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A Critical Evaluation of the Hanly Report

Introduction

The Hanly Report has already been accepted as official government policy and, while no funding has yet been made available for it, its status remains quite high and it could well determine many future decisions on health policy in relation to the acute hospital sector.  This is especially the case since we are moving towards new and untried methods of decision-making about future hospital development.

Furthermore, Hanly has cleverly tried to pre-empt effective criticism of their Report (both in the Report itself and in the presentations around the country following its publication) by arguing that the new hospital structures proposed are inevitable once the European Working Time Directive is implemented. The second line of argument is that any criticism is merely local politics which, they imply, means the irrational demands of the public and their elected representatives for a hospital on every street corner. 

It is particularly important, therefore, that a clear, rational and evidence-based critique of the Hanly approach should be made.  It should be made clear that this Paper concentrates on hospital organisation and is not concerned with the medical education proposals and those for the expansion of consultant numbers which we welcome. 

The rest of this paper is divided into 5 sections:

1. The General Context for the Provision of Health Care Services.

2. The evidence base for the Hanly assumption that larger hospitals/units always lead to better patient outcomes.

3. The evidence base for the Hanly assumption that the proposed new hospital structure will be cost effective and will cut costs.

4. The evidence base for the Hanly assumption that the new structure and altered ambulance service arrangements will in fact save lives and provide better patient service; and the evidence base on distance and access to health care services.

5. The logical gaps in the Hanly argument that the need to cut NCHD hours leads inevitably to the one structural solution which they propose; and the gaps in their analysis on the need for inpatient beds and A & E services.

1. The General Context for the Provision of Health Care Services

(a) The philosophy of health care in Ireland
The National Health Strategy published in 2001 and accepted as Government policy gives a very clear statement of the modern philosophy of health care in Ireland. The Vision statement is as follows:

“A health system that supports and empowers you, your family and community to achieve your full health potential. A health system that is there when you need it, that is fair, and that you can trust. A health system that encourages you to have your say, listens to you, and ensures that your views are taken into account” (Page 8)

As the strategy is developed we learn more of the general policy context:

“Access to health care should be fair. The system must respond to people’s needs rather than have access dependent on geographic location or ability to pay”

“Services must be organized, located and accessed in a way that takes greater account of the needs and preferences of the community they serve”.          

                                                                                                    (Page 18)

“Primary care must become the central focus of the health system”. 

(Page 95)

“Improved integration between primary care teams and specialist services will be developed”. (Page 97)

In setting out this philosophy of patient-centred care with an emphasis on the local provision and integration of services, Ireland is fully in line with modern European trends. Indeed in the U.K. the emphasis on the patient-centred approach has now been developed to such an extent that, since January 2003, the health authorities have a legal requirement to consult locally with the public and patients when any change in health care services is proposed. A new institutional structure has been established to ensure that any conflict between the public and health care professionals is resolved amicably and that a partnership model is developed. 

Unfortunately in the Hanly Report there is no sign of a patient-centred approach or of any attempt at consultation with the public or their elected representatives or with patients, even in the 2 pilot areas; although there are many consultations with “consultants, NCHDs, nurses, health and social care professionals, other staff delivering health care and managers”. (Page 25 of the Hanly Report)

By an extraordinary definition of politics (Page 22), which would not be accepted by any political scientist, the Hanly group managed to persuade themselves that it would be illegitimate to have ongoing consultations with the public or patients in the development of their Report. They did not even undertake a patient attitude survey as was done by the Radiation Oncology Services Group.

The Hanly approach is, unfortunately, more typical of the medical paternalism which was out-of-date 50 years ago, where the experts make all the decisions and the public is meant to acquiesce meekly. It runs counter to the basic philosophy of the National Health Strategy.

(b) Quality of care and safety of health care provision

In their discussions of quality and safety of health care in the hospital setting, the Hanly Report follows very closely the ideas set out by the U.K. medical establishment in 1998 [1]. According to this view, increasing medical specialization by consultants leads to better quality and safer care for patients. Increased specialization, however, requires greater numbers of consultants working together and therefore demands larger and larger hospitals. These in turn require larger catchment areas to provide sufficient numbers of the many unusual conditions which the narrower more specialized consultants wish to spend their time treating. This specialization-centralisation scenario has been criticized by many working in the UK health care scene.

Some of the major criticisms made are as follows:

“Evidence from research does not support any general presumption that larger hospitals benefit from economies of scale or that service concentration leads to improved outcomes for patients” [2]. These points will be covered in detail later in this paper.

“The mindset that ‘biggest is best’ that has underpinned many of the changes in the NHS in the last few years needs to change. The continued concentration of acute hospital services without sustaining local access to acute care runs the danger of making services increasingly remote from many local communities” [3] 

“High quality evidence on the benefits of this process of centralization and specialization is limited. Nevertheless, the recent recommendations for hospitals by the BMA and the Royal College of Physicians and Surgeons envisage a continuation of this process (See reference [1]). Furthermore, the colleges are issuing guidance that will put managers in a position in which they will have to close or reduce the role of some hospitals. This is in direct opposition to the high value placed on access by the public…….The problem is particularly acute in more rural areas, where even the revised minimum populations suggested in the most recent document by the BMA and the royal colleges may be hard to achieve” [4].

In the past, Irish hospitals were inspected and validated by groups representing the various UK professional medical associations. Thus the problems mentioned above caused by the continued encouragement of specialization and centralization of hospital care in the U.K. still apply to a large extent in Ireland. Indeed the problems are even greater for Ireland since the royal medical colleges, with more than a degree of arrogance, insist that their guidelines and population catchment areas are absolute standards which must apply universally. It is illogical – indeed absurd – to apply population guidelines calculated for UK circumstances to a country like Ireland that is so different in size and demographics. 

Ireland is much smaller than the UK with a population only 6% of the size of the UK. Of even more importance, Ireland has a low density of population of only 55 inhabitants per square kilometer with only one major urban conurbation, which is Dublin. In contrast the UK has a very high density of population at 244 inhabitants per square kilometer as well as numerous large urban conurbations. It is easy enough for Hanly and others to talk glibly of population catchment areas as if these were similar in the UK and Ireland. In fact they are very different. For example, one of the smaller catchment areas discussed by Hanly is a population of 200,000 people. This, having regard to population density data, can be gathered together in the UK in an area of only 316 square miles (or an oblong of 20 x 16 miles approx.). To get together the same population in Ireland requires an area of 1,403 square miles (an oblong of 20 x 70 miles). 

The larger the catchment area geographically, the greater are the problems for patient access, for traveling distance and time; and the less likely it is that patients will be treated equally and fairly regardless of their geographical location. These points will be considered in more detail later in this paper.

The strongest criticism to be made of the Hanly Report and the royal colleges approach to quality and safety of health care provision is that it is one-dimensional. It is assumed that good quality care can be defined solely by the number of consultants, their degree of specialism and the size of the unit in which they work. This is such a limited and unrealistic view that any hospital policy based on it is bound to be inadequate. Such is the case with Hanly.

(c) Quality of care and safety: a more realistic view
Quality of care is a complex and multidimensional concept and must embrace all aspects of care and not just one.  The Institute of Medicine in the U.S. argues that there are six aspects of quality care: safety, effectiveness, efficiency, patient centred, timely and equitable [5]. All of these are included in the National Health Strategy but are in general ignored by Hanly.

The quality of care in any hospital depends not on the consultants alone (this would lead to a consultant-centred health service rather than a patient-centred service which Irish health policy demands). All the staff of all grades, the management structures and systems in place will all affect quality of care and safety.

According to the Irish Association of Internal Medicine [6], 95% of patients can receive quality care locally and this figure is also included as part of the National Health Strategy. For IAIM and for the vast majority of those involved in providing primary and secondary care to local communities around the country, what is needed is a patient-centred service that provides a local service to patients when and where they become ill, 24 hours per day, anywhere in the country.  Hanly’s specialization and centralization proposals are not patient-centred; are not soundly evidence-based; and are not the only way of meeting the requirements of the European Working Time Directive. This will be demonstrated in the rest of the paper.

2. The Evidence Base for the Proposition that Higher Volume Hospitals Produce Better Patient Outcomes

Before looking at the evidence, 2 important points must be made.

First some seriously ill patients will always need extremely specialist care in a unit with much specialized equipment. It would be a waste of resources to provide such specialist care in many hospitals as the need for such care will be limited to a small number of patients. Thus, those with severe burns can and should be treated at the National Burns Centre in St. James’s Hospital in Dublin; while those who need specialist neuro-surgical care will be treated at Beaumont Hospital in Dublin or in Cork. Patients needing such specialized treatment will need to be stabilized in a good local A&E Department as soon as possible after the accident, injury etc. and can then be transferred to the national tertiary center. The proportion of patients needing such care will normally be, at most, 5% of all patients. The current hospital referral systems cope adequately with these patients but there is a major shortage of specialist beds so that referral is often delayed.  The Hanly proposals will exacerbate these delays.

Second in recent years, Comhairle na nOspidéal have made a disproportionately high number of consultancy appointments in the Dublin area (in terms of population) and correspondingly less in the rest of the country. The state allocation of funding to hospitals has at times appeared a bit erratic with some hospitals, for no apparent good reason, doing better than others. If a small rural hospital has been starved of resources and senior staff, it may not be able to provide as good care to patients as a larger better-resourced hospital (whether rural or urban). This result has nothing to do with size as such and everything to do with resource allocation decisions within the system and the basis for them.

The Hanly Report makes the assertion on several occasions that larger volume hospitals produce better patient outcomes and that the centralization of much in-patient acute care in just a few large hospitals is therefore justified. The Hanly  Report refers to its general bibliography to support their view and especially on pages 15 and 62, to what they call ‘key examples’ of the literature, three articles being picked out. The 3 articles to which they refer make a useful introduction to the volume/output literature and will be discussed in turn.

(1) Nuffield Institute of Health 1996. This is the Hanly footnote reference but in the bibliography to the Report the article to which it relates is listed under National Health Service Centre for Reviews and Dissemination. It is, in fact, a detailed summary of a major 3 volume study undertaken by the University of York on three important aspects of hospital size; volume and patient outcomes; volume and costs; and volume and patient access [7]. The Report of this study is a devastating critique of the British medical establishment’s policy of centralization of hospital care and finds little or no support in its extensive review of the literature for the idea that larger hospitals provide better care. It is difficult to understand why Hanly should list it as a key reference in support of their case when the Report referred to demolishes their case. Could it possibly be that the Hanly team did not actually read the key documents they referred to in support of their case?

The major points in the volume/outcome part of this University of York study are as follows: most of the research in this area is very poor technically since it does not adequately allow for case mix differences. If we wish to demonstrate that size of hospital is a key factor in determining patient outcomes we must compare similar groups of patients in both large and small hospitals. Most of the research, however, especially the U.S. research, uses hospital administrative data which does not give enough detail about the severity of patients’ ill health to ensure that we are comparing like with like. What is needed is good clinical data for all patients and not administrative data.

To give two examples; a comparison of adult intensive care units showed much better results for larger intensive care units when hospital administrative data was used. Replacing this patient information by good clinical data (Apache II) removed the difference between large and small units entirely. This showed that the smaller units in smaller hospitals dealt with more seriously ill patients than the larger hospitals where many elective patients spent 24 hours in ICU as a routine precaution.[8]  Similar results were found with the use of clinical data for studies of coronary artery bypass surgery.[9]  Thus, in general, the use of poor quality patient data leads to a high positive relation between volume and patient outcome; while good quality clinical data usually removes any significant volume/outcome relationship entirely. Other shortcomings of the volume/outcome research identified in the York study are that patient outcome is measured rather crudely by deaths within 30 days of admission and that the various research projects all use their own definitions of ‘high’ and ‘low’ volume hospitals with no generally agreed definition.

(2) Chassin et al 2000.  This is the second of the ‘key’ articles referred to by the Hanly Report to justify the ‘larger is better’ concept espoused and advanced by the Hanly team. The article should properly be referenced as Halm, Lee and Chassin. It is a progress report given to a conference in Washington in 2000. The Hanly team’s mistake with this reference was their failure to follow through to the Final Report of the same study which was published in the Annals of Internal Medicine in 2002 [10]  (while the Hanly Group were still working on their Report). According to a recent commentary on the Halm et al study it is “the most extensive review to date of the relationship between health services volume and outcomes”.[11]

The Report of Halm et al is, in fact, a systematic review of all the English language published research on the volume/outcome relationship which appeared in the period 1980 – 2000.  The main conclusions of this work are: first  that the technical quality of research work in this area of health research is poor with most of the studies using hospital administrative data and only 27% using clinical data which gives a good adjustment for case-mix variations. Second most research projects used their own definitions of ‘high’ and ‘low’ volume with considerable overlap between them so that what was classed as high volume by one study was considered low volume by another covering the same procedure. Third While “Volume is clearly a proxy measure of other things because it cannot directly produce good or bad results”, few of the studies considered the whole process of care including protocols for drug use, more effective treatments, better clinical management etc. which are probably the real determinants of patient outcomes.  Fourth the evidence relating higher volume to better outcomes was very mixed with only 5 procedures showing a significantly high positive relation between the two. These were pancreatic cancer surgery, esophageal cancer surgery, pediatric cardiac surgery, treatment of AIDS and surgery for unruptured abdominal aortic aneurysm.  The commentary in this article[11]  suggests that for those advocating centralisation of hospital services, the above 5 procedures are probably the best candidates.

(3) Batista et al 2002. The proper reference for this article is Birkmeyer, Siewers et al 2002.[12] The article is noteworthy for the enormous size of the sample of cases covered at 2.5 million. It uses information from the National Medicare claims database (not clinical data). It is restricted to people in the US aged between 65 and 99 years of age; and the authors warn against generalizing to other age groups.  The study covers just 14 surgical procedures; 6 of them cardiovascular procedures and 8 of them major cancer resections; and all of them chosen because they are high risk procedures. The study finds that higher volume hospitals produce better outcomes. This study is fairly irrelevant for Irish circumstances. The procedures listed and the age group covered would be fairly small in number in Irish circumstances and would in almost all cases be treated in large specialist units in Ireland anyway.

To summarise the rather complex research material on hospital volume and patient outcomes; a very comprehensive account of all the research evidence is given by the York Report and by Halm et al 2002. Together these two studies present and analyse almost all the research material on volume/outcome. They do not in any way support or justify the Hanly Report assertions that larger hospitals provide better patient outcomes, nor do they support in any way the wholesale reorganization of inpatient acute hospital care to just a few large centers, with the possible exception of larger centres providing the 5 procedures listed by Halm et al and referred to above.

3. The Evidence Base for the Proposition that Larger Hospitals have Lower Costs and are more Economically Efficient than Smaller Hospitals

Health economists in many countries and over many years have undertaken empirical studies on the relationship between hospital size and costs. Such studies are quite difficult to do since allowance must be made for differences in case-mix and in many other variables that may confuse the basic size/cost relationship which needs to be isolated.  Unlike the many complexities of the volume/outcome relationship, however, the situation for costs is much more straightforward. As one writer puts it:


“The empirical literature on economies of scale is extensive, reflecting different methods and covering many different countries. Despite this diversity the results are remarkably consistent:

· Economies of scale are evident only for small hospitals (less than 200 beds)

· The optimal size for acute hospitals ranges from 200 to 400 beds

· Above 400-600 beds, average costs increase “ [2]

The most extensive and up-to-date systematic review which provides much evidence supporting the above view is by Aletras et al 1997.[13] There was also another systematic review covering more than 100 relevant studies by the University of York research team.[7]  This gives slightly different bed numbers arguing that the minimum efficient size of hospital is between 100 and 200 beds while the maximum efficient size is somewhere between 300 and 600 beds.

In the U.S. which has the least regulated and most competitive hospital sector in the world, there are very few hospitals larger than 500 beds and the average hospital size is less than 200 beds. As one American health economist puts it: “There are relatively few hospitals larger than five hundred beds, good evidence that costly administrative and transportation difficulties arise when this size is exceeded. Patients increasingly complain about ‘getting lost in the system’ and being part of a ‘factory’ rather than a caring institution”.[14]

Many people, including the Hanly Group, appear to think that larger hospitals must be lower cost and more efficient than smaller ones; just as large manufacturing units are often cheaper to run than small ones. The modern acute hospital is, however, one of the most complex organizations in the world to manage effectively. It needs to treat each patient as an individual with uniquely defined needs and large size is a positive disadvantage in this respect, both in terms of cost and in terms of care.  While the general public may not, understandably, be aware of the cost information outlined above, the Hanly Group were required by their terms of reference to complete a detailed study of the resource implications and costs of their proposals. [Page 126]  They have not done this.

It is a major and severe weakness in the Hanly proposals that they have planned to increase the size of some hospitals well beyond the efficient size – as reflected by international research evidence- while reducing the size (in terms of inpatient beds and opening hours) of all other hospitals to well below the optimum efficient size. The Hanly Group propose this without any apparent consideration at all of the well-known literature on hospital size and costs and merely state – flying in the face of the evidence – that their proposals would “improve significantly the value for money of health care expenditure”.[p.109]   In fact their proposals will increase significantly and for the foreseeable future the annual costs of running the acute hospital sector. 

The Hanly team do, however, have a very short section on costs on pages 118-120 of their Report and this will now be considered. This section is most noteworthy for the number of exclusions the team make in their cost calculations. These are:

(i) All future pay increases are excluded and pay scales for 1st October 2002 are used in all calculations

(ii) The cost of the 3,000 beds needed to implement the Hanly proposals are excluded

(iii) The capital costs associated with the proposals are excluded

(iv) The medical education and training costs of the proposals are excluded

(v) The links to primary care and necessary additional costs in primary care are excluded

(vi) Information technology costs are excluded

Some of the exclusions referred to above are explained away because other groups are considering the matter; or because the Hanly Group decided to shut their eyes to the industrial relations aspects of their proposals. For capital costs, however, the calculations are merely postponed until a later date; yet the capital cost implications of their proposals are enormous.  Much extra in-patient capacity will need to be built for the large hospitals which will be taking almost all the A&E and in-patient care from the smaller hospitals; while additional day surgery capacity will need to be built for many of the smaller hospitals. Hospital building takes years to plan and commission and is always very expensive. It is incomprehensible that the high costs of such a vital part of the proposals should have been excluded from consideration at this stage.  This matter will be considered further in section 5.  

As well as the six exclusions listed by Hanly, there are two other exclusions which should be noted; the Hanly proposals will require very different management including a new layer of management for the regions; yet this cost is not considered or costed by Hanly. Furthermore, the new ambulance service proposed will have very high initial training and equipment and higher running costs but these are not included by Hanly. 

In summary it is difficult to take the Hanly ‘analysis’ of the costs of their proposals seriously and they have in this respect failed dismally to fulfill their terms of reference. This against a background where they try to stand international research experience on hospitals size and costs on its head in justifying their proposals is a sufficient basis of itself for utterly rejecting the Hanly report and its conclusions.   

4.  The Evidence Base for the New Ambulance Service proposed by

    Hanly and Some Evidence on Distance and Access to Hospital     

    Services

The Hanly Report proposes that most local A&E units should be closed or reduced to minor injury units, and that “all major traumas and medical emergencies should go directly” to the one major hospital in each region (Page 69).  They note that this “may raise concerns about the access of patients in life-threatening situations”. They dismiss these concerns very briefly by saying that “many of the main life-saving measures in emergencies are not affected by the immediate proximity of a hospital”. (Page 70) They give no evidence or references to support this contention. 

It may be that Hanly are following the idea of designated trauma centers which have been established and have increased survival in the US, [15] (although they do not list this reference)
. In any case, it has been shown clearly that, with the lower level of violence and gunshot injuries in Europe, this US trauma system is unsuccessful here.[16]

The concerns, not only of patients but of many of those working in primary and secondary care, remain high that lives will be lost because of a longer distance and longer time before patients reach an A&E department.  There is incontrovertible evidence that 30% of patients with major trauma die unnecessarily [17] because of lack of appropriate care ideally within the first hour.  The level of care necessary must be sufficiently skilled and with sufficient (but not very high tech) equipment to stabilize the patient, such as is available in any A&E unit worth the name. What is of key importance is that there should be the least possible delay between trauma and stabilization. This must remain of concern in a country like Ireland with a low population density and with poor roads and communication in many rural areas. 

Hanly’s response to the problem is to plan for the establishment of a new ambulance service with specially trained paramedics and more equipment. They refer to various Irish Reports to support this approach but they do not appear to have reviewed the international literature or they would have found that:

“research from the United Kingdom found that trauma victims attended by ambulance paramedics actually had a higher death rate than those attended by standard ambulances. Two reasons were suggested; First the process of resuscitation delays transfer to hospital and, second improvement in tissue perfusion increases the risk of bleeding on the way to hospital. [18], [19]

Thus Hanly first proposes to remove the current network of local A&E units which provide quick access to seriously ill patients and then proposes a new ambulance system which will actually increase the risk of patient death before the new more distant A&E unit is reached. This is in no way an improvement on the current situation and will certainly not improve patient care as they suggest.

Local access to a hospital is important for many reasons other than emergency care. The evidence on this issue has been reviewed by the York research group [20] and in a World Health Organisation review. [21] Both these sources make it clear that the evidence on issues of hospital centralization and patient access is not as clear and compelling as that on the volume/outcome or that on the size/costs relationships. This mainly comes about because problems of access for patients have been under-researched.

However, these studies conclude as a general matter that centralization will impose considerable costs on patients and, especially where in-patient care is concerned, on their families as well. The costs involved will include travel time and travel arrangements; and worry and stress for both patients and families because of difficulties in regular contact as a result of distance. These difficulties will not affect everyone equally. Very young patients have a particular need to have families close at hand and their rate of recovery will be greater if this is the case.  Similarly the elderly can quickly become disoriented if they are sent to a distant hospital and lost contact with friends and family.  The heaviest costs of centralization will always fall on the poor and disadvantaged for whom paying for and organizing transport maybe impossible. There is clear evidence from New Zealand of higher mortality for lower socio-economic groups because of less access to hospital care. [21]

There is some direct research evidence on the relationship between distance from hospital and outcomes for patients.

1. One study in England and Wales covering 100,692 deaths found increased mortality when patients were a greater distance from the nearest hospital.  The conditions for which this was significant were diabetes mellitus, asthma, mortality in the first 28 days of life, and road traffic accidents. [22]

2. A study in a semi-rural area of Quebec found a significantly higher rate of deaths of children under 5 years from acute medical post neonatal syndromes (including respiratory, gastro-intestinal, meningitis and other acute medical) when these children were more distant from the nearest hospital.  This study made good adjustments for possible confounding factors such as household socio-economic status. [23]

3. A study in Montreal of 360 severely injured patients showed that patients not reaching hospital within one hour of the injury had a 3-fold increase in the risk of dying within 6 days of admission compared with those who reached hospital within the hour. [24]

This sort of evidence should have been considered by the Hanly group before proposing the excessive centralisation of hospital services.  According to the National Health Strategy we have a health service which is patient centred and which “listens to you and ensures that your views are taken into account.”  Why, then, does the Hanly group and the Department of Health and Children not listen to the people of Ennis, Nenagh, Monaghan and many other parts of the country who have a soundly evidence-based fear of the poor medical service they will receive when local hospitals and A & E services are downgraded?

5. Logical Gaps in the Hanly Argument
This section is divided into two parts.  In the first part, weaknesses in the Hanly argument are considered; while the second part is devoted to the major defect in the Hanly Group’s whole approach.  This is that, while they consider centralisation to be the major hospital issue; everyone else in the country knows that the over-riding difficulty is the shortage of inpatient beds and other facilities. 

1. In the summary and key points section of the Hanly Report (Pages 13-19), the main lines of the Report are outlined: Hanly states that the first imperative is to work out how to comply with the European Working Time Directive (the EWTD). There are, in Hanly’s view, 4 options:

    
(i) 
To do nothing

 
(ii)
To recruit many more NCHDs

(iii)  
To create a permanent career NCHD grade (at later stages of the 

        
Report, the creation of other sub-consultant grades is discussed e.g.  

        
Page 42)

(iv) To employ a much larger number of consultants

The Hanly team turn down options (i), (ii) and  (iii) and opt for (iv). They then introduce their basic assumption that larger hospitals/units lead to better patient outcomes and more cost effective provision of care. This leads on to their decision that many of the additional consultants should work in large teams in a few major hospitals providing most in-patient acute care and most A&E services. Smaller hospitals (mainly because of the admitted difficulties of providing night-time care while implementing the EWTD) would become 9-5 institutions and would be concerned mainly with elective surgery, outpatient’s services and so on. This re-organisation  of hospital services is according to Hanly the only and best way of implementing the EWTD.

This conclusion would certainly not be accepted within the NHS in the UK which in a recent Report [3] talks disparagingly of “futuristic stories of ‘super-hospitals’, where acute care is provided for whole regions. These visions have taken no account of the human dimension, and the need for people to see health care as part of their normal lives, in local settings”. A further statement in this same UK Report adds that “Solutions initially proposed for achieving compliance with the EWTD- relying on massive increases in the medical workforce, or major reductions in the locations where 24 hour services are provided – were unrealistic.  A more varied implementation strategy has now emerged, focusing on changing working patterns and re-designing services around patient needs”. This is certainly a more positive way forward, but first it is necessary to point out the logical gaps in the Hanly argument to illustrate that their recommendations are not the only way of implementing the EWTD.  This is done here under 3 headings: Option (iii); Bigger is Better; and 24 Hour Cover.

(a) Option (iii)

In Option (iii) and at other places in the Hanly Report (e.g. Page 42), other grades between NCHD and consultant are considered and rejected. The grounds for rejection seem rather slight, especially since Hanly state that they do not consider industrial relations problems and that their proposals are worked out on an ideal basis. No management consultant would consider it ideal to have a system, as proposed by Hanly, where medical services are provided by just 2 grades; NCHDs and consultants. This would be analogous to running a business with trainee managers and senior managers alone and excluding the vital middle-management grades which provide cohesion, strength, flexibility and the possibility of innovation to a business.  

The medical profession appears divided in its views with some wishing to maintain the status quo while, for example, A & E consultants would welcome an additional staff grade between NCHD and consultant.  Such an additional grade would be of particular value in A & E as it would give more flexibility in achieving 24 hour, 7 day cover for this vital part of the hospital service.

The Hanly team, by opting for the NCHD/consultant structure (which is all that they cost on Page 119) have reduced their flexibility in implementing the EWTD considerably. With NCHD hours to be drastically reduced, consultants are the only group available to take on the extra workload which will require that they be provided with new contracts and undergo major changes in their work practices. Furthermore, both NCHDs and consultants are to be very much involved in the changed medical education methods to be followed where time must be kept clear for learning and teaching.

It is thus no surprise at all that, with the constraints which the Hanly team have imposed on themselves, scheduling 24 hour hospital care becomes quite difficult and leads the team to propose extreme and somewhat absurd solutions.

(b) Bigger is Better

The major assumptions underlying Hanly are that bigger hospitals produce better patient outcomes; are cost effective and that patient health will not suffer by more difficult access to a distant hospital. The earlier sections of this paper have shown that the evidence base for these assumptions is either very weak or non-existent. The bigger is better hypothesis is thus shown to be unfounded and certainly inadequate to support the Hanly proposals for centralization

(c) Twenty-four  hour Cover

It is admittedly very difficult to provide 24-hour cover on a broad basis while implementing the EWTD. The Hanly response, however, to remove 24 hour cover from so many hospitals in the state is an over-reaction. There are many alternative more positive ways of coping with the EWTD and 24-hour cover. For example, the use of specialist nursing grades such as clinical nurse specialists and advanced nurse practitioners can offer many possibilities for 24-hour care. As well, more extensive links with primary care (which are already taking place in many parts of the country, for example, Kilkenny) can provide a very acceptable substitute for some of the hours currently worked by NCHDs. There is also good evidence that the use of GPs within emergency departments provides more cost effective care than that provided by NCHDs, with fewer unnecessary investigations. [25]  Furthermore, better use of Information Technology systems and telemedicine can lead to a greatly improved night-time service in many cases (developments which can be further facilitated with the expansion of broadband services.)

Of course the Hanly Report discusses all these proposals but only in a very general way with no detail being provided on costs or implementation.  Thus, on the use of new nursing grades, Hanly merely informs us that this matter is being discussed by the nursing organizations (Pages 92-95). On the links with primary care, the same scenario is found with a brief discussion of the issues while the detail is left to the primary care sector. [Page 66]  The same is true for the development of Information Technology systems. [Page 104]

By contrast to Hanly a much more constructive and positive approach to the implementation of the EWTD without drastic cuts in 24 hour cover is seen in the NHS proposals in the UK. [3]

The NHS study sets out a range of proposals for implementing the EWTD while continuing most of the existing functions for local hospitals. These proposals are already being piloted in the U.K. and offer great possibilities for a more patient-centred approach to health care in Ireland. The two most applicable proposals are:

Emergency Medical and Surgical Care Using New Approaches to Staffing

This is being piloted at the Central Middlesex Hospital in North London.  It offers A&E with unselected admission and employs a unified general medicine and A&E team with well developed transfer arrangements to other hospitals within the region for complex cases (See Reference [3] and Website for further details)

Emergency Medical Care and Elective Surgical Care 

An alternative approach is being piloted at Bishop Auckland Hospital, County Durham and at Downe Hospital in Northern Ireland. It still offers A&E with unselected admission but does not include emergency surgery for which patients are assessed, stabilized and then transferred to a more appropriate hospital. This system includes access to a surgical opinion on call at all times. 

There are clearly a range of different innovative ways of coping with the EWTD without the single somewhat mindless, imperfectly considered proposal of the Hanly team, which is not supported by the extensive evidence available. Other health care systems faced with the same requirement of implementing the EWTD have in fact progressed more than we have by considering more innovatory and realistic proposals for patient care. We must follow this latter path in Ireland and resist the damaging alternative approach being proposed by Hanly which, if implemented, would be detrimental to our health services in Ireland for many years to come.

It is worth looking in more detail at the arrangements being made in Northern Ireland for implementing EWTD.  The Northern Ireland equivalent of our Hanly Report is called Developing Better Services and was published in June 2002. [26]  Like Hanly, it calls for a degree of centralisation of hospital services, but argues that this must be balanced by “providing local services where possible.”  It points out that, with new technology such as telemedicine and teleradiology, it is now possible for smaller local hospitals “to draw on medical and other expertise at a distance, and to provide patients with better diagnosis, of potentially higher quality and with a minimum delay.”  This is the way in which the Downe Hospital fits into the new organisational scheme.

To get the appropriate balance between centralisation and local care and to ensure a fully patient centred hospital service, the Northern Ireland Report sets out as a basic principle that access times to emergency care and consultant-led maternity services should be no longer than 45 minutes to a maximum of one hour for everyone in Northern Ireland.  This is not just a vague aspiration but has been worked out with detailed analysis of normal traveling times to the hospitals.  There is a similar requirement in the New Zealand hospital service that 90% of pregnant women must be within a 30-minute drive of maternity facilities.

As a result of this clear balance between centralisation and the maintenance of local services, the Northern Ireland Report proposes that the roughly 1 ½ million population should be served by 9 major hospitals, 2 enhanced local hospitals like the Downe Hospital, as well as a number of local hospitals.  This is a much more balanced proposal than that suggested by Hanly.  Indeed the Northern Ireland Report (which is listed in the Hanly bibliography) provides an excellent model for Hanly.  As well as the points already mentioned, the Northern Ireland Report gives detail on current activity levels in the hospitals as well as a very detailed costing of all aspects of their proposals including capital costs and current costs - even down to the detail of the cost of training additional G.P’s.  It is a complete, thorough and very professional study.

2. Bed Numbers

The major difficulty facing Ireland’s acute hospitals currently is the lack of enough inpatients beds.  The National Health Strategy made this very clear in 2001 and this was reinforced by a thorough and detailed Review of Acute Hospital Bed Capacity published in 2002.[27]  This Review showed that Ireland had the lowest number of inpatient beds (excluding long stay beds) per 1,000 populations for all OECD countries except Turkey and Mexico.  We also have the highest bed occupancy rate of all OECD countries; and this is a clear indicator of too many patients chasing too few beds.  The situation is made worse in Ireland by the absence of adequate intermediate facilities (rehabilitation beds etc.), which many other countries have.  The National Health Strategy and the Review of Acute Hospital Bed Capacity (referred to as the Review in what follows) both make it clear that there is a very urgent need for 3,000 more beds to bring Ireland nearer to the international average for bed numbers; and to solve the current problems of congested A & E departments with patients on trolleys, long waiting lists and delays in referral to specialist units.

Setting the Hanly proposals against this background of severe and chronic bed shortages, it is very surprising that, even for the two pilot areas which are given detailed consideration, there is no information about current bed numbers, A & E attendances and so on as a basis for showing the full impact of their proposal.  It is important to put this right.

Looking first at the Mid-Western region; the Hanly recommendations are that the Regional Hospital Limerick should become the major hospital for the region and that all 7 day inpatient care and most A&E care would be centralized there.  Ennis, Nenagh and St. Johns would become ‘local hospitals’ with medical care available 8 a.m. – 8 p.m., 5 days per week. It is easier to see the full impact of these changes in the area by listing a few basic statistics in a Table:

Mid-Western Region Acute Hospital Services 2000

Hospital
Inpatient Beds
% Bed Occupancy
Day Beds
Casualty Attendances

Regional Hospital Limerick
341
97.8
24
56,375

Ennis
88
93.8
6
20,884

Nenagh
66
106.4
7
11,054

St. Johns
92
81.5
10
22,142

TOTAL
246

23
54,080

It can be seen that all these hospitals have a very busy workload, with Nenagh in particular having one of the busiest inpatient units in the country – much busier than any of the Dublin or regional hospitals – with 106.4% bed occupancy. Limerick Regional Hospital also has a very high bed occupancy which often makes it very difficult to obtain beds on urgent referral from the other 3 hospitals. According to both Hanly and the Department of Health, the maximum bed occupancy for any hospital should be 85%.

Under the Hanly centralization proposals, the inpatient beds in the three hospitals other than Limerick Regional (i.e. 246) would be transferred to Limerick Regional Hospital adding more than 70% to that hospitals beds.  Similarly the transfer of all major A&E services to Limerick Regional would almost double the number of A&E attendances at the hospital.  

The situation is similar in the East Coast Area Health Region.  St. Vincents, under the Hanly proposals, will become the major hospital taking over inpatient and A&E services from St. Michael’s Hospital Dun Laoghaire and Loughlinstown, which will lose medical cover at night and at week-ends. The basic statistics for these hospitals are set out below:

East Coast Area Health Region Acute Hospital Services, 2000

Hospital
Inpatient Beds

% Bed Occupancy
Day Beds
Casualty Attendances

St. Vincents
460
88.4
16
42,889







Loughlinstown
138
82.9
12
25,191

St. Michaels
90
77.9
10
24,570

TOTAL
228

22
49,761

Thus, with Hanly’s centralization proposals, 228 inpatient beds and nearly 50,000 casualty attendances would need to be transferred to St. Vincent’s Hospital requiring a massive and expensive new building programme, including a doubling of A&E facilities. Here, despite the almost non-existent analysis of costs in the Hanly Report, we do have some clear evidence on A&E costs. Loughlinstown have recently completed and brought into use a new purpose built A&E unit at a cost of €7.5 million.  This would be the minimum cost for extending the St. Vincent’s A&E unit to accommodate the major part of the A&E care now given by the local hospitals.  As far as the taxpayer is concerned, the real cost of the centralization is not just €7.5 million but double that allowing for the loss of the new specialist A&E unit at Loughlinstown which would be very difficult to adapt to other uses.

A & E Services

The magnitude of the A & E problem under the Hanly proposals with just one 24 hour 7 day hospital in each region is not made clear in the Report because of the lack of factual detail.  The rather vague discussion includes comments such as:

1. There will be an improvement in the management of emergency patients by, among other things, “the provision of minor injury units” as recommended by Comhairle na nOspidéal (Hanly p. 79).  This is very misleading as the minor injury units recommended by Comhairle in their major Report on A & E services published in February 2002 [28] are areas devoted to minor injuries “on the same site as Hospital Emergency Departments” (Comhairle Report p. 73-4).  This is quite different from the Hanly minor injury units that are nurse led and in local hospitals that will only be open during the weekdays (Hanly, p. 69).  

2.  All major trauma will be directed straight to the major hospital and ambulance personnel will be important in making such decisions.  But, according to the Comhairle Report, only 17% of patients coming to A & E units arrive by ambulance, while the vast majority “make their own way to an Emergency Department for Treatment.”  (Comhairle p. 48)  How is this vast majority to know what hospital they should attend and even what the opening hours of the local hospitals will be for this will, according to Hanly, depend “on the volume of cases” (Hanly p. 69)?  People in an emergency will always head for their nearest hospital and a chaotic situation very damaging to people’s health could develop – as has happened in the NEHB.

3.  According to Comhairle statistics, A & E attendances between 8 p.m. and 8 a.m. (when local hospitals and their minor injury units will be closed) vary between 25 – 34% of total daily attendances in Dublin and between 19-29% in the rest of the country.  There are also, of course, high attendances at weekend when local hospitals will also be closed.  All these people will need to be treated at the major hospital which will have to have adequate capacity to cope with all A & E attendances for the whole region.

4.  As Comhairle emphasise, the primary role of Emergency Departments is “to provide timely, accessible and appropriate emergency services to patients.”  It is quite impossible for a nurse-led minor injuries unit open, at the most, for 60 hours per week, to provide such a service.

Inpatient Beds and Day Beds

The Hanly Report gives considerable time and discussion to the way in which day care services will take over from inpatient care in each region after centralization; although the Report includes no actual facts or figures for these changes.  

According to Hanly, “an increasing proportion of elective work, primarily in the area of surgical and medical day procedures, should be carried out in Local Hospitals.” (p. 77)  “Increasingly large numbers of surgical and medical procedures and investigations are carried out on a  ‘day’ basis.” (p. 78) The impression given, despite the vagueness of the discussion, is that a major amount of day services will move to local hospitals in exchange for the major shift of inpatient and A & E services from ‘local’ to ‘major’ hospitals.

Fortunately the Review (see [27]) gives ample detail on bed numbers to put figures on the Hanly Report’s impressionist account of the reconfiguration of beds between ‘major’ and ‘local’ hospitals.

1. While there has been a massive increase in day patient activity in Ireland from 1980 to the present, this has not substituted for inpatient activity, which continues at a high rate despite the shortage of beds (the Review, section 1).  There has, in fact, been a considerable increase in total acute hospital activity adding together both day and inpatient care.

2.  The percentage of inpatients admitted as emergencies has increased steadily over the years to 71.2% leaving only 28.8% for elective inpatients. (p. 32) Thus even if all elective work was suitable for transfer to a day hospital, this would only amount to a small proportion of total hospital activity.

3.  While the Review is in favour of as much substitution of day care in hospital for inpatient care; their final conclusion is that only a relatively small number of inpatient beds can be shifted to day care by 2011.  The substitution of day surgery for inpatient – surgery would save 290 beds over the whole country, while the treatment of one-third of waiting list patients on a day basis would save 170 beds (p. 10).  Thus, just 460 inpatient beds would be saved for the whole country; or about 38 beds per region.  With the local hospitals in each pilot region losing about 250 beds inpatient beds to the major hospitals; this small shift to day care will make little difference to the need for inpatient beds.

4.  The Review makes it clear that both the need and the demand for inpatient beds is set to rise by 2011 so that there will be continued pressure for more inpatient beds. (section 6)

5.  About the only comment made about bed numbers in the Hanly Report is that the Hanly proposals will require 3,000 additional beds. (p. 118) This seems about right as there will be a loss of 250 inpatient beds in each of the pilot regions so that pro rata for the 12 regions, this will come to a loss of 3,000 beds across the whole country as local hospitals lose 24 hour, 7 day cover and will in future provide only day care.  Where Hanly gets things wrong is in saying that these bed numbers can be provided by the 3,000 beds in the National Health Strategy.  Both the National Health Strategy and the Review decisions were taken before the Hanly proposals were formulated and are calculated as the Review puts it “on the assumption that current treatment patterns and practices regarding admission to hospital in Ireland continue unchanged.” (p. 63) The Hanly proposals introduce revolutionary changes to hospital organisation and it is illicit for them to try to take over additional beds, which are badly needed for the current bed shortage situation and apply them to their proposed changes.  If the Hanly proposals need 3,000 more inpatient beds, then these must be listed and costed separately as part of their overall scheme.

When the Hanly proposals are placed in the context of the factual information set out above; it becomes clear how wildly unrealistic they are.  There is little scope for the widespread substitution of day care in ‘local’ hospitals for existing inpatient care as envisaged by Hanly.  At a time when the major problem facing Irish acute hospitals is the shortage of inpatient beds; Hanly propose to close down inpatient care and effective A & E services (which require 24 hour, 7 day cover) in the majority of hospitals around the country.  This is all to be centralised in just a few overcrowded and overstretched hospitals such as St. Vincents and Limerick Regional Hospital.

All the existing hospitals are badly needed, and it would require a very large new hospital building programme; the equivalent of 12 large new hospital units attached to each ‘major’ hospital to provide sufficient facilities to replace all those closed down by Hanly.  Even over a 10 year time period, the cost to the taxpayer would be unbearably high.  It would include the actual building costs; additional very substantial site development costs for many of the ‘major’ hospitals which do not currently have space for such large expansion; and the cost of the current inpatient and A & E facilities which would be made redundant by Hanly.  It is no surprise that the Hanly group renege on the commitment in their terms of reference to cost their proposals.  They end their Report with the extraordinarily weak statement that “the Task Force is conscious that its proposals will have capital implications.  A formal capital assessment should be undertaken.” (p.120) This head in the sand attitude is not what one expects from a professional group of experts.

It was the responsibility of the Hanly Task Force to provide a complete, soundly evidence based, fully costed and realistic proposal which would allow for the best way of implementing the EWTD; as well as providing an effective re-organisation of acute hospital facilities giving the best patient care.  As this paper has shown, they have failed in every aspect of their task.
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� I am here giving more credit to the Hanly team than perhaps they are entitled to. However, I cannot believe that they would make such bold claims about the influence of proximity of a hospital on life-saving measures in emergencies without having some evidence to support their case!


� These figures are for 2002





