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1. Introduction 

Due to the continuing increase in admissions to acute hospitals and the 

associated increase in hospital costs, the Department of Health decided 

that a pilot study should be undertaken on admission procedures to such 

hospitals. The purpose of this was to identify procedures, if any, which 

might be associated with patients being unnecessarily admitted to hospitals. 

The Mid-Western Health Board expressed an interest in having the study carried 

out in its administrative area and the voluntary hospitals in the area also 

indicated their willingness to co-operate with the study. 

The study was carried out by: 

E O'Neachtain, Analysis Section, Department of Finance. 

P Patterson, Department of Health. 

Dr N Tierney, Department of Health. 

The help and co-operation of the hospitals participating in the study 

is acknowledged. 
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2. Outline of Project 

2.1 Hospitals visited 

The six hospitals visited and the numbers of beds in each were as follows: 

No. of Beds 

(a) Nenagh Hospital 109 

(b) Ennis Hospital 119 

(c) Croom Orthopaedic Hospital 126 

(d) Barringtons Hospital 93 

(e) St John's Hospital 100 

(f) Limerick Regional General Hospital 424 

2.2 Approach adopted 

Two methods of enquiry were used: 

(a) Questionnaires were sent to each hospital in order that a general 

picture could be gained of the procedures in operation in each. In 

order to aid hospitals in the completion of the questionnaire, they 

were visited by a team comprising of a representative from the 

administrative and medical staff of the Department of Health and 

the Analysis Section of the Department of Finance. 

(b) A census was taken of all admissions on two specific days in 1982. 

i.e. Monday 22nd February and Tuesday 20th July. These dates were 

chosen in the light of data regarding the days on which the greater 

numbers of patients are admitted and in order to get a picture of 

the volume of admissions at different times of the year. 

/3.. 



Questionnaire 

A copy of the questionnaire is attached as Appendix I. The purpose of 

the questionnaire was to gain a description of the hospital admission 

procedures operating in each case and details of the general operation 

of admission procedures in order to see who was admitting patients i.e. 

was it a member of the nursing staff, an intern, house officer or consultant. 

It was decided when carrying out the questionnaire that it should specifically 

investigate the policy of the hospitals in respect of emergency and non

emergency admission. It was considered that the procedures adopted would be 

different in each case in that a higher grade of medical officer would be 

admitting non-emergency cases. Statistics were also obtained on the total 

number of emergency and non-emergency admissions. 

Census 

It became clear at an early stage that the information being gained from 

the questionnaire would need to be supplemented by details of the admission 

procedures in practice. Consequently it was decided that a Census should be 

held. A copy of the census survey is attached as Appendix II. The census 

was designed to serve four purposes. 

(a) a quantification of the details requested in the questionnaire 

(b) the medical staff's own evaluation as to whether all the 

patients that were admitted on the two specific days, need 

necessarily have been treated in an acute hospital ward bed. 

(c) the identification of certain diagnostic treatments that 

could be dealt with other than in acute hospital ward beds. 

(d) to discover whether there is any correlation between short 

stay admissions and the grade of medical officer who admitted. 

/4... 
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Correlation of Results 

Finally an attempt has been made to judge to what extent the information 

included in the census coincided or conflicted with that in the questionnaire. 

Response to Questionnaire 

All of the hospitals were visited and following discussions with staff in 

each hospital the questionnaire was completed. Thus we obtained reports on 

all the hospitals. 

Response to Census 

Unfortunately we did not get 100% response. The return from Nenagh was partial 

while Croom was unable to submit any return. Thus the Census is not as 

comprehensive as we would have wished. The responses from the Regional 

Hospital Limerick were not totally satisfactory in that the question 

concerning "unnecessary" admissions were replied to by the administrative 

rather than the medical staff. Accordingly, this part of the census in 

the case of the Regional could not be used. 

Plan of the Report 

In subsequent chapters the following are dealt with: 

(a) The general situation as revealed by the questionnaire and the census 

(b) Procedures in operation for non-emergency admissions 

(c) Procedures in operation for emergency admissions. 

(d) "Unnecessary" admissions 

(e) Main finding and recommendations for further avenues of worthwhile 

investigations. 



General Situation 

3.1. Overview 

The overall impression gained is that most of the hospitals have not 

given a great deal of thought to the subject of admission procedures and 

that they are following a routine which has established itself over the 

years. Obviously the increasing number of admissions is putting a strain 

on established practice in most of the hospitals but this has not yet prompted 

them to formally elaborate an admission's policy for the guidance of hospital 

staff. Another point that became apparent during our discussions with hospital 

staff is that due perhaps to the lack of a formal admissions policy discrep

ancies arose between the accounts of different staff in the same hospital 

on what is done in a given situation and also between information furnished 

in the questionnaire and that obtained through the census. Perhaps on the 

other hand the complexity of the situation does not easily lend itself 

to clearcut procedures. For example Limerick Regional is the only hospital 

with a formally elaborated admissions1 policy yet the activity data for this 

hospital at face value does not indicate much rigour in screening prior to 

admission. As a general conclusion however it can be stated that decisions 

to admit patients to hospital are in the main made by hospital medical staff. 

It emerged clearly from our discussions in the various hospitals that 

emergency admissions create the greatest problems for the hospitals in their 

day to day running. Of their nature they are unpredictable and the number 

may vary greatly from one day to the next. The result is that proper management 

of booked admissions becomes difficult. 

3.2. Admissions Officer 

There was some confusion as to what exactly was meant by Admissions Officer in 

the questionnaire. In Nenagh and the Regional Hospital the administrative work 

involved in admitting patients was carried out by the nursing staff. In the 



case of Barringtons and St John's the work was performed by the nursing sta: 

aided by the clerical staff. In Croom it would appear that the administrate 

staff alone carried out this function from 9-5; the duties being performed 

by the nursing staff from 5 p.m. - 9 a.m. In Ennis the medical staff were 

in charge of administrating admissions and there was a 24-hour cover. Any 

future questionnaire would need clarification to make it plain that at this 

stage we are not concerned with the question of who makes the medical decisio 

to admit. 

3.3. Bed Count 

In all the hospitals visited the bed count was made daily and with the 

exception of Barringtons this information was kept centrally. In the case 

of Barringtons the major area where details of the bed count were kept and by 

reference to which patients were admitted was at ward level. According to 

the medical and nursing staff this procedure worked very well. 

3.4 Demand for Beds 

There is always excessive demand being put on hospitals. Despite this, 

with the exception of Nenagh, the Regional and Croom, no beds were specifically 

allocated for emergencies. In Nenagh one bed is kept free. In the Regional 

a ward is on call every second night and is required to keep as many beds as 

possible available for emergency admissions. In the case of Croom there were 

very few emergency admissions and beds were usually available if required. 

3.5 Extra Beds 

In order to cope with emergencies all the hospitals with the exception of 

Croom put up extra beds. The numbers varied from 5 - 6 per week in the case of 

Nenagh to 20 per week in the case of the Regional. It is a general policy 

in these hospitals to put up emergency beds on a fairly regular basis and thus 
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these beds could be regarded as a relatively permanent addition to the bed 

complement. It was by reference to this figure that the hospitals decided 

on admissions policy. In other words it is only when extra beds have been put 

up that hospitals adopt a more rigorous admissions and discharge policy. 

That the pressures on beds in general is more acute in the Mid Western area 

than in other health board areas is shown by the following table: 

Table 1 % Bed Occupancy l98l 

3.6. Emergency Admissions 

Statistics were gathered on the incidence of emergency and planned admissions 

Unfortunately we were unable to obtain statistics for all the hospitals under 

study. In cases where statistics were available they covered 1981 and in 

the case of St John a one month period in 1983* Alongside these figures are 

. 

set out those for emergency admissions gathered through the census. The 

relevant comparison is set out below:. 
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Table 2 Emergency Admissions as % of total admission 

The above table highlights two facts (a) the high level of emergency 

admissions (b) the discrepancy between the data for 198l and the data 
is 

in the census survey. This/particularly noticeable in the case of Ennis. 

It would seem clear on the basis of these figures that admission 

procedures relating to emergency admissions merits further detailed 

study. 
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3.7. Admissions Through Casualty 

We obtained statistics on the total number of patients who were examined 

in Casualty and on the total number of emergency admissions. Again 

unfortunately not all the hospitals were able to comply with our request 

for such data. The relevant information is set out below* 

Table 3 

% of Patients examined at Casualtv who were 

subsecuently admitted 

It possibly is the case that the statistics quoted above could be used 

as a measurement as to how effective are the admission; procedures in a 

particular hospital. For example Ennis Hospital had the highest 

percentage of emergency admissions for 19Sl "and the highest percentage 

of admissions from those examined at Casualty. Therefore one could 

possibly deduce from these figures that the admission procedures in Ennis 

could be made more rigorous. This however is a very tentative conclusion 

and in the absence of a clinical judgement in individual cases it is difficult 

to be dogmatic on the acceptability of the figures in Table 3 as indicators of 

the effectiveness of admission procedures in the casualty area. 

3.8 G.P. Access to Hospital Facilities 

To the extent that General Practitioners would have access to the investigation 

facilities of a hospital, it could be expected that there would not be as much 

pressure upon them to have their patients admitted. However as the general 

hospitals in the pilot survey provide access to their investigation 



facilities for G.P.s, it was not feasible to make a comparison with 

hospitals that do not grant access. Only in Croom is it a policy 

not to allow access for G.Ps to routine investigation procedure e.g. 

routine x-ray, pathology. In the case of Barringtons and the Regional 

however, G.Ps are not encouraged to make use of these facilities because 

of the amount investigations being generated by the casualty department and 

in-patients in those hospitals. 

3.9 Day Beds 

It has been acknowledged in some research that the cost of providing and 

maintaining day beds is significantly below that of providing acute hospital 

ward beds. It was accordingly decided to see to what extent hospitals had day 

beds which would obviate the necessity of admissions to an acute ward bed. 

None of the hospitals surveyed had day beds as such but with the exception 

of Ennis ward beds were used to treat patients admitted for the day. In 

Croom this only applied in the case of paediatrics. In Barringtons it 

was pointed out that three day beds were approved by the Department of Health 

but for financial reasons these were not provided. Several hospitals indicated 

a strong need for such beds. This is also borne out by the census which 

will be considered in detail below. 

3.10 5 Day Beds 

Hospitals were asked if they had any 5-day beds in use. In no case had hospital] 

got 5-day beds but Croom does have a system approximating to this in that | 

some of its beds were vacant as a matter of policy at the weekend. We 

were informed that this resulted in considerable reduction in overtime costs . j 

However a more detailed study would be required in order to quantify these i 

savings. It must be admitted also that it is much easier for a hospital such | 

as Croom to operate such a system as the workload there is almost entirely 

elective. 
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3.11. Observation and Recovery Beds in Casualty 

None of the hospitals had observation or recovery beds in Casualty. The 

Regional in particular felt there was a great need for such beds. It was 

made clear in our discussions with hospital personnel that the provision 

of such beds in the Casualty Departments of the hospitals would reduce 

admissions to wards. 

3.12. Conclusion 

In this chapter details have been supplied of the clerical administration of 

admission procedures, of the high incidence of emergency admissions and of 

the almost total absence of facilities other than acute ward beds for the 

treatment of patients. 



Admissions Procedures Non Emergency Admission 

4.1 Overview 

From our visits in the Mid-West the overall impression gained is that most 

decisions to admit were made by qualified doctors- This impression was in 

the main borne out by the census. 

4.2 Who admits -

The answers to the questionnaire indicated that Consultants usually at 

outpatientdinicsor in consultation with GPs make the decision to admit. 

In the case of self referrals these are either examined by a consultant or 

are referred to casualty. Only in Nenagh and Croom were we told that GP 

referrals for non-emergency admissions were accepted on request. In the 

case of transfers from other hospitals these are normally admitted without 

examination on the basis that they have been properly assessed in the 

hospitals from which they were transferred. However, in St John's we were 

told that some of these patients do not need to occupy an acute hospital 

bed but were referred back to them simply because they were initially 

treated there. In the Regional we were told that because of the. method of 

recoupment of medical expenses by the VHI there was pressure on them to admit 

for a night VHI subscribers who required out-patient investigation even 

though such admissions are not medically necessary. In Ennis it was stated 

that there is a problem with GPs referring geriatric cases ostensibly for 

medical reasons which turn out in the end to be for social reasons. In 

some of the hospitals there are special arrangements for obstetrics, 

gynaecological and paediatric cases in that admission is practically automatic. 

While it would appear that consultants make the decision to admit in the 

majority of cases, in 4 hospitals (Regional, Barringtons Ennis and Nenagh) 

House Officers have the authority to admit. In only one hospital (Nenagh) 

are members of the nursing staff (Matron, night superintendent) empowered 

to admit. 
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Thus it is evident from this table that there is no uniform admissions policy 

in operation in the hospitals in the Mid West Health Board area. The 

percentage of admissions by consultants varied from 13.5% in the case of Ennis 

to 100% in the case of Harringtons. The extent to which the variation in 

pattern of admission can result in "unnecessary" admission will be examined 

in Chapter 5. Finally, it is interesting to note, given the information 

in the previous chapter thatEnnis has a very high proportion of admissions 

made solely by reference to a GP's recommendation. The extent to which one can 

deduce from these figures the effectiveness of admission procedures will be 

examined in Chapter 5. 

4.3 Waiting Lists 

Waiting Lists are kept in all cases for surgical patients. Their length depends 

on the specialty involved. For example, in the case of ordinary surgical 

operations the list would be approximately one month long whereas for 

orthopaedic cases in Croom, the list can be as long as two years for hip 

replacement operations. In the case of Barringtons, St John's, Ennis and 

Nenagh the waiting list is regularly reviewed. In all the hospitals there is 

some attempt made to choose priorities on the waiting list. The waiting list 

is usually broken down by reference to Consultants. In general we found 

waiting lists to be quite short and the length patients had to wait usually 

did not exceed one month. 

4.4 Conclusion 

The practice relating to non emergency admissions as revealed by the 

questionnaire was found to be quite different from that revealed by the census. 

Instead of all non emergency admissions being made by Consultants or registrars 

as appeared to be the case from the questionnaire, a very sizeable proportion 

of admissions to acute hospital ward beds were directly referred by GPs 



The picture revealed by the census is more detailed. As Table 2 has shown 

non-emergency cases formed 35% of all admissions. However the variation 

between the hospitals ranged from the low of 7% in the case of the Regional 

to 89% in the case of St John's. The details as to who admitted the 

patient is more complex than that revealed by the questionnaire as is 

evident from Table 4:: 

Table 4 The Source of Admissions for non-emergency cases 

Thus while Consultants admitted a half of all non-emergency admissions, 

a sizeable proportion of those admitted as non-emergency cases were 

patients who were referred to hospital by their GPs and who before being 

admitted were it would seem only casually examined. In effect the 

clinical decision on whether to admit was made by the GP. 

The ratio of GP to Consultant admissions varies over all these hospitals 

as is revealed by Table 5. 
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The picture revealed by the census is not as clear-cut as that provided 

in the answers to the questionnaire. As is evident from Table 2 emergency 

cases accounted for 65% of all admissions; a lower percentage than that 

revealed by the general statistics. The percentage of emergency admissions 

varied from 93.5% in the case of the Regional to 11.1% in the case of 

St John's. In Table 6 below details of emergency admissions broken down by 

source of admission are provided. 

Table 6 Source of Admission for emergency cases* 

* all hospitals except Croom. 

Thus the main sources of admissions are either by House Officers or 

GP referrals automatically admitted. An appreciable percentage, 8.7, 

is admitted by non qualified medical personnel. However there are quite 

substantial differences between hospitals as shown by Table 7: 
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It is evident from the table that there is no uniform pattern of admitting emerge 

patients. In Barringtons 50% of emergency patients were admitted by interns wher 

as in the Regional no patients were admitted by interns. The percentage of 

admission by house officers varied from 0% in the case of Nenagh to 50.5% 

in the case of the Regional. As regards GP referrals automatically admitted this 

varied from 6% in the case of Barringtons to 84.6% in the case of Nenagh. An 

effort will be made to assess the impact of these different patterns of 

admissions in Chapter 6. 

5.3 Administration of Emergency Admission. 

In the main when all beds are occupied either extra beds are put up or 

patients are referred to other hospitals. We got the impression that generally 

it is only in these circumstances that a rigorous discharge and admission policy 

is adopted. Hospitals were more disposed to admit when all the beds in 

the hospital are not occupied. In Barrington's Hospital we were told that 

caution had to be exercised in regard to victims of violence due to the effect 

of a wrong diagnosis on the patient's life and the possibility of legal proceeding 

In addition we were told in Nenagh that in certain cases they were influenced 
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by the possibility of complaints to the health board and subsequent adverse 

publicity. 

Each hospital except Ennis and Croom has a casualty officer. When he/they 

are not on duty casualty would be dealt with by the house officers on duty. 

In St. Johns which is only open as a casualty centre from 9 a.m. to 5 p.m. 

their casualty officer has a general practice background. They find this 

arrangement works satisfactorily. 

As regards officers who can refuse admissions; in the Regional it is usually 

a Senior House officer or Registrar, in the other hospitals only a consultant 

can refuse admission. In addition the Regional has a policy of not sending 

children home without being seen by a Senior House Officer. The general 

policy as regards admissions is that when in doubt admit. This is stated 

specifically in the notes for guidance for doctors in the Regional hospital* . 

"If the casualty officer is in any doubt then he should admit". In the case 

of patients referred by a GP to the Regional the patient is assessed clinically 

not by the Casualty Officer but by the appropriate team on duty. If there 

is undue delay (more than 30 minutes) the patient is admitted as a temporary 

measure. From the results of the census survey, the admission procedures 

as detailed in the note would not appear to be ah accurate description of the 

admission procedures in operation. Save in the case of patients referred by GPs, 

in the Regional, the general policy for doubtful cases is to admit rather than 

for them to be referred to a higher officer. 

In Barringtons we were told that the size of the hospital facilitates ready 

consultations . between the non Consultant Hospital Doctors and Consultants 

on dubious cases. This, according to the consultants works very well in that the 

is on-going discussion on admission. 

With a view to the proper clinical assessment of a patient X-ray and routine 

tests if required are in the main ordered while a patient is in Casualty. 
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5.4 Conclusion 

The most interesting thing to note about emergency admissions is the 

significant amount in the category of patients referred by GPs 

who are automatically admitted. Some admissions are made by non-qualified medic 

staff. No overall admissions pattern by source emerges from the figures for 

the Mid West Health Board area. 
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"UNNECESSARY ADMISSIONS' 

6.1 Overview 

/ 

One of the major aims of the census survey was to try and 

induce the medical staff in each hospital to examine 

admissions on specified days in order to establish whether in 

retrospect admissions to acute hospital wards beds were 

necessary in all cases. Unfortunately not every hospital 

participated to the same extent. Nenagh and Croom. were unable to 

supply the information; in the Regional, questions appropriate 

fo r answer by medical staff were answered instead by administrative 

personnel. The data about unnecessary admissions was 

completed in the case of the Regional by the clerical staff 

in the hospital and cannot therefore be used in the context 

of a survey which required medical input, 

In the case of the hospitals who completed the survey the 

Regional, Ennis, Barringtons and St. John's, provided detail 

of the date of admission and of discharge thus enabling us to 

arrive at the duration of stay in the case of each patient. 

This information is quite useful as recent research has shown 

that approximately 40% of patients admitted to an acute 

hospital ward bed in one hospital for 1-3 days could more 

appropriately have been dealt with in another setting. 

Therefore one could argue that to the extent a medical 

officer admitted patients for 1-3 days, there is a greater 

likelihood that the admission was "unnecessary". One cannot 

be dogmatic at this point in the absence of a clinical 

assessment but this avenue of investigation, does point to 

areas which need further study. 
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"Unnecessary Admissions'-' 

By "unnecessary" adraissiors is meant admissions to acute ward beds that would, 

according tc medical opinion, have been avoidable had other treatment f a c i l i t i e s 

been avai lable . 

H o s p i t a l s were a s k e d "Could t h e i n v e s t i g a t i o n / t r e a t m e n t h a v e 

been i d e a l l y c a r r i e d o u t i n a n o t h e r s e t t i n g t h u s n o t 

n e c e s s i t a t i n g a d m i s s i o n t o h o s p i t a l ? " . The i n f o r m a t i o n h a s 

been brokendown f o r emergency and non-emergency a d m i s s i o n s . 

F i r s t o f a l l i t i s n e c e s a r y t o b e aware o f t h e p r o p o r t i o n s 

which u n n e c e s s a r y a d m i s s i o n s b e a r t o t o t a l a d m i s s i o n s . 

T a b l e 8 U n n e c e s s a r y A d m i s s i o n s as % of t o t a l A d m i s s i o n s 

 
The figure for Barringtons appears rather high. This may 

have something to do with stressing the urgency of providing 

day beds in their case. 

"Unnecessary" Admissions ;Emergency 

In the case of the hospitals which provided the data [Barringtons, 

St. John's, Ennis] a sizeable percentage of the patients 

admitted to acute hospital ward beds could have been treated in 

another setting. The data is provided in the table below. 
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The data shows that where the medical staff were involved in replying to the 

appropriate questions valuable data could be obtained Which would 

be of benefit in the reallocation of resources* Though a sizeable 

percentage of the patients admitted to Barringtons and Ennis need 

not have been admitted to an acute hospital ward bed, sufficient 

data has not been obtained to permit of any valid overall 

conclusions, 

It would also be of value to know whether there are grounds for 

believing whether there is any correlation between the grades of the 

persons who admitted and the number of admissions made by that grade 

Table 10 sets out the relevant data. For example the patients 

admitted by GP referrals form a smaller proportion of "unnecesary" 

emergency admissions than those"of other officers. 

Table 10 "Unnecessary" emergency admissions by grade 



It can be seen from the above table that House Officers and Interns account 

for the largest proportion of "unnecessary" admissions However, this is 

not a pattern that is evident in all the hospitals. For example in Ennis 

House Officers account for 0% of "unnecessary" admissions while in 

Barrington the House Officers accounted for 53.8% of "unnecessary" 

admissions. 

However presenting the data in this form may give a distorted picture, Xt 

is more beneficial to consider "unnecessary" admissions by grade to see 

whether "unnecessary" admissions by a particular grade are over represented 

in that category by reference to their proportion of emergency admissions. 

Table 11 provides the relevant data. 

Table 11 "Unnecessary" emergency admisssion by grade as % of total 

• 

 
From this table one can see that GPs accounted for the lowest percentage of 

"unnecessary" admissions taking into account their numbers in both categories 

Unfortunately not sufficient data is available to enable one to make any 

valid generalisation. However the information does leave one to doubt the 

effectiveness of a policy of putting stricter limits on GP admissions in 

the context of limiting admissions to the hospital. 
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It is also evident that in the case of "unnecessary" emergency admissions 

interns made the largest amount of decisons. The position might become 

clearer if we amalgamate the data provided in Table 6 for the three hospitals 

surveyed and Table 10 as follows: 

Table 12 "Emergency admissions and "unnecessary" admissions by source of admissions 

From this table it is evident the percentage of "unnecessary" admissions by 

intern is higher than their percentage of emergency admission would lead one 

to believe and the opposite is the case for GPs. 

There would also appear to be a significant connection between "unnecessary" 

admissions and 1-3 day stays as is shown by the following table. 
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6.4 Unnecessary Admissions - Non Emergency 

The percentages of patients "unnecessarily" admitted in this category are set cut 

be low . 

It will be seen from this table that the overall percentage of "unnecessary" nco 

emergency admission is significantly belcw that for "emergency admission" [35.2% versus 

51.3%]. It should also be noted that while St. John's has no "unnecessary" emergency 

admissions (admittedly the sample was very small) 24.3% of its non emergency 

admissions were classified as "unnecessary". 

As to who admitted the cases that were judged to be "unnecessary" non-emergency 

admissions the data is provided in Table 15. 

Table 15 "Unnecessary" non emergency admission by grade 
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From the table it is evident that the majority of "unnecessary" non emergency admissions 

were made by consultants. However this isn't a pattern which is prevalent among all the 

hospital who replied. For example in the case of St. John's and Ennis GP Referrals 

formed the highest proportion of "unnecessary" non-emergency admissions. 

However as with emergency admissions to consider the data in isolation might tend to gi 

a distorted picture. It is more beneficial to consider "unnecessary" admissions by 

grades to see whether "unnecessary" non emergency admissions by a particular grade are| 

overrepresented in that category ty reference to their proportion of non-emergency 

admissions. Table 16 provides the relevant data: 

Table 16 "Unnecessary" Non Emergency Admissions by grade as % of total non emergency 
r 

admissions 

There are two interesting facts which should be noted from the table. The high 

proportion of "unnecessary" non-emergency admissions by consultants is surprising 

particularly when it is accompanied by low level for cases admitted automatically on 

refera1 by GP. The other factor is that in Ennis none of the cases 'admitted by the 

house officers (7) or by the interns (1) were classified as unnecessary admissions. 



The position could possibly be made clearer if we amalgamated the relevant data 

in Table 6 and Table 16. 

Table 17 Source of Admissions non emergency and "unnecessary" 

non-emergency admissions 

From this table it is evident that GPs account for a much lower percentage of 

"unnecessary" non-emergency admissions than one might expect given the number 

of non-eirergency admissions made by them. The opposite is the case with regard to 

consultants. 

As with "unnecessary" emergency admissions, there tends to be a significant 

correlation between "unnecessary" non-emergency admissions and 1-3 day stays as is 

shown by the following table. 
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Reasons for "Unnecessary" Admission 

In the census survey, the hospitals were asked to give reasons 

for what they regarded as "unnecessary" admissions. The range 

of options is set out in Appendix II. The answers fell into 

the categories outlined in Table 19 below. 

Table 19 Reasons for "Unnecessary" Admissions 

It can be seen that the main reason for the unnecessary 

admissions was the lack of day beds (61.9%) with the absence of 

ovservation beds forming the next largest proportion. The 

absence of day beds was particularly obvious in the returns for 

Barringtons Hospital. Having said all this however, there is 

enough basis in the finding to make one consider whether the 

right mix has been arrived at in the allocation of hospital 

finance as between acute hospital ward beds and other methods of 

treatment. 

1-3 day stays 

The correlation between "unnecessary" admissions and 1-3 day 

stays has been pointed out earlier. In addition almost 40% 

of all patients treated in general hospitals are discharged 

within three days (37% in 1979). In a recent study it was 
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estimated that at least 40% of short stay patients, could have been 

dealt with in other than acute hospital ward beds. In the case of the 

three hospitals surveyed comparable data has been extracted and the 

results are in Table 20. 

It might be also of interest to know the portion of the 1-3 day 

stays in the Regional hospital given the relationship between short 

stay patients and "unnecessary" admissions. If there is a high 

incidence it might indicate the need for a more thorough scrutiny of 

its admissions procedures. Please see table 21 below. 

Table 21 No and % of 1-3 Day Stays in the Regional 

This percentage is very near the national norm [40%] and would 

indicate that any further investigation of the Regional should be done 

in the context of a national survey. 

It might also be beneficial in the case of the Regional to see the 

source of 1-3 day emergency and non emergency admissions compared with 



the sources for emergency and non emergency admissions. The data is provided in 

Table 22 for emergency admission. 

Table 22 Source of Admission for Emergency and 1-3 day admissions 

The trend in the census survey is repeated in the Regional. The number of 

shortstay admissions by general practioners account for a much lower percentage of 

1-3 day emergency admissions than for emergency admission as a whole. In the case 

of non emergency admissions the data is not sufficient to permit of any conclusion 

(only 8 cases) 

6.7 Miscellaneous items of interest 

It has been mentioned previously in the case of one hospital that VHI patients due 

to the method of recoupment of medical expenses/ often insist on being treated in 

an acute hospital ward bed rather than in an outpatients basis. In this regard 

it might be interesting to point ouut that while private patients comprise 21.4% 

of all admissions in Barringtons, St Johns and Ennis, they comprise 26.8% of 

"unnecessary" admissions in these hospitals. In the case of the Regional private 

patients comprised 21.1% of all admissions taken and 24.4% of all 1-3 day 

admissions. The percentage difference and the sample taken are too small to 

permit of any valid conclusions. 

In the case of St. John's and Ennis, the hospital broke their patients down into 

surgicial and medical categories. It would appear that the greatest number of 

"unnecessary" admissions fell into the surgicial incl. maternity, paediatrics, 

gynaecology category. In St John's medical cases formed 44.4 of all amissions 
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but only 16.7% of "unnecessary" admissions. In Ennis medical cases formed 40.4% 

of all admission but only 30% of "unnecessary" admissions. In the Regional 

medical cases comprised 28.7% of all admissions and 14.6% of all 1-3 day 

admissions. This is an avenue which if further explored could yield useful 

results particularly if a pattern emerged of surgicial procedures which the 

medical profession themselves did not regard as necessitating admission to an 

acute hospital ward bed. 

6.8 Conclusion 

Based on the census survey, 32.1% of all admissions into Barringtons Ennis and St 

John's hospital could have been treated in other than acute hospital ward beds. 

The percentage was higher in the case of emergency admissions. In the case of 

emergency admissions which were regarded as "unnecessary" it was the House Officer 

and the Intern who admitted the great majority. In the case of non-emergency 

admissions which were regarded as unnecessary, consultants made the vast majority 

of admissions. In fact consultants admitted 41.3% of the non emergency cases 

while they admitted 65.2% of the "unnecessary" non-emergency admissions. In the 

case of "unnecessary" emergency admissions Interns account for 36.8% of admissions 

while in the overall accounting for 32.4 of emergency* admission. 

Another interesting fact to have emerged is that GPs accounted for a much 

lower percentage of "unnecessary" non emergency and emergency admissions than of 

emergency and non emergency admissions. From the figure it also appears that 

there is a correlation between unnecessary admission and 1-3 day stays. 

In the majority of cases the reasons for "unnecessary" admission are due to the 

absence of day beds. The pattern for emergency and "unnecessary" emergency 

admissions is revealed by the census survey is repeated in the analysis of short 

stay patients for the Regional Hospital. 
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Main F i n d i n g s and C o n c l u s i o n 

T h i s s t u d y would have been more f rui t ful if there were greater 

pa r t i c ipa t ion by medical staff in the hosp i t a l s . Accordingly our findings 

are not as comprehensive as we would wish them to be. 

Main F i n d i n g s 

The main f i n d i n g s o f t h e p i l o t s t u d y a r e : 

(1) The a b s e n c e o f w r i t t e n down p r o c e d u r e s a s r e g a r d s 

a d m i s s i o n p r o c e d u r e s b y t h e h o s p i t a l s w i t h t h e 

e x c e p t i o n o f t h e R e g i o n a l i n L i m e r i c k s h o u l d b e 

p a r t i c u l a r l y n o t e d . 

i 

(2) Emergency admission (for 1931) formed a very large 

portion of overall admissions 72%. 

 

(3) A significant number of admissions both emergency 

(39.4%) and non emergency (41.7%) were automatically 

made once referred by a GP. 

(4) It is not unknown for interns to make decisions to 

admit. In only one case however did we find that a 

member of the nursing staff (matron) could admit. 

(5) The census survey of patients can provide a lot of 

useful information if it is completed by the medical 

staff of the hospital. 

(6) In the case of the three hospitals who completed the 

census in full "unnecessary" admissions formed a 

significant proportion (37.5%) of total admissions. 
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(a) The proportion was higher in the case of 

"unnecessary" emergency admissions (51.3%). 

Percentages varied between hospitals with Barringtons 

contributing the highest proportion of "unnecessary" 

admissions (57.1%). 

(b) The cases admitted automatically once referred by 

a GP formed a lower proportion of "unnecessary" 

admissions than they did of overall admissions both 

emergency and non-emergency. 

(c) In the case of emergency admissions "unnecessary" 

admissions roughly corresponded for each different type 

of doctor with the percentages in emergency 

admissions. 

i 

(d) In the case of non-emergency admissions the 

percentage of "unnecessary" admissions made by 

consultants was much higher than the percentage of 

non emergency admissions. 

(e) It could be argued based on the above that 

there is no positive correlation between the grade of 

the officer and the number of unnecessary admissions 

made and that admissions referred by GPs and admitted 

automatically were the most efficient in their use of 

hospitals resources. 

(f) There is positive correlation between "unnecessary 

admissions" and 1-3 day stays. 
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(g) The main reason for "unnecessary" admission was 

the absence of day beds. 

(7) Surgical cases formed the highest proportion of 

unnecessary admissions and 1-3 day stays. 

(8) The pattern for 1-3 day stays in the Regional was 

very similar to that for "unnecessary" admissions. 

Conclusion 

The amount of information uncovered by the pilot study while 

yielding some useful results is not of such detail and 

comprehensiveness so as to enable us to reach any dogmatic 

conclusion about the effectiveness or otherwise of any 

particular admissions procedure. Indeed some of the 

evidence would suggest that the direction of a further 

national study should be on clinical treatment rather than 

on admissions procedure in that there seems to be no 

positive correlation between the grade of an officer who 

admits and the necessity of the admission. Indeed the 

opposite sometimes appears to be the case. 

A lot of the information gained by means of the 

questionnaire was not very reliable in the sense that it was 

difficult to get a definitive yes or no. It could be argued 

that the circumstances of admissions did not permit a black 

and white reply in that admission procedures were in 

operation very much on an ad hoc basis. 
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In our view the most useful information obtained came via 

census survey which we regard as a test of the procedures in 

practice. There is a potential for really valuable 

information to be obtained if the medical personnel in each 

hospital treated it with due seriousness. For example the 

information revealed about the GP admissions - in that they 

on balance admitted the least amount of "unnecessary" 

admissions and 1-3 day stays - was a totally unexpected 

result from the survey. This may be due to the fact that GP 

are more experienced in medical practice than many house 

officers. Any future survey should try to elicit details 

of the experience of house officers in order to see whether 

the more senior ones adopt a more rigorous procedure. If it 

is decided to apply the census survey on a nationwide basis, 

significant clerical and computer assistance will be needed 

in order to process the results within a reasonable time. 

Emergency admissions would appear to be the most profitable 

area to examine. If it is considered beneficial to apply 

this study on a nationwide basis, this area should be 

zoned in on with a much shorter questionnaire accompanied by 

a census with more emphasis on medical treatment. It cannot 

be stressed too often that a medical input will be necessary 

in the hospitals if the task is going to be successful. If 

this is done there may emerge a pattern of medical treatment for 

which doctors themselves would regard admissionsto an acute 

hospital ward bed as unnecessary. Such a study would be a 

prerequisite for any reallocation of resources within the 

health service. 



Survey of Admission Procedures 

A. GENERAL 

1. Is there a formal admission policy in operation in the hospital? If so please 
attach copy or give details if policy is. not documented. 

2. (i) is the admissions officer a member of the medical nursing or administrate 
staff? 

(ii) grade of admissions officer and functions 

(iii) Hours of duty 

(iv) How functions are performed outside of these hours. 

3. (i) What information is kept on the bed situation? 

(ii) How is it kept upy to date. 

(iii) Is information kept centrally 

4. (i) Do you normally allocate a certain number of beds for emergency admission: 
If yes give details of number for each day of the week. 

(ii) Are extra beds put up? If yes state how many might be put up in any one 
week? 

5. Do you have any of the following stating number of beds in each case:: 

(i) Observation/recovery beds 

(ii) Day beds 

(iii) Five day ward. 

6. Is it hospital policy to encourage direct access by GP's to investigative 
procedures e.g. x-rays, tests, etc?. 





Non-emergency admissions i.e. "planned", "cold" cases© 

1. Describe the admission procedure adopted for non-emergency admissions 
indicating any differences in these procedures relating to the following 
categories of persons© 

(i) GP referrals 

(ii) OPD referrals (public only) 

(iii) Other hospital referrals 

(iv) Other referrals (please specify e.g. consultant's private referrals) 

(v) Arrival of persons without letter of referral/appointment 

(vi) Special arrangements e.g. for obstetrics, paediatrics etc© 

In your description regard should be had to the following: 

(a) the grades of all officers indicating whether medical, surgical, 
casualty etc who decide whether persons need admission to hospital. 

(b) Is a waiting list(s) kept 

If yes 

(c) is a waiting list kept for each consultant and is it broken down by 
source of referral. Please elaborate. 

(d) is there an assessment of priorities on the list (ie ranking of persons 
in terms of urgency) 

(e) is there a regular review of the waiting list (eg elimination of 
patients who no longer require admission,) If so how often and by 
whom (give details and indicate whether medical, surgical etc). 



Emergency Admissions 

Describe the admission procedure adopted for emergency admissions. 

Indicate any difference in these procedures relating to the following categories 
of persons: 

(i) Arrival of persons without letter of referral 

(ii) GP referral 

(iii) OPD emergency admission 
y 

(iv) Referral by other hospital recommending admission 

(v) Other referral recommending admission (please specify) 

(vi) Emergency admissions of which the hospital has prior warning (state 
whether these patients are admitted direct to ward/theatre or via 
casualty) 

(vii) Any special arrangements e.g. for obstetrics or paediatrics etc. 
arrival by ambulance etc. 

3. Is there a whole-time casualty officer. If yes state grade (whether medical, 
surgical etc.) and hours on duty. 

4. Give grades (stating whether medical, surgical etc) of all officers who decide 
on admissions. 

5. Prior to admission are persons examined by a hospital doctor. If yes, state 
grades (including whether medical surgical etc). 

6. State grades of officers who might refuse on medical grounds to admit a patient 
where a GP has recommended admission. 

7. Before deciding to admit a patient is the availability of a bed first checked? 
If a bed is not available are there arrangements to divert that patient to 
another hospital? 

8. Are x-rays, tests etc. ordered while the patient is in casualty? 

C 

1. 

2. 






