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Purpose-built Geriatric Day Hospital was opened at 

cosTSgWyn HosPita1' Bridgend> in 1964 and its running and effectiveness were assessed two years later[l]. 

racT 
^?SP*ta^ served a population of 150,000 within a 

Th 
US ^ although most resided within six miles. 
average daily attendance was 27 people, and the 

Wer 
Pat^ents came twice a week. New patients 

accepted direct from general practitioners, who had 

who 
? 

^ been circulated regarding the types of patients 
to f V\?u^d be suitable. In addition, open days were held 

arniharise the GPs with what could be achieved. It was 

ancl 
^at many patients would have social difficulties 

information on these was collected, but home visits 

ca 
t- 6 ^er^atric Unit staff to verify the data were not 

0ut- The GPs' judgment was relied upon, and 
rts from social workers and health visitors were 

ained only when necessary. It was stressed that, 

Dh 
Ver ^tufbing the social circumstances might be, 

sical disability had to be present before the patient 
^accepted at the day hospital. 

ref 
an^ ̂ P^ diseases were seen, but the reason for 

, was often more complex than that suggested by 
ov i 

examination. It was summarised thus: 'The 

prec- 
. 
Plcture was one of multiple disabilities with a 

in a 
?ltat^n? factor such as a stroke, accentuation of pain 

dntY,^?lnt' increase of dyspnoea or the development of a 
^c upheaval.' 

VVQr,6 d*d not intend in 1966[ 1 ] merely to describe the 
0ne 

ln^s of the day hospital, but to question the need for 

basi^f 
^ t0 co^ect information which could be used as a 

On 
?r COrnPar^son with facts obtained at a later date, 

dealj 
6 ?^?Ur tasks was to define 'effectiveness'. We were 

urern 
^ Wldl old people in whom accurate clinical meas- 
ents could rarely be made. Their illnesses varied in 

nature and severity and were also often multiple and 

compounded by mental abnormalities, limitation of mo- 

bility, and social difficulties. To overcome these problems 
we decided to equate 'purpose' with 'effectiveness' and to 
note: (1) the number of patients whose in-patient hospital 
stay had been shortened; (2) the number of admissions to 
hospital that had been avoided; (3) the number whose 
admission had been delayed for over three months; (4) the 
number for whom hospital out-patient services would 

otherwise have been used. 

Such an approach enabled us to avoid following-up 
patients to a specific endpoint. We attempted to assess the 

impact of the day hospital on quality of life by combining 
our own judgment with those of the patients, and, where 
possible, their relatives. We decided that 69 per cent of 

patients had benefited: but 78 per cent of patients and 100 
per cent of relatives believed the service to have been 

beneficial. We, however, thought that the patients' and 
relatives' views were too subjective and emotive to be 
used as a measure of effectiveness. 

Another problem in 1966 was that we advocated only 
one regime, which has been continued, so that the 

effectiveness of one regime cannot be compared with that 
of another. Nevertheless, it seemed possible that we 

would be able to compare the running costs in 1966 with 
those obtained at a later date, provided our chosen 

criteria for effectiveness were reasonably constant. Thus 
we would be able to pinpoint the impact of inflation and 
salary increases. 
An opportunity for the envisaged comparison came in 

1976 when a DHSS-financed research project, based at 

University College, Cardiff, was developing a procedure 
for a continuous system of specialty costing within the 
acute hospital sector. Figures showing the cost per spec- 
ialty at Bridgend General Hospital were produced. The 
Geriatric Day Hospital was costed as a separate entity. In 
view of this, and the comparability of effectiveness as 

shown by a preliminary survey (Table 1), we decided that 
we were justified in comparing the cost-effectiveness of 
1976 with that of 1966. 
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Table 1. Preliminary survey of effects of attendance at 

Maesgwyn Day Hospital on use made of Bridgend General 

Hospital (1966 and 1976). 

No. of patients 
Effects 1966 1976 

No effect 57 17 

Shortened in-patient stay 8 9 

Delayed admission 18 13 

Prevented admission 21 38 

Relief of OPD services 13 42 

Total patients surveyed 117 119 

Method 

For the purpose of comparison clinical and financial data 
were abstracted in the same way as they had been in 

1966. 

Findings 

One hundred and nineteen new cases attended in 1976. 

Sixty-five (55 per cent) were females, of whom 46 were 
widows. Thirty-one of the males lived with their spouses. 
Most of the patients were in the age group 71-80 years 
and 32 lived alone. Only 36 (30 per cent) were ambulant. 

Sixty-one were partially dependent in daily living activi- 
ties. The majority (70 per cent) were mentally normal. 
Most of the patients (109; 92 per cent) attended twice a 
week. 

Discussion 

A comparison of the present clinical findings with those 

reported in 1966 shows several similarities. Most of those 

attending were in the age group 71-80 years (38 per cent 
in 1976; 35 per cent in 1966): females predominated (55 
per cent in 1976; 61 per cent in 1966); most of them were 
widows (71 per cent in 1976; 62 per cent in 1966); 
physical dependency was common (51 per cent in 1976; 
49 per cent in 1966); a significant proportion had mental 
and emotional abnormalities (30 per cent in 1976; 50 per 
cent in 1966); the majority came direct from general 
practitioners (50 per cent in 1976; 61 per cent in 1966) 
(Table 2) and the usual reason for referral was a stroke 

(44 per cent in 1976; 50 per cent in 1966) (Table 3). Social 
factors played an important part (66 per cent in 1976; 54 

per cent in 1966). 

Table 2. Sources of referral to day hospital, 1976. 

General Geriatric Other 

Practitioner Department Departments 

59 56 4 

Table 3. Reason for referral, 1976. 

Stroke Bone Joint Disease Other 

53 29 37 

The initial fear that the hospital might become largely 
valueless because of blockage of places has not been 

supported. The annual return showed that approximately 
the same number of new patients attended. A steady state 
seems to have been reached. Nevertheless, 25 patients (21 
per cent of those seen in 1976) attended for longer than a 

year (Table 4). 

Table 4. Duration of attendance and reason for discharge 

Duration of attendance No. of 

(months) patients 

<3 45 

3-6 28 

6-12 21 

> 12 25 

No. of 

Reason for discharge patients 

Recovered 26 

Self-discharge 10 

Too ill to attend, 
admitted to hospital, 
or died 16 

The cost of running the day hospital (Table 5) has 

increased considerably, mainly owing to inflation and the 

pay awards granted by Whitley Councils. These have had 

Table 5. Running; costs per week, Maesgwyn Day Hospital, 
1966 and 1977. 

1966 1977 

? (a) Staff (excluding travel expenses) ? 

19.00 1 F/T Sister 1 F/T 90.13 

6.85 1 P/T SEN 1 F/T 62.14 

26.00 3 F/T Nursing - 1 F/T 54.41 

auxiliaries 

7.30 1 P/T Nursing lj P/T 56.50 

auxiliaries 

12.63 1 P/T Senior 1 P/T 44.51 

physiotherapist 
7.50 4 Sessions Speech 1 Session 9.63 

therapist 
9.50 2 Sessions Medical assistant H ,, 

20.46 

4.50 3 Sessions Social worker ?" 

Occupational 
therapist 

16.05 3 P/T Domestic 

16.00 1-j Clerical 

125.33 

(b) Meals* 
16.15 25 @ 13p per day-27 @ 75p 99.87 

(c) Ambulance Transport 
93.75 Excess mileage per week (calculated after 459.78 

a survey of ambulance journeys taking 
patients to day hospital) 

13.00 (d) Fuel and electricity 51.86 
?248.23 

' ' ' 

?1,129.83 
*1966?cost of food only. 1977?an element of catering stall salanc? 

included. 
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the effect of increasing salary costs to 4^ times what they 
Were in 1966, while other expenditure has risen to three 
tunes the 1966 level. But, despite this increased expendi- 
ture, Table 5 shows that resources have changed very 
kittle; the number of nursing and paramedical staff has 
fallen slightly, while the number of meals has remained 
reas?nably static, as have ambulance transport, fuel and 
electricity. 
Our comparison of the cost per attendance at the day 

hospital with that of the cost per in-patient day at the 
acute and geriatric hospitals (Table 6) shows that the 
former is somewhat cheaper, as it was in 1966. 

Table 6. A comparison of costs for different forms of treatment, 
Bridgend General and Maesgwyn Hospitals. 

Cost 

per per per 

in-patient day hospital patient 
hospital day (24 hrs) attendance (6 hrs) hour 

?27.68 ?1.15 

?0.95 

Bridgend General 
(acute) 
Bridgend General 
(Geriatric unit) ?22.79 

Maesgwyn 
geriatric unit) ?10.55 ?0.44 

Maesgwyn Day 
\exclucUng 
^bulance costs) ?6.04 ?1.01 

Maesgwyn Day 
(deluding 
ambulance costs) ?8.43 ?1.41 

This is bccause the length of time for which resources 
are made available at the day hospital is only six hours, as 
?Pposed to the 24 hour cover of the other hospitals. When 

^ 
e 
compare the cost per patient hour (Table 6), the cost 
the day hospital is higher than for an in-patient day 

ecause of this concentration of resources into a shorter 
tlrtle span. Furthermore, when we cost total patient care, 

also have to add the costs of care at home, as well as 
?me help, community nursing and, where necessary, 

j*jeals on wheels on the days the patient does not attend. 
0vvever, the inclusion of such costs (about ?13 per 

^eek[2]); is unlikely to make attendance at the day 
?^PUal more expensive than a stay as an in-patient, 

j 
he conclusion that the cost of day hospital care is 

Wer than the cost of in-patient care has also been 

j^ached in other studies[3,4], and MacFarlane et al.[2] 
Und that the cost of attendance at day hospital (?47 per 

^eek including community costs) compared favourably 

^jjh the cost of in-patient treatment (?129.8 per week). ls study also demonstrated that the cost of day hospital 
are was much higher than had previously been thought. 

, 
le 7 shows the cost per attendance at the Glasgow and 

^aesgwyn Day Hospitals. 
^ 

conclusion reached in these studies was that day 
?spitals can be effectively used to prevent admission 

da 
?r s^orten in"Patient stay. A comparison of the two 

ay hospitals (Table 7) indicates that the provision of 

Table 7. Cost per attendance at Glasgow and Maesgwyn 
Day Hospitals. 

Cost per attendance 

Maesgwyn Glasgow 

? ? 

Medical staff* 0.37 1.16 

Nursing staff 1.96 2.80 

Medical and paramedical 
supporting services* 0.98 3.34 

Domestic 0.63 0.31 

Catering 0.75 1.04 

Other general services 0.78 2.73 

Ambulance transport 3.43 2.22 

8.90| 13.60 

*Not included in Table 5 calculations but included here for comparative 
purposes. 

t?8.90 = ?8.43 (Table 6) + ?0.37 medical staff + ?0.10 medical 
support. 

resources varies greatly, so the question of what level of 

expenditure is considered adequate must therefore be 

asked. One reason for the higher cost in Glasgow may be 
the location of the day hospital and its nature. Maesgwyn 
Day Hospital's record of reduction of in-patient stay and 
avoidance of admission compares favourably with that of 
Glasgow?though the Glasgow figures do not show clear- 
ly what impact the day hospital has had on other hospitals 
in the district. More detailed information would be 

required if a complete comparison were to be made. 
We hope at a later date to be able to ascertain the cost 

of community care. Total home management, and home 
care with day hospital visits, could then be compared with 
the cost of in-patient stay. Medicine, however, is con- 

cerned with individuals whose requirements vary, conse- 

quently the type of management has to be modified. 

Moreover, projects to improve and extend patient care 
have to be evaluated both clinically and financially, as a 
balance between the two aspects is essential. 

The Government's Priorities for Health and Personal 
Social Services in England[5] indicates that more money 
must be made available for geriatrics. In our view, one 
area in which this money could be used effectively would 
be in the wider provision of day hospitals. Brocklehurst 
and Tucker[6] suggest that 'a controlled trial is necessary, 
with random allocation of patients to day care or in- 

patient treatment combined with a detailed and uniform 
comparison of costs'. It is debatable, bearing in mind the 
age and clinical complexity of the patients, whether 

randomisation is feasible. It is also likely that ethical and 
practical considerations would make it unacceptable. 

Modified randomisation of previously defined groups 
of patients might be possible, but, even then, comparison 
between day hospitals in different parts of the country 
would be open to the objection that social factors and 

clinical practices were not uniform. We believe that a way 
round these difficulties would be to formulate criteria for 

'effectiveness'. Different regimes could then be assessed. 
The one we adopted, viz. 'Impact on the General Hospi- 
tal' allows running costs to be compared, while simul- 
taneously giving a reasonable measure of 'money saved' 
by delay or prevention of admission. 
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Conclusion 

The service given by our Geriatric Day Hospital has been 
of benefit to a large number of patients, the geriatric unit 
and the general hospital. Nevertheless, the cost of the 

service cannot be ignored and, if further development is 
to take place, more research will have to be undertaken 
into the various ways of linking day hospital and com- 
munity care. 
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