion of “non-medical” factors such
as shortened time in hospital from the positive effects
of the GP hospital, while, on the negative side, a
prolonged hospital course was not excluded. Third,
the retrospective design may in itself induce a critical
attitude, due to reliance on wisdom after the event,
without awareness of difficulties experienced in the
situation. Individual positive ratings were reduced
more than negative ones from the first to the second
round (Table II), which may indicate a rather conser-
vative (pessimistic} end result.

Negative effects

Inevitably, all medical interventions imply a certain
risk. Were the negative effects found for the GP
hospital acceptable? At least they were not particu-
larly alarming. The possible negative effect agreed on

Seand 7 Prim Health Care 1898; 00

in two cases (2.7%) was not perceived by all experts
iz the first round, and the final conclusion was drawn
in doubt in one case. Among patients with a change
of diagnosis from the GP hospital to the general
hospital 14 of 15 were not assessed as delayed in the
GP hospital, including four patients with an ultimate
cancer diagnosis {Table I). The only patient with
changed diagnosis assessed as possibly delayed (by
one expert) was an old woman with cardiac dyspnoea
staying in the GP hospital for 2 weeks, later treated
with 2 pacemaker {patient no. 7 in Table I}. In & large
American study including 44 hospitals, adverse events
due to erroneous or inadequate hospital management
occurred for 3.7% of the patients (3). That study, like
ours, was based on retrospective assessments of
record documents, but included more obvicus nega-
tive effects. Among the patients experiencing adverse
events 13.6% died. The frequency of unintended life-
threatening or disabling events in the treatment of
elderly patients in a university hospital was 9% {6). In
other words, the negative effects due to a transitory
stay in the GP hospital appear to be few, moderate,
and acceptable compared with more advanced wards.

Paositive effects

Cur study indicated that a local GP hospital staffed
and equipped to start intensive treatment was positive
for six patients (8.2%). The full range of emergency
procedures possible in 2 GP hospital cannot be per-
formed by a GP on his own, neither in the susrgery
nor at the patient’s home. In 2 study comparing air
and ground ambulance, 2.4% of the patients repre-
sented 96% of total health benefit of air transport (3}.
This suggests that a certain delay of hospital arrival is
rarely critical, especially if adequate emergency man-
agement can be started locally. In two cases, in which
the time factor was critical, advanced and possibly
life saving treatmen! was started immediately (Table
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Table {II. Examples of patients with possible negative and positive health effects due to stays in GP hospitals. Panel opinions and

arguin :nis.

Patient

Panel

Woman 74 (dicbetic) D: Myocardial infarction

8-12 i in the GP hospital

Pain in back and arm. Yemiting. ECG and enzyme analysis
in GP hospital indicated MI. During the next year the
patient developed A-¥ Block and left ventricular failure,

Man 60 D: Apoplexia

24 k in rthe GP hospital

Partially recovered from apoplexia 2 years ago.

Admitted to GF hospital due to sudden dizziness combined
with gradually evolving siroke. In the general hospital
progressively worse and little by little loss of
consciousness. Died after 28 days.

Negative effects?

PANEL AGREEMENT:
Quest, 1 Permanent health loss?

Yes: Duging the GP hospital stay acety! salicylic acid (ASA)
was not given. The delay of ASA may have increased the size
of the MI and coatributed to the later heart complications.

PANEL DISAGREEMENT:
Quest. 1 +2 Permanent health foss +significantly
prolonged/aggravated course?

Yes on 1+2 (BOE): Stroke-in-progress could have been
reduced if treated early with heparin.

No on 1+2 (HM/BI): Stroke patients not always accepted for
immediate admission in hospitals in 1992, Heparin not routin-
ely used, and rot given to this patient in the general hospital.

Woman 64 (the sequely D: Resp, failure [arrest

2k in GP hospital

Intubation, ventilation, oxygen, dopamine i.v. in the GP
Hespital to secure adeguate transport to general hospital.
Stabilized at discharge after 13 days.

Woman 70 D: Septicaentie [bleeding

2 &k in GP hespital

Acute fever, diarrhoea, vomiting, anaemia. In GP hospital
blood culture +iv. infusion of fluidfelectrolytes and
antibiotics. Sabnonella in blood eulture. Discharged in
good health from hospital after 1§ days.

Man 29 (industry worker) D: Eye injury

8-10 h in GP hospital

Caustic liguid in both eyes. Eye rinsing started instantly
and continued over night in the GP hospital in telephone
co-operation with the distant eye department. Eve
examination nex! day showed no deeper injury.

Positive effects?
FPANEL AGREEMENT:

Yes: Immediate advanced intervention, possibly life saving.

Yes: Potentially life threatening condition in which immediate
blood cuiture and start of i.v. treatment may have contributed
positively to the course.

Yes: Early adequate treatment may have prevented eye
damage and visual complications.

I1f}. This demonstrates a particalar advantage of GP
emergency beds in rural areas.

Reduced time in hospital, due to initial non-emer-
gency treatment in the GP hospital, was not evalu-
ated as a medical benefit in this study. However, from
a social point of view this would usually be a desir-
able effect, apart from the chance of avoiding hospi-
tal admission at all. The possibility of economic gains
would also add to the positive effects of a GP hospi-
taf (7,8).

General aspects

One may question whether the 80% of the patients
who were managed in the GP hospital without fur-
ther hospital referral would have benefited from gen-
eral hospital care. This possibility is not very likely,
because a majority of the patients could be sent home
or to cther appointed care after few days, according
to judgements by their local doctors {1}). For 179
non-referred patients who were assessed as candidates
for general hospital by the GPs, if the GP hospital
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Is the general practitioner hospital a potential ‘patient trap”™ 5

option had not existed, we investigated whether there

had been any admissions to the general hospital”

during the two months following the stay in the GP
hospital. Only four were admitted, and hospital docu-
ments checked in these cases did not indicate that any
of these admissions had been preceded by GP hospi-
tal ignorance. All considered, it scems unlikely that
the GP hospital kept patients away from significant
therapeutic opportunities.

The potential of the GP hospital to reduce hospital
admissions and to release pressure on general hospi-
tals has been indicated in other studies (7.9-11). An
adverse effect of easy access to advanced wards in
urban areas may be over-admission of non severe and
chronic cases. The increase in emergency admissions
to hospitals has been regarded as a general problem
disrupting the national health service in the UK (12).
According to a recent study, 10% of admissions to
general hospital might be suitable for alternative
forms of care, particularly GP hospital and urgent
outpatient appointment (13). A Norwegian study
proposed pre-hospital observation units as one mea-
sure to relieve pressure on inner city medical depart-
ments {i4). Our study indicates that intermediate
wards such as a GP hospital may counteract hospital
overload through appropriate and safe selection of
emergency patients.

CONCLUSION

The panel agreed that stays in 2 GP hospital con-
iributed to a possible permanent health loss in one
patient and to a possible {moderate) prolongation of
the disease course in another one. These negative
effects were marginal and well balanced by benefits
from early intervenzion, including life saving proce-
dures for critically ill patients. We conclude that the
GP hospital is not a patient trap.

ACKNOWLEDGEMENTS
This study was supported by grants from “The Qual-

Scand J Prim Health Care 1998; 00

ity Assurance Fund of the Norwegian Medical Asso-
ciation” and the Ministry of Heaith and Social”
Affairs, Norway.

REFERENCES

1. Aaraas 1. The Finnmark general practitioner hospital
study. Patient characteristics, patient flow and alternative
care level. Scand J Prim Health Care 1993;13:250-6.

2. President and Fellows of Harvard College. Patients, Doc-

tors and Lawyers: Medical injury, malpractice litiga-

tion, and patient compensation in New York. Boston,

1990,

. Hotvedt R, Kristiansen [S, Ferde OH, Thoner J, Alm-
dahl SM, Bjersvik G, et al. Which groups of patients
benefit from helicopter evacuation? Lancet
199634713626,

4, Fink A, Kosecofl J, Chassin M, Brook RH. Consensus
methods: characteristics and guidelines for use. Am J
Public Health 1984;74:979-83.

5. Hjort PF. Sykestuen - fortid efler fremtid? (The GP hos-
pital - past or fuwure?). Tidsskr Nor Laegeforen
1987;107:2602-3.

6. Steel K, Gertman PM, Crescenzi C, Anderson J. latro-
genic illness on a medical service al a university hospital.
N Engl J Med 1981;304:638-42.

. Treasure RAR, Davies JAJ. Contribution of a general
practitioner hospital: a further study. BMJ 1990;300:644—
6.

8. Aaraas 1. Serdsdekkan H, Kristiansen IS. Are general
practitioner hospitals cost-saving? Evidence from a rural
area of Norway. Fam Pract, 1997,14:397-402,

9. Sander j. Evaluation of an internal medicine department
in a general hospital. English summary. Tidsskr Nor
Lacgeforen 1976;96:1634-38.

10. Mamen K, Nylenna M. Patients in Norwegian cottage
hospitals. English summary. Tidsskr WNor Laegeforen
1987;107:2612-5.

1. Aaraas I, Forde OH, Kristiansen IS, Melbye H. Do gen-
eral practitioner hospitals reduce the utilisation of general
hospital beds. Evidence from Finnmark County in North
Norway. J Epidemiol Coramunity Health. 1998;52:243-6.

12. Court C. Rising emergency admissions disrupt NHS.
BMJ 1994;309:1322.

13. Coast J, Inglis A, Frankel 5. Alternatives o hospital care:
what are they and who should decide? BMJ
1596;312:162-6.

{4. @ie BK, Fanebust R. Emergency admittances to medical
departments. Are medical departments used optimaliy and
how would cbservation units affect the situation? English
summary. Tidsskr Nor Laegeforen 1993;113:336-3.

(]









FAMILY PRACTICE VOL 15 NO 3

Family Practice
-© Oxford University Press 1998

PAPER 12 PAGE 1

Vol. 15, No. 3
Printed in Great 8ritain

GPs’ motives for referrals to general hospitals:
does access to GP hospital beds make any
difference? '

Ivar Aaraas, Knut Fylkesnes and Olav Helge Farde

Aaraas |, Fylkesnes K and Fgrde OH. GPs’ motives for referrals to general hospitals: does
access to GP hospital beds make any difference? Family Practice 1998; 15: 252--258.

Objectives. We aimed to explore the relative impact of medical and other situational motives
on GP’'s decisions to refer patients to specialist care n a general hospital, and to assess
whether having access to a GP hospital influences the decisions.

Methods. We carried out 2 prospsective study of consecutive doctor—patient contacts dur-
ing one week. The sffects of main motives, medical, social/nursing, general hospital ad-
vice, distance frem the nearest general hospital and access to GP hospitals on referral
decisions were explored by logistic regression. The motives for different referral decisions
were slso explored through frequency analyses. The study was set in general practices
in the county of Finnmark in North Norway, which included 40 GPs from rural practices with
access 10 a GP hospital and eight GPs working closer to a general hospital without access
10 GP hospital. We studied 2486 doctor-patient contacts, which resulted in 411 patients being
considered for any kind of referral, of which 205 were referred to the general hospital.

Results. Medical needs were recorded as the only referral motive of major importance in about
nalf of the cases considered for referral, while additional motives ware recorded in the other
haif. The rationale for admissions 1o general hospitals and GP hospitals {in-patient care) was
compatibie in terms of the relative importance of the medical arguments. The GP hospital
cplion was mainly chosen because of the iong distance from the general hospital, nursing
needs and the preferences of the patient and the family, and resulted in a lower proporiion
of patienis being referred to general hospitals from GPs with access to 8 GP hospital.

Conclusion. Medical motives dominate the decision to refer patients to general nospitals,
but access to a GP hospital, in cases where nursing needs and long distances to the geners
hospital are supplementary considerations, reducas the proportion of patients being refer-

rad to general hospitals.

Keywords. Referral decision, GP, GF hospital, general hospital.

Introduction

A main objective of modera health care is to provide
nigh-quality and equitably distributed cost-effective
hospital services. A growing concern has been an un-
controtled increase in emergency admissions 1o
hospitals, which may have a disrupiing impact on the
health services as a whole.!

GPs play a kev role as hospital gate-keepers, since
the bulk of referrals and admissions pass through them.
Presumably, when referring a patient to specialist care

Reccived 3 December 1997; Accepted 19 January 1997,
inte of Community Medicing, University of Tromso, N-8037
Tromso, Norway,

in a general hospital, the GP will firsily base her/his
decision upon medical considerations. But the decision
is often not based upon clinical factors alone.? Other
motives may arise from preferences of the patient,
family and social setting of the sitvation. Likewise,
distance from general hospital, whether an appropriate
care alternative is available and the more-or-less explicit
advice and guidelines given by the hospital are other
extraneous factors that are likely to influence referral
decisions.

In Norway, the implementation of GP hospitals has
been considered 1o be an appropriate measure for reduc-
ing the high pressure on hospitals,? and of improving
co-operation between the primary and secondary levels
of care.® Previous studies from the UK>7? and
Norway®?® have suggested that a substantial portion of
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patienis in the GP hospitals would have been referred
to general hospitals if the local GP beds had not been
available.

In the present study among GPs in Finnmark County
in North Norway, the aim was to explore the relative
weight of medical and other sitvational motives for doc-
tors’ decisions to refer/admit to general hospitals. Since
GP hospitals exist as an opton of care in many remote
communities in Finnmark, a specific aim was to assess
whether and to what extent having access to a GP
hospital modifies GPs® decisions to refer to general
hospitals.

Materials and methods

Of a total of 65 GPs invited, 48 accepted to record all
their patient contacts during one week in November
1992. Forty GPs wocked in rural practices with access
to 2 GP hospital, while eight worked without access
tc & GP hospital and closer to the general hospital. At
the end of each consecutive contact, a brief registra-
tion form, which had been tested in a pilot study, was
completed. A total of 2496 patient contacts were record-
ed of which any kind of referral was considered in 411,
while referral to a general hospital was completed in
203 cases. The registration form contained information
about the age and sex of the patient, the time and type
of contact (consultation, home-visit, telephone) and the
urgency of the condition. The GPs were asked to rate
the importance of various listed motives for any refer-
ral on a scale graded from 1 to 4 (no, little, medium
or major importance}. In the multivariate analysis, this
information was grouped into the following four groups
of motives:

{1} Medical needs (need for observation, investigation,
treatment as single vartables (1,4) were added o
an index and regrouped (1-4)).

Hospital advice (1-4).

Social and nursing needs {psycho-social factors,
nursing needs, preferences of the patient or family
as single variables (1,4) were added to an index and
regrouped (1-43}.

{4) Long distance 1o the general hospital (1-4),

Those cases in which referral had been considered but
ratings were missing for some of the listed motives were
coded to be of “*no’” importance. Epi-Info'® was used
for data entry and freguency analyses, while
SPSS/Windows! was applied for the logistic regres-
sion analyses. Separate logistic regression analyses were
performed with (3) all referrals o general hospitat care;
(i1} out-patient referrals; and (i) in-patient referrals (ad-
missions) as dependent variables using the 206 patients
considered but not referred to the general hospital as
the reference population. In the first model, patient age,
sex and access to GP hospial were included as

independent varizbles, whereas in the second model,
age, sex, hour of patient contact and type and impor-
tance of motives were introduced as independent
variables.

Resulits

Among 411 patients considered for any kind of refer-
ral, 205 were referred 1o general hospitals, 146 to out-
patient care and 59 to in-patient care. OF the remain-
ing 206 patients, 29 were admitted to a GP hospital,
85 were sent for X-ray, laboratory examination and
various other local care options, while 92 were not given
any further follow-up. The GPs assessed medical needs
as the only important motive for the decision whether
or not to refer in 52% of cases considered, while one
or more additional motives were included as important
among the rast.

With respect to age and sex, the patient contacts were
no different when comparing GPs with and without
access t0 a GP hospital (Table 1). GPs with access 1o
GPF hospitals had a higher frequency of on-cail contacts
(P < 0.01) and of combined critical/serious contacts
(P < 0.01) than the others. Although not statistically
significant, the proportion of contacts generating refer-
rals 1o general hospitals was, as a woial, lower from prac-
tices with GP hospitals than those without that
possibility, 7.8 versus 9.8% (P = 0.14). The same trend
was found both for cut-patient (5.7 versus 6.6%) and
in-patient referrals (2.1 versus 3.3%). When the 29
admissions to GP hospital beds were included, the pro-
portion of in-patient referrals was only slightly higher
from GPs with access o these beds, 3.6 versus 3.3%
(P = 0.73).

Access to a GP hospital was associated with a signifi-
cant 40% reduction in total referrals 10 general hospitals
adjusted for age and sex of the patients {Table 2, Model
1}, and the reduction was greater for in-patient than for
out-patient referrals.

Adjusted for age, sex and hour of contact, medical
needs and long distance from the general hospital ap-
peared as the strongest motives for and against any refer-
rad to general hospitals (Table 2, Model IT). The analysis
indicated, however, less impact of medical needs on
out-patient compared with in-patient referrals. A signifi-
cant half of the in-patient referrals were based upon
advice from the general hospital.

Figure 1 displays the frequency of referred cases in
which single motives were reporied ¢ be of medium
or major importance for the referral decision, restricted
10 GPs with access to a GP hospital. Medicai needs ap-
peared 10 have medium/major importance for in-patient
referrals to both the general hospital and the GP hospitat
in about 80% of referred cases. In 25% and 28% of
the cases admitted to a general hospital or a GP hospitai,
respectively, the preferences of the patient and the
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TaBLE | Patient characieristics (%) according 10 outcome of contact and according 1o GP access 1o GP kespitals in Finnmark county,
Nenrvay

All patients

Considered for referral

Referred to gencral hospital

Access to GP hospital

Access o GP hospital

QOut-patient referrals
Access 1o GP hospital

In-patient referrals
Access to GP hospital

Patient characteristics:

Yes (331)

Yes (2006) No (450) No (80)  Yes (114)  No (32}  Yes (43}  No (16)

Females (%) 58.5 58.6 52.6 57.5 35.3 7.9 51.2 56.3
Age distribution (%)

=13 12.1 12.0 7.3 7.5 10.5 3.1 7.0 12.5

15-49 349 56.3 52.9 60.0 54.4 63.6 55.8 50.0

30-33 17.9 16.7 23.0 113 22.8 12.3 20.9 12.5

=67 14.4 14.1 16.3 213 11.4 18.8 i6.3 25.0
Time of contact (%)

Day {surgery) 83.0 §7.1 84.3 83.8 92.1 100 76.7 50.0

Night {on cally 16.7 1.4 15,7 i3.0 7.9 0.0 233 43.8
Degree of vrneney (%)

Critical hours/days [ 1.2 6.3 5.3 3.5 3.1 20.9 25.0

Serious 9.4 12.% 33.5 30.0 351 25.0 44.2 25.0

Not serious 677 71.4 39.6 42.5 37.7 531 20.9 25.G

Uneerain 8.2 5.3 18.4 17.3 211 18.8 11.6 12.5
% of ail conucts 16.3 15.3 5.7 8.6 2. 3.3
¢ Total in-patient referrals to general hospital + GP beds = 3.6%: (29 patients 10 GP beds not included in 2.1%).

fammily were of medivm/major importance for the deci-
sion. For the decision to use GP beds, long distance
from the general hospital and nursing needs were
assessed to have lmportance in, respectively, 39% and
28% of the cases, while these two factors had liitle in-
fluence upon the decision to admit to a general hospital.
The decision to refer to general hospital cut-patient
services was recorded to be medically motivated in 48%
of the cases, while 33% of the decisions wers regarded
as being influenced more by patient preferences.

Discussion

Main findings

Hospital referral decisions among GPs were assessed
with particular emphasis upon how availability of GP
hospitals as an option of care might influeace decisions.
Medical needs appeared as the only motive of major
importance for the referral decision in about 50% of
the cases, while additional motives were assessed as
being a$ inportant as medical needs in the other half.
Motives for in-patient referrals (admissions) to general
hospitals and to GP hosphials were similar in terms of
the relative importance of medical needs, except that

the GP hospital option was chosen mainly due to addi-
tional motives such as long distance, nursing needs and
preferences of the patient and family. The data merg-
ing from GP referral situations provide additional sup-
port for previcus findings based upon GP hospital and
general hospital data sources: that access to GP hospitals
may be a substitute for®? and reduce use of general
hospitals.&#4¢ Furthermore, these data indicate that
the GP hospital option seerms mainly to reduce general
hospital in-patient referrals and, finally, that out-patient
referrals are dictated less by medical needs, and more
by other motives such as patient preferences.

Marerial and method

For our purpose, to record the doctors’ immediate
appraisal of their motives in referral situations, no
validated instrumenis were available. The registration
form was intended to focus the doctor’s attention on
a range of referral considerations judged as relevant.
The pilot study indicated that a practically useful ex-
pression of motives which influence doctors had been
developed. A total of 205 general hospital referrals,
though arising from as many as 2500 doctor-patient
contacts, were a bit too scanty for mwore complex
analyses. Consequently, solitary interrelated motives
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TasLE2  Influence of patient age, sex and having aceess 10 a GP hospital {Model 1} or of putient age, sex, hour of contact and moti varing
Juctors (Model I} on GPs' decisions 10 refer 1o general hospitals among patients considered for referral (n = 411}, as analysed by logistic
regression

Detenninants

Reference population:

Decisions to refer to general hospital

All referrals 1o general hospital

Ounr-patient refercals In-patient referrals

patients congidered, not (= 205 {n = 146) o = 5%
referred 1o general hospital .
(n = 206): OR 95% CI OR 95% CI CR 95% CI
Model 1
Patient age, years:
0-14 217 0.90-5.23 2.60 0.99-6.83 1.49 G.43-5.21
15-49 1.46 0.85-2.51 1.64 0.88-3.03 i.11 0.51-2.43
30-66 1.39 0.73-2.64 1.59 0.77-3.28 1.03 0.40-2.66
=67 (ref.) i I i
Patient sex:
Male {ref.) I 1 i
Female 1.35 0.91-2.01 1.49 0.96-2.31 .14 0.63~2.05
Access 10 GP hospital
No {ref.) 1 1 i
Yes 0.60 0.36-0.99 0.65 0.37-1.13 0.50 0.25-1.01
Madel: Chi-square (P-value) 9.7 {0.08) 2.7 {0.09) 4.4 (0.49
Model I
Patient ags, years:
0-14 3.29 1.25-8.69 3.30 1.14-9.51 329 0.75-14.45
15-49 1.82 0.99-3.35 1.76 0.89-3.45 2.50 0.97-6.45
50-66 1.79 0.88-3.64 .76 0.80-3.85 2.33 0.76~7.13
=67 (ref.) 1 1 1
Patient sex:
Male (ref) 1 i {
Female 1.38 0.90-2.12 1.50 0.94-2.40 1.23 0.62-2.44
Hoer of contect:
Day (ref) 1 { i
Night (on call) 0.62 0.34-1.14 0.30 0.13-0.68 1.93 0.87-4.27
Doctor’s appraisal of importance
{l = no, 4 = grear)
Medical needs (1,4) 2.15 1.70-2.72 76 1.37-2.26 3.45 2.33-5.13
Hospital advice (J,4) 1.22 0.91~-1.63 1.18 0.85~1.64 1.48 1.02-2.14
Social/nursing factors {1,4) 1.04 0.86-1.27 Ry 0.95-1.45 0.84 G.62-1.14
Long distance to general hospital
(1.4) 0.44 0.25-0.66 0.41 0.22-0.76 0.42 0.21-0.81
Model: Chi-square (P-value) 71.2 (0.0000; 53.3 0.0000) 65.8 €0.0000)

had to be added and pooled before being included in
the multivariate analysis, and this might have obliterated
specific influences.

A particular problem in this study could be that some
(GPs had positive attitudes towards GP hospitals, which
implied opportunistic responses in favour of the local
GP beds. If so, one would have expected more refer-
tals to GP hospitals than the 29 cases referred, which

was actoally less than one admission per doctor during
the week. Moreover, bias seems unlikely due to the fact
that inclusion of GP hospital admissions approximates
to the total proportion of admissions to hospitals from
doctors with and without access to a GP hospital. The
length of time that doctors had been practising in Finn-
mark (6 months versus a longer time}, which was in-
cluded in a preliminary step of the multivariate analysis,
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Motives:

medical needs

hospital advice

nursing needs

psychosecialreasens

preference of patient

B GP hosp. inpat. {n=29)

Mgen, hesp. inpat (n=43}

Hgen. hosp. outpat. (n=114)

preference of family

jong distance to hosp.
3

L

® 39

FIGURE | Percenitage of referral-cases in which different motives sere reported 10 be of medium or major importance for the decision
umong 40 GPs with access to a GP hospital

did not influence the results. Accordingly, it seems
reasonable to suggest that the recorded motivating fac-
tors, rather than biased auitudes or previous experience,
confine the principal considerations related to the GPs’
decisions o refer 1w general hospital care.

Medical versus other motives

Since doctors are trained primarily to respond to medical
nesds, a tendency to overicok other factors could be
expected. Our findings do not support this. When the
doctors decide to use a bed (in a general hospital or
a GP hospiial), the preference of the patient or family
has been of medium or major Irnportance in as many
as one-guarier of the cases. A paradoxical finding in
the muitivariate analysis was that the social/aursing fac-
tor (including preferences of patient and family) was
not a significant determinant for general hospiial refer-
rals, while long distance from the general hospital was
significantly reducing referrals to these hospitals. The
reason for this may be twoiold: obliteration of specific
effects through pooling of motives and lack of contrast
to the reference population with respect to the motive,
The social/mursing needs may be a characteristic for
a broad range of patients considered, and may have been
recorded as a motive for both referring and not refer-
ring, while long distance is only a motive when the

patient is admitted to the GP hospital or offered other
local care. The significance of the long-distance factor
was considerably reduced, though did not quite disap~
pear when the reference population was ““adjusted”
through exclusion of cases admitied to the GP hospital
{data not given).

As regards medical motives, these are evidently far
more Inporiant among referred cases than in the
reference population. In contrast to both general hospital
and GP hospital admissions, which were medically
inctivated in 80% of the cases, it may seem surprising
that medical needs were considered to be of
medinmy/major importance in only 48% of cut-patient
referrals. For the latter, the preference of the patient
was regarded to be important for as many as 33%. This
is in accordance with other studies that show that risk
to the patient is rarely a major consideration behind the
GPs’ referral decisions io an outpatient clinic,”® and
that “*high referrers’” tend to refer the patient in spite
of reasons against it

The role of the GP hospital

The facts that only eight of the 48 GPs were without
access 10 GP beds and were closer to the hospital are
apparent weaknesses in this study, leaving an assess-
ment of the role of the GP hospital somewhat uncertain,
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Although the GPs without access to GP beds admitted
more patients to general hospitals, the total admissions
to hospital beds were slightly higher for those with
access to GP beds (Table 1). An inference of this could
be that GP beds in rural areas are only replacing general
hospital beds, and litte or no net gain is obtained. The
balance could even be a negative one, since care at a
lower level might keep patients away from appropriate
specialist care. However, concurrent data show that
only one-fifth of the patients admitted to GP beds need
further admission 10 a general hospital,? that the out-
come of care after initial GP hospital care is satis-
factory,” and that care in GP hospitals could be cost-
saving.® Moreover, data from the general hospitals of
Finnmark show that the use of general hospital beds
is considerably lower for populations with access o GP
hospitals,' and that this is particularly true for dis-
orders commonty treated in the GP beds. Using this
background, plus the fact that 29 GP hospital admis-
sions would constitute 33% of all admissions in the
material if added o the general hospital admissions,
a real influence of the GP hospital on the use of the
general hospital is strongly suggested.

Although medical needs, patient and famuly prefer-
ences were equally often weighed as important for in-
patient referrals to general hospitals and GP hospitals,
nursing needs and long distance seemed to be specific
additional motives for the decision to admit 10 a GP
hospital. Two key questions proposed by Wilkin &
Smith*® in explaining variation in GP referrals o
hospitals seem to be relevant 1o our context: {I) “*Are
the risks to the patient sericus if I do not refer now?’”;
and (i1) ““Have I the means (lime, rescurces, facilities)
to find out more?"”. Admission to the GP hospital would
be the rational response 1o these questions to investigate,
treat and observe comunon acute exacerbations in patients
with well-known chronic conditions. The GP hospital
may be judged as a safe option 10 avoid long transports
and substitute admissions 1 a general hospital »2
which are unavoidable without this option.® This is also
indicated by our findings, since GPs with access to &
GP hospital admit and refer relatively fewer elderly
patients (usually suffering from degenerative and chronic
diseases) than their colleagues. Supporting the same point
of view is the lower proportion of admissions from prac-
tices with access to GP hospitals during off-hours time,
despite a higher frequency of contacts. A likely sugges-
tion is that adnzissions to the GP hospital in a rural prac-
tice would more easily go directly to the general hospital
in more centrally located practices—especially if the
patients are elderly and consult at night and no altemnative
care option exists.

Conclusion

With respect to the specific aim of this study, the con-
clusion is that access to GP hospital beds is associated

with a lower proportion of patients referred to general
hospitals.,
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Do general practitioner hospitals reduce the
utilisation of general hospital beds? Evidence from
Finnmark county in north Norway

Ivar Aaraas, Olav Helge Forde, Ivar Senbe Kristiansen, Hasse Meibye

Abstract

Study objective—To assess whether popu-
lations with access to general practitioner
hospitals (GP hospitals) utilise general
hospitals less than populations without
such access.

Design—Observational study comparing
the totel rates of adimissions and of
occupied bed days i general hospitals
between populations with and without
access to GP hospitals. Comparisons were
alse made separately for diagnoses com-
monly encountered in GP hospitals,
Setting~Two general hospitals serving the
population of Finnmark county in north
Norway.

Patients—35 435 admissions based on five
vears’ routine recordings from the two
hospitals.

Main results—The total raie of admission
te general hospitals was lower in periph-
eral municipalities with a G¥P hospital
than in ceatral municipalities without this
kind of institution, 26% and 28% lower for
men and women respectively. The corre-
sponding differences were 38% and 52%,
when analysed for cccnpied bed days, The
differences were most pronounced Br
patients with respiratory diseases, cardiac
failure, and cancer who are primarily or
intermediately treated or cared for in GIP
hospitals, and for patients with stroke and
fractures, who are regularly transferred
from general hospitzals to GP hospitals for
long.r term follow up care.
Conchesion—GT hospitals seem to reduce
the utilisation of general hospitals with
respect to admissions as well as cccupied
bed days.

(7 Epideniol Conmnunicy Healih 1998;52:243-246)

In Norway, general practitioner hospitals (GP
hespitals) are small medical institutions on a
level between primary care and general hospi-
tals. They contain from two to around 20 beds
and are usually located together with the GPs’
surgery and the local nursing home in a joint
facility. It is still questioned whether these
institutions, as intended, relieve the pressure on
general hospitals. In a previous swudy from
Finnmark in north MNorway it was estimated
that 45% of the paricnts in the GP hospitals
would have been admitied 1o general hospitals
if the GP hospitals had not been available.' It
was also observed that patierus mansferred
from general hospitals to GP hospitals for

follow up care had the longest stays in the GP
hospitals. Based on these findings it seems rea-
sonzable to anticipate that hospital admission
rates are lower and that length of stay are
shorter for populations with access to GP hos-
pitals than for those withour. An eight week
survey indicated that this was the case particu-
larly for conditions commonly cared for in GP
hospitals.? To explore this issue further, we
have studied general hospital urilisation for a
longer period in the same geographical area.
The county of Finnmark is well suited {or such
a study because it still has 16 GP hospizals in
active use and beczuse 90% of GP hospital
patients referred to higher level hospitals are
admiited to the two county general hospitals.”

The aim of the study was to assess whether
populations with access 10 a GP hospital utilise
general hospital beds at a3 lower rate than
populations without such access, particularly
with respect to conditions commonly weated in
GP hospitals.

Methods

Routine hospital daiz for the five vear period
from 1 January 1990 1o 31 Dcecember 1994
were collected. The material includes admis-
sions 1o both county general hospitals and
comprises 33 435 stays over 224 969 days,
corresponding to an average length of 6.3 days
per stay. Admissions because of administrative/
non-disease reasons and patients with obstetric
or missing diagnoses or with residence outside
the county hospital area were exciuded. Based
on previous studies of medical conditions
frequently treated in GP hospitals,' 7 we classi-
fied certain ICD-9 diagnoses as “GP hospital
diagnoses™ (see table 2). Calculation of rates
was based on the population size of Finnmark
in the middle of the five year pericd. This
included 2 total of 75 973 persons among
whom 55 409 lived distant from the hospital
(one 1o four hours travel time away) in 16
municipalities with a GP hospital, while 20 566
lived in three municipalitics closer o the
general hospital and without access to a GP
hospital. The age distribution and average age
were almost ideptical in the populaton with
{mean = 34.6 yearsy and without {mean = 35.6
vears) access o GP beds. Epi- Info, database
and statistics system, were used in the statstical
analysis.” Age differences were twested by
Siudent’s ¢ test. Age standardisation was done
by the direct method,” with the total population
of Finnmark as the reference population. To
test differences in admission rates between
corresponding subpopulations from different
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Figure 1

Oceupivd bed days in general hospitals i Fimsomnark per 1000 persons (1990-1994) for poprdations from

nnenicipalities with and withaur GP hospitals according 1o “GP haspital diagnoses” {conditions cormmtondy rreated in GP

hospitals), adiusied for age.

municipalities %* (goodness of fit for propor-
fions) was applied.

Results

Standardised for age, the rotal hospital admis-
sion rate was 26% lower for men (420 v 566
admissions per 1000 inhabitants over five
vears} and 28% lower for women { 415 v 578}
in municipalities with 2 GP hospial than in
those without (table 1). The difference was
statistically significant for all agefsex groups
and highly significant for those above 15 years
{p=<0.0001). The age adjusted rates of occu-
pied bed days were 2407 and 2440 for men and
women respectively in municipalities with a GP
hospital and 3912 and 4698 in those without.
This represents a 38% and 52% lower rate of
occupied bed davs for men and women,
respectively. The differences were most pro-'
nounced for those aged 50 and older (73% and
71% lower among those aged 80 and over).
The rates of admission were significanty lower
{p<0.05%) for nine of 10 selected “GP hospi-
tal diagnioses™ in municipalities with a GP hos-
pital than in those without. Genera} abdominal
symprems were an exception (p=0.15). When
all “*GP hespiral diagnoses” and all other diag-
noses were analysed as entire groups the rates

were also lower in municipalities with a GP

hospiral (p<0.001). The differences in lengrh
of stay were striking for most “GP hospital
diagnoses” (table 2). This was particularly true
for patients with cancer, cardiac failure, stroke,
pricumonia, and fractures, while there was no
difference with respect to angina pectoris, gen-
eral symiptoms, and traumas. Highly significant

age differences between patients from commu-
nities with and without GP hospitals were
demonstrated for several “GP hospiral diag-
noses”, with stroke {69.6 ¢ 73.9 years) and
asthmatic disorders (50.9 © 57.0 years) as the
two most prominent examples, while no
significant age difference was found for pa-
tients with cancer, general abdominal symp-
toms, and traumas. The rates of occupied bed
days in popuiations with GP hospitals were less
than 50% of the rates in popularions without
GP hospitals for five of 10 “GP hospital
diagnoses” (fig 1). The greatest differences
were for stroke and asthmaric disorders with
78% and 69% lower rates in populations with a
GP hospital. The highest rates of cccupied bed
days were found for the only municipality
which had neither GP hospital nor a general
hospirtal in its localizy.

Discussion

This study strongly indicates that GP hospitals
result in lower utilisation of general hospital
services. This has previcusly been suggested in
several studies.” " According to estimates from
a hospital medical department of Finnmark,’
patients from municipalities with a GP hospital
occupied 0.38 bed days per inhabitant per year
compared with 1.19 bed days from the general
hospital municipality. In Oxfordshire the rate
of use of medical and geriatric beds in general
hospitals by practice populations with access to
general practitioner beds was about half that of
populations without such access.” Qur results
add to previcus findings by showing that the
GP hospital effect is mainly linked 1o diagnoses
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commonly treated in GP beds, and that it
results from both reduced admission rates and
from a reduced occupied bed day period.

The study was based on routine data
collected for the management of the two
general hospitals. The data covered five years
with small variation in total utilisation from
vear 1o year. We believe that the data necessary
for adequarte patient managemeni like date of
birth, admission and discharge as weil as
patient addresses would be largely correct.
Recording of diagnoses may be more inaccu-
rate, but we have no indication of any bias
affecting the study. Missing diagnoses, repre-
senting 2ltogether 1395 stays during the five
vear period, were exchided {from the material.
Among those excluded because of inissing
diagnoses, patients from municipalities without
GP hospitals were over-represented and they
used 80% of the exciuded care days. This
weuld suggest that we have underestimated the
difference between municipalities with and
without GP hospitals.

in Finnmark the travel time o the hospital
varies from a few minutes to up to four hours.
Unfortunately, the municipalities with 2 GP
hospital arc also those most distant from the
general hospitals. This means that the distance
1o general hospials is a confounder, which was
demonstrated in a preliminary multvariate
analysis, Because of the high correlation
between travel iime and the locality of a GP
hospiral the regression model turned out 1o be
unstabie and was omitted. In several studies
hospital admission rates have been found io be

I3G0-1994, according to sex and age
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higher from central communities with a hospi-
tal compared with peripheral communities.” ¥
Hewever, none of these studies has shown any
linear association between distance, in terms of
travel time, and use of hespital beds. Roughily,
it scems that two categories of distance from
hospitals, “close” or “remotc”, are associated
with high or low use, respectively. One study
suggested that the difference in admission rates
between hospital cornmunities and mere dis-
ant communities was not because of geo-
graphical distance, but a social one.” An analy-
sis of all admissions to Norwegian hospials in
1991 showed that patients up to the age of 65
living i 4 municipality with a hospital stayed in
hospitals just as long as corresponding patients
from municipalities without a hospital.” For
older patients there were significant differences
between central and peripheral municipalities.
Finnmark seems to be special in the sense that
striking differences between central and pe-
vipheral municipalizies are found for all age
groups. In addition the most pronounced
differences were seen for diagnoses frequently
encountered in GP hospitals. The eight week
study of admissions to general praciitioner
hospitals,” indicates the relative Infhuence of
these beds. The rate of admissions o general
hospitals was 33% lower from distant popula-
dons if admissions to GP beds were excluded
from the estimate, but still 22% lower if these
admissions were included. In terms of utilisa-
tion of hospital bed days, the difference was
even greater. This dees net rule out the effect
of geographical distance, burt strongly suggests

Advifssions aied occupied bed days per 1060 fiiabirais in general hospitals in Finnaark from nuaricipalities with and without GP hopsizals,

Adwizsions/ 1008 inkebditans

Geeupied bed days/ 1006 mhabitans

Municipality with GP Aluniespalicy seithows GP

Muntcipality with GP palily without GP

haspisal Frospiral Trospital hagpiral

Aige graups {years) Ao Tonrren fen Worren RICH Winwer Afen Wmen
=13 3048 227.5 £06.4 2334 995.2 767.0 12943 7732
i5-29 186.6 229.% 255.0 3131 633.0 7779 9itd 1203.3
3039 260.8 366.3 3410 +56.6 1203.6 1568.2 1536.3 1974.7
50-69 6173 98i.6 FALG $922.5 3960.2 0825 38449
8- P48 1900.3 16873 11698.3 %2285 193544 222523
Rl i3gz.2 3201.1 23i4.8 13i83.4 102623 131264 332665
Tom

Crude rate 4269 574.5 397.1 2386.3 23693 4020.0 49748

Age adjusied raze 4133 366.1 577.9 2406.7 24395 3912.3 4098.3

Tadle 2 Nruuber, 1
according 1o dlagnoses

cird lentgth of stays fu general Rospitals of Frmumark for paticwus fron: inunicipalitics with and withont GP hospirals, 1990-1994,

Diagnoses

Municipalicy with GP hospizal
gesicral hospirel suays

Muicpaline trithour G hospiral
penerat haspital stavs

Stays per 1000

Duys por stays

Stant per 1000 Days por staxs

“G P fospiral diaguases” (JOD-9 untbers): No inhabiians Aean s Ne frtfrbitans Mean So
1669 30,1 6.6 7.3 900 0.1 260.3
787 112 o.7 4.7 1537 & 3.8
214 3.9 10.8 4.5 i49 13.5 62.3
347 6.3 i3 2 283 29.3 330
Pucumonis (450-458 380 5.7 6.7 6.5 3t 101 23
Asthma‘chronic obstructive puimonacy disease 473 3.5 [ 3.7 127 8.4 209
(90197}
General svmapioms {780} 313 3.9 1.2 a3 271 3 3.0 3.5
Geners] abudominal symptoms (787-7893 829 iy 3.2 33 338 6.4 24 20
Friehy cluding cranial (805-520) 1297 234 3.9 7.4 332 5.9 9.8 .
“Fraunas, inchnding minor traumas, distostions, 1060 i9.2 41 5.6 [ YR 2.6 i LR|
comniio coerebri, intoxications {830-819, 850,
G015 610, $30-93F, 960-979, 996-GU9}
Al G hospitad dingnoses™ THT 134.9 G 7. 4314 b 3 i 4 A 25.0
Onlier dinghoses 15013 IRT.2 5.3 0.1 Fio 3712 6.4 4.7
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an independent, specific effect of GP hospitals
in Finnmark.

Because of the abundant supply of GP
hospitals it might have been expected that gen-
eral hospital utilisation in Finnmark would be
lower than in the rest of the country, but this is
not the case.” The high hospital bed capacity
of Finamark (excluding GP beds) is the prob-
able explanation of this phenomencn. This is in
accordance with studies indicating that hospi-
tal utilisation varies with bed capacity.” ** Our
material showed differences within Finnmark
consistent with this assumption. The general
hospital area that has the highest admission
rates also had the highest bed capacity in the
general hospital. Cne rural municipality lo-
cated equally distant from the two general hos-
pitals made use of beds in hoth hospitals as well
as its own GP beds. The admission rate for
“GP hospital diagnoses” from this remote
community was the highest among the rural
municipalities, which may indicate an effect of
high bed availability reducing the influence of
the geographical dimension.

In addition to high admission rates, the rela-
gve abundance of hospital beds in Finnmark
may result in more prolonged stays for nursing
preblems. The preponderance of long term
stays among elderly people living in munici-
palities with a general hospital shows the
unequal geographical distribution of this facili-
ties. According to another study,’ stroke and
fractures, two major “GP hospital dizgnoses”
in this study, were the most common condi-
tions among patients with “post hospital” long
term care in GP beds. This gives suport to the
idea thart the unequal distribution of long term
care for cerrain condidons (table 2} is in part
associated wirh easier aceess 1w follow up care
in G¥ hospizals.

Reduced admissions and shorter stays in
general hospitals for several diagnostic groups
may indicate that GP hospitals coniribute to
both economic and appropriate use of re-
sources, According 10 county budget data the
average costs of care per day in a GP hospital is
roughly 70% lower than the costs of general
hospital care. The care of cancer, one of the
most common diagnoses encountered in the
GP beds' may ilustrate the role of the local
beds. Cancer patients were given intermediate
{cytostaric) rreatment and terminal care in the
GP hospitals.

Do GP hospitals induce a particular practice
style?

Available beds, better equipment, and prob-
ably an auraction of professionals with enthu-
siasmn for GP hospital work may facilitate a
particular stvle of practice different from
primary care elsewhere. Cooperation of general
practitioners in pre- and post-hospital special-
st care for conditions like cancer, fracture,
stroke, and asthma are tvpical elements of GP
hospiral work in Finnmark. This would be dif-
ficult 10 accomplish without zecess to beds.
Modification of practice because of access to
GT beds may explain the lower general hospi-
tal uttlisation from peripheral municipalities
for these conditions. This i3 in accordance with
other studics ascribing variatien in hospital use

Aaraas, Forde, Kristiausen, ot al

KEY POINTS

¢ General practioner hospitals reduce ad-
missions and bed day utilisation in
general hospitals for rural populations.

® Access o local beds is of particular
importance for elderly patients for whom
care and follow up close o home is
preferred.

® Access to local beds is also important in
rehabilitation and terminal care of cer-
tain conditions, for example, stroke, frac-
tures, and cancer.

® Costs of care in general practioner hospi-

tals is low compared with general hospi-
tals.

to factors such as different medical practice,” *
and doctors’ enthusiasm for certain kinds of
treatrment.'

The findings of this study strengly suggest
that GP hospitals in Finnmark reduce rates of
admission and of occupied bed days in general
hospitals. This is most evident for conditions
cornmonly treated in GP hospitals, particularly
cancer, stroke, fractures, traumas, and respira-
tory disorders.
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Are general practitioner hospitals cost-saving?
Evidence from a rural area of Norway
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Aaraas |, Sgrasdekkan H and Kristiansen IS. Are general practitioner hospitals cost-saving?
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Objective. We aimed to determine whether general practitioner GP hospitals, compared
with aiternative modes of health care, are cost-saving.

Methods. Based on a study of admissions (n = 415) to fifteen GP hospitals in the Finn-
mark county of Norway during 8 weeks in 1992, a full 1-year patient throughput in GP
hospitals was estimated. The alternative modes of care (general hospital, nursing home
or home care} were based on assessments by the GPs handling the individual patients.
The funds transferred to finance GP hospitals were taken as the cost of GP hospitals, while
the cost of alternative care was based on municipality and hospitat accounts, and standard
charges for patient transport. L

Results. The estimated total annual operating cost of GP hospitals was 32.2 million NOK
(10 NOK = £1) while the cost of alternative care was in total 35.9 million NOK. Sensitivity
analyses, under a range of assumptions, indicate that GP care in hospitals incurs the lowest
costs 1o society. )

Conclusion. GP hospitals are likely to provide health care at lower costs than alternative

Vol 14, No, &
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modes of care.

Keyweords. Costs of care, general hospital; general practitioner hospital, primary care.

Introduction

General practitioner (GP) hospitals, intending to bridge
the gap between home and hospital care, are small
medical institutions with a few beds for the observa-
tion and treatment of patients who do not necessarily
need hospital care. Even though patient outcome and
the costs of care are not known, for several years many
GP hospitals were closed down and the services pro-
vided elsewhere, mainly in general hospitals. More
recently, however, motivated by a striving to minimize
hospital costs and fo improve co-operation between
levels of care, a renewed interest in GP hospitals has
been expressed by the government.! The GP hospital
model has been pointed out as a possibie low-cost alter-
native securing the quality of acute care in rural
areas.? ]

In Norway, the GP hospitals are located in conjunc-
tion with nursing homes. Since the latter are financed
by municipal authorities, whereas GP hospitals (and
higher-level hospitals) are the responsibility of the
county, county authorities have been concerned about

Received 19 May 1997; Accepted 19 May 1997.
Institute of Community Medicine, University of Tromse, N-9037
Tromse, Norway.
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their involvement with GP hospitals. First, it has been
claimed that a considerable proportion of the patients
adaiitiad to GP hospitals have relatively minor health
problems that could have been treated at the patient’s
home or in a nursing home. Sccondly, for those who
really need GP care in hospital, it could be less costly
1o transfer the patients to general hospitals. To address
these issues we have undertaken a study in the county
of Finnmark. Being the porthernmost county of Nor-
way, long travel distances (up to about 320 km to the
nearest hospital) and a tough climate have until now
“forced” politicians to keep the GP hospital units in 16
cut of the 19 municipalities. The other three munici-
pelities either had a general hospital or were iocated
fiear to one. Primary health care and social services,
including - nursing homes and home care, are well
developed ali over Finymark, without much variation
between municipalities.?

The aim of this study was to estimate the costs of
GP care in hospitals compared with the costs of alter-
native care (i.e. admission to hospital care at home or
in 2 nursing home). Another study shows that nega-
tive effects due to transitory stays in GP hospitals prior
io emergency hospital admissions are minor and
well balanced by benefits from early intervention,
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particularly life-saving procedures for the critically
ill.* Apparently, GPs are able to select for patients the
appropriate level of care such that no one has sub-
optimal care. On the basis of this, we assume that the
difference in health outcome from GP hospital care and
alternative care is negligible. Consequently, we have
undertaken & so-called cost-minimization stody,®
where the aim is to identify the least costly way of
achieving a certain health benefit.

Method

During an 8-week period (14 October-10 December
1992), consecutive admissions to GP hospitals (n =
415) mcluding stays in the attached maternity units (n
= 20) were recorded in 13 out of a total of 16 GP
hospitals in the county of Finnmark. Seventy-six of the
patients were transferred to general hospitals after one
or more days in a GP hospital. As a conservative
estimate, we assumed that without a GP hospital
available their stays in a general hospital would have
been 1 day longer. The remaining 339 GP hospital stays
(3308 days of GP care in hospitals) were classified
according to the alternative mode of care as assessed
by the GPs.¢ Where such assessment was missing (z
= 22} we assumed that the distribution of alternative
care was the same as for the rest of the patients. With
respect to the 20 GP deliveries in hospitals, admission
to hospital was assumed to be the alternative mode of
care, since home deliveries are rare in Norway, We
estimated a full-year patient throughput in the GP
hospitals by assuming that there would be 44 weeks
similar to the 8 study-weeks, while 8 weeks would have
75% activity. This 25% reduction in volume in the latter
period is based on the fact that a minimum of 75% of
GP hospital admissions are emergencies,$ and conse-
quently not affected by holidays.

The grants (in total 30.23 million NOX in total
(10 NOK = £1)) transferred from the county heaith
authorities to municipality governments for funding of
the 15 GP hospitals were taken as the cost of GP hospital
care (i.e. we assumed no cross-subsidization between
GP hospitals and nursing homes).

The cost of care in general hospitals was estimated
on the basis of routine hospital statistics. The total costs
of ranning the two general hospitals in Finnmark in 1992
were 220.9 million NOK, equivalent to 1.23 million
per bed or 3896 NOK per day of care. We assumed
that the extra (mnarginal) cost associated with providing
hospital care for GP hospital patients was 60% of the
average cost per day (2338 NOK), which was
moderately above the national average cost of keeping
an elderly patient (ready for discharge to a nursing
home) an extra day in a generai hospital.? It would be
unreasonable to assume that extra GP hospital patients
could be treated more cheaply.

Based on 1992 Norwegian health statistics, the cost
of care in nursing homes was set to 950 NOK per
day.® The cost of home care was estimated to be 25%
of the cost of care in a nursing home (240 NOK per
day), roughly equivalent to the cost of a GP home visit
or to the cost of 1 hour’s home service by a qualified
nurse.

Caiculation of transport costs was based on the actual
use of transport means in Finnmark. In 1992, the
average cost per ground ambulance was 2910 NOK,
while 1t was 5590 NOK for air transport and
14 590 NOK for boat ambulance. On the basis of
knowledge of excess capacity and the circumstances in-
volved for various transport means, we anticipated that
the extra (marginal} cost per transfer would be about
25% for ground ambulance to a GP hospital, while it
would be 50%, 70% and 20% for transport to a general
hospital by ground, air, and boat ambulance, respec-
tively. The costs of taxi and private transport were based
on customary charges.

Results

Cardiovascular diseases, fracture trauma/symptoms,
respiratory diseases and cancer constituted the five
largest diagnostic categories, representing in totat 57 %
of ali main diagnoses (Table 1). Fifty-seven per cent
of the patients were women. There was no significant
difference in age between the sexes. The mean age of
patients handled solely in GP hospitals was 59.6 years
(5D 23.7), while it was 58.8 years (8D 23.1) for those
transferred to hospital.

Among the 339 patients managed solely in the GP
hospitals, admission to hospital would be the alternative
mode of care for 63%, while the rest would be cared

TABLE | Main diagnosis of patients in GP hospitals in Finnmark
during 8 weeks, according to the level of care

Diagnrosis Level of care

{(ICD-2 group) —
GP hospital Transfer to Tota} no.

alone hospitals  of patients

02 Cancer 24 6 30
05 Mental disorders 22 3 25
06 Nervous system 26 1 27
07 Cardiovascular disease 53 19 72
(08 Respiratory disease 34 [ 40
09 Digestive disorders 17 7 24
10 Urinary/kidney disease 15 3 18
11 Pregnancy 22 2 24
13 Musculeskeletal
disorders 25 2 27
16 Various symptoms 31 13 44
17 Fractures/traurma 40 12 52

Cther groups 30 2 32
Total 339 76 4i5
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TasLe 2 Days of care during I year by level of alternative care, based on 8 weeks of recordings in GP hospitals of Finnmark

) Admissions Average

Alternative in 8 length Days of care
level of care® weeks of stay {(days)® during 1 year®
Hospital care

(acutely transferred) 76 1.0 475
Hospital care

(not really transferred) 213 7.9 10517
Nursing home carg 30 27.1 3081
Home care 96 8.4 5 040
Total 415 21113

* Based on assessments in a previous study.®
b Result of recordings in 8 weeks.®

¢ Estimated on the basis that therc are 44 weeks during 1 year similar to the 8-week registration period and 8 weeks with reduced (75%)

activity.

TABLE 3 The tetal annual cost of care in GP hospitals and of
alternative modes of care

Altcrnative

Cost GP hospital care care
COMPONCILS (million NOK}  (million NQK)
GP hospital 30.230 -

ransport® 2.013 4.188
Hospital care - 25.695
Nursing home care - 4.827
Home care - 1210
Total 32.243 35.920

* Estimates of transport costs io aliernative care based on acrual
distribution of various modes of ambulance transport in 1992
ground 69%, air 23% and boat 8%).

for at home (28%) or in a nursing home (9%) (Table
2). This would represent 10 517, 5081 and 5040 days
of care in hospital, nursing home and at home respec-
tively. Additionally, alternative care would have
represented 475 days in general hospital for the 76
patients who were admitted to a GP hospital and then
transferred to a general hospital.

The estimated total cost of care in GP hospitals was
32.243 million NOK, including transport {Table 3)
while it was 35.920 million NOK for the alternative
modes of care (25.695 million NOX for admissions in
hospital, 4.827 million NOK for nursing home care,
1.210 million NOK for home care and 4. 188 million
NOK for transport).

Sensitivity analysis
To study whether this conclusion was sensitive to
changes ir the assumptions upon which it is based, we

performed sensitivity analyses (Table 4). If, because
of cross-subsidizatior, the cost of running the GP
hospitais were 10% higher or lower than we assumed
in the base case, the total cost of the GP hospital alter-
native would be 35.266 or 29.220 miilon NOK, respec-
tively (Table 4). If the marginal cost of a hospital bed
were 50 or 100% of the average cost, the total cost of
alternative care would be 31.637 or 53.050 million
NOK, respectively. If the cost per extra day in hospital
were 2021 NOK, the two options would have the same
total costs.

Changing the assumption that about 51% of GP
hospital patients (213 out of 415) would have hospital
as the alternative mode of care down to 40% or up to
60% would make the total estimated cost of alternative
care 31.875 or 39.017 million NOK, respectively.
Changing other assumptions, including those on
transport costs, would have little effect and would not
change the conclusion.

Discussion

Meain finding

The main finding of this study is that GP hospitals are
likely to provide health care at lower costs than other
options. This supports previous suggestions of a cost-
saving effect of GP hospitals based on the indirect
evidence that provision of GP beds reduce the use of
general hospital beds.®12

Methodological considerations

To our knowledge, no one has previously attempted to
compare GP costs of hospitals with alternative costs
more thoroughly, using real-worid data. It is inevitable
that the study is left with the data Ilimitations of the real
world, and the results should be interpreted with caution.
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TABLE 4 Sensitivity analysis: the cost of aliernative care under different assumptions

Total costs {million NCK)

Assumption GP hespital Alternative
Low High Low High Low High
Total cost of GP hospitals
(million NOK})* 27.207 33.253 29.220 35.266 35920 35.920
Cost per day in hospital® 1948 NOK 3896 NOX 32.243 32.243 31.637 53,050
Propertion of patients having hospital
care as alternative level® 40% 0% 32.243 32.243 31.875 39.017

* Eguivalent to £10% of the basic estimate.

® Assuming the macgiral cost per day to be 30 or 100% of the average cost per day.

¢ 51% in the basic estimate.

The volume and case-mix of GP hospital work in the
autumn was confirmed by a pilot survey earlier in the
year, as well as by a previous study conducted during
8 weeks in the spring,” with results closely corre-
sponding to ours. Therefore, our estimate of a full-year
throughput based cn 8 weeks’ normal workload in the
autumn seems justified.

Short of randomized trials, neither the present nor
previous anatyses of costs of GP hospitals can be sup-
ported by robust models. Clearly, a randomized trial
would be the gold-standard methodology. Such a
randomized trial, however, would not be possible in
practice. It would be most unlikely to obtain ethical ap-
proval, many patients would almost certainly refuse to
participate and it would be difficult to administer. In
practice, policy makers have to choose between analyses
based on a less-than-precise methodology, or no
research-based evidence at ail.

Cost assumptions

The per diem costings kad to be based on different types
of data, in the case of GP hospitals, on the funds
allocated, and for general hospitals on the actual
expenditure. There is no reason to believe that such
figures wiil create any bias in the estimation. Addi-
tionally, since GP hospitals and nursing homes are
managed as one unit, separate accountings of costs for
these two activities are not common. In one GP hospital,
however, which does have separate accounts, expen-
ditures corresponded closely with funds allocated. It
therefore seems reasonable to assume that the grants
to fund GP hospitais reflect the costs.

The assumption that the marginal cost of a day in
general hospital is 60% of the average cost (i.e. 2338
NOK per day) is crucial for the conclusion of the study.
We believe this figure 1o be a conservative estimate for
two reasons. The first reason (as already stated) is
related to the costs of keeping an elderly patient an extra
day in hospital when nursing homes are not available.

According to the Norwegian DRG price list, the in-
hospital cost per day is 2015 NOK for elderly patients
ready for discharge but waiting for a place in a nursing
home.” Such patients would normzally be less severely
il and need fewer resources than the ‘standard’ GP
hospital patient. The second reason is that transferring
the GP hospital patients to general hospitals would in-
crease the occupied bed days in the general hospitals by
about 20%. The occupancy rates would increase from
about 80 to 100%,* which would incur additional costs
in termns of staff and facilities as well as drugs, disposable
materials, etc. We consider it most unlikely that caring
for the extra GP hospital patients in a general hospital
woukd cost 1ess than 2021 NOK per day, which was the
threshold for making GP care in hospitals the feast cosily
option.

While we had good information on the average cost
per transfer of the various means of transport, we had
limited information on the marginal costs. However, the
sensitivity analyses indicate that even if the transport costs
were substantially increased or decreased, this would not
change the conclusion.

The estimation of the costs of home care and nursing-
home care was based on average costs. For the latter
there is excess demand, and patients cannot be trans-
ferred from GP hospital care to lower-level care without
the allocation of extra resources to these levels (or denv-
ing other patients care). Using the average cost may in
fact underestimate the real costs of increasing capacity
at these levels of care. We therefore conclude that under
a wide range of assumptions, GP hospitals are cost-
saving.

Disease severity and alternative levels of care

Even though the GP hospitals have less-advanced equip-
ment and less-specialized personnel than the genera}
hospitals, this does not necessarily mean that the GP
hospital patients are ‘cheap and easy’. Table 1 shows
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that the majority of patients in GP hospitals not transfer-
red to hospital include all dlagnostic categories, from
cancer to fractures. The patients with the longest stays
in GP hospitals are those transferred from general
hospitals for further treatment.® They are often com-
plicated cases, due to cardiovascular diseases, trauma
and surgery. GPs, often in agreement with hospital doc-
tors, cope with heavy tasks such as treatment of acute
respiratory and cardiovascular failure, management of
cytostatic and analgesic regimens, infusions, stabiliza-
tion of injured patients and even dialysis. If all the
‘hospital candidates” among the GP hospital patients had
been transferred to hospital, the hospital admission rates
would be about 20% lower from populations with GP
hospitals than from those without, when standardized
for age.” This indicates that 51% is a reascnable
estimate for the proportion of GP hospital patients that
would need admission to general hospitals if a GP
hospital were not available. This is also in accordance
with an estimate from an earlier study.?

Equal outcome of care?

The assumption that the outcome of care is equal for
GP hospital and alternative modes of care is crucial.
In this context, ‘equal ouvicomes’ imply that GPs are
able, without delay, to select correcily patients who need
urgent hospital care, and provide adequate observation
and treatment of those admitied to a GP hospital. The
study of emergency cases trapsferred to general
hospitals suggests that this is usuaily true.* Also, other
teports indicate that GPs in Finnmark may use GP
hospitals according to this ideal, and that GP hospitals
promote {early) discharzes from general hospitals for
long-term patienis.®'? One may even argue that
patients arc betier off when they can have care close
to their families. If the health benefits were higher by
increased and prolonged hospital admissions, the ques-
tion would be whether the exira benefits are worth the
extra costs. This question calls for a cost-benefit/cost-
effectiveness study, which is bevond the scope of this
paper.

Equity considerations
In healih care systems of today, cquity in access is a
central goal.®* People with equal medical needs should
have equal access to care. This, however, is difficult
0 achieve in rural areas. People living long distances
from the health care provider tend to under-utilize
care.’” Moving the provision of care closer to where
people live, for exampie through GP hospitais, is
therefore a means t0 increase equity in access.
When GPs can observe patients in GP hospitals
staffed by well-qualified nurses, this is likely to reduce
GPs’ uncertainty, especially when confronted with
{early) acute symptoms, which often subside spon-
tancously. Such situations might otherwise represent
hospital admission ‘for safety’. The higher hospital

admission rates from populations living outside GP
hospital areas,'>!* might indicate that admissions ‘for
safety’ are more widespread in communities without
GP hospitals.

Generalizability

Whether our conclusion can be generalized to other
areas and countrics would depend on the travel
distances, on the types of patients and on the relative
costs of GP hospitals, nursing homes, home care,
hospitals and transport. Despite the long distances to
hospitals in Finnmark, the cost of transport plays a
minor role in this study. The cost-saving of GP hospitals
seems to lie much more in averted hospitai costs than
in lower costs of transport. This means that GP hospitals
might be cost-saving e¢ven in areas where the distances
to general hospitals are small. In fact, a recent
Norwegian study recommended the use of GP hospitals
in inmer cities to relieve the burden on hospital depart-
ments.® An English study showed that a GP hospital
took a considerable load off the neighbouring general
hospital at a cost per day of care that was 20% lower
at the GP hospital than at the local general hospital.”

Are the costs of alternaiive care 1o GP hospital
underestimated ?

If the estimated 60 % marginal cost for alternative care
of GP hospital patients in general hospitals is conser-
vative, the cost-saving effect of GP hospitals will tend
to be higher than is indicated by our basic estimate.
Apart from arguments already presented, other factors
may coniribute to there being relatively higher costs
of alternative general hospital care than those shows.
GP hospital patients admitted from distant places as
emergency cases will tend to incur relatively high costs
during short stays compared with long-term patients,
since more of these belong to general hospital
municipalities.” The integration of GP hospitals and
nursing homes promotes an economical use of beds,
since GP hospiial patients can be allocated to the nurs-
ing home if GP hospital beds are occupied. Possible
P hospital patients admitted directly to nursing-home
beds were excluded from the study material and con-
sequently from the estimation of alternative cost. If
included, they would represent about 2 million NOK
per year. Generally, the evidence that the cost of a GP
hospital bed is only about 10% above the cost of a
nursing-home bed, while it is about 70% lower than
the cost of 2 general hospital bed in Finnmark, counts
in favour of GP hospitals as true low-cost institutions
compared with general hospitals.

Conclusion

We conclude that the GP hospital can result in better
access to health care for people in rural areas and at
a lower cost than other options.
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SYKESTUEPROSJEKTET
«FASE 2 SKJEMA A»

Registreringsperiode hasten 1992:

Fra onsdag 14. cktober ki 0800 il onsdag
9. desember kl. 0800

Hvilke pasienter skal registreres?

Et skiema skal fyiles ut for hver pasient som
innlegges ved eller utskrives fra syke-
stuafsykehjemmet i registreringsperioden.

Hvem fyller ut skjerna?

Sykepleier og lege i samarbeid med sekreteer/
assistent.

Lokal koordinator har ansvar for gjennomfaring og
innsamling av skjemaer.

Nér og hvordan skal skjemaet fylles ut?

- Né&r en pasient innlegges i registreringsperioden
fylles skjemaets del 1 og dei 2 ut. Utfyllingen

L85 UNIVERSITETET | TROMSQ
Z/2WENE INSTITUTT FOR SAMEUNNSMEDISIN
D YN

Q
TRoW®

1440

gieres innleggelsesdagen eller pafelgende dag
eller pd mandag, hvis innleggelsen har skjedd |
helgen.

- N&r en pasient som er innlagt i registrerings-
perioden, biir utskrevet, fylles del 3 ut, pa
samme skiema som dei 1 og 2 tidligere er utfyit.
Dette gjeres utskrivningsdagen eller dagen fer.

-~ Nar en pasient, som var innlagt fer regsistrer-

ingsperioden startet, biir utskrevet, fylies
skjemaets cel 1 og del 3 ut.

— Nar innleggeisen er kortvarig, {.eks bare noen

timer i lepet av en natt eller en helg, fylles alle
skjemaets deler ut den pafelgende (hver)dag.

BASISINFORMASJON

Fyles ut for alle pasienter av assistent/sykepleier

1. Navn

Fornavn

Etternavn

2. Fodseisdate

3. Kjern

iw Ik

4, innleggelsesdato

5. innlagt av hvem?

™

L} Primariege.
legens nawvn:

—

L} Sykehuslege
il Hjemmasykepleier
)

Andre, hvem:

6. inntagt hvorira?

Hiemmet
Aldershjem/boiig
Sykehiem

Sykehus,
MNawvn: Avd:

00

3

Annet, beskriv:




DEL 2 - VURDERING VED INNLEGGELSE

Punktene 7-14 utfylles av sykepleier.
Punkt 15-16 utfylles av iege

7.

10.

11.

Innleggelsessituasjon
£ Akuti/e.hj.
i

] Kort varsel/halv o.hj
] Planlagt/venteliste

Hvorfor ble pasienten innlagt?

Flere faktorer og forhold kan ha hatl sin betydning.
Forspk A 1a stiling til hver enkelt faktor, som er nevnt
nedentor. Anmerk din oppfatning, ved 4 sette ring rundt
det 1all du synes passer best, for hver enkelt faktor.

Faktorer/forhoid

Betydning for innleggelsen

Stor Middels Liten Ingen

Observasjon 4 3 2 1
Undersekelse 4 3 2 1
Behandling 4 3 2 1
Pleiebehov 4 3 2 1
Psykiske forhold 4 3 2 1
Sesiale forhold 4 3 2 1
Pasientens snske 4 3 2 1
Familiens anske 4 3 2 1
Sykehusets rid 4 3 2 1
Lang avstand/darlige kom-

munikasjoner til sykehus 4 3 2 1

Spaesifiser/beskriv narmere { med egne ord) hoved-
grunnen tif at pasienten bie innlagt:

Er innleggelsen i sykestua/sykehjemmet i samsvar
med pasientens primzere enske for plassering?
Kryss av pd ett alternaliv:

00 ua
O et
1 Usikker

Hvis nei eller usikker, hvor antar du pasienten helst
ville vaert?
Kryss av pa ett alternativ:

] Hjernme

P& sykehus
[ Annet, beskriv

Antatt malsetting for oppholdet
Medisinsk obs/beh

J

= Rehailitering

[} Kortere pleiefaviastn
] Langtidspleie

(] Terminal behipleie
0 Annet, beskriv

12.

13.

4.

186.

Antatt lengde pa oppholdet
3

i Under t uke
3 1-quker
O rsmnar
Tl oversmndr

Pasientens «institusjonsstatuss ved innleggelse
«Sykestuepasient»

313

«Bykehjemspasient»

DL

« metlomstiliing»

jL

«Annen status», beskriv

(

Pasientens mentale status
Fungerer normalt
Noe mentalt redusert

mANEN

Mye mentalt redusert

. Diagnoser {utfyiles av lege)

Hoveddiagnose {med ord):

Evi. ICPC- kode __.
Bidiagnose 1:

EvLICPC-kode
Bidiagnose 2:

vt ICPC-kade

Vurdering av pasientens tilstand (utfylles av lege)

Gi som tilsynslegesbehandlende lege en naermare
vurdering av pasientens tilstand ved 3 krysse av
nedenfor,

Tilstandens natur
Kryss av pd elt alternativ:

Vesentlig somatisk
Vesaentlig psykososial
Sammensatt biide

L Annet, beskriv

Tilstandens potensielle atverlighetsgrad.
Kryss av pa ett alternaliv:

Kritisk, innen minutterftimer
Kritisk, innen degn/dager

Alvorlig pa noe lengre siks
Lite alvorlig

Ikke alvorlig

Usikker alvorlighetsgrad
Terminal fage

B
|-
M
[
i

N

Annet, beskriv




T DEL 3 - VURDERING VED UTSKRIVNING e

Punkt 17 - 21 utiylles av sykepleier
Punkt 22 - 25 utlylles av iege

18.

20.

21.

22,

17. Utskrivningsdato

Utskrivning til

Aldershjemibolig

i.J  Sykehjem
L) Sykehus.
Navn Avd

i Ananel, beskriv

Pasientens «institusjonsstatus» ved utskrivning
«Sykestuepasient»

«Sykehjemspasient»

«t meilomstilling-

0 «Annen statuse, beskriv

Pasientens tilstand ved utskrivnning, sammeniignet
med innieggelsen, Kryss av pd ell alternativ:

' Bedre

Uforandret

Svekkedarigers

Terminal fase
Ded

L Annet. beskriv:

J

-
L

Hvor tror du pasienten pe!sl vil veere etter
utskrivning? Kryss av pa elt alternativ:

7] ensker & blii sykeslualsykehiemmet fortsatt
i ensker & komme hiem

i ensker 3 komme pa sykehus

L annet, beskriv

Vurdering av oppholdets nytte (utfylles av iege)

25.

Gi som tilsynsige/behandiende lege din vurdering av

hvitken nytte pasienten har hatt av oppholdet vec &

krysse foran den/de beskriveiser nedenfor som passer

best i detle tifelle:

{1 Pasienten ble bedre etter & ha hatt behov for
kvatifisert medisinsk pleie og/eller legstiisyn
under opphoidet

]

| Pasienten fikk behandiing/rehabilitering i
forbindelse med cpphoidet, som hadde positiv
effekt p helsetilstanden

[

L Hemmet 23.

Kritisk syk 24,

o

Pasienten fikk avkreftet eller stilt en viktig
diagnose under ocpphcidet

Pasienten har 1att tilsyn og plewe
Familien har 131t aviasining

1) Annel. beskriv

Vurdering av det tilbud pasienten har fatt
{utfyiles av lege)

Er det sannsynlig at pasienten ved detle institusjons-
opphold har gétl glipp av muligheter, som kunne
tenkes oppnadd et annet sted, og som kunne tenkes &
ha vaert tit nylte?

Gatt glipp av diagnostiske muligheter
O Litefikke sannsyniig

1 Nee sannsynlig

Evi. kormmentar:

Gatt glipp av behandlingsmessige muligheter
[0 Litefikke sannsynlig

.. Noesannsynlig

Evt. kemmentar:

Gatt glipp av muligheter for sosial kontakt
(3 Litefikke sannsyniig
—

L4 MNoesannsyniig

Evt. kommentar:

Helhetsvurdering 1 {utfyiles av lege)

Nar di tar alt i betraktning, fra pasientens
situasjon til resurssene i samfunnet,

avordan vurderer du da det tilbud som er gitt ved
sykestua/ sykehjemmet?

T3 som det beste tiibud

. lkke som det beste lilbud

-

Hvis ikke det er det besie tibud. hva ville etter din
mening vaert det beste. Kryss evi. av pé ett alternativ:

-
i

Hjelp i hjernmet/hjemmesykepleie

i innieggelse i lokaisykehus
4 Innleggeise i region- eller spesialsykehus
{3 Annet, beskriv

Helhetsvurdering 2 {utfylies av lege)

Hvis muligheten til & legge pasienten inn pa
sykestua ikke fantes, hva ville ha veert den mest
sannsyniige plassering av denne pasienten?

Hjemme

Annen lokal institusjon
Sykehus

Annet, beskriv

ooao













REGISTRERING AV

PRIM/AERLEGEKONTAKTER
SYKESTUEPROSJEKTET o

«FASE 2 SKJEMA C» 0 AL 61
16. - 23. november 1992 i

1. Konsultasjonsdaio 6. Har innleggelse i sykestue/sykehjern elter syke-
E_j hus eller henvisning tit poliklinikk/
novemper 1992 spesialist veert pa tale, blitt tenkt pa efler vur
2. Pasientdat dert ved denne pasientkontakien?
. Pasientdata
f I N
Fodselsdato ) va LN
Hvis ja, fyll ut pkt. 7, 8 0g 9
m Hvis nei, avsiutl utfylingen her
Fornavn {forbokstav) 7. Ad innleggelse/henvisning - Hvilken beslutning
Etternavn (forbokstav) er tatt?
Kignn T ik a) ingen tiltak
Ll innieggelse/henvisning e patenky/
3. Kontaktype (seli ett kryss): vurdert, men ikke gjennomfort
a) Kontortid thvis alternativ a avkrysses, hopp over b)
L konsultasjon b) Tiltak
[} tetefon konsultasjon (ett eller flere punkter kan avkrysses)
Ez sykebesak [J innlegges/ihenvises sykestue som
i} annet, spesifiser ghj/halv ohj
. i innlegges/henvises sykehusmot-
b) Legevakt/kveldstid takelse som ohj/halv ohj
g konsultasion ij sekes innlagt sykestue
i teleton konsultasjon [] sokes innlagt sykehus
sykebesak [J sokes inniagt sykehiem
o annet, spesifiser ] sendes/henvises sykehuspolikiinikk som
ohjfhalv ohj
4. a) Kontaktarsak: [ sexes tii sykehuspoliklinikk
Med tekst 1 annet, spesifiser
Eller ICFCkode_____.
b) Hoveddiagnose: 8. Bakgrunnen for beslutningen
Mac tekst Flere faktorer og forhokd kan ha hatt sin betydning.
Forsek & ta stilling til hver enkelt faklor, som er
Eller ICPC-kade: — nevnl nedenfor. Anmerk din oppfatning, ved & sette
5. Vurdering av pasientens tilstand ring rundt det tail du synes passer best, for hver
a) Tilstandens natur {seit ett kryss): enkelt faktor
[ vesent ig somatisk Faktorerfforhold Betydning for besiutningen
(] vesertig psykosasial Stor Middels Liten Ingen
G sammensatt bilde Behov for observasjon 4 3 2 1
1 . Behov for undersakelse 4 3 2 1
) annet, spesifiser Behov for behandling 4 3 2 1
- - - Pigiebehov 4 3 2 1
o) ?;é?z?tdker;\sss?otenstelle alvorlighetsgrad Psykiske forhold 4 3 2 1
’ Sosiale forhold 4 3 2 1
ol kritisk, innen minutterfimer Pasientens anske 4 3 2 1
[} keitisk, innen degnidager Familiens anske 4 3 2
(1 alvoriig p& nos lengre sikt Sykehusets rad 4 3 2 1
P al 'g pa noe 3 Lang avstand/darlige kom-
L_DJ tite abvorlig munikasioner til sykehus 4 3 2 i
ikke aivorlig
1 usikker aivorlighetsgrad 9. Spesifiser neermere (evt med egne ord) hoved-
[ terminal fase grunnen for besiutningen:
3 annet, spesifiser
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