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Chapter 1 

Summary 

The purpose of this study was to evaluate the impact of a Medical Assessment Unit as an 

alternative to inpatient care. It compared the proportion of inappropriate medical 

admissions to hospital before and after the establishment of the unit. An inappropriate 

admission was defined when that patient's needs could be catered for other than in an 

acute hospital. The reasons for each inappropriate admission were documented. A 

presenting cohort of patients attending the unit was profiled and their satisfaction with 

health care assessed. Professional satisfaction with the service was examined and the 

views of key informants within the hospital were documented. The information obtained 

was used to make recommendations for service improvements. 

Two random samples of adult medical admissions to the hospital were identified using 

the Hospital Inpatient Enquiry System (HIPE) and a validated instrument (the 

Appropriateness Evaluation Protocol) was used to determine whether an admission was 

deemed appropriate or not. The level of inappropriate admissions fell from 22.1% in 

1993 (the year before the establishment of the unit) to 9.6% in 1999 demonstrating a 

significant reduction in the level of inappropriate admissions in the two years studied. 

The reasons for inappropriate admissions were similar in both groups where 88% of 

inappropriate admissions could have had the required diagnostic procedures or treatment 

carried out on an outpatient basis. 

A profile of a presenting sample of patients attending the unit showed that there was an 

equal male: female ratio, the highest number of attenders was in the 45-54 year age 

group. Over 40% were in social classes 4-6 and 80% were classified as new patients. 

The service provided by the unit was shown to be efficient with short waiting times for 

services. Two thirds of new patients were seen within three days of appointment. Eighty 
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percent of patients attending the unit were seen by the nurse within half an hour of arrival 

and 70% were assessed by the doctor within one hour. The majority of patients were 

seen in the morning, blood results were available before noon and of those patients who 

attended the radiology department all returned to the assessment unit within one hour. 

The predominant presenting complaints were chest pain and headache, with patients with 

blood disorders requiring venesection accounting for 15% of attenders. 

Satisfaction items were addressed in terms of information about illness and treatment, 

communication, accessibility, waiting times and facilities. Overall satisfaction with 

medical and nursing care was also examined. The response rate to this part of the study 

was excellent at 100%. Satisfaction with the level of information provided regarding 

illness and treatment was over 90%. 

The Medical Assessment Unit is located in a town in a predominantly rural part of the 

country. Sixty four percent of respondents lived more than ten miles from the centre and 

10% experienced a lot of difficulty in relation to transport and access. 

Patients were satisfied with the waiting times but many commented that an improved 

appointment system was needed to facilitate patients attending the unit. Satisfaction with 

facilities was also high even though patients felt that the waiting area needed to be 

improved, as did the toilet facilities. Many of the patients surveyed stated that privacy 

should be ensured and some changes to the structure of the unit would allow this. 

Overall satisfaction was similar to many other patient satisfaction studies with regard to 

medical and nursing care (98.3% and 100% respectively). 

The views and satisfaction ratings of General Practitioners in the region were ascertained. 

The response rate was high at 91.3% with only one respondent stating that he did not use 

the service. Eighty percent of referrals were for a second opinion and GPs were very 

satisfied with waiting times for appointments. Ninety percent said that they had no 

difficulty making appointments and "could always get urgent cases seen quickly". 
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Satisfaction with the service was very high (92%) and all would like to see the service 

continue. However, many GPs admitted that there was a tendency to abuse the service 

rather than wait for medical outpatient appointments. 

Finally the views of key informants within the hospital were documented. Staff felt that 

the service played a central role in the management of patients attending the hospital. It 

had a role separate from other services provided and patients attending were by and large 

appropriate to the service. Many felt that it achieved the objective for which it was 

originally established - fast-track access to in-patient radiology and laboratory 

investigations to support the role of the GP in primary care. They acknowledged that 

some organisational changes were needed in addition to an improved structure. 

It is hoped that the recommendations made will both contribute to future research in the 

development of acute hospital services and inform planning decisions in the provision of 

alternatives to inpatient care in the Southern Health Board. 
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Chapter 2 

Introduction 

Health care costs have increased steadily over the past 30 years. Cost containment has 

been difficult due to rising costs of new technologies and treatments. Emerging diseases 

such as HIV and AIDS have increased costs of health care in respect of chemotherapies 

and research into new treatments. Ireland is no exception to these rising costs. However 

because of limited resources, efforts are being made to reduce costs where possible. Over 

the past two decades different cost containment measures have been taken including bed 

and ward closures throughout the country. These have been received with some 

opposition and have resulted in increased outpatient waiting lists and waiting lists for 

surgery. 

More recently, studies have been carried out to evaluate services within hospitals and 
1 O 

make recommendations to improve the services provided ' . The Kennedy Report drawn 

up in 1990 made certain recommendations that were adopted by many hospitals to reduce 

waiting lists and increase the efficiency of the service provided to the public. 

Recommendations included: (1) adoption of an admission policy supported by an 

intensive bed management policy; (2) introduction of one and five day wards; (3) 

greater involvement of senior medical staff in decision making in A&E departments 

when decisions are being taken in further hospital treatments; (4) a more systematic 

discharge plan for patients and (5) improved public education on use of hospital services. 

Many of the recommendations have already been implemented in hospitals throughout 

the country. However, despite these measures there is still cause for concern as hospital 

misutilisation continues to cause problems and acute hospital costs rise further. 

Hospital budgets are consistently exceeded, despite the best efforts of hospital 

administrators. Allocation of extra funds means shortfalls in other areas such as 
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education, agriculture etc. Despite millions of pounds being spent each year on health 

care, waiting lists for outpatient and surgery are still increasing indicating that not only 

are health needs increasing but there is 'inappropriate' as well as inefficient use made of 

the services available. There is much evidence that medical practices vary throughout the 

country and this leads to 'inappropriate' use in many of our health care services. 

Changing technology is probably the main force behind the organisation of healthcare 

resources. This is because new treatments, procedures, and diagnostic techniques allow 

conditions to be managed in different settings by different staff. Such change is generally 

incremental, but occasionally new technologies fundamentally change the organisation of 

care. The policy debate has tended to focus on what might be described as the 

"appropriateness gap" - how to provide substitute care for inpatients that do not strictly 

need to be in hospital because of current technologies. 

The Southern Health Board has a population of 546,440 people, of which 12% are over 

65 years3. The burden of health care is increasing here and will continue to increase as 

the elderly population is projected to grow. At present the percentage of elderly in the 

Southern Health Board region is 12.1% and will have risen to 13.1% by the year 2006 

and will be 14.5% by the year 20114. Cork University Hospital is the largest hospital in 

the region and is a tertiary referral centre. It has approximately 30,000 admissions per 

annum. It has experienced the above problems and the Executive Management Board of 

the hospital commissioned a study to look at appropriateness of admission and days of 

care in the hospital . This revealed that 15% of admissions to the hospital were 

inappropriate and 34% of days of care were also inappropriate. These patients whose 

admission was deemed inappropriate could have their treatments or procedures done as 

outpatients. Many strategies aim to prevent the admission of patients to hospital and to 

provide more cost effective care for patients in alternative settings. Most also aim to 

improve the quality of service for patients and perhaps patient choice. A Medical 

Assessment Unit was established in Tralee General Hospital in 1994. The objective of 

this unit was to reduce emergency medical admissions to the hospital and support GPs in 

primary care by providing fast-track access to laboratory and radiology facilities. 
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It now seems a reasonable time to evaluate the Medical Assessment Unit in this hospital 

and assess if it has achieved its objective. The study will describe the service and assess 

patient and professional satisfaction. 

The aims of this study: 

To assess whether the provision of a day assessment unit for medical patients, 'the 

Medical Assessment Unit,' resulted in a decrease in the number of medical admissions in 

respect of patients whose need for care could be provided for other than by acute hospital 

admission ('inappropriate admissions'). This unit allows GPs to refer emergency patients 

directly to trained nursing and medical staff where full backup services are available and 

test results can be provided within a short period of time, thus avoiding the necessity of 

admission for inpatient care. 

To define the role of the Medical Assessment Unit in practice. 

To assess patient and professional satisfaction with the service. 

The objectives of the study: 

1. To describe the Medical Assessment Unit 

2. To profile attenders at the Medical Assessment - in terms of demographic 

characteristics, diagnosis and result of hospital attendance. 

3. To establish if the number of medical admissions in respect of patients whose 

need for care could be provided for other than by acute hospital admission has 

decreased since the establishment of the Unit. 
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4. To assess patient satisfaction with the service. 

5. To ascertain the views of GPs with the service 

6. To document the views of key informants in the hospital 

7. To make recommendations for future development of the service. 
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Chapter 3 

Literature Review 

3.1 Introduction 

Health care costs are increasing all the time and as the percentage of elderly in our 

population increases we can expect that costs will continue to spiral into the next century. 

Methods of providing an efficient, effective health care system have to be constantly 

evaluated. The Government document 'Shaping a healthier future'6 identified equity, 

quality and accountability as three of the most important factors that have to be taken into 

account in the provision of any health care service. They say that patients should receive 

a clear outcome from their contact with the service in terms of both health and social 

gain. Health gain is concerned with health status in terms of increased life expectancy 

and an improvement in quality of life through a cure or alleviation of symptoms. Social 

gain is concerned with the broader aspects of the quality of life such as a better quality of 

life for dependant elderly due to better services available to them. 

The measurement of health outcomes is very difficult and proxy measures have to be 

accepted in some instances. Some outcomes are relatively easy to measure like mortality 

and cure rates for certain illnesses. However quality of life measures are less clear-cut. 

Donabedian7 suggested a three-fold approach to the measurement of quality (structure, 

process and outcome). While changes in process can often be measured directly, 

structure and outcome can be measured by an indirect approach. Today, the emphasis is 

more strongly on outcome measures rather than on the others. The Medical Outcomes 
o 

Study defined four measures of outcome - clinical end-points, functional status, general 

well-being and satisfaction with care. 
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There are widespread variations in the provision of health care, which are not accounted 

for by variations in illness throughout the country. Utilisation of hospital beds varies 

between countries and is related to differing medical practices. Appropriateness of 

hospital admission can be used as a measure of outcome of health care. An appropriate 

admission is defined when a patient receives care in an acute hospital, which could not be 

provided in an outpatient setting or at a lower level institution. 

The increasing cost of hospital stay and burgeoning cost of health care are forcing the 

medical profession to consider options where illness can be managed on a more 

ambulatory basis. Many surgical procedures are now performed on a day case basis. 

Paediatric day wards are provided in many of our hospitals and geriatric day wards all 

function well when appropriate protocols and procedures are in place. 

There is a large variation in the likelihood of being admitted to hospital as an emergency 

in different districts, which cannot be explained by differences in age, sex or morbidity . 

Procedures for the assessment of patients referred by GPs for emergency medical 

admission vary in different hospitals. In the absence of clear guidelines for admission, 

inexperienced junior doctors may feel unable to discharge patients or may be influenced 

by other factors such as bed availability. Little has been done to evaluate ways of 

reducing the inexorable rise in acute admissions to acute hospital . 

This thesis is concerned with the evaluation of an existing service in a general hospital. 

Previous studies have looked at admission to hospital, appropriateness of admission and 

appropriateness of days of care of patients in acute hospitals. There is a scarcity of 

epidemiological studies on alternatives to inpatient care in acute hospital settings. It is 

intended to review the literature under the following headings: 

Consideration of acute hospital bed use 

Appropriateness of hospital use 

Reliability and validity of the Appropriateness Evaluation Protocol (AEP) 

Studies of bed utilisation using instruments other than the AEP 
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Results of studies outside the US that employed the AEP 

Qualitative research and hospital utilisation 

The 'appropriate' or safe level of appropriateness 

Modalities of care other than inpatient care 

Outcome 

Quality of care 

Patient satisfaction 

Determinants of patient satisfaction 

3.2 Methodology 

A number of methods were adopted in carrying out this literature review. Medline was 

used to undertake a search of national and international medical journals. Searches were 

carried out under the headings of "hospital utilisation, appropriateness of care, 

'Appropriate Evaluation Protocol', assessment unit, qualitative surveys and hospital use". 

Further searches using the headings "utilisation, satisfaction, outcome and effectiveness" 

were also undertaken. A number of relevant articles were identified using this method. 

The author has had a particular interest in acute hospital care and modalities of care other 

than in the inpatient setting. Having worked in the hospital setting for a number of years 

the author has collected a library of books, articles, journals, papers and reports on issues 

relating to hospital care. These were an important source of information for the literature 

review. 

The author also accessed a number of reports from other health boards and agencies 

where studies have been carried out. The author received a number of articles and reports 

from colleagues in the United Kingdom (UK), Northern Ireland (NI) and the United 

States (US) on the subject. 
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3.3 Consideration of Acute Hospital Bed Use 

The existence of standardised clinical protocols for the treatment of common conditions, 

of agreed criteria for patient admission, and of criteria for the referral of patients for 

specialised tests are the prerequisites for effective clinical audit. In the development of 

criteria for admission or referral two perspectives are relevant, the clinical professional 

responsibility and ethically to ensure equity for all patients in need of care. 

A comprehensive evaluation of outcome requires consideration of the medical outcome, 

patient satisfaction outcome and the economic outcome of care. The review or 

confirmation of technical proficiency is best achieved by peer review audit. The 

assessment of patient perceived quality is a neglected area of research which should 

encompass inter alia a measure of patient outcome as measured by a validated, reliable 

quality of life and / or disease specific functional ability assessment tool. The evaluation 

of the economic outcome of care might involve audit of process, timeliness, intensity, 

duration and setting. Costs in health care are best approached on the basis of the 

opportunity cost involved in the adoption of options or alternative approaches to the 

provision of care. Savings in the form of resources released by changes in practice will 

be readily consumed on other forms of care. The challenge is to ensure that resources 

released through greater efficiency result in clear benefit to patients. 

Appropriate utilisation of a health service may be defined as adequacy in the provision of 

needed services. Both over utilisation of available services and under utilisation in the 

uptake or provision of needed services represent inappropriate use. Over utilisation may 

be defined as the provision of more, or more expensive services than needed, or the 

provision of care for a patient whose needs for care could be dealt with in a less costly or 

lower level facility or institution. Under utilisation is care that is not sufficient in type, 

location, intensity or timeliness to meet the patient's medical need. Barriers to 

appropriate use need to be identified. 
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3.4 Variations in Hospital Utilisation 

Widespread variation in population based rates of health care service use, not explained 

by differences in illness rates, have been demonstrated in many different locations. 

International variations11, variations within a country12"14 and within a state15,16 have been 

documented. There are three possible explanations for such variations: that areas with 

high rates have inappropriate use because of unnecessary care (over utilisation); that 

areas with low rates manifest inappropriate use because of insufficient care (under 

utilisation); or that there is inappropriate use in all areas, the variation being caused by 

differences in illness rates. 

Rates for non-surgical procedures vary more than rates for surgical procedures. 

Procedures used to diagnose and treat the same disorder vary together. Rates are found to 

be more variable for conditions where the diagnosis and treatment are less clear-cut e.g. 

there is very little variation for inguinal hernia repair, little variation in rates of 

appendicectomy, more variation for hysterectomy and rates vary by up to 12 times higher 

in some areas for tonsillectomy16. Moderate variation for acute myocardial infarction, 

stroke and gastrointestinal haemorrhage is found. The prevalence of gallbladder disease 

and the rate of cholecystectomy are independently variable14. 

Wennberg17 in an editorial entitled "Which rate is right?" considered the evidence for 

variations in hospital utilisation. Morbidity studies do not support the theory that the 

differences in illness rates account for the variation in use seen. Conditions that are 

diagnosed with certainty and for which the treatment of choice is clear show remarkably 

little variation in hospitalisation rates (e.g. acute myocardial infarction, inguinal hernia 

repair). Whereas for conditions where the diagnosis is often uncertain or for which there 

is little professional consensus on the optimal treatment, hospitalisation rates are highly 

variable. For such conditions, whether hospitalisation results or not depends in part on 

the available beds per capita. The supply of surgeons and their estimation of the benefit 

of the operation influence the rates for most operations. 
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3.5 Rise in Acute Medical Admissions 

More recently the focus in the medical literature is on the documented sustained increase 

in acute medical admissions to hospital seen worldwide, the cause for which is not 

clear15-zu. That the increase is a genuine rise has been confirmed. The ageing, and 

presumably sicker and frailer, population accounts for a small proportion of the increase. 

A change in the overall health status of the population has been confirmed for only two 

conditions namely asthma and self-poisoning. Hospital staff blame general practitioners 

for over burdening the hospitals with patients that might have been dealt with in the 

community. The evidence from hospital inpatients does not confirm this perception 

though there is evidence that patients seen and discharged from hospital Accident and 

Emergency (A&E) departments might be more appropriately dealt with in the general 

practice setting . Undoubtedly patient expectations have increased. Also health care 

service capacity is invariably used and supply induced demand may be involved. None 

of the factors outlined above are sufficient alone or in combination to explain the noted 

increase in acute admissions. The largest and most comprehensive study of this issue 
1 8 

concluded that a long-term, generalised reason for the rise must exist . The changing 

social structures, in particular the move towards smaller and lone households, were 

suggested as a major factor. 

3.6 Appropriateness of Hospital Use 

The issue of inappropriate hospital use has long been of interest. The earlier studies 

involved subjective evaluations of the appropriateness of care and reliability of the 

method was low 24"28. In a 1971 Scottish study24, consultants and general practitioner 

reviewers found that 1 in 4 of the admissions did not require the skills and facilities of a 

large teaching hospital. The GPs and consultants had an overall level of agreement of 

56.9% with a specific agreement of 35.7%. 
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A study in 1976 in Limerick Regional Hospital compared an objective assessment of 

nursing care, technical care, medical care and surgery by an independent observer with a 

subjective assessment carried out by a consultant. The two observers were in overall 

agreement in 76.6% of cases. The specific agreement was 41.1%. 

9ft 

Zimmer employed four physician reviewers to independently examine the same patients 

on a day of their hospital stay. Overall agreement between pairs was 89% but specific 

agreement was only 28%. 

A methodology based on the assumption that a patient progresses through a number of 

stages in each hospital stay, from admission, through testing or observation to reach a 

diagnosis, to therapy, recovery and discharge, provided a more reliable instrument for 
97 98 

looking at hospital utilisation ' . 

The result of trials of a new technique called the Appropriateness Evaluation Protocol, for 
90 

assessing potentially unnecessary hospital days of care was first published in 1981 . The 

authors set out to develop a diagnosis-independent instrument, which would be 

applicable to adult medical, surgical and gynaecological patients. The instrument was to 

consist of explicit criteria such that if any one criterion were met on a day of care that day 

would be deemed appropriate. An upper limit of thirty criteria was set, as thirty criteria 

could be readily memorised which it was thought would improve reviewer reliability and 

efficiency. The instrument was to be focused on estimating levels of inappropriateness 

by the evaluation of single days of care rather than by examining each day of a patient's 

stay. It was decided to incorporate a system of overrides, whereby the reviewer would 

have the option to reverse or override the appropriateness decision reached by application 

of the objective criteria. Hollo way et al30 document the process by which expert opinion 

was harnessed from three hospital utilisation review committees to generate a list of 

hospital level of care criteria. Hospital level of care criteria were defined as "criteria 

describing the type, number and/or intensity of a combination of physician, skilled 

nursing and ancillary hospital services which can be furnished only in the hospital setting, 

regardless of diagnosis/problem". The resulting criteria fell naturally into three groups -
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medical services, nursing/life-support services and patient condition factors. Barriers to 

transferring or discharging patients were also listed. 

Restuccia and Hollo way31 generated a list of barriers to appropriate utilisation by 

interviewing 26 personnel who were either engaged in utilisation review or were 

discharge planners, physicians or hospital administrators. These barriers were then 

classified according to the area of responsibility involved i.e. physician, hospital, 

patient/family, or environmental responsibility. A utilisation review nurse co-ordinator 

reviewed all days of the hospital stay of a random sample of 218 patients by applying 

specified Medicare levels of care criteria. When the review indicated that acute hospital 

care was not needed on the day reviewed, the nurse determined the barrier to appropriate 

utilisation involved. In this study 10.6% of days reviewed were inappropriate and the 

most important barriers identified were: 

1. unavailability of alternative skilled nursing facilities 

and 

2. conservative medical management by the physician. 

Inappropriate days tended to follow inappropriate days. While inappropriate days were 

more likely with increasing length of stay, most inappropriate days occurred in short stay 

patients, 42% occurring before the average length of stay. 

Gertman and Restuccia incorporated Holloway et aPs hospital level of care criteria 

and a shortened version of Restuccia and Holloway's31 "barriers to appropriate 

utilisation" into the Appropriateness Evaluation Protocol (A.E.P.) 

The interobserver reliability of assessments of 'appropriateness' based on the AEP was 

higher than that of any previously reported assessment methods. The instrument has been 

widely employed and validated since. 

High levels of inappropriate use have been documented. The initial studies conducted in 

the United States by Restuccia et al found that on average 19.1 percent (range 11.9-
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28.0 percent) of admissions were deemed inappropriate. The average proportion of 

inappropriate days was 20 percent (range 14-19 percent in rural areas, 16-31 percent in 

urban sites). 

Some of the earliest studies outside the United States " used instruments closely based 

on the AEP. A comparison of those instruments with the AEP indicated that the 

modification the researchers made to the AEP did not materially alter the AEP. Rather 

many of the added criteria seemed redundant, the AEP already containing a criterion that 

would be satisfied in the particular case in question. Other modifications made were 

designed to accommodate locally accepted medical practice but represented an intensity 

of service lower than that appropriate to the requirements of a general hospital. 

In later studies the instrument has been used unaltered and validated in Canada , 

Australia38, Israel39 a number of European countries and in National Health Service 

hospitals in the United Kingdom40 . It is easy to administer and has been used reliably 

by non-medical staff with minimal training and under medical supervision. 

3.7 Reliability and Validity of the AEP. 

The Appropriateness Evaluation Protocol has proved to be a valid and reliable 

instrument. It is easy to apply in chart reviews by utilisation review personnel. Validity 

is the ability of an instrument to reflect true inappropriate use. Reliability is the 

assessment of the degree to which the method yields consistent decisions when used in 

the same situation - a prerequisite for validity. A reliable instrument will give the same 

result when applied more than once under the same conditions. One of the principal 

measures of the reliability of an approach is specific agreement, the ratio of the number 

of cases deemed inappropriate by both judges to the number of cases deemed 

inappropriate by either of the judges. 
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Gertman and Restuccia tested the validity and reliability of the AEP in two trials. 

Interobserver reliability was assessed both for all cases reviewed (overall agreement) and 

for only those cases judged as inappropriate by at least one reviewer (specific agreement). 

Overall agreement was 92-94% and specific agreement rates between pairs of reviewers 

ranged from 73-79%. These agreement rates were higher than those of any previously 

reported assessment methods. 

Agreement between a physician reviewer and a nurse reviewer was assessed as a measure 

of predictive validity29. The ability of a nurse reviewer to predict the appropriateness 

decision that an expert physician reviewer would make was measured. The specific 

agreement rate between the physician and the nurse reviewers was 73%. There was a low 

level of override use, which further indicated the validity of the instrument. In no case 

did two reviewers make opposing override decisions. 

The critical subjective review and subsequent approval of the instrument by physician 

committees in four Massachusetts Professional Standards Review Organisations assessed 

the face validity of the instrument29. The instrument was subsequently further developed 

to include criteria for the assessment of admission appropriateness. 

A study was carried out in 1996 in the context of the Spanish hospital system, to assess 

inter-observer reliability and validity using the AEP against the clinical appraisal of a 

nurse and a group of hospital specialists. Interobserver reliability was assessed for three 

independent reviewers, two doctors and a nurse. They independently reviewed 614 

hospital days chosen at random from 56 hospital admissions. The study revealed a high 

degree of inter-observer reliability with specific agreement being greater than 64%, kappa 

> 0.75. In order to assess validity, the findings obtained by the nurse using the AEP were 

compared with the majority opinion given by the 7 hospital specialists who used 

subjective assessment. The observed agreement, and the specific agreement were 

calculated as well as the kappa statistic. In order to assess the predictive validity of the 

AEP, it's sensitivity, specificity and positive predictive values were all measured against 

the majority clinical judgement. A reasonable level of validity in comparison with the 

consensus formed by at least 4 or 5 of its 7 clinical reviewers (specific agreement > 61%, 

24 



kappa > 0.64) was found. These values decreased notably when the consensus of 6 or 7 

of the reviewers was required. This finding is to be expected, as subjective evaluation of 

the appropriateness of care is a method with low reliability. The AEP revealed a high 

degree of sensitivity and a low degree of specificity in comparison with major clinical 

assessment, thus minimising the occurrence of false results when the stay was regarded as 

appropriate, and producing false negatives varying in degree from moderate to very high. 

In conclusion the AEP appears to be a useful instrument in the sifting out of inappropriate 

use of hospitalisation, although it does not allow for a definitive judgement to be made 

concerning the efficiency of hospital services nor judgements regarding individual cases. 

A study carried out in the West Midlands region of England used the AEP to assess the 

extent of inappropriate utilisation of hospital beds by acute medical patients and to 

determine whether clinicians viewed the AEP decisions as valid. The validity of the AEP 

was tested by assessing agreement between the majority decision of an expert panel and 

the criterion based AEP decision. There was a high level of agreement between the 

physician and the AEP, with a kappa value greater than 0.80 for admissions and days of 

care. 

Appropriateness of admission to a geriatric unit40 was assessed by consultants and by the 

AEP. The rates of inappropriateness according to the consultants and AEP were 13% and 

11% respectively. The AEP had a sensitivity of 97%, positive and negative predictive 

values of 95% and 75% respectively. The overall agreement between consultants and 

AEP was 92%o (kappa=0.62). The study showed that the AEP is a reliable and valid 

instrument in judging the appropriateness of geriatric admissions. 

A EU funded BIOMED Research Project44 evaluated the use of the AEP in 7 European 

countries (Austria, France, Italy, Portugal, Spain, Switzerland and the UK). The 

particular programme aims to improve hospital utilisation by reducing admissions and 

hospital bed days that are deemed to be unnecessary or could be provided at a simpler 
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level of care. The country-specific reports found both methodological limitations to the 

approach and also difficulties in carrying out international comparisons. 

The main limitations found seemed to be that (1) appropriateness is largely defined in 

terms of the effectiveness of care with little attention being paid to humanity of care; (2) 

only overuse and not underuse of services is considered as inappropriate; (3) further 

work is needed on validity and reliability testing of the instrument in some countries; (4) 

the approach concentrates on the appropriateness of length and place of stay rather than 

on the need for intervention regardless of the setting. 

The country-specific reports revealed both strengths and weaknesses in the collaborative 

project. Several countries felt the need to modify the US criteria of appropriateness. 

This led to some differences e.g. in France the need for hospitalisation for intramuscular 

injections was not necessary unlike in the US . Patients travelling from remote distances 

were an appropriate reason in Portugal but not elsewhere. Such international 

differences in definition make interpretation of comparative data problematic. Another 

difficulty identified by the project was the different ways in which the instrument is 

administered. Thus, retrospective use of the AEP in Portugal46 found that only 7% of 

prolonged stays could be ascribed to delay in discharge planning compared to 52-82% in 

Switzerland47,48 where data was collected concurrently. 

Clearly this group are still at an early stage in their collaborative work. So far, their work 

has been concerned with the measure of appropriateness. While this is interesting in its 

own right, the real challenge is to see if the use of hospital beds can be improved. None 

of the above countries have as yet reported on the impact of their activities. One issue 

that needs to be tackled is that of establishing attainable standards. What proportion of 

hospital use can we realistically expect to meet agreed appropriateness criteria? Without 

that figure it is hard to judge how big a problem exists. 
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3.8 Override Use - AEP 

The use of the override option has been studied and is appropriate under three 

circumstances: 

1. When the day of care criterion "Intake and Output measurements" is the only 

criterion met and the reviewer is a nurse or physician who does not feel that 

continued hospitalisation for intake and output measurements is indicated. 

2. With reviewers that are not AEP certified, when the concurrence of a second 

expert AEP reviewer is obtained (preferably an AEP trained physician or a 

certified AEP nurse reviewer). 

3. With AEP certified reviewers, when the reviewer alone feels the override is 

justified. The certification process would involve evaluation of the reviewer's 

application of overrides through periodic re-review (at least annually) of a 

sufficient sample of overrides. This would be the equivalent of a formal study of 

predictive validity of the reviewer's override use. 

3.9 Record Completeness - AEP 

The effect of completeness of medical records on the determination of appropriateness of 

hospital days has been studied. A random sample of 345 patient-days was studied 

retrospectively in 1994 in a Spanish hospital . The completeness of physician and 

nursing notes was assessed. Significantly higher proportions of inappropriateness were 

found for lower values of record completeness. Low completeness had a second potential 

problem in that it may confound the association of other variables with appropriateness. 

In this study they found, as expected, a consistent and statistically significant relationship 

between low completeness of charts and other factors related to appropriateness, e.g. 

elective admission, last third of stay and especially admission to surgical and medical-
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surgical wards. Despite these facts, when they compared unadjusted and adjusted-for-

completeness odds ratios (OR), they found no substantial differences between them for 

any of the three indexes. Thus it was felt that low completeness of medical records does 

not appear to cause relevant confounding bias in the association between the 

appropriateness of stay and related factors. 

Retrospective data collection has advantages in terms of ease of sampling, but relies on 

the quality of the medical records. Concurrent data collection is most often performed 

on-site and enables review information to be obtained from the patient's medical record 

and caregivers, particularly nurses. A 1996 study in a Swiss hospital reported on a 

comparison between concurrent and retrospective data collection performed 

simultaneously and independently by two reviewers on the same hospital stays in a 

regional hospital. Results suggested that retrospective data collection produces higher 

rates of inappropriate hospital utilisation, due to additional information that is available 

and recorded concurrently from care givers, but which is not to be found on retrospective 

reading of medical records48. However further investigation of the comparability 

between concurrent and retrospective designs in other settings are needed. 

3.10 Studies of Bed Utilisation using Instruments other than the AEP 

A Newfoundland study37 noted that there is no gold standard criterion method for 

judging appropriateness. The study used AEP based review by a trained nurse as the 

standard and compared the results obtained by two other methods for utilisation 

review with the AEP result. In the first method a nurse reviewer working to agreed 

guidelines used a standardised form to gather demographic data and a daily profile of 

the patients' medical conditions, medical and nursing interventions and plan of care 

from admission to discharge. Information was gathered from the medical notes and 

unit charge nurses. A standardised classification system was used for the assessment 

of inappropriate days. Partially implicit criteria were involved which allowed 
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partially subjective judgement. The second method evaluated involved a panel 

review of data collected by the nurse reviewer using the partially implicit criteria. 

The authors had previously published studies on the appropriateness of acute hospital 

as assessed by a panel of consultants and nurses. Perceived advantages and 

disadvantages of the three forms of assessment were outlined. The study concluded 

that panel reviews are costly. Nurse review using partially implicit criteria or AEP 

based review by a nurse are valid and reliable alternatives to panel review. Specific 

studies can identify the type of disagreement observed when different methods of 

utilisation review are used. The advantages of the criteria based approach include: 

unambiguous comparisons between studies and hospitals are possible; reviews can be 

carried out by trained nurses, and data collection is quicker. As the AEP may be 

insensitive to patient-specific factors, its role as a screening tool rather than the final 

arbiter on appropriateness is noted. 

A review of activity in the field of utilisation review in the UK50 described two further 

instruments used in utilisation reviews. In 1988 , the development of an audit 

instrument consisting of nine explicit appropriateness criteria and 16 criteria representing 

"reasons for not being at home" was reported. They called it the Bed Study Instrument. 

It had certain similarities to the AEP. The number of criteria and the level of detail are 

less in the Bed Study Instrument than in the AEP. The instrument was applied through 

interview by researcher with a senior ward nurse. The authors reported subjecting 6% of 

cases to a further review by repeating the interview process with senior registrars to test 

the validity of the appropriateness criteria. They found a high level of agreement. A 1991 

study51 in an Inner London District Health Authority looking at all admissions over a 

1 month period found that 14.6% were inappropriate. Another study in 1992 at an inner 

city group of hospitals found that 99% of admissions were appropriate. This instrument 

has shown diverse results from a limited number of studies. The reliability of the 

instrument has not been tested. Only a limited test of predictive validity is reported. 

Further work would be needed on this instrument. 

29 



A comprehensive study of general medical and geriatric inpatients at a Bristol teaching 

hospital used the ISD-A instrument (Intensity-Severity and Discharge screens) and 

validated them against the AEP53,54. The study categorised admissions and days of stay 

on 48 days over a 6-month period. The sampling method used in the study would lead to 

an overrepresentation of long stay patients in the days of care, while the admission 

sample would not be biased. Only emergency medical and geriatric admissions were 

reviewed, as the ISD-A instrument does not normally categorise elective medical 

admissions as appropriate. The instrument found that 84.3% and 71.8% of the 

emergency admissions to the general medical and geriatric units respectively were 

appropriate. A panel of general practitioners identified the appropriate service for those 

admissions deemed inappropriate. Same-day out-patient appointments and GP serviced 

community beds were suggested as the most appropriate developments, with a preference 

for same-day out-patient on economic and practical grounds. For a sizeable proportion of 

inappropriate admissions the lack of more suitable alternative facilities meant that acute 

admissions of such patients was likely to continue. 

The outcome of care was not examined in any of the reported studies. The review50 

noted that a further eleven separate studies of bed utilisation employing versions of the 

AEP are underway in the UK, while a further two studies based on the Bed Study 

Instrument were in train. 

The Medical Patients Assessment Protocol (MPAP) was developed to replace the AEP in 

evaluating utilisation of hospital services for medical patients55. The study was 

conducted in Israel between 1990 and 1992. It was validated against the AEP. The AEP 

emphasises services rather than patient condition. As nowadays more medical services 

are provided on an ambulatory basis, the authors contend that hospital beds are needed 

primarily for monitoring high-risk patients. A tool with criteria to provide definitions for 

high-risk patients that need close supervision, and with more accurate definitions of non

medical reasons for hospital stay days was devised. Each hospital day was 

independently assessed by two reviewers, who used both the AEP and the MPAP. 

Reliability was tested by calculating 'overall agreement' and 'specific agreement' for the 
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two protocols. The 'overall agreement' between the two reviewers was then evaluated 

by the kappa statistic. The kappa statistic for the MPAP was very high at 0.94 as against 

the AEP kappa value of 0.78. The rate of inappropriate days of care using the AEP was 

18% and the rate of days used for non-medical reasons using the MPAP was 29.3%, a 

significant difference. 

The authors found that erroneous decisions regarding utilisation of hospital beds can 

generally be attributed to one or more of four reasons: 

(1) Inadequate assessment of patient condition - patients incorrectly assessed as being at 

immediate risk, requiring careful and close observation and vice versa, 

(2) Incomplete information on the availability of facilities in the local area, 

(3) Financial or other incentives for decision makers who prefer site of care which is not 

appropriate for the patients' medical needs and, 

(4) Inefficient distribution of facilities and medical staff in the local region. 

A major difficulty encountered using both protocols was the poor quality of physician 

records, with 40% of cases having insufficient information and requiring additional data 

from staff. This study was specific to medical patients and its main goal was to promote 

efficient use of acute care facilities. They advise several modes of application for the 

MPAP (a) guidelines for risk evaluation of acute medical patients in relation to decision

making on discharge from hospital, (b) development of alternatives to acute care 

hospital-stay days. The MPAP provides an alternative instrument for quality assurance 

programmes with the objective of improving competence of facility utilisation within the 

health care services. 

3.11 Factors causing Inappropriate Hospitalisation 

The study of the causes of inappropriate admissions is important, since they can be used 

as an indicator of systemic problems in the organisation of health care delivery. Among 

the factors related to inappropriate admissions, the internal organisation of the hospital 
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proved to be one of the main reasons and a target for improvement ' ' ' . Other factors 

related to inappropriateness of stay were summer season, elective admissions, no 

previous admissions, surgical and medical-surgical service in charge and the day 

sampled falling within the last third of hospital stay49. 

An Italian paper56 reporting on 11 studies suggested that delays in execution and 

reporting of laboratory investigations, unavailability of operating rooms and delays due to 

difficulties in transferring patients to long-term care facilities are the most common 

causes of inappropriate days of care. Similar factors resulting in inappropriate admissions 

or days or care are reported in other studies41,43,45,57,58. Such findings suggest that 

inappropriateness could be reduced through increased efficiency or increased provision in 

specific areas. 

3.12 Results of Studies outside the US that employed the AEP 

3.12.1 Irish Studies 

A study carried out by Hynes35 in Ireland of 211 beddays in a Dublin hospital using an 

instrument similar to the AEP found that 19.5% of 'days of care' were inappropriate. In 

the case of 46.3% of these inappropriate days, the patients were awaiting placement in 

another facility. A cross-sectional survey of beddays was involved. Long stay patients 

are over represented in cross-sectional surveys. Another study carried out in six Dublin 

Hospitals by Hynes and O'Connor22 found that the level of inappropriate admissions 

admitted through the Accident and Emergency departments ranged from 7 to 14.5%. 

The Dublin Hospital Initiative Group36 was established to improve the integration and 

efficiency of the acute service in Dublin hospitals. A subgroup carried out a cross-

sectional survey of all patients who were 21 days or longer in hospital on 10 April 1990 

in the seven Dublin hospitals and found that 46% of the this group of patients were 

inappropriately placed in an acute hospital. The reason for misplacement was lack of 
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alternative lower level facilities in the majority of cases. 

A study carried out in Limerick Regional Hospital in 1990 , which reviewed medical 

admissions, found that 23.1% of admissions were inappropriate using the AEP and 43.7% 

of'days of care' were deemed inappropriate. 

A study carried out in the North Western Health Board, in Letterkenny and Sligo General 

Hospitals60 examined the rise in the acute medical admission rate to both hospitals. The 

AEP instrument was applied to 514 cases and found that 15% of emergency admissions 

to Letterkenny hospital and 16% of those to Sligo General Hospital were deemed 

'inappropriate'. Admitting doctors found 18% of patients admitted to Letterkenny 

Hospital and 15% of Sligo admissions could have been cared for on this occasion in an 

alternative setting. Consultants said that 17% of the Letterkenny admissions and 19% of 

the Sligo admissions were avoidable. A number of different methods were used in this 

study. The view or subjective evaluation of admitting doctors, consultants, nurses, and 

general practitioners were obtained. Although the results of each method indicate that 

roughly 1 in 6 admissions are avoidable, they were not all considering the same patients. 

Overall agreement was in the region of 30% between the subjective evaluations and the 

AEP. The consultants agreed with 32% of AEP 'inappropriate' cases and the admitting 

doctor agreed with 30% of AEP 'inappropriates'. Nurses agreed with 31% of AEP 

'inappropriates'. The specific agreement between the AEP and physician was very low at 

15% in Letterkenny hospital and 20% in Sligo General Hospital. The poor reliability of 

subjective assessment is demonstrated here. A measure of predictive validity of the AEP 

could have been obtained had the consultants employed the AEP when undertaking the 

assessments. 

A study of bed utilisation in St. James's Hospital, Dublin in 199361 using the AEP found 

that 24.9% of medical patients admitted were inappropriate and 33.8% of 'days of care' 

were inappropriate. It found that 31% of inappropriate days of care occurred in lengths 

of stay under 8 days and 49% in lengths of stay of less than 14 days. These early 

inappropriate days were more likely to be within the control of the hospital unlike those 
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with long lengths of stay, which were more often due to external environmental factors 

outside hospital control. Inappropriate admissions were more likely to have inappropriate 

days of care. 

A prospective study of admissions and days of care for patients in acute hospital beds in a 

number of Dublin hospitals was carried out in 199562. This study employed the AEP and 

it deemed 19% of medical admissions as inappropriate. Thirty one percent of elective 

surgical admissions were judged as inappropriate. The majority (82.9%) of the 

inappropriate admissions did not have their surgery within 24 hours of admission and 

40.8% of the inappropriate admissions could have had their surgery as day cases. This 

high figure may reflect the fact that day case surgery is only developing. Thirty one 

percent of days of care were deemed inappropriate. 

The results of further studies in the Western Health Board are awaited. 

3.12.2 British Studies 

A study in a district hospital in the West Midlands region of England using the AEP 

found that 6% of admissions and 45% of days of care were judged inappropriate42. The 

commonest reason for the inappropriate days was remaining on in hospital after the 

medical purpose for the admission had been accomplished. This accounted for 38% of 

the days reviewed. 

Case notes from a random sample of 625 adult inpatients in an East London teaching 

hospital were reviewed using the AEP41. The study found that 31% of admissions and 

66% of the last days of stay were inappropriate. Difficulties with the organisation of 

services within the hospital were the reason for the majority of inappropriate last days of 

care. 
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A study done in a geriatric hospital in Portsmouth in 1993 found that 13% of 

admissions were deemed inappropriate using the AEP. 

3.12.3 Other European Countries 

The Swiss carried out four studies over a six-month period and found inappropriate use of 

between 8 and 15%. Medical days were more likely to be inappropriate than surgical 

days47. 

An Italian report reviewed the results of 11 studies carried out in a wide range of settings 

and with different groups of patients including elderly patients. They found a substantial 

amount of inappropriateness in admission (range = 25-38%) and days of stay (range = 

28-49%). The main causes of inappropriate days were due to delay in getting laboratory 

investigations and diagnostic tests and also delays in transferring patients to long stay 

facilities56. 

The French have developed a framework of medical audit by local teams based on the 

use of the AEP 5. They used the results available from these studies to analyse their own 

practices, in order to improve quality of care. They carried out four studies in emergency 

departments and found a level of inappropriateness of hospital admission ranging from 

18-25%. 

3.13 Qualitative Research and Hospital Utilisation. 

A review of the literature since 1991 has failed to identify any qualitative studies in the 

area of hospital bed utilisation. However the literature does show that many studies have 

been carried out on patient satisfaction with different aspects of the health services 

including a recent study carried out in Beaumont Hospital in Dublin . The approach 

used in this study included both qualitative and quantitative methodologies and illustrated 

the complementary nature of these techniques. Such surveys in themselves will not bring 
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about improvements in the quality of care but show the importance of feeding back 

information gleaned into quality improvement programmes in the hospital. 

Many studies have been carried out on reviewing the methodologies employed in 

qualitative research6 " 7. The reliability and validity of the methods are assessed. Overall 

it is increasingly argued that qualitative approaches have an important role in health care 

research. 

3.14 The 'Appropriate' or Safe Level of Appropriateness 

The definition of appropriateness is variable and is relevant to both time and place. 

What is considered appropriate in one health care system may be considered 

inappropriate in another. This may be due to a lack of medical technology or 

administrative systems, which enables health care services to be delivered in a non-

hospital setting. Similarly, what is considered appropriate at one time may be 

inappropriate at another time due to advances in technology or administrative systems. 

This may relate to day case surgery becoming available and thus elective surgical 

admissions that were appropriate may now be inappropriate using the same utilisation 

review instrument. 

Over-utilisation has been the focus of most utilisation reviews to date. Rising health care 

costs and financial incentive to provide more services explain this focus. A second 

important reason for this focus is the growing recognition in the past two decades of 

iatrogenic risk to patients. A 1990 study in New York , reviewing 30,000 medical 

records found that 4% of hospitalised patients experienced an iatrogenic event. 

Under-utilisation is much more difficult to identify than over-utilisation. The measure of 

under-utilisation requires information about patient care across the whole episode of care 

and not just about a patient care encounter. For example in order to determine if a patient 

has been discharged prematurely, information is needed on both the patient's post-

36 



discharge care needs and on the services available to meet those needs. A patient may be 

discharged appropriately with continuing medical care needs, even needs for acute 

medical services such as intravenous medication and parenteral nutrition and have these 

services provided in an alternative setting such as in their own home. On the other hand a 

patient may be discharged prematurely with need for services that are not acute, such as 

intramuscular antibiotics or physical therapy, if these services are not be available to 

them in the community69. 

The measurement problem is exacerbated by the lack of a single source of medical 

information sufficiently complete to contain all the information needed to assess most 

instances of under-utilisation. Even though under-utilisation cannot be easily measured, 

it needs to be borne in mind. 

No data are available on what the optimal level of appropriateness should be. It is neither 

possible nor desirable to achieve 100% appropriateness. With any screening process the 

more specific it is the less sensitive it is likely to be. To ensure that a safe service is 

provided, some inappropriate admissions must be allowed. Total appropriateness is 

similar to running a hospital at 100% occupancy; efficiency is maximised at the expense 

of a longer wait for non-urgent admissions and lack of beds for some urgent admissions. 

However, accepting the limitations of the tools available to us, it should be possible to 

reduce inappropriateness without untoward consequences. Resources released might be 

utilised for patient benefit. 

3.15 Modalities of Care other than Inpatient 

Many strategies aim at preventing the admission of patients to hospital and at providing 

more cost effective care for patients in alternative settings. Most also aim at improving 

the quality of service for patients and perhaps patient choice . 
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The traditional venue for the management of most medical and surgical emergencies has 

been the inpatient environment. It is only when patients have been fully evaluated and 

treated that they are discharged. The increasing cost of hospital stay and burgeoning cost 

of health care are forcing the medical profession to consider options where illness can be 

managed on a more ambulatory basis. Many surgical procedures are now performed on a 

day case basis. These function effectively with the use of appropriate procedures and 

admission protocols. 

Strategies to prevent emergency admission to hospital are perhaps the most widely 

discussed. For those patients with pre-existing conditions - such as asthma or diabetes -

emergency admission to hospital can be prevented by better management of the disease 

to prevent acute events occurring and by better management of events once they occur. 

Patients without pre-existing conditions who have an emergency requiring specialist 

assessment have several options. They include attendance at a GP's surgery, Accident 

and Emergency (A&E) department or in some areas, minor injury units. Although these 

initiatives are not designed to prevent admission to hospital, they allow A&E departments 

and medical staff at hospitals to concentrate on more serious problems. 

More likely to be important in avoiding inappropriate admission are medical assessment 

units. The assessment, treatment and observation of patients are undertaken in a wide 

variety of different types of unit, several of which may be present in the same hospital. 

Units may fulfil one or more of the following purposes: observation, assessment, rapid 

intervention or urgent consultation for GP patients. They may serve one or more 

specialties and be managed by A&E or the specialty concerned. 

3.15.1 Chest Pain Clinics 

Chest pain is common, and tends to be over-investigated. Patients with normal coronary 

anatomy have a low mortality, but remain significantly incapacitated . Chest pain 

accounts for rising numbers of emergency admissions, but inpatient assessment may not 

necessarily be the best way of dealing with these patients. Davie et al ran a 'rapid 
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assessment chest pain clinic' to provide an alternative route to assessment and audited its 

outcome. Three hundred and thirty four patients were referred to the clinic over an eight-

month period. Of these 18% had been admitted immediately with acute coronary 

syndromes, and half of the those who attended had been diagnosed with non-cardiac 

chest pain (none of whom died). Gaylani et al in a similar setting concluded that chest 

pain clinics provide an efficient method of identifying patients with acute coronary 

syndrome and minimise unnecessary hospital admissions. 

Chest pain clinics have a higher diagnostic yield for ischaemic heart disease than open 

access exercise electrocardiography, provide the general practitioner with a firm 

diagnosis in over 90% of cases and identify those patients in need of further treatment 

and invasive investigation74. Satisfaction is high among both patients72,73 and their 

general practitioners . 

3.15.2 Geriatric Evaluation Clinics 

The proportion and absolute number of older patients presenting to emergency 

departments are increasing. Older patients tend to have multiple medical and social 

problems that make their care in the emergency department problematic. In the Sir 

Mortimer B. Davis Jewish General Hospital in Canada, the Division of Geriatric 

Medicine developed a consultation team to respond to the needs of this group. Geriatric 

assessment is geared toward decision making for rapid disposition: discharge home or 

admission to acute geriatric wards or other acute services. Thus, this service functions as 

a gatekeeper for admission, as well as follow-up both in hospital and in the community . 

Boult et al76 evaluated the effects of targeted outpatient geriatric evaluation and 

management. They concluded that it was associated with reduced mortality, reduced use 

of the emergency department, and a trend towards reduced use of nursing homes. Patient 

satisfaction with this type of service is high (81 % rated the programme as excellent) 
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3.15.3 Medical Assessment Units 

A medical assessment unit allows general practitioners to refer emergencies directly to 

trained nursing staff where full backup services are available and test results can be 

provided within a short time. Integration with community and home care services may 

allow patients to be discharged from the unit without inpatient admission. The presence 

of such a unit ensures that the patients can be properly assessed prior to hospital 

admission so that alternatives to hospital admission can be sought where assessment has 

shown that the patient does not require the services of an acute hospital. A recent study 

evaluated the effectiveness of a medical receiving room in a Leeds hospital. The authors 

concluded that assessment by a senior registrar was effective in reducing medical 

admissions, without a large readmission rate . The study concluded that a medical 

receiving room succeeds when a number of key factors are in place: experienced medical 

opinion; dedicated area for assessment; adequate time without other commitments for the 

doctor on duty; rapid access to specialist investigation, and access to early outpatient 

clinic appointments. In addition the following elements are needed: doctors should be 

dedicated to the unit, so that the assessment and decision process is as rapid as possible 

and the unit must have access to alternatives to hospital care. 

3.16 Comparison Hospital based Services. 

The following table compares the service provided by the medical assessment unit with 

the other assessment services available in the hospital. 
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Table 3.1 

Testing 

Evaluation of 
results 

Reporting back 

Timeliness 

Duration of stay 

Level of 
competency of 

assessor 

Acute hospital 
inpatient 

Over days 

Days 

Weeks to 
months 

Depends of bed 
availability 

Days 

Intern to 
Consultant 

A&E 

Triage 
• inpatient 
• treatment 
• discharge 

Same day if 
performed 

Same day or none 

Same day 

Hours - depends 
on triage 

A&E SHO 
Med SHO 

OPD 

On attendance 

Next or other 
visit 

Weeks to 
months 

Weeks to 
months 

Hours / by 
appointment 

Intern to 
Consultant 

MAU 

On attendance 

Day of visit 

Day of visit 

Same or next 
day 

By 
appointment 

Medical 
Registrar 

As has been shown the patient is seen more quickly, and is assessed and investigated 

more quickly in the medical assessment unit. The patient is seen and treated by a medical 

registrar and the GP receives a discharge report faster than via the other services. 

The service is provided to support the GP in his/her primary care role. 

3.17 Outcome - What is it ? 

Outcomes research has developed in response to the need for information on costs, risks 

and benefits of clinical treatments, including data regarding the effectiveness of 

prescription drugs. It attempts to consider more than the biological effects of 

pharmaceuticals, that is, to encompass the wider measures of the results of their use. 
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These are issues that are not usually addressed during clinical trials. Cost-effective 

analysis compares the outcomes of different treatment options in terms of monetary cost 

per unit of effectiveness. It measures this in terms of number of years of life saved or 

number of hospital days avoided or number of treatment successes. Cost consequence 

models also referred to as cost-outcome models deal with cost and a variety of outcomes 

ranging from clinical to humanistic. Direct medical costs are those for prevention, 

detection, treatment and rehabilitation, which are the amounts of money spent on 

medicines, hospitalisation and professional services. Indirect medical costs are 

associated with changes in productivity, such as earnings lost because of illness. 

Humanistic outcomes deal primarily with functional status, quality of life, and 

satisfaction. This may include pain, anxiety, self-esteem, the ability to carry out normal 

activities and overall impressions . 

There is growing recognition that clinical research needs to define and focus on the 

outcomes of medical care which are important to patients. The outcomes important to 

patients have been coined "patient centred" outcomes. In the past, clinical research in 

critical care medicine has tended to focus on survival and physiological impairment, and 

not as much on outcomes such as functional status and quality of life. While it is 

accepted that survival and physiological impairment are the appropriate outcomes in 

some circumstances, the important questions about the effect of critical care medicine in 

outcomes need to be evaluated. Patient assessed outcomes such as quality of life, 
so 

functional status and health status must be measured . 

"Shaping a Healthier Future"16 has laid the emphasis on health service outcomes and 

stresses the need for the health services to improve the quality of their services and to 

take the views of their users into account in any service plans. Information on outcomes 

is needed at all levels of the health service - to assist planners in the provision of a high 

quality service, to assist clinicians in monitoring progress of individual patients and make 

decisions on their treatments and finally to inform consumers of their different treatment 

options and consequences of those choices. 
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3.17.1 Measurement of Health Outcomes 

Health outcome measurement is concerned with all aspects of the health services. The 
Q 1 

Medical Outcomes Study was designed to (1) determine whether variations in patient 

outcomes were explained by differences in the system of care, clinician specialty, and the 

clinician's technical skill and interpersonal styles and (2) develop more practical tools for 

the routine monitoring of patient outcomes in medical practice. Table 3.2 is the 

conceptual framework used in the study. 

Table 3.2 
Structure of care 

Systems Characteristics 
Organisation 
Specialty mix 
Financial incentive 
Work load 
Access/ convenience 

Provider Characteristics 
Age 
Gender 
Specialty training 
Economic incentives 
Beliefs/attitudes 
Preferences 
Job satisfaction 

Patient Characteristics 
Age 
Gender 
Diagnosis/ condition 
Severity 
Co-morbid conditions 
Health habits 
Beliefs/ attitudes 
Preferences 

Process of care 

Technical Style 
Visits 
Medication 
Referrals 
Test ordering 
Hospitalisation 
Expenditures 
Continuity of care 
Coordination 

Interpersonal Style 
Interpersonal manner 
Patient participation 
Counselling 
Communication level 

Outcomes 

Clinical Endpoints 
Symptoms and signs 
Laboratory values 
Death 

Functional Status 
Physical 
Mental 
Social 
Role 

General Well being 
Health perceptions 
Energy/ fatigue 
Pain 
Life satisfaction 

Satisfaction with care 
Access 
Convenience 
Financial coverage 
Quality 
General 

Source: The Medical Outcomes Study's conceptual Framework 

The Medical Outcomes Study (MOS) emphasises patients' perspectives regarding health 

outcomes and satisfaction with their care. Their secondary objective was to develop and 
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advance the state of the art methods of monitoring these perspectives in medical practice. 

The first step was to develop and refine the MOS Short Form Health Survey and the 

Dartmouth Primary Care Cooperative Information Project (COOP) Function Charts, 

which are both methods of assessing functional status and well-being82,83. 

3.18 Quality of Care 

Quality of care can be measured using a three-fold approach as suggested by 

Donabedian . He divided it into structure, process and outcome. Structure denotes the 

attributes of the settings in which care occurs. This includes the attributes of the material 

resources (such as facilities, equipment and money), of human resources (such as the 

number of qualified personnel) and the organisational structure (such as medical staff 

organisation, methods of peer review and methods of reimbursement). Process denotes 

what is actually done in giving and receiving care. It includes the patient's activities in 

seeking care and carrying it out as well as the practitioner's activities in making a 

diagnosis and recommending or implementing treatment. Outcome denotes the effects of 

care on the health status of the patients and populations. Improvements in the patient's 

knowledge and salutary changes in the patient's behaviour are included under a broad 

definition of health status, and so is the degree of the patient's satisfaction with care. This 

three-part approach to quality assessment is possible only because good structure 

increases the likelihood of good process, and good process increases the likelihood of 

good outcome. Therefore, it is necessary to have established such a relationship before 

any particular component of structure, process or outcome can be used to assess quality. 

There must be pre-existing knowledge of linkages between structure and process before 

any quality assessments can be carried out. The most direct route of the assessment of a 

quality of care is the examination or measurement of that care i.e. process. Structure and 

outcome can also be used as indirect measures of care and the current emphasis is on 
so 

outcome. The measurement of process should inform outcome rather than constitute it . 
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Process and outcome do have, on the whole, some different properties that make them 

suitable objects of measurement for given purposes. Information about technical care is 

readily available in the medical record so that prompt action to correct deficiencies can be 

taken. On the other hand, outcomes by their nature are delayed and if they occur after 

treatment is completed, information about them is difficult to obtain. Outcomes do have 

the advantage of reflecting all contributions to care, including those of the patient. But 

this advantage can also be a handicap because it is not possible to say what went wrong 

unless the antecedent process is examined. 

3.18.1 Measurement of Quality of Care 

To measure quality, our concepts of what quality consists of must be translated into more 

concrete representations that are capable of measurement or some degree of 

quantification - at least on an ordinal scale, but one hopes better. These representations 

are the criteria and standards of structure, process and outcome . Traditional measures 

of mortality and morbidity are generally agreed to be too narrow to measure the potential 

benefits of health care interventions that can influence a wide number of variables such as 

physical mobility, emotional well-being, social life and overall well-being85. Quality of 

life measures have emerged, not only as important adjuncts to clinical measures of 
Of: 

treatments and disease progression, but as tools to identify needs for care . They indicate 

that data derived from quality of life assessments may be used to help both the patient 

and doctor in decision making about treatment options, to help inform economic analysis 

and resource allocation, and to influence health care policy. 

A family of instruments has been developed over several years, which have the common 

objective of measuring a person's subjective view of his/her health. There is no agreed 

name for this set of measures, which are variously referred to as "quality of life", "health 

status", "functional status", subjective health status" or "health related quality of 

life "instruments . These instruments were developed to provide the most appropriate 

measures of the effects of illness and health care delivery. Fitzpatrick87 says that they 
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may be regarded as reflecting the problems, concerns and priorities of a target group of 

patients. 

3.19 Patient Satisfaction 

Evaluation of the quality of health care has emerged as a key issue for all health services, 

and for some time it has been recognised that the patient's views are an essential 

component of such evaluations. Doll88 argues that the National Health Service in the UK 

should be evaluated in terms of three distinct criteria: medical outcome, economic 

efficiency, and social acceptability, which is, an alternative expression for patient 

satisfaction. 

Maxwell distinguishes six dimensions by which quality of care may be assessed: 

access, relevance to need, effectiveness, equity, efficiency, and social acceptability. 

However, unease is often expressed about the proper role, scope and validity of patients' 

contributions to assessing the quality of health care. This leads on to the necessity for a 

discussion on the issues surrounding the concept of "patient satisfaction". 

Patient satisfaction may be considered one of the most desired outcomes of care, even an 

element in health status itself. An expression of satisfaction or dissatisfaction is also the 

patient's judgement on the quality of care in all its aspects, but particularly as concerns 

the interpersonal process. By questioning patients, one can get information about overall 

satisfaction and also about satisfaction with specific attributes of the interpersonal 

relationships, specific components of technical care, and the outcomes of care. In doing 

this, it must be remembered that unless special precautions are taken, patients may be 

reluctant to reveal their opinions for fear of alienating their medical attendants. 
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3.19.1 What is Patient Satisfaction? 

The term "patient satisfaction" is often used but is seldom defined. Pascoe regards 

satisfaction as a health care recipient's reaction to salient aspects of his or her experience 

of the service. Satisfaction involves a cognitive evaluation and an emotional reaction to 

health care. Linder-Pelz91 similarly argues that patient satisfaction involves the 

expression of an attitude and evaluation in relation to health care. Both observations 

contrast patient satisfaction with patients' reports of more objective aspects of their health 

care, such as length of time they have waited for an appointment. 

One of the seven high objectives of the Irish Government's recent health strategy 

statement is patient-centred care "to encourage the continuing development of a customer 

service ethos in the delivery of health services" . Patient satisfaction which is also 

defined as "reactions to the context, process and results of their experience"6 is 

increasingly used as an indicator of quality in health care environments. 

Human satisfaction is a complex concept that is related to a number of factors including 

lifestyle, past experiences, future expectations and the values of both individual and 

society. Regardless of how people define satisfaction, most would agree that satisfaction 

with health care in general is predominantly a derived concept. For those who do not see 

themselves as needing health care, discussion of their satisfaction is therefore 

problematic93. Because satisfaction is a derived concept, any investigation must search 

for sources of dissatisfaction. In addition to different preferences about the hotel aspects 

of care, a doctor who, by certain technical standards, practices good quality medicine 

may have a poor satisfaction rating because a number of his patients do not share his 

ideas about what constitutes good quality medicine. Given that the most frequent source 

of dissatisfaction is the communication of information about the appropriate treatment, 

these clinical issues and the relative expertise, knowledge and therefore power of the 

doctor and patient have to be central to any investigation of satisfaction or dissatisfaction. 
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Satisfaction is likely to be defined very differently by different people and by the same 

person at different times . This interpersonal and over-time variability casts doubt on 

the value of attempting to define a unitary concept of satisfaction: in addition, patients' 

expectations will vary according to the presumed success of the intervention and to their 

experience with medical care. 

3.19.2 Why Measure Patient Satisfaction? 

The fundamental role of the doctor is to serve the needs and wishes of the patient and 

work towards the good of the patient. To this end an understanding of patients' concerns 

and interests is central93. Therefore the assessment of satisfaction should be a natural 

sequel to any change in treatment or method of health care delivery. 

Discussions about how the quality of health care should be measured increasingly include 

patient satisfaction as one of the important dimensions 89,95. Fitzpatrick96 identifies three 

reasons as to why patient satisfaction can be used as a measure of health care: (1) it is an 

important outcome measure, (2) it is useful in assessing consultations and patterns of 

communication, and (3) when used systematically, feedback enables choice between 

alternatives in organising or providing health care. 

Users of the health services with similar but not identical purposes have employed 

measurements or assessments of patient satisfaction in a number of different contexts. At 

least three parallel developments have occurred in the use of patient satisfaction 

surveys 7. Firstly, by putting the assessment of patient satisfaction on the agenda of the 

health authorities, it has focused attention on areas of the health system that are amenable 

to managerial intervention. Areas that have received attention since the introduction of 

such surveys include physical amenities and "hotel" aspects of care. Secondly, measures 

of patient satisfaction have been used to examine patients' perceptions of alternative 

forms of paying for health care, and alternative forms of management of medical 

problems98. They have uses in the examination of hospital and primary care services in 
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the UK. The third area in which patient satisfaction surveys have a place is in relation to 

the content of medical care. Thus patients' views have been measured with regard to their 

treatment of a wide range of clinical conditions. More common than such condition-

specific studies have been investigations into how the medical consultation and patterns 

of communication affect outcomes such as satisfaction and adherence to medical advice 

both in hospital practice and in primary care99,100. 

Satisfaction surveys are often the structural mechanism through which patients can alert 

their health care providers to their concerns, needs and perceptions of treatment. Patient 

satisfaction feedback is also an important addition to the quality assessment process, 

since it helps health care providers to identify potential areas for improvement such as 

patient education and follow up, specific quality of care issues and hospital procedures. 

Satisfaction surveys are also useful for the purposes of programme and evaluation . 

3.19.3 Determinants of Patient Satisfaction 

Factors thought to be related to patient satisfaction include patient socio-demographic 

characteristics; physical and psychological status; attitudes and expectations about 

medical care; and the structure, process and outcome of care . There is no consensus 

about which of these factors is most strongly related to patient satisfaction and results 

from different studies appear to depend on the type of care given and the context in which 

the patient's satisfaction was studied100. 

Socio-demographic Factors 

Variables such as age, sex, education, social class, and marital status may all exert as 

strong an influence on levels of satisfaction as any direct of health services . The socio-

demographic factors that have demonstrated the most consistent relationships with 

service satisfaction are age and sex of the patient90,94,101,103. Typically, increased levels of 

satisfaction were found to be significantly and positively associated with being older and 

female. Fitzpatrick104 states that other socio-demographic variables, which may influence 
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responses to satisfaction surveys include educational level and the ethnic group to which 

the patient belongs. However, it is often difficult to clarify whether the relationship 

between such variables and satisfaction is due to differences in expectations and 

readiness to express negative views or actual differences in the quality of health care 

received105. 

Health Status 

Patient satisfaction is related to outcomes in terms of health status has been indicated by a 

number of studies106"109. In all of these studies higher dissatisfaction is associated with 

poorer health status. Cleary and McNeill102 reviewed a number of articles on the 

association between health status and satisfaction. Despite the use of different measures 

of satisfaction, there was a positive correlation between health status and satisfaction with 

health care. Cleary et al found that perceived health was almost as strong a predictor 

of overall satisfaction as some other satisfaction scales. 

A number of possible explanations have been suggested for the association between 

higher dissatisfaction rates and poorer health status105. Persons with poor health over a 

long period of time are more inclined to view a number of aspects of their lives 

negatively and this includes the quality of their health care. An alternative is that those 

with poorer long-term health receive a less satisfactory level of care. In a few studies, 

satisfaction has been found to be predictive of subsequent improvements in health 

status109. This suggests that satisfaction may influence health status rather than the 
107 

reverse. Hall et al suggest two intervening mechanisms for this relationship - either 

satisfied patients are more likely to follow their doctor's advice, or some placebo form of 

non-specific benefit may be responsible. 

Aharony and Strasser101 in a review of patient satisfaction literature concluded that 

considerable research has shown the importance of the role that patient satisfaction can 

play in influencing the quality of care. They state that while research has not yet found a 

simple, direct correlation between patient satisfaction and improved outcome, satisfied 

patients were more likely to continue to use medical care services, to maintain a 

50 



relationship with a particular care provider, to comply with medical regimes and 

participate in their own treatment. Levels of patient satisfaction and patient compliance 

are presumed to subsequently affect other outcomes, such as patient health status, 

continuity of care and length of hospitalisation. 

Attitudes and Expectations 

Expectations only account for a small amount of the variance in patient reports of 

satisfaction with care. There is little consistency in the way patient expectations are 

studied or in their correlations with satisfaction . The relationship between patient 

expectation and overall satisfaction has been studied and suggest that patients with lower 

expectations tend to be more satisfied, whereas those with unrealistic expectations are 

less satisfied111"113. Patient expectations differ greatly among patients and may be a 

function of personality, previous contact with care providers, social and cultural values, 

and the particular context in which the care is provided . 

Structure of Care 

The way in which care is organised and financed, especially in the out-patient setting 

appears to be related to patient satisfaction - studies examining the cost of care have 

found that the higher the cost the lower the level of patient satisfaction. 

Nursing care, medical care, food quality, noise levels and physical surroundings were 

found by Cleary et al110 to contribute to satisfaction with health care. Satisfaction with 

nursing care is consistently a positive correlate of overall satisfaction with hospital stay. 

Patient satisfaction with nurses and with physicians are the most important determinants 

of overall satisfaction102. Satisfaction is also affected by factors such as housekeeping, 

administration procedures, food services and admission procedures . 
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Accessibility and Continuity of Care 

With few exceptions, research studies indicate that patient satisfaction is positively 

correlated to accessibility, availability and convenience of care101. Continuity of care has 

been shown to have a large effect upon patient satisfaction115. This study showed that if a 

patient considered the doctor he attended for a consultation to be his personal doctor for 

all his health problems, the odds ratio of the patient being satisfied compared to a 

situation in which the consultation was not with his "personal doctor" was nearly seven

fold. 

Process of Care 

While research indicates that patient satisfaction is related to perceptions of the 

provider's technical skills, intelligence, and qualifications, perceived interpersonal and 

communication skills generally account for more of the variation in patient 

satisfaction ' . However, even a narrow assessment of technical quality is 

complicated and technical quality is especially difficult for patients to evaluate. 

Outcome of Care 

Research that has examined clinical outcome and satisfaction has generally indicated that 

these are positively linked90. Aharony and Strasser101, in their review, indicate that 

perceived improvement in health is a predictor of patient satisfaction. 

3.19.4 Interpersonal Aspects of Care 

The most frequently studied aspects of medical care are the extent and accuracy of 

doctor-patient communication117. Patient satisfaction is related to the amount and 

accuracy of information given. Studies have found that patients are most satisfied if they 

perceive their physician as caring and sensitive to their needs . Patient satisfaction is 

higher with doctors whose empathic skills have independently been shown to be 
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greater . Being able to conduct a consultation that involves the patient in a more active 

sense has also been found to be positively related to satisfaction1 . Savage and 
1 90 

Armstrong found that style of consultation does influence satisfaction, but its effect is 

most noticeable in consultations with patients with physical problems and patients who 

receive a prescription. 

Studies find that patient satisfaction is higher if the socio-economic characteristics of the 

physician are similar to those of the patient, if patients are allowed to express themselves 

during the medical history taking portion of the interview, and if the physician is 

informative and shares control during the conclusion of the interview . 

Rigge121 has warned that failures in communication can lead to poor uptake of services, 

poor compliance with treatment, and as a more or less direct result, poor outcomes. She 

emphasises that, in talking about outcomes, the importance of good communication and 

information cannot be underestimated. She concludes: "Some aspects of the quality of 

care can be judged by one person alone - the person at the receiving end". 

3.19.5 Satisfaction as a Multi-dimensional Construct 

Fitzpatrick104 states that the search for a single answer to the question of whether a 

patient is satisfied with his or her health care is misconceived - satisfaction with health 

care has proved to be a multi-dimensional construct. Single global scores may therefore 

disguise divergent judgements on different aspects of care. Overall, patients may hold 

quite distinct views with regard to the technical, interpersonal and amenity aspects of 

care. He refers to a technical problem that arises with multi- dimensional instruments if a 

summary score is wanted. A common solution is simply to add all the scores of different 

dimensions, thereby giving equal weight to different aspects. However, Fitzpatrick 

argues that this solution makes too strong an assumption about the equal importance of 

different areas of health care and does not make it easy to detect contrary trends between 

different measures. Mclver122 warns that measurement of satisfaction is a complex task. 
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Hall and Dornan have produced a list of specific aspects of care that may be 

distinguished in patients' judgement of satisfaction, correlations between different 

dimensions are often high, and the effects of different aspects of care upon overall 

satisfaction are not easily detected (Table 3.3). 

Table 3.3 

• 
• 
• 
• 
• 
• 

Different Dimensions of Patient Satisfaction 

Humaneness 
Informativeness 
Overall quality 
Competence 
Bureaucracy 
Access 

• Cost 
• Facilities 
• Outcome 
• Continuity 
• Attention to psychosocial problems 

97 Adapted from Hall and Dornan 1988 

3.19.6 Methodological Issues with Satisfaction 

The reliability and validity of measuring patient satisfaction attitudes has posed a number 

of conceptual and operational problems for health service researchers101. A number of 

specific problems have been documented when measuring patient satisfaction: (1) 

methodological dilemmas and a lack of standardised approaches to patient satisfaction 

survey research, (2) a lack of clarity and consistency in understanding the determinants of 

patient satisfaction, (3) a lack of comparative studies conducted in outpatient and 

inpatient settings, (4) a lack of an accepted conceptual or theoretical model of the patient 

satisfaction process, and (5) a lack of consensus within the medical profession of the role 

that patient satisfaction should play in the assessment of quality of care l. 
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Lack of Response Variability 

Fitzpatrick104 notes that the results from patient satisfaction surveys produce little 

variation, with most respondents expressing positive satisfaction - one factor is that 

patients are reluctant to express criticism of health services or health professionals. Hall 

and Dornan1 in a meta-analysis of patient satisfaction surveys concluded that, the mean 

scores across surveys, if results were standardised to a range of 0-1 , was 0.76 (i.e. 

skewed in favour of positively satisfied respondents). 

Ware and Hays113 carried out a systematic study to examine variations in patient 

satisfaction. They examined the effects of two alternative forms of response, patients 

expressed their views either by means of six choices ranging from 'extremely satisfied' to 

'very dissatisfied' or by means of a five-choice scale from 'excellent' to 'fair'. The 

second format was repeatedly found to produce more variation in patients' responses. 

They also noted that the positioning of satisfaction items in the questionnaire as a whole 

made a significant difference to variation. When satisfaction items followed rather than 

preceded other items of a more factual nature, patients gave more varied answers. 

Anecdotal experience from Strasser and Davies124, suggests that responses to open-ended 

questions are at times more negative than responses to closed-ended questions. 

Fitzpatrick103 states the more clearly focused a question is the easier it is to compare 

satisfaction with different elements of care. He warns that when there are only two 

alternative responses to a question, i.e. 'yes' or 'no' most respondents will give a 

favourable answer to any question about health care. This is a major problem given the 

overall need to maximise the variability of responses in any survey. Therefore, he notes, 

most survey questionnaires now favour more than two alternative responses per question 

(for example, respondents select from four or five possible answers in a range from 'very 

satisfied' through to 'very dissatisfied'). Thus the respondent is given greater 

opportunity to express the precise nature of his or her view. More advanced 

questionnaires tend to be developed from more general principles of attitude 

measurement. In particular, several different items may be asked about one issue in the 

form of a Likert scale of items, each of which typically has five responses from 'strongly 
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agree' to 'strongly disagree'- the summed scores is taken to represent the person's 

attitude or view . 

Effect of Variables 

Aharony and Strasser101 point out that many investigators have noted demographic 

differences between respondents and non-respondents. Some studies suggest that non-

respondents may evaluate care less favourably than those who do respond to patient 

surveys. Fitzpatrick104 reviewed the effects of social, demographic and other variables on 

responses. He found that with the exception of age, younger respondents expressing less 

positive satisfaction, such background factors appear to be inconsistent between studies. 

He agrees that other variables may have an influence on responses - including gender, 

educational level and the ethnic group to which a patient belongs. 

Mode of Administration 

The means by which information on satisfaction is gathered - interview or self-completed 
19 S 

questionnaire - is likely to be influenced by resources. Walker and Restuccia found 

that the mode of administration of a survey did not affect the relationship of specific item 

responses to patients' overall satisfaction. Fitzgerald103, however, noted that if a 

questionnaire is for self-completion, it needs to be easy to follow and attractively set out. 

He says that it is often argued that an interview will always "outperform" a questionnaire 

in obtaining sensitive information. But he believes that there is no reason why a carefully 

developed, and well piloted self completed questionnaire should be a second best choice. 

Reliability and Validity 

A problem that has been encountered with all measurement instruments is the 

establishment of how well interviews and questionnaires accurately measure patient 

satisfaction (is the instrument reliable and valid?). Reliability is concerned with the 

extent to which a questionnaire produces the same results on separate occasions of use. 
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The examination of such a feature is difficult, given that there may be low agreement 

between two administrators of a questionnaire, which may be due to real changes in 

patients' views. Few studies have looked at this but results of such examinations are 

satisfactory". Validity of a questionnaire is the requirement for it to measure what it 

claims to measure, and it is difficult to imagine any ultimate gold standard against which 

to assess a questionnaire of satisfaction. It is more difficult to measure than reliability. 

Fitzpatrick103 states that practical constraints make detailed testing for reliability and 

validity beyond the scope of most who intend to obtain the views of patients. They are 

more likely to rely either on content validity or on the more general advice applicable to 

all surveys, that questionnaire items should be as precise and specific as possible, and 

above all, should be piloted and checked for intelligibility, acceptability and capacity to 

generate variation. 

Timing of Survey 

Ley, Kinsey and Atherton found a U-shaped relationship curve between length of time 

after discharge and patient satisfaction with communication in the hospital; patients 

surveyed during their stay or several months post discharge expressed greater satisfaction 

than did patients who had been discharged a few weeks prior to the survey. Carr-Hill 

found that the longer the gap between the use of services and the interview, the greater 

the chance of recall bias, of respondents overlooking matters that affected them during 

the episode of care, and of changes in their appreciation of the services. 

3.20 Conclusions 

Methods of providing an efficient, effective health care system must be constantly 

evaluated. The increasing cost of hospital stay and health care costs are forcing the 

medical profession to consider options where illness can be managed on a more 

ambulatory basis. The rate of medical admission to hospital is rising worldwide, the 

reasons for which are unclear. Undoubtedly, patient expectation has increased and 
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changing social structures such as a move to smaller and lone households have been 

suggested as major factors. 

Appropriateness of hospital use has been of considerable interest and the subject of major 

studies. Appropriateness of admission to hospital can be used as a measure of outcome 

of health care. The Appropriateness Evaluation Protocol (AEP), first developed in 

1981 , assesses potential unnecessary hospital days of care. Its reliability and validity 

have been proven. It is a useful instrument to sift out inappropriate use of hospital 

utilisation but does not allow for a definitive judgement to be made concerning the 

efficiency of the hospital service or judgement regarding individual cases. The AEP has 

been used widely both within the United States and throughout the world and has been 

compared to other instruments that evaluate appropriateness of hospital admission and 

days of care. Results of studies are documented in the literature review. Irish studies 

have documented levels of inappropriate medical admissions ranging from 15% - 24.5%. 

Many strategies aim at prevention of patient admission to hospital and at the provision of 

more cost effective care for patients in alternative settings. Such methods work well with 

the use of appropriate procedures and admission protocols. Chest Pain Clinics and 

Geriatric Evaluation Clinics have been evaluated and shown to be effective and efficient 

with high levels of patient satisfaction noted. Medical Assessment Units, which accept 

direct referrals from GP's, provide the full backup of a range of services thus avoiding 

inpatient admission. The evaluation of such services is needed particularly in the Irish 

context. 

There is growing recognition that clinical research needs to focus on outcomes of medical 

care which are "patient centred". This is needed at all levels of the health service and 

with all aspects of service provision. Measurement of quality of care is difficult and 

requires some degree of quantification to be put on our concepts of quality. Fitzpatrick 

has identified these as reflecting the priorities, problems and concerns of a target group of 

patients. 
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Patient satisfaction encompasses a person's reaction to aspects of his or her experience of 

a service. It is a cognitive evaluation and an emotional response to health care . 

Regardless of the definition, it is generally seen as a derived concept. It is defined 

differently by different people and by the same person at different times. An assessment 

of patient satisfaction is a natural sequel to any change in treatment or method of health 

care delivery. It is a structured mechanism which allows patients alert their health care 

providers of their needs, concerns and perceptions of treatment. Many determinants of 

patient satisfaction have been documented. There is no consensus on which relate most 

strongly to patient satisfaction. It is a multi-dimensional construct and there is no single 

answer to whether a patient is satisfied or not with his or her health care. Health care 

providers cannot underestimate the importance of patient satisfaction, in the provision of 

a quality service. 
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Chapter 4 

Methodology 

4.1 Introduction 

In 1994 a Medical Assessment Unit (MAU) was set up in Tralee General Hospital to 

support the role of the GP in primary care. GPs refer patients to the Unit for a second 

opinion or when they need access to hospital laboratory or radiology investigations. It 

was anticipated that the work of the MAU would result in a reduction in the number of 

emergency medical admissions to the hospital. This study was designed to assess if this 

objective has been achieved. It documented the views of key players (patients seen, 

referring GPs, and senior hospital staff). The methods employed in this study are related 

to the study aims and objectives outlined in Chapter 1. These are: 

To assess whether the provision of a day assessment unit for medical patients, 'the 

Medical Assessment Unit,' resulted in a decrease in the number of medical admissions in 

respect of patients whose need for care could be provided for other than by acute hospital 

admission ('inappropriate admissions'). 

To define the role of the Medical Assessment Unit in practice. 

To assess patient and professional satisfaction with the service. 

The specific objectives of the study are: 

1. To describe the Medical Assessment Unit 

2. To profile attenders at the Medical Assessment in terms of demographic 

characteristics, diagnosis and result of hospital attendance. 
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3. To establish if the number of medical admissions in respect of patients whose 

need for care could be provided for other than by acute hospital admission 

('inappropriate admissions') has decreased since the establishment of the Unit. 

(The percentage of 'inappropriate' adult medical admissions to the hospital in 

1993 will be documented and will be compared to the percentage of 

'inappropriate' adult medical admissions to the hospital in 1999 - using the 

Appropriateness Evaluation Protocol). 

4. To assess patient satisfaction with the service. 

5. To ascertain the views of GPs with the service 

6. To document the views of key informants in the hospital 

7. To make recommendations for future development of the service. 

4.2 Study Hospital 

Tralee General Hospital is a 369 bedded hospital. It is located in Tralee town, which is 

the County town of Kerry. There are a number of large satellite towns close by. It has a 

catchment area of 1,859,042 sq.miles (Kerry county) . There are three medical 

consultants - two general physicians and a physician with an interest in elderly medicine. 

The hospital is currently undergoing some change in relation to both staffing and 

structure. Table 4.1 outlines the bed complement for each speciality within the hospital. 
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Table 4.1 Bed Allocation by Speciality 
Speciality 

Medical 
Surgical 
Obstetrical 
Gynaecological 
Paediatric 
Ear Nose and Throat 
Orthopaedic 
Intensive Care Unit 
Neo-natal 
5 day beds 
Psychiatric 
Geriatric (long stay) 
Total 

Number of beds 

62 
53 
34 
10 
33 

8 
30 
4 

10 
15 
50 
60 

369 

4.3 Study Population 

The population of Co. Kerry is 126,130 people, of which 14% is elderly3. 58% of all 

admissions to the hospital are over 65 years of age. The study population included all 

adult medical patients admitted to the hospital in the 1993 and 1999. 

4.4 Study Design and Methodology 

This study can be divided into a number of sections and the design and methodology will 

be described separately. 

4.4.1 Ethical Approval 

Approval to carry out the study was obtained from the Cork Teaching Hospitals Ethics 

Committee. 
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4.4.2 Hospital Inpatient Enquiry System 

The Hospital Inpatient Enquiry System (HIPE) collects inpatient discharge data from all 

acute public hospitals in the country. Each discharge is recorded separately. It provides 

information on patient demography - age, sex, area of residence; episode data - length of 

stay, length of stay in Intensive Care Units, consultant, source of admission and speciality 

and finally clinical data - diagnoses, procedures, dates of procedures and treating 

clinician. Tralee General Hospital has been using this information system since 1993. 

For the purposes of this study it provided the sampling frame from which the random 

samples of patients were chosen. It also provided an overall picture of the pattern of 

admissions to the hospital. 

4.4.3 Section 1 - Descriptive Study of Medical Assessment Unit 

The first part of the study describes the Medical Assessment Unit in terms of structure, 

staffing and the type of service provided 

4.4.4 Section 2 - Patient Profile 

A prospective sample of patients attending the Medical Assessment Unit (MAU) over a 

two week period were profiled in terms of demography, waiting time, diagnosis and 

follow up. The outcome of each visit was analysed in terms of admission to the hospital, 

outpatient follow up or discharge to the GP. 
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4.4.5 Section 3 - Quantitative Study to Assess Impact of MAU on 

'Inappropriate' Medical Admissions to Hospital 

Objective 

To establish if the number of medical admissions in respect of patients whose need for 

care could be provided for other than by acute hospital admission has decreased since the 

establishment of the Unit. 

Study Design 

A quantitative retrospective study reviewed a random sample of adult medical admissions 

to the hospital for the year prior to the establishment of the Medical Assessment Unit. 

Similarly, it reviewed a random sample of adult medical admissions to the hospital for a 

year post the establishment of the unit. Both sets of data were compared. The 

Appropriateness Evaluation Protocol was used to review each admission in the sample. 

Study Instrument 

The instrument used for the review was the Appropriate Evaluation Protocol (AEP), 

acute admission criteria. This has been shown repeatedly to be a valid and reliable 

instrument . It has been developed in order to obtain an effective and efficient review 

system for hospital admissions. It is an objective based-criteria instrument that is 

especially designed for use in such reviews and it can be used to identify the extent and 

reason for inappropriate admissions and days of care. In AEP reviews, a specially trained 

reviewer is expected to make one or two appropriateness judgements based on 

information in the patient's medical records: the appropriateness of admission and of a 

particular day of care29"31. Reviews can be carried out either concurrently while the 

patient is still in hospital or retrospectively after the patient's discharge 748. It addresses 

the question of whether patients' require services in an acute care setting. 
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Utilisation reviews employing the AEP seek to examine "inappropriate" use due to 

overutilisation of services . In this perspective misutilisation or inappropriate use is 

defined as the provision of care in an acute hospital for patients whose needs for care 

could be catered for in a less costly lower-level institution or outpatient setting. It is 

often stated that for each patient that does gain access to care, there is another patient 

with equal need for service that is not in receipt of care. "Appropriateness" has to be 

viewed in context. The definition of appropriateness is variable and is relevant to be both 

time and place. What is considered appropriate in one health care system may be 

considered inappropriate in another. The availability of alternatives to in-patient care is a 

pre-requisite to the achievement of "appropriate" inpatient care. The use of this 

instrument has been documented in the literature review. 

A number of Irish studies35,59"61 have shown that the medical case notes contain all the 

information necessary to apply the instrument. A pilot study was carried out on 20 charts 

in each year to ensure that the information was available to apply the instrument 

retrospectively. A study form gathered information on demography such as age, sex, 

social class, marital status and whether the patient had a medical card or not. It also 

contains questions on process such as dates of admission and discharge, time of 

admission and referral source and the results of application of the AEP. The 

questionnaires were reviewed on an ongoing basis to ensure that the data collected was 

complete and accurate. 

The AEP instrument was applied to each selected admission to decide whether it was an 

appropriate admission or not. If an admission was deemed inappropriate a reason had to 

be given. 

Override Use 

Use of the override has been studied extensively. The use of the override is further 

discussed in the literature review section. For the purposes of this study the override 

option was not be used. The researcher was familiar with the instrument and had used it 

in a previous study. 

65 



Inclusion and Exclusion Criteria 

In-patient medical admissions older than 16 years old were included. Day cases were 

excluded. All medical admissions to the hospital are classed as emergency. The AEP is 

not designed to evaluate day cases. 

Sample Size 

Using the statcalc function of the EPI Info statistical package a sample size of 250 cases 

in each group was chosen. This is based on previous Irish studies that have shown levels 

of inappropriateness of 23% with a 95% confidence interval of+/- 5%59,61,62. Thus this 

study would expect to find that the level of inappropriateness of admissions to the 

hospital in 1993 would have been 23% +/- 5%. This sample size will have 80% power of 

detecting a significant reduction in the level of inappropriate admissions. 

Sample Selection 

To achieve an unbiased estimation of appropriateness of admission the following method 

was used. First, a sample of admissions was picked from the hospital's admission list in 

a systematic fashion i.e. every n admission (the value of "n" depending on the total 

number of admissions and the required sample size) was selected, starting with a 

randomly selected case among the first n individuals. 

Missing Records 

In the study hospital, records, which are removed from the medical records department, 

are replaced by a card, the tracer. The tracer indicates to whence the file has been 

removed and the date of removal. The selected medical record would be sought on three 

separate occasions in the medical records department and the information on the tracer 

would be followed up, before the record would be deemed missing. Each missing record 

would be substituted with the next patient on the admissions list for whom a medical 

record could be located. 
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Pilot Study 

A pilot study was completed on 20 medical records in each year being studied. The aim 

of the pilot study was to determine whether the records possessed sufficient detail to 

enable the application of the Appropriateness Evaluation Protocol and reach a decision as 

to the appropriateness or otherwise of an admission. Having done the pilot study the 

author was confident that the records of medical patients in the hospital contained the 

information necessary to make a valid decision regarding appropriateness. 

Validation of the Data 

Hospital Inpatient Enquiry (HIPE) data was used to validate the two samples. To 

demonstrate that the two samples were representative of the patients admitted to the 

hospital, comparisons were made for "lengths of stay" and for age and sex between the 

study samples selected for the years 1993 and 1999 and the total medical inpatient 

populations for both years respectively, using t-tests and chi-squared tests. 

Sources of Bias 
The AEP has been designed to use the information present in the medical record to reach 

a decision as to whether an admission is or is not appropriate. The pilot study confirmed 

that the necessary information was present in the patient's medical record. This being the 

case a prospective or retrospective study was equally feasible. In the circumstances, a 

retrospective study was chosen as it has many advantages 

1. It is not open to bias caused by physician or hospital administration knowledge 

that the study is underway which could motivate more appropriate use. 

2. Data concerning a full year of hospital activity can be accumulated within a 

relatively short time. The additional resources necessary to achieve such a 

comprehensive picture prospectively could not be justified. 
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Sampling bias was avoided by using the table of random numbers. Interviewer bias was 

limited by using a standardised instrument, an AEP reviewers' manual and adhering 

strictly to the instructions given. 

Study Completion 

Selecting the two samples of admissions took one week. The total number of adult 

medical admissions to the hospital in 1993 was 3,474 and in 1999 was 4,307. The list of 

admissions for each year was generated from the HIPE system within the hospital. It lists 

admissions in order of admission date from January to December of the year in question 

and includes the admission and discharge date. This information was essential as patients 

sometimes had multiple admissions throughout the year. A random sample of 250 

records was selected, from each of the years being studied, using the table of random 

numbers. 

Identifying and locating the relevant medical records was unquestionably the most time-

consuming and difficult aspect of the study. Most of the records from 1993 were 

archived and stored in a site located almost 100 miles from the hospital. Each of these 

records had to be requested and delivered to the hospital to allow extraction of data. 

Allowing for difficulties with retrieval of records, this part of the study took five weeks to 

complete. 

Data Processing and Analysis 

All data was collected on a specially designed form. Basic administrative and 

demographic data, main diagnosis and the AEP review results were entered onto the form 

which was pre-coded to allow direct transfer of data onto a computer file. The software 

programme Statistical Package for the Social Sciences (SPSS) (version 8.0) was used 

on a Gateway Solo Laptop computer using Windows N.T. 4.0 to analyse the data. 
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A database file was set up for each of the two years under review. Administrative, 

demographic data, diagnosis and the results of application of the AEP were entered. A 

chi-squared test was used to compare descriptive variables and an independent t test was 

used for the comparison of means. A Z test was used for the comparison of proportions. 

Confidence intervals were calculated for the proportion of inappropriate admissions. All 

statistical test results are two-tailed. 

The study data was exported from SPSS to Microsoft Excel and Microsoft Word to 

produce graphs presented in the results chapter. 

4.4.6 Section 4 - Patient Satisfaction with Health Care 

Patient satisfaction with aspects of the service provided by the Medical Assessment Unit 

was assessed. A presenting sample of patients attending the unit over a two-week period 

was chosen. This time frame was chosen because each medical registrar rotates through 

the unit every two weeks. This decision was made in an attempt to cause as little 

disruption as possible to the everyday working of the unit. 

Sample Size and Selection: 

The Medical Assessment Unit has an attendance of approximately 1,400 patients per 

annum. Approximately eight patients are seen each day and patients are only seen in an 

emergency if specifically requested by the GP. There are no recommended sample size 

figures available for such studies. A presenting sample of 60 patients was decided upon 

for the following reasons: 

(1) It was decided to limit the time spent in the unit to 2 weeks to allow as little 

disruption to the staff in the unit as possible. 

(2) Allowing for a response rate of 80%, one would hope to have reached a valid sample 

size in this time frame129"131. 
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(3) Time constraints on the researcher would also have to be considered as this sample of 

patients would have to be followed up one to two weeks later either by telephone or 

home visit. 

Studies have shown that response rates are generally poor in this type of study with 

response rates of around 60% with telephone or postal surveys 93,1 . Face to face 

interviews give better response rates and Brazier et al. obtained a response rate of 83% in 

their Sheffield study85. 

Inclusion an Exclusion Criteria 

A presenting sample of 60 adult medical patients attending the unit. Patients with mental 

handicap, dementia or deafness would be excluded. The presence of such conditions 

would interfere with the patient's ability to complete the questionnaire by the interview 

method. 

Questionnaire Design 

This part of the study was carried out in two phases. Process and demographic data was 

collected at the time the patient attended the Medical Assessment Unit. 

Much consideration was given as to whether to gather information by means of a self-

completed questionnaire or by interview. It was decided that administration of the 

questionnaire by interview had several advantages. There would be greater sensitivity to 

each respondent's concerns; a rapport would be possible; it would allow clarification of 

reasons for respondents' views, where necessary; respondent adherence could be 

maximised; and there would be more scope to follow up non-respondents95. 

The initial questionnaire gathered information on patient demography such as age, sex, 

geographical location, social class and medical card status. It also documented 
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information on hospital process such as waiting times for different stages of the patient's 

stay at the unit, diagnosis, any treatment change and discharge process. 

Fitzpatrick103 notes that most surveys of patients' views tend to be based on a 

questionnaire that the investigators have developed themselves. Such surveys have been 

shown to yield valid results and thus the questionnaire used in the study was based on 

questionnaires used in previous satisfaction surveys by O'Sullivan133 and Heslin134. It 

adhered to general recommendations by Fitzpatrick95,97,103 and Mclver . CASPE 

Research135 was also consulted, and its questionnaires measuring inpatient and outpatient 

satisfaction examined. 

Satisfaction items addressed six dimensions of care: 1. information about illness, 2. 

treatment, 3. accessibility, 4. waiting times, 5. facilities, 6. overall satisfaction with the 

service. Questions were asked about respondents general satisfaction with medical and 

nursing care, if there was any aspect of the service they were unhappy about and any 

suggestions they might have on service improvement. 

It was felt that while a dichotomous scale (yes or no) for satisfaction would be easier to 

design and administer, it was essential to have a more sensitive measure in order that the 

study would have meaningful application subsequently. Therefore, the use of multi

dimensional scales was considered carefully. Patient satisfaction with care was assessed, 

for most dimensions, by patients indicating their agreement or disagreement to each 

question ranging from very satisfied to very dissatisfied (five point scale). Space was 

allowed for open-ended comments to allow respondents to volunteer their own opinions 

or provide further information. 
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Sources of Bias 

Selection bias was avoided by using a presenting sample of patients. 

The potential for recall bias was considered in the assessment of patient satisfaction. 

However, as the survey was carried out shortly after the patient attending the unit their 

recall should have been reasonably accurate. Also it was considered by the researcher, in 

the course of administration of the questionnaire, that patients had a very clear 

recollection of their visit to the Medical Assessment Unit. 

Interviewer bias is a problem in any interviewer-administered questionnaire. Care was 

given to administer the satisfaction questionnaire in a standardised format. 

Non-response bias would be eliminated largely by the use of face-to-face interview. A 

non-response of 10-15% may have distorted the results of a particular study136; the 

response rate in the study was 100%, which rules out non-response bias. 

Piloting 

The patient satisfaction questionnaire was administered to a sample of attenders at the 

medical assessment unit prior to the commencement of the study proper to detect any 

difficulties with phraseology and clarity of questions. It also checked for any problems 

with the presentation of questions and the methods of explanation used by the researcher. 

There were some minor changes made to phraseology of one or two questions as a result. 

Study Completion 

Permission to carry out the study was obtained at the outset from the hospital manager 

and consultant medical staff and director of nursing of the hospital. At this time the 

personnel in the unit were approached by the researcher and informed about the purpose 

and content of the study and their co-operation sought. It was agreed that the data within 

the unit would be collected over a two-week period. 
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Demographic and process data was collected on a presenting sample of patients to the 

unit. The researcher was responsible for ensuring the accuracy and completeness of the 

information obtained. The researcher obtained permission from the patients at this time 

to visit them in their homes, or obtain the information by telephone, within one week to 

complete the satisfaction questionnaire. All patients readily agreed and the researcher 

agreed to telephone, where possible, prior to the visit. 

Data Processing and Analysis 

All data was collected on specially designed forms. All questions were pre-coded, apart 

from those allowing open-ended comments, which were subsequently coded. The form 

was pre-coded to allow direct transfer of data onto a computer file. SPSS statistical 

package128 was used on a Gateway Solo Laptop computer using Windows N.T. 4.0 to 

analyse the data. 

Statistical analysis between proportions in groups was conducted, and the appropriate 

Chi-square and Fisher's Exact tests were used (in 2 X 2 tables where the expected cell 

frequency was <5, Fisher's Exact test was used; in all others, Pearson's chi-squared with 

the Yate's continuity correction was used). Possible associations between the different 

satisfaction dimensions and socio-demographic variables were examined - age, marital 

status, social class and medical cover were each examined with regard to reported 

satisfaction levels. 

Subgroup analysis was considered necessary as a direct consequence of the effects that 

demographic, social and other "background" variables may have on satisfaction. As 

Fitzpatrick103, notes, by going beyond the basic reporting of proportions of individuals 

satisfied with this or that aspect of care, investigators contribute not only to a more 

accurate understanding of the specific topic covered in the survey but also to the broader 

questions of how patients respond to and evaluate their health care. 
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4.4.7 Section 5 - GP Satisfaction with the Service 

Objective 

To assess GP satisfaction with the service provided by the Medical Assessment Unit and 

obtain their views on how the service might be improved. 

Sample Size and Selection 

All GPs who work in the catchment area of the hospital were included. The Southern 

Health Board has a list of all GPs in the Board area. This list indicated that there were 95 

GPs currently working in Kerry. All of these were included in the study. 

Questionnaire Design 

This questionnaire was based on the patient satisfaction questionnaire as outlined in an 

earlier section. Again this type of questionnaire is by and large unvalidated but 

questionnaires have been designed to assess GP satisfaction with services and have been 
199 

shown to be effective . The questionnaire used in this study was largely based on 

assessing GP satisfaction with different aspects of the service provided in the hospital 4. 

Satisfaction items addressed included: 1. waiting times to appointment, 2. 

communication, 3. advice on treatment and follow up and 4. overall satisfaction. A 

dichotomous response (yes or no) was sought to most questions with a graded response 

scale of 'excellent' to Very poor' for some satisfaction elements. Finally an open-ended 

question sought their views on how they felt the service could be improved. 

Sources of Bias 

Non-response bias was felt to potentially be the main source of bias. Every attempt was 

made to reduce this to a minimum; sending an explanatory letter to all the GPs and 
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including a stamped-addressed envelope to facilitate return of the completed 

questionnaire did this. Non-responders were followed up by phone two weeks later. 

Piloting 

The questionnaire was piloted to five GP colleagues to ensure clarity of questions. It 

checked that the sequence of questions was acceptable and that it could be completed 

within a few minutes. 

Study Completion 

The questionnaires were sent to each of the 95 named GPs on the available list with an 

explanatory letter outlining the purpose of the study. When this list was validated there 

were 69 GPs identified to be currently practicing in the area. Fifty-four questionnaires 

were returned - on follow up a further 10 GPs were in group practices and so did not 

reply individually. They informed the researcher that they concurred with the views of 

the GP from the practice who responded. 

Data processing and analysis 

All data was collected on specially designed forms. All questions had been pre-coded, 

apart from those allowing open-ended comments, which were subsequently coded. The 

form was pre-coded to allow direct transfer of data onto a computer file. SPSS statistical 

package128 was used on a Gateway Solo Laptop computer using Windows N.T. 4.0 to 

analyse the data. 

4.4.8 Section 6 Key Informant Views of the Service 

Objectives 

A qualitative study of key informants in Tralee General Hospital. 
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To obtain the views of this group of key informants on issues relating to the management 

of the unit. 

To identify where the key informants felt change was needed. 

Sample Size 

Following consultation with staff and management 12 key people were identified. 

Respondents were selected on the basis of their position in the hospital. The objective 

was to get as broad and extensive a survey of views and opinions as possible. 

Inclusion Criteria 

Twelve people were selected for inclusion in the study: the three medical consultants, the 

five medical registrars who attend the MAU, the Clinical Nurse Manager and Staff Nurse 

who work in the unit, the General Manager and the A&E Sister. 

Questionnaire Design 

Careful consideration was given to the design of this questionnaire. On reviewing 

literature on the use and design of qualitative surveys it revealed that most valuable 

information could be obtained from short questionnaires that contain few questions and 

are designed by the researcher1 7. It was decided to confine the questionnaire to four 

open-ended questions. These attempted to obtain the views of staff on the role of the 

unit; who should have responsibility for it; the type of patient they felt was appropriate to 

it and finally their views on the future development of the service. It was expected that 

the information collected could be categorised into different themes and analysed in this 

manner. 
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Sources of Bias 

There is potential for bias in any qualitative study. Firstly selection bias could occur but 

in this case it could not be avoided, as key informants had to be interviewed. Interviewer 

bias was minimised by allowing the respondents complete the questionnaires without 

prompting and assuring them that it was anonymous. Non-response bias was limited by 

the use of an interviewer- administered questionnaire and the use of a focus group 

interview. 

Piloting 

As this questionnaire contained only a short number of questions that were only 

applicable to the people involved it was decided not to pilot it, but if any problems arose 

they could be addressed at that time. There were no difficulties encountered on 

administration of the questionnaire. 

Study Completion 

The administration of the questionnaire was time consuming as it attempted to get as 

much information as possible on the perceptions and views of the key informants using 

very few questions. Interviews were planned to last 20 minutes and where respondents 

had limited time available this applied. In the majority of cases however, interviews 

lasted 30-40 minutes. A small discussion group was planned initially to provide a forum 

for discussion, hopefully eliciting information not otherwise obtainable. It was held 

informally over break time. The telephone survey of the medical registrars lasted about 

10 minutes each. The interviews were undertaken over the period the researcher was in 

the hospital collecting data on the other sections of the study. 

Data processing and analysis 

Data was analysed systematically and meticulously keeping in mind the objective of the 

study, which was to report the perceptions of the staff interviewed and not to analyse or 
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further interpret. It has largely not been quantified because while surveys repeatedly 

identify gaps between health knowledge and health behaviour, only qualitative methods 
1 ^8 

can fill these gaps and explain why they occur . In analysing the data the researcher 

went through each question interview by interview to pick out common responses and 

manually coded the same or related responses as they recurred. To ensure validity and 

reliability the researcher went through each interview individually in its entirety. Before 

coding, each interview was transcribed onto computer and at the end of drawing themes 

and responses together, each interview was reviewed several times to ensure that all 

information was included. 
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Chapter 5 

Results 

5.1 Introduction 

The study results will be presented in six sections: 

(1) Description of the Medical Assessment Unit 

description of the structure of the unit 

location of the unit 

staffing of the unit 

- number of patients seen in the unit 

opening times of the unit 

(2) Quantitative study to assess impact of Medical Assessment Unit (MAU) on 

'inappropriate' medical admissions to the hospital 

- profile of patients attending the hospital 

- validation of study samples 

use of the Appropriate Evaluation Protocol (AEP) to assess the level of 

'inappropriate' adult medical admissions to the hospital pre- and post- the 

establishment of the unit 

comparison of the level of 'inappropriate' admissions in both years 

comparison of reasons for 'inappropriate' admissions in both years 
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(3) Characteristics of the study group attending the Medical Assessment Unit and 

waiting times during visit 

socio-demographic characteristics of the group 

by whom referred to the unit 

- waiting times for different processes 

outcome of visit to the unit 

(4) Satisfaction with health care 

descriptive statistics are presented for the different satisfaction dimensions 

studied information, treatment, accessibility, waiting times, facilities, and 

overall satisfaction with the unit. 

Age, marital status, social class, area of residence and medical cover are 

each examined with regard to reported satisfaction levels, and any possible 

association examined. 

(5) GP satisfaction 

descriptive statistics are presented for the different satisfaction dimensions 

studied - waiting times for appointment, communication, advice on 

treatment and follow up and overall satisfaction with the service. 

(6) Key informant views on the service 

descriptive statistics are presented on the views of hospital staff who 

would have a key role in relation to the management of the unit 
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thematic analysis of semi-structured questionnaires, discussion group and 

telephone interview methods present the views of staff on the role of the 

unit, how it should be managed and how the service might be improved. 

5.2 Description of Medical Assessment Unit 

Objective 

The Medical Assessment Unit was established in 1994 in an attempt to reduce the 

number of 'inappropriate' medical admissions to the hospital. The General Manager of 

the hospital had identified a bed problem. He met with the GPs in the area and following 

discussion with them and the staff in the hospital established the service. He called it a 

Medical Assessment Unit and its role was to support GPs in primary care. GPs refer 

patients to the MAU for a second opinion or when the patient needs fast-track access to 

in-patient laboratory or radiology investigations. 

Structure 

The unit is situated within the hospital, beside the Accident and Emergency (A&E) 

department on the ground floor. This area was originally part of the A&E Department. It 

consists of a two-bedded room where patients are seen and assessed. The waiting area is 

located outside the two-bedded room and is essentially part of the corridor from the A&E 

department to the main part of the hospital. Ambulant patients and their relatives can sit 

while they await results of tests in this area. There is also a small office for staff. This is 

an alcove off the main corridor with a window for observation of patients in the 2-bedded 

unit. There is a single toilet for patient use located within the 2-bedded unit. The MAU 

is located close to the x-ray department, canteen and Accident and Emergency. 
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Human Resources 

Initially a medical SHO from the medical team was assigned, but post review, it was 

decided that a medical registrar was the appropriate grade. A designated medical 

registrar, in addition to the medical registrar complement for the hospital, is assigned to 

the MAU on a five-day week basis from 9am to 5pm. They rotate on a two weekly basis 

but consideration is being given to longer rotation periods. 

One whole time equivalent staff nurse fills the nursing role. At present two staff nurses 

job share the post. Ancillary staff, such as phlebotomists and physiotherapists, attend the 

unit as required. Seventeen and a half hours clerical support is provided to the unit. The 

general ward clerks undertake daily filing of reports. The laboratory porter gives priority 

to MAU requests. Other portering services are covered by the general pool of hospital 

porters. 

The medical consultant on-call for the day is available for consultation to the unit and any 

patients requiring admission are under his care. 

Booking Procedure 

The General Practitioner (GP) contacts the medical registrar on-call in accordance with 

existing procedures for the medical department. The reason for referral is discussed and 

the patient is given an appointment day and time. The medical registrar completes a 

Booking List and informs the MAU staff nurse. Patients are also referred to the unit from 

the medical and surgical outpatient departments and from A&E. 

Registration 

The patient registers at the A&E reception desk. An A&E registration card is completed 

on all patients. No A&E charge for MAU attendance is made when referred by the GP. 

The patient then goes to the MAU where the nurse enters the patient's attendance on a 

designated "Medical Assessment Unit Register". Previous medical case notes are 
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retrieved if they exist; otherwise a new medical case note file is activated. Patients are 

seen by appointment and on average eight are seen each day. Additional patients are only 

seen under exceptional circumstances. 

Process 

The patient is initially seen and admitted by the nurse. The phlebotomist prioritises work 

in the MAU. She does a cardiograph and takes blood for routine tests. Additional vials 

of blood are drawn which may be used for further tests that the doctor may order. The 

patient is then seen and examined by the doctor. MAU patients are prioritised in the 

radiology department. Chest x-rays, venograms and ultrasound tests are usually carried 

out on the same day. Tests such as Computed Assisted Tomography (CAT) scans must 

be discussed with the consultant on-call and the radiologist and arranged accordingly. 

Results of routine blood tests and x-rays are usually available by early afternoon. The 

staff nurse phones for the results. If the patient is ambulant and feeling well, he/she can 

leave the unit and return in the afternoon for the results of tests. The canteen is located 

close to the unit and the patients have access to the facility. Non-ambulant or unwell 

patients are cared for in the unit. Once the results of tests are available the doctor reviews 

the patient and decides on a treatment plan. The patient may be referred back to his/her 

own GP, followed up in the medical outpatient department (OPD) or admitted to the 

hospital. Patients for follow up in the OPD department are prioritised and are seen on the 

first available clinic date. 

Attendance Data 

Table 5.1 outlines the numbers that attended the MAU since its establishment and the 

outcome of that attendance. The annual attendance of patients attending the unit has 

increased by 18% over the five years it has been in existence. The percentage of patients 

admitted to the hospital from the unit has decreased dramatically - 37.4% in 1994 to 9.6% 
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in 1999. There has been a concomitant increase in the numbers of patients referred to the 

OPD over the same time period - 7.4% in 1994 to 41.5% in 1999. 

Table 5.1 Annual Attendance and Outcomes at MAU 1994-1999 

Total attendance 

Discharged to GP 

Admitted 

Review in MAU 

OPD 

OPD - Cork 

University Hospital 

Others - e.g. District 

hospitals 

1994 

(Year 1) 

1472 

690 

551 

109 

122 

1995 

(Year 2) 

1464 

756 

266 

286 

133 

23 

1996 

(Year 3) 

1380 

747 

170 

162 

292 

9 

1997 

(Year 4) 

1523 

902 

172 

80 

341 

12 

16 

1998 

(Year 5) 

1654 

981 

159 

83 

426 

5 

1999 

(Year 6) 

1738 

678 

166 

171 

722 

1 

5.3 Results of Quantitative Study to Assess Impact of MAU on 

'Inappropriate' Medical Admissions to Hospital 

5.3.1 Profile of Patients Attending the Hospital 

Table 5.2 gives an outline of the profile of patients attending the hospital in 1994 and 

1999 with particular emphasis on medical admissions. Information was incomplete for 

1993 and therefore information available in 1994 is presented. There has been a rise in 

the number of medical admissions between both years examined. The 'length of stay' 

has increased for medical patients by 1.12 days between the years 1994 and 1999. The 

average age of medical inpatients has fallen over the time period. The reasons for these 

findings are unclear and will be discussed in Chapter 6. 

84 



Table 5.2 Profile of Patients Attending the Hospital 

Number of Medical Inpatients 

Number of Surgical Inpatients 

Average Age Medical 

Inpatients (years) 

Average length of Stay -

Medical Inpatients (days) 

1994 

Male Female 

1763 1711 

1992 1222 

61.7 60.3 

6.6 6.3 

1999 

Male Female 

2297 2010 

1825 1119 

58.3 58.3 

7.4 7.6 

Medical Insurance Cover 

In 1994 information on the type of medical cover (GMS, VHI, PRSI, other) was not 

gathered. The information available for 1999 is incomplete but 9% of medical 

admissions were coded as private patients, the remainder as public patients. 

Type of Admission 

In both years 1994 and 1999 all inpatient medical admissions to the hospital are classified 

as emergencies. 

5.3.2 Validation of Study Samples 

Before considering any of the study findings it is essential to determine whether the 

samples studied are indeed representative of the total populations of adult medical in

patients in the years 1993 and 1999. 

85 



'Length of stay' 

There is no significant difference between the 'lengths of stay' in the study samples and 

the hospital adult medical patients in the two years studied (Table 5.3). 

Table 5.3 Comparison of 'Length' of Stay 

1993 

1999 

Average 'length of stay' 

medical inpatients (days) 

(n=3474 in 1993, n=4307 

in 1999) 

6.4 

7.5 

Average 'length of 

stay' study sample 

(days) 

(n=250) 

6.4 (sd=5.8) 

7.3 (sd=6.2) 

t value 

-0.1 p>0.05 

-0.4 p>0.05 

Age 

There is no statistically significant difference between the average age of adult medical 

inpatients in 1993 and 1999 and the samples studied in those two years (Table 5.4). 

Table 5.4 Comparison of Age of Patients 

1993 

1999 

Average age medical 

inpatients (years) 

62.6 (n=3,474) 

58.3 (n=4,307) 

Average age study 

sample (years) 

(n=250) 

63.2 (sd=21.0) 

60.2 (sd=18.4) 

t value 

-0.3 p>0.05 

-1.7 p>0.05 

Sex 

The ratio of male to female in 1993 was 1.1:1 in the study sample and the medical 

inpatient population for that year. The male: female ratio was 1.1:1 in both the study 

sample and adult medical inpatient population in 1999. 
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5.3.3 Comparison of 'Appropriateness of Admission' - 1993 and 1999. 

In this study, the 1993 rate of 'inappropriateness' found was 22.1% (95% confidence 

interval = 17.1% - 27.1%). In 1999, which was a year chosen several years after the 

establishment of the Medical Assessment Unit, the level of 'inappropriate' medical 

admissions was 9.6% (95% confidence interval = 5.9% - 13.3%)(Table 5.5). There is a 

statistically significant drop in 'inappropriate' admissions to the hospital in the study 

groups for the two years studied. Therefore, there has been a significant drop in 

'inappropriate' admissions to the study hospital from 1993 - 1999. 

Table 5.5 'Appropriateness' of Admission 

1993 

1999 

'Appropriate' 

Number (%) 

195 (77.9%) 

226 (90.4%) 

'Inappropriate' 

Number (%) 

55(22.1%) 

24 (9.6%) 

Total 

250(100%) 

250(100%) 

Z = 4.3 Zc = 2.567 p<0.01 

Reasons for 'Inappropriate' Admissions 

Most of the 'inappropriate' admissions could have been treated as an outpatient in both 

years studied (Table 5.6). 
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Table 5.6 Reasons for 'Inappropriate' Admissions 

Needs no institutional care -

outpatient procedures 

Patient lives too far away 

Outpatient procedures could 

not be arranged expediently 

Needs care but lower than 

acute hospital 

Other 

Total 

1993 

Number (%) 

44 (78.9%) 

7 (10.5%) 

4 (7.9%) 

55 (100%) 

1999 

Number (%) 

15 (62.5%) 

5 (20.8%) 

1 (4.2%) 

2 (8.3%) 

1 (4.2%) 

24 (100%) 

It is important to note that some 'inappropriate' medical admissions are indeed desirable 

for the following reasons: 

A. To ensure that a service is sensitive and to ensure that those that are in need of 

care do gain access, some 'inappropriate' admissions are inevitable. 

B. Some Southern Health Board patients who live too far away or are inaccessible to 

public transport may need to be admitted to ensure equitable access to the service. 

C. Other patients who need care but at a lower institutional level such as hospice care 

may on occasions only have access to an acute hospital. 

5.4. Characteristics of Study Sample Attending the MAU and Waiting 

Times 

5.4.1 Survey Sample and Response Rate 

The study was conducted over a two-week period when 62 patients attended. This was 

somewhat less than was anticipated because a decision had been taken that the medical 
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registrar attending the unit be allowed at least one half day per week for study purposes 

as part of a Higher Specialist Training Scheme. However, it was decided not to extend 

the study period any further as it had been agreed at the outset that the study would be 

completed during the rotation of one registrar. Four patients were excluded because they 

did not fulfil the eligibility criteria. All patients eligible for inclusion agreed to 

participate in the study. This gave a response rate of 100%. 

5.4.2 Age 

Over half of attenders were aged between 35 and 74 years of age. Ten percent were over 

75 years of age (Fig 5.1). 

Figure 5.1 

5.4.3 Social Class 

The Irish Social Class Scale (Summary in Appendix A9) was used to assign social class. 

The social class distribution of the study sample is outlined in Table 5.7. Social classes 

1-3 account for 22.4%, and social classes 4-6 for 75.9% of the total sample. 
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Table 5.7 Social Class of Study Sample 

Social Class 

1 

2 

3 

4 

5 

6 

7 

Total 

Number 

5 

8 

20 

7 

17 

1 

58 

Percent 

8.6 

13.8 

34.5 

12.1 

29.3 

1.7 

100 

5.4.4 Marital Status 

Table 5.8 shows the marital status of the study sample with two-thirds married, 15.5% 

widowed and the remainder single. 

Table 5.8 Marital Status of Study Sample 

Married 

Single 

Widowed 

Total 

Number 

38 

11 

9 

58 

Percent 

65.5 

19 

15.5 

100 

5.4.5 Area of Residence 

Area of residence was divided in to urban or rural. A town was defined as one having a 

population cluster of 1,500 or more inhabitants (i.e. Aggregate Town Area - Census 
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91) . Those residing in all areas outside clusters of 1,500 or more inhabitants were 

classified as living rurally (i.e. Aggregate Town Area - Census 91) . Twelve percent of 

the total sample was town dwellers; 88% lived rurally. 

5.4.6 Health Cover 

Fifty seven percent of the population surveyed had only a medical card, 8% had 

Voluntary Health or other private insurance and there was no information available on 

29.3% of the sample. 

5.4.7 Referral to Medical Assessment Unit 

Seventy six percent of the study sample was referred to the unit by their own GP; the 

remainder (24%) by another source - either a consultant from the same or another 

hospital or the A&E department of the hospital. Eighty one percent of referrals were new 

patients and 19% return attendances. Many of the returns visited the unit on several 

occasions, usually for a specific intervention or treatment. 

5.4.8 Waiting Time for Appointment 

The waiting times for appointment to attendance at the unit are outlined in Table 5.9. 

Sixty two percent of the study sample was seen within 3 days. Only 13.8% waited more 

than one week. Many of these were regular attenders at the unit usually for treatment of a 

specific problem. 
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Table 5.9 Waiting Time for Attendance of Study Sample 

< One day 

2-3 Days 

4-7 Days 

> One week 

Total 

Number 

16 

20 

14 

8 

58 

Percent 

27.6 

34.5 

24.1 

13.8 

100 

5.4.9 Referral Letter 

Two thirds of patients had a referral letter written by the referring GP. Ninety six percent 

of new patients had a referral letter; the remainder had the details phoned in by their GP. 

5.4.10 Time of Attendance at MAU 

Appointments are made for the majority of patients for the morning period. Two thirds 

of the patients presented to the hospital between 9 and 10 a.m. Eight (13.9%) patients 

had their appointment time after 2 p.m. Table 5.10 outlines the time of attendance. 

Table 5.10 Time of Attendance at MAU of Study Sample 

9-10 a.m. 

10-11 a.m. 

11-12 a.m. 

After 2 p.m. 

Total 

Number 

36 

6 

6 

8 

58 

Percent 

65.5 

10.3 

10.3 

13.9 

100 
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5.4.11 Time from Arrival to See MAU Nurse 

Patients check in at the A&E reception desk where demographic details are recorded. 

They are then sent across the corridor to the Medical Assessment Unit where they are 

seen and admitted by the nurse. The time from the patient's arrival in the hospital to 

being seen by the nurse was available on all of the patients reviewed. The waiting times 

were recorded in 15 minutes time slots and are outlined in Table 5.11. Two thirds of 

patients were seen within thirty minutes of arrival at the hospital. 

Table 5.11 Waiting Time to See Nurse of Study Sample 

< 15 minutes 

15- 30 minutes 

30- 45 minutes 

45-60 minutes 

Total 

Number 

23 

23 

8 

4 

58 

Percent 

39.7 

39.7 

13.9 

6.9 

100 

5.4.12 Time from Arrival to See MAU Doctor 

Fifteen minute time periods were chosen. Nineteen percent of patients were seen within 

30 minutes of arrival in the unit. Twenty nine percent waited longer than one hour (Table 

5.12). 
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Table 5.12 Waiting Time to See Doctor of Study Sample 

< 15 minutes 

15-30 minutes 

30- 45 minutes 

45-60 minutes 

> one hour 

Total 

Number 

4 

7 

11 

19 

17 

58 

Percent 

6.9 

12.1 

19.0 

32.7 

29.3 

100 

5.4.13 Time from Arrival to Blood Tests 

Periods of fifteen minutes were chosen for this part of the study. Ninety eight percent of 

patients had blood tests carried out. This procedure was carried out within half an hour 

of arrival in the unit on 72.4 % of patients. Table 5.13 outlines the waiting time from 

arrival to having blood tests taken. 

Table 5.13 Waiting Time to Blood Tests of Study Sample 

< 15 minutes 

15-29 minutes 

30- 45 minutes 

45-60 minutes 

> one hour 

Total 

Number 

13 

29 

13 

1 

1 

57 

Percent 

22.8 

51.0 

22.8 

1.7 

1.7 

100 

5.4.14 Time from Arrival to Electrocardiogram 

The phlebotomist also performs the electrocardiogram (ECG) on patients and this is 

carried out at the same time as the blood tests. Ninety two percent of patients reviewed in 

94 



the study had an ECG, 75 % having the procedure within thirty minutes of arrival in the 

unit. 

5.4.15 Time in Radiology Department 

Sixty nine percent of patients reviewed in the study required radiology investigations. 

These included chest x-rays, skull x-rays, ultrasound scans, venograms, and brain scans. 

Twenty six (41.9%) of those patients who had an x-ray were back from the radiology 

department within half an hour and all patients were back within one hour (Table 5.14). 

There is an identifying sticker put on all x-ray forms from the MAU, which identifies this 

group of patients for prioritisation within the radiology department. 

Table 5.14 Length of Time in Radiology of Study Sample 

< 15 minutes 

15-30 minutes 

30-45 minutes 

45-60 minutes 

Total 

Number 

3 

23 

9 

5 

40 

Percent 

7.5 

57.5 

22.5 

12.5 

100 

5.4.16 Where Patients Waited for Results 

The majority of patients waited for their results in the MAU. Table 5.15 outlines where 

the patients remained until their review by the doctor when results were available. 
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Table 5.15 Wait for Results of Study Sample 

MAU 

Waiting Area in MAU 

Canteen 

Town 

Home 

Total 

Number 

11 

41 

2 

2 

2 

58 

Percent 

19 

70.8 

3.4 

3.4 

3.4 

100 

5.4.17 Diagnosis 

It had originally been decided to document the diagnosis on each patient in the sample. 

However this was not possible, as many patients did not have a diagnosis at the time of 

discharge from the unit. Tests were often booked as an outpatient and the results would 

be forwarded to the GP or OPD as appropriate. The presenting complaints are outlined in 

Table 5.16. One fifth of patients presented with a history of chest pain and almost one 

quarter had a presenting complaint of headache. All patients with a clinical suspicion of 

Deep Venous Thrombosis (DVT) are assessed and have their tests organised in the MAU. 

Five patients were assessed with this condition. Venesection was performed on 15.5% of 

the study sample, often a reason for return appointments. 
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Table 5.16 Presenting Complaint of Study Sample 

Chest pain 

Headache 

Hypertension 

Venesection 

? Deep Venous Thrombosis 

Respiratory Tract Infection 

Balance problems 

? Transient Ischaemic Attack 

Other 

Total 

Number 

13 

14 

4 

9 

5 

3 

5 

1 

4 

58 

Percent 

22.4 

24.2 

6.9 

15.5 

8.6 

5.2 

8.6 

1.7 

6.9 

100 

5.4.18 Time in MAU from Arrival to Discharge 

One hour time periods were allocated to this section. Forty seven (84.5%) patients spent 

less than four hours in the department. The majority of this group attended in the 

morning and were discharged before lunch. Table 5.17 outlines the amount of time spent 

in the MAU. 
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Table 5.17 Length of Time in MAU by Study Sample 

< one hour 

1-2 hours 

2-3 hours 

3-4 hours 

4-5 hours 

5-6 hours 

6-7 hours 

Total 

Number 

2 

12 

18 

15 

6 

3 

2 

58 

Percent 

3.4 

20.7 

31 

25.9 

10.4 

5.2 

3.4 

100 

5.4.19 Outcome of Visit to MAU 

Three (5.2%) patients were admitted to the hospital for in-patient care. Nine (15.5%) 

were referred to the outpatient department for follow up and 53.4% were discharged to 

their GP (Table 5.18). 

Table 5.18 Outcome of Visit to MAU of Study Sample 

Discharge to GP 

OPD 

Admission 

Review in MAU 

Total 

Number 

31 

9 

3 

15 

58 

Percent 

53.4 

15.5 

5.2 

25.9 

100 



5.5 Results of Satisfaction with Health Care Survey 

5.5.1 Sample Survey and Response Rate 

The socio-demographic features of this group of patients have been outlined in section 

5.4. The study sample included all patients profiled (n=58). Satisfaction questionnaires 

were administered to this group using face-to-face interview or by telephone. All 

questionnaires were completed. Thus the response rate achieved here was 100%. 

5.5.2 Information 

(a) Information about Illness 

The question concerning satisfaction with the amount of information received about their 

illness from the health care staff was considered relevant by all respondents. Satisfaction 

levels are outlined (Fig 5.2). 

Figure 5.2 
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From Medical Assessment Unit Doctor (n=58) 

The majority of respondents (96.8%) were very satisfied/satisfied regarding the amount 

of information they received from the doctor in the unit; only one expressed 

dissatisfaction (Fig 5.1). No significant association was found between patient 

satisfaction rating and any one of the following: age, marital status, socio-economic 

group, area of residence or medical cover. 

From Nursing Staff(n=58) 

Similarly, the majority of respondents (98.2%) were very satisfied/satisfied with the 

amount of information received from nursing staff about their illness. No significant 

association was found between satisfaction levels and age group, marital status, social 

class or medical cover. 

From Family Doctors 

Respondents did not consider that information from the family doctor was relevant to 

their visit to the unit. As the results of tests were pending and the interview took place 

within one to two weeks of attendance at the unit this question could not be analysed. 

Comments 

Of those respondents who commented in relation to information about their illness, the 

following comments were noted: 

- the GP input is not relevant to the visit to the MAU 

- healthcare staff very approachable 
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(b) Information about Treatment 

The question concerning satisfaction with the amount of information received about their 

treatment from healthcare staff was considered 'not relevant' by all respondents in 

relation to family doctors. These were therefore excluded from the analysis relating to 

family doctors, which follows. Satisfaction levels are outlined (Fig 5.3). 

Figure 5.3 

From Medical Assessment Unit Doctor (n=58) 

All respondents stated that they were very satisfied/satisfied regarding the amount of 

information they received on their treatment from both the doctor and the nurse in the 

unit (Fig 5.3). It was not possible to carry out subgroup analysis as the satisfaction levels 

were so high and the sample size small. 

From Nursing Staff (n=58) 

Again all respondents were very satisfied/satisfied with the amount of information 

received from nursing staff about their treatment. 
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Comments 

A number of respondents commented in relation to information about their treatment. 

The following comments were noted: 

- did not ask questions, as I felt that they knew what they were doing 

- healthcare staff very approachable 

- results of tests awaited and so information was limited but very helpful 

- they were very rushed and so I felt that I could not ask for information but would like to 

have been allowed 

(c) Difficulty Understanding Information? 

Of the study sample (n= 58), 57 (98%) reported no difficulty, only one reported having 

some difficulty and nobody reported a lot of difficulty in understanding the information 

provided by the healthcare staff. 

(d) Involved in Treatment Decisions? 

Of the study sample (n= 58), 56 (96.5%) felt that they had been involved in decisions 

regarding their treatment while two people felt they had not. Again it was not possible to 

undertake subgroup analysis, as the satisfaction rating was very high. 

(e) Opportunity to Ask Questions 

Satisfaction levels with the opportunity to ask questions of health care staff was very high 

with 93.1% of respondents stating that they were very satisfied/satisfied with the 

opportunity they had to ask questions of the doctor and nurse in the unit. 
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(f) Best Information Sources 

Survey participants were asked who they considered to be the best source of information 

about their illness. The doctor attending the unit was considered the most informative 

source (82.8%) and the nurse in 15.5% of responses. 

5.5.3 Accessibility 

Distances travelled by respondents to the Medical Assessment Unit are outlined (Table 

5.19). Fifty (86.2%) respondents lived less than twenty miles from the hospital. 

Table 5.19 Distance from MAU of Study Sample 

< 5 miles 

5-10 miles 

10-20 miles 

20-40 miles 

Total 

Number 

7 

14 

29 

8 

58 

Percent 

12.1 

24.1 

50 

13.8 

100 

Respondents were asked how they travelled to the Medical Assessment Unit. Responses 

were as follows: Own car (46.6%), relative/friend (41.4%), public transport (6.9%), and 

taxi (5.2%). 

With regard to difficulties experienced in attending the unit: one respondent reporting 

experiencing a lot of difficulty, 6 (10.3%) reported some difficulty while 51 (87.9%) 

reported no difficulty. 
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There was no statistically significant association between reported access difficulty and 

area of residence. Also there was no statistical association between reported access 

difficulty and distance from the MAU (Table 5.20). 

Table 5.20 Access Difficulty by Distance from Hospital for Study Sample 

Some/ lot of difficulty 

No difficulty 

Total 

< 10 miles 

3 

18 

21 

> 10 miles 

4 

33 

37 

Total 

2 

51 

58 

Fisher's Exact Test p = 0.7 

A greater proportion of those with medical card only reported access difficulties 

compared to those with private/no documented financial medical cover (15.2% versus 

11.8%), the difference failing to reach statistical significance ( % = 1.237; df = 2 ; p = 

0.539). 

5.5.4 Satisfaction with Waiting Times 

Eighty nine percent of respondents were very satisfied/satisfied with the waiting time to 

see the doctor and nurse respectively in the unit, 89.7% and 87.9% respectively. Mixed 

feelings were expressed by 3.4% and no respondent claimed to be very 

dissatisfied/dissatisfied with waiting time to be seen by the nurse or doctor. 

Of the forty respondents that visited the x-ray department, all were very satisfied/satisfied 

with the amount of time spent in that department. 

Only 3.4 % of respondents expressed dissatisfaction with waiting time for results of tests, 

10.3% had mixed feelings and 82.8% were satisfied/very satisfied. There was no 

statistically significant association between those levels of satisfaction and social class 

(Table 5.21). 
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Table 5.21 Satisfaction with Waiting Time for Results by Social Class 

Very satisfied/satisfied 

Mixed feelings/ dissatisfied 

Total 

Social Class 

1-3 

13 

0 

13 

Social Class 

4-6 

35 

8 

43 

Total 

48 

8 

56 

Fisher's Exact Test p=0.18 

Fifty two (89.7%) respondents were very satisfied/satisfied, 5.2% expressed mixed 

feelings, while three (5.2%) were very dissatisfied/dissatisfied with the amount of time 

spent in the unit. 

5.5.5 Satisfaction with Facilities 

a) Satisfaction with Waiting Area 

Respondent satisfaction was sought on comfort, cleanliness and space within the Medical 

Assessment Unit and waiting area. The majority (96%) of respondents were very 

satisfied/satisfied with the facilities available - 76.5% comfort, 98.3% cleanliness and 

94.9% with the space. Only 3.4% expressed mixed feelings in relation to the space 

available. As levels of satisfaction were very high it was not possible to carry out 

subgroup analysis in relation to age, sex or social class. 

Comments 

Twenty six percent of respondents commented on facilities. Their comments were as 

follows: 

- it is essentially part of a corridor 

- reading material would be appreciated 
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it does not afford much privacy 

- because there are tests being carried out you do not notice that you are waiting 

(b) Satisfaction with Toilets 

Fifty four respondents stated that they had used the toilet facilities. Of this group 98% 

were very satisfied/satisfied with the location of the toilets; 2% expressed mixed feelings 

and no one was very dissatisfied/dissatisfied with location. 

All respondents stated that they were very satisfied/satisfied with accessibility to the 

toilets. 

Comments 

Twenty two percent of respondents commented in relation to toilet facilities. The 

following comments were noted: 

- a second toilet would help 

- the toilet is not readily accessible to those in the waiting area 

- the toilet is well located as one must give a urine sample when in the unit 

(c) Satisfaction with Canteen 

Satisfaction with the canteen service in relation to location, cleanliness and accessibility 

was sought from respondents. Eighty one percent of respondents did not avail of the 

facilities. Some patients who are unable to leave the unit are given a snack by the unit 

staff. Of those who availed of the canteen facilities all stated that they were very 

satisfied/satisfied with the location of the canteen. All respondents were very 

satisfied/satisfied with the cleanliness and accessibility of the canteen. 
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5.5.6 Overall Satisfaction 

Overall satisfaction with regard to medical and nursing care was very high, with 98.3% of 

respondents reporting themselves to be either very satisfied/satisfied with medical care 

and 100% reporting themselves to be either very satisfied/satisfied with nursing care. 

In view of the very high satisfaction ratings, possible statistical associations could not be 

examined for age group, marital status, socio-economic group, area of residence, distance 

from Medical Assessment Unit or medical financial cover. 

5.5.7 Improvement to Service 

Finally respondents were asked if there were any changes they felt needed to be made in 

relation to the Medical Assessment Unit. The following comments were noted: 

- lack of privacy especially in the 2 bedded unit when giving your history- individual 

cubicles would help 

- the current appointment system is inadequate and improvements to it would reduce 

waiting times 

- some delay in results back to the GP 

- depends on the doctor on duty as to the amount of information you will receive the 

doctor on duty at present is very capable 

- sometimes unclear on follow up arrangements 

- excellent service that gets tests done and arranged quickly and avoids the need to be 

admitted to hospital 
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5.6 Results of GP Satisfaction Survey 

5.6.1 Survey Sample and Response Rate 

Questionnaires sent out to 90 GPs listed in the Southern Health Board list of General 

Medical Scheme (GMS) and listing of GPs in private practice who were recorded as 

living in the catchment area of Tralee General Hospital. This list was further checked 

and 69 GPs were identified to be currently practicing in the area. 

54 questionnaires were returned - a further 10 GPs were in group practices and so did not 

reply individually. The reply received from group practices represented the views of the 

practice. One respondent returned the questionnaire without completing it. Therefore the 

response rate was 63/69 = 91.3%. 

Of respondents - 55% had urban practices, 38% rural and 7% both. 

5.6.2 Refer to MAU 

Ninety percent of respondents refer patients to the unit. The GP who reported that he did 

not refer any patient to the unit said that he carried out whatever tests were required 

himself. 

5.6.3 Reason for Referral 

Twenty three percent of GPs referred patients for urgent treatment; 13% for a specialist 

opinion; 17% for investigations; 17% for a specialist opinion and investigations and 28% 

referred for all three reasons. 
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5.6.4 Waiting Time for Appointment and Satisfaction 

Thirty seven (71%) respondents waited less than 2 days for an appointment 

and only one GP stated that he waited a week for an appointment. Eighty 

four percent of GPs were very satisfied/ satisfied with the waiting time for 

appointments. Fifteen percent expressed mixed feelings and none said that 

they were dissatisfied/very dissatisfied with the time to appointment. Table 

5.22 outlines the waiting times. 

Table 5.22 Waiting Times for Appointment for MAU 

< 24 hours 

1-2 days 

> 2 days 

Total 

Number 

4 

33 

14 

51 

Percent 

7.8 

64.7 

27.5 

100 

5.6.5 Referral and Discharge Letters 

All respondents stated that they sent a letter with the patient on the day of the visit to the 

Medical Assessment Unit. Ninety six percent stated that they always received a 

discharge report. Twenty six percent of GPs received a reply by post, 48% by letter to 

the patient on discharge and 26% got both. Table 5.23 outlines the GP waiting times for 

the discharge report. Three quarters of respondents received a report within three days of 

the patient's visit to the unit. 
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Table 5.23 GP Waiting Times for Hospital Discharge Report 

< 24 hours 

1-3 days 

3-7 days 

> 1 week 

Total 

Number 

15 

22 

6 

6 

49 

Percent 

30.6 

44.9 

12.2 

12.2 

100 

5.6.6 Advice on Patient Management 

Eighty percent of respondents stated that they did get advice from the Medical 

Assessment Unit on management of their patients. 

5.6.7 Difficulty Making Appointment 

Ninety percent of GPs who responded stated that they had no difficulty making 

appointments for patients and 88% stated that they could always get patients in need of 

urgent assessment seen quickly. 

5.6.8 GP Satisfaction with MAU 

The overall satisfaction of GPs with the Medical Assessment Unit was high. Ninety two 

percent of respondents rated the service as excellent or satisfactory while 2% rated it 

poor. Figure 5.4 outlines the satisfaction ratings. 

110 



Figure 5.4 

5.6.9 Information on Outcome of Visit 

Half of the responding GPs felt that the patient should be given the discharge letter to 

deliver to the GP. Thirty two percent felt that a letter by post would be sufficient and 

18% would like a phone call from the unit on the day of the appointment, particularly in 

the case of an ill patient requiring a change of treatment. 

Comments 

The following are comments noted by the GPs in relation to the Medical Assessment 

Unit: 

- reduced medical admissions (4 respondents) 

- very useful service and patients are very happy with the service 

- good for those "in between cases" 

- quicker management of semi-urgent patients 

- should be expanded especially to cater for need in Winter 

- very useful as OPD is inaccessible 
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- there is repetition of tests carried out by GP (4 respondents) 

- tendency to misuse because difficulty in arranging OPD appointments 

- feels that the unit is sometimes used inappropriately to deflect admissions (2 

respondents). 

- need for consultant input. 

- misuse and abuse of service by some GPs 

5.7 Results of Key Informants Views on the Service 

5.7.1 Study Sample and Response Rate 

Twelve key people were identified for participation in this part of the study. Respondents 

were selected on the basis of their position in the hospital. One consultant was on leave 

from the hospital and thus was excluded. There were five medical registrars who rotated 

through the MAU. One was on annual leave and another did not make himself available. 

Face-to-face interviews were carried out with one consultant, the general manager and 

the doctor on duty in the MAU. Telephone interviews were conducted with the 

remaining medical registrars and consultant and a small discussion group was undertaken 

with the job sharing staff nurses in the unit and the Unit Nursing Manager. 

The main points are grouped by the topic concerned i.e. role of the Medical Assessment 

Unit, what patients are appropriate to the unit, the constraints to the service and what 

changes need to be made to develop or improve the service. Within each section the 

responses are grouped by the main themes identified. 

5.7.2 Role of the Medical Assessment Unit 

The Medical Assessment Unit is viewed by the majority of staff interviewed as having a 

central role in the management of patients in the hospital. The service was established as 
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a pilot project initially but gradually defined its role and now is considered essential to 

preventing unnecessary medical admission to hospital. "It has a separate role to the 

medical outpatient department". The staff nurses who work in the unit consider that it 

makes the OPD more efficient because it reviews patients with problems that require 

urgent attention but who do not need hospital admission. Patients can have essential and 

urgent tests arranged and then can be reviewed in the OPD when the results are available. 

This means less OPD appointments and more efficient management of the patients. The 

nursing staff felt that it was a nurse-led service, which has proven its worth over the past 

five years. Patients seen are accepted by the doctor on duty and staff felt that they are the 

type of patient that would have been admitted for inpatient for care prior to the 

establishment of the unit. 

Other grades of staff (consultants and medical registrars) consider that some patients are 

referred to the MAU who are more appropriate to the OPD. One consultant expressed the 

view that the existence of the MAU means more work for him. Patients who are 

followed up in the OPD have priority over the other patients. This means that the 

consultant can sometimes have three or four such referrals to his clinic. He stated that 

this means more time as each of these must be treated as a new patient. One medical 

registrar stated that she has spent lots of time on the phone when accepting referrals from 

GPs because she feels that the patients are more appropriate to the OPD. "Eventually, 

you get tired of arguing and accept whatever the GP wants to refer". 

5.7.3 Type of Patient Appropriate to MAU 

When the MAU was established, the hospital manager met with members of staff and 

GPs in the region to discuss the role of the unit, this included the type of patient that was 

felt appropriate to the service. One nurse stated that the appropriateness of MAU 

attendance is the decision of the registrar on call. There is a core group of patients who 

are always seen in the unit. These include patients with suspected Deep Venous 

Thrombosis and patients with haematological disorders requiring repeat venesection. 
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"By and large patients are always appropriate, some should be admitted directly to the 

ward and others should be seen in the OPD". The nursing staff felt that the acceptance of 

patients often depended on the level of experience and competence of the doctor on duty. 

If the case is discussed with the referring doctor a decision can usually be reached as to 

the most appropriate course of action for the patient in question. 

One consultant felt unsure of what type of patient was appropriate to the unit. He stated 

that the criteria are unclear and had some concerns that patients might be seen in the unit 

who should have been admitted directly to an inpatient bed. The medical registrar on 

duty in the unit felt that patients that are appropriate to the unit are often not seen because 

'inappropriate' patients are seen there. "The GPs refer in patients that could ideally wait 

for outpatient appointments". 

A member of the nursing staff felt that the unit worked well, particularly since a medical 

registrar was now on duty. When the MAU was set up a medical senior house officer 

was on duty. This did not work well because they did not have the level of experience or 

confidence to discharge patients. Within six months this was changed. 

Consultant Input 
It is a consultant led service. The consultant is available for consultation on any patient 

at the request of the medical registrar. The nursing staff felt that the unit worked very 

well with the medical registrar alone. They did not feel that the consultant needed to see 

all patients. 

The doctors also felt that the service did work well. However, a view was expressed that 

it did cause some difficulties and delays if you needed a consultant opinion or signature 

for a specific radiological test and that consultant could not be located. 
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5.7.4. Constraints to the Service 

The nurses identified time as a major constraint. Morning appointments are made for the 

majority of patients. This means that they all arrive at the same time and there can be 

delays because there are only 2 beds in the unit. A plaster room from the A&E 

department is occasionally used to perform blood tests and cardiographs. The nurses felt 

that if the current appointment system was better organised it would improve the quality 

of the service. This would require some organisation and work on the part of the doctors. 

The structure and setting of the unit also limits the quality of service that can be provided. 

Essentially the waiting area is a corridor, which is quite draughty and cold in Winter

time. There is only one toilet and this does not afford much privacy. Also confidentiality 

and privacy is not possible - there is a curtain between the beds, the nurses station is an 

alcove with no door, confidential medical and nursing records cannot be protected at all 

times as there is only one nurse and one doctor on duty in the unit. Rotation of medical 

registrars does cause some difficulties - "this depends on the registrar of course". 'Two 

weeks is not long enough for a doctor to spend in the unit". 

The doctors also identify time as a major constraint. One doctor felt that a full day in the 

unit is too long. She was happy that all patients had morning appointments because it 

could mean that her work would be finished earlier and allow her to carry out duties 

elsewhere. The doctors also identified the structure of the unit as a particular constraint. 

Phone calls could be overheard, medical records were in an open area creating problems 

of confidentiality and it was difficult to discuss sensitive issues with patients when other 

patients could overhear. Doctors also felt that having to find the consultant on call and 

get his signature to order a test created difficulties. One member of staff felt that it 

should be possible for the registrar to discuss the case with the radiologist and arrange the 

relevant test. 
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5.7.5 Changes to MAU 

The current location was chosen, when the unit was established, because it was the only 

space available. It was intended as an interim measure until a suitable location could be 

identified or built. Five years later, the unit is still located in the same place. To further 

develop the unit it needs a new location with individual cubicles, proper toilet facilities, 

waiting room with facilities, and offices for the nurse and doctor. One nurse felt that the 

number of beds in the unit and the number of patients seen daily was sufficient. It meant 

that a good quality service could be given. The nurses felt that the nurse grade in the unit 

should be a clinical nurse manager level. They felt that the post was suitable for job 

sharers. 

One consultant felt that the unit worked well and only structural changes should be 

considered. A doctor felt that consideration should be give to employing an experienced 

doctor on a longer-term basis (1-3 year contract) to manage the unit. He felt that it would 

give greater continuity to the service and may lead to more appropriate use of the service. 

The quality of service could be improved by the introduction of an appointment system. 

The current practice of seeing review patients in the afternoon works well and these 

patients spend less time overall in the unit. 
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Chapter 6 

Discussion 

6.1 Introduction 

The principal aims of this study were to assess whether the provision of a day assessment 

unit for medical patients, 'the Medical Assessment Unit,' resulted in a decrease in the 

number of medical admissions in respect of patients whose need for care could be 

provided for other than by acute hospital admission ('inappropriate' admissions); to 

define the role of the Medical Assessment Unit in practice and assess patient and 

professional satisfaction with the service. 

The study was organised and conducted throughout the months of December 2000 and 

January 2001. This is an exceptionally busy time in hospitals but with good cooperation 

from staff it was possible to carry out the work quickly and completely. 

Following a short discussion on the data source used in this study the chapter will follow, 

in broad outline, the sequence of presentation of the survey results. 

6.2 Hospital Inpatient Enquiry System 

The Hospital Inpatient Enquiry System (HIPE) contains information on all hospital 

discharges in addition to data on patient demography. It documents process data on the 

patients hospital stay. Tralee General Hospital began using this system in 1993. 

However, the system was not fully in place until the last quarter of that year, which 
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created some difficulties in identification of cases for that year. Since then there has been 

tremendous improvements in the standard of data entered. 

There are some limitations to the system but it is still the best source of data for the 

purposes of this study. 

6.2.1 Profile of Medical Inpatients - 1994 and 1999 

The profile of medical patients admitted to the hospital has changed over the five year 

period reviewed. The overall numbers of medical admissions has risen. But unlike the 

situation in many other hospitals there appears to be an increase in the 'length of stay' of 

this population of patients. The reason for this may be explained by the reduction in 

'inappropriate' admissions to the hospital as shown by the use of the Appropriateness 

Evaluation Protocol. More patients now admitted are deemed appropriate and therefore 

may be sicker patients. The average age of medical inpatients also appears to have 

decreased, the reason for which is unclear. The profile of the sample of patients studied 

that attended the MAU does not suggest that there is a tendency to review older patients 

in the unit. However, the profile of patients attending the unit over a longer time period 

(year) is needed but this would be difficult as methods of collecting data at present are 

incomplete. 

6.3 Study Samples 

There are a number of sections to the study. One section involved case selection for two 

separate years to conduct a retrospective chart review and comparison of data in the two 

years. Another involved case selection of patients attending the Medical Assessment 

Unit. There were some practical difficulties in case selection for the quantitative analysis 

of hospital admissions - in particular for the year 1993. Firstly, a list of all adult medical 

admissions to the hospital had to be located for that year as all information was not 
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available on HIPE. Only 1000 cases had been coded and inputted into the system. There 

were two large ledgers available which contained the list of all admissions for that year 

was stored in Cork in Record Data (all charts or records over 3 years old are stored at this 

location). This had to be located and all adult medical admissions for 1993 selected. 

Then a random selection of 250 cases had to be identified. The selection of cases for 

1999 was relatively easier as the information was available on HIPE. 

The utmost care was taken with the fieldwork, this researcher being ever conscious of the 

sensitivity of carrying out a study in a busy unit and at a busy time of the year. As 

explained in chapter 4, consultants and management of the hospital were both written to 

and phoned to ensure that they were kept fully briefed about what was happening. 

6.4 Biases Associated with Study 

Every attempt was made throughout the study to reduce bias. However, the prospective 

study carried out on patients attending the unit was undertaken over a two-week period. 

This coincided with the rotation of one medical registrar. Bias may have been introduced 

in relation to outcome of patients' attendance at the unit and patient satisfaction with the 

service. This is felt to be unlikely because five medical registrars rotate through the unit 

and there was no attempt to select any particular one. Each doctor would have worked in 

the unit over a period of one to two years and would work to agreed protocols and 

procedures. It is also unlikely to have been a factor in relation to patient satisfaction 

levels because the doctor-patient relationship is only one dimension of satisfaction. 

Fitzpatrick states that satisfaction with health care has proved to be a multi

dimensional construct. Socio-demographic factors, health status, attitudes and 

expectations, structure of care, accessibility and continuity of care, process of care and 

outcome of care are all determinants of patient satisfaction. There is no consensus about 

which of these factors relate most strongly to patient satisfaction. Furthermore, GP 

satisfaction with the service was very high and related to their experience of the service 

over a number of years. 
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6.5 Description of Medical Assessment Unit 

The Medical Assessment Unit was initially established as a pilot project, in response to a 

bed crisis in the hospital, in 1994. The only available space for its location at the time 

was beside the A&E department where there was a two-bedded observation room with 

toilet. It was established to help support the role of the GP in primary care. It aimed to 

provide fast-track access to inpatient radiology and laboratory services to a group of 

patients who would otherwise require admission to hospital. This service was established 

at a time when there was a continuing problem with bed management of medical patients 

in the hospital. It was set up in consultation with the hospital consultants and nursing 

staff and GPs practicing in the region at the time. Guidelines were laid out as to the type 

of patients that should attend the unit. A copy of these guidelines could not be located in 

the hospital or in the community at the time this study was carried out. The average 

number of patients seen daily is eight. The structure and location of the unit was 

acceptable as an interim measure but is now inadequate as indicated by key informants 

and from the patient satisfaction questionnaire. 

6.6 Impact of MAU on Emergency Medical Admissions 

There has been an inexorable rise in acute medical admissions year on year10,143. 

However, little research has been carried out to determine the reason for this rise though 

several explanations have been suggested. They include an ageing population, greater 

social deprivation, an increase in public expectations of hospital treatment and lower 

threshold of admission by GPs who may fear litigation9. 

There are two methods of defining the extent of inappropriate care. The first is to use the 

judgements of various health professionals. More recent studies, however, have favoured 

the use of structured utilisation reviews, developed in the United States as a means of cost 

containment42,51"2'144'145. Studies of the appropriateness of hospital use can show the 

potential for employing alternative forms of care, although extensions to the basic tools 
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are needed to identify what alternatives might be appropriate. Identification of acute 

hospitals as inappropriate cannot show that other forms of care are equally effective in 

terms of patient outcome or that other forms of care are less costly than care in an acute 

hospital. Hensher et al70 in an examination of alternative to inpatient care concluded that 

medical assessment units were likely to be important. 

6.6.1 Comparison of 'Appropriateness of Admission' - 1993 and 1999. 

This study was designed to measure and compare the amount of hospital misutilisation 

pre- and post- the establishment of the Medical Assessment Unit. It documented the 

reasons for 'inappropriate' admissions as identified by the Appropriateness Evaluation 

Protocol tool. The study samples appear to be valid as they are comparable to the 

populations of medical inpatients from which they are chosen in terms of age, sex and 

'length of stay'. 

The overall level of inappropriate admissions, at 22.1% in the year 1993, is no surprise, 

being similar to the proportions found in other comparable studies. The proportion of 

inappropriate admissions found by Siu et al141 was 23%, and by Restuccia et al142 was 

19% (range 11.9-28%). Irish studies have found similar levels of inappropriate medical 

admissions. O' Mahony59, in a study of medical admissions to a Regional hospital, found 

23.1% inappropriate. Hynes and O'Connor looked at patients admitted through the 

Accident and Emergency departments of six Dublin hospitals over a period of one week 

in December 1989 and deemed 89% of such admissions appropriate. A 1998 study139 of 

admissions to a University hospital using a similar tool to that used in the above studies, 

deemed 22.1% of adult medical admissions inappropriate. 

The level of inappropriate admissions to the hospital in this study, in the year 1999, is 

9.6%. There is a statistically significant difference in the level of inappropriate 

admissions to the hospital in the two study groups. It can be concluded from these 

findings that there has been a significant drop in the level of inappropriate admissions to 
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the hospital over the intervening five years. The Medical Assessment Unit was 

established during this period. The purpose of this unit was to evaluate adult medical 

patients in a consultant led centre within the hospital and provide fast-track laboratory 

and radiology services to patients. This would enable treatment to be initiated and avoid 

the necessity of inpatient admission to the hospital. This was the only intervention put in 

place in the hospital during this period to tackle the growing problem with bed usage. 

78 

Wanklyn et al studied the effectiveness of a dedicated medical receiving room with a 

senior registrar assessment of GP requests for medical admission. They concluded that 

this service allows more patients to be safely discharged on the same day when the 

assessment is carried out by a senior registrar. The GPs were satisfied with the service. 

Reasons for 'Inappropriate' Admissions 

Fifty five and 24 admissions reviewed, in 1993 and 1999, were deemed 'inappropriate'. 

Ninety four percent of 'inappropriate' admissions in 1993 and 87.5% of 'inappropriate' 

admissions in 1999 could have had their needs catered for as outpatients. Four (7.9%) 

and two (8.3%) 'inappropriate' admissions in 1993 and 1999 respectively needed care but 

at a lower level than that provided in an acute hospital setting. 

Until such time as a more appropriate level of care is available in the community, patients 

who need lower level institutional care will continue to be 'inappropriately' admitted to 

acute care hospitals. 

Of the 51 patients in 1993 and 21 patients in 1999 who were capable of being treated on 

an outpatient basis, seven and five respectively lived too far away from the hospital for 

the needed diagnostic procedures to be accomplished expeditiously. Equality in access to 

care is a goal of health care provision but economic considerations dictate the 

centralisation of services. Patients whose home is geographically remote from the site of 

needed outpatient diagnostic and/or treatment facilities may need admission to the 
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hospital to enable them to access the needed "outpatient" facilities. Such care can be 

provided by alternatives to inpatient care such as medical assessment units. 

The decision to refer a patient for emergency admission is based on the GPs subjective 

evaluation of the patient's need for acute hospital care. In making this assessment, the 

information available to the doctor is limited, by and large, to the patient's history and 

physical examination. With experience the GP learns to discriminate the patient that 

requires the intensity of service only provided in an acute hospital setting. To achieve 

100% specificity in identifying the patients who require the facilities of an acute hospital, 

resulting in 100% appropriate admissions, many patients who need acute hospital care 

would be denied access, as sensitivity would decrease. Thus, to attain one hundred 

percent appropriateness at a cost of denying access to patients in need would be 

unacceptable. Some inappropriate admissions are inevitable. The ideal level of 

inappropriate admissions, that level which achieves maximal efficiency in hospital 

utilisation while ensuring that patients who need hospital admission will not be denied 

access, needs to be established. It is estimated that this level should be around 8-10%. 

This study had shown that it is possible to decrease the proportion of inappropriate 

admissions from an unacceptable level by the introduction of an intervention (Medical 

Assessment Unit) that improves access for patients whose needs require the inpatient 

facilities of an acute hospital. 

This study indicated that, post the establishment of the Medical Assessment Unit, for 

88% of inappropriate admissions, any diagnostic procedure or treatment could have been 

carried out as an outpatient. As already stated, some patients live too far away from the 

hospital for this to have been carried out expeditiously. It is possible, as indicated from 

the GP survey, that many more patients may have been on the waiting list to attend the 

medical outpatient department and were referred for admission when the outpatient 

attendance could not be scheduled expeditiously. Patient access to outpatient facilities 

needs to be examined. Such an evaluation may reveal the need to develop outpatient 

facilities or develop protocols to decide which patients are appropriate to a Medical 

Assessment Unit, OPD, or admission to hospital. 
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Furthermore, it is noteworthy that factors anecdotally quoted as being associated with 

inappropriate admissions, for example, age, sex, day of admission, marital status or 

health care category were not found to have any significant effect on the appropriateness 

of admission. 

6.7 Characteristics of Study Sample and Waiting Times 

6.7.1 Profile of Study Sample 

This part of the study was conducted over the middle two weeks in December 2000. The 

number of patients who attended the unit over this period was less than at other times. 

This may have been due to the inclement weather at the time or the approaching festive 

season. The response rate of those who did attend was excellent with all patients eligible 

for inclusion agreeing to participate. The male: female ratio was 1:1 and the majority of 

patients were in the 35-74 years age-range with 18% in the younger age groups. There is 

no similar type service available for comparison purposes. Geriatric Evaluation Clinics 

specifically cater for the elderly population. Studies carried out in Accident and 

Emergency departments tend to have a younger age profile and a predominance of male 

patients22'134. 

Eighty percent of the study sample was in social classes 4-6. This does not compare with 

the picture for the population of Kerry where 42.7% are classified within social classes 4-

6. This may reflect the type of patient that attends the unit or the study sample may be 

too small to detect a difference. Fifty seven percent had a medical card. However, all 

patients, regardless of medical insurance cover are entitled to free access and treatment in 

the Medical Assessment Unit. 

The majority of patients were married (65.5%) which is a reflection of the age profile of 

attenders. Eighty percent of those who attended were referred by their GP, which 

represents the finding that 80% of attenders were new patients. The remaining 20% were 
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return appointments usually arranged by the MAU from previous attendance of from 

another department within the hospital. 

6.7.2 Waiting Time for Appointment and Tests 

The service was established to support the role of the GP in primary care. It aimed to 

provide fast-track access to inpatient laboratory and radiology services. This is reflected 

in the finding that two-thirds of referrals were seen within three days. This increases to 

72% when patients seen by return appointment are excluded. Thus the waiting time for 

MAU assessment is much shorter than for an outpatient clinic and the necessity for 

admission to hospital is also avoided. 

The majority of patients had their appointment arranged for 9 a.m. Thus, patients arrived 

together and the work of the phlebotomist whose role was to carry out a range of blood 

tests and electrocardiograph, if indicated, was facilitated. She was able to complete much 

of the work at one visit to the unit. This did cause some minor delays for the patients, as 

space was not always available to do the tests. Key informants were aware of this 

difficulty and suggestions were made by the nurses to consider an improved appointment 

system. Also non-ambulant patients were kept in the 2-bedded unit until all tests were 

complete and results available. This created further difficulties for the phlebotomist who 

needed patients to lie down to do some tests. Eighty percent of patients arriving in the 

unit were seen within 30 minutes by the nurse; 70% of patients were reviewed within one 

hour by the doctor. 

Return patients usually had their appointments in the afternoon. Usually this group of 

patients required a blood test and once the result was available a decision on whether to 

venesect (take a unit of blood) the patient was taken. The length of time spent in the unit 

by this group of patients was shorter than for new patients (80% spent less than two hours 

in the unit). 
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The radiology department plays a central role in the efficient use of the MAU. Patients 

from the unit are prioritised within the department. This is reflected in the finding that 

65% of patients who had radiological investigations carried out returned to the MAU 

within 30 minutes. A number of patients had time-consuming tests carried out such as 

venograms and ultrasound examinations. Despite this, all patients in the study sample 

had returned to the unit within one hour. 

6.7.3 Diagnosis 

Patients presenting to the MAU often did not have a diagnosis on discharge. Tests were 

ordered and follow up was by GP, MAU or medical outpatient department. The 

presenting complaints were documented. The predominant complaints were headaches 

and chest pain, which accounted for 45% of attendances over the study period. Blood 

disorders requiring venesection accounted for a further 15.5% of attenders. This group of 

patients are receiving a treatment service within the unit; the appropriateness of this type 

of patient needs further consideration. 

6.7.4 Outcome of Care 

The percentage of patients admitted to the hospital from the Medical Assessment Unit 

has fallen dramatically over the five years since its establishment (37% - 9.6%). Five 

percent of the study sample was admitted. This is slightly less than would have been 

expected but may be explained by the level of competency of the doctor on duty, or the 

time of the year (Christmas period) when patients may prefer to be followed up in the 

unit. Twenty six percent were reviewed in the MAU over the study period versus 9.8% 

in the year 1999. These figures are lower than admission rates from A&E departments . 

However, the profile of patients attending A&E departments and MAU are not 

comparable. 
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6.7.5 Length of Time in MAU 

The amount of time spent in the MAU was available on all study patients. The majority 

of patients (84.5%) spent less than four hours in the unit. Many of these attended in the 

morning and were discharged before noon. It is expected that there will be a certain 

amount of time spent in the unit because of the number of tests that may be needed and 

the waiting time for results. Only two patients in the study period spent six to seven 

hours in the unit. This issue was discussed by a number of key informants and 

suggestions were made to improve the appointment system and thus reduce waiting times 

throughout the visit. 

6.8 Satisfaction with Health Care 

There is now emphasis on the delivery of a quality health service that is client-centred 

and "puts the patient first". Quality of service is identified in the strategy document -

"Shaping a Healthier Future"6 as a principle which underpins the successful development 

of Irish healthcare. The importance of the patient's perspective along with the clinicians 

and the manager is beginning to take centre stage in evaluating the quality of health 

service delivery. The use of patient surveys has been recommended as one method of 

measuring consumer perception of quality6. Medical Assessment Units are a relatively 

new concept in the overall picture of alternatives to inpatient management of patients. 

Patients are seen, assessed and discharged on the same day. It is important for the patient 

that in addition to having his/her complaint dealt with in an effective and efficient manner 

that other aspects of care such as information, communication and facilities are 

considered. This study of patients' attending a Medical Assessment Unit which included 

assessing patient satisfaction with their care has helped to identify potential areas for 

service improvement. 
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6.8.1 Questionnaire Design 

The satisfaction part of the questionnaire was developed by this researcher with particular 

reference to recommendations made by Fitzpatrick 61 ' and Mclver on obtaining the 

views of users of health services. In a paper identifying the difficulties involved in 

executing patient satisfaction surveys, Carr-Hill93 remarked that locally devised surveys 

on specific topics were amongst the most purposeful and effective. It is difficult to 

compare this study's findings with other studies except in a general way. While studies 

have been conducted elsewhere, questionnaires were not standardised. Carr-Hill states 

it well - "The search for the 'holy grail' of a standardised patient satisfaction 

questionnaire should be discouraged. Not only does satisfaction mean different things to 

different people at different times, but also patients are differentially satisfied according 

to the structural characteristics of the specific encounter. Measurement here, as in other 

areas, must not only be informed by theory but also conditioned by context". 

6.8.2 Satisfaction Components Measured 

Oberst146 has noted the multidimensional nature of patients' satisfaction with care and the 

difficulty of measuring it, and points out that many researchers attribute high satisfaction 

ratings to several factors including fear of offending, environment of testing or question 

wording. She also suggests that lack of familiarity with the medical terms might inhibit 

complaints. The patients in this study were interviewed in their homes; it is unlikely that 

they felt inhibited or were afraid to express their dissatisfaction in that environment. 

Neither was the interviewer 'part of the establishment'. Fitzpatrick10 has emphasised 

that the neutrality of the person gathering the data is a principle that needs to be adhered 

to as far as possible, to maximise the candid expression of views. Piloting of the 

questionnaire addressed any potential problem with questionnaire wording. Overall, 

while satisfaction ratings were generally found to be high, particular areas of 

dissatisfaction were uncovered. 
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6.8.3 Information 

Satisfaction levels with information were high. The majority of patients expressed 

satisfaction with the amount of information received on both their illness and treatment 

from both the doctor and nurse on duty in the unit. Patients accepted that it was an 

assessment unit and as such the results of tests would not always be available on the day. 

This meant that the amount of information on treatment might be limited but felt that they 

were given whatever information was available. Satisfaction levels are higher in this 

study than in other studies. Wiggers et al147 found that few patients were satisfied with 

the provision of information from doctors concerning their disease, treatment or symptom 

control. Geary noted that lack of information was the main cause of frustration among 

a sample of cancer patients. Riper noted that one of the main problems mentioned by 

carers related to insufficient information exchange between consultant and patient/carer. 

In this study, 98% of patients surveyed stated that they had no difficulty understanding 

the information given to them. The number of patients surveyed was small, satisfaction 

was high and it was not possible to carry out subgroup analysis. Kee149 has noted that 

there is increasing evidence that involving patients in making decisions and choices 

improves outcome. This study found that 97% felt that they were involved in decisions 

made regarding their treatment. Those who felt that they were not involved in the 

decision regarding their treatment stated that they would like to have been involved. 

Despite the high satisfaction levels expressed by the majority of respondents, many 

commented on the quality and amount of information that was given. This indicates that 

aspects in relation to information need to be addressed. 

6.8.4 Communication 

The most frequently studied aspects of medical care are the extent and accuracy of 

doctor-patient communication . Patient satisfaction is related to the amount and 

accuracy of information given. Pascoe90 in a review of studies on patient satisfaction 

concluded that patients are most satisfied if they perceive their physician as caring and 
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sensitive to their needs. Patient satisfaction is higher with doctors whose empathic skills 

have independently been shown to be greater . Non-verbal communication is equally 

important with what is actually being said to the patient. Roter119 noted that being able to 

conduct a consultation that involves the patient in a more active sense is positively related 

to satisfaction. In this study, 93% of patients were satisfied with their communication 

with the staff in the unit. One patient commented that the nurse and doctor were willing 

to sit on the bed and talk and explain what was happening. The majority of patients 

considered the doctor in the unit their best source of information. Again a number of 

patients who expressed high levels of satisfaction with communication skills were willing 

to comment. They tended to try to excuse the communication problems by saying that 

the staff were under pressure. 
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Rigge has warned that failures in communication can lead to poor uptake of services, 

poor compliance with treatment, and as a more or less direct result, poor outcomes. She 

emphasises that, in talking about outcomes, the importance of good communication and 

information cannot be underestimated. 

6.8.5 Accessibility 

With few exceptions, research studies indicated that patient satisfaction is relates 

positively to access, availability and convenience of care . Equity of service which 

includes access to health care is identified in the strategy document - "Shaping a 

Healthier Future"6. Access should be determined by actual need for services rather that 

ability to pay or geographical location. In a country where considerable numbers of the 

population live in rural areas, it is difficult to avoid the problem of relatively long 

journeys to assessment and treatment centres. Despite this, while 64% of respondents 

lived more that ten miles from the centre, 10% experienced a lot of difficulty getting to 

the hospital. There was no significant difference between access difficulties and distance 

from the hospital. 
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6.8.6 Structure of Care 

The way in which care is organised especially in the out-patient setting appears to be 

related to patient satisfaction102. Nursing care, medical care, food quality, noise levels 

and physical surroundings were found by Cleary et al110 to contribute to satisfaction with 

health care. Almost 90% of respondents were very satisfied/satisfied with waiting times 

to see the nurse and doctor in the MAU. The service provides a fast-track to radiology 

and laboratory investigations. Of the forty patients who attended the radiology 

department all were very satisfied with the service. No patient spent longer than one hour 

in that department. 

Lemke114 noted that satisfaction is affected by factors such as housekeeping, facilities and 

administrative procedures. Respondents were asked for their levels of satisfaction in 

relation to comfort, cleanliness and accessibility of the waiting area, toilets and canteen 

service. The waiting area was identified as the facility requiring most improvement. 

Even though 96% said they were satisfied with the area, many commented that the area is 

essentially a corridor. Only one toilet is available to patients and is not readily accessible 

to patients in the waiting area. 

6.8.7 Overall Satisfaction 

Satisfaction with nursing and medical care is consistently a positive correlate of overall 

satisfaction with hospital attendance. Patient satisfaction with nurses and doctors has 

generally been found to be the most important determinants of overall satisfaction . 

Importantly, overall satisfaction with medical and nursing care, in this study, was very 

high. While reassuring, overall satisfaction masks aspects of dissatisfaction and 

emphasises the necessity to probe satisfaction dimensions to elicit more specific 

information from patients. A fundamental problem with satisfaction surveys is that 

results produce little variation, with most respondents expressing positive satisfaction . 
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6.8.8 Service Improvements 

Respondents were very satisfied/satisfied with the service provided by the Medical 

Assessment Unit. They all felt that they would not have had better treatment if they had 

been admitted to hospital. Many felt that some improvements to the structure of the unit 

would improve the quality of service. One patient felt that the single small toilet was 

inadequate in relation to the numbers of people seen daily. Privacy was a particular area 

that was highlighted. Patients were unhappy listening to other person's problems and 

having their complaints discussed in an open area. The need for an appointment system 

was also identified as an area for improvement. The staff working in the unit also echoed 

this sentiment. 

6.9 General Practitioner Satisfaction 

Evaluation of the quality of health care has emerged as a key issue for all health services, 

and for some time it has been recognised that the patient's views are an essential 

component of such evaluations. The use of patient surveys has been recommended as 

one method of measuring consumer perception of quality6. It is increasingly recognised 

that patients are not the only consumers of health services. The views of GPs, as 

consumer of the health service, are increasingly being sought on different aspects of the 

service. The Medical Assessment Unit was established as a support for GPs in primary 

care. Therefore it was important that their views were sought. 

6.9.1 Questionnaire Design 

The type of questionnaire used in this study is largely unvalidated but Mclver has 

shown that questionnaires that have been designed to assess GP satisfaction with services 

have been shown to be effective. The questionnaire used in this study was largely based 
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on assessing GP satisfaction with different aspects of the service provided in the 

hospital134. 

6.9.2 Response Rate 

A response rate of 91.3% was achieved from the postal questionnaire, once the GP list 

had been validated. This is higher than has been found in other studies 593,1 5. The 

service was established in consultation with the GPs and this may have been a factor in 

the high response rate achieved. Of respondents, only one GP stated that he did not use 

the service. 

6.9.3 Issues on Attendance 

Eighty percent of GPs referred patients for a second opinion, many expecting a consultant 

opinion. All said that they sent a referral letter, a finding confirmed by the survey of 

attenders to the MAU. Patients who did not have a referral letter were return 

appointments usually from the unit itself. Ninety six percent of GPs stated that they 

always got a discharge report from the hospital - half of which were hand delivered by 

the patient. Three quarters of the letters were received within three days of the visit. 

Eighty percent of these letters contained advice on patient management. Furthermore, 

almost all respondents (90%) stated that they had no difficulty making appointments and 

could always get urgent appointments when necessary. 

6.9.4 Satisfaction with the Service 

Alternatives to inpatient care are relatively new concepts and thus information on 

satisfaction with such services is limited. Wanklyn et al7 , in an evaluation of a similar 

type of service sought the views of GPs in the area. They obtained a 63% response rate, 
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all of which were satisfied that discharge from the unit was appropriate. Gaylani et al 

evaluated a chest pain clinic which was made available to GPs in a region in Wales. 

Questionnaires were sent to 85 GPs who had referred patients to the unit over a six-

month period. Only one GP was dissatisfied with the service and all except that GP 

stated that they would like the service to continue. 

In this study, 92% of responding GPs were very satisfied/satisfied with the service 

provided by the MAU. One fifth of respondents felt that they should get a phone call on 

the day of the visit for patients found to need change to their treatment. All GPs stated 

that the service was an excellent support to the service provided by them. Many felt that 

the service reduced the number of unnecessary admissions to hospital. Furthermore, they 

felt the patients were happy to attend the service rather that be admitted to hospital. The 

patients questioned in the satisfaction survey confirmed this finding. 

A number of GPs said that there was a tendency to abuse the service and refer patients for 

assessment rather than wait for an outpatient appointment. One GP stated that he never 

used the OPD anymore. A number of suggestions were made by respondents on the 

future development of the service - more consultant input, avoid repetition of tests 

already carried out by GPs and a review of the OPD service to reduce waiting times and 

thus allow more appropriate referral to both services. 

6.10 Key Informants Views 

It has been increasingly shown that qualitative approaches have an important role in 

health care research64"67. However, little work has been done to date on qualitative 

research in relation to hospital utilisation and particularly on modalities of care other than 

inpatient. Respondents for this study were selected on the basis of their position in the 

hospital and Medical Assessment Unit. uWe want to gain an in depth understanding of 

the experience of particular individuals or groups; we should therefore seek out 

individuals or groups who fit the bill"150. 
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6.10.1 Questionnaire Design 

The interviews were semi-structured and four open-ended questions were asked. "Semi-

structured interviews are conducted on the basis of a loose structure consisting of open 

ended questions that define the area to be explored, at least initially, and from which the 

interviewer or interviewee may diverge in order to pursue an idea in more detail"137. All 

avenues were pursued to elicit more information or to ensure better understanding, the 

four questions remained unchanged throughout the interview process. The focus group 

was planned at the outset to provide a forum for discussion, hopefully eliciting 

information otherwise not available. In relation to focus group interviews Kitzinger 

stated that attention must be given to minority opinions and examples that do not fit with 

the researcher's overall theory. 

6.10.2 Role of the Medical Assessment Unit 

The Medical Assessment Unit (MAU) was seen by all grades of staff interviewed as 

having a role separate from other services provided within the hospital. Staff viewed the 

unit as achieving the objective for which it was originally established i.e. providing fast-

track access to inpatient radiological and laboratory investigations. A consultant and 

junior doctor felt that it tended, on occasions, to be misused by the GPs who referred 

patients that were inappropriate to that service. They felt that this group of patients were 

more appropriate to the medical outpatient department. This was confirmed by some GPs 

who stated that they used it instead of the OPD. A GP said "I never use the OPD 

anymore". Staff and management also felt that the existence of the unit reduced the 

number of emergency admissions to the hospital. Again this finding was confirmed by 

the quantitative survey of medical admissions to the hospital before and after the 

establishment of the MAU, which showed a reduction in emergency medical admissions 

to the hospital. 
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6.10.3 Patients Appropriate to the MAU 

Many staff felt that the patients seen in the MAU were appropriate. They said that this 

group of patients would otherwise be admitted to hospital. It is the doctor on call to the 

MAU who decides what patients are seen. Therefore, it is the decision of the doctor to 

define 'appropriate' in terms of referrals apart from a particular group of patients that 

must be referred to the unit. A consultant felt that elderly patients were referred to the 

unit and thus could be discriminated against. He felt that admission might be more 

appropriate for this patient. However, the age profile of a sample of patients attending 

the unit showed that only 10% were over 75 years of age and the highest number of 

patients were in the 45-54 age-group. There was no association in age with those patients 

who felt they would have been better treated had they been admitted to hospital. 

Staff (consultant and medical registrars) felt that some patients seen in the MAU should 

be seen in the OPD and these were preventing access to patients who were in need of 

MAU assessment. In 1999, 42% of patients seen in the MAU were followed up in the 

OPD, a further 10% in the MAU and 40% were discharged to their GP. The staff on duty 

in the unit felt that it was not possible to get 100% appropriateness of attendance. This is 

similar to the quantitative study where a level of inappropriateness of admission to 

hospital is acceptable and even desirable to ensure that all those in need of care do gain 

access. 

Staff and management felt that the role of the unit has become more clearly defined over 

the years and more appropriate patients are now attending. This is in part due to the level 

of experience and competency of the doctor on duty. 

6.10.4 Constraints to the Service 

The structure of the MAU was identified by all staff interviewed as a major constraint to 

the provision of a quality service. The location of the unit, the use of a corridor as a 

136 



waiting area, 2 beds with no privacy apart from a curtain, the lack of an office and one 

toilet all need to be tackled. Despite this, the staff felt that there is a very good service 

provided. This is confirmed by the high levels of satisfaction expressed by the sample of 

attenders to the unit. 

The staff nurses and medical registrar also identified time management within the unit as 

a constraint. Organisational change is needed within the unit. This can be difficult to 

manage, as it would necessitate a change in the mindset of all concerned with the service. 

One suggestion was the introduction of an improved appointment system to prevent a 

queue of patients at 9am each morning. Another suggestion was the employment of a 

long-term experienced doctor to manage the unit. This would ensure greater continuity 

of care and the development of a rapport with referring GPs. 

6.10.5 Development of the Service 

Many of the staff interviewed felt that the Medical Assessment Unit provided a valuable 

service to the patients and GPs of the region. Constraints to the service were identified as 

areas for potential developments of the service. This included structural changes, 

including increasing the number of beds. The nurses felt that the nurse managing the 

unit should be employed at a higher grade than staff nurse. The replies to the question of 

greater consultant input were mixed. Nurses felt that knowing the consultants on call was 

available to discuss a case was sufficient - they did not feel that they needed to see every 

patient or do daily ward rounds. The doctors found some difficulty locating a consultant 

physically to sign for radiological tests. Some felt that it should be sufficient for them to 

discuss the situation with the consultant radiologist. 
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6.11 Role of Public Health Physician in Evaluation of Health Care 

Services 

The practice of public health involves not only promoting health and preventing disease 

but also maximising the benefits of clinical services. Public health physicians have a role 

in the development, management and evaluation of health care services. They have a 

perspective on population health care needs, prioritisation of funding and in service 

development. They promote a culture of evaluation and audit within the health service. 

The combination of clinical and epidemiological training allows them to act as 

intermediary between health care managers and service providers and thus play a key role 

in the management of change within the health service organisation. This study 

demonstrates the way in which a public health physician can act as an objective and 

acceptable evaluator of existing services. Epidemiological and bio-statistical skills allow 

the collection, collation and analysis of data to produce conclusions and 

recommendations that are evidence based and provide a model for the further 

development of a Medical Assessment Unit within this hospital. 
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Chapter 7 

Conclusions 

This study was undertaken to assess whether the provision of a day assessment unit for 

medical patients, 'the Medical Assessment Unit,' resulted in a decrease in the number of 

medical admissions in respect of patients whose need for care could be provided for other 

than by acute hospital admission ('inappropriate' admissions). It described the Medical 

Assessment Unit and defined its role in practice. 

In addition it profiled a presenting sample of attenders at the unit and described the 

process in terms of waiting times throughout the visit. Finally, it assessed patient and 

professional satisfaction with the service. It documented the views of key informants 

within the hospital in relation to the service provided by the Medical Assessment Unit. 

The percentage of 'inappropriate' adult medical admissions to the hospital in 1993 was 

documented and compared to the percentage of 'inappropriate' adult medical admissions 

to the hospital in 1999 - using the Appropriateness Evaluation Protocol. This has been 

shown repeatedly to be a valid and reliable instrument . It addresses the question of 

whether patients' require services in an acute care setting. It has been developed in order 

to obtain an effective and efficient review system for hospital admissions. The 

availability of alternatives to in-patient care is a pre-requisite to the achievement of 

"appropriate" inpatient care. Information on patients attending the unit included 

demographic data and specific aspects of the visit such as waiting times for different 

tests, waiting times to see staff, presenting complaints and outcome of the visit. 

Information on satisfaction with health care encompassed specific areas including 

satisfaction with information about illness/treatment, communication, accessibility, 

waiting times, facilities and also general satisfaction with medical and nursing care. 
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General practitioner satisfaction with the service encompassed areas such as waiting 

times to appointment, communication, advice on treatment and follow up and finally 

general satisfaction with the service. Finally, information was collected qualitatively 

from a readily identifiable group of key informants in the hospital on their views of the 

service. 

The following are the main findings of the study and the conclusions that can be drawn 

from those findings: 

(1) The study has defined a Medical Assessment Unit as a day assessment centre that 

provides an alternative to inpatient care. It functions as a support to GPs in primary 

care where it provides fast-track access to inpatient laboratory and radiology services 

to a group of patients who would otherwise require admission. It is consultant led 

and managed by a nurse and medical registrar. The appointment of a medical 

registrar was found to be more effective than a Senior House Officer in the 

management of the unit. 

(2) The introduction of an intervention such as a Medical Assessment Unit in a General 

Hospital has resulted in the reduction of 'inappropriate' medical admissions to that 

hospital. There was a statistically significant reduction in the level of inappropriate 

adult medical admissions to the hospital in the two groups studied pre- and post- the 

establishment of the unit. Other factors that may influence the rate of 'inappropriate' 

medical admissions have been considered and are unlikely to have had a major 

influence in the study findings. These include improved access to transport but there 

have been no developments in public transport in the region. The increased numbers 

of admissions and associated 'pressure' on beds is a general phenomenon and not 

unique to this hospital. More procedures are now being carried out in GP surgeries 

but these are usually surgical and thus unlikely to have a major influence on medical 

admissions. Lastly, recent studies carried out in other Irish hospitals since 1998 

(Cork University Hospital136, Sligo and Letterkenny General Hospitals60) using the 
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same tool found levels of 'inappropriate' medical admissions similar to those found in 

the study hospital pre the establishment of the unit. 

(3) Even though the level of inappropriate admissions fell as a result of the 

establishment of a MAU, the reasons for inappropriate medical admissions to hospital 

in the two years studied did not differ. For both groups of patients whose admission 

was deemed inappropriate the majority could have their diagnostic tests or treatment 

carried out on an outpatient basis. 

(4) The majority of patients attending the Medical Assessment Unit are in the 35-74 

age range with an equal sex ratio. The ratio of new attendances to reviews is 4:1. 

(5) Appointment times to attendance are faster than for other alternatives to inpatient 

care such as outpatient services. Seventy percent of patients are seen within 3 

days of the appointment being made and patients in need of urgent assessment can 

be seen the same or next day. Eighty percent of patients are by the nurse within 

half an hour and 70% by the doctor within an hour. 

(6) Access to radiology services is fast-tracked and all patients that attend this service 

have their tests completed within one hour (65% within 30 minutes). 

(7) Chest pain, headache and blood disorders requiring venesection account for the 

majority of attendances at the MAU - 62%. 

(8) About 10% of patients were admitted to hospital from the MAU in 1999. In 

relation to outcome of attendance, there has been a change in the trend over the 

years since the establishment of the unit. As fewer patients are now admitted to 

hospital, more are followed up in the OPD. 

(9) The majority (85%) of patients spend less than four hours in the unit. Return 

attendances spend less than 2 hours usually. 
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(10) Satisfaction with aspects of health care was very high among the study group. 

Almost all patients were very satisfied/satisfied with the amount of information 

they received in relation to their illness and treatment from the staff. Ninety eight 

percent had no difficulty understanding this information. Despite this, many 

commented on aspects of information indicating that this issue may need 

attention. 

(11) Regarding communication with health care staff, satisfaction levels were very 

high, 93% were very satisfied/satisfied with the standard of communication with 

both the nurse and doctor in the unit. Similarly, there were a number of 

comments in relation to communication skills. 

(12) Access was a problem for a number of patients. The study hospital is situated in a 

county where many of the population live in rural areas. 64% of the study group 

lived more than ten miles from the centre, 10% cited access as a difficulty. 

(13) Many respondents identified structural changes and a need to improve facilities. 

Despite this, 96% said that they were satisfied with the location and setting of the 

MAU. Improvements to the current appointment system within the unit were 

suggested. 

(14) Overall satisfaction ratings for medical and nursing care were very high. 

(15) GP satisfaction with the service was very high - 92% were very satisfied with the 

service and would like to see it continue. 

(16) The majority of GPs felt that they had no difficulty accessing the service (90%) 

and were satisfied with the way the patient was managed and how the information 

was relayed back to them - 75% received a response within three days either a 
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discharge note hand delivered by the patient or by post and 80% got advice on 

patient management. 

(17) GPs felt that it was a very useful service and with which patients were happy. 

They agreed that it reduced medical admissions. However, they felt that there 

was a tendency to abuse it because of the inaccessibility to the OPD service. 

Accessibility, waiting lists and times for OPD services need further investigation. 

(18) Key informants confirmed many of the study findings. They feel that the MAU 

has a role separate and distinct from other departments within the hospital, that it 

achieves the objective for which it was established and that it should be further 

developed. 

(19) Staff accept that not all patients seen in the MAU are appropriate to the unit. 

Appropriateness of attendance to the unit should be studied and this may enable 

the development of criteria for attendance. The group of patients seen in the unit 

with blood disorders attend for a treatment when this may not be the best use of 

resources within an assessment unit. 
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Chapter 8 

Recommendations 

Data does not constitute information unless certain questions are answered or direction 

for action is provided. This study has attempted to focus attention on some pertinent 

matters related to the establishment of a Medical Assessment Unit as an alternative to 

inpatient care in a way that might enable priorities to be established. 

The following are the recommendations made: 

1. A Medical Assessment Unit is a day assessment for medical patients, which is a 

feasible alternative to inpatient care. 

All acute hospitals providing emergency medical admissions should consider 

alternatives to inpatient care which should include Medical Assessment Units. 

(a) This type of service should be established in consultation with hospital staff 

and primary care staff to ensure that there is clarity relating to the aims and 

objectives of such a service. It also helps to ensure that the service is effective 

and efficient as demonstrated in this study. 

(b) Consideration should be given to the need for clear admission and discharge 

protocols. Further work needs to be done on the appropriateness of 

attendance to the MAU. These protocols should be developed jointly by 

primary care and hospital staff. 
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2. Outpatient department services within the hospital should be further evaluated. 

The work of the medical outpatient department should be audited in terms of waiting 

lists, time to first appointment and discharge policy. A review of the current waiting 

list and validation of that list might improve waiting times for patients and further 

allow GPs to refer appropriately to the MAU and OPD. 

3. Alternatives to inpatient care should be considered in the acute hospital setting. 

This study considered an alternative to inpatient care in the Irish context. A Medical 

Assessment Unit was found to make an effective contribution to care in a general 

hospital setting. Other studies have evaluated Chest Pain Clinics and Geriatric 

Evaluation Clinics. 

4. Management of a Medical Assessment Unit should be at the grade of medical 

registrar or higher. 

The level of experience of medical registrar in a Medical Assessment Unit determines 

the type of patient that is accepted for assessment. It can also determine the 

management of that patient and the outcome of the visit. Consideration should be 

given to the employment of a doctor at consultant or GP grade on a long-term basis. 

This might improve the quality of service provided. 
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5. Individual patient's difficulties with access to care should be addressed, where 

possible. 

All patients regardless of geographical location should have equity of access to health 

care services. Access difficulties in terms of distance from hospital can be difficult to 

address particularly in rural settings. However, where financial burdens are imposed 

on patients - due perhaps to transport or treatment costs etc., they should have access 

to social benefits. 

6. Primary care providers should be consulted in the development of hospital-

based services. 

GPs who are the primary care providers should play a major role in the development 

of hospital-based services - especially those that are developed as alternatives to 

inpatient care. This is feasible as shown in this study. Regular satisfaction surveys 

are an acceptable method of identifying areas for improvement. The questionnaire 

used in this survey could be used in the development of such satisfaction surveys. 

7. There should be a management plan developed for any new department or unit 

established within a hospital. 

The structure of a Medical Assessment Unit needs consideration and once the unit is 

in place it is necessary to put a management plan in place. This should be done in 

consultation with the staff and management of the hospital. There is a need to have 

protocols to deal with issues such as patient appointments, admission and discharge 

from the unit, referral for tests and the follow up of those tests. 
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8. More monitoring of outcomes of attendance at Medical Assessment Units in 

terms of health status, satisfaction and admission rates to hospital etc. needs to 

be considered. 

Regular patient satisfaction surveys among attenders to Medical Assessment Units 

should be undertaken, ideally devised following local focus group discussions as an 

aid to appropriateness of questions. The survey questionnaire used in this survey 

could be consulted. Further outcome measures should also be considered such as the 

patients perceived health status at the time of attendance at the unit and a period of 

time later. It would also inform the work of a Medical Assessment Unit if hard end 

points were monitored such as re-attendance in the unit, admission to hospital or 

death of the patient. The Hospital Inpatient Enquiry (HIPE) system could be used to 

check hospital attendance on a regular (quarterly) basis. Mortality data is more 

difficult to collect but it may be possible in consultation with GPs. 

9. The issue of more information for patients attending hospital departments 

needs to be addressed. 

Consideration might be given to the development of policy guidelines in each hospital 

to ensure that good verbal and written information is given to patients - backed up by 

protocols to ensure that suitable information is provided. 

10. There should be more emphasis on communication skills in undergraduate and 

postgraduate curricula. 

Because of the importance of the quality of information delivery, interventions that 

enhance communication between patients and their providers should be examined. 
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Undergraduate and postgraduate training could further the development of sensitive 

and supportive communication skills among members of the medical profession. 

11. Qualitative research has an increasing important role in health care research. 

The approach in this study used both qualitative and quantitative methodologies and 

illustrated the complimentary nature of these techniques. Such surveys in themselves 

will not bring about improvements in quality of care but shows the importance of 

feeding back information gleaned into quality improvement programmes in hospitals. 

12. Public health physicians have an increasingly important role to play in health 

care research. 

This study has demonstrated that the skills of public health physicians should be 

employed in the audit and evaluation of health care services. Their approach is from 

the population perspective and they can be acceptable and objective evaluators of 

services developed and managed by persons from different perspectives. Their 

epidemiological and bio-statistical skills allow reasonable and practical conclusions 

to be drawn and they can act as advocates of change within the health care 

organisation. 
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-APPENDIX Al-

Department of Public Health 
Southern Health Board 

Sarsfield House 
Wilton 

Cork 
Tel 121 4923501 

/ / 

Dear 

My name is Dr. Anne Sheahan. I am a Public Health Doctor working with the Southern 
Health Board. I am writing to you regarding a study, which I am undertaking in relation 
to the Medical Assessment Unit in Tralee General Hospital. I am doing an evaluation of 
the effectiveness of the unit in relation to assessing if there has been a reduction in the 
level of 'inappropriate' medical admissions to the hospital since the establishment of the 
unit. I will also be interviewing a sample of patients attending the unit to assess their 
satisfaction with the service. 

As part of the study I would like to assess General Practitioner satisfaction with the 
service and get your views on any changes or improvements that you feel would be 
needed to improve the work of the unit. 

I would appreciate if you could complete the enclosed questionnaire and return it to me 
as soon as possible. It is quite a short questionnaire and should only take about 10 
minutes to complete. I am enclosing a stamped addressed envelope for your 
convenience. 

I look forward to hearing from you. 

Yours sincerely, 

Dr. Anne Sheahan. 
Senior Area Medical Officer 
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Appendix A2 

ADULT AEP ADMISSION CRITERIA 

A. Patient Condition 

1. Sudden onset of unconsciousness or disorientation (coma or 
unresponsiveness). 

2. Pulse rate: 
A. Less then 50 per minute 
B. Greater than 140 per minute 

3. Blood pressure: 
A. Systolic less than 90 or greater than 200 mm. Hg. 
B. Diastolic less than 60 or greater than 120 mm. Hg. 

4. Acute loss of sight or hearing. 

5. Acute loss of ability to move body part. 

6. Persistent fever equal to or greater than 100 (p.o.) or greater than 
101 (R) for more than 5 days. 

7. Active bleeding. 

8. Severe electrolyte/blood gas abnormality (any of the following): 

A. Na<123mEq/L 
Na> 156mEq/L 

B. K<2.5mEq/L 
K > 6.0 mlq/L 

c. C02 combining power (unless chronically abnormal) < 20 
mEq/L 
C02 combining power (unless chronically abnormal) > 36 
mEq/L 

D. Arterial pH < 7.30 
Arterial pH < 7.45 

9. ECG evidence of acute ischaemia ; must be suspicion of a new Ml. 

10. Wound dehiscence or evisceration. 
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Clinical Service 

11. Intravenous medications and/or fluid replacement (does not include 
tube feedings). 

12. Surgery or procedure scheduled that day requiring: 
A. General or regional anesthesia or 
B. Equipment or facilities available only for inpatients. 

13. Vital sign monitoring every 2 hours or more often (may include 
telemetry or bedside cardiac monitor). 

14.Chemotherapeutic agents that require continuous observation for life-
threatening toxic reaction. 

15. Intramuscular antibiotics at least every 8 hours. 

16. Intermittent or continuous respirator use at least every 8 hours. 

REASONS FOR INAPPROPRIATNENESS 

Inappropriate Admission: 

01. Any needed diagnostic procedures and/or treatment can be done 
on an outpatient basis 

02. Patient has been admitted for diagnostic procedure(s) and/or 
treatment that could/should have been done on an out-patient 
basis, except that the patient lives too far away from the hospital for 
it to have been accomplished expeditiously 

03. Patient has been admitted for diagnostic procedure(s) and/or 
treatment that could/should have been done on an outpatient basis 
but could not be scheduled expeditiously 

04. Patient needs institutional care, but at a level lower (not otherwise 
specified) than an acute care hospital 

05. Patient needs care in a chronic disease hospital 

06. Patient needs care in a skilled nursing facility 

07. Patient needs care in a non-skilled nursing facility 

08. Premature admission - a day or more before an in-patient 
procedure already scheduled 
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09. No documented plan for diagnostic procedure(s) and/or treatment 

10. Any surgical procedure should be performed on an outpatient/ 
ambulatory basis. 

11. Other (specify) 
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-Appendix A8-

Information leaflet 

Confidential Questionnaire - Satisfaction with Health Care 

You are invited to take part in a study, which is looking at the service provided by the 
Medical Assessment Unit in Tralee General Hospital. It is hoped that this study will 
describe how the Medical Assessment Unit works and may highlight areas where the 
service can be improved. 

The study will document what happens to you from the time you visit the Medical 
Assessment Unit until you leave. Dr Sheahan will meet with you in the Unit and will ask 
your permission to speak with you within a week of you leaving the unit. At that time 
she will ask you some questions about your visit. 

Your identity and information provided by you will be kept strictly confidential. Your 

name will not appear on the questionnaire and your answers will not be linked to you. 

Your participation in the study is entirely voluntary. You may chose not to participate or 
you can withdraw at any time. Whether or not you decide to participate, or should you 
withdraw, there will be no change in the services you receive. 
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- APPENDIX A9 -

SUMMARY OF SOCIAL CLASSES AND OF THE OCCUPATIONS ASSIGNED TO 

THEM 

SOCIAL CLASS 1 

Higher professional, higher managerial, proprietors and farmers farming 200 or more 
acres 

SOCIAL CLASS 2 

Lower professional, lower managerial, proprietors and farmers farming 100-199 acres 

SOCIAL CLASS 3 

Other non-manual and farmers farming 50-99 acres 

SOCIAL CLASS 4 

Skilled manual and farmers farming 30-49 acres 

SOCIAL CLASS 5 

Semi-skilled manual and farmers farming less than 30 acres 

SOCIAL CLASS 6 

Unskilled manual 

SOCIAL CLASS 7 

Social class unknown 
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