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ABSTRACT

Day Surgery Versus Inpatient Surgery:

A Cost Comparison
by
Shelby Karpman

Submitted to the Health Administration Program in April 1982
in partial fulfillment of the requirements for the Degree of
Master of Health Administration.

Day surgery is a rapidly growing alternative mode of

treating patients. Instead of a two to three day stay in

the hospital, the patient arrives the morning of surgery, is

operated on and returns home the same evening. There are
restrictions on the type of patient and type of procedure
that can be done in day surgery. It also has been shown
that day sufgery is a much 1less costly method of treating
patients, provided the patients and the procedure meet the

day surgery requirements.

This study was conducted at the University of Alberta
Hospital in Edmonton, Alberta. It looked at six procedures
that meet the day surgery requirements (Dilatation and Cu-

rettage, Laparoscopy, Non-Recurrent Inguinal Hernia, Breast

- iii -



Biopsy, Cataracts and Haemorrhoids) and the cost associated
with each procedure both on an inpatient and day surgery ba-

sis.

A sample of lmedical records for each procedure was exa-
mined and information concerning Nursing, Supply, Drug and
Test costs, as well as, length of stay was extraéted. Hotel
service costs were obtained from various departments and the
remaining costs, 1including Administration and Plant, were
obtained from the Hospitél's annual return to the govern-

ment.

The costs were added up to give a procedure cost for each
procedure on an inpatient and day surgery basis. Then using
data derived from the medical . records, inéluding age and
complications, an eligibility rate (the percentage of pa-
tients eligible for day surgery) was derived. This was mul-
tiplied by the total number of that particular procedure
performed in 1980 and was then multiplied by the procedure
cost. The final result was the savings that would have been
possible if é greater percentage of procedures had been done

on a day surgery basis.

The results show that significant savings can be expected
by substituting day for inpatient surgery, providing a num-
ber of inpatient beds are closed to correspond with the in-
crease in day surgery.

Primary Advisor - Dr. D. Letouze
Secondary Advisor - Dr. C. M. Lay

- jiv -



FINAL PROJECT OUTLINE

Chapter 1 Introduction and Objectives

1. General Introduction
a) information about how the study was begun and
background
b) history and present state of the University of Al-
berta Hospital
2. Objectives

Chapter 2 Background

1. Concept of day surgery
a) medical and anaesthesia policies
2. Routine of a typical day surgery patient
3. Day surgery at U.A.H.
a) present day surgery program
b) background on the new Health Sciences Centre
c) day surgery program to be implemented
4, Costiﬁg and Evaluation studies
a) previous studies on the costs of day vs. inpatient

surgery

Chapter 3  Methodology
1. Model Building Assumptions
a) what assumptions were made in proposing the cost

allocation



How the data was chosen

a) choosing the specific procedures

Selection of the study population

a) characteristics

Information gathering

a) information on the departments from which data was
collected |

b) what data was collected

Verification method

a) information on how the study was verified

Chapter 4 Data Collection

1.

Patient Profiles

a) typical patient profiles as taken from the medical
records for inpatients and day surgical patients

Costs

a) fixed-laundry, dietary, housekeeping

b) variable-nursing, supplies, drugs, tests

Verification results

a) results of the verification

Chapter 5 Cost Per Procedure

1.

2.

Combine costs with patient profiles to get a cost per
procedure

Proposed cost savings

Chapter 6 Discussion and Conclusions

1,
2.

Limitations, strengths and weaknesses

Conclusions

- vl -



TABLE OF CONTENTS

ACKNOWLEDGEMENTS ' . . ¢ &« & ¢ ¢ « o o o « o o « o o & « & ii
ABSTRACT & v v « & ¢ o o o o o o o o o o o o o ors o o 1ii

FINAL PROJECT OUTLINE « v v v v v o v o e e e e e e v u v

Chapter page
I. INTRODUCTION & & & ¢ ¢ o « s o o o o s o o« o o« o o 1
General Introduction . . . . e 4 e e e e e 1

The University of Alberta Hospltal v e e e o o. . &
ObjectivesS . v v ¢« + v & ¢ o o = o o o o o o« o« « 6

7

II. BACKGROUND . . ¢ v ¢ ¢ ¢ ¢ & o o o o o o s o o o =

Concept of Day Surgery . . . . e e e e e e e e 1
Day Surgery Routine . . . . . . « « « .« . . . 17
Day Surgery at U.A.H. . . . e e e e s e . . 23
Costing and Evaluation Studles c e e s s e s o s 26

III. METHODOLOGY « & & o o o o o o o o o o o o « o « « « 37

Model Building Assumptions . . . . . « + « « « . 37
How The Data Was Chosen . . e e e e . . . 40
Selection Of The Study Populatlon e e 1 e e . . 41
Information Gathering e e e e e e s . . 42
Verification Method . . . . . . . . « . . . . 46

Iv. DATA COtLECTION -1

Patient Profiles . . . . e e e e e . . 51

COStS & v v ¢ « & o & . e . . . . 69

Fixed Costs . . . . e v e e e . e e . 70

Variable Costs . . e e e e . . . 73
Verification Results . . e . . . . 82

V. COST PER PROCEDURE . .+ <« ¢« ¢« + & « o « o « &« « « . 84

Cost Savings . . v « v ¢ + « « 4 & o« 4 4+ e « . . 96
VI, DISCUSSION AND CONCLUSIONS . . . . + « « + « « . 103

Strengths and Weaknesses . . . . . . . . . . . 105
Conclusions . . . & & & « & &+ &+ &« & « + « . . 105

- vii -



BIBLIOGRAPHY . . . . . . ... .
Appendix
A,
B.
1977 (B.C.) . . . . .
C. MOST COMMON DAY SURGERY PROCEDURES AT U.A.H.
D. MEDICUS NURSE STAFFING SYSTEM o« .
E. PATIENT CLASSIFICATION FORMS

POSSIBLE DAY SURGERY PROCEDURES . . ... . . . .

TWENTY FIVE MOST COMMON DAY SURGERY PROCEDURES -

- viii -

113

118

119
120
121
122



LIST OF TABLES

. Number of Charts . . . + ¢« « « ¢« ¢ ¢ + o« « o« o » &« « 51
. Patient Profile - Dilatation and Curettage . . . . . 5%
. Patient Profile - LaparoSCOPY .« « « « o « o o« o« o« « 57

. Patient Profile - Non-Recurrent Inguinal Hernia . . 60

. Patient Profile — CataractS .« v o« « « ¢ « « o« « » o+ 66

Haemorrhoids . . . +« .. &« « +« . . . 68

1

2

3

4

5. Patient Profile - Breast Biopsy . « « « « « « « « « 63
6

7. Patient Profile

8. Drug CoStS v ¢ &« o o ¢ o o o o o o o o o s o o« o+ 19
9 Test COSES v 4w v ¢ v o« v o o+ o o o o o & o « o« + « o 81
10. Procedure Cost - Dilatation and Curettage . . . . . 86
11. Procedure Cost - LaparoSCOPY + « « + o o o o o « » » B7
12. Procedure Cost - Non-Recurrent Inguinal Hernia . . . 89
13. Procedure Cost - Breast Biopsy . « « ¢« « « « &« « . . 90
14, Procedure Cost - Cataracts . . . . « « . « « . . . . 91

15. Procedure Cost - Haemorrhoids . . . « « ¢« « +« « . . 93

16. Arbitrary Hospital Per Diem Rate . . . . . . . . . . 95

- ix -



Chapter 1

INTRODUCTION

1.1 GENERAL INTRODUCTION

It is 6:30 a.m. Wednesday morning and Jane Smith has just
arrived at the hospital. ‘After a few quick admission proce-
dures, she proceeds up to a room where she changes into a
hospital gown and slippers. She is given a sedative and is

soon wheeled into the operating room for a tubal ligation.

Monday she had had a blood test and a urinalysis as well
as an examination of her <circulatory system by an anaesthe-
tist. The results are now available and have been looked ap'

by the surgeon.

A short while later the operation has been completed and
Jane is wheeled back to the recovery room. At approximately
5 p.m. Jane{ with the help of a friend or relative, dresses
and is discharged from the hospital. Within a few days she

will be back doing her every day normal activities.

This story is not a science fiction scenario. It is pre-
sently happening, in some percentage, in almost every North
American hospital and many more around the world. It is

called Day Surgery, Ambulatory Surgery or Outpatient Surgery
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and it is being hailed, by some, as the panacea to rising
hospital costs. It can cut a normal five day stay at a hos-

pital to a 12 hour stay.

In the U.S. where the patient pays for at leasf part, if
not all, of his medical expenses, day surgery has become a
viable cost saving alternative to inpatient suréery. Even
the U.S. government has recognized day surgery's money sav-
ing potential. A'reguia;ion that requires 48 common surgi-
cal procedures be done on an outpatient basis for Medicare
and Medicaid patients in the District of Columbia, has sig-

nificantly cut admission and health care costs.

The regqulation, which covers 195,000 D.C. residents who
take part in the two programs, has reducedbhospitalization
by approximately 55% and saved an estimated $600,000 for
Medicare and Medicaid. It has been so successful, that even
private insurance companies are considering introducing this

policy change.'®

The most .advanced province in Canada, in terms of the
type of procedures performed in day surgery, 1is British Co-
lumbia. In 1977, 85% (86 of 101) hospitals participated in
a day surgery program. This resulted 1in almost 28% of thi

province's surgery being done on a day care basis. Eighty

eight percent of Ontario hospitals (197 of 222) had a day

! "pioneer Outpatient Surgery Project Documents Significant
Savings" in Same Day Surgery, April 1981, pg 49.
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surgery program yet, only 35% of the province's total?

procedures were done on a day care basis. In Manitoba, on
the other hand, only 46% of its hospitals (37 of 80) had a
day'surgery program yet, 55% of the province's total surgery
was done on a day care basis. Across Canada, this resulted

in a 29% day surgery rate.?

In terms of cost savings, if the top 30 day surgery
procedures (1975 statistics) had all been done on a day sur-—
gical basis, the savings in Canada would have amounted to

over 11,000 beds and an estimated $271,000,000.°

Alberta lagged far behind in 1977, with only 12% of the
province's surgery being done on a day care basis. However,

that is changing. The University of Alberta Hospital in Ed-

monton, the largest hospital ‘in Alberta, performed 22% of

its surgery on a day care basis in 1980.

It is at the University of Alberta Hospital that this
study was begun. This study proposes a model and uses exam-
ples of how to go about costing inpatient and day surgery
procedures. Ultimately, it shows that the potential savings
from substituting day for inpatient surgery are great.

These potential savings have to come from a concerted effort

* ghah, C., "Anaesthesia for Day Care Surgery: A Symposium
(1). Day Care Surgery in Canada: Evolution, Policy and
Experience of The Provinces" in Canadian Anaesthetists So-
ciety Journal, July 1980, pg 401.

* 1bid, pg 403.
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to change the present system by the five major parties
involved. They are the provincial government, the hospital
administration, the hospital staff, the physicians and the
patients. If day surgery is added-:to the present hospital
load, not only would there be no savings, but there would be

increased costs.

This study, after proposing a model of what information
is needed to come up with a cost per procedure, uses six
procedures at the University of Alberta Hospital to come up
with potential savings based on 1980 data and cost figures.
The six procedures are Dilatation and Curettage, Laparosco-
py, Non-Recurrent Inguinal Hernia, Breast Biopsy, Cataracts
and Haemorrhoids. These procedures were chosen because of

the great potential to increase the number that could be

done on a day care basis. Of the combined total of 1,555 of

the six above procedures done at the University Hospital in
1980, only 195 or 12.5% were done in day surgery and in the

case of Cataracts and Haemorrhoids, none were done in day

surgery.

1.2 THE UNIVERSITY OF ALBERTA HOSPITAL

The University of Alberta Hospital buildings were begun
in 1912, Originally named the Strathcona Hospital, it con-
tained 150 beds and was a civic hospital. During the First

World War the hospital was turned over to the Federal Go-
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vernment for use as a military hospital. In 1922, the
Strathcona Hospital was turned over to the University of Al-
berta and the administration was turned over to the Univer-
sity of Alberta Hospital Board. In 1923, the Federal Go-
vernment erected an 85 bed 01ld Soldiers' Civil
Re-establishment Building which was administered by the
University Hospital. This building was later renamed the
Wells Pavillion. March 1929 saw the Provincial Government
pass the University of Alberta Hospital Act making a corpo-
rate body of the University Hospital Board. As well, in
1929, a 122 bed addition was built to the south of the 1912

Wing.

From 1939-45, the University Hospital was essentially a

military hospital, although it was not designated as such.

In 1943, the Federal Government agreed to build a 250 bed

addition to the hospital. Opened in 1945, this addition was
called the Colonel Mewburn Pavillion after the University of
Alberta's first professor of surgery. The University Hospi-

tal now contained 650 beds.

Ir. 1950, an addition for a nurses residence and a south
east addition to the University Hospital were provided for.
The 1950 Wing increased the number of beds to 925. The 1957
Wing and the 1960 Clinical Services Wing which providéd fa-
cilities for clinical services, outpatients, operating rooms

and admitting facilities, brought the total number of hospi-



tal beds to 1,200.*

The Wells Pavillion was closed to patient beds 1in the
late 60's. This pavillion, along with . the laundry and
kitchen building and the Mewburn Pévillion are among the
buildings that will be demolished to make room for Phase 1

Stages 2 and 3 of the new Health Sciences Centre.

1.3 OBJECTIVES

The objectives of this study are:

1. To develop a costing model whereby.day and inpatient
surgery costs can be compared.

2. To use the model for costing a specific set of proce-
dures.

3. To calculate possible savings for the University Hos-

pital by increasing the percentage of these specific’

procedures done in day surgery.

‘* McGugan, A., The First Fifty Years, 1924-1964. Univeréity
of Alberta Hospital, Chapters 1 & 2.




Chapter 1II

BACKGROUND

2.1 CONCEPT OF DAY SURGERY

Day surgery may be broadly defined as elective minor or
intermediate surgery carried out under local or general
anaesthesia on patients who are admitted and discharged the
same day.® It 1is an alternative mode of utilizing existing
facilities and an alternative to admission to inpatient

beds.

The most important variations between inpatient and day
surgery come in the areas of medical and anaesthesia poli-

cies. These variations distinguish day from inpatient sur-

gery.

MEDICAL POLICIES

The variations 1in the medical policies occur under the
following headings:
1. Type of patient

2. Type of operation

s Burn, J., "A Blueprint For Day Surgery" in Anaestheéia,
Vol 34, 1979, pg 791.




3. When to send the patient home

4, What instructions to send home with patient

5. Follow-up.

Each of the areas is covered below.

1. Type of Patient

There are four main areas that should be taken into ac-
count when determining whether or not a patient is suitable

for day surgery. They are:

A. Anaesthetic Services

a) Any procedure which would subject the patient to more
than one and a half hours under general anaesthesia,

should not be performed.

b) There are three patient classes established by the Amer-

ican Society of Anaesthesiologists which are eligible

for day surgery:

Class 1

All persons with no organic, physiologic, biochemical
or psychiatric disturbance. The pathological process
for which the operation is performed is 1localized and
not a systemic disturbance.

Class 2

Any patient that may have a mild to moderate systemic
disturbance caused by either the condition that neces-
sitates the procedure or any other pathophysiological

process (for example, mild diabetes, slight or limited
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organic heart disease, controlled epilepsy, cerebral
palsy, asthma or cystic fibrosis).

Class 3

Patients with pre-existing systemic diseases can bé
safely and effectively handled in a day surgery setting
provided that their co-existing medical condition is

under excellent control.®

B. Situations Where Day Surgery Is Inappropriate

a)

b)

Condition of Patient

the patient has a serious systemic disease,

the patient exhibits a great deal of apprehension which
cannot be alleviated,

the patient has an infection,

the patient is over 65 years of age.

Procedures

procedures commonly involving a significant blood loss,
procedures requiring profound muscle relaxation for

prolonged periods,

- procedures requiring lengthy post-op care.

6

Dawson,B. & Reed,W., "Anaesthesia for Day Care Surgery: A
Symposium (III). Anaesthesia for Adult Surgical Outpa-
tients" in Canadian Anaesthetists Society Journal, July
1980, pg 409.
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C. Home Environment

The adequacy of the home environment for aftercare should
be determined in advance, having regard to the specific sur-
gical procedure. Adequacy 1is asseséed in terms of physical
accommodation and availability of personal support at home.
Significant deficiencies must be subject to correction by
home care arrangements, otherwise the patient should be ad-
mitted to inpatient care. The suitability of these home
conditions should be assessed by the general practitioner
and it is the practioner's responsibility to advise against

day surgery if it is necessary to do so.’

D. Distance

The distance to be travelled after discharge and the
method of transportation availéble to the patient should be
determined when assessing a patient's suitability to undergo
a specific procedure on an outpatient basis. Patient dis-
comfort may be increased by a protracted journey and there-
fore, candidates for day surgery should live within reason-
able travel time of the facility.® It 1is therefore,
undesirable for a patient to travel more than tyo hours (or
180 km) to his home when possibly feeling nauseated or

faint.

” Working Group On Special Services 1In Hospitals, Day Sur-
gery Unit Guidelines. Health and Welfare Canada, pgs 2-3.

¢ Ibid, pg 3.
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2. Type of Operation

Many types of operations can be classified as possible
day surgefy operations. In Appendix A are four different
lists (and opinions) of what operations can be done in day
surgery. The ligts are:

a) Present procedures at the University of Alberta
Hospitals,

b) Present procedures at the Ottawa Civic Hospital,

c) Possible procedures as outlined by the Working Group on
Special Services in Hospitals,

d) Common procedures in Ambulatory Surgery, as suggested by

T.R. O'Donovan.’

These lists, while being redundant in many cases, are

contained to show that different people consider different

operations suitable for day surgery. The Ottawa Civic Hos-

pital list was chosen just for comparison purposes.

While the 1lists presented may or may not be all encom-
passing, it is generally agreed that the broad categoriza-
tion of procedures performed should be as follows:

a) Elective and non-elective minor diagnostic and surgical
procedures that require the use of less than one and

one half hours of general anaesthesia.

* O'Donovan, T.R., "Recent Developments in Ambulatory Sur-
gery" in Outpatient Surgery, 2nd edition. Hill II, G.,
ed., pgs 2-4.
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b) Procedures under local anaesthesia which require an ex-
tended period of post-operative observation.

c) Endoscopy procedures under general or local anaesthesia.

d) Cosmetic and plastic surgical procedures which, due to
the degree of care and attention needed, require oper-
ating room facilities.

e) Oral and dental surgical procedures requiring a general
anaesthetic can be performed in the hospital under the
supervision of a qualified anaesthetist.

f£) In some centers, a range of non-surgical procedures are

performed using the facilities of a day surgery unit.

3. When to Send The Patient Home

After the procedure, the anaesthesiologist and circulat-
ing nurse should accompany the patient to the recovery room.
On arrival at the post-operative room one of them should ap-
prise the nurse of the main features of the patient's intra-
operative course. She should be informed of any misadven-

tures e.g. vomitting, that may have occured in the O.R.'°

Before the patient 1is sent home to continue his/her re-
covery, a brief examination should be done to make sure that
the patient is in a state of "home readiness.”

In preparation for being sent home, the patient must have:

a) stable vital signs for at least one half hour,

1o Reed, W., "Recovery From Anaesthesia and Discharges" in
Outpatient Surgery. Schultz, R.C., ed., pg 47. '
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b) no new signs or symptoms post-operatively that may
threaten his/her safe recovery,

c) cessation of oozing or bleeding when bleeding was
a feature of the operation,

d) no nausea or emesis for one half hour, or evidence
that these are waning,

e) good circulation in and return of sensation to the
operative extremity when a tourniquet was used,

£) no evidence of swelling or impaired circulation in
the extremity when a cast has been applied,

g) voided clear urine following cystoscopy,

% h) recognition of time and place,

i) little or no dizziness after changing clothes and

sitting for 10 minutes,

) no pain not subject to control by

oral analgesics.?!?

4. What to Send Home With The Patient

Various instructions should be given to the patient be-
fore sending'him/her home to continue the recovery from day
surgery. These include:

a) Dietary instructions. Clear liquids until stomach is
settled, then progress to regular feedings. No alcohol
should be taken (unless by the physician's orders) for

at least 12 hours.

'* 1bid, pg 49-50.
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b) Medication is provided for the pain,

c) Patient has all the prescriptions ordered by the
physician,

d) Surgeon's instructions are reviewed. Limitation of
activity, elevation of the operated extremity, when to
return to work, anticipated complications, whom to call
in the event of unanticipated complications,

e) Anaesthesiologist's instructions are given:

1) "You may feel sleepy or sluggish for several hours.”
2) "Don't drive until tomorrow."
3) "Postpone important decisions until tomorrow."
4) "You may have a sore throat for a few hours" (if
the patient was intubated).
5) "You may have muscular soreness for a day or two."

f) Return dentures, valuables and clothes,

g) The patient is reassured he has behaved properly,

h) The patient should be informed that dreaming often
occurs, and an opportunity should be afforded for the
patient to discuss any dream that may be remembered,

i) The patient is informed that a follow-up call is routine
and is to be expected.'?

It is extremely important that the patient not be re-
leased under his own care. There should always be someone

present to accompany the patient before he/she is released.

12 1bjd, pg 50-51.
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5. Follow-Up

I1f possible, a community nurse should call on the follow-
ing day or within 48 hours at the latest, to check that
there are no prqblems persisting from the anaesthetic and to
change the dressings, if necessary. She may advise regarding
analgesics for wound or trunk .pain, sore throatslor residual

headaches.

Post-operative complications should be recorded in the
routine report on every patient. This should take the form
of a simple follow-up chart which would be added to the re-

cord present at the hospital.?!?

The patient should also be required to make an appoint-
ment with either the doctor or the clinic to follow-up on
the recovery from the surgical procedure. In this way it
would be assured that any possible complications, that may
not be regarded as such by the patient, may be identified

and acted upon.

It is esséntial that a high level of attention be given
the patient upon completion of the day surgical procedure so
that if any complication should arise requiring the patient
be admitted as an inpatient, this can be done quickly,

smoothly and efficiently.

'* Burn, J., op. cit., pg 800.
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ANAESTHESIA POLICIES

Anaesthesia for day surgery has a slightly different fo-
cus from that of inpatient surgery. With local anaesthetics
the patient shogld be able to get up and walk out after the
operation under his/her own steam. Under general anaesthe-
sia however, light anaesthesia is required so that recovery
time needed will be short and allow for early patient disc-

harge.

A detailed description of the more common anaesthetics
along with the pharmacology of these anaesthetics can be

found in chapters 3 and 4 of Outpatient Anaesthesia edited

by K.F. Schmidt (see bibliography).

As well, it has to be realized that there are special re-
quirements for patients undefgoing anaesthesia. These in-
clude:

1) Suitability of both patient and surgical procedure
for outpatient status,

2) Patient/parent acceptance of, and responsibility for,
pre- and post-operative instructions,

3) Pre-medication is not usually required,

4) There has to be a rapid recovery from anaesthesia,

5) Patient should be home ready in the custody of a
responsible person within 2 hours of the completion
of surgery. Patient should be:

a) Pain free,

b) Without nausea or vomitting,
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c) Without bieeding,
d) Well oriented,
e) Able to retain oral fluids,
'f) Able to ambulate unless restricted by the

surgical site.'*

2.2 DAY SURGERY ROUTINE

Bookings

Bookings for day surgery commonly work as follows®'®

1) The éay surgery bookings are made by the doctor's
offices, by telephone only, to the admitting de-
partment.

2) Information usually required for day surgery booking
include the surgeon's name, the patient's -hame,
telephone number, address, birthdate, O.R. date,
diagnosis and type of anaesthetic to be used.

3) The information can then be entered in a ledger or
into the computer so that booking confirmation
slips can be distributed to the M.D. and the day
surgery booking desk.

4) A label can be used to send a day surgery information

letter and pre-admission form to the patient.

14 pDawson, B., "Anaesthetic Management" in Qutpatient Sur-
gery. Schultz, R.C., ed., pg 29. '

!'s Reed,W. & Dawson,B., "The Ambulatory Surgical Facility"
in Qutpatient,Surgery, Schultz, R.C., ed., pgs 17-19.

]
j



18
5) Upon return of.the pre-admission form, it can be
filed in the patient's file in the admitting off-
ice.
6) Outpatient history and surgical consent forms should

be sent in as soon as possible.

Five areas are especially important in an efficient day
surgery unit. These are:

1) How far in advance to book a day surgery patient-
Day surgery bookings are usually done on a ‘'first
come-first served' basis with respect to the doc-
tor's requirements. The bookings are usually done
2-3 months in advance.

2) Scheduling of procedures on any given day-

Day surgery bookings should be the estimated length
of time for the procedure. In this way thé day
surgery booking clerk would be able to know approx-
imately how many procedures should be scheduled on

~a given day. As well, the operating room turnover
would usually be smooth and predictable, except in
the event of an unforeseen complication. Schedule
flexibility is also maintained to accommodate the
surgeon genuinely delayed by an emergency.

3) Provisions in the case of openings-

Provisions are wusually made to insure that if a
specialty that has a day O.R. booked does not have

any scheduled patients that day, another specialty
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is allowed to use the room. For example, if ENT
has no surgery scheduled for their particular suite

. on Tuesday morning, any other specialty can use
that suite on a 'first come-first served' basis.
4) Time of last procedure-
Day surgery procedures are usually not schedﬁled
later than 1 or 2 p.m. This allows an adeqguate am-
ount of time for the patient to recover in the re-
covery room before being discharged. The reason
for this 1is that it would be preferable that the
day bed unit closes at 5 or 6 p.m. so that no nurs-
es will be required at night.
5) Separate day surgery admissions'and bookings-
Many hospitals now have separate day surgéry book—
ing and reception areas, allowing for better con-
trol of booking and admission procedures for the
day unit. The Red Deer General and the Vancouver

General Hospitals are among these.

The extent to which the five separate areas are imple-
mented in a particular hospital are dependant on how well
developed the Day Surgery program is at that particular hos-

pital.

Pre-Admission Procedures

At present, when a person is scheduled for day surgery,

the admitting department sends out a pre-admission form that
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requires standard information such as name, address and
health care number, as well as a day surgery information
form. This form informs the . patient of everything that is
necessary to know about what will be done, before being ad-
mitted for day surgery. The form includes the day of the
operation, the type of anaesthesia, the time to repor£ to
the admitting department, as well as informing the patient
that he/she should not eat the evening before surgery. It
also informs the patient as to what type of medical informa-
tion will be required before he/she can be admitted for day

surgery.

The form also provides post-operative information. These
rules are very important and should be followed closely.
They are; a) the patient'must understand that he/she may not
drive home after general anaesthesia, he/she must make.other
arrangements to return home, b) the patient must have 5o-
meone to remain in the home overnight and c) the patient
should not stay alone after surgery. By stressing the im-
portance of such concerns prior to surgery, a high level of

patient safety will be maintained.®'®

Patients in the hospital area are told to attend a pre-
surgical clinic 2 days before the scheduled day surgery.
When a patient arrives for a pre-surgical clinic a blood

test, a urinalysis and an evaluation of the heart and lungs

!¢ Hutchison, M., "Setting Up A Day Surgery Program" in Di-
mensions In Health Service, April 1979, pg 21.
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are done by an anaesthetist. For any patient over 45 or 50

years old, a chest x-ray and an EKG are done, as well.

Patients from outside the hospital area should have lab
results from a urinalysis and haemoglobin test, a history
report, results from a complete physical exam and a consent
form. In this way a patient from outside the hospital area
can be evaluated in the same way as a patient from within

the hospital area.

A patient over the age of 50 from outside the hospital
area, who is being considered for day surgery, should have a
chest x-ray and EKG taken to ensure that he/she is healthy

enough to withstand the outpatient procedure.

Patient Flow

On the day of the operation the patient would arrive at
the reception area where he/she would change into a surgical
gown and slippers. Weight, blood pressure, pulse and temp-
erature would be taken. The anaesthesiologist then visits
the patient to inform him/her of the procedure and to answer
any questions. A nurse then escorts the patient to the op-
erating room. This nurse helps counteract the patient's
helpless feeling and serves to maintain a positive attitude.

Patients with local anaesthetics are transported on a cart.

Children are carried in and are allowed to bring in their

favourite toy or blanket. In addition, one parent should be
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in the recovery room as soon as the child is awake.!’

After the operation patients should be taken to a regular
recovery room. After reawakeﬁing from anaesthesia, adults
in the feéovery room should be given liquids and crackers
orally. When able to ambulate, they should be taken by
wheelchair to the day room where intravenous fluids are dis-
continued. They should rest here in chairs until they can

be discharged.

Children, after awakening, should be taken to the day
room and fed cola and crackers or formula, depending on the
age. After counselling by the surgeon and the anaesthesiol-
ogist, patients should be discharged.'® The patient should
also be given a leaflet of do's and dont's upon discharge
e.g., don't drive. An appointmént for a follow-up visit to

the outpatient clinic should be made as well.

At the end of the operation, the patient's G.P. should be
phoned to inform him/her that the patient has had his/her

operation and is returning home as planned.!’

7 Salman, J., "O.R. Nursing in Ambulatory Surgery" in AORN
Journal, March 1979, pg 266.

'* Patterson, J. et al, "Ambulatory Surgery In A University
Setting" in JAMA, Jan. 19, 1976, pg 266.

'* Burn, J., op. cit., pg 799.
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2.3 DAY SURGERY AT U.A.H.

The University of Alberta Hospital is presently running
an eight bed day surgery unit. Openings in the O.R. sche-
dule are used as there are no surgical suites dedicated spe-

cifically to day surgery.

The day surgery procedure, from booking to patient disc-
harge to patient follow-up, runs closely along the lines of
the common established procedure mentioned in the previous
section. The patient is admitted through the main admitting
area and is then taken to Station 66 where he or she changes
and is prepared for surgery. The patient is then transport-
ed to the main O.R. where the surgery takes place. After
surgery, the patient recovers in the main recovery room and
is then transported back to Station 66. After a suitable

length of time, the patient is discharged.

There are two main variations between the U.A.H. day sur-

gery program and the common established procedure. The
first one is a large variation, the second is a small one.
They are:

A) With respect to the booking procedure- The day
surgery bookings at U.A.H. are made 8-12 months in
advance of surgery. Many have to be cancelled or
rescheduled due to either patient or physician
unavailability.

B) With respect to the pre-admission procedures- While
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Edmonton pa£ients are required to attend a pre-
surgical clinic 2 days prior to surgery and pa-
tients outside Edmonton are required to submit lab
results from a blood test and a urinalysis as well
as a history and consent form, ~they are not re-

quired to present a very recent physical.

Many, if not all, the variations will conform with the
common established procedure once the Day Surgery unit of

the Walter C. Mackenzie Health Sciences Centre is opened.

A little background on the Health Sciences Centre is in
order before explaining about the day bed unit to be opened

in the new facility.

The Health Sciences Centre project was approved by the
Government of Alberta in October 1976. At the Government's
request, the project was separated 1into two phases and the

funds were allocated for the Phase 1 development.

The Health Sciences Centre Phase 1 was planned to be con-
structed in three stages. Phase 1, Stage 1l is located west
of the existing 1957 wing. It consists of a parking level,
a basement level and five floors containing hospital service
facilities, Emergency, Administration, Radiology, Clinical
Laboratéries, the Surgical Suites, the Obstetrical Suites
and approximately 290 inpatient beds including the intensive

care areas., This stage will provide 633,276 gross square
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feet of new space and-will rehouse the functions at present
located in the Clinical Services Wing, the Mewburn and Wells
Pavillions, the 1912 and 1929 Wings and the Kitchen and
Stores areas. The southern part of stage 1 will rehouse the
Provincial Laboratory and provide space fo; the initial im-

plementation of the Heritage Medical Research program.

Stages 2 and 3 of Phase 1 will connect to the eastern
face of the Medical Services Building. These combined stag-
es will house a 400 seat auditorium, the relocated Medical
Sciences Library, audio-visual teaching facilities and ad-
ministrative space for the University Hospital and the Fa-
culty of Medicine of The University of Alberta. Together
Stages 2 and 3 will provide 155,464 gross square feet of new

building space.

Phase 2 will contain the Ambulatory Care and Clinical De-
partments, the Public and Administration Services, The Edu-
cation and Research Services, Rehabilitation Medicine, Res-
piratory Therapy, Microbiology, 25 Hostel Beds and 553

Inpatient Beds including Intensive Care Beds.

At the present time, only the support services occupy
space in the lower level of Phase 1, Stage 1 of the Health
Sciences Centre. The first patients are scheduled to be

moved into the new facility in February of 1982,2°

*® The University of Alberta Hospital Board, A Proposal for
Phase II. June 1979, pg 2 and accompanying tables.
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The day surgery unit of the H.S.C. is scheduled to be op-
erational sometime in 1983. It will contain a 40 bed Day
Ward and will be adjacent to 4 day surgery operating suites
as well as the Endoscopy and Cystoscopy suites. It is ex-
pected to have separate booking and reception areas allowing

for the smooth running of the unit.

2.4 COSTING AND EVALUATION STUDIES

Costing and evaluation studies on day surgery versus in-
patient surgery are few and far between. These studies began
appearing in the various journals in the early and middle

1970's. The majority of these studies apply to the United

‘States making some of their conclusions impossible to extra-

polate to Canada, given the differences between the Canadian

and American health care delivery systems.

In the U.S. these studies use a comparison of charges
which reflect the economic policies of the hospital rather
than treatment generated costs. The per diem comparison,
which is just the hospital's total budget divided by the
number of inpatient days, is also used. The latter method,
however, includes outpatient costs in the inpatient per diem
charge and is to some extent inaccurate. As well, many of
the Américan studies examine patient savings rather than

hospital savings.
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In 1973 a Florida Blue Cross study looked at patient sav-
ings in day surgery versus inpatient surgery. The study
took all one and two day stay patients and found that ap-
proximately 34% were possible outpatient candidates. This
accounted for 15% of all Florida Blue Cross patients in
1973.%* Among the numbers discovered by the study was that
the average length of stay of all FBC patients was just over
6 days, the median length of stay was just under 4 days and
the modal length of stay was 2 déys. As well, they found
that the average per diem charge was $111.00 and the average
charge per case was $671.00. One and two day stays in hos-
pitals accounted for 27% of all cases with the former ac-
counting for 9.5% and the latter accounting for 17.5%. The
average cost per day and per case were $190.00 and $190.00
for one day stays and $144.00 and $288.00 for two day

stays.??

Before any conclusions could be reached five assumptions
were made. Firstly, an inpatient to outpatient conversion
avoids the routine daily service charge but incurs a clinic
visit charge. Secondly, it was assumed that a one day inpa-
tient becomes a one day outpatient with one or more follow-
ups. A two day inpatient becomes a two day outpatient with

two or more follow-ups. Thirdly, special service charges,

! Elnicki, R.A., "Substitution of Outpatient for Inpatient
Hospital Care: A Cost Analysis" in Inquiry, Vol XIII Sept
1976, pg 247.

?? 1bid, pg 249. .
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which would probably be less for outpatients than for inpa-
tients due to 1less tests, were taken to be the same.
Fourthly, travel costs were examined. Fifthly, lost earn-

ings were examined.??

The study's cost analysis found that if all 15,595 one
day inpatient cases had been converted to outpatient cases,
the savings would have been over $1,000,000. This is mini-
mal in relation to .the total inpatient hospital charges,
travel costs and lost earnings estimated at $175,400,100.
Therefore, the savings were .6%. For two day stays, the
savings were 2.4%. However, if the special service charges
afe cut in half for outpatients with everything else remain-
ing equal, the savings would increase from 2.4% to 4.6%. 1If

all variables are cut by 50%, the savings become 5.2%. -

The conclusion of the study was that since the savings
were minimal, i.e. at most 7.7% if all special service
charges were eliminated due to the substitution, the costs
would not be substantially reduced,especially since not all
one and two day stay patients could be transformed into out-

patients.?*

This study has many limitations. Since exact costs were
not considered, the savings could conceivably be larger.

Longer stay patients were not considered which 1is another

23 1bid, pg 250-251.
24 1bid, pg 254.
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study flaw. -‘Many of these patients can be treated on an
outpatient basis without follow up which would increase sav-

ings.

Another limitation has to be the fact that closing the
bedé was not taken into account. A Connecticut study showed
that transfering inpatients to outpatients would reduce pa-
tient days, supply expenses, hotel service expenses i.e.,
dietary, housekeepiﬁg, laundry, maintenance of personnel,
plant operations and repairs and maintenance.?*® Some of
these costs would be picked up by the outpatient department,
however, there would still be large savings and these could

be passed on to the patient.

Other American studies show that the savings may be sub-
stantial. An early 1970's study at Watts Hospital in Dur-~
ham, North Carolina, showed that there could be up to a 25%
savings if some inpatients were outpatients. The study com-
pared 166 matched pairs comparable in age, sex, diagnosis,
operative procedure and anaesthesia. They found the average
inpatient cost to be $240.66 while the average outpatient

cost was $179.97,2¢

25 1pbid, pg 257.

*¢ Davis, J., "Correspondance" in Annals of Surgery, Vol 175
No 6, pg 856.
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A 1969 Davis-Russell study found large savings when an
outpatient care package was compared to the same inpatient
care package. The one major flaw of this study however, was
the average. outpatient‘mix. It included 1) visits for
tests, 2) emergbncy and non-emergency care visits and 3)
clinic care. All are more of a substitute for physician

office visits rather than inpatient services.?’

Large variations in savings were found using the same
procedure in two different cities. A Dilatation and Curet-
tage in Washington, D.C., - showed a $73.00 savings while the
same procedure in Phoenix resulted in a $117.00 savings.
What this does show is that the savings are present and they

can be substantial.

Canadian studies of savings from substituting outpatient
surgery for inpatient surgery look primarily at hospital
savings rather than patient savings. This is because Cana-
dian hospitals are financed 'largely by third party payers
such as the provincial government health schemes and the av-
erage patient pays little, 1if anything, for his medical

care.

The most indepth Canadian studies come from British Co-
lumbia since they have the most well developed day surgery
programs, in terms of the types of procedures done, in Cana-

da. In 1978, 33% of all surgery done in B.C. was day sur-

7 Elnicki, R.A., op. cit., pg 248.
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gery. Many of these studies take place at the Children's
Hospital in Vancouver, where in 1978, 57% (5193 cases) of

all surgical procedures were done in day surgery.?®

As it was felt that previous research had not adequately
addressed the question of.savings because it tended to rely
either on the per diem rate or on a comparison of charges, a
previous study by Evans and Robinson at the Children's Hos-
pital looked at the éosts per episode of illness of inpa-

tient versus outpatient surgery.

One important assumption must be made for the study's re-
sults to show savings. This assumption is that the inpa-
tient load falls by the amount equal to the increase in day
surgical procedures, therefore, the overall volume stays the
same. In the long run this means that capital and staffing
can be reduced. As can be expected, no savings will result
if the inpatient volume remains the same before and after

the increase in the number of day surgical procedures.?®

The study compared day surgery patients to comparable in-
patients. Only the costs associated with that type of ad-
mission were looked at. Hospital per diem costs were ir-

relevant, while travel and work costs were found to be

** Evans,R. & Robinson,G., "Surgical Day Care: Measurement
Of The Economic Payoff" in CMA Journal, Nov. 8, 1980, pg
873.

23 1bid, pg 877.
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negligible.?°®

The first stage of the study involved dividing the total
hospital expenditures émong the service departments to iden-
tify specific services which were or were not associated
with day surgery. The various subdivisions were allocated
based on sguare footage of functional area. These subdivi-
sions were overhead expenses, plant maintenance, wages and
salaries, housekeepihg costs, laundry and linen, dietary,
drug expenses and med/surg supplies. This preliminary total
for the outpatient department expenses was then divided up

into the outpatient department and day surgery,.®?

Other expenses were divided differently. The nursing ad-
ministration expense was allocated according to the number
used in the day care unit. Medical records and photography
were allocated by the percentage of time spent by staff on

the day care unit.

The result was 16 final cost centers plus a general ad-
ministration expenditure component. Six of the cost centers
were relevant to the day care wunit.?®? Radiology and lab ex-
penses were allocated by expense per day care unit admission

or patient.

*° Evans,R. & Robinson,G., An Evaluation of the Economic Im-
plications Of Day Surgery. Unpublished report, pg 12.

*! Ibid, pg 31.
*z 1bid, pg 37.
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When the final cosfs were totalled, the day care unit ex-
penses came to $28.11 per episode plus $0.41 for non-dental
radiology and $1.71 for lab expenses for a total of $30.33.
When operating room and recovery room costs were allocated,
the full cost for the day care unit was 59;.94 per patient.

A comparable inpatient expense was $176.38.

A similiar study completed in the same hospital in 1975
showed a typical non-dental outpatient procedure costing
$150.00, while the same inpatient procedure cost was
$500.00. This was a savings of 70%. Significant savings
were found in the patient care areas, lab, radiology and
other diagnostic procedures probably due to the fact that a

longer length of stay results in more tests.®?

It should be remembered that these are long run cost sav-
ings since it assumes all costs are variable. A problem ar-
ises however, because a day care unit will result in an in-
creased utilization of hospital services. Many day surgery
patients would either remain untreated or would have been
inpatients. This may also mean that costs may not be re-
duced if the beds freed by the increase in day surgery pa-
tients are used for unnecessary inpatient operations.®®

Therefore, even though long run cost savings are predicted,

33 Evans,R. & Robinson,G., "Surgical Day Care: Measurement
Of The Economic Payoff" in CMA Journal, Nov. 8, 1980, pg
867. ‘

3+ Evans,R. & Robinson,G., An Evaluation Of The Economic Im-
plications Of Day Surgery. Unpublished report, pg 50.
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the assumption that the inpatient beds will be closed, 1is a

significant one.

At the University of Ottawa, several M.H.A. research pro-
jects have reported disease costing studies similar to this
one. Villemure apportioned service department costs to pa-
tients according to the services the department provided.
For example, the costs for laundry and linen were allocated
using the cost for the number of pounds per case while for
housekeeping the apportioned cost was derived using time and
supplies per day as the variable. The cost of each variable
was determined and the results concluded that there were
significant savings by doing a D & C in day surgery as ob-
posed to inpatient surgery. The study was conducted at St.
Joseph's Hospital in Hamilton.?’® Heidemann, in her study at
the Ottawa Civic Hospital, used a disease costing methédolo-
gy to calculate, compare and analyze the costs of hospital
treatment. She compared groups of patients undergoing two
obstetrical and gynecological procedures to see the differ-
ential impact of hospital acquired infection. The total
hospital operating costs were allocated to Hotel Services,
Nursing Services and Diagnostic and Treatment Services.
Here, as well, the various operating costs were divided by
the appropriate unit output variable and these costs were

apportioned to the patient. For example, the operating

** Villemure, Sr. J., OQutpatient Surgery: A Cost Saving Stu-
dy. M.H.A. Research Paper, 1973.
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costs for Hotel Serviées were divided by the total number of
patient days to obtain a cost per patient day.®¢ Linder, 1in
her study at The Montreal Childrens' Hospital, wused operat-
ing costs, . cubic feet and paid hours to determine the total
operating costs and then divided these ope;ating costs for
each department by the total number of patient days to der-
ive a cost per patient. For all three studies the cost per
patignt for the various departments were added up to form a
cost per procedure. Linder's results showed a significant
savings if a hernia operation would be done in day rather
than inpatient surgery.?®? Finally, Sister P. McKeon, in her
study at the Ottawa Civic Hospital, reviewed the cases of a
sample of patients to determine how many of them could have
been transferred from inpatient to day surgery in accordance
with criteria similar to those presented above (Sec-

tion®*®2.2).

With costs playing a greater role in what and how much
health care services are offered, much consideration has
been given to expanding the less expensive day care units
and contracting the inpatient facilities. Consequently,

many more studies are now underway to examine the cost sav-

3¢ Heidemann, E., The Financial Impact Of Hospital Acquired
Infection. M,H.A. Research Paper, 1975.

37 Linder, M., Comparative Costs Of Day Care And Hospitali-
zation. M.H.A. Research Paper, 19789. ‘

38 McKeon, Sr. P., Providing Health Services to Patients Who
Have Out-Patient Surgery. M.H.A. Research Paper, 1975.
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ings associated with a shift from inpatient to outpatient
surgery. To determine potential cost savings it is impor-
tant to know both cost and day savings per transferred pa-

tient and the number of patients one can expect to transfer.



Chapter iII

METHODOLOGY

3.1 MODEL BUILDING ASSUMPTIONS

A study of this kind involves at least a few assumptions.
One assumption involves deciding what is needed to come up
with a fair cost per 1illness episode. This study examines
the savings associated with converting different surgical
procedures from inpatient to outpatient surgery. Therefore,
a number of surgical procedures that can be done both-on an
inpatient and outpatient basis are needed. Next, a sthdy
population is needed. This population has to have been in-
volved in one of the procedures and must meet the guidelines
set forth to be eligible for day surgery i.e., age, physical
condition and distance from the hospital, among others, for

savings to be realized.

As well, data has to be collected on the surgical proce-
dures with patients who have undergone one of these proce-
dures. The data is collected from the charts in the Medical
Records department however, since going through all the med-
ical records for each procedure would be time consuming and
unnecessary, only a proportion that would be representative

of the entire number of cases are needed. Since one of the
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objectives of the study is to examine cost savings, in real
numbers, all fixed, semi-variable and variable costs must be
examined. This study assumes that the savings from substi-
tuting day .surgery for inpatient surgery are either short
run or intermediate run savings but not long run savings.
Therefore, areas such as capital and hospital services costs
would be fairly fixed. Items such as drug expense, med/surg
supplies, nursing, radiology and lab expenses would be vari-

able.

The variable information is collected from the medical
records data. The rest of the information is collected from
the various departments. Costs can then be attached to each
procedure done in inpatient surgery and done in outpatient

surgery and a comparison can be made.

Another assumption made in this study is that the inpa-
tient procedures under investigation can all be done on a
day surgical basis. Therefore, a verification was undertak-
en using the patient classification system. These forms
were given to head nurses who were asked to fill one out for
the procedure they are most familiar with. The objective
here was to verify that the patients undergoing the proce-
dure under investigation could actually be discharged on the

same day as the surgery i.e., the procedure could be done in

day surgery.
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The result of this investigation 1is a costing model whe-
reby the same procedure done on an inpatient and outpatient

basis can be compared to calculate possible cost savings.

Briefly,‘this model involves firstly, selecting a repre-

sentative number of cases.from the total number of cases of

- a particular procedure. Then the information gathered from

the medical records including, patient's age, ward, drugs
and tests is correlafed. The next step is to gather cost
information. This information depends on whether your ob-
jective is to examine short, intermediate or long run sav-
ings. This study examines shért or intermediate run savings
so fixed costs include, among others, laundry, dietary and
housekeeping. Semi-variable costs include, among others,
nursing costs ana variable costs include, among others,'drug
and supply expenses and lab and radiology expenses. The
costs are then attached to the various procedures and a fi-
nal cost per procedure for inpatient and outpatient surgery
is obtained. The costs can then be compared and the savings

derived.

Each aspect of the above model is explained 1in further

detail as the study progresses.
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3.2 HOW THE DATA WAS CHOSEN

An article by Shah in 1980,°® 1listed the 30 top day sur-
gical procedures in B.C. in 1977 (see Appendix B) by number.
A list was.compiled by the Health Records Analyst at the
University of Alberta (U.A.H.) of how the U.A.H. compared to
B.C. Each of the top 30 procedures was duplicated with an
inpatient and outpatient cdlumn listing how many of the par-
ticular procedure wefe done on an inpatient basis and how
many on an outpatient basis at U.A.H. (see Appendix C). A
subsequent list of the top 25 day surgical procedures at
U.A.H. was drawn up. This list also had the number of these
particular procedures that were done on an inpatient and
outpatient basis. After comparing this list with the U.A.H.
list of approved day surgical procedures, the six procedures
with the largest difference between the number of procedures
done as an inpatient versus as an outpatient were selected
for study. The International Classification of Diseases,
Adapted (ICDA-9) codes for these procedures were specific
enough to preclude any errors due to procedure variation.
These six procedures seem to have the largest potential for

being converted from inpatient to outpatient procedures.

The six procedures are Dilatation and Curettage, Laparos-
copy, Non-Recurrent Inguinal Hernia, Breast Biopsy, Cata-

racts and Haemorrhoids. A brief description of each proce-

?* Shah, C.P., op.:-cit., pg 402.
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dure precedes the data collected from each of the

procedures.

3.3 SELECTION OF THE STUDY POPULATION

Once the particular procedures were selected, the medical
records had to be examined to extract the relevant data from
each patient's file. To examine every chart for each proce-
dure would have been éxtremely time consuming, therefore, a
percentage of charts from each procedure was selected. What
was wanted was a representative sample of all the patients
undergoing that particular procedure on either an inpatient
or outpatient baéis. For most procedures 10% of the total

number of charts satisfied this requirement.

The next step was to extract the required information
from the charts. There were two categories of data extract-
ed, demographic and med/surg data. The demographic data in-
cluded the patient's age, residence and hospital ward. The
med/surg data included@ the length of stay, whether or not
there were pre- or post-operative complications, drugs pre-
scribed and used and tests requested. This information was
then compiled to give a typical patient profile for each
procedure. Age, complications and residence were used to
see how ﬁany patients, of those selected, met all the crite-

ria for day surgery.
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The required number of charts were selected randomly from
the total number of charts and each chart was examined and
the information from it was compiled.. No charts were re-

placed or substituted once the necessary number was chosen.

3.4 INFORMATION GATHERING

Various types of data and information were collected from
numerous departments within the U.A.H. The following is a
list of these departments accompanied by a brief description

and the type of information collected from each department.

Admitting Department

The U.A.H. Admitting Department processes the admis-
sions of'both inpatients and outpatients. Whenever pos-
sible, pre-admission forms are sent to the patient to
cut down on the time needed to f£fill in the forms at the
hospital, thus speeding up the admission process.

The information about the admission process of both

types of patients was obtained from this department.

Department of Anaesthesia

Anaesthesia administered to outpatients 1is, in many
respects, the same as that administered to inpatients.
However, for outpatients, either the dosages are reduced
or short acting substitutes replace the inpatient
anaesthesia so that recovery time 1is cut thereby allow-

ing the patient to go home the same day.
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The information obtained here was the types of
anaesthesia used for the various procedures. This al-
lows for the attaching of costs to the anaesthesia to

determine whether or not these costs are relevant.

v

Dietary Department

Outpatients and Day Care patients receive one meal
per day plus any juices and other nourishment which may
be provided by the nurses. Inpatients receive three
meals a day plus miscellaneous beverages.

The daily costs of feeding the paéients was obtained

from this department.

Housekeeping Department

The routine for an inpatient room involves changing
the linen once a week if the length of stay is greater
than 7 days or before each new admission to the bed. As
well, the rooms are cleaned and washed every day. The
routine for a day surgical bed involves changing the 1li-
nen and cleaning and washing every day.

Housekeeping costs were obtained from this department.

Laboratory and Radiology Departments

There seems to be a decreased number of tests and x-
rays involved 1in day surgery as opposed to inpatient
surgery. The paperwork involved however, seems to re-

main fairly constant for both types of patients.
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The costs of the various tests and x-rays were obtained

from this department.

Laundry and Linen

The laundry and linen are sent to, and return from,
an offsite facility run by the U.A.H. The volume fbr
both-inpatients and day surgery patients is assumed to
be the same.

The cost of this service was obtained from this depart-

ment.

Medical Records Department

The Health Records Analyst works out of this depart-
ment. She is primarily involved in compiling informa-
tion for various medical audits. Charts may be pulled
by the medical records staff for examination by wvarious
physicians or authorized hospital personnel by their re-
quest. The department is in the process of converting
its files to microfilm.

The list of the 25 top U.A.H. day surgical procedures
and the corresponding U.A.H. numbers for the top 30 B.C.
procedures as well as, the medical charts were obtained
from this department. The medical record cost per pa-

tient was also obtained.
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Nursing Administration Department

The Nursing Administration Department is responsible
for, among other things, examihidg nursing costs on var-
ious wards in terms of what they should be and whether
they were over or under the projected costs. Supply ex-
penses and the administrative cost per patient day were

also examined.

It is these costs and expenses that were obtained for

the various departments.

Nursing Systems

Day

This department of nursing is ultimately responsible
for the day to day nursing staffing with future projec-
tions being involved as well. Patient classification
forms which yield information about the type of patiént
and how much nursing care he/she needs are compiled per
ward to tell the nursing systems director whether a ward
is under or over staffed. The director can then compen-
sate.

Information about the patient classification system, as

well as how to use it was obtained from this department.

Surgery Ward

At present, this is an eight bed ward at U.A.H. In-
formation about how this ward is run was obtained. The

costs of operating the day surgery ward include nursing,
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dietary, housekeeping, administration, plant, supply,
drug and test costs. Each of these costs were obtained

from the relevant departments or areas.

Pharmacy Department

Medication is dispensed to the day surgical patient
in the same way as to an inpatient. Before the opera-
tion the patient is given any sedative or anaesthetic
needed and post-op pain killers and drugs to combat the
nausea are usually given.

The costs of the various drugs and the dispensing cost

per drug were obtained from this department.

Each of these departments had a very real and important
part to play in the formulation of this study. 1Inability to
gather information from any of these departments would have

led to possible threats to validity.

3.5 VERIFICATION METHOD

For this study to have any validity, there had to be some
sort of verification method to ensure that the six proce-
dures under investigation could, in reality, qualify as pos-
sible day surgical procedures. The method chosen ' was to
speak to thel nurses in charge of the relevant stations and
to get their opinion of whether or not, based on the amount

and type of nursing care necessary, the patient recovering
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from the particular procedure could do so just as well at
home as in the hospital. This opinion was conveyed using

the Medicus System Patient Classification Form.

A detailed discussion of the entire Medicus Nurse Staff-

ing System is beyond the scope of this study, however, a

brief overview is given here to acquaint the reader with the

broad parts of the system. A more detailed discussion can

be found in Appendix D.

The Medicus approach to developing a Nursing Information
System is comprised of:

a) Patient Classification

b) Workload Measurement

c) Quality Monitoring

d) Long Range Staffing

e) Variable Staffing and

f) Management Reporting.

The basictMedicus System can be altered to suit the needs
of any hospital or health care facility. 1t allows for the

constant ongoing evaluation of all aspects of the Department

of Nursing.

The Patient Classification System is used as a basis for
measuring workload on a nursing station. Patients are
grouped into categories, Type I to Type V, based on their

need for nursing care. These categories are acuity indica-
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tors and reflect the acuify of a patient's illness by the
amount of nursing care needed. Type I indicates a patient
has minimal nursing care needs, Type II to Type V indicate
increasing amounts of patient care needs. This translates
to 0-2 hours of nursing care for a Type I patient in a 24
hour period, 2-4 hours for a Type II, 4-10 hour§ for a Type

II1 and 10-20 hours for a Type IV or V.

Each morning the nurse in charge on each station fills
out the Patient Classification form. Using a Medicus ruler,
a numerical total 1is figured out for each category. This
total is added up for each patient and the final figure cor-
responds to an acuity classification. The completed forms
are then sent to the Nursing Systems office where they are

used as the basis for the other areas of the Medicus System..

For each of the six procedures a Patient Classification
form was filled out by the charge nurse who would most often
come into contact with the patients recovering from the par-
ticular procedure. Each nurse was asked to classify a pa-
tient admitted for the given procedure at four different
times during that patient's stay. The first time was the
day admitted, the second time was immediately post-op, the
third time was the evening of post-op at approximately 6 or

7 p.m. and tﬁe last time was the day after surgery.

The results from this classification were essential to

the study. Here, as well, there may have been possible
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threats to validity if the verification had not been includ-
ed.

The results of this verification-are discussed in the

next chapter.
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Chapter IV

DATA COLLECTION

The six procedures chosen to be examined for this study
are Dilatation and Curettage of the Uterus, Laparoscopy,
Non-Recurrent Inguinal Hernia, Breast Biopsy, Cataracts and

Haemorrhoids.

For each of the six procedures chosen from the combined
Canadian top 30 day surgical procedures adapted to U.A.H.
list and the U.A.H. top 25 day surgical procedures list, a
representative sample of at least 10% of the charts were
studied. Inpatient charts and day surgical charts were exa-
mined separately. Table 1, shows how many inpatient and
outpatient charts were available, how many were studied and
the percentage of the total that represents for each proce-

dure.

Each of the two categories from which data was collected
served a distinct purpose. The demographic data, i.e. age,
residence and presenée or absence of complications was the
basis for deciding whether or not a patient could have un-
dergone the ‘same procedure on a day surgical basis. The
prerequisites were; age less than 65, residence closer than

180 km, and the absence of complications. The other catego-
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TABLE 1

Number of Charts

Inpatient Day Surgery
sample total % sample total %
D&C 40 396 10.1 12 101 11.8
Laparoscopy 27 270 - 10.0 8 66 12.1
Hernia 25 254 9.8 3 14 21.4
Breast Biopsy 14 137 10.2 3 14 21.4
Cataracts 35 350 10.0 0 0 0
Haemorrhoids 10 90 11.1 0 0 0

ry, med/surg, i.e. drugs, tests and length of stay was the

basis for a costing profile for a particular procedure.

The following pages contain a brief description of each
of the procedures as well as a summary profile from the med-
ical charts of an inpatient and day surgical patient for

that particular procedure.

4.1 PATIENT PROFILES

1) Dilatation and Curettage of the Uterus

This procedure involves the stretching and removal of ma-
terial from the uterine cavity using a curet (a spoon shaped
scraper). This procedure is more commonly referred to as a

D&C.*°

+o porland's, Medical Dictionary 25th edition, 1974, pgs 390
& 445,




52
For this procedure 40 inpatient and 12 day surgical

charts were examined.

The summary profile for these women for inpatient surgery
is as follows. Sixty percent of these women were beyond
child bearing age 1in the 40-64 age range. The average
length of stay for the women étudied was 2.9 days. Pre-op
medication consisted of Dalmane for 88% of the patients whi-

le slightly over 50% were given Morphine.*?

The anaesthesia wused in 95% of the cases consisted of
thiopental sodium as an induction agent with nitrous oxide-

oxygen, halothane or enflurane used for maintenance agents.

Post-operatively, just over 50% of the patients received
a pain killer and/or something. for the nausea. The most .
common drugs given were 292s and Gravol. Dalmane was given
post-op in almost 40% of the cases and Stemetil was given in

25% of the cases.*?

In almost 100% of the cases three tests were given.
These were 1) a complete blood count (CBC),*® 2) a urinaly-

sis and 3) a blood serology test. In 25% of the cases an

‘1 Both Dalmane and Morphine are sedatives given to patients
before bed time or a few hours prior to surgery. In some
cases they replace some of the anaesthesia necessary dur-
ing the operation.

‘2 Stemetil is a tranguilizer given every 4-6 hours.

43 A CBC examines the haemoglobin, white blood count, dif-
ferential and either the red b{ood count or the haemato-

crit.
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SMA 12 and/or electrolytes tests were given.,**

Seven and a half percent of the inpatient sample had
pre-op complications, however, none had post-op complica-
tions. Two per cent of the patients were over 65 and 5%

lived further than 180 km from the hospital.

The day surgery patient profile was similar in many ways

to the inpatient profile except in the area of tests done.

Almost 60% of the day surgery patients were in the 17-39

age group and the rest were in the 40-64 age group.

A pre-op medication difference was observed between the
inpatients and the.day surgery patients. While almost 60%
had Morphine pre-op, the other 40% had no pre-op medication.
The anaesthesia was the same for both groups. Post-op medi-.
cation was also similiar. Sixty percent were given 292s,

58% were given Stemetil and 45% were given Gravol.

As mentioned, the big difference was in the area of
tests. Ninety percent had a haemoglobin test taken and 60%

had a urinalysis done.

The results are summarized in Table 2.

+4 Both the SMA 6 and 12 and electrolyte tests are multi-
channel analyses. The SMA 6 or 12 examines 6 or 12 blood
proteins and the electrolytes test examines sodium, po-
tassium, chloride and carbon dioxide content of the
blood.
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TABLE 2
Patient Profile - Dilatation and Curettage
Inpatient Day Surgery

# % $ %
PATIENTS- total 40 100 12 100
age- 17-39 13 33 7 58
40-64 24 60 5 42

DRUGS~ Pre-op
Dalmane 35 88 0 0
Morphine 21 53 7 58
None 0 | 0 5 42

Post-op
292 20 50 8 67
Dalmane 15 38 0 0
Stemetil 10 25 7 58
Gravol 21 53 5 42
TESTS CBC 40 100 0 0
.Haemoglobin 0 0 11 92
Urinalysis 39 98 7 58
Serology 40 100 0 0
SMA 12 10 25 0 0
.Electrolytes 10 25 0 0
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2) Laparoscopy

This procedure is an examination of the interior of the

abdomen using a laparascope.*®

Twenty seven inpatient charts and eight day surgical

charts were examined for this procedure.

Ninety three percent of the inpatients undergoing a la-
paroscopy were between the ages of 17-39. The average

length of stay was approximately four days.

Dalmane and Morphine were prescribed pre-operatively 81%
and 83% of the time, respectively. Anaesthesia consisted of
thiopental sodium as an induction agent and succinylcholine
as an induction relaxant with nitrous oxide-oxygen, fentanyl
or enflurane as a maintenance agent and succinylcholine drip.
as a maintenance relaxant. Post-operative medication con-
sisted of 292s in 70% of the cases, Gravol in 67% of the
cases, Dalmane in 59% of the cases, Stemetil in 26% of the
cases, Demerol in 19% of the cases and Surfak (a stool sof-

tener) in 19% of the cases.

One hundred percent of the sample had a CBC, blood serol-
ogy and a urinalysis done. Nineteen percent of the cases

also had an electrolytes done.

*s Dorland's, Medical Dictionary 25th edition, 1974, pg 836.
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While there was only one patient over 65, there were com-
plications in 26% of the cases and 30% of the sample lived

further then 180 km.

As with the D & C, the day surgery patients differed pri-

marily in the area of tests.

Seventy five percent of the day surgery patients were in
the 17-39 age group. Pre-op drugs consisted of Morphine to
50% of the cases, Atropine*® to 25% of the cases and 25% had

no pre-op medication.

Anaesthesia remained virtually the same. Post-op medica-
tion consisted of Gravol for 50% of the sample and 292s,

Stemetil and Demerol each for 38% of the sample.

The tests done were a haemoglobin and a urinalysis for.

100% of the cases.

The results are summarized in Table 3.

3) Non-Recurrent Inguinal Hernia

A hernia is the protrusion of a loop or knuckle of an or-
gan or tissue through an abnormal opening. An inguinal her-
nia usually involves a hernia of the intestine into the in-
guinal canal.: Hernias can be recurrent or non-recurrent.

For the purposes of this study only the non-recurrent ingui-

+¢« Atropine is a relaxant of the gastro-intestinal, biliary
and genito-urinary tracts.




TABLE 3

Patient Profile - Laparoscopy

Inpatient Day Surgery
# % # %
PATIENTS- total 27‘ 100 8 100
age- 17-39 25 93 6 75
DRUGS- Pre-op '
Dalmane 22 81 0 0
Morphine 24 89 4 50
Atropine 2 7 2 25
None 0 0 2 25
Post-op .
292 19 70 3 38
Gravol 18 67 4 50
Dalmane 16 59 0 0
Stemetil 7 26 3 38
Demerol 5 19 3 38
Surfak 5 19 0 0
TESTS CBC 27 100 0 0
Serology 27 100 0 0
Urinalysis 27 100 8 100
. Haemoglobin 0 0 8 100
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nal hernia is studied.*’

Twenty five inpatient charts and three outpatient charts

were studied for this procedure.

This is the only procedure of the six where the newborn
to 16 age group contained a significant number of patients,
therefore, the typical inpatient profile varies widely.
Forty percent of the patients were in the 40-64 age group,
28% were in the 65+ age group and 14% were in the NB-16 age

group. The average length of stay was 5.5 days.

Pre-operative medication consisted of Morphine in 52% of
the cases and Dalmane in 40% of the cases while Atropine was

prescribed to 28% of the patients, mostly paediatric cases.

Anaesthesia was composed of thiopental sodium and succi-.
nylcholine as the induction agent and relaxant, respectively
with nitrous oxide-oxygen, morphine and fentanyl or nitrous
oxide-oxygen, halothane or enflurane as maintenance agents.

Curare or pancorium were used as the maintenance relaxants.

Post-operative medication was composed mostly of pain
killers. Demerol was used in 68% of the cases, Codeine in
44%, Gravol in 40%, Dalmane in 24% and Magnolax (a stool

softener) in 24% of the cases.

+7 Dorland's, Medical Dictionary 25th edition, 1974, pg 705.
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The tests for this proceaure varied as well. A CBC, uri-
nalysis and blood serology were done on 100% of the cases.
Sixty five percent had a chest x-ray done and 14% had an EKG

and/or SMA 12 and/or electrolytes done.

Twenty four percent of the patients had complications,
pre- or post-op. Seven patients 1lived further than 180 km
however it should be noted that 4 of the 7 were less than 3

months old and the other 3.were 73, 77 and 92 years old.

Outpatient surgery for a hernia was done primarily on
children under 5 years of age. Only 2 of the 14 day surgery
hernia cases done in day surgery in 1980 were for patients

over the age of 5,

The three representative cases examined for this study

all fell into the NB-16 age category. Their pre-op medica-
tion consisted of Atropine with no pre-op anaesthetic or
post-op medication recorded on their charts. The only test

done on them was a haemoglobin analysis.
The results are summarized in Table 4.

4) Breast Biopsy

A breast biopsy is the removal and examination, usually
microscopically, of tissue from the breast, performed to es-

tablish a precise diagnosis.*?®

s Ibid, pg 202.
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Patient Profile - Non-Recurrent Inguinal Hernia

PATIENTS- total
ages— NB-16
17-39
40-64
65+
DRUGS- Pre-op
Dalmane
Morphine
Atropine
Demerol
Post-op
Demerol
_Codeine
Gravol
Dalmane
Magnolax
TESTS CBC
Urinalysis
- Serology
Chest x-ray
SMA 6,12
EKG

Electrolytes
Haemoglobin

TABLE 4

Inpatient
# %
25 100
6 24
2 8
10 40
7 28
10 40
13 52
7 28
5 20
17 68
11 44
10 40
6 24
6 24
25 100
25 100
25 100
16 64
14 56
14 56
14 56
0 0

Day Surgery
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Fourteen inpatient and three outpatient charts were stu-

died for this procedure.

The inpatient profile consisted of 64% of the sample in
the 17-39 age group and 36% in the 40-64 age group. The av-

erage length of stay was 3.4 days.

Pre-operative medication consisted of Morphine to 64% of
the cases and Dalmane to 43%. The_anaesthetic used was thi-
opental sodium as an induction agent and nitrous oxide-oxy-
gen, halothane or enflurane or fentanyl or morphine as

maintenance agents.

Post-operative medication consisted of almost 100% of the
cases being given Gravol and/or Demerol and 64% of the pa-

tients being given Codeine.

A wide variety of tests were done on these patients. One
hundred percent of the sample had a blood serology done, 93%
had a CBC done, 93% had an SMA 6,12 done, 86% had a urinaly-

sis done and 79% had electrolytes done.

Only 14% of the patients had any pre- or post-op compli-
cations. These 2 patients were admitted to have a mastecto-
my done. None of the patients were over 65 and none lived

further than 180 km from the hospital.

Of the three cases examined for a typical day surgery
profile, 2 were in the 17-39 age group and the other was

between the ages of 40-64.
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- Pre-operative medication. consisted of Morphine for 67%
and no medication for 33%. Anaesthesia was the same as for
inpatients.. Post-operative medication consisted of Demerol,

Gravol, Codeine, Stemetil and 292s , all in 33% of the cas-

es.
Tests done were 2 urinalysis, 1 CBC and 1 haemoglobin.
The results are summarized in Table 5.

5) Cataracts

A cataract 1is an opacity of the crystalline portion of
the lens. A cataract operation removes this lens and either

cleans or replaces it with an artificial one.*’

Thirty six inpatient charts were examined for this study.

No outpatient cataract operations were performed in 1980.

This procedure was probably the most difficult one to
gather a typical inpatient profile for. Of the 36 cases, 22
(61%) fell in the 65+ age category and 11 (31%) in the 40-64

age group. The average length of stay was 5.8 days.

The high age distribution played havoc with the drugs
prescribed and the tests required for each patient. Ten
different drugs were prescribed pre-operatively and seven

post-operatively.

*s Dorland's, Medical Dictionary 25th edition, 1974, pg 272.
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TABLE 5

Patient Profile - Breast Biopsy

Inpatient Day Surgery

# % # %
PATIENTS- total 14‘ 100 3 100
age— 17-39 9 64 2 67
20-64 . 5 36 1 33

DRUGS- Pre-op
- Dalmane 6 43 0 0
Morphine 9 64 2 67
None 0 0 1 33

Post-op
Gravol 13 93 1 33
Demerol 12 86 1 33
Codeine 9 64 1 33
Stemetil 2 14 1 33
_Dalmane 5 36 0 0
292 0 0 1 33
TESTS CBC 13 93 1 33
SMA 6,12 13 93 0 0
Serology 14 100 0 0
-Urinalysis 12 86 2 67
Electrolytes 11 79 0 0
Haemoglobin 0 0 1 33
Chest x-ray 5 36 0 0
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Pre-op medication consiéted of valium to 83%, Atropine to
86%, Diamox®° to 78%, Demerol to 72%, Chloral Hydrate®' to
50%, Neosynephrine®? to 41%, Mydriacyl to 36% and Dalmane to

28% of the sample.

The anaesthesia was composed of thiopental 'sodium and
succinylcholine as the induction agent and relaxant, respec-
tively. Nitrous oxide-oxygen with pancorium or curare were
the maintenance agent and felaxant, respectively. Halothane
and enflurane with fentanyl or morphine, can also be used as

the maintenance agent and relaxant.

Post-operative medication included Atropine to 78%, Co-
deine to 92%, Metimyd drops®® to 50%, Gravol to 33%, Chloro-
mycetin®* to 33%, Chloral Hydrate to 31% and Stemetil to 42%

of the sample.

Five main tests were requested by the physicians. They
were a urinalysis for 88%, a CBC for 86%, a chest x-ray for

81%, an EKG for 81% and an SMA 6,12 for 72% of the patients.

s° Diamox is used to decrease eye secretions in glaucoma.
s1 This is used as a sedative, especially for the elderly.

s2 This is used for symptomatic relief after eye surgery.
It is a decongestant.

s3 These drops are used to reduce eye inflammation.

s+ These drops are used to clear up eye infections.
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Sixty one percent of the patients were over 65, 22% had

recorded complications, and 17% lived further than 180 km.

Not sufprisingly, this procedure was not done on an out-
patient basis. It is not even among the approved outpatient
procedurs at U.A.H., However, given the revolutionary ad-
vances being made in this type of surgery and the fact that
many U.S. and Canadian hospitals are now performing an in-
creasing number of cataract operations on a day surgery ba-
sis due to these advances, it was felt that this procedure

should be added to the study.

The results are summarized in Table 6.

6) Haemorrhoids

Haemorrhoids are a varicose dilation of a vein of the su-.
perior or inferior haemorrhoidal plexus, resulting from per-
sistent increase in venous pressure. A Haemorrhoidectomy is

an excision of the haemorrhoid(s).®?

For this procedure 10 inpatient charts were examined. No

outpatient procedures were done in 1980.

Two age groups made up the typical inpatient profile for
a haemorrhoidectomy. Of the 10 cases studied, 50% of the
patients were in the 17-39 age group and 40% were in the

40-64 age group. The average length of stay was just over 5

ss porland's, Medical Dictionary 25th edition, 1974, pg 700.




TABLE 6

Patient Profile - Cataracts

Inpatient
# %
PATIENTS- total 36 100
age- 40-64 11 31
65+ 22 6l

DRUGS- Pre-op
Diamox 28 78
Valium 30 83
Demerol 28 . 78
Atropine 31 86

Chloral Hydrate 18 50

Neosynephrine 15 42

Mydriacyl 13 36
Dalmane 10 28
Post-op
Gravol 12 33
Codeine 33 92
Chloromycetin 12 33
Atropine 28 78
Metimyd 18 50
Stemetil 15 42
Chloral Hydrate 11 31
TESTS CBC 31 86
- Urinalysis 32 89
EKG 29 81
Serology 36 100

Chest x-ray 29 81
SMA 6,12 26 72
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days.

Pre-operative medicatiqn consisted of Morphine for 70% of
the patients and Dalmane for 70% of the patients. ~The
anaesthesia was Ehiopental sodium as an induction agent and
succinylcholine as an induction relaxant. Nitrous oxide-ox-
ygen, halothane or enflurane, or morphine or fentanyl was
used as a maintenance agent. Post-op drugs prescribed were
Demerol to 90% of the samble, Gravol to 70%, Stemetil to

40%, Metamucil to 70% and Mineral 0il to 60% of the sample.

Tests required were an SMA 6,12 and blood serology for
100%, wurinalysis and CBC for 90%, chest x-ray for 50% and

EKG for 40% of the sample.

There were only 2 complications, both pre-op, 1 patient
over 65 and 1 patient living further than 180 km £from the

hospital.

Interestingly enough, despite the fact that this proce-
dure is on the approved day surgery procedure list at the
U.A.H., none vwere done in day surgery in 1980. This is one

of the reasons why this procedure was selected for study.

The results are summarized in Table 7.




TABLE 7

Patient Profile - Haemorrhoids

Inpatient
# %
PATIENTS- total 10 100
age- 17-39 5 50
10-64 4 40
65+ 1 10

DRUGS- Pre-op
Morphine , 7 70
Dalmane 7 70

Post-op
Demerol 9 90
Gravol 7 70
Metamucil 7 70
Mineral 0il 6 60
~ Stemetil 4 40
TESTS Serology 10 100
Urinalysis 9 90
CBC 9 90
SMA 6,12 10 100
EKG 4 40
Electrolytes 4 40

Chest x-ray 5 50
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4.2  COSTS

This section looks at the costs involved in each proce-
dure. It is split up into two sections. The first deals
with the fixed costs, which are laundry, dietary, housekeep-
ing, administrative, both general and nursing, plant opera-
tion and security and plant. maintenance costs. The second
deals with the variable costs, which are nursing, supply and
central supply processing, drug and drug dispensing, test,

medical record and 0O.R. costs.

Two areas should be clarified before proceeding. First-
ly, it should be remembered that this study is examining the
short to intermediate run cost savings, therefore, hospital
services and capital, as well as the plant and its operating
costs, are taken to be fixed and everything else is varia-
ble. Secondly, the variable category is composed of varia-
ble and semi-variable costs. Nursing costs are one example
of semi-variable costs. While it may be argued that closing
beds will not reduce the staffing requirements, closing a
significant number of beds in any ward will reduce staff-

ing.%*

s¢ At the U.A.H., closing 4 beds on any one ward will reduce
the staffing requirements on that ward.
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As well, this study exémines primarily the areas where
there is a cost savings between substituting day for inpa-
tient surgery. Due to the fact that the exact anaesthesia
costs were difficult to isolate and were small in comparison
to the rest of the costs, they were not computed.l While ad-
ding these costs to both types of patients would increase
the cost per day and per procedure, 'it would not substan-
tially alter the savings or. percentage of savings of substi-

tuting day for inpatient surgery.

4.,2.1 Fixed Costs

Given the previous stated assumption on the short run
savings, the fixed costs for the purposeé of this study are
laundry, dietary, housekeeping, administrative, both general
and nursing, plant operation and security and plant mainte-

nance.

Laundry and dietary facilities are housed in a 17.5 acre
off site facility. The Industrial Services Centre (I1.S.C.)
services not only the U.A.H., but the W.W. Cross Cancer In-
stitute and the St. Joseph's Hospital as well.®’ Housekeep-

ing facilities are presently housed in the new H.S.C.

s’ Nyland, B., "Insight Into Offsite Planning" in Dimensions

in Health Service, June 1981, pgs 20-21.
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Laundry

The laundry and linen facilities at the I.S.C. are capa-
ble of handling 7 million poudds of laundry per vyear with
the capability of expanding to handle up to 10 million

pounds per year.

Laundry and linen are picked up and delivered every day

to the hospitals serviced by the I.S.C.

The average cost is approximately $6.50 per day for inpa-
tients and approximately $5.00 per day for day surgery pa-
tients. The assumption here is that the laundry is of a ba-

sic ward nature i.e., sheets, towels,etc.

Dietary

The dietary department housed at the I.S.C. will be capa—.
ble of producing 45,000 meals required each week by the hos-
pitals it serves. The food is prepared off site and flash
frozen. It is then transported to the hospital and heated,
as the need arises, in a microwave. In the future the meals

will be heated in the decentralized pantries in the H.S.C.

At present an inpatient receives 3 meals a day plus any
miscellaneous beverages at a cost of $13.00 per day per pa-
tient. A day surgery patient receives 1 meal a day plus any

miscellaneous beverages at a cost of $4.50 per patient.
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Housekeeping

The costs for housekeeping are calculated using standard
times for private rooms. These standard times were deter-
mined by a methods analyst in housekeeping. Both the inpa-
tient and day care rooms are washed and cleaned every day.
Also included are waste pick up and janitorial floor care.
The costs, based on time required to clean a room or ward
and time required to clean é bathroom, amount to $3.50 per
day per inpatient and $6.50 per day per day surgery patient.
The greater cost for the day surgery patient is attributable
to the fact that'sheets on a day care bed are changed every
day, 5 days a week, while the sheets on an inpatient bed are

changed only once a week.

Administration

These costs were determined using the 1980-81 Annual Re-
turn Of Health Care Facilities- Hospitals, Part One. The
total operating cost of both general and nursing administra-
tion, taken separately, were divided by the total number of
patient days to give a cost per patient day. The operating
costs for the general administration were $6,123,420 and the
operating costs for nursing administration were $1,486,286.
Divided by the total number of patient days (311,370), the
resultant cost per patient day was $19.66 and $4.77, respec-

tively. The combined administrative cost per patient day

was $24.43.
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Physical Plant

The physical plant costs were divided into two sections.
They were Plant Operation and Security and Plant Mainte-
nance. The plant costs were determined the same way as the
administrative costs. The total operating costs' for plant
operation and security were $2,041,962 and for plant mainte-
nance, the total operating costs were $3,980,335. With the
total number of patient dayé equalling 311,370, the resul-
tant cost per patient day was $6.56 and $12.78, respective-

ly. The combined plant cost per patient day was $19.34.

4.2.2 Variable Costs

Nursing

Nursing costs for inpatients were computed using the man-
agement reporting.part of the Medicus System. This report
compares actual to target in the area of patient statistics
e.g., census, percent occupancy, numbers of personnel and
productivity indices. These productivity indices measure
the personnel hours and costs per standard patient day.
This report is completed by a computer monthly and yearly

for each nursing station.®®

The costs per patient day are recorded below for each
procecure. Since, for some procedures, two different pa-

tients recovered on two wards, costs for the two wards were

s8 vear's end at U.A.H.,1is March 31,
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combined in the given percentages. For example, 1if 20% of

the patients for a given procedure were placed on ward A and
the other 80% were placed on ward B the costs would be com-
puted as follows. (.2 x ward A costs) + (.8 x ward B costs)

= total nursing costs per patient day for that procedure.

Dilatation and Curettage

Of the 40 total patients, 23 were placed on Station 64 and
17 were placed on Station 65. Costs were $38.20 on Station
64 and $55.30 on Station 65. The total cost was,

(.58 x $38.20) + (.42 x $55.30) = $45.38 per patient day.

Laparoscopy

All of the 27 patients were placed on Station 65. The cost

per patient day was, therefore, $55.30.

Non-Recurrent Inguinal Hernia

Of the 25 total patients, 10 were placed on Station MP2, 9
were placed on MP6, 2 were placed on Station 37 and 4 were
placed on Station 38. Costs were: MP2- $34.10, MP6-

$53.70, Stn 37- $50.20, Stn 38- $49.10. The total cost

per patient day was,
(.40 x $34.10) + (.36 x $53.70) + (.08 x $50.20) + (.16 x

$49.10)= $44.84.

Breast Biopsy

Of the 14 total patients, 7 each were placed on Stations

51 and 565. The costs were $34.50 and $39.40, respective-

ly. The cost per patient day was,
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(.50 x $34.50) + (.5 x $39.40) = $36.95.

Cataracts

All 36 cataract patients'were on Station 57. The cost per

patient day, therefore, was $34.00.

Haemorrhoids

Of the 10 total patients, 5 each were placed on Stations
51 and 55. The cost, therefore, was the same as a breast

biopsy at $36.95 per patient day.

Day Surgery Nursing Costs

The day surgery eight bed unit (Station 66) has 3 re-
gistered nurses (R.N.) working there. The three span a
7-5:15 shift with the first working a 7-3:15 shift, the
second an 8-4:15 shift and tﬁe third a 9-5:15 shift. In
this way, there is at least one R.N. on the unit at all.

times for the entire 10-11 hour patient day.

The cost per procedure of recovery is included in the
O.R. costs.A Costs for miscellaneous areas, such as port-
ering, were not computed. The day surgery patients were
placed on Station 66 for the day. The nursing cost per
patient day here was $35.11. However, it should be real-
ized that a patient day for day surgery consists of, at
the most, 10-11 hours unless the patient is admitted to

the hospital after surgery due to complications,
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Supplies

The supply costs were computed similarly to the nursing
costs. The total yearly supply costs for eéch ward that was
needed were added ,up (drug costs were not included). The
yearly total was then divided by 365 to give the cost per
day and then it was divided by‘ the number of beds on that
particular ward to give the cost per bed day. These sup-
plies range from instruments and med/surg supplies to office

and general supplies.

For each procedure the .applicable station supply costs
were multiplied by the percentage of patients who were on
that ward. As well, a supply processing cost of $2.40 per
patient day was added on. This was determined by dividing
the operating cost of Central Supply ($746,024) by the total
number of patient days (311,370). The final total is the

supply cost per patient day.

Dilatation and Curettage

$53,935, Station 65 $20,885.

Supply costs: Station 64

Beds: Station 64 = 42 , Station 65 22.
Cost per patient day: (.58 x $3.52) + (.42 x $2.60) +

$2.40 = $5.53.

Laparoscopy

All the patients were placed on Station 65. The cost per

patient day was $2.60 + $2.40= $5.00.



77

Non-Recurrent Inguinal Hernia

Supply costs: MP2= $26,384, MP6= $51,824, Stn 37= $69,537,
38= $43,392.22. \

Beds: MP2= 19. , MP6= 19 , Stn 37= 33 , 38= 19.
Cost per patient day: (.4 x $3.80) + (.36 x $7.44) + (.08
x $5.77) + (.16 x $6.26) + $2.40 = $8.06. |

Breast Biopsy

Supply costs: Station 51= $115,941 , Station 55=
$128,496.
Beds: Station 51= 35 , Station 55= 38.

Cost per patient day: (.5 x $9.08) + (.5 x $9.26) + $2.40

= §11.57.

Cétaracts
Supply costs: Station 57= $61,754.
Beds: Station 57 = 31.

Cost per patient day: $5.46 + $2.40= $7.86.

Haemorrhoids

Costs were the same as a breast biopsy. Costs per patient

day were $9.17 + $2.40= $11.57.

Day Surgery Ward

All the patients were placed on Station 66. Supply costs
were $1,206.40. This was divided by 260 days (5 days per
week x 52 weeks) and the total was divided by 11 beds.

The cost per bed day was $0.58 + $2.40 = $2.98.
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Drugs

Drug costs were calculated using the 1981 prices which
were obtained from the U.A.H. Pharma¢y stock level computer

printout.

Drug dispensing costs were calculated by dividing the de-
partment's total operating costs ($709,661 excluding drug
costs) by an average of 6 doses per day times 311,370 pa-
tient days. The resultant dispensing cost per dose was

$0.38.

The drugs in Table 8, are listed 1in alphabetical order
with the commoﬁ dosages, the number of times required per
day followed by the size(s) stocked by the pharmacy and the
price(s). In the case of either non reusable (nr) or singlé
patient use (spu) drugs, the entire cost is attributed to
the patient. The final column is the cost per day. This is
composed of the number of times per day the medication is
required multiplied by the cost of the medication. (In the
cases where thé medication was prescribed 4-6 times per day,

an average of 5 times was used).

Tests

The test costs were derived separately for radiology; lab
and EKG. The cost for a chest x-ray was determined by the
radiology department. It should be noted that this cost

does not include labour and is, therefore, underestimated.
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TABLE 8
Drug Costs
Drug Common Times Size Cost  Cost

Dosage per Day per Day
Atropine .1,.4,.6% 1 .6 mg amp(nr) .15 .15
Chloromycetin 5% 15ml btl(spu) 2.83 .83
Chloral Hydrate 500 mg 1 500 mg capsule .02 .02
Codeine 15,30,60mg 4 30 mg amp(nr) .19 .76
15,30,60mg tab .03,.04,.12 .48
Dalmane 15,30mg 1 15mg capsule .07 .14
Demerol 25,50,75,100mg 4-6 25,50,75,100mg amps .13 .65
50mg tab .02 .08
Diamox 250 mg 6 250 mg tab .09 .54
Gravol 30,50 mg 4-6° 50mg tab .01 .05
50 mg amp(nr) .33 .65
Magnolax 60ml .30 .30
Metamucil pack 1-3 1 pack .16 .32
Metimyd drops .5% (spu) 3.29 .29
Mineral Oil 60 ml .18 .18
Morphine 10mg 1/pre op 10 mg amp 16 .16
Mydriacyl 1% btl(spu) 7.74 .74
Neosynephrine 10% 5ml btl(spu) 3.02 .02
Stemetil 10mg 4-6 5mg tab .08 .40
10mg amp(nr) .82 .10
Surfak 240 mg 1 240 mg cap .07 .07
292 4-6 tab .05 .25
Valium 2.5,5,10mg 1/pre op 10 mg amp(nr) 35 ;35
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This problem should be alléviated when hospital radiology
departments begin using the unit system.3® Both the EKG and
lab costs were derived using the unit system. For EKG, the
total operating cost was $342,981 and the total number of
units performed were 50,940. The resultant cost per unit
was $6.73. For the labs, the total operating expénses were
$8,096,780 and 31,199,328 units of lab service were per-

formed. The resultant cost .per unit was $0.26.

The tests in Table 9, are listed in alphabetical order

with the number of units and the cost beside it.

Medical Records

When a patient is discharged, the chart is sent down to
the medical records office. There it is checked to make
sure all forms are present and then the attending physician
verifies the information and signs off the chart. The medi-
cal record is then entered in the PAS (Professional Activity
Study, similar to HMRI in Ontario) system and is then filed.
The cost per pétient was determined by dividing the depart-
ment's total operating costs ($817,753) by the total number
of discharges (27,741). The resultant cost per patient was

$29.78.

** Statistics Canada, Canadian Workload Measurement System -
Diagnostic Radiology, 1982-83 edition. Statistics Canada.
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TABLE 9
Test Costs

Tests | Units Cost
Chest x-ray 5,00
CBC | 8 2.08
EKG 2 12,47
Electrolytes 4 1.04
Haemoglobin 6 1.56
Serology (blood) 20 5.20
SMA 6,12 8 , 2.08
Urinalysis 6 1.56

Operating Room

The operating room costs include nurses and all supplies
used in the O.R. The recovery room costs are also included.
The cost per surgical procedure was derived by dividing the
total operating costs ($2,279,027) by the total number of
surgical procedures performed in 1980 (22,221). The resul-

tant cost per patient was $102.56.
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4.3 VERIFICATION RESULTS

For the assumptions that the six chosen procedures could
be done on a day surgical basis to be valfd, the patient
would have had to have been recorded as a Type I or II for
the evening of, and the day after, surgery. This is what
was estimated for all the proéedures except cataract sur-

gery. (For the detailed forms, see Appendix E).

The results of this verification concluded that the care
the patients received the evening of, and the day after,
surgery, could have been done just as easily at home as in

the hospital.

When concluding the case of cataract surgery, one point
must be taken into account. The fact that 61% of the cata-
ract cases examined were patients over 65 years old means
that more than iikely there is a heavy weighting towards the
older age group when all cataract cases in 1980 are consid-
ered. It is generally known that patients in this age group
reguire more éare than patients in the younger age groups
and this extra care may be the difference between a Type I

and Type II patient.

Given the new strides being made in the field of cataract
surgery, it is the author's contention that in the near fu-
ture, this procedure will be able to be done on a day surgi-

cal basis. In fact, in many Canadian and American hospitals
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day surgery cataract operafions are presently being done.
Can the U.A.H., given it is a large teaching hospital, be

far behind the trend?

Now that all the relevant costs have been accounted for
and it has been verified that 5 of the 6 procedures could
definitely be done more frequenfly on a day surgical basis,
and the other could probably be done in limited amounts in
day surgery, the total cost per procedure can be formed.

This is done in the next chapter.



Chapter V

COST PER PROCEDURE

The objective of this chapter is to put together all the
data presented in the previous chapter to present a cost per

procedure in day and inpatient surgery.

It was felt that it would serve no purpose to cost every
drug and every test prescribed since it would not only raise
the cost of each procedure, but it would also include the
minority population who are either special cases or who have
complications among the entire general study population.
Keeping this in mind, it was decided to include only drug
and test costs within a particular procedure if the drug was
prescribed, or the test requested, of more than one quarter

of the study population for that particular procedure.

It should be noted that 25% was used only as an arbitrary
cutoff point to prevent classifying the minority of patients
with the majority. However, some factors have to be taken
into consideration when examining this number. When a pa-
tient is admitted to the hospital as an inpatient, there is
more time for a physician to prescribe drugs, tests and x-
rays. The shorter length of time that a day surgery patient

spends in the hospital translates into less drugs, tests and

_84_
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x-rays. Therefore, the under 25% of the patients who have
had a test or x-ray requested or drug prescribed that does
not appear among the other 75%, may actually not be special
cases or patients.with complications. These may represent
patients who have had extra tests, drugs and x-rays ordered
because they were admitted to hospital. It was félt, howev-
er, that there had to be some patients admitted to the hos-
pital because they were special cases or had complications
and that a cutoff point was needed to separate these pa-
tients from the rest. Therefore, an arbitrary 25% was cho-
sen. The result may be that this figure is an over estimate
of the actual number of patients who are special cases or
who have complications which would wultimately result in the
procedure costs in the following pages being under estimat-
ed. Should the reverse be true, i.e., the 25% is an under

estimate, then the procedure costs are over estimated.

The per diem and procedure cost for each procedure are
listed below . The figure in brackets indicates the percen-
tage of peoplé that either had the drug prescribed or the

test requested for that particular procedure.
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TABLE 10

Procedure Cost - Dilatation and Curettage

Cost Inpatient Day Surgery
Nursing S 45.38 S 35.11
Supply $ 5.53 $. 2.98
Laundry $ 6.00 $ 5.00
Housekeeping $ 3.50 S 6.50
Administration § 24.43 S 24.43
Plant $ 19.34 $ 19.34
Dietary § 13.00 $ 4.50
Total $117.18 S 97.86
Drugs- Pre-op

Dalmane (88) $ 14 (0)

Morphine(53) § 16 (58) S 16

Post-op

292s(50) S .25 (67) S 25

Dalmane(38) S .07 (0)

Gravol(53) $ 1.65 (42) S .05

Stemetil(25) §$ 4.10 (58) S .80

Dispensing $ 2.28 s 1.52
Sub-Total S 8.35 s 2.7
Tests '

CBC(100) $ 2.08 (0)

Urinalysis(98)$ 1.56 (58) $ 1.56

Serology(100) $ 5.20 (0)

SMA 6,12(25) s 2.08 (0)
Electrolytes(25)S 1.04 - (0)

Haemoglobin(0) (92) § 1.56
Sub-total $ 11.96 s 3.12
Medical Records § 29.78 S 29.78
Operating Room $102.56 $102.56
Total $152.65 $138.24

The average length of stay for a D & C patient was 2.9
days. The final procedure cost was, therefore,
Inpatient Day Surgery
2.9 x $117.18= $339.82 $ 97.86
+ $152.65 + 5$138.24
Total $492.47 $236.10
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This became $169.82 per ihpatient day. This equates to a

52% savings per procedure for outpatient over inpatient sur-

gery.

TABLE 11
Procedure Cost - Laparoscopy
Cost Inpatient Day Surgery
Nursing § 55.30 $ 35.11
Supply $ 5.00 S 2.98
Laundry S 6.00 $ 5.00
Housekeeping $ 3.50 $ 6.50
Administration §$ 24.43 S 24.43
Plant $ 19.34 $ 19.34
Dietary $ 13.00 s 4.50
Tota $126.57 S 97.86
Drugs- Pre-op
Dalmane(81) $ .14 (0)
Morphine(89) .16 (50) $ .16
Atropine(0) (25) $ .15
Post-op
292s(70) S .25 (38) S 25
Gravol(67) $ 1.65 (50) S 05
Dalmane (59) S .07 (0)
Stemetil(26) S 4.10 (38) S .80
Demerol (0) (38) S .65
Dispensin $ 2.28 s 2.28
Sub-total S B8.65 S 4.32
Tests -
CBC(100) $ 2.08 (0)
Serology(100) § 5.02 (0)
Urinalysis(100)$ 1.56 (100) s 1.56
Haemoglobin(0) (100) s 1.56
Sub-total S 16.66 s 3.12
Medical Records S 29.78 S 29.78
Operating Room $102.56 $102.56
Total $157.65 $139.480
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The average length of stay for a laparoscopy was 4 days,

therefore, the procedure cost was,

Inpatient Day Surgery -
4 x $126.57= $506.28 $ 97.86
+ $157.65 + $139.80 ,,
Total $663.93 : $237.66 §

This became $165.98 per inpatient day. This equates to a

savings of 64% per procedure for day over inpatient surgery. |

The average length of stay for a n.r.i. hernia was 5.5

days. Therefore, the total procedure cost was,

Inpatient Day Surgery i

5.5 x $119.17= $401.50 $ 97.86 j
+ $165.00 - +5134.05
Total $566.50 $231.91

This became $103.00 per inpatient day. This equates to a
savings of 59% per procedure for outpatient over inpatient

surgery.

The average length of stay for a breast biopsy was 3.4

days. The cost per procedure was, therefore,

Inpatient Day Surgery
3.4 x$114.79= §390.29 $ 97.86
+ $154.73 + $141.58

Total $545.02 $239.44
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TABLE 12

Cost Inpatient
Nursing S 44.84
Supply $ 8.06
Laundry $ 6.00
Housekeeping $ 3.50
Administration § 24.43
Plant $ 19.34
Dietary $ 13.00
Total $119.17
Drugs- Pre-o

Dalmane (40 S .14

Morphine(52) § .16

Atropine(28) ¢ .15

Post-op

Demerol (68) S .65

Codeine(44) $ .48

Dispensing S .28
Sub-total S 23
Tests

CBC(100) S .08

Serology(100) $ .20

Urinalysis(100)$ 1.56

SMA 6,12 (56) § 2.08

Chest x-ray(64)s 5.00

EKG (56) $ 12.47
Electrolytes(56)$ 1.04

Haemoglobin(0)
Sub-total S 29.43
Medical Records § 29.78
Operating Room $102.56
Total $165.00

Procedure Cost - Non-Recurrent Inguinal Hernia

89
Day Surgery
$ 35.11
S 2.98
$ 5.00
$ 6.50
S 24.43
$ 19.34
$ 4.50
$ 97.86
(0)
(0)
-(100) § .15
(0)
(0)
s .38
S .15
(0)
(0)
(0)
(0)
(0)
(0)
(0)
(100) § 1.56
s 1.56
$ 29.78
$102.56
$134.05

This became $160.30 per inpatient day. This equates to a

56% savings

surgery.

per procedure

for day

surgery over

inpatient
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TABLE 13
Procedure Cost - Breast Biopsy
Cost ‘ Inpatient Day Surgery
Nursing S 36.95 $ 35.11
Supply : $ 11.57 $ 2.98
Laundry S 6.00 . $ 5.00
Housekeeping $ 3.50 $ 6.50
Administration § 24.43 S 24,43
Plant S 19.34 $ 19.34
Dietary $ 13.00 $ 4.50
Total $114.79 $ 97.86
Drugs—- Pre-o
Dalmane(43 $ .14 (0)
Morphine(64) $ .16 (67) $ .16
Post-op
Gravol(93) $ 1.65 (33) $ .05
Demerol(86) S .65 (33) S .65
Codeine(64) S .48 (33) S .48
Dalmane(36) S .07 (0)
Stemetil(0) (33) $ .80
Dispensing $ 2.28 s 1.90
Sub-total S 5.43 S 4.04
Tests ‘
CBC(93) $ 2.08 (33) $ 2.08
Serology(100) $ 5.20 (0)
SMA 6,12 (93) $ 2.08 (0)
Urinalysis(86)$ 1.56 (67) S 1.56
Electrolytes(79)s 1.04 (0)
Chest x-ray(36)$ 5.00 (0)
Haemoglobin(0) (33) s 1.56
Sub-total $ 16.96 § 5.20
Medical Records § 29.78 S 29.78
Operating Room $102.56 $102.56
Total $154.73 $141.58

The average length of stay for a cataract patient was 5.8
days. Therefofe, the cost per inpatient procedure was,
5.8 x $108.13= $627.15
+ $187.00
Total $814.15
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TABLE 14

Procedure Cost - Cataracts:

Cost ' Inpatient Day Surgery
Nursing $ 34.00 $ 35.11
Supply S 7.86 $ 2.98
Laundry $ 6.00 $ 5.00
Housekeeping $ 3.50 $ 6.50
Administration § 24.43 S 24.43
Plant $ 19.37 $ 19.37
Dietary $ 13.00 S 4.50
Total $108.13 S 97.86
Drugs—- Pre-op

Diamox(78) S .54

Valium(83) S .35

Demerol(78) S .65

Atropine(77) § .15

Chloral Hy(50)$ .02

Neosynephrn(42)$ 3.02
Mydriacyl(36) § 7.74
Dalmane(28) S .14

Post-op

Gravol(33) $ 1.65

Codeine(92) S .48

Chloromyctn(33)s 2.83

Atropine(78) .15

Metimyd(50) s 3.29

Stemetil(42) § 4.10

Dispensing $ 5.32
Sub-total S 30.43
Tests

EKG (81) $ 12.47

Chest x-ray(81)s 5.00

SMA 6,12 (72) s 2.08

Urinalysis(89)s 1.56

cBC(86) S 2.08
Sub-total S 24.23
Medical Records S 29.78

56

Operating Room $102.
Total $187

This became $140.37 per inpatient day.
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With a cataract operatibn, cost comparison assumptions
have to be made for day surgery as no cataract operations
were done on a day care basis in 1980. The basic costs for
day surgery would have remained the same at $97.86. More
than likely, only a haemoglobin and a urinalysis test would
have been required. The combined cost for thesé tests was
$3.12 plus O.R. costs of $102.56 and a medical records cost

of $29.78 for a total of $135.46.

Only with the drug costs could more than one assumption
be made. Assuming the drug costs for both inpatients and
outpatients had remained the same at $30.43 (including dis-
pensing costs), the day surgery cost would have been .
$263.75. The savings per procedure would have been 68%.
However, in three of the four preceding procedures, the day
surgical drug costs were one third or less of the inpatient-
drug costs. Therefore, making day surgery drug costs a more
reasonable 50% of the inpatient drug costs would have led to
a day surgery cost of $248.54. This would have meant a sav-

ings of 70% per procedure.

The average length of stay for haemorrhoids was 5 days,
therefore, the inpatient procedure cost was,
5 x $114.82= $574.10
*+ $171.63
Total $745.73

This became $149.15 per inpatient day.
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TABLE 15

Procedure Cost - Haemorrhoids

Cost Inpatient Day Surgery
Nursing S 36.95 $ 35.11
Supply $ 11.57 5 2.98
Laundry S 6.00. s 5.00
Housekeeping $ 3.50 $ 6.50
Administration § 24.43 $ 24.43
Plant $ 19.37 $ 19.37
Dietary $ 13.00 $ 4.50

. Total $114.82 S 97.86
Drugs- Pre-op
Morphine(70) $ 16
Dalmane(70) S 14
Post-op

Demerol(90) S .65

Gravol(70) $ 1.65

Metamucil(70) $ .32

Mineral 0il1(60)$ .18

Stemetil(40) $ 4.10

Dispensing $§ 2.66
Sub-total S 9.86
Tests ‘

SMA 6,12 (100)s 2.08

Urinalysis(90)$ 1.56

CBC (90) S 2.08

Serology(90) $ 5.20

Chest x-ray(50)$ 5.00

EKG (40) S 12.47
Electrolytes(40)s 1.04
Sub-total S 29.43
Medical Records $ 29.78
Operating Room $102.56
Total $171.63

The same cost assumptions that were made for Cataract

surgery can be made for haemorrhoid day surgery,

these procedures

1980 either,

were performed on

The basic and test, O.R.

as none of
an outpatient basis in

and medical records
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costs would have remained fhe same at $97.86 and.$l35.46,
respectively. If inpatient and outpatient drug costs had
remained the same, a day surgery cost of $243.18 would have
resulted. This would have resulted 1in a 67% savings per
procedure. . Reducing the day surgery drug cost by 50% would
have led to a 68 % savings per procedure for day surgery

over inpatient surgery.

The study would not be éomplete, before proceeding on to
the final sections, if it did not include the arbitrary hos-
pital per diem rate and how it is figured. The information
used to derive this figure comes from the 1980-81 Annual Re-

turn of Health Care Facilities - Hospitals, Part One.

The total operating expense of the University of Alberta
Hospital for 1980-8l1 was $102,424,959 (Pg 12 No 10). This .
operating expense includes many areas that would not normal-
ly be included 1in a patient per diem rate. Consequently,
these expenses are subtracted from the total expense. The
calculations involved in deriving the per diem rate are sum-

marized in Table 16.

The total number of patient days in 1980-81 was 311,370.
If everything was included in the per diem rate, then the
per diem rate for 1980-81 was $328.94 (5102,424,959 /
311,370). 1If they were not included, then the per diem rate

was $277.69 ($86,464,986 / 311,370).
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TABLE 16
Arbitrary Hospital Per Diem Rate
Total Operating Expenses (Pg 12 No 10) $102,424,959
Clinic Expenses (Pg 10 No 1-4) S 4,063,164
Sub-total S 98,361,795
Depreciation of Loan (Pg 11 No 20) S 60,734
Commissioning-HSC (Pg 11 No 21) S 510,996
Public School (Pg 11 No 22) S 8,735
Educational Programs (Pg 11 No 7) $ 9,316,532
Special Research . (Pg 12 No &) $ 1,975,880
Staff Education Pgms (Pg 12 No 5) S 23,932
Total S 86,464,986

The first per diem rate above is the standard hospital
per diem rate. The second rate has been included for the

purposes of a better comparison with the procedure costs.

It should be noted that the hospital per diem rate is
flawed in that it makes no distinction between medical or
surgical patients or between short term units e.g., obstet-
rics and long term units e.g., rehabilitation medicine. It
is just the siﬁple division of the total operating expenses

by the total number of patient days.

The hospital per diem rate is presented as an example of
what not to use when calculating procedure costs. Not -only
is it arbitrafy, but in this case it is almost twice as
great as the largest per diem rate of the six procedures

presented in this study (as derived from the procedure cost
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divided by the average length of stay), that being $169.82

per diem for a D & C.

It is obvious from the information preéented thus far
that the potential savings from a greater substitution of
outpatient for inpatient surgery could have been great.
Within the six procedures preseﬁted above, the savings would
have ranged from 52 to 70% per procedure. Multiplying these
savings by the total number' of inpatient procedures done in
1980 would have yielded a significant savings. However, it
would be very naive to think that all the inpatient proce-
dures could have been done on a day care basis. The rest of
this chapter is devoted to attempting to derive a percentage
of inpatient procedures that could have been done 1in day

surgery taking into account the restrictions on a potential

day surgery patient.

5.1 COST SAVINGS

The restrictions that preclude 100% substitution of day
for inpatient surgery are, as mentioned earlier in this stu-
dy, pre- or post-operative complications, age over 65 and

living further than 180 km from the hospital,

For each procedure, the overlap of people into more'than
one of the above categories was eliminated so that they
would not be counted twice. Once these numbers were to-
talled, the result was a percentage of the number of cases

studied that could not be done on a day care basis.
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Each procedure with the corresponding percentage of day
surgery ineligibles and how these figures were derived, is

outlined on the following pages.

Dilatation and Curettage

In the 40 cases studied, there were 2 people over 65(2%),
3 with pre-op complications (7.5%) and 2 that lived over 180
km away (5%). This means that 7 of the 40 patients studied
would have been ineligible for day surgery however, one of
the over 65 patients was one of the patients who lived over
180 km away, therefore, 6 of 40 were ineligible. This re-
sults in a 15% ineligibility rate which means that up to 85%

of the D & Cs studied could have been done in day surgery.

Laparoscopy

Of the 28 cases studied, 1 was over 65(3.7%), 7 had pre-
op complications (26%) and 8 lived too far away (30%) for a
total of 16 of 28 or 57%. There was alot of overlap pre-
sent. The one patient over 65 was admitted with complica-
tions as were 3 of the patients who lived over 180 km away.
This then reduces the number of ineligibles from 16 to 12 of
28. The ineligibility rate was 43%, meaning up to 57% of
the total number of laparoscopies could have been done in

day surgery.
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Non-Recurrent Ingquinal Hernia

Of the 25 cases studied, 7 patients were over 65(28%), 6
had pre-op complications (24%), 1 developed post-op compli-
cations (4%) and 7 patients lived further than 180 km away
(28%). This totals to 21 of 25 or 84%.  However, of the 6
people with pre-op complicatioﬁs, 4 were over 65, the 1
post-op complication was over 65 and 3 of the 7 people who
lived over 180 km away were’over 65. As well, the 1 post-op
complication and 1 patient with pre-op complications lived
further than 180 km away. This reduces the number of ineli-
gibles from 21 to 15 of 25 or 60%. The ineligibility rate
was, therefore, 60%, which means that up to 40% could have

been done in day surgery.

Breast Biopsy

Of the 14 cases studied, no patients were over 65, 2 pa-
kients had pre-op complications (14%), 2 were admitted after
surgery for possible mastectomies (14%) and no patient lived
further than léO km away. Thére was no overlapping, there-
fore, the ineligibility rate was 29% which means that up to

71% could have been done in day surgery.
Cataracts

Of the 36 cases studied, 22 patients were over 65(61%), 8
patients had pre-op complications (22%), 1 had post-op com-

plications (3%) and 6 patients lived further than 180 km
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away (17%). Five of the 7' with pre-op complications and 5
of the 6 people living further than 180 km away were over
65. The number of ineligibles remains at 22. The ineligi-
bility rate was, ~therefore, 61% which means that up to 49%

could have been done in day surgery.

Haemorrhoids

Of the 10 cases studied,. there was 1 patient over 65, 2
with pre-op complications and 1 who lived further than 180
km away. One of the 2 patients with pre-op complications
was over 65 which results in an ineligibility rate of 10%

meaning up to 90% could have been done on a day care basis.

When the ineligibility rates, or the converse eligibilty
rates, for éach procedure had been established, the possible
cost savings for these six procedures, based on 1980 data,
were computed. It involved multiplying the eligibility rate
by the total number of cases in 1980 for that particular
procedure. This, in turn, was multiplied by the procedure
cost for inpaﬁient surgery. The resulting day surgery
procedure cost was subtracted from the inpatient cost to

give the total possible savings.

Dilatation and Curettage

The eligibility rate for D & C was 85%, the cost per in-
patient procedure was $492.47 and the cost per day surgical

procedure was $236.10. In 1980, 396 inpatient D & Cs were
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done. The resultant savinés, if 85% of the D & Cs had been
done in day surgery, would have been,

(.85 x 396) = 337 procedures. 337 x 492.47 = $165,962.39
337 x 236.10 = § 79,565.70

Potential Savings S 86,396.69.

This would have been a 52% savings.

Laparoscopy

The eligibility rate for laparoscopies was 57%, the inpa-
tient procedure cost was $663.93 and the day surgical proce-
dure cost was $237.66. In 1980, 270 inpatient laparoscopies
were done. The resultant savings, if 57% of inpatient la-
paroscopies had been done in day surgery, would have been,

$102,245.22

(.57 x 270) = 154 procedures. 154 x 663.93
154 x 237.66 = $ 36,873.76

Potential Savings § 65,645.58.

This would have been a 64% savings.

Non-Recurrent Inguinal Hernia

The eligibility rate for hernias was 40%, the inpatient
procedure cost was $566.50 and the day surgery procedure
cost was $231.91, In 1980, 254 non-recurrent inguinal her-
nia operations were done on an inpatient basis. The resul-
tant savings,. if 40% of all the hernia operations had been
done in day surgery, would have been,

(.4 x 254) = 102 procedures. 102 x 566.50 = $57,783.00°
102 x 231.91 = $23,654.82
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Potential Savings $34,128.18.

This would have been a 59% savings.

Breast Biopsy

The eligibility rate for breast biopsies was 71%, the in-
patient procedure cost was $545.02, the day surgery proce-
dure cost was $239.44 and in 1980, 137 breast biopsies were
done on an inpatient basis. The resultant savings, 1if 71%
of the breast biopsies had been done in day surgery, would
have been,

(.71 x 137) = 97 procedures. 97 x 545.02 = $52,866.94

'

97 x 239.44 = $23,255.68

Potential Savings §$29,641.26.

This would have been a 56% savings.

Cataracts

The eligibility rate for cataracts was 48%, the inpatient
procedure cost was $814.15, the day surgery procedure cost
was $248.54 and in 1980, 350 cataract operations were per-
formed on an inpatient basis. The resultant savings, if 41%
of the cataract operations had been done on a day surgical
basis, would have been,

(.41 x 350) = 144 procedures. 144 x 814.15 = $117,237.60
| 168 x 248.54 = § 35,789.76

Potential Savings $ 81,447.84.

The resultant savings would have been 70%.
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Haemorrhoids

The eligibility rate for haemorrhoids was 90%, the inpa-
tient procedure cost was $745.73, the day sﬁrgical procedure
cost was $238.25 and in 1980, 90 procedures were done on an
inpatient basis. The resultant savings, if 90% of all hae-
morrhoid operations had been déne in day surgery, would have
been,

(.90 x 90) = 81 procedures. 81 x $745.73 = $60,404.13
81 x $238.25 = $19,298.25
Potential Savings $41,105-.88.

The resultant savings would have been 68%.

Total potential savings for the six procedures would have
been,
Total inpatient procedure costs = $556,499.28
Total outpatient procedure costs= $218,133.85
Total Potential Savings $338,365.43.

This would have been a 61% savings.



Chapter VI

"DISCUSSION AND CONCLUSIONS

It is obvious from the data. presented in this‘study that
the potential savings from the substitution of day surgery
for inpatient surgery are great. While these savings const-
itute only 0.3% of the 1980 operating expenses, it should be
realized that this study only examines the potential savings
associated with six procedures. There are presently approx-
imately 60 approved day surgical procedures in seven diffe-
rent divisions of medicine at the U.A.H. Considering that
over 17,000 inpatient operatiqns were performed in 1980,°¢°
if even 30% of these procedures (5,610 cases) had been done .
in day surgery, the savings would have been extremely large.
At a low estimate of $500.00 per inpatient procedure and a
high estimate of $275.00 for a day surgical procedure, the
savings would have been greater than $1,260,000. This would

have been over 1% of the 1980 operating expenses.

It should be realized, as well, that substituting day
surgery for inpatient surgery would lead to a ripple effect
in terms of savings. Since it has been estimated that.clos—
iﬁg four beds on any U.A.H. ward would reduce nursing re-

quirements by one R.N., the statistics presented above would

‘° U.A.H. Dept of Surgery Annual Report, 1980.
- 103 -
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have resulted in a nurse staff reduction of 855 nursing
shifts over the course of the year. This translates to 285
nurées over the course of the year. ‘At a salary of
$1,872.00 per month, the savings would have been $1,872.00 x
12 months x 285 nurses = $6,402,240. Add to this the re-
duced number of meals, less housekeeping personﬁel, espe-
cially at night, and reduced laundry and linen costs and the
total savings are a substantial part of the operating ex-

penses.

The key to this whole study 1lies in the phrase 'if the
beds were closed'. Only the direct substitution of day sur-
gery for inpatient surgery will result in savings. If the
beds are not closed two possible results could occur. Eith-
er the beds would be filled with more severe cases or the
beds would be filled with unnecessary cases. This study is
not in the position to argue which of the two results would
be more likely to occur, however, the one result that would
definitely occur would be increased costs. In these cir-
cumstances thé costs for day surgery would simply be added

on to the present operating expenses of the hospital.

This study 1is espécially relevant at the present time
given the fact that budgets are being cut back or increased
only marginaliy resulting in the closing of beds to try and
better meet the budget. This has happened at the Je@ish

General Hospital in Montreal where 50 beds have been closed
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to try to meet the budget and in Alberta, where the Provin-
cial Government is only approving 854 beds at the new Health
Sciences Centre instead of the 999 beds presently approved
at the U.A.H. As well, there is a large shortage of nursing
staff in Canada and the U.S. Day surgery is an alternative
to cutting programs to meet these greater restrictions being

put on the hospitals.

6.1 STRENGTHS AND WEAKNESSES

Every study has its strengths and weaknesses and this

study is no exception.

One weakness in this study has to do with the data. The
severity of the weakness however, 1is in the eyes of the
reader. It is extremely difficult to come up with precise
data for all the costs examined. Derivation of some of
these costs required determination and ingenuity. However,
different readers may have completely different perceptions
of what data should have been examined to come up with a
cost per procedure. The data and costs studied here, are
the data and costs the author perceived as being important

and necessary in any Study of this nature.

Some of the costs presented in this study have a flaw
which should be mentioned here. This flaw is over estima-
tion and 1is relevant to the costs per patient and per pa-

tient day that were derived by dividing the total operating
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cost of the particular deparfment by the total number of pa-
tient days. It should be recognized that these operating
costs include costs which were not directly involved in ser-
vices to inpatients or day surgery patients. Examples in-
clude costs from administration, plant and medical records
that had not been apportioned -to outpatients or emergency
patients who were not admitted. Another example is the op-
erating room costs. Costs . per patient were derived by di-
viding the operatiﬁg budget by the total number of proce-
dures, yet time, which is a very important factor, was not
taken intd account. The cost per patient here assumes that
all procedures take the same amount of time and that the
O.R.s operate 100% of the time. These assumptions are such
because it is difficult to isolate time and to get more pre-
cise costs but it should be recognized that these assump-
t@ons are partly incorrect. By neglecting the apportionable
costs, the cost per patient or per patient day becomes in-
flated which results in the procedure cost becoming inflat-

ed.

This leads to two other potential weaknesses. The first
deals with the fact that this study only examines short or
intermediate run cost savings. While it may be argued that
the study should have examined long term savings, it sﬁould
be realized that the potential savings in the long run
would, at this point, be purely speculative. Projecting in-

creased costs of supplies, equipment, staff salaries, capi-
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tal expenditures and future.budgets would be a difficult, if
not impossible, task. This study examines potential savings
based on 1980 dollars with much of the data, such as the
1980 operating expenses, presently available. In a long
term study everything, including capital expenses, would be
variable. One result may be the rearranging of tﬁe physical
facilities. The effects of something as complex as the re-
arranging of the physical facilities, are difficult to pred-
ict. It 1is no use predicting future long range savings,
when the changing patterns of health care delivery may inva-

lidate the data or the results.

The other potential weakness is the lack of calculation
of the social costs and benefits of day surgery. These were
not examined for two reasons.  Firstly, wunlike the U.S.,
there are next to no out of pocket costs for the consumer of
health care in Canada. The Canadian social costs involve
travel and time 1lost from work. It should be intuitively
obvious that a reduced length of stay in the hospital would
reduce these éosts. Secondly, this study examines potential
savings to the hospital and not to the patient, therefore,

social costs were not examined.

A medical limitation of this study that has to be consid-
ered, is the fact that some patients may not have been sui-
table for day surgery due to their mental condition. Day

surgery requires that a patient be in a positive frame of
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mind. If the patient exhibits any anxiety or 1is dead set
against day surgery, it is advisable that the patient have
the procedure done on an inpatient basis. . The information
about the patiené‘s mental attitude towards day surgery
would probably not be evident 1in a medical record. There-
fore, the percentage of patients eligible for déy surgery,
i.e. the eligibility rate, may be exaggerated due to this

fact.

There is also a form of medical limitation on the data
itself. Since, in the case of four of the six procedures
selected, 1less than 15 total procedures were performed in
1980, the total population to chose from was small. As
well, since only a representative sample was required, the
sample size became even smaller. What should be noted here
is that the percentages associated with these small sample
sizes can be deceiving and this should be taken into account

when examining the data.

The strength of this study 1is its wuncomplicated nature
and its ease of understanding. It is spelled out clearly
that the cost savings could be great if a greater substitu-
tion of day for inpatient surgery were to occur and it is
spelled out in a logical step by step formula. This results
in a relative ease of reproducing this study with different
procedures at different times. A minimum amount of digging

is required to come up with potential savings for any proce-
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dure a physician or adminiétrator wishes to examine. To re-
plicate this study the first time, basic information 1is
needed from only five departments. The ‘Hospital Services
Departmeﬁt can provide the data on laundry, dietary and hou-
sekeeping costs. The lab and radiology costs can be ob-
tained from the lab and radiology departments. Drug costs
can be obtained from the Pharmacy. Nursing and supply costs
can be obtained from the Nursing Department and medical re-
cords can be obtained from the Medical Records Department.
Providing all the yearly information is obtained for the
first study; subsequent studies, in the same year, require
only a visit to the Medical Records Department. It is a
very easy model to follow and should result in a fairly ac-

curate estimate of potential savings.

6.2 CONCLUSIONS

One major weakness that should be mentioned, is the weak-

ness of the Canadian health system.

The present method of financing hospitals results in lit-
tle or no incentive for either the hospitals or the patients
to change their habits. The global budgeting system, where
the hospital usually receives its last years budget plus a
little more to offset inflation, results in a stagnant sys-
tem. Hospital costs are really the cost per patient or per
diem rate multiplied by the number of patients. These hos-

pital costs are, or should be, equal to the hospital sales.
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Hospital sales are the‘ average income per employee
multiplied by the number . of employees plus the supplies,
drugs, food and anything else needed in a hospital.¢! Since
hospital costs are supposed to equal sales, cutting costs

must result in a reduction of sales.

A decrease in supplies uéed would account for only a
small percentage decrease in total sales. The rest must
come from either reduced bay or reduced staffing. It has
already been shown what reduced staffing e.g., R.N.s, would
mean to the hospital in terms of savings but it can be guar-
anteed that a staff reduction would not be an easy task to

accomplish, especially given the unions.

What this means is that there is a disincentive among
hospital employees to reduce costs because reduced costs
lead to reduced numbers of staff. From the administrator's
point of view, reduced costs from increased day surgery me-
ans saving the provincial government's money but staff cuts
would not make him or her very popular. For physicians, the
incentives are the same whether a patient is admitted to the
hospital as an inpatient or a day surgical patient. Lastly,
the patient, since aimost all his hospital bills are paid by
the Medicare system, has no incentive, either. There is no

extra cost to the patient, i.e. out of pocket, whether the

¢! Evans,R. & Robinson,G., "Surgical Day Care: Measurement
Of The Economic Payoff" in CMA Journal, Nov. 8, 1980, jolej
879. ,
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patient stays in the hospital one day or one week. With the
patient's sick leave benefits from work, it may even pay for

him or her to be in the hospital longer.

How does one resolve a situation where the only group
that has has a real incentive to reduce hospital costs is
the Provincial Government? One way is to possibly have in-
centives for the hospital to increase the volume of proce-
du;es done in day surgery.' However, does a community really
need more surgery? Or would more unnecessary surgery be

done just to maintain cost levels?

There is no real answer to any of these questions. Evans
suggests possibly shifting incentive so that every hospital
in the region, except the one increasing -its day surgery,
would have to reduce its number of inpatient beds.‘? This
would create inter-hospital, intra-region rivalry to in-
crease day surgery and would, in effect, be forcing bed res-
trictions, Even Evans in a 1980 article, realizes this so-

lution has its flaws.

This study recognizes the fact that day surgery should be
the direction of the future both medically and economically,
and with the proposéd model and examples from the U.A.H.
provided, is meant to spark the interest of pursuing a more
intensified effort in this direction. However, unless some

incentives are created to replace inpatient surgery by day

¢? 1bid, pg 8BO.
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surgery and to close the beds, the economic aspect of day

surgery will fall far short of its promise.
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Appendix A

POSSIBLE DAY SURGERY PROCEDURES

The following pages contain a sample of day surgery
procedures that are presently being done in two hospitals as
well as, two other opinions of possible day surgery proce-
dures. The four sections are:

a) Present procedures at the University of Alberta

Hospital,

b) Present procedures at the Ottawa Civic Hospital,

c) Possible procedures as suggested by the Working Group

on Special Services in Hospitals,

d) Possible procedures as suggested by T.R. O'Donovan.
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YROCEDUR:S v L 8.

GENZRAL SURGERY

EXCISIONS OF BREAST TUMOURS
GANGLIONECTOMY .
HAEMORRHOIDECTOMY
FISTULECTOMY

ANTAL FISSURE

RECTAL POLYP

FRENULECTOMY OF TONGUE
HERNIORRAPHY

LAPAROSCOPY

REMOVAL OF FOREIGN BODY
EXCISION OF SUBCUTANEOUS TUMOURS
MUSCLE BIOPSY

LYMPHNODE BIOPSY

PILONIDAL CYST

EXCISION OF SKIN LESIONS
THYROGLOSSAL CYST

VARICOSE VEIN =74~ iarfl

H
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DENTAL SURCERY

EXTRACTIONS OF TEETH

REMOVAL OF IMPACTED TEETH

REMOVAL OF SUPER-NUMERY

BIOPSY

EXCISION OF SMALL CYSTS AND BENIGN TUMORS

I & D ( INCISION AND DRAINAGE)

COMPREHENSIVE DENTAL CARE OXN RETARDED PATIEKNTS
COMPREHENSIVE DENTAL CARE ON APPREHENSIVE PATIENTS
FRACTURE WIRING

OTHER MNINOE SURGICAL PROCEDURES
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OPTALMOLOCY

Majority of procedures can be done under General or Local Anaesthesia
depending on circumstances.

1. EXAMINATION UNDER ANAESTHESIA with or without special tests

f6. caTaract

a. Cornea
b. Glaucoma
c. Retina

LID PROCEDURES - nearly all including current " Major"

£

- Xanthoma

- Tarsorraphy

- En-Ectropion Repair

- Lid Tumours - Chalazia etc. etc.

LACRIMAL PROCEDURES - naso lacrimal probing
possible'insertion of sialistic tubes

[6>]

4. CORIEO - scleral pterygium need corneal instruments

dermoids etc. in difficult cases

removal of scleral buckle (retinal setup)

5. GLAUCOMA procedures ;

~ Needling ;
- Trabeculectomy or trabeculotomy ' laser ' operations ‘ |
~ Cryotaerapy ( see equipment retinal list) ’ ;

After cataract procedures, needling ( laser needling equipment)

NB Cataract requires following instruments in addition to operating
microscope with X-Y translator facilities

Phako Fragentator ( $ 60,000 )

YWitvrmanivm Amvmd madaw aonn
ST T rvonun LAoanatraTnoY ( - o ‘JUO \

Laser ) ( S 30,000 - 60,000 )

[ 7. STRABISMUS - virtually all types

fﬁS. RCTINA, CILIARYBODY, VITREOUS - special instruments required

Laser ($30,000 - 60,000) retinal gryotherapy machine (335,000
Vitrectomy (Ocutome 535,000 ) or less

9. ORBIT (Uncommon) Removal of benign ant. orbital tumours only
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CARDIO VASCULAR SURGLRY

‘CHANGE OF PACE MAKER BATTERY
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GYNECOLOGICAL SURGERY

i
i

éBARTHOLIN CYST REMOVAL
jCRYOSURGERY OF CLERVIX
gDILATATION AND CURETTAGE
iEXCISIONS - CERVICAL POLYPS

LESIONS OF VAGINA

~ VAGIZIAL SEPTUM

VULVA & PERINLUM

LAPAROSCOPY
TUBAL LIGATION
THERAPLUTIC ABORTION
- ASPIRATIOX CURLTTAGE

(less than 12 weeks)




| e

ORTHOPAEDIC SURGCLRY

Carpal Tunnel Decompression

Closed Reduction

Finger nail or Toe nail Removal

Joint Manipulation

Removal of Internal Fixation Devices
Tendon Repair '

Tendon Release

Minor amputations

Nerve releases ( carpal tunnel, ulnar,
Dislocations

Foot-Bunionectomy
-plantar lasciotomy
-hammer toes repair
-Morton's neuroma
-amputation of toe or finger
-sesamoidectomy
-metatarsal osteotories
-iloffman procedure
-Bursectomy

Suitable fracture treatment
Ganglion excision

Appropriate bone biopsy

Soft tissue excisions and bibpsy
Arthroscopyv

Retinacular releases

Excision outer end of clavicle
Partial Dupuytren's excision
Change of cast

Exostosectomy

Meniscctony

digital)




OTOREINO LARYNGOLOGICAL SURGLCRY

DIRECT LARYNGOSCOPY

ESOPHAGEAL DILATATION

PRE AURICULAR CYST

MYRINGOTOMY

TYMPAXOPLASTY

TONSILLECTOMY AND ADENOIDZCTOMY

MOST NASAL PROCEDURES INCLUDING
ANTRAL PUNCTURE
RIINOPLASTY
SUBMUCUSRESECTION
SEPTAL RECONSTRUCTION
POLYPECTOMY

TURBINECTOMY




PLASTIC SURGERY

HAND SURGERY
Tendon nerve repair, minor amputations, carpal tunnel release,
ganglioneétomy, arthroplasty, silastic implants etc.

: SURGERY INVOLVING SKIN AND SUBCUTANTCOUS TISSUE |

_ Scar Revision

Removal of benign and maligant skin and soft tissue tumours

- Skin grafting procedures (either full thickness or split thicknessj
- Removal of Axilliary Sweat Glands ;
BREAST SURGIRY

- Silastic breast augmentation; wuni or bilateral

1

Minor breast reduction

Mastopexy procedures where primarily skin is removed

Gynecomastia
COSMETIC PROCEDURES

- Otoplasty

Rhinoplasty, submucous resection

- Face Lifts

- Blepharoplasty
FACIAL FRACTURES

- Fractured noées

- Fractured Malars

- Wiring of teeth for minor fractures of the mandible
MINOR ORAL SURGERY
PROSTHETIC IMPLANT, CHIN, NOSE, MALAR

DCRMABRASION




CROLOGICAL PROCEDURES

DAY SURGIRY

Circumcision

Needle biopsy of prostate
Testicular biopsy
Orchidopexy '
Orchidectomy

Vasectomy

Vas Reanastomosis
Spermatocoelectomy
Varicocoelectory

Biopsy of penis

CYSTOSCOPY
Cysto
Ureth. Dil.

Meatotomy & Panendoscopy




- GEIITRAL SURCERY

Surgical Day Care Service
Ottawa Civic Hospital

CPERATIVE PROCEDURE

Release of Tennis Elbow
Tendinoplasty

Excision grar—loma wound
Revision of scar tissue
Excision of naevus
Excision of mole (various)
Excision Keloid tissue

Breast Biopsies with or without quick section

Removal Rectal Lesion
Anal dilatation ( Lord's procedure)
Anal sphincterctomy

Excision rectal polyp with sigmoidoscope with or without snare

Excision peri-anal codylomata
Excision ectopic mammary tissue
Simple mastectomy ‘
Removal or resection of gland
Excision sinus

Removal of sutures

Ligation aneurysm

Artery biopsy

Excision haemangionma

Curettage plantar'wart

Excision bursa b

Fusion of a joint

Removal of screw

Diagnostic Dilatation and Curettage
Frenulum Release

Excision papilloma

Removal screw nail

Excision of skin and subcutaneous tumours
Excision of Sebaceous Cyst

Biopsy of skin, muscle. nerve., fat. nucous merbrane

superficial lumph nodes
Removal of skin lesion

Fulguration of warts

and

e

s i i
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A - GEXERAL SURGERY

OPERATIVE FROCEDURE

Removal of foreign bodies
Removal of toe nails, eithex infected or not

Excision of ganglions

- Minor amputations
Chronic Tenosynovitis repair

- 1 & D hematomas
- 1 & D abscesses
Aspiration of bursa

Ligation of varicose veins

Salivary glands - selected - exploration of ducts
- removal of stones from ducts

- resection of submandibular
and sublingual glands

Excision of intra oral tumours - selected

Electrofulguration of leukoplalkia

Excision of thyroglossal cyst

Drainage of Perianal Abscesses

Biopsy of anal lesion

dernia, selected inguinal
- Excision haemorrhoid tag

b e R AR A A 1 T




B - CYNAECOQLCGY

OPERATIVE PROCEDURE

Hymenectomy

Hymeno tomy

D & C Diagnostic

Diagnostic D & C polypectony .

Diagnostic D & C with cone biopsy

D & C Laparoscopic Tubal Sterilization with or without Falope Ring;

D & C Therapeutic with Berkley
Biopsies - vulva, cervix, breast
Bartholin Cysts - Excision / marsupialization
Abscesses - I & D

Removal / Insertion IUD
Excision vaginal adhesions
Dissection condyvlomata vulvae
Cautery Cervix

Release episiotomy seal
Periniotomy

Vaginal Dilatation

Excision urethral caruncle
Excision labial flap
Colpotomy




OPERATIVE PROCEDURE

a) Hand Surgery - NOTE: For type of Surgery check with

b)

c)

d)

e)

f)
g)
h)
1)
J)

C.R. Booking Clerk

Eg. Tendon nerve repair, minor amputations,
carpal tunnel release, ganglionectomy,
arthroplasty, silastic implants etc.

Surgery involving skin and subcutaneous tissue

Scar Revision :

Removal of benign and malignant skin and soft tissue
tumours

Skin grafting procedures (either full thickness or
split thickness) .

Removal of Axilliary Sweat Glands

Breast Surgery

Silastic breast augmentation; uni or bilateral

Minor breast reduction

Mastopexy procedures where primarily skin is removed
and Gynecomastia

Cosmetic Procedures

Otoplasty :
Phinoplasty, submucous resection
Face Lifts

Blepharoplasty

Facial Fractures

Fractured noses
Fractured Malars
Wiring of teeth for minor fractures of the mandible

Mlinor Oral Surgerv

Prosthetic implant, chin, nose. malar

Derrabrasion

Testicular Implant

Penile Implaﬁt




D

- DENTAL

OPERATIVE PRCCEDURE

Teeth Extrations

Excision maxillary cyst

Alveoplasty

Alveolectomy '

Repair radical antrectomy (prosthesis implant)
Excision of odontoma

Orthodontic procedures




E - ORTHOPArDICS

OPERATIVE PROCEDURE

 Repair Hammer Toe
Metatarsal Osteotomy
Removal hardware - intramedullary rods
- plates
- screws, nails, wires
Removal boney exostosis - general
Soft Tissue Tumours - excision and repair

Other operations on muscle, tendon, fascia, bursa, nerve

Phalangectory

Kellar procedure unilateral
Ganglions

Synovectomy

Arthrotomy

Loose bodies in all joints

Arthroscopy, Arthroscopy with patellar shaver,with menisectomy

Debridement Toe

Manipulation of Joint

Closed reduction of Fractures
Epidural Steroid Injections
Stellate block

Facet injection lumbar spine with image intensifier

R PR A e n e+ -



- YEUROSURGERY

OPERATIVE PROCEDURES

Insertion Carbon Button

Ulnar Nerve Transplant

Carpal Tunnel Syndrome

Angiography

Cranioplasty

Percutaneous Cordotomy with or without image intensifier
Occipital Neurectony

Myelogram

Lumbar Peripheral Block

Gasserian Coagulation with X-Ray Control




G - GENZRAL ANAESTHESIA

OPLRATIVE PROCEDURE

- Epidural Steroid Injection

- Stellate Block

[ e




H - OPT!IALNOLOGY

OPERATIVE PROCEDURE

—— — ——— — — —— —— A — — iy - ——— i — - ————— —

- Xanthelasma of eye

- Tarsorrhaphy

- Entropion repair

- Removal of scleral buckle
- Excision tumour eyelid

- ECA eye

- Removal papilloma

- Excision chalazion

- Pterygium

- Dilatation lacrimal punctum
- Excision granuloma

- Squint

- Repair eyelid

- Glaucoma Needling

- EUA ear

- Polypectony

- Removal of Lesion

- Debridement‘of ear

- Bronchoscopy

- Biopsy Scarlene node

- Myringotonmy

- Mostly done under local

with or without pre-medication.

As most of these patients
are elder, recovery time is
3-4 hours

trabeculectony




J - UROLOGY

OPERATIVE PROCEDURE

- Cysto and Internal Urethrotomy

- Cysto and Meatoplasty

- Cysto and Dilatation

- Cysto and Coagulation bladder. tumour

- Revision of Circumcision

- Biopsy of bladder

- Biopsy of prostate/testes .

- Excision gynaecormastia

- Hydrocoelectomy

- Aspiration of hydrocoelectomy

- Fenueorrhaphy

- Excision scrotal cyst

- Panendoscopy

- Urethroscopy

- Vasography ( unilateral and/or bilateral)
- Vasectomy

- Excision caruncle

- Excision urethral polyps

- Excision condylomata

- Coagulation penile warts, tumours, ulcer

- Hysterosalpingogram




Appendix Ac

Possible Cut-Patient Surgical, Medical and

Diagnostic Procedures

The following list of procedures are those that have been
performed on a day surgery basis. The performance of any of
these procedures in a day surgery unit is always dependant on
the facility, resources and staff (medical and nursing)
available, and also on the limiting factors outlined earlier
in this study. There may be duplications in this list under
various specialties.

General Surgery, Chest Surgery
Abscess, incision and drainage
Baker's cyst, excision
Breast masses, excision
Bronchoscopy
Carbuncle, excision
Cervical node biopsy
Colonoscopy
Colostomy revision
Debridements
Fistulectomy
Foreign body removal (with or without x-ray)
Frenulectomy, tongue
Gastroscopy
Haemorrhoidectomy
Haemorrhoidectomy, thrombotic
Herniorrhaphy, inguinal
Herniorrhaphy, umbilical
Laparoscopy
Lipoma, excision
Lymph node biopsy
lediastinoscopy
Muscle biopsy
Orchidectomy
Orchidopexy
Pilonidal cystectomy
Polypectomy, rectal
Rectal biopsy
Scalene node biopsy
Skin lesions, excision
Thyroglossal duct cyst
Varicocelectomy
Varicose vein ligation
Varicotomy

Gynaecology

Abortion, therapeutic
Bartholin cystectomy




Appendix Ac cont'd

Cervical amputation

Cervical cone

Cautery vaginal cyst

Colpotomy, diagnostic

Condylomata Acuminata (treatment of) |
Cryotherapy (alone) : ;
Cryotherapy with biopsy ' f
Culdocentesis |
Culdoscopy ;
Dilatation and curettage ’
Episiotomy

Excision adhesions of clitoris

Examination under anaesthesia

Hymenotomy

Hysteroscopy

Hysterosalpingogram :

Intrauterine contraceptive device, removal
Laparoscopy

Per ineorrhaphy

Polypectomy, cervical

Saline injection intrauterine therapeutic
Tubal coagulation or ligation

Vulva biopsy |

Oral Surgery

Cystectomy i
Fracture, closed reduction, uncomplicated :
Odontectomy, uncomplicated :
Odontectomy, surgical . ;
Periodontic surgery (full or partial) :

Opthamology

Aspiration of aqueous

Biopsy, conjunctiva or cornea
Cataract by phakoemulsification
Canthus excision

Curettage or cauterization of corneal ulcer
Chalazion

Cryoretinopexy

Cryotherapy

Discission

Ectropion or entropion
Enucleation

Hordeolum, incision and curettage
Iridectomy

Keratotomy
Lacrimal duct probing or reconstruction

Myotomy~--recession or resection

Photocoagulation
Pterygium

Strabotomy, paediatric

Tarsorrhaphy
Therapeutic retrobulbar injections
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Orthopedic and Neurosurgical

Arthrotomy, meniscectomy-

Arthrodesis (phalanges, other joints)
Arthroplasty (phalanges, other joints)
Arthroscopy

Bone graft

Bone reconstruction

Bunion operation

Bursae, removal of (olecranon)
Capsulectomy

Carpal tunnel decompression

Carpal tunnel ligament release

Cast change with manipulation
Exostosis, excision

Fasciectomy (finger, palm)
Fingernail or toenail removal

Fracture, closed reduction (with or without x-ray)

Ganglionectomy

Hammertoes with tenotomies and resection of bones

Hardware, removal

Hardware, removal, hip

Injection of intervertebral disc
Intercostal neurectomy

Manipulation of joints (with or without x-ray)

Medial ligament, knee repair of
Metatarsal heads, excision
Morton's neuroma

Nerve repair

Neuroma (other)

Olecranon spur, excision
Phalangectomy

Plantar wart excision
Tendon repair
Tenosynovectomy

Tenotomy, hand or foot
Trigger finger release
Torticollis repair

Ulnar repair transfer

Otolaryngology

Adenoidectomy and myringotomy
Antral puncture

Arch bars, removal or application
Branchial arch appendages, excision
Bronchoscopy

Cytoscopy

Esophagoscopy

Ethmoidectomy

Excision, foreign bodies

Excision, lesions, skin tags, cysts
Excision, parotid and submaxillary stones
Haemangioma, nostril

Inferior turbinate fracture

Jaw, wiring of

Laryngoscopy
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Laryngeal polypectomy

Limited rhinoplasty

Mastoidectomy

Myringoplasty

Myringotomy with or without tubes
Nasal polyp, removal

Nose, closed fracture reduction
Otoscopy ‘

Pedicle flap transfer

Polypectomy, nasal

Septal reconstruction

Stapedectomy

Sub-mucous resection

Tonsillectomy, with or without adenoidectomy
Tympanoplasty :
Zygoma, reduction

Plastic Surgery

Basal cell, carcinoma, excision
Blepharoplasty (upper, lower or combined)
Cyst excision

Cleft lip repair

Dermabrasion (partial or full)
Cynecomastia, excision

Hair transplantation

Mammoplasty, augmentation or revision
Meloplasty :
Otoplasty

Rhinoplasty

Rhytidoplasty

Scar revisions and relaxations

Skin grafts, minor

Skin lesions, excision, minor
Xanthoma, excision

Urology
Caruncle, excision
Circumcision
Cystectomy, Skene's Duct
Cystoscopy

Dorsal slit '

Fulguration of bladder neck
Hydrocelectomy

Inguinal/Scrotal abscess, incision and drainage
Lithoplaxy

Meatotomy

Prostate biopsy

Retrograde studies (i.e. Pyelograms)
Testes, excision

Urethral dilation

Urethroscopy

Vasectomy

Vasograms
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Medical and Diagnostic Procedures

Bone marrow aspiration and/or biopsy
Cardioversion
Colonoscopy
Electroshock therapy
Esophogeal dilatation
Gastroscopy
Laparoscopy
Liver biopsy
Myelogram

% Paracentesis

? Proctosigmoidoscopy

Renal biopsy

Spinal tap




Appendix Ad

Common Operative Procedures in Ambulatory Surgery

Abscess, incision and drainage
Adenoidectomy and myringotomy
Adhesions of clitoris
Anaesthesia-local,regional, spinal
Arch bars, removal or application
Arthrodesis (phalanges)
Arthroplasty (phalanges)
Arthroscopy

Arthrotomy, meniscectomy
Aspiration of aqueous
Augmentation mammoplasty

Bartholin cystectomy

Basal cell cancer, excision
Benign intraoral lesions
Biopsy, conjunctiva or cornea
Biopsy, vulva

Blepharoplasty

Bone graft

Bone marrow biopsy

Bone reconstruction

Branchial arch appendages,excision
Branchial clefts

Breast implant, removal

Breast masses, excision
Bronchoscopy

Bunion operation

Bursae, removal of

Canthus excision

Capsulectomy

Carbuncle, excision
Cardioversion

Carpal tunnel decompression
Carpal tunnel ligament release
Cast change with manipulation
Cataract by phakoemulsification
Caudal anaesthesia

Cautery, vaginal cyst

Celiac anaesthetic block
Cervical amputation

Cervical cone

Cervical node biopsy
Chalazion

Chemical face peel, limited
Circumcision '

Cleft lip repair

Closed reduction (nose or zygoma)
Colonoscopy

Colostomy, revision

Colpotomy, diagnostic

Cryopexy for retinal tear
Cryoretinopexy

Culdoscopy

Cyst excision

Cystoscopy

Dermabrasion (partial or full)

Dermoid cyst of eyebrow, excision |

Desiccation of condyloma
Dilatation and curettage
Dislocated shoulder or elbow
Dorsal slit, preputial

Ear (prominent, correction)
Ectropion and entropion
Electroshock therapy
Enucliation

Episiotomy

Esophageal dilatation
Esophagoscopy

Ethmoidectomy

Examination under anaesthesia
Excisions, skin tags, lesions

Excision of paroetid, submaxillary ]

stones
Excision of skin tumors
Excision of urethral caruncle
Exotosis, excision
Eye muscle operation- recession

Face lift, limited

Facial and neck lesions, removal
Facial wire, removal
Fasciectomy (finger, palm)
Fissure in ano

Fistula in ano

Fistulectomy

Flap revision

Foreign body excision

Foreign body excision with x-ray
Foreign body removal, ear
Foreign body removal

Fracture, closed reduction
Frenulectomy, tongue (children)
Fulguration of bladder neck
Funduscopic exam in children
Fusion

Ganglionectomy
Gastroscopy |
Gynecomastia, excision

Hair transplantations

Hammertoes with tenotomies and
resection of bones

Hand fasciectomy for arthritis

Hand infections

Hardware removal

Hemangioma, removal, nostril

Hemorrhoidectomy

Herniorrhaphy, inguinal

Hordeolum

|
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Hydrocelectomy
Hymenotomy
Hysteroscopy

Impacted wisdom teeth, removal
Incision and drainage, dental
Inclusion cyst, excision

Inferior turbinate fracture
Inguinal/scrotal abscess, I and D
Intercostal anaesthetic block
Intercostal neurectomy
Intervertebral disc injection
Intraoral biopsy

Indectomy

Jaw, wiring of

Keratotemy
Kidney cannula, revision

Labia lesion, excision
Lacrimal duct probing
Laparoscopy

Laryngeal polypectomy
Laryngoscopy

lesion excision with graft
Limited rhinoplasty
Lipoma, excision

Liver biopsy
Lithoplaxy

Lymph node biopsy

Mammoplasty

Mandibular/maxillary cyst removal
Manipulation of joints

Mass excision with scar revision
Mastoidectomy

Meatotomy _

Medial ligament, knee, repair of
Meloplasty
Metatarsal heads,
Morton's neuroma
Mouth biopsy
Multiple teeth extractions

Muscle biopsy

Myotomy, recession or resection
Myringoplasty .

Nyringotomy, with or without tubes

excision

Nasal fractures
Nerve repair
Neuroma

Odontectomy
Olecranon bursa, repair

Open and closed zygomatic fractures
Open reduction fracture

Oral biopsy

Oral surgery

Orchiectomy

Orchiopexy

Osteotomy

Otoplasty -

Otoscopy

Otoscopy ( with removal foreign body

Palate biopsy
Paracentesis

Pedicle flap, transfer
Pelvic endoscopy
Perineorrhaphy
Feriodontal surgery
Periodontic surgery (full, partial)
Fhalangectomy
Photocoagulation
Pilonidal cystectomy
Placement of dental arches
Plantar wart, excision
Polypectomy, cervical

Poly tubes, removal
Freauricular cyst excision
Preprosthesis surgery
Prostate biopsy

Pterygium

T ST P R

Rectal biopsy _
Reduction of minor facial fractures
Reduction of nasal fractures

Renal biopsy

Resection, bilateral, unilateral
Rhytidectomy with blepharoplasty
Rhytidoplasty

Saline injection, intrauterine
Salivary gland surgery, minor
Scalene node biopsy

Scar revisions and relaxations
Septal reconstruction
Septo-rhinoplasty, limited
Sequestrectomy

Skin grafts, minor

Skin lesions, excision

Soft tissue tumor removal
Spinal tap

Splanchnic block

Stapedectomy

Strabotomy, pediatric

Subdural tap.

Submucous resection
Synovectomy




P

Appendix Ad contld

Tarsorrhaphy

Tendon repair

Tenosynovectomy

Tenotomy, hand or foot

Tension measurements in children
Testes, excision

Testicular biopsy

Therapeutic abortion

Therapeutic retrobulbar injections
Thoracentesis, closed
Thyroglossal duct cyst

Tongue biopsy

Tongue surgery-glossectomy
Tonsilar tag excision
Tonsillectomy

Torticollis, repair

Transvaginal ligation of tubes
Trigger finger release

Tubal coagulation or ligation
Tympanoplasty

Ulnar nerve transfer

Umbilical herniorrhaphy with
Bilateral inguinal herniorrhaphy

Umbilical sinus, excision

Urethral catheter

Urethral dilation in children

Urethroscopy in children

Vaginal stenosis, release
Vaginal tumor, excision
Vaginal web, excision
Vaginoplasty
Varicocelectomy
Varicose vein ligation
Varicotomy

Vasectomy

Vasograms

Ventral femoral hernia
Vermillionectomy

Vulva biopsy

Xanthoma, excision
Z-plasty

Zygomatic arch procedures
Zygoma, reduction




Appendix B

TWENTY FIVE MOST COMMON DAY SURGERY PROCEDURES -
' 1977 (B.C.)

coaes
ICDA-8*% Procedures - Cases
1. 70.2,70.3 Dilatation and curettage of the uterus 12,095
70.4,70.9
2 A4.6,A9.1 Cystoscopy and Urethroscopy 7,938
3 74 .6-74.9 Therapeutic abortion 7,654
b, 99.3,99.4 Restoration of teeth 5,285
99.6,99.9
5. AL.2-Ab4.5 Endoscopy 4,634
6 92.0,92.1 Incision or excision of skin lesion 2,912
7 17.0,17.9 Myringotomy 2,877
8 60.1 Vasectomy 2,474
9. 65.2,A2.3 Breast biopsy 2,459
10 68.2,68.5 Tubal ligation 1,936
11. 88.2 Excision of lesion of muscle tendon & fascial, 734
12. 19.0-19.7 Nasal surgery ' 1,621
13. 88.9 Other operations on muscle, tendon,
fascia and bursa 849
14, 80.8,81.6 Removal or application of fixation device
without manipulation for reduction 800
15. 13.6 Photocoagulation of retina ' 737
16. 78.1 Dilatation and curettage after delivery
or abortion 727
1i?7. 83.0,83.3 Closed reduction of fracture of: wrist,

‘ 84.0,84 .4 elbow, knee or shoulder 696
18. A1.8 Biopsy of stomach and intestines 686
19, 57.1,57.5 ‘Meatotomy; dilation of urethra 658
20. 61.2 Circumcision 652
21. 56.1 Local excision and destruction of lesion

of bladder 613

22. 21.1-21.3 Tonsillectomy and/or adenoidectomy 591
23. 92.4 Removal of nail, nailbed or nailfold 473
24. A5.3 Feritonoscopy 459
25. 92.2 Wide or radical excision of skin lesion 84
TOTAL , 1,94L

# Tnternational Classification of Diseases, Adapted, 8th edition
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Appendix C

MOST COMMON DAY SURGERY PROCE‘.DURES AT U.A.H.

The following pages contain two 1lists of day surgery
procedures at U.A.H. The first list contains U.A.H. statis-
tics corresponding to the procedures presented in Appendix B
with the statistics for the five other most common day sur-
gery procedures presented as well., The second list contains
the U.A.H. 1list of the twenty five most common day surgery
procedures ranked from one to twenty five. Both lists con-

tain inpatient and outpatient data for 1980.
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TWENTY-FIVE SURGICAL PROCEDURES

PERTORMED IN DAY-CARE - 1980
AND TNPATTENT SURGERY!

ICD-9-CM Outpatient* Inpatient**
Codes* Procedures Cases Cases
69.09 Dilation and curettage of uterus 101 396
. 57.32, Cystoscopy, retrograde pyelogram 0 44 :
87.74 ' (no cystos) |(238 cystos)
3. 69.01, Therapeutic abortion 201 166
69.51
4. 23.2, 23.3, |Restoration of teeth 1 35
23.41
? Endoscopy (ICDA-8 codes A4.2-44.5)
86.03-86.09, |Incision/excision of lesion of skin and 50 168
86.3 subcutaneous tissue
20.01,20.09 Myringotomy 144 46
8. 63.73 Vasectomy 1 1 (112 done
as secondary operations)
9. 85.12 Biopsy of breast 13 137
2 10. 66.29, Tubal ligation 174 131
i 66.32, 66.39 :
¥ 11. 83.32, Excision lesion muscle, tendon, fascia 1 11
] 83.39, 83.42
; 12. Nasal surgery (ICDA-8 codes 19.0-19.7)
% 13. 83.99 Other operations on muscle, tendon, fascia 0 0
: and bursa
2 14. 78.5_, Removal or application of fixation device 26 104
g, 78.6_ without manipulation for reduction
£:
il 15, 14.23, Photocoagulation of retina 0 4
% 14.24, 14.253 14.33, 14.34, 14.35, 14.53, 14.54, 14.55
i
q 16. 69.02, Dilation and curettage after delivery or 1 225
i 69.52 abortion
17. 79.71, Closed reduction of fracture of: wrist, 1 16
79.72, elbow, knee or shoulder
79.73, 79.76
18, 44.15, Biopsy of stomach and intestines 0 264
45,15, 45.26] 45.27
19. 58.1 or 58.5|Meatotomy; dilation of urethra 0 0
with 58.6
20. 64.0 Circumcision . 16 20
: 21. 57.49, Local excision and destruction of lesion 0 106
i 57.59 of bladder

i



OUTPATIENT/INPATIENT SURGERY - continued - page 2 Outpatient Inpatient
Cases Cases
22. 28.2, 28.3, Tonsillectomy and/or adenoidectomy 83 117
28.6
23. 86.23 Removal of nail, nailbed, or nailfold 4 5
24, 54.21 Peritoneoscopy (laparoscopy) 66 270
25. 86.4 Wide or radical excision of lesion skin 0 26

1Only primary operations were included in the totals
*Source: 1980 Semi-Annual Day Surgery Procedure Indexes

**Source: 1980 Monthly Procedure Indexes

Coding system used for 1980 was ICD-9-CM (International Classification of Diseases -
Clinical Modification. The coding system used for the tables representing Day Surgery
and Inpatient Surgery in B.C. was ICDA-8 which accounts for the fact that the codes

represented here are not the same,

/ jms Also, Item #5 and Item #12 was too vague (Endoscopy + Nasal Surgery)
08.07.81 so analogous codes from the ICD-9-CM system could not be pulled.

ICDA-8 code books were unavailable.



1CD - 9 CM PROCEDURE § OUTPATIENT * ‘IHPATIENT * *

CODES * ! CASES CASES

1. 550. -0 Mon-Recurrent 14 - 263
550, -2, 53-- Inguinal Hernia

2. 454 - Varicose Veins 1 8

38.59, 38.53

3. 455, ~ liaerorrhoids 0 121
49.46

4. 366.- Cataracts ' 0 403
13.1- 13.€

5. £85.0, €85.1 1 Pilonidal Sinus 0 27

86.03, 86,21 |

* Source: 198Nn Semi-Annual Day Surgery Procedure Index

** Source: Monthly Procedure Indexes




TABLE IV

SURCICAL OUTPATIENTS 1980

Classification of Patients

Patients bv .Age

Clinical Service !Patients I.NB - 16 17 - 39 40 - 64 65 vears + Total
E 02 - Pediatrics 2 - 2 - - 2
| 40 - General Surgery S4 25 16 13 54
| 48 - Ophthalmology 233 189 18 13 13 233
l 50 - E.N.T. 250 206 36 7 1 250
| 54 - Dental 1 1 - - - 1
§ 56 - Neurosurgery 10 - 4 5 1 10
f 58 - Orthopedics 111 6 64 39 2 111
l 60 - Plastic Surgerv| 384 40 249 88 7 384
| 62 - Urology 15 13 1 1 - 15
| 70 - Gynecology 355 1 296 58 - 355
}75 - Abortion 202 19 178 _5 - 2n2
| Total 1617 soe |34 220 24 1017
Dav Inpatient
CODE Procedure Surgerv Surgerv
66.29, 66.32,
+ 66.39 Tubal ligation 200 330
69.51 Therapeutic abortion 199 154
15.1_ Operations on one extraocular
muscle involving temporarv
detachment from globe 173 .180
20.01 Mvringotomy with insertion tube 158 104
89.0_ Dilation & curettage uterus 119 803
1.8_ Repair & plastic O.R.'s on nose 113 114
_ Operations on skin & subcutaneous '
tissue 99 1357
—- Operations on evelids 86 165
.2, 28.3,
28.6 Tonsillectomv and/or adenoidectomy 83 132
<5_ Augmentation mammoplasty 74 38



Dav Inpatient
CODE Procedure ] Surgery Surgery
1. 54,21 Laparoscopy 66 375
. 04, Operations on cranial and A
peripheral nerves : 34 245
o78.__ Other operations on bones, except
facial bones 33 261
18.__ Operations on external ear 30 76
21.50 Submucous resection nasal septum 29 230
6. 66.80 Insufflation of fallopian tube 26 126
Loo77.__ Incision/excision/division of
other bones . 25 412
5. 09.43 Probing of nzso0lacrimal duct 24 7
21.62 Fracture turbinates and other
turbinectomy 24 147
97.71 Removal I.U.C.D. 24 33
. 15.50 Transposition of extraocular muscld 18 29
53._ Herniorrhaphy 16 471
64.0 Circumcision 16 31
R5.91 Revision of implant, breast 14 19
85.12 Excisional biopsy breast 13 - 175

urce: 1920 Monthlv Operation Indexes '
1980 Semi-Annual Day Surgerv Operation Indexes + 1980 Semi-Annual Planning Reports



Appendix D

MEDICUS NURSE STAFFING SYSTEM

The following pages contain a description of the entire

Medicus Nurse Staffing System.

- 121 -



THE MEDICUS NURSE STAFFING SYSTEM

The Medicus approach to developing an Information System for Nursing includes

the following elements:

° Patient Classification
° Workload Measurement
. Quality Monitoring

° Long-Range Staffing
° Variable Staffing

. Management Reporting

Basic Medicus methodologies and systems are adapted to meet the specific needs
of the Hospital. These system elements provide Nursing with more objective
mechanisms for measuring and monitoring workload and setting staffing levels to

" appropriately and-consistently meet patient care requirements. Each element is
described briefly in the sections following:

PATIENT CLASSIFICATION

Patient Classification Systems are used as a basis for measuring workload on a

nursing unit:

° Patients are grouped into categories based upon
their relative need for nursing care.

° Sets of acuity indicators are employed as a basis
for classifying patients into one of four discreet

categories.

° Prime requisite of indicators is that they are
objective and can be applied consistently by all
staff.

° Prime requisite of a classification system is that

it be predictive of nursing workload (see Exhibit 1).
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WORKLOAD MEASUREMENT

Staffing requirements are determined by translating the number of patients of

each classification on a nursing unit into a meaningful measurement of workload.

. Accounts for fixed and variable requirements
on a nursing unit.

. Accounts for direct and indirect care requirements
of patients.

° Census by classification is translated into an index
of workload.

- STAFFING REQUIREMENTS

Under the proposed methodology, staffing requirements are determined in ;
relation to the relative care requirements of patients and the desired methods z
of care delivery. The mechanism for determining staffing requirements incorpor-
ates nursing philosophies, methods of care delivery and quality of care and

provides a productivity index for nursing. E
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QUALITY MONITORING

Quality of care is an important factor in determining appropriate staffing levels.

[

As an integral co'.nponent of the proposed staffing methodology a system for
monitoring quality of nursing care will be installed at the Hospital. The system
is a process oriented methodology for concurrent monitoring of the quality of
patient care which was developed by Medicus under contract from the U.S.

Department of Health Flucation and Welfare.

° Measurements made in relation to six major areas
(Exhibit 2).
° Involves:

- patient and staff interviews

- observation of the unit, patient and
patient environment

- chart and nursing care plan review

] Multiple observations are made, using a different
subset of criteria each time, on each unit.

° The methodology has been extensively tested
. for reliability and validity.

i

Results of quality zssessments are used as a parameter and a check for the pro-;

posed Medicus staffing methodologies.
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LONG-RANGE STAFFING

As a result of this project Medicus Canada will provide the Hospital with
preliminary specifications of appropriate staffing levels for all study units.

This includes the formulation of budget requirements to support the recommended

staffing levels.

VARIABLE STAFFING

Variable staffing system proposed for implementation at the Hospital will account

for the day-to-day variability in both workload and staff availability.

° Facilitate allocation of nursing staff among units
to match available staff to patient needs.

) Allows for more cost-effective utilization of float
and call-in personnel.

° Minimize variations in staff size-to-workload ratios.

° Allow for reductions in the cost of nursing service
by providing management with a better understanding
of fluctuations in workload and greater control over
the staffing function.




/5

MANAGEMENT REPORTING

Management reporting elements of the staffing system provide management with
timely information regard:ng the operation of nursing services. The reporting
system ties together both quantitative and qualitative measures of nursing

performance. Reports include:

Daily Workload an< Staffing Reports

Monthly Staffing Summaries

- Census & Workload
- Required Staffing
- Scheduled Staffing
=__Actual Staffing

- Variances

- Quality Data

° Budget Analysis (Year-to-Date)
- Census & Workload
- Required Hours
- Actual Hours
- Variances
- Quality Data

Management reports are designed for each level of management and are developed
in conjunction with nursing administration.




Appendix E

,PATIENT CLASSIFICATION FORMS

The following pages céntain the detailed Patient Classi-
fication Forms for each of the six procedures. Also con-
tained is the Medicus ruler used for totalling wup the num-
bers corresponding to the various nursing care needs to form

a patient acuity classification.

- 122 -




o
I
‘I
X
Y
»
N
§°

:Ag pamainay wio

: P213|dwos w10y auny edipus aseald "N Y

W
Sl | B R 2
< 3 S
< > 3 < POINT = 8
> Bl Bl |n CLASS RANGE §
3 = L S RS
2 i 0-24 2 |m
r o I 3 & |0
o 3 3 i 25-48 &%
. z |5
20 > R mo 49-20 |3
® o o
F b .,‘ w) v 121 & UP @
= o 3
~ v <
Admission or
| X Transfer in
Discharge or
X Transfer Out 2
Less Than g
2Years Old
2'-6 Yrs. Old 15
Unconscious 24
Confused/Retrd
or Disoriented 15
Blind or 12
Nearly Blind
Isolation/isolette 9
)( Partial Immobility 9
Complete Immobility 24
Respirator 24
Tracheostomy 6
Incontinent/ I8
Diaphoretic
x ¥ Up Ad Lib 0
x X Up With Assistance 5
Bed Rest 10
4 Bath With Assistance 3
Bath Total 4
Assistance With
Oral/Tube Feed 3
Total Oral/Tube Feed i0
1&0 2
)( Specimen Collection 2
Tube Care 8
Extensive Skin Care 24
Wound and /or
X X X Simple Skin Care 8
Oxygen Therapy 6
Monitoring 24
Vital Signs Q2 Hrs, 12
X or More Often
e 1V's and Site Care 12
) Special Teaching
Y X X X Needs 12
Special Emotional 12
Needs
Prep'd For Test 3
and/or Proc.
Total Point
0?2 QS (p/ QO otal Points

Patient Type

IULLEAOD gy QLAY LY

@ 3lva

WHO4d NOILVOI4dISSV1D LNIILVd




.N S I0] U8
-eJedatd “Asabins *6's 'ainpadsosd e 10 1581 € S0y 31ys siyy Buunp Buisinu Ag uone
-iedaid sannbal juaned j) yJew e ade|ld YS8ANpPedonid JO/PUE SIS8 ) 10} peasedeig

‘ueld pue juawissassy Buisinp ul pajuawnoop aq
PINOYSs Spaau |eUONOWS 3yl ‘pPaxdayd st wall Siyl §| °(ssausAissaibbe ‘umespyiim
Alybiy  ‘suoneapt |epiains Buissasdxa "6'8) Jtommeysq sienrdosddeuy Bupigiyxa
ase Jo 'adoo o1 ajqeun ase ‘Sutdod Alnoyyp Buiaey ase ‘uoneziendsoy §0 ssans
lensn ayl puoAaq ssasls Bujouailadxa aie Aayl asnedsaq 3ioddns |eUOIIOWS jeuoIl
-ppe Buipasu s e} JO} pue sjuaned Joj iew e ade|d :Speel jeuoiowy |edadg

*suononJisul Buimoyjoy uy sal3nd
-441P 11QIyxa Ajwe; 1o/pue jusned 3yl Ssajun $isal AJOIRJIOQE) JO§ SUONONJISUY
10 ‘JUBWIUOIIAUS YIIM UOIIBZIIBIIWIE) ‘SUDIIONIISUI UO)SSIWPE 3UIIN0J apNnjsui Tou
saop siyj -Buiyoesr do-1sod 21419ads pue asd ‘Buiyoeal anjaqelp “6'a !suoiaNsW
|e1oads saiinbas Ajjwe;j Jjo/pue Juaiied j1 jJew e aoeld :SpasN Duiyoes] |e1dadSg

. *$300( ulseday ‘saulj [eaUaD
ucm_mtmtm:z.m.._.f::cm>I<mmw:_oc_.Eoumcm_nxm:ww“mﬁuﬁ_me:um.z

"013 ‘sasind Alwaisixa pue ‘subis oinau ‘6uioliuow gAD
‘dg ‘Hdl ‘apnjoul subis |eNA "UBY0 oW 4O SINoYy Z O ‘subls |elIA 4o bunioy
-tuow Buninbay stuailed 10} Jiew e adeld UBYQ BJOW 40 SINOH Z D SUbIS (BIIA

. *UBIP[YD pue sjuejul J10) X33Yd
AjaulinoJ 1ou oQ .?cto::oE 85012 AJan asnbal yoiym sduup Aj psiedipas uo
siuanied ‘Jolejilusa 8 wody paueam Bulaq jusped ‘Jusned papJeias Jo alneiysAsd
"6'8) uslJO BIOW JO SBINUIW G| UOIIBAIaSqO {ensia juanbaiy Burninbas syuaned
asoyl se jjam se paloliuow Ajjedtueydsw Gujaq siuaied 01 s13ysy TBULIOIIUORY

'Adesayl uebAxo ayl '10j a|qisuodsar Aposiip 4o ‘jo aieme 8gq 1snw Buisinu g1
sayjdde siy) ‘218 ‘4a18wouods ‘Zq jeseu ‘ddd| ‘uad Aupiwiny ybiy ‘jososae pajeay
‘Adesayl usbAxo Aue antaoas 03 s| luaned i diew e soeld :Adeieyl USBAXQ

‘84D “IN'd 40/PUE "I\ BUIIN0J4 JOJ 3233 10U OQ "PaPNjIUl
10U 5| @1Bd BUS A} "3JBD UINS BAnEIUBAAId Buialadas ase oym 1igniap oy auold
siualled asoyl JO alis 8A1LISdO 10 PUNOM 4O BIE3 UINS DISE] JO UOILEAIBSGO 3500
Buninbal sjuagied asoyl sapnioul JO1edIPUI Sy | alBD UG 8|AWIS JG/PUE punop

' ‘("P'rb sanoy ¥ 1-| saxel 1eys Buissaip “6°8) alea
aalsualxa Buininbas swaiqoid |edifo|0jewIap JO ‘SUONBIIOIXa ‘SUING BAISUBIXA
Yim sjuaped asoyl sapnioud JOJEdIPUI Siy]| 8183 UIYS 10/PUE PUNOM) BAISUBIXG

'491841€0 A3104 Y1im sjuanied 1oy a1edpiad 10 ‘sialayled Aajo4
Bunebuy ‘aqny ouysefoseu Bunesdse pue Bunebua ‘agm yoesy Bujueajd ‘yoesy
404 uopions “6'a !saqni yIM aJuelSISSE SPaau Juaned §I SjJEW € a0Bld iedB) Bgnj

‘{gel 8yl Aq umesp 3som poojq “6'8) jauuosiad jlun Ag pauielqo jou St udwidads
§ pajiew jou st uwnjod Siyl ‘(saulin jeuonoely Jo AuaesB diydads 1oy suun
"6'8) 1uUN 8yl UO PasN JO AIDIRIOQE| © O} Juas S| udWIdAdS ay} Jaylaym BUisinG
AQ uOIID3[]0D uawivads sannbal jusiied §i yiew e aig|ld {uonoa|jo) uaiudads

, ‘y10q Jo ind
-InQ 10 #elu] jo Guipiodal saiinbai Juaned ji dJew e ade|d :INAINQ pue ayelu;

‘|eaw ayl Buunp
uoisiatadns 1uelsuod sainbas Juaned ) uwNjod syl 3o8yd 031 arelidoidde osje
St 31 "}195 Paa) 031 ajqeun s juaned 4| diew %2ayd adeld :|e}0] pasj eqn]/jeiQ

‘uocisialadns |Bwiuiw yum Buipaa) aqnl umo Bulaisiuiwpe 1o jjas
Guipaay jo ajgeded uayl si Juanieq ‘[auuosied Buisinu Ag dn 18s 8q 01 buipaa;
agm 1o AeJ} salinbai jusiied JI YiBWw B 30B)d :BIUEISISSY YIIM P84 aqnL/(ei0

‘eljeyiuab pue ‘spuey ‘aosej “°6'a Apoq ay) Jo seale |jews ayleq o}
a|qe Ajuo ase oym siuanied 10 yieq ailua buipaau sjusiied sapnjouj :jEI0) yieg

‘qnl w1 pliya *6%a ‘yieq buunp uoisiasadns Buipaau mu:e:m.a
$3pn|ouy Os|y "joeq “B'a !Apoq jo seate jews Buiysem (z) Jo/pue juswdinba
yieq dn Bumias ({) yim djay Buipasu yusned o0y 3oay) :a8dueIsIssy YA yieg

SHOLVIIANI 40 SNOILINIS3A —AHIOHNS

e e e e e e " e e SR

#1 P3%23ud 8q 10uued BduRSISSY YUM df) 40 gI Py dn .ma.:m*:_ ne mm.:u.:.u:._
‘saBajiaiid wooiyieq noyim paq o1 paisinses s waned 1 3oayy 153y peg

"Pa3%23yo S| AUEBISISSY Yl di) §
Pa3%ay aq jouued g1 Py dN 10 158y Pag "Ai0leueidxa 43S :BIUEISISSY YA dn

©TPaddayd s qr] py dn
Umxuw:umnpo::moummm_ummBmu:mﬁ_mwxx:a_>>u3.>uo~mcm_nxmw_wm5_.__u<m3

‘payisseds Juatled yoes 40y

Pa323y2 aq 01 S| 5101e21puUl 33JY1 asayl 30 suQ “lualled e JO |aA3] AlialzDe ayl 01
13jal’1say pag pue laduelsissy YU dn gy py dn 1S10)BIIPUI 33441 IX3U ayjy
. ‘paut

-B11 13101 194 JouU aJe oym sjuejul 01 Ajdde Aj@uino: Jou saoQ “(31ys 1ad sawn
oM} 1sea| ie} Apuanbasy pabueys aq 01 uaui) sasnba: oym jual Auptwny ybiy
Japun luaiied 40 sisasoydeip swailxa yum juaned o) saldde 0S|y "i8layied
Buyjampur sey luaned j1 paxiew aq 0} Pasu 10U $30Q "S8J2} JO AULIN 30 juaun
-uodul S) oym Juaned 01 siajay  Bisioydeiq/iappelg 10 jamog J0 JuauluodU]

‘aqny jo ated 10y Huisinu
uodn saljal luanied )1 ‘spasu d11nadesayl 1apun ‘aiea aqnl Niew os{y ‘yoenopus
UE 10 AWO1SOBYIRIL e Sey Oym luaued Aue o) diew e ase|d :Auiosoayoen]

‘Paxoayd aq 1snw: Asobalea Adesayl usbAxo ‘paxoayd st sty 4| JI0jendsey

‘juan
-ed sno1dsuodun o dibe|delpenb ayl ase ssjdwex3y "spuejul 104 4084y2 A{BUnIno:
1ou oQ ‘Butnow pue Buiuiny se yans ‘sailaNoe 1sow Ul uonedioiied jo a|geded
-ul 8Je om siuaned ase asayl ~Aljiqowwn 318|dwod yim Jualled ayl JOo ANG
-owuwst jo sasbep ybly e yum jusned ayl Joj Yjew e aveyy :AlIGoww| alejdwo)

*SIUBJUL 4O} HI3YD AlBUNNOI 10U 0Q "SBIAIIIR BUIINOI YIIM BJURISISSE 104 Buisanu
U0 30uBpuUadap 0) Pe3j YIIYM ““o13 ‘Siliylie ‘siuresysal ‘uofloel ‘ullds ‘1sed ‘s, A |
J0 1 nsaJ e se pazi|iqoww Ajennsed stusied JOj djiew e 30B|4 AljIqowwy (enied

lojeqnouy
"68 lluswuoisiaua pajjonuod e Hullinba: juejul ayl 01 S13J91 OSjY '91eD3 BAI1Dal
-0id pue ondase jeapaw Guuinbai juaned sy 01 saiddy :a119jo0s|/uonejos|

'SNOISUOIUN §) Juailed 1 Hiew
iou oQg “loesejed do-1sod “B'a ‘asuersisse Guisinu Buuinbas Juaned ayl ur 3nsas
Yoiym saymed aAa yiim jusiied 8yl 10j payJew aq OS|e PINOYs Siyl "sssupullq
01 anp spaau Joy Buisinu uo saijas Jusiled j1I Yiew e adeld :puiig ApESN 10 pulg

‘Juatied sNOSUOIUN 2y} 0} Ajdde
10u saoQ -(abe d16ojouciyd mojeq Apuediyiubls abe jelusw) papielas 1o (aoejd
pue awil 01 se) PalualIoSIP *("21@ “41as JOj SJED ‘SPUBLLILIOD MO{|04 O) ajqeun)
Pasnjuol ase oym siuaned ayl o) saiddy :PBIUBIIOSIQ 10 papielay pasnjuol)

*Ajlwey ayl P4EMO] PIDBAIP-SSA|UN UOIIBNLS S1YI UE SNO3UOLIA 8q OS|E PINOM SPaap
leuonowy teadg pue spasi bBuryoea) |e1vadg ~aouelsisse yimm dn 10 gy pe dn
Se paisi| aq 10u pjNOYS 3Jed Jiseq s,Juaned ayj “siuailed snosodnis 1o aiBieyiay
apn[dul J0u SBOQ "SNOIJSUODUN Si Oym juapied ayl 01 sayddy  snoldsuodLf)

‘lugwdojanap
pue yimoub ol pale|as spasu syl O} Siajay "Alojeueidxad §[3§ P[Q SIE8A 9 — g

*1uawdoianap pue
yimoub o1 paiejas spasau a8yl 01 siagay "AloleuB|dxd }{ag :pjO SIEaA Z ueyj ssa

“1314s Aep ay1 Bunnp uun ayl wouy pasiajsuell 1o pabieyo
-SIp 8q 01 ulelad st luaned §1 JOledtpul Siyl ey :INQ Jajsueal 10 abieyssig

‘a4e) 3AISUAIUL |BDIHING WOH 10 ‘Y d ‘wooy Bunielad ayl wouy syuatied
Buiiadas ase jeyy sease aies juaned o) Ajdde Aew siy) °papiodas aq pinoys
Aayl uayl ‘umoud| aie aniue 01 1uaied ayl Jo sJ01EdIPUL §) “HIys Aep ayl Buiinp
11Un 3yl GO 3ALLE 01 S luaned e eyl umouy st 31§t JO "31ys Aep ayl Buunp 1un
38Ul UO panlLie Apealje sey Juaned 8yl j) YIew e ade|d U] Jejsues] 10 UOIsSIupy

R i



1Ag pamainay wio4
ALA292NC LT AV
JOo —.LWC/ ININIA
JO-2504 A28 1qz7UTT T
QaLle/ wa A&l
VYN SIN3IILvd

:LINN

a1vd

. . Admission or
X ! Transfer in

AJODSAYHIY Y

) ' Discharge or
A Transfer Out

Less Than
2Years Old

. 2-6Yrs. Ol

Unconscious

Confused/Retrd
or Disoriented

Blind or
Nearly Blind

Isolation/Isolette

X Partial Immobility

SNOILIGNOD

Complete immobility

Respirator

Tracheostomy

Incontinent/
Diaphoretic

X X ' Up Ad Lib

311Vvd

s -
‘=z ;
: : X X Up With Assistance
£ o w
g ] Bed Rest ‘%
@ - =
- t (p]
5 5 )( Bath With Assistance g
8 ) Bath Total e
° & — m
E - Assistance With
8 El Oral/Tube Feed
pd ®
a8 - Total Oral/Tube Feed
4 I
=F 3 1&0
:‘. . g X Specimen Coliection
; B % Tube Care
s ' Extensive Skin Care -
T
£ Wound and /or m
gﬂ X X X Simple Skin Care =
o 8
éf‘i = Oxygen Therapy m
to 8 - c
:}‘_3 3 Monitoring o
¢f Signs Q2 H 2
2 Vital Signs rs. d
gg : X or More Often m
£} m
7279 ' i 0
5,0 )( 1V's and Site Care 9
8is ) Special Teaching
:§ £ )( )( X )( Needs .
g _g Special Emotiona
o= & Needs .
Prep’d For Test
)( and/or Proc.

R} 5 bl 20 Total Paints

I ,ﬁ— LIZ. L Patient Type




-esedaJd *A1sbans "6'a !8inpadoud e 10 1531 B 40y 1iys Siyl Buuinp Buisinu Aq :o_u.m
-iedaid sasinbaJs juaned ji diew € adeld S84NPEdold JO/pue sisel 404 poJedeid

‘ue|d pue Juawssassy Buisiny ul pajuawnoop 8q
pjnoys sPaau |BUCNOLWAS 3yl ‘Paxdayd §1 wall syl H ‘(ssauanissasbbe ‘umeipylim
Apybry  ‘suoneapr |epioins Buissaidxa "6'a) Joineyaq a1eudosddeur Bunigiyxa
ase 10 ‘ados o) a|qeun aie ‘Buidod Al noyyip Buiaey ase ‘uoiiezijendsoy Jo $salls
jensn ayl puoAaq ssa.is Huioualiadxa aie Asyl asnesaq 1loddns jeuo!lows |euoll
-ppe Buipaau saljiwey 10} pue sjuaned 10y XJew e adejd :SpesN jeuopowiy eads

*Su0i3aNJIsUl BuIMo(|0} uy s33|ND
-y4IP Nqiyxa Ajwej so/pue yusiied ayl ssajun s1sal Ajojeloqe| 10j SuolIDNASUY
10 ‘1UBLIUCAIAUS Y1IM UOHBZLIEIHUE) ‘SUOIIINASU] UOISSIIPE. 3ullN0J apnjaul Jou
saop siyl ‘Buiyoeay do-i1sod 10ads pue aid ‘Buiyoeal onaqeip “B6'a Isuononisuy
\e1dads saiinbal Ajlwey Jo/pue juanied §i ew B 30Bld  SPIEN buiysea} |eidadg

“$)20| ulieday 'saui| |es1uad
-pue jepale “N'd'L ‘SIUNYS A—Y S8pndu| "Aioleuejdxa j|a5 :aied 8MS PUB S,Al

‘219 ‘sasind Aljwalixa pue ‘subis oinau ‘Guliolucws dAD
‘dg 'Hdl ‘8pnioul subis BUA Ualjo dlow JO sinoy g D ‘subis |pUA jo Bunioy
-tuow Bupsinbas stuaiied 1oj dJeul e 83B[d U8l BION 4O sinoH ¢ D subis (el

* *UJPHYD PUB SIUBLUL JOJ H03Yd
Ajaunnol 1ou oQ ‘{Buisojjuows 3s0|d Adan aJinbas ydym sdup A| paledipauws uo
siuajied ‘103e[iusn B wouy paueam Bulaq jusned ‘yuaned paptelas io ouiLRYdAsd
*6'9) Ua1O 8JOW 40 SAINUIW GLD UOIIEBAIBSQO [BNSIA juanbaiy Butiinbas siuaned
asoy) se ({am se palolluow Ajjedjueysaw Bulaq siuaned 0O} siajay THULIOJIUOIA

‘Adesayy uabAxo ay) ‘10j sjqisuodsal Ajloalip 10 ‘jo aleme 3q isnw Buisanu §1
sayjdde siy| °"918 ‘4818W0J0ds ‘Z( |eseu ‘gddi ‘Ival Alpruny ybiy ‘jososae paieay
‘Adesayl uabAxo Aue aaladas 01 s) luaied ji jiew € 3de|d :Adeiey] uabAxQ

‘aled "W'd 40/pue W'y Bu1IN0J 10} 323Y3 J0u 0Q "Papn|dul
10U st 318D AlIS A| ‘84D ulfS anleluaadid Buialadas aie oym 131qnasp O3 suoud
sjuayied asoyl 10 als anilesado 1O PUNOM 4O BIBD UIYS DISE] JO UDREAISSqO 350}d
Buriinbal syualied asoy) sapnioul J01e3IPUY SIYL :8ded ubjS ejduls Jo/pue punopy

‘('p'rb sinoy % |- sexes 1ey) Buissaip 6°a) ated
anisualxa Bupnbas swajqold (eaibojojewsp Jo ‘SUONIBIIOIX3 ‘suing BAISUBIXa
Y1 sjuaped asoyl Sapnjdul 10IEDIPUN SIY | (8Je UPIS JO/PUB PUNODAA BAISUBIXF

*sia1ayies A3j0d Yiim sjuaned 1oy aledisad JO ‘SI91BYIED ABJO4
Bunebin ‘agny opaseboseu Bupestdse pue Bunebus ‘eqny ysesr Buuespp ‘yoen
40y uoilons “6'3 !saqnl ylim adUBISISSE SPasu juailed Ji dJew & 3de|d :8Jed aqny

*(qel 8yl AQ umesp Yiom poojq “6°8) |auuosiad Hun Ag PauteIgqo 10U si uawidads
i padyJBW JOU S} UWINIOD SIY] ‘(S8ulin jeuondey 10 Alaelb dyyideds 104 Bulin
*“6'a) 1UN Yl UO Pasn JO AJOIRIOQR| B 01 Juas S| uawidads ayi Jaylaym ‘Buisinu
AG UGNIS5]j0d uawidads saiinbat luaned i djiew e adeld UO1III0D ualwioads

‘yioq Jo 1nd

-InQ Jo e jo Buipiooas saiinbal 1uanted ji ddew B ade|d IndinQ pue exjelu]

*|eaw ayl buuinp
uolsiaiadns juelsuod salinbai jusnied §) uwniod siyl doayd 0} aieiidoidde osie
S| 1| "j{es pasy 01 Bjqeun s| juaned Jt dJew 323yd ave|d :eio) pead aqnj/|ei0

‘uoisiasadns fewiiuiw yiim Buipaay agni umo Bunialsiuluupe J0 §1as
Bupaa; jo 8|qeded uayl s| juaned ‘jauuosiad Buisinu Ag dn 1as ag 01 Buipaay
aqnl 10 Aeil sasnbai juafied j1 djJew e aoeld 8JURISISSY UM Peed eqni/|ei0

eijeyuab pue ‘spuey 'asej “*6'a 'ApOQ sy Jo sease |jews ayieq O}
ajge A|uO ale oym sluapied 10 yieq aJnua bBuipaau syuanied sepnjoul  :jeIo0} yieg

-gn1 ui piiy2 ““6'a ‘y1eq Buunp uoisiasadns buipaau siuanied
sapnjouy os|y *3oeq ““6'a !Apoq jo sease |jews Buwysem (g) Jo/pue juawdinba
yieq dn Bumias (1) yim dijay Buipasu tuaned J0) 399y) BOUESISSY IIM yied

SHOLVOIANI 40 SNOILINIZIA —AHIODHNS

3t PI3IIYD ag JOUUEBD IDUEBISISSY UMAA d) 4O QI PY O SIUBjUL (B Soph|ou
‘saba|iAlld WOOIYIEq INOYIIA Paq O} Paiduiisas §i juaned 3t y2ayd  35ey ped

*pa)oayd st aouelsissy Yyupm dn
Pax32ayd aq 1ouued I Py dn 10 153y pag "Aloleue|dxa }|a5 1adueisiSSY UM dn

. - *paxvays st Il PY dn 4t
paypayd aq J0ULED 153y Pag JO BDUEISISSY YHM dn Alojeueidxa §|8g 1qr] PV dr

*payyisseja yuaned yoea 104
paxoay2 aq o1 §1 SIC1EDIPUI 321yl 358yl JO BuQ "ludned e JO |3A3] Allaoe ayl o1
13j2J 'Isey pag pue ‘ajuesissy YHM dn ‘4] PY dN 1SI01BdIpUL @34yl IXBU By |

. ) “pauy
-mbum:oaum>uo:mhmo€s3:25o“>_n_am>_w:_u:9_«o:mwon_.C:;m qummE_u

om] 1seaj 1e) Apuanbaiy pabueyd ag 01 usuly sasinbai oym 1ual Auprwny ybiy

1apun juened 10 sisaioydelp awalixa yum judiled o1 satidde Os|y “Jalayled
Buijjampul sey juaiied Ji padJew ag Ol Paau 10u $30() "$ad3y JO 3uidn jO 1usull
-uooul si Oym 3uanled 03 sisjey Dnesoydeiq/ieppelg 40 [amog Jo jusunuodu]

*aqni 30 as1ed 1oj buisinu
uodn sayjaz juaned i ‘spasu diinadesay) Jspun ‘aled agnl djiew 0S|y "Yoellopus
ue 40 AWOISO3yIeJ) B Sey Oym luailed Aue 10j duew B 8de|d :Awioisoayoel}

pax2ayd aq Isnw As0621e0 Adesayl uabAxo ‘pPax3oayd st siyl 4| JJojendsey

‘juail
-ed sno1dsuodun 10 oibojdespend syi aie sajduiexzy “SIuBjUL JOJ 3I3YD Ajauiinos
jou o(j "Buinow pue Buiuiny se yons ‘saiiALIOR 1SOW ul uoiledionied jo ajgeded
-ut ase om swuaned aje asayl ~ALjIGOW 313|dWOd YHM tuahied 8yl Jo Aujq
-owiw 40 aalbap ybiy e YIIM Juaned ayl o) jJew e ade|d Iiqowiw} aejdwod

*SJUBJUL 104 H23YD AJBUIIROL 30U O "S3INANDE BULNOS YlIm aouelsisse 10y Huisinu
uo asuapuadap 01 Pesi Yoiym **91a ‘siilylie ‘siulensal ‘uondes) ‘Juiids ‘352 ‘S, A|
40 Y nsal e se paziiqowws Ajjenied stuatied 10} yJew € 3dejd cAmjiqoust] jenied

*10)eqnoul
‘6°3 {3UAWILOIIAUR P3)(0J1u0d B Burinbal juejul 3yl O} $i9ja) OS|Y "81ed 3ALDd}
-oud pue ondase |eaipaw Buutnbas juaed syl o1 saijddy  :ayejosj/uoiejos|

*SNOIJSUODUN st Juaied §i Yuew
Jou oQ ‘1oesered do-isod “B-a ‘asumsisse Buisinu Bul inbas 1uaited atyl) ul NsaL
yolym saydoled aAa yism juaiied ayl Joj paylew aq Osie PINOYs siy) “ssaupuliq
01 anp spaau 40} Buisinu uO satjas 1uaned jI jiew e adeyd puljg ApesN 1o pung

‘juaned snoosuoaun ayl o1 Ajdde
10u sso( ‘({ebe oibojouoiyo moeq Apuedijiubis afe |eluaw) pepielal Jo (3oe|d
pue awiy O} SB) PaiualIosip ‘(*018 ’j1as JOj aled ‘SPUBWILIOD MO}|0} O} ajgqeun)
pasnjuod ase oym sjuaiied ayl o1 sayddy PaluBliosiq 1o papielay "pasnjuoly

-Ajllug) 3yl PiemOol Paloalip $Sajun UOIIBNTIS SIYl Ul SNO3UDLIB 8Q OS|B PINOM SpaaN
|jeuonows jeioadg pue spasN Bulyoea] |eidadg sauelsisse yiim dn J0 qi| pe dn
se palsi] aq 10u p|noys aied oiseq sauaned ayl ‘sjuailed snosodnis 1o 2ibieylay
apn|ou J0U SAO(] °SMOIdSUODUN SI Oym ljuaned ay 01 saljddy  :snolssuodun

‘luswidojanap
pue yimosb o3 pale|as spasu ayl 03 Siajay *Ajoleueidxa }J|o@S :PIO S188A 9 — T

-Juswdojanap pue
y1MmoJb 01 palejal spaau ayl Ol siajay "AJoleue(dxs a5 IPIO SIBAA T ueyl ssaq

*151ys Aep ayl Bunnp llun ayl wiol} pallajsuen io pabieyoa

-sip aq 03 uie}lJad §1 Juaned ji 101B3IPUI SIYY Yiely IR Jejsuer) Jo ebeydsiq

-aien ansualu| |eaibing woly 10 ‘Hyd ‘wooy 6unesadQ ayl wolj stusiied
Buialadas ase eyl sease aled juaned 0) Ajdde Aew siyj papiodas 8q pinoys
ABYl U3yl ‘uMOUY 2B 3ALIIR O1 Judiied 3yl JO SI01BIIPUI }{ "HIYS Aep syl Buunp
1Un 3y} uo aaie 01 S1lualied € 1eyl umouy St 11 i 10 “YiIys Aep ayl Buunp Jun
ayl uo pantle Apeasje sey luatied ayl ji jJew e adeld (U] J8jSUBIL IO UOISSILPY




LUTETOoRNy

a0 Resk.

‘Ad Lib or Up With Assistance Canutut uisunu

- po12]dWOoD WO} 3WI 31EdIPU) 35eald "N'H

Includes alt infants. Up

Ag pamalray wlio

.
.

vC

I

Ad3

JO-159] INTNIAE

dO-I59¢ K73 1d T I W]

[GEZ ] WGU' ,Ly@

JINVN SLNIILVd

:LINN

Admission or
Transfer in

Discharge or
Transfer Out

Less Than
2Years Old

2-6Yrs.Od

Unconscious

Confused/Retrd
or Disoriented

Blind or
Nearly Blind

Isolation/Isolette

Partial Immobility

Complete Immobility

Respirator

Tracheostomy

Incontinent/
Diaphoretic

SNOILIANOD

Up Ad Lib

Up With Assistance

Bed Rest

Bath With Assistahce

Bath Total

Assistance With
Oral/Tube Feed

Total Oral/Tube Feed

3H¥VI 0Isvd

1&0

Specimen Collection

Tube Care

Extensive Skin Care

Wound and /or
Simple Skin Care

x

Oxygen Therapy

Monitoring

Vital Signs Q2 Hrs.
or More Often

IV's and Site Care

X|x

Special Teaching -
Needs

Special Emotional
Needs

Prep'd For Test
and/or Proc.

SA33N J1LN3dVvHIHL

Total Points

™=

Y=

Patient Type

vy TYNININT 4N2YFN 02y -NON 3LVA

WHOd4 NOILVOIJISSVIO LN3iLvd




TR

Stttk

-eJedald “A13bins "6 1a1npaso.d e 10 353). 8 104 1J1yS Styl Bulnp Butsinu Ag uope
-iedadd saltnbad juanied 1 jiew  3dB|d  ISBANPEd0I4 10/pue sise] 105 posedead

‘uejd PUB 1UawWssassy Buisinpy ul paluawWNIOP aq
pINoYS 5PBau [BUOIIOW ayl ‘paxdayd st wall Siyl j| °(ssauaaissalbbe ‘umeipylim
AgBily  ‘suonespr [epoins Buissaidxa “6°a) toimeyaq aleudosddeur Buniqiyxs
aie 40 ‘adod 03 ajgeun aJe ‘Guidod Aynayyip Buiney ase ‘uonezijelidsoy jJo ssans
{ensn ayl puoAaq ssais Bulouaitadxa ale Aayl asnesaq iloddns jeuciowa jeuont
-ppe Bu)paau saljiwe; 10) pue sluatled 10y dJew B 3de|d :SpaaN jeuoijowl |eadg

*suononIIsul Buimo}|og ul 813 Nd
S14IP UqQyxa Ajlwe) so/pue 1uaned ayl ssajun S1531 AJoleioge| JOj SuOIIDNAISUY
1O 'JUSLUUOIIAUS Y}M UOHIBZIIRIIWE) ‘SUDIIDNJISUI UOISSILLPE Auilinod apnjoul J0U
saop siy} ‘Buiyoesl do-1sod 213103ds pue asd ‘Buiyoeal onzagelp “"6'a suoponsisul
je1oads saynbal Ajlwey Jo/pue luaiied Ji jiew e adteld :Spesjy buiyoee] jeidads

*$330§ unieday ‘saulj jRAIUAD
pue jejianie “N'd' L ‘SIUnys A—Y Sapnjou] "Aloleue|dxa }1ag :aied els pue S A|

*21a ‘sasind Aljwaiixa pue ‘subis ounau ‘Bulioliuow dAD
‘dg ‘Hdl ‘apnjoul subis (EMIA U810 8low 10 sinoy g D ‘subls jeln jo Buliol
-juow Gunnbas sjuaned 40) YJew e adejd :UBIQ 8O IO SINOH g D SubiS jEUA

¢ *UBIPIIYD PUB SIUBSUL 104 HIBYD
Alauinod jou og ‘{Bupioliuow 85010 AJaa asinbas yoiym sdup Al paledipaw uo
sjualied ‘101Bj1IUBA B WOJ) paueam Buiaq juaned ‘Juaned papielal 10 oleiydAsd
6'8) ualjo alow JO SAINUIW GLD UONEBAIaSHO {ensia juanbaly Buuinbas sjuaned
asoy) se ||am se palolluow Ajjestueydaw Bulaq siuaned 01 siajay BULIGLIUOK
*Adesay) usbAxo ayl ‘10j ajqisuodsar Apoaisip 4o ‘J0 aseme aq isnw Buisanu
saj|dde siy| "0318 ‘Jajawodsods ‘CQ |eseu ‘gddi ‘Iual Alplwny ybiy ‘jososae paleay
‘' Adesayl uabAxo Aue aa@das 01 si juaned ji duew e adeld Adeseyy usbAxQ

‘a4ed "IN'd 40/Pue "'y 2auilnoJ 10} Y28Yyd 10U 0Qg “papn|oul
10U S{ 84D B1IS A| "94BD UDJS anlleluanaud Bulaiadal aie oym R1IQnasp 01 auoud
sjuajled asoyl 10 allS aAlEBIadO 1O PUNOM JO 3JBD UIYS DISEQ 40 UODIIBAI3SQO 35010
B6uisinbaa syualned asoyl Sapn|dul JOIEDIPUI Sy | :84e) UIYS 8jduig J0/puUB PUNOAA

‘(*p'r'b sanoy ¥ |- | saxjer eyl Buissaup “6°'a) ased
anisuaixa Bupinbas swaiqoid |eaibojojewlap JO ‘SUONIRIIOIXA ‘SUINg BAISUBIXD
Y}Mm s1uajied asoyl SapPn|dul JOIEDIPUL Siy] :8IB) uD|S J0/PUE PUNOA SAISUBIX]

$4818Yled Aa|04 Yiim sjuaned Joy aseatiad 10 ‘sialayied Aajo4
Bunebiay ‘agnl ouyseboseu Hunendse pue Sunebuay ‘agny yoesny Bulues|d ‘yoesy
104 uonons “6'a !saqnl yim asuelsisse Spaau juaned ) MIBW e aoeld :8iED BN

*(qey ayl Aq umelp Jom poolq “6°a) |auuosiad Jlun Ag pauieiqo 10U §I uawidads
1 P@YJBW 10U S| UWNJOD SIY] “(SBULIN |euondely 4O AlARIE D1108ds JOj Buuln
“6'@) 3lun 8yl uo pasn 10 Al0leloqe| e 01 Juds S| uawidads ayl Jaylaym BuBsIinu
UOII08[|00 uawidads salinbas luslied 31 dJew e ade|d U0(98||07 uawdeds

‘y10q o ind
:IndinQ pue 8xeu)

-InQ 40 3}eju| jo Buipiosas sainbas luaned §i jyiew e aoe|d

*|eaw ayl Buunp
uoisiAiadns Juelsuod salinbas juaned j1 uwin|od syl %oayd o} ajendosdde osje
SI 1) "}|as pas} 01 ajqeun si juaned 3 dlew >doayd ade|d :|elo]l pasj 8qnl/jelo

‘uo|sIatadns jewiulw ylm Buipas) agnl umo Buliaisiuiwpe 1o jjas
Buipaa) J0 a|geded uayl s| Juaped ‘|auuosiad Buisinu Aq dn 1as agq o} buipas;
agny 10 Aea) saainbas juaned ji diew e aoeld BIUBISISSY WIM PIag4 aqn]/jeiQ

‘elenuab pue ‘spuey ‘asey “*6'a !Apog ayl jo sease [jews ayleq o1
8|qe Ajuo aie oym siuanied 10 yleq ailua Buipsau siuaiied sapnjoul (€304 yieg

*qnl ug plyo “6'a fyieq bulnp uoisiasadns Buipaau sjuaned
sapnjoul Os|y °"3oeq “6'a !Apoq jo seale jjews Buiysem (g) Jo/pue juawdinba
yeq dn 6uilias (1) yim dijay Buipasu luaned i0j 3day) BIUEISISSY UM yieg

SHOLVIIANI 40 SNOILINIZ3A —AHIODHNS

31 Pax28yd aQ JOUURD BDUMEISEY UIIAA dn 10 Qi) Py S Czlue y = ll_
*sabajiniud woouyled Inoynda paq o1 paiotasas si juaned ) xuwﬂ.ﬁnw ._lﬂun-lvm:_«wh.m

*Pax2ayd si 8dUBISISSY YUM d) 1
Pa%23y2 aq Jouued qiT} Py dn Jo 153y pag "Asoleurjdxa §|38 :8dUelSISSY YA dny

. ‘Pdayd st qi Py dn 4
vmxow;uwn«oc:muﬁmc_uwmLomu:mwm_mm<;:>>n3.>g9m:m_axm:mm"a_._t<m3

: ‘pat}isse|d 1uaned yoes 104
Paxo3yd aq 01 §1 SJolealpul a1yl asayl jo auQ ‘1ualled e JO jaaa] Allanoe ayl o1
12331 ‘Isay pag pue !ajuelsissy WA dn Qi Py d)  :si01eDIpul 83Jyl IX3u ay|

. ‘paul
-e43 13103 334 10U a1e oYM sjuejul 03 Ajdde A@unnos 1ou $a0(g “(1jys Jad sawn

OM] 15e3| 1B} Afluanbauy pabueys agq o1 uauyy sasinbal oym 1ual Auptwny ybiy

Japun juaned 10 sisaloydelp awaaixa yuiim juailed ol saldde osyy ialayied
Buijjamput sey juaned §1 paiew aq 0) Paau JOu $30Q '$addy 40 auln JO 1usuly
-uoau! s Oym judiled 01 siajay  dialoydeiq/iappeig 10 [amog §O 1UBLIIUOdU}

agny §0 aled 1oy Buisinu
uodn satjas yuasied §i ‘Spaau dlInadesayl Japun ‘aled agnl jiew OSjy "yYdesopua
ue J0 Awols0aydeil e sey oym luaned Aue JOj diew e ajeld :AWiO}S08YIEI]

*PaxoaYyd aq Isnw A1063189 Adeiayl uabAxo ‘paddayd s siyl ) TojeIIdsSey

BUED
-ed snolasuosun 10 di6ajdeipenb ayl ase sajdwex3y “sjuejul 10j 328yd Ajauilnoi
jou oQ ‘buiaows pue Buiuinl se yons ‘sanianloe isow ui uostedidilied jo ajqeded
-ul aie om sjuanied ase asay) -Anjigqowus 3isjdwoa yum luahed syl Jo Aujq
-oww Jo asibap ybiy e yim Jusned ayl 1oy diew e aded Aujiqowwy elejdwod

‘sluejul 103 323yd AjaulInos 10U O ‘S3IALIDE 3UITNOS YIM aduelsisse 10} Buisinu
uo asuapuadap 01 pea} ysiym *°213 ‘silaylie ‘sjulellsas ‘uoiloed) ‘luljds ‘1580 ‘S, Al
40 1|nsal e se pazijiqowws Ajjeijsed sjuaned 10} yiew e adeld AljIqow] |eijaeyd

*io3eqnoul
*H'8 JJuBwuoiIAUe Pajj0sIu0d B Buliinbas juejul ayl Ol S1848s OS]y "9Jed 3AI108}
-oid pue onidase jeaipaw Buuinbas juaied ayl o1 saiddy  :3313josj/uonye|os|

“SROIISUOIUN s Juasied §i Ylew
1ou o "loeielpd do-1sod 63 !asueisisse Buisanu Gutanbat jusned ayl ul }nsai
Yoiym sayoled sAa ylim juaned ayl 10§ paxJew 3q OS|B PNoys siyj "ssaupul|q
01 anp spaau 10) Buisinu uo satjal 1usiled Ji YJew e adeld :pullg ApeaN Jo pulig

*jJuaied snoissuoaun ayl o} Ajdde
1ou saoQ ‘{abe oifojouoiyd mojaq Apuedijiubis abe jeluaw) papieias Jo (soed
PuB aun} 0} se) palualosIp ‘(018 ‘j|as 10} 9JBD ‘SPUBLIWIOD MO||0} O} 3|qeun)
pasnjuod ase oym siusiied ayl o} saljddy :pailuaiiosiq 10 papielay ' pasnjuo)d

*Ajiwiej ay) PIEMo] pPaldalip §S3jun UOIIBNIS SIYY Ul SNO3U0LIa aq OS|e P[NOM SpasN
jeuoijowy {e10adg pue spasn Buiyoea) |eidadg -souelsisse ylim dn Jo qi pe dn
se paist] ag 10u p|NoyYs aied diseq s,juaned ayl °siualled snosodnis Jo nbieyiag
apnjoul 10U saog °"SNOIISUOdUN SI OYm iuailed ayl 01 saiiddy  :Snoldsuodun

*ludwdo|aasp

pue yimoib 01 paiejdas spasu ayl 01 S1ajay ‘Aloleue|dxa j1ag :PJO SIGA 9 — €

*tuawdoianap pue
yimoib 01 palejas spasu ayl O} 543)3y "AIOlEUR|dX3 }]ag :PIQ SieBA Z ueyl 5397

*3131ys Aep ayl Buiinp lun ayl woJsy pasiajsuels Jo pabieyo
-SIPp 8g O} UulB}IaD S} Juailed j) JOledipul siyl Niew :INQ Jejsuei] 10 ebseydsiq

“aie) eaIsualu] jeanbing wolj Jo ‘Yy 4 ‘wooy bunesadQ ayl wody siualled
Buintacas ase leyl sease aieo juadlied 01 Ajdde Aew siyj "papi0dal 9q PInNoOYs
Aayl uayl ‘uMmoud| ale aalue O} Juasied ayl 4O s101edIpuUl §| “IjYs Aep ayy Buunp
1UN 3yl UO aAlue 0} Stluadned e leyl umouy si 3t J1 Jo ‘iys Aep syl Buunp pun
ayl uo panisie Apeasje sey juailed ayl jI iew e adejqd :Uj J0jSUEI] 10 UOISSIWPY




1Ag pamalnay wio4
fATIINS 92LIAT ATl -
4 -Js‘bd INTINFA S

Jo-ISY ATALGTRIWW]

TILLTWAY Ao,

JAVN SLN3ILVd

<

Admission or
Transfer in

Discharge or
Transfer Out

Less Than
2Years Old

26 Yrs. Old

Unconscious

Confused/Retrd
or Disoriented

Blind or
Nearly Blind

Isolation/Isolette

Partial Immobility

Complete Immobility

Respirator

Tracheostomy

Incontinent/
Diaphoretic

Up Ad Lib

Up With Assistance

Bed Rest

Bath With Assistance

Bath Total

Assistance With
Oral/Tube Feed

Total Oral/Tube Feed

1&0

Specimen Collection

Tube Care

pala|dwod uoy awil aieo!pug aseald 'N'Y

Extensive Skin Care

>

Wound and /or
Simple Skin Care

Ad LiD Of UP WIIN ASSISWHIILG Lormmse ww serew. - —

<

Oxygen Therapy

Monitoring

- Vital Signs Q2 Hrs.
or More Often

>

1V’s and Site Care

Special Teaching .,
Needs

o

Includes all infants. Up

Special Emotional
Needs

Prep‘d For Test
and/or Proc.

S——

03

Total Points

[ O

Wy

Patient Type

*LIND

IHVI 2isve SNOILIONOD
AS’dOlg )90339 '31vda

SA33N JiLN3dVH3HL

WHO4 NOILVIIHISSVT1O LN3ILVYd




S

-iedaid "AJabuns "'H'a8 'sinpadoud e 10 3sa) e 40j 1j1ys sy m:_‘:..A Buisanu Aq nEO_a‘m
-dedaid saxnbas jusned ji sjuew e ade|y YS3INPadsold 10/PUE SIS3) 40} Palb 8ig

‘UBld pue Juawssassy Buisinn ui paluawinaop aq
PINOYS Spaau |EUOHOWS ay) ‘Pad3dayd st wall siyl J| “(Ssauanissalbbe ‘umespyiim
Alybry  ‘suoneap: epioins Buissaidxs “6'a) Jowmeysq asreisdosddeur Buiqiyxs
ase 10 ‘adod 0} 3iqeun aie ‘Burdod Aynoiyyip Buiney ale ‘uonezl|elidsoy 40 Ssalls
1ensn ay) puoAaq ssails Buiduariadxa.aie Aayl asnedsaq 1ioddns jeuonowa jeuoni
-ppe Butpaau saljiwey 10y pue siualed Joj yiew e adeld :Spesy (EuoiROW] (B2adS

. ‘suonoanisul buimoyjoy ug saind
-I4)1p 1qiyxe Ajlwey Jo/pue jualied Byl Ssajun Sisa} AJOleJOQR| 40§ SUOIIONJISUL
10 “JUBLLIUONIAUG YHM UO(IeZIIe(|[We) ‘SUDIIDNIISUI UOISSIWPE BUNNOJ apNdUl TOU
saop siy| ‘Buiyoear do-150d oy1oads pue axd ‘Guiyoeas onaqeip “6'a 'suonanssus
|e1oads sainbas Ajiwe; 10/pue Jusiied jt Sjuew e adeld :spasp Buiyoee] {eioeds

*§300| uieday ‘saut) |eJUAD
pue |eliajie ""N'd L ‘SIUnysS A—v sapnjouj Asoleue|dxa j|ag :81EQ 8MS PUE S,A|

‘2318 'sasynd Ajwalixs pue ‘subis oinau ‘Bursoltuows gAD
'd8 ‘Hdl ‘spnpoul subis [BLIA "u8ljO aiow 40 sINOY Z D ‘Subis (LA jo Bulio}
-luow Butiinbai siuaiied 10y yiew e ase|d UBI30O 640 10 SINOH Z D SUBIS je3IA

‘UBJIPJIYD Pue SIULUL 104 %D3YD
Ajguiinod 1ou oQ ‘{Butioljuow aso|d Asaa sinbas yoiym sdup Al paresipaw uo
siuajied ‘Jole|uan ® wouy paueam Bujaq juaned ‘Juaned paplelal 1o alneiyaAsd
6'a) ualjo alow JO saInuUIW G|D UONEAIasqO jensia juanbaiy Buginbal sjuapned
350y} se j|am se palolluow Ajjedtueydaw Butaq siuaned o1 siajay  TBuLIOIUOH

‘Adesayy uabAxo ayl ‘404 sjqIsuodsas Afloasip 10 ‘4O aleme aq 1snw Buisanu p
saj|dde sty ) "018 ‘Ja1awouods ‘Z( [eseu ‘gdd| ‘Iual Aupruny ybiy ‘josolae pajeay
'Adesayl uabAxo Aue an@oas 01 sy lusned ji djiew e sdely :Adeieyi UsBAXQ

‘348D "IW'd 10/pue "'y aulInoJ 10} 3282 10U 0 "pPapn|ou!
10U S| 3D AS A ‘9Ied UDjS aaneluanaid Bulaladal ase oym (1ignasp o1 suosd
sjuanied asoy) 40 as aAllesado JO PUNCM 4O 31D UINS DISEq JO UOIIBAISSGO asojd
Bulinbas sjuagied asoyl sapnjoul 101EIIPUI SIY)  TBIBD UDIS BJaWIS 40/pue punopp

*("PI'b sunoy ¥ - | sayel 1eyy Buissasp “6'a) ales
aaisuaixa Bulnba) swejqoid (goiBojolewnsap J0 ‘SUCNBII0IXE ‘SUING BAISUAIXa
Yum siuatied asoyl sepnjoul J01BJIPUI Siy )  :8IED UNS JO/PUB PUNOA) SAISUBINT

"siglayien Asjod yim sjuaned 1oy aseauad 10 ‘si3layled Asjo4
Bupebiuyy ‘agm olnseboseu Bunesidse pue Bunebu) ‘agny yoen Buiuesp ‘yoesy
404 uonoans “6'3 !saqnl YHM aduelsisse spasu Jusned I Yiew e adelg 8ie) eqnL

“(Get 8yl Ag umelp jiom poojq “6'a) |auuosiad Jjun Aq pauleiqo 10u S1 usunoads
3! pajJews Jou S| UwNiod SIYl “(SBulin |euodely JO AlAesB dig1dads oy aurn
"6°a) 1luNn ayl uo pasn 10 Al0iRiOqQE| B O} JUAS SI uawidads syl Jaylaym ‘BuisSinu
AT UOITO8[I0D uawioads sainbal juaned j1 yiew e adeld UONIB[0D uswIAdg

‘yloq Jo ind
-INQ 40 axelu} j0 BuipJodal salinbas Jualied 41 ylew e aoelg INAINQ pue exEu|

“jfeaw ayl uunp
uolsiAJadns Jueisuos saiinbal Juailed } uwN(d SIYY ¥2ays o1 aielidoidde osje
S! 3§ “}|8s pasy 01 3jqeun s) 1uanied I diew 3}08yd adejd :|eI0) pesd aqni/ieiQ

"uoisialadns |BwUIW yIm Buipaay aqni umo Bujialsiulwpe 10 §)as
Buipas) jo ajqeden uayl s} Juaneq °|dUUOSIAD Buisinu Aq dn 18s 8q 03 Buipaay
aqm 10 Aen sasnbas juaned j1 jJew e adejd :BJUEISISSY YIM Paeg aqn]/jeiQ

- ‘elieliusb pue ‘spuey ‘aoey “*6'a Apoq ayl jo sease jjews ayleq 03
8|qe Ajuo aze oym syuaned 10 yleq astua Buipaau siuaned sapnioul  ([BI01 (ieg

‘anl u pyyd “6°s !ineq Buinp uoisiaiadns Bulpsau syuaned
$apnqaul 05|y “3oeq “B'a !Apoq jo sease jews Buiysem (z) so/pue lusawdinbs
yieq dn Bupias (1) yum diay Bulpaau Juaned 10) XoBYY BIUEISISY YN yieg

SHOLVIIANI 4O SNOILINIZZA —AHIDHNS

31 Paxa’z3yl aq iocuues BIUBISISSY YlM O 10 gl Py dn Csiugiur e sapnjouy
‘sabajpianid wooiyleq 1noynA. paq o1 Pa1dinsas st juanted §t y2ayDd ISy pag

*Pa%IayDd S1 82ULISISSY YUIM dn) §!
Pa%23y2 3G 10uUEd Q1T PV dN 40 Isay pag "Aioleue|dxa J|aS :3JUEISISSY I dn

"Pa328yo s Q] PY dN

Pa323yd aq Jouued 1say pag J0 aduelsissy Yt dn “Ajoleue|dxa 18 qr} py dn

’ *payyissels wuaned yoea 10y
Pax23yd aq 01 i SI01BJIPUL 33IYL 2S3YY 4O BUQD “IUAEd B JO [3A3| ANAIIOE Ayl O}
J3481 ‘1say pag pue !aduesissy YUM dN Q] PY dn) ISIOIBDIPU) 33IYL IXAU By |

‘paui
-e1] 138|103 334 10U ale Oym sjueyul o0} Ajdde Ajgunino: jou ssoq “(331ys sad sawil
oM} 1se3| 18) Apuanbayy pabueyd aq 01 uauy sainbar oym juay Alpiwny ybiy
Jspun juaned o sisaioydelp aw3sixa YUM judiled O} sandde Os|y -1alayled,
Buijjampu sey juaiied ji padiew aq 0} psau 0u $30(] °Sad3j 4O suiin JO juaull
-uodut st oym Jusiied 01 su9jay  “SiTesoydelq/iappeElg 10 (omog JO JusUIIUOIU]

‘aqni jo aied 104 buisinu
uodn satjas Juanied j1 ‘spaau d13nadesayl 1apun ‘aled agny jlew 0Osjy "yoeinopua
ue 10 Awoisoayoesd e sey oym juaiied Aue Oy jiew e adely :Awojsoeypoes]

"P3323y2 aq 1snw AJobales Adesayl uabAXo ‘Paxoayd st siyl 4} JIojeaIdsey

‘jusn
-ed snojasuoaun Jo dibsjdespenb ay: ase sajdwex3 ‘sluejul 10§ %23yd A[8U1InN0)
1ou oqg "Buirow pue Suluny se yons ‘sanliAloe 1s0w ul uoiedidnied Jo a|qedeo
-ur 3Je OM sjuaned ale asay] "Alljlqownwul a13]dwod yum jualied syl JO AupQ
-owws J0 3aibap yb6ly e yuM Juaiied ayl 10) jiew e 3oeld Hpqoww} atejdwod)

“Sluejut JOj YIayd Ajaulinod 10U 0Q *S3IMAIIDE UIINOS YIIM adjuelsisse 104 Buisinu
uo aduapuadap 01 Pea| yaiym 213 ‘SiiylIe ‘sluledisal ‘uonoesl ‘Juilds ‘15ed ‘s, Al
40 1nsaJ e se pazijiqoww Ajjellsed sjuafled 10 Yiew e 30ely :ANjiqowul] [enJed

*101eqnoul
*6'a ‘yuawuoiiaua.pa)joIIuod B Butiinbas Jueyur sy 03 $19J81 0S|y ‘aied anndIay
-oud pue sndase |esipaw Bupinba: juaned ay oy saijddy  :a)jajos|/uone|os|

*SNOIISUOJUN SI Judiied 31 N1ew
lou oQ ‘i0eseled do-1sod ‘6'a !asueisisse buisinu Bulinbal luaned ayl ul 3nsai
Yalym sayoled aAa yim luaped a3yl Jo) pasiew aq OS|e PINOYs SIy| °ssaupullg
01 anp spaau 104 Buisinu Lo saijal Juaiied ji jiew e adeld :puljg AjiesN 0 pullg

‘3uailed snoOLIsSUOOUN ayl 01 Ajdde
10u saoQg ‘{abe 2160|0uOIYd MOj3q Ajluedyyiubis abe {ejuaw) papielas 10 (aoseid
PuE 3wl 0} sB) PIIUIIOSIP ‘("318 ‘}19S 10} 3JED ‘SPUBLLWIOD MO}|0} O} 3|qeun)
Pasnjuod ale oym sjuaited ayl 01 saljddy PalULlIOsIQ JO papielay 'pasnyuoy)

*Ajiurey 3yl p1emol Paldallp SS3jUN UOHIBMIS SIYL Ul SNOBUO.LIB 3Q OS|E PINOM SPaap
jeuolniowy e1dads pue spaap Buiysea) (eadg ‘asueisisse YuM dn 10 Qi pe dn
Se palsi| aq 10U pinoys aied diseq s,1ustied ayl siuaiied snosodnls 10 diBieyia|
8pnjaul 10U $30Q °SAOIISUODUN SI oYM tuaned syl O} salddy  Snosuocdun

‘Juawdojaaap
pue yimoib 01 paleas sPasu ayl 01 Siagay Asoreueidxa 3188 :plO SigaA 9 — 2

“juawdojanap pue
Yimoib 03 paiejal spaau ayl 01 si3jay -“Aloleur|dxa 4|aS IP|Q SIEBA ¢ UBY] SSa

“11ys Aep ayl Burnp 11un ayl woisy pasiajsues) Jo pabieyd
-Sip aq 01 ulewad si jualled i JoledIpul SiYY YU INQ Jajsues] so eBieqasiq

‘aie) aAIsuadlu| |eabing wWoly 10 'Yy d ‘wooy Bunesadp syl wosy siuaied
Buiataoas ase 1ey) sease ases juaned 01 Aldde Aew siy| ‘papi0dai aq pihoys
Aayl uay ‘umouy ase aAle 01 Juailed 9yl 3O SI0IEDIPUS 3| IjyS Aep ayl Buunp
31uUn 3Y1 VO anLe 01 stlualied e 1Byl MO S| 3§ 1O ‘Ijiys Aep ayl Buunp Jtun
ay3 uo paause Apealje sey 1ualed ayl )1 JJew e adeld :UJ JBJSUEIL 10 UOISSIWIpY

v



it

vr ey

CNECK 1T, PatiGit 13 1vossmem ooz m o

Bed Rest:

:Ag pamainay wiuo4
4~ mod UNINAA N
qFliiwal Ao,

/3297 0C JaLdyg AUQ
JI~ IS FBLYAI (W]
JWVN SINIILVd

:1INN

SALOYIYLYD 1ALV

N )( B Admission or
Transfer in

Discharge or
Transfer Out

Less Than
2Years Old

2-6 Yrs.Old

Unconscious

Confused/Retrd
or Disoriented

Blind or

)(‘ X X ' Nearly Blind

Isolation/Isolette

\ Partial Immobility

SNOILIANOD

Complete Immobility

Respirator

Tracheostomy

Incontinent/
Diaphorsetic

X Up Ad Lib

X ] Up With Assistance

Bed Rest

X
X X X Bath With Assistance

Bath Tots!

3HVI Disvd

. Assistance With
X Oral/Tube Feed

Total Oral/Tube Feed

1&0

)( Specimen Collection

Tube Care

.p‘a1a|dLuo5 wioy suml aleﬁgpug asea|ld "N'YH

Extensive Skin Care

Wound-and /or

X X X Simple Skin Care

Ad Lib or Up With Assistance cannot be thecked .t

Oxygen Therapy

Monitoring

Vital Signs Q2 Hrs,
or More Often

SQ33N J211N3dVHIHL

Special Teaching”
Needs

11X
’ )C 1V’s and Site Care
X

Special Emotional
Needs

Includes all infants. Up

. Prep'd For Test
X and/or Proc.

Ho AY 72 20 Total Paints

INHO4 NOILYII4ISSVTD LN3ILVd

ﬂf ﬂ: m f Patient Type




-esedald ‘Aisbuns *'6'a 'a4npasosd e 10 1531 € 40§ I31ys syl Buunp Buisinu AQ uone
-Jedaid salinbai juaned j1 yJew e ade|d $50NPedDid JO/PuE sise] 10) paledeig

‘ueld Pue juawssassy Buisinp vy pajuaundop aq
PInoys spaau [BUOIIOWd 3yl ‘PaXIBYD S| WAl SIY) J| “{ssaudAIssalbbe ‘umelpylim
Alybiy  ‘suoneap; (eproins Buissardxa “6'a) toiaeyaq ajensdosddeur Bunigiyxa
@4e 10 'adod 0} 9|qeun aie ‘Buidos Ay naiyip Buiney ale ‘uoliezijelldsoy Jo ssans
|ensn ayl puoAaq ssaJis Guouariadxa ase Aayl asnesaq 1ioddns jeuollowWwa jeuoiyl
-ppe Buipaau saytwe) 104 pue siuatied JOj dyJew e ade|4 :SpPesl jeuonowy je1Peds

*suononasu) buimorjos uy sanna
SR HAQIyxa Ajiwe;y Jof/pue juaied iyl Ssajun $1591 AJOIRIOGE] 40) SUOIIDNJISUL
1O ‘JUBWIUDHAUS YIIM UOIIBZIIBIJIWE) ‘SUDIIONJISUL UOISS|WPE 3ulN0J 3pPN|dU) Jou
sgop siy| -Buiyoeay do-i1sod ay1oads pue asd ‘Guiyoeal anagelp “6'a lsuoiONRSUL
|etoads sasinbas Ajlwey Jo/pue juaned i diew e adejd :Spasp buiydee] jei1dads

*$300| upeday 'saulj |enuad
-pue jepalie "N'd' L ‘Slunys A—Y SaPA(DU| "AJClIEUR|dX3 JiaS :8Je) 8lIS PUE S, A|

*01a ‘sas(nd Aliwadixa pue ‘subis oinau ‘Bulioliuow dAD
‘d8 ‘Hdl ‘spnjoul subis |BI1A U310 alow 40 sinoy gz D ‘subis jela jo Buiiol
-fuow Bupnbal syuaned 10} dJew e 80B|d U8k} 8IOW 10 SINCH ¢ O SublS {8IA

i *U3JIPIiY2 pue Sluejul 104 H23Y2
Ajauninod 1ou og "(BulloliuUOW 85012 Alan asinbas yoiym sdup Al psiIEdpaws uo
sjuanied ‘J01B|13UBA © W4} paueam Huiaq juaned ‘Juaned papJelal 10 dieIYOASd
“6'a) udlJO BIOW IO SAINUIW G|D UOLIBAIBSGO |ensia Juanbayy Bulsinbas syuaned
350yl se jjam se paiolluow Ayjesjueyasus Bulaq siusiled o) siayay TBULIOIIUGHY
*Adessyy usbAxo ayy ‘10} ajqisuodsel AjlosJip JO ‘jo aleme ag Isnw Buisinu g
sajjdde sy ‘918 ‘4alawolods ‘ZQ |eseu ‘Gdd| ‘tual Aupiwny ybiy ‘jososae paleay
‘Adesayy uabAxo Aue anlesas 01 s| luslled J) diew e adeld :Aderey] ueBAXQ

*8183 'I'd J40/PUE "I\ @uiinoJ 10y 338Yd 10U 0Q "Papn|oul
10U S} aJed @S A| "8JBD uPfs anneluanaad Bulaladas ase oym nIgnaap 01 suoad
siusiied asoyl 10 a)is aAlesado JO PUNDM JO 343 UPjS JISe] JO UDIIBAIASO 3sOpd
Bupinbai sjusjied asoyl sapn(oul JOIBDIPUI Siy] B4B) UDS BjdwWIS J0/pPUB PUNOp)

‘(*p'rb sunoy % 1- | sexes 1eyy Buissaip “*6°a) ased
anisuelxa Buiinbas swa|qosd |ediBojOlEWIAP 10 ‘SUONBLIODXE ‘SuIng BAISUAIXD
Yim sjuanied asoyl sepnjoul JOIBJIPUL SIy|  81ED UINS J0/pUE PuUnopy BAISUeIX]

‘sialayied As(o4 yiim siuanied Joy aieapiad 1o ‘sialayleds Asjo4
Bupebl ‘aqny olyseboseu Gupesidse pue Bunebiu) ‘agmy yoen buiues|p ‘yoen
404 uojlons ““B'a Isaqnl ylim aauelsisse spaau lualied §i JJEW e adeld ‘e1e) eqnL

*(aej ayp Ag umesp iom poolq “B's) |auuosiad 1un AqQ pauleiqo 10u sI uswidads
JI payJew Jou s| uwingod sy} ‘(ssugn [euoiioesy 4o Alaesb dyioads 4oy aunn
‘“6'a) 1un ayi uo pasn 4o AJoleioge; & O} Juas S| UAWIDAS Byl Jaylaym ‘Businu
A UOTIIBNI00 uawoads sasinbed jusied ji jJew € ade|d {UOND9}|0) Uswiideds

‘yiog Jo ind

-InQ 1o axeiuf jo Buipiooas sauinbas Juaned J1 dJew e adeld :INAINQ pue ayeu)

‘|eaws 3yl Suninp
uolistAledns 1UBISUOD $3JInbaJ tusled §i uwn|od SIYl 32ayd 0} aleudosdde osie
St 3| "}19s Pasy 01 a|qeun sy 1udllad 4t iew o9y ddBld :{€30] paed eqni/|ei0

‘uoisiatadns [ewiuiw y3im Buipaay aqni Mo Bugalstustupe 4O 3(as
Bupsay jo a|qedes uayl sy Jusieq ‘[euuosiad Buisinu Ag dn 3as aq o} Buipasy
aqn} Jo Aes) saiinbai tuaned J1 yJew B adeld :BIUEISISSY YN Pesd eqnl/(ei0

*ej(eiuab pue ‘spuey ‘soey ““B'a :APOq ayl §O seaJe [jews ayleq 0}
ajqe Ajuo ale oym sjuaned 4o yleq ailus Buipesu sjuapied sapnjou| :lEI0L yieg

‘qn} ul ppiyo “6'a Euwn .m.c._S_o uoisiasadns Gutpaau sluanied
sapndul oOs|y *xoeq “B'a !Apoq jo sease jjewss Buiysem (g) Jo/pue juawdinba
yieq dn Buias (1) yum diay Buipaau Juaned o) oay) BIUEISIESY [PIM yied

SHOLVIIANI 40 SNOILINIZIIQ —AUIOHNS

31 pPaxoayd® aq iouued wucm«&ﬂ( UHUAM dN 10 Al Py dO ‘sluejul j12sapnjouy
‘sebajialid woouyleq INOYIIAM pagq 01 Paldulsal st juaned jt Hosy) Nsey peg

*PadI3Yy2 S1 2JUBISISSY YUA ANy 4
Pa%}33yd aq J0uued Qi PY dN 10 isay pag "Aioleue|dxa }{aS :SIUEISISSY YIM 0N

: . "Pad3Noayd s g py dN ¢
ve_.uwcuwauo::wuﬁwmnmm._omu:m«mmmm/\::.Sn:.?.oamcm_nxm:wm"a_.__u<m3

*paijisse}d tuaned yaea 1oy
Pax3oayd aq o} 51 SI01EDIPUL 331yl BSAYL JO FUQ IudNed B JO [aA3] AIAINDE Byl O)
13jal ‘I1say pag Pue ‘eJUEISISSY YUM dN (qiT PY AN :SI01BaIput @3y IXsu ay)

. -paut
.Euuu__o:guocm_moc.s3:2:_o~>_nnm>_m:_§o.:ocmwon_.:::m._oamm:._:

oM} 1se3j 1e) Apuanbaiy pabueys aq o1 usuiy sainbasr oym juar Aupiwny ybiy

18pun juaned o sisaioydelp awenxa yum juaied o) saidde os|y i1alayied
Buijjampuy sey juaned j1 payJiew aq 0) Pasu 10U $30(] °"$323) IO BULIN 4O JUBUI}
-uodul st oym juailed oy s1jay Dijaroydeig/iappe|g 10 [amog JO JuaUIUOJU|

*aqnl jo aies Joj Buisinu
uodn sat[a: jJuaned i "spasu dlinadesayl 13pun ‘aled aqnl Iew 0S|y "Yoeslopua
ue 10 AwoOls0aYdel} B sey Oym juaned AuE 10} Ylew e wejd :AUIOISOOYIRIL

“Pa303yd aq Isnw A10631e3 Adesayl uabAxo ‘paxoays st siyy §| r_oﬂu,...._uwom

“Jusp
-ed snogosuodun Jo difiajdespenb ayy ase sajdwex3 ‘siuejut 10y 32ayd Ajauilnos
lou o ‘Bulnowr pue Buluiny se yons ‘saniaioe 1sow u uonteddied jo ajqedes
-ul ate om spuaned ale asay CAupiqowwsn alsjdwod yum juasned ay) 0 AIg
-ouwut 4o saibap ybiy e yim jusned ayl Joj Yiew B asdelg Afjiqoww ayejdiuo))

‘Sluejul 104 %23yd Ajaulings j0u 0 "SIIAILIR BUNINOS YIIM aduelsisse 104 Buisinu
uo 32uapuadap 03 peaj yolym *-d1a3 ‘siliylie ‘sjuiesIsal ‘uoi3oes ‘Juids ‘I1sed ‘s, Al
0 }jnsas e se paziiqowwi Afjeilsed sjualled 10} Jlew e 3oeld :AJjIqoww) jenued

‘101eqnoul
‘68 !3uawuosaua pajjonuod e bulinbar juejur ayl 01 S13j31 OS|y "aied AN}
-o.d pue ondase [eopaw Buninbai juaned ayl o) sayddy  {el3e|os)/uonv|osi

“$NOIISUODUN $1 Juaned }1 yiew
lou oQ -ioeselrd do-isod "6 @ aoueisisse Buisinu Buliinbal juaned ayl ul ynsas
Yalym saydied ada yim juaned ayl JOj padiew ag OS[E PINoys siy)] °“ssaupuliq
01 anp spaau 10} Buisinu uo s3tjas Judtled ji YJew e adeld pullg AjJeelN J0 pullg

“juanied snOLOSUOJUN 3yl o1 Ajdde
lou saoq ‘{abe oiBojouoiyo mojeq Apuedijiubis abe |ejuaw) papielas Jo (adseid
PUE BWI) 0} SB) PAAUILOSIP ‘(D13 “}18S IO} BJBD ‘SPUBLILIOD MOJ|0} 0} 3jqeun)
pasnjuod ale oym siuaned ayl 01 salddy :PajuaIIOSIq 40 popimiey ' pesnjuo)

*Ajley 3y} PIBMO] PaAIJALP SS3[UN UOIIBNLIS S1Y} Ul SNO3U01I3 3Q OS|E PJNOM SPaaN
jeuoizow3 jedadg pue spaap Buryoea) (eradg ‘souelsisse yiim dn 10 qy pe dn
se palsy| aq Jou pinoys aied diseq s,Juaned ay) ‘siusned snosodms Jo dibieyral
8pNOUl 10U S0 “SNOIdSUODUN S| oym juaiied ayl 01 salddy  isnolasuodun

*JUdWdoaAap
pue YIMmoIb 03 pale(ds Spaau ayl O) Siajay *Asoleueidxa §198 PIO S180A O — 2

‘juawidojaaap pue
ywmoub 01 paiejal spaau 8yl 0) siajay "Aloleue|dxa §|ag PO SIEBA ¢ USYy) SSa ]

‘HIys Aep 8yl Buuinp 3tun ay) woly paliajsues) 1o pabieyd
-SIp 8Q 01 ule 3 Si Juaned ji JOlEdIpUl SIY) ey IR 1aysues] 10 ebieydsiq

‘a1e) anisualu| |enbing woly 10 ‘Y d ‘wooy Buneiad( ayl woiy suaiied
Bulaaoas ase eyl sease ased juanied 01 Ajdde Aew siy) °papiodal aq pinoys
Aayl uayl ‘umoud ase aaue 01 Judlied 3yl JO sJoledpul 3 “1J1ys Aep ayl Buunp
UN 3yl uo aAlse 01 St luailed e 1Byl UMOUY SI 31 §I JO “3j1ys Aep ayl Buunp uun
a3yl uo paaisie Apeasje sey Juaned ayl ji Jlew e aoeld U 19jSuUeI] JO UOISSIWpY




YUZTET CTU PITY

Pa13|dw0D W10y 3wl 91edIpUi aseald ‘N'Y

“Treludes all infants; Up A0 LID. O UP T8 /Massss s =me0

1Ag pamainey wio4

ALEDINS Ay AT

SO -L89) IHVINIA S

do~1S 94 A TIWUN

TaLLiway AU,

JWVN SLN3IILVd

*LINN

X

Admission or
Transfer in

Discharge or
Transfer Out

Less Than
2Years Old

2-6 Yrs. Oid

Unconscious

Confused/Retrd
or Disoriented

Blind or
Nearly Blind

Isolation/isolette

Partial Immobility

Complete immobility

Respirator

Tracheostomy

Incontinent/
Diaphoretic

SNOILIANOD

>

Up Ad Lib

Up With Assistance

Bed Rest

Bath With Assistance

Bath Total

34V 0ISVE

Assistance With
Oral/Tube Feed .

Total Oral/Tube Feed

1&0

Specimen Collection

Tube Care

Extensive Skin Care

X

Wound and /or
Simple Skin Care

X

Oxygen Therapy

Monitoring

X

Vital Signs Q2 Hrs.
or More Often

X

IV's and Site Care

Special Teaching
Needs

Special Emotional
Needs

Prep’d For Test
and/or Proc.

SU33N J11LN3dVYHIHL

(¢ Y]

Total Points

W ie

=Y w

\

=

Patient Type

3lva

SQIOHYIoOW Y ft

WHO4 NOILVIIdISSV1I LN3Ilvd




. ‘Adoosopua Joy uon
-ejedaid ‘Asabins 6 launpadosd e 10 1581 B 10 131yS s1gt Bulnp Buisinu Aq uone
-Jedasd ssiinbal juaned §i jlew e aseld Isainpasold 10/pue sisa] 40} paiedaiy

‘ue|d Pue JudWSSasSY BuIsInp U1 PaIUSWINDOD 2q
PINOYSs spaau |euOIOWS ay) ‘pPaxdsyd st wiali Syl §| "(ssauanissaibbe ‘umespylim
Ajybiy  ‘suonteapy tepioins Gujssaidxa “"B'a) Joaeyaq ajeudorddeut Buniqiyxa
aie 10 ‘adod 03 a|qeun ase ‘buldod Alnoypp Bulaey ase ‘uoniezijelidsoy JO ssadls
1ensn ayl puoAaq ssauis Buiouatiadxa aie Aayl asnedaq 1oddns |BUOIIOWS [BUONI
-ppe Buipaau saijiwej 10) pue sjuaned 104 yiew e ade|d :SPeaN jeudpiowy (eads

'5U0ONJISUI BuiMmo)|oy ut S8l N2
-4Pp NaqIyxa Ajrwey to/pue juaned ayl ssajun S1sal Alolpioqe| JO§ SuOIIONAISUY
10 "1UBLILCIIAUS Y1IM UONBZIIBIILLE) ‘SUOIIDNIISUL UOISSIWIPE 3UIIN0J apPR[dUl JOU
saop siy} ‘bButyoesy do-isod oijioads pue aid ‘Guiyosesl snageip 63 ‘suoionsul
|e10ads sasinbas Ajlwey Jo/pue jJuanied j1 iew e adeld :Spas Buiydea) jerads

*$300( urieday ‘saui] {BAIUAD
pue jeudlIe N d L ‘SIUNYS A—Y SBPN|au| "AlOleue|dX@ J[3G :dIEQ B8NS PUE S,A|

‘218 ‘sas|nd Allusaiixa pue ‘subis o1nau ‘Buiioliuow gAD
'd8 ‘Hdl 'apnoul subis |BHA "UB1JO 310w J0 sinoy Z D ‘subis |ena o Buiiol
-tuow Buinnbal siusiied 1oy diew e 33e|d :UBY}O BIOW 4O SINOH ¢ O SUbIS [ENA

TUBIPIYD Pue SIuBSUL JO) HI3YD
Afauninos Jou oQ "{Buistoluow asop Asan annbas yoiym sdup At pa1esipaw uo
siuafled ‘iolefiusn e woJiy psueam Butaq juaned ‘Jusned papieias 10 ornerysAsd
"6'8) ualo aIoW 10 SBINUIL GID UOHEBAIASQO {BNSIA Juanbady Bulainbays syuaped
350yl se {jam se paloltuow Ajjedstueydsawr Gulaq siusned o1 siaysy bulciIUOR

‘Adesayl uabAxo ayy ‘404 siqisuodsal Apoanp 10 ‘}jo aseme ag isnw Buisinu i
sotdde siy| "218 ‘Ja1awolods ‘'ZQ [eseu ‘G4 ‘Iued Apiwiny ybiy ‘jososae paleay
‘Adeiay) UBBAXO Aue aa1adai 01 sI luaned j1 dJew € aseld :Adeseyj uabAxo

"848 "N'd JO/PUB ‘A" 3UIINOJ 10§ 3I3Yd 10U OQ “Papn|dul
10U §1 34ED 81IS A "84BD UINS anneIuandsd BuAladal Ble OYM 1IgNoap 01 auoid
siuailed asoy) 10 311s 8A[1LJ8d0 JO PUNOM.-JO 3J8D UNjS DISE] JO UOIIBAISSQO 350(D
Butinbai syusiied asoyl SBpRjoUl JOIBJIPUY SIY | BIBD) UDIS 8|dLllS JO/pUE Punop

. {'Prb sinoy % |- sexel ey Buissaip “'6°a) ated
aaisualxa Buinnbas swalqold |eslBojolewuap 40 ‘SuonelIOIXA ‘suing anisualxa
yiim stuained 9soyy sapn|oul JOIBJIPUL SIY|  18aBD) WIS JO/PUE PUnNOAA SAISUaIXT

'S18181B3 A8j04 yIm stualied 40y aedisad 10 ‘siglayied Asjoy
6unebuay ‘aqny ornseboseu Buiesidse pue 6unebiil ‘aqm yoen buruespp ‘yoen
404 uonlons “6'a 580N YIIM BDUEBISISSE SPRau jualed i diew e aoe|d 84D 3gnj

‘(ge) 8yl Aq umesp >aom poojq “6'a) |suuosiad Jtun Aq pauieiqo jou S1 uawWwidads
J Pajiew Jou s| UwWNOD SiY) C{sauldn |euoiloesy 40 AlAeiB D1j108ds 1oy aulin
°6'8) 11Un 8yl uo pasn Jo Aloleloge| B 01 juas s| uawidads ayl Jaylaym ‘BUIsSInG
AQ UOI138]]05 uaundads sasinbas juaned J! Jew e ade|d U030 uaudadg

‘yioq 10 ind

-InQ-J0 axe1u| jo Buipiodas sasnbais Juaned y1 yJew e aoeld :INAIND PUE axEIU]

‘feaw sy3 Buuinp
uoisiatadns juelsuod sasinbas Jualied §1 uwNjod siyl Yoays 03 arensdosdde osie
St 1| "J18s pasj Ol ajqeun sy juaned }I MIew 30ayo ade|d :|B10) paaq aqni/|elQ

"uoisialadns [ewitulw yiim Buipasy aqny umo Buliaisiuiwpe 1o jjas
Guipasy Jo ajqedes uayl si Juaneq ‘jauuosiad Bulsinu Aq dn 1as a8q 01 buipasy
agni Jo Aesy sasinbas juaiied i yIew B 3dB|4 :BIUEISISSY YA, Pead aqny/je10

‘eljeltuab pue ‘spuey ‘asej "*6'a !Apoq ay) Jo sease jjews ayleq o}
8|qe Ajuo aie oym siualied 10 yieq alnua buipaau slusned sapnjou| !|elo} yieg

i

‘qQny i _u__.._w *6'a ‘yleq Bupnp uoisialadns Buipaau sjusiied -

$3pnjdul Os)y "joeq “B'a !Apoq jo seste jews Burysem (Z) Jo/pue 1uawdinba
yieq dn Buinias (1) yiim djay Guipaau juaned 10 %28y)H ‘80UBISISSY M yleg

SHOLVOIIAGNI 40 SNOILINIZ3Q —AHIDHUNS

© 1343J ‘1say pag pue ‘aduelsissy ylipg dn ‘g py dn

T e TSy e——

3! P3040 8G 10ULED BDUBISISSY YNAL N 10 QI Py dn SiuBjur pe sepnouy
‘sabajinlid woOLYleq INOYNM, P3G 01 Pe1d)iisal Si jusited ¥oay) IS8y peg

‘PANIIYD ST BJUBISISSY YU O §i
P83423Yd 8q J0uued Qi Py dn 10 1say pag "Aioleue|dxa §iag raduelsissy Ylpn dn

. "P3N03y3 st 1] Py dn 3
P8%33y3 ag Jouued 1say pag 10 adURISISSY YIIM dn Aloleueidxa jjag qi7 Py 9n

"paljisseld juaned yoea oy
P33Ya 8q 01 St SI018JIPUI JBIYL 3S3YY JO BUQ “luatied € JO [aAa] AllAIZE Ayl O}
1$101B01PUL B31YT 1XBU BY ]

‘Paut
-£J3 12)(01 184 JOU aJe OyM sluejul 01 Aldde Af3unnol Jou saoQ “(31ys Jad sawil
OM] 1sea] 1e) Apuanbasy psbueyd aq 01 usuyl saiinbai oym U Aupiwny ybiy
J8pun 1uaned Jo sisajoydelp awaiixa ylim luaied 01 saydde osjy ‘ialayles
Butjjampuy sey Juaiied 1 padJews aq 0} Psau 10U S80(] S8J8) JO auLn }0 1uaunl
-uodui st oym jusiied 03 si3gey  ‘dnesoydeiq/ieppe|g 40 [amOg 30 JUBUNLODU]

‘agny u._o aJed 10 Buisinu
uodn saijas juaiied 1 ‘spaau onnadelayl 13pun ‘ales aqny Niew Osjy "YIEIIOpU3
ue JO AwOlsS09YydeJl B Sey Oym Juaned Aue 40y diew € aoeid nNEo«mOw—_umﬁ.

'P3%23y2a aq i1snw AloBaied Adesayl uebAxo ‘padoayd sisiyl §) JoIEIdsSeY

‘jusiy
-ed snojosuodun 10 dibajdespenb ayl ase sajdwiex3 -sjuejur 10y X940 Afauninod
1ou o "Buinow pue Buluin se yons “SaIANDE 1sOw Ul uoiledronled jo ajgeded
-ul aJe om sjuaned ale asayy CANjIgOwWIW 31BIdWOD YIIM jualled Byl 1o Ahg
o 3o aaJbap ybiy e yim 1uaned ayl 10y Ylew e adeld 3tiqoww atejdwiod)

“SIUBjUI 4O} H23YD AlBuiInoi 10U 0 SalilAiloe m:_;oh yim aguelsisse 1oy Buisanu
U0 83uapuadap 01 peaj ydIYMm 218 'siIlsYLIe ‘SItHeNsal ‘uoyIdes] ‘Juijds ‘1sea ‘S,AL
40 1jnsal e se pazirqowun Afjetlued sjuailed 10} jJew e adejd ATIIqOwWW] [ei3leg

*1018GNOUY
*6'8 ‘1uswuoliAua Pa}|o1uod e Buiiinbal luejur ayl 01 si8jal OS)y “8ied aAlda)
-o4d pue oiidase jesipaw Buinbal jusiled a3yl 03 sanddy 18319|0s] /uoi)ejosy

“SNOISUODUN §i Tuaned §I yiew
10U 0@ "oeseied do-isod ‘6@ ‘aoueisisse Buisinu Bulinbai juailed ayl ut 1NSad
yaym saydned aAa yim juaned ayy 10} padlew aq Os|E Pjnoys siyj “ssaupulq
03 anp spaau 104 Buisinu uo saf|as jualled 1 Yiew B adeld :puijg Ajieely 10 pullg

‘Juailed snoasuodun 8yl 01 Ajdde
1ou saoQ (abe vi60jou0syd Mo3q Apiueoyiubls afe jeluaws) papielsl Jo {asejd
PuB 3wl 0} SB) PajualIosIp ‘("013 ‘}{as 4Oj AILD ‘SPUBLIWIOD MO||0) O} 3jgeun)
pasnjuod aie Oym sjuaned ayl ol sanddy :PIjUBIIGSIQ 10 POpJEIaY Pasnzuol)

“Ajiwiey 8yl piemol paldalip SS3{UN UOHENTIS SIYY Ul SNO3UOLII 30 OS|E PINOM SPasN
[euonlow3 |e1dadg pue spaspy Suiyoes) eidadg “souelsisse yim dn 4o qi pe dn
SE paisi| 8q jou pinoys aied diseq s,1usned ayt -siusned snosodnls Jo dibieyia)
8pNIIUL 10U 530 "SNOKISUODUN SI oym Juaned ayl o1 saiddy  Snojdsuoduny

‘juawdojarap
IO S18aA 9 — Z

pue yimoib 01 palejas spasu ayl 01 siajay "Aloieue|dxa }jag

1uawdojanap pue
YIMoJ6 01 palejal spasu 3yl O} Siajay AJOleue|dXa }1aS PIO SIE8A ¢ UBYL S50

‘3ys Aep ayl Buinp 1un ayl wouy pastajsuest 1o pabieys
“Sip 8q 03 ulesad st juailed I Jolediput Syl YJey INQD Jajsueiy 10 ebieyasig

"a1e) aA1sualu| (B2164ng WOy 10 ‘Hy d ‘wooy BunteladQ ayl wouy sjusined
Buiatasas ase jeyy sease ased juaned o1 Ajdde Aew Syl -papiodal 8q pinoys
A3yl uayl ‘umou ase sapue 01 juaned 3yl JO SI01EIIPUI §| “131yS ABp ayl buunp
1un 8yl VO BaLME 01 SIludlied B JEYL UMOW St 1T §1 10 ‘Uiys Aep ayl Buunp Lun
3yl uo paniise Apeasje sey dualled syl i diew e 3|4 Uf JFJSUBIL i0 LOSSIUIPY




Shelby Karpman

Mr. Karpman was born and raised ih Montreal, Quebec.
After attending elementary and high school in Montreal, he
received his D.C.S. from Dawson College in 1977. That same
year he entered McGill University and graduated with his
Bachelor of Science in the .Anatomical Sciences in June of
1980. In September of 1980, he entered the Health Adminis-
tration Program at the University of Ottawa and will gradu-
ate with his Master of Health Administration in June of

1982.

Throughout his university years, Mr. Karpman has been ac-
tive in the student councils. He also has a wide range of
professional experience, including his residency at the
University of Alberta Hospital in Edmonton, Alberta which

was done in the summer of 1981.




