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A B S T R A C T

For the duration of my medical elective, I was placed in a government hospital by the name of Loknayak
Jai Prakash Narayan Hospital. It specialises in trauma and orthopaedics, and is one of four government
hospitals in Patna- the state capital of Bihar. My supervisor subspecialises in the hip and knee joint. Most
patients belong to the lower socioeconomic classes and therefore rely on free delivery of care. During this
essay I will reflect upon my firsthand experiences, as well as explore the existing literature, to highlight
the importance of integrated care. Orthopaedics is a speciality that brings together many diverse groups of
healthcare professionals. The NHS has always placed a strong emphasis on continuity of care by designing
standardised frameworks. Coming from an alternative perspective, I seek to observe whether patients and
healthcare professionals in Bihar also understand the concept of integrated care. Using examples I will look
back to see how various teams work together within the Indian secondary care context.

This is an Open Access (OA) journal, and articles are distributed under the terms of the Creative Commons
Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon
the work non-commercially, as long as appropriate credit is given and the new creations are licensed under
the identical terms.
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1. Introduction

Integrated care and the multidisciplinary approach are
epitomised by the speciality of orthopaedics. This was
clear to see during my placement at the Royal Orthopaedic
Hospital, where the sheer number of people in different
specialities was a remarkable sight. Involving various teams
in collaboration has been shown to reduce inpatient stays.1,2

Even in the UK further research is needed to broaden the
evidence base, so I was intrigued to see what work has been
carried out in India.3 Nonetheless, integrated care appears
to be pivotal for managing patients, especially those with
complex orthopaedic problems.4

However, in newly industrialising countries such as India
these approaches have only started to become more frequent
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recently. Although like the UK the healthcare industry is
comprised of both a public and private sector; primary
care does not hold as much responsibility for continuous
patient management. Due to this factor health inequalities
are more common, as many do not have regular access
to a doctor.5 Often in those that are not highly educated,
cases tend to be more complex because of not presenting
to the hospital earlier. Patients commonly tend to choose
traditional treatment methods such as bone-setting and
osteopaths.6 Consequently, later stages of disease that are
not routinely seen in the UK are more prevalent, adding
another layer of sophistication to potential management
plans.

2. Current State

In addition, many articles have alluded to the fact that
Indian institutions should develop protocols to optimise
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patient pathways in acute trauma and emergency cases.7,8

But since the pandemic, COVID-19 has further exacerbated
overcrowding coupled with the fact most state-funded
hospitals are resource-poor.9 Still pathways are being
developed, and are adhered to especially in corporate
hospitals e.g. Medanta, Apollo, Fortis. Overall though there
is a discrepancy in the rates of admission and surgery,
compared to the UK for reasons which are unclear at the
moment.10

Either way the onset of integrated systems in these
hospitals will be a good thing for patients and doctors. I aim
to speak informally about this with patients and healthcare
staff. The conversations will consist of general discussions
about the aspects of patient care moving from admission
to discharge. I attended departmental meetings to gauge
what kind of systems are already in place. Along with this
I enquired about pitfalls and improvements that could be
made, including barriers to implementing positive change.
In terms of reflective methodology- the Gibbs reflective
cycle offers a robust way of transferring the knowledge
gained into an analytical format.11 The insights gained are
critical to forming new healthcare systems in the future.

3. Examples in Existing Literature

Subsequently, it goes without saying wherever you are in
the world, medicine consists of teamwork and excellent
communication. Therefore, it is important to first define
what we mean by “integrated care.” Integrated care is the
act of forming pathways that facilitate the multidisciplinary
approach.12 As we will see in my cases there are a large
variety of professionals caring for patients in India too.
But integration also allows coordination of care, enabling
a coherent approach. A few studies albeit limited have been
carried out in the field of Indian orthopaedics regarding the
presence of integrated care, or lack thereof.

One area of orthopaedics requiring the highest standards
of care is that of hip fractures. Many elements can confer
advantages for reducing mortality when dealing with these
patients. In a pathology where the one-year mortality is
already up to 30%, having care pathways is of utmost
importance. A lot of the hospitals follow international
guidelines including NICE. All of them advise early surgery
within 24-48 hours to reduce delay.13 Following this
evidence is fine given the recommendations are adhered to.
But in developing countries it fails to account for the cultural
differences and prehospital delays in transfer.

Only around a third of patients received surgery without
delay. Statistically these numbers are almost the same in
large tertiary care centres as well. The most common
reason for this was pre-existing comorbidities at the
time of admission.14 Since most government hospitals
are overburdened regional standards of care should be
established, considering the added problems faced. Even
with delay in getting to a hospital, the most delay occurred

after being admitted. Protocols can help provide a concrete
structure when it comes to knowing what is needed for
patients with multiple medical problems.15

Specifically in Bihar, a prospective study was published
as an article comparing arthroplasty before and after
the pandemic. It stressed the need to follow infection
control guidance rigorously. Also, how planning and
communication play an essential part in the patient
journey.16 This is both to ensure patient and surgeon safety
by sticking to protocols, while continually re-evaluating
them. Fostering this culture helps to improve systems and
learn how to prevent previous shortcomings

Furthermore, research conducted by the Department
of Public Health for India said that, in Bihar the lack
of funding and high population density all affects the
ability to deliver trauma care.17 There is a distinct lack
of organisation between the different faculties. Examples
are the government, police, private and public healthcare
sectors. Consequently, the government organised a plan to
implement training to link the services together. This was
done at the AIIMS Hospital in Patna where participants
were taught basic skills for management of emergency
incidents. After all this was done it was found that those
attending emergencies were not always those who had done
the relevant training. Referencing this it is obvious that the
work needs to continue until all the departments are able to
liaise with each other smoothly.

Another key area of diagnosis is paediatrics. A plethora
of orthopaedic pathologies can manifest in the early stages
of child development. Many of these problems if not
identified and treated, will have long-lasting implications
downstream.18 Otherwise, the burden is likely to increase
on a system caring for tens of millions of people. Here
several specialists have a role, and integrated care means the
chances of missing disease is less. One of the most common
orthopaedic screening tests in infants is developmental
dysplasia of hip (DDH). Since there is a lot of variability in
the provision of care pathways many centres have diagnosed
late cases of DDH.19 Likewise, malignancies such as
sarcomas mainly present in the paediatric population.
Several specialists are needed for correct management.
Similarly, this is a problem in the UK as well because of the
rarity and limited knowledge on this particular subject.20

Having integrated care frameworks means that there are
always multiple people involved in decision making.21

Hopefully this aids treatment and prevents complications of
erroneous surgery- “whoops procedure.”

All in all the evidence base is strengthening, which is
a good sign. Along with the research there are many case
reports reinforcing the criticalness of the MDT approach
and integration of care. Having this promotes a culture of
clinical excellence, increasing positive patient outcomes.
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4. Interactions with Healthcare Professionals

Moving on to my interactions with members of the
healthcare teams, I will first detail some of the activities
I engaged in with them. I attended theatres, OPD and
emergencies while completing the placement. As well as
this I observed joint meetings, journal club; and took
part in ward rounds and bedside teaching. On first glance
the joint meetings seemed to fit the idea of “integrated
care” I was investigating. However, at LNJP it had a very
different structure to multidisciplinary meetings back home.
Here the meetings consisted of two departments namely:
orthopaedics and radiology. Cases were discussed with
interpretation of imaging and scans carried out on patients.
It was somewhat similar to the UK, but different at the same
time as there were no other staff apart from doctors.

In contrast in the UK a lot of professionals were present:
surgeons, juniors, physiotherapists, radiologists nurses and
CNS to name a few. What is more is that there are also
specialised MDTs depending on the joint or cancer MDTs
for example. In these there will be even more specialists like
histopathologists, microbiologists and sarcoma surgeons.
From this I started asking members of the team what they
understood by integrated care. Many of them had not heard
of the concept of MDT meetings before. Those that had
done some form of training in the UK such as MRCS/FRCS.
This was understandable considering this concept was
pioneered in the UK. For the people unsure they managed to
discuss things like “tumour board” meetings. More common
in the US but basically analogous to MDTs, I saw how
elements of teamwork were evident in the hospital. All
agreed that the utilisation of more specialists would be very
helpful for improving management and follow-up.

With regards to advantages of the approach, the medical
staff felt it was better to discuss complex patients so
everyone is on the same page. Moreover, talking through
things with peers means that the decision is not all on one
person reducing stress. As well as this it means no individual
can do as they please, and guidelines are more likely
to be followed in line with protocol. Whilst in theatres,
I saw the abundance of staff present for the operation.
Everyone understood their roles and responsibilities. Here
when asking the staff, they spoke of the clear format which
has been laid out to follow. The number of staff in theatre
and people supervising were all requirements set. At the
end of the operation the team undertaking the transfer to
the ward were also meant to come and finalise a plan with
the operating surgeon. Having this in place was a safety
net to ensure that any changes because of the nature of the
operation could be acknowledged.22

By analysing the different perspectives, I could see
the nuances in understanding of integrated care. This
was due to the different training individuals had, and
variability in the daily work in which they were involved.
Most had a good understanding of integrated care

even if not mentioning the phrase itself. Standardised
dosages were prescribed with correspondence to pharmacies
post-consultation. Collaboration and communication were
evident with referrals made if patients did not necessarily
have an orthopaedic problem. Though this was a specialised
orthopaedic hospital, and workers said that identical care
pathways might not be present in other surrounding
hospitals.

5. Engagement with Patients

Next, I had a lot of time to speak with patients too.
I spoke with them about whether the integrated approach
had helped them to get the best care possible. If not, how
did this affect them both medically and psychologically?
A lot of the patients understood the different members of
the team but seemed to be very doctor-focused on their
knowledge. Some of them did not realise how the delivery of
care was structured. They had undergone various tests and
investigations which were unnecessary. A number had tried
traditional methods and only presented once their condition
had worsened considerably. It came as a shock to me as most
had travelled long distances, when simple measures could
have treated them in smaller local hospitals.

Patients told me about how initial treatments had
failed and are now requiring extra treatment. Occasionally
these cases needed fairly extensive surgery to correct the
malformations. A byproduct of the local district hospitals
being poorly equipped, was more people waiting in line
for scans such as X-rays and ultrasound. Many patients
lamented the fact that although their care in hospital was of
a high standard, there was no clear process for admission in
an emergency. Especially with the high population density,
delays occurred in getting treated. In OPD lots of people
were waiting in line hoping to get seen, and if not they would
come back the next day. All this time various people who
were breadwinners for their family were losing income.

What is more is that most patients had trouble in
receiving adequate care prior to transfer to hospital. Patients
said they lacked awareness of the seriousness of their
situations, amidst a stoic personality to carry on working.
Looking back at distance travelled, it is also tough to get
ambulances into small villages rapidly meaning there is
hinderance to everyone involved.

I learned from this that even if several professionals
take part in care in a coordinated and organised way it
is not enough. We should not just focus on integrated
care but foolproof care pathways too. This stems from
higher organisations. It involves everyone from booking
appointments so people do not waste time attending, to
emergency vehicles. Many patients do not have or have
misplaced formal care records, so extra time is taken
for work-up and evaluation of medical history. Including
everyone ranging from hospital porters, paramedics,
receptionists is essential for pushing this ethos of integrated
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care forwards. Patient education is key ahead of this.

6. Challenges and Implementation Strategies

Nevertheless, in a developing country there are a number
of challenges allowing these problems to persist. Speaking
to doctors they spoke about the Ayushman scheme
complicating factors. The Ayushman Bharat scheme is a
method to expand healthcare for all. It provides health cover
of up to 5 lakhs (£5K) per family per year.23 The project
is for those most deprived in society. Certain procedures
are allocated specific costs. In the case of hip replacements
sometimes the price does not even cover the prosthesis,
making it difficult for even doctors to earn a decent salary.
This is reflected by the dwindling numbers choosing to
pursue a surgical career.

On top of this developing clear framework takes time.
In the UK luckily due to primary care each GP surgery
has a catchment area and population. Therefore, patients
are referred to certain hospitals, spreading the workload.
Whereas in just one state Bihar the area is smaller, but the
population is nearly double than the UK. If the patients were
evenly distributed across the public hospitals according
to location, there are still issues because only the larger
institutions have access to things like MRI scanners. The
local district hospitals may have even more primitive
devices.

Meanwhile, there is a lot to work with. In the
sections above it is obvious to me that people have an
understanding and there are early systems in place. They
need streamlining so that these pathways and frameworks
become second nature. For this multiple departments must
collaborate transcending the field of healthcare. A thorough
assessment to identify gaps and weaknesses should take
place. Nurturing this improvement can only be good, by
building on current strengths as well. Also with the existing
protocols they should be checked and practiced across
all hospitals. Specific procedures should have their own
guidelines detailing the sequence of care.

In India the technology industry is booming. Health
informatics is an area that should be invested in. Electronic
health records make seamless information transfer possible.
Utilising telemedicine for stable long-term problems
nullifies the need for travel or follow-up appointments.24 In
regions with limited access to the internet, dedicated days
of the week can be blocked for visiting doctors to sit in
at clinics or district hospitals. The era of modern medicine
beckons e-learning for patient education. Regular audits and
QI projects can review policies before scaling up to all
facilities.

Successful implementation requires commitment,
determination and a willingness to embrace change. Slight
modifications are acceptable to cater for local needs and
resources. National and state governments have aimed to
ensure all can share records with healthcare providers. Apps

have been developed to aid those on the Ayushman scheme
with receiving reports and prescriptions.

7. Conclusion

To conclude I very much enjoyed my placement at
LNJP Orthopaedic Hospital. From this I have learnt the
significance of integrated care in all healthcare contexts.
More to the point I saw the display of teamwork on show,
all working towards a common goal- patient safety and
positive outcomes. With the myriad of patients concrete
frameworks will only improve patient satisfaction. Even
with all the barriers, members of the team understood the
value of creating and maintaining care pathways for the
future. Changes are being implemented for the betterment
of society, and I hope this area continues to grow for all
specialities in India. Patient education is key to prevent
complications allowing for comprehensive assessment at
an early stage. Ongoing learning revisiting of current
guidelines is needed to bridge the gap between healthcare
professionals and patients’ perspectives.
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