
Hospital utilisation review 1995:
preliminary report / Derval Igoe [et al...]

Item Type Report

Authors Igoe, Derval

Rights EHB

Download date 25/05/2023 02:41:17

Link to Item http://hdl.handle.net/10147/46254

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/46254


HOSPITAL UTlLlSATlON REVllEW 1995 

Preliminary Report 

Dr. Derval lgoe 
Dr. Eibhlin Connolly 

Dr. Mary Hynes 

@3 Eastern Health Board 
DEPARTMENT OF PUBLIC HEALTH 



INTRODUCTION 

Public health expenditure in Ireland more than quadrupled between 1960 and 

1980. It then remained constant in real terms until 1987, falling until 1990 

when it recovered to almost its 1986 level. Since 1990, health expenditure 

has begun to rise again, reaching an estimated 4.8 times its 1960 equivalent 

by 1993. Public health expenditure amounted to 6.6% of GDP in 1993, an 

increase from 6.4% in 1992. Such increases are a cause for concern in the 

context of limited resources. Furthermore it is recognised that demands are 

likely to rise with the ageing of the population and development of new 

technology. There is therefore an ongoing need to examine the resources 

available and how they are used. Since 1971, the General Hospital 

Programme has accounted for approximately 50% of public health 

expenditure, ranging from 48% in 1971 to 51.3% in 1993 and falling to an 

estimated 50.6% in 1995. The acute hospital sector is therefore a prime 

focus in any attempt to contain health care costs or increase efficiency. 

It is recognised that there have been major changes within the hospital 

services in recent decades. Since 1977, the number of beds in publicly 

funded acute hospitals has decreased by 20%. In the same period, the 

number of discharges has increased by over 20%. This represents a marked 

intensification of bed usage in Irish hospitals and has been accompanied by 

reducing lengths of stay in all age groups so that the average length of stay is 

now 6.2 days. 



In recent years there have been a number of recurring difficulties 

Increased volume of attendances at Accident and Emergency attendance 

with resulting delays 

High level of urgent and emergency admissions 

Bed shortages resulting in patients waiting overnight on trolleys 

Cancellations of elective admissions and operations. 

The question has been raised as to whether there is a need for more acute 

beds in the hospital system in Dublin or whether there is scope for further 

efficiencies within the current bed complement. To address this question, it 

was decided to carry out a bed utilisation study in the six Accident and 

Emergency hospitals in Dublin in the winter of 1995. 



AIMS 

The aims of the study were: 

1. To evaluate the appropriateness of admissions to acute hospitals by 

source and type of admission, and by sociodemographic factors. 

2. To evaluate the appropriateness of days of care in hospital by admission 

source, type, length of stay, location in hospital and sociodemographic 

factors. 

3. To document the factors associated with inappropriate use of acute 

hospital facilities. 

EVIDENCE OF INAPPROPRIATE UTlLlSATlON 

Studies in many countries have consistently identified inefficiencies in the 

management of hospital admissions and days of care of the order of 25%. 

There have been a number of studies of hospital utilisation carried out in the 

Irish health care system. These have found levels of inappropriate utilisation 

comparable to those in other countries. 



In a concurrent review of days of care in one Dublin hospital in 1986, 19.5% 

of patients reviewed were found to have an inappropriate day of care'. 

Patients with inappropriate days of care were significantly more likely to have 

lengths of stay greater than three weeks at time of review, to be medical card 

holders, to have been reviewed at the weekend, to have been admitted for 

convalescence, observation or for social reasons and to have a diagnosis of 

stroke, central nervous system disease, mulsculoskeletal disorder or multiple 

diagnoses. 'Patient awaiting another level of care' was a contributory factor in 

46.3% of all days judged inappropriate. Of barriers to appropriate care 

identified, responsibility lay with the attending physician in 17.4% and with the 

hospital in 15.3%. These included factors such as problems in scheduling 

testslprocedures, waiting for test results, lack of weekend services, waiting for 

physician consultation and delays in ordering the transfer of a patient. 

In a longitudinal study of 200 elderly patients (over 65 years) in a large Dublin 

teaching hospital, a total of 2,724 days of care were reviewed and 70.9% 

were considered appropriate2. The need for skilled nursingllife support 

services was the most frequently met criterion justifying continued 

hospitalisation. Medical services criteria were met less frequently and patient 

condition factors accounted for the smallest number of appropriate bed-days. 

Of inappropriate days, 39.5% were accounted for by patients for whom care 

would have been more appropriately provided outside the acute hospital 

setting. For 27.8% of barriers identified responsibility lay with the hospital, 



while the patient's physician was considered responsible for 20.5%. Effective 

discharge of patients was hindered by poor communication with public health 

nursing staff and general practitioners. 

As part of an Accident and Emergency study in 1989, the appropriateness of 

Accident and Emergency (A & E) admissions was assessed concurrently for 

one week in six Dublin hospitals3. For comparison purposes appropriateness 

of A & E admissions was assessed retrospectively for five of the hospitals in 

the corresponding period in the previous year. In the 1989 sample, the 

appropriateness of A & E admissions ranged from 85.5% to 93% in the six 

hospitals. The overall level of appropriateness in the 1988 sample was 

94.4%. 

In April 1990, a study was carried out of patients occupying beds for 21 days 

or more in acute hospitals in ~ u b l i n ~ .  Of 2,628 beds, 421 were occupied by 

patients with lengths of stay of 21 days or more in the seven study hospitals. 

Forty six percent of these patients were considered to be inappropriately 

placed in an acute hospital bed. Thus 7.4% of the acute bed complement 

was occupied by patients who could have been dealt with at a lower level of 

complexity. Patients with senile dementia and cerebrovascular disease 

comprised 36.1% of inappropriate patients. Physician barriers to appropriate 

care were identified in 42 (21.6%) patents, hospital barriers in 10 (5.2), 

patienfffamily barriers in 72 (37.1%) and environmental barriers in 156 

(80.4%). 



In the case of 34 patients whose relatives refused to take them home, 44% 

had a primary diagnosis of senile dementia or cerebrovascula accident and 

dementia was a secondary diagnosis in three further patients. Of the 156 

patients where an environmental barrier was identified, 143 were awaiting 

another level of care and of these 48.2% awaited long-stay accommodation, 

13.3% nursing home and 6.3% welfare home. 

In a utilisation study in a large teaching hospital in 1993, 24.9% of admissions 

reviewed were found to be inappropriate as were 33.8% of 399 days of care 

reviewed5. Accident and Emergency admissions were more likely to be 

appropriate than planned or Outpatient Department admissions. Surgical 

admissions were more likely to be inappropriate than medical admissions. 

Thirty one percent of inappropriate days occurred in lengths of stay under 8 

days and 49% in lengths of stay under 14 days. The authors concluded that 

these early inappropriate days were more within the control of the hospital 

than those with a long length of stay when external environmental factors 

were more likely to be appropriate. 



METHODOLOGY 

Study design 

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

hospital beds in St. Vincent's, the Mater, Beaumont, St. James's, the Meath, 

and James Connolly Memorial hospitals was carried out from the 1st - 28th 

November 1995 inclusive. In each hospital, each day of the week was 

randomly selected on three occasions, giving a total of 21 days sampled in 

each hospital. 

Within each hospital, on each study day, a random sample was taken of 

patients present in the hospital. For each patient selected, using 

predetermined criteria, their admission to hospital and their previous day of 

care was reviewed for appropriateness. Where an admission or day of care 

was deemed inappropriate, a reason for inappropriateness was assigned. 

Information was gathered on age, sex, socio-economic group, address, 

diagnosis, ward of admission, whether the patients were on their own 

consultant's ward or not and length of stay. Data were also gathered on 

whether the patient was on a waiting list prior to admission. If so, the 

following were assessed: duration on the list; reason for being on the list; 

priority status given; whether an admission was previously cancelled 

whether, after 6 months, there was validation of need for admission. 



- 
It had been hoped to generate by computer a random sample of patients from - 
the register of patients present in the hospital at midnight. In only one - 
hospital was this possible on every day. In another hospital this was possible 

on week-days only and in yet another hospital there were system difficulties 

on a number of days. In two hospitals the random sample was selected 

manually from a computer generated list. There was variation among the 

hospitals in the procedure for registering patients. In some cases patients 

admitted after normal office hours were not entered on to the system until 

next morning. In one hospital patients were registered only after they could 

be interviewed which in some cases was several days after admission. 

Where a satisfactory listing of patients could not be obtained, each bed in the 

hospital was numbered, a random sample of beds was generated and the 

study instrument applied to the patients occupying those beds. These 

additional procedures were very time-consuming for the fieldworkers. 

For each patient selected, their admission to hospital and their previous day 

of care was reviewed for appropriateness. Each patient's admission was 

selected on one occasion only for appropriateness, but days of care could be 

selected more than once, but not more frequently than every 4 days. 



The reviewers in the study included both Registrars in Public Health 

Medicine, Area Medical Officers and a number of nurses recruited specifically 

for the project. They were trained in the use of the study instrument. An 

initial pilot study to determine the feasibility of the proposed protocol was 

carried out followed by a debriefing session to ensure that all understood the 

study methodology. 

Exclusion criteria 

Psychiatric patients, children and day case patients were excluded from the 

study. 

Patients admitted within the previous 24 hours were eligible for evaluation of 

their admission but not their previous 24 hours care. 

Study Instrument 

The study instrument was the Adult Medical Surgical Appropriateness 

Evaluation Protocol (AEP), a diagnosis independent tool for evaluating the 

efficiency of hospital care. It was developed by Restuccia in Boston in the 

1980s as a screening tool to identify problems of misutilisation. It has been 

tested in the US and in Europe and has been found to be reliable and valid. 



The AEP contains lists of circumstances that generally require a patient to be 

hospitalised. Two lists are used for evaluating the admission day, one for 

acute medical and surgical admissions and elective medical admissions 

(acute AEP, Appendix 1) and one for elective surgical admissions (the 

elective surgery AEP, Appendix 2). For the acute AEP, an admission which 

meets either a Patient Condition or a Clinical Service criterion is appropriate. 

For the surgical AEP, an admission is appropriate if the procedure for which 

the patient is admitted is carried out within 24 hours and is not an ambulatory 

one. A third list is used for evaluating days of care (Appendix 3). Meeting 

any one criterion under either Medical Services, NursinglLife Support 

Services, or Patient Condition makes the day appropriate. 

Where an admission or day of care is deemed inappropriate, a reason for 

inappropriateness is assigned. The Reasons for Inappropriateness list is a 

compilation of the most common explanations for medically unnecessary 

hospitalisation (Appendix 4). 

Sample Size 

In order to determine appropriateness of admission and days of care for each 

individual hospital to within 5% either side of the true value, a sample size for 

each hospital was calculated based on an estimated inappropriate admission 

level of 25%. Table 1 shows the number of beds available and the number 

sampled on each study day per hospital. 



Table 1 Total bed complement and number sampled each study day 

- 
The unit head of one speciality in one hospital withdrew from the study during 

HOSPITAL 

A 

- the second week. All patients from this unit were subsequently excluded from 

selection as were the patients under the care of the unit head up to - 

No. of Beds No. of patients 

Availa sampled on each 

study day 

withdrawal. 

477 

- Data Analysis 

16 

Data were coded in preparation for punching and analysis. Identifying - 
variables such as hospitals, wards and consultants were assigned numeric 

- values. Diagnostic information was coded using the ICD 9 classification 

system. Social Class data were coded using the Irish Social Class Scale. - 
- 

Data analysis was carried out using the Statistical Analysis System Version 6 

- on a Vax mini-computer. 



RESULTS 

Hospital Profiles 

Six acute hospitals took part in the study. The number of beds in total was 

2558 with a range of 138 to 621. The population of patients in each hospital 

differed with differing sex ratios, proportions with private medical insurance, 

age profiles and areas of residence in each hospital. This is seen in the 

following tables. 

Table I : 

Table 2: 

B 

C 

D 

E 

F 

Total 

(x2 = 12.4, df = 5, p = 0.029) 

128 (45.4%) 

49 (50.5%) 

79 (52%) 

157 (53.8%) 

125 (50.2%) 

623 (48.4%) 

B 

C 

D 

E 

F 

154 (54.6%) 

48 (49.5%) 

73 (48%) 

135 (46.8%) 

124 (49.8%) 

664 (51.6%) 

Total 374 (29.6%) 891 (70.4%) 

77 (27.3%) 

12 (1 2.4%) 

26 (17.1%) 

124 (44.3%) 

54 (22.4%) 

205 (72.7%) 

85 (87.6%) 

126 (82.9%). 

156 (55.7%) 

187 (77.6%) 



Table 3: 

Table 4: 

NON EHB 

n % 

54 (25.1 %) 

Hospital 

A 

B 

C 

D 

E 

F 

Total 

EHB 

n % 

161 (74.9%) 

(x2 = 20.6, df = 5, p = 0.001) 

233 (82.3%) 

80 (82.5%) 

139 (91.5%) 

225 (76%) 

196 (78.4%) 

1034 (78%) 

Hospital 

A 

50 (17.7%) 

17 (17.5%) 

13 (8.6%) 

71 (24%) 

54 (21.6%) 

259 (20%) 

B 

C 

D 

E 

F 

Total 

Geriatric 

n % 

130 (45.6%) 

Non Geriatric 

n % 

153 (54.1 %) 

(x2 = 15.3, df = 5 p = 0.009) 

175 (54.9%) 

68 (65.4%) 

92 (50)% 

161 (47.4%) 

170 (51.4%) 

796 (51%) 

144 (45.1%) 

36 (34.6%) 

92 (50%) 

179 (52.7%) 

161 (48.6%) 

765 (49%) 



1564 admissions and 1567 days of care were examined. The totals in the 

tables may vary due to missing data but the number of missing values were 

small overall. 

ADMISSIONS 

Sociodemographic data. 

759 (48.8%) of the admissions were male and 796 (51.2%) were female. The 

age profile of the patients admitted is shown in the following table: 

Table 5: Age profile of patients sampled. 

35 to 50 

50 to 65 

65 to 75 

Over 75 

Total 

(Age missing = 9) 

Four hundred and fifty six (29.8%) of patients had private medical insurance 

cover and 1076 (70.2%) did not, of whom 863 (56.3% of the total) had a GMS 

card. Ten patients were identified as having both a GMS card and private 

insurance. 

237 (15.2%) 

327 (20.9%) 

386 (24.7%) 

383 (24.5%) 

1564 

110 (14.5%) 

184 (24.2%) 

196 (25.8%) 

149 (19.6%) 

759 (48.8%) 

124 (15.5%) 

142 (17.8%) 

189 (23.7%) 

231 (29%) 

796 (51.2%) 



Insurance cover was related to age of patients (Table 6). 

Table 6: lnsurance cover by age of patients. 

Those under 65 years old were more likely to have private insurance cover. 

> 65 years 

Total 

Table 7: Marital Status. 

(Frequency missing = 32) 

188 (41.2%) 

456 (29.8%) 

597 (55.5%) 

1076 (70.2%) 

Marital Status 

Married 

No (%) 

754 (48.4%) 

Single 409 (26.2%) 

Widowed 

Separatedldivorced 

Co-habiting 

Total 

337 (21.6%) 

49 (3.1%) 

10 (0.6%) 

1559 

:Frequency missing = 5) 



Table 8: Home Circumstances. 

1 Living with spouse I 630 (41 %) I 
Home circumstances No (%) 

' 

I 

Long stay institutionlnursing home I 41 (2.7%) 

Living alone 

I 

357 (23.2%) 

Living with other family 

I 

(Frequency missing = 26) 

452 (29.4%) 

Other 
I 

Employment status 

58 (3.8%) 

Total 

Of the total sample 561 (36.4%) were retired, 373 (24.2%) were housewives 

1538 

352 (22.8%) were in current employment, 195 (12.6%) were unemployed and 

62 (4%) were students. 

For those under 65 years old, 321 (42.5%) were recorded as in current 

employment, 130 (17.2%) were unemployed, 176 (23.3%) were categorised 

as housewives, 67 (8.9%) were retired and 62 (8.2%) were students. 

Social Class 

Social class data was not available for 1089 (69.7%) of admissions. As a 

result, appropriateness of admission by social class was not analysed. 

Table 9: Social c lass data. 

Ill and IV 

V and VI 

Total 

150 (31.6%) 

118 (24.8%) 

475 



Residence 

1204 (77%) were resident in the Eastern health Board region, ie with postal 

addresses in Dublin, Kildare and Wicklow, and 360 (23%) were resident 

outside the region. 

Analysis of Admissions. 

1564 admissions were examined in the 6 hospitals as follows: 

Table 10: No. of admissions sampled in each hospital. 

Of these 1564 admissions, 1296 (82.9%) were assessed using the instrument 

B 

C 

D 

E 

F 

Total 

for acute medicallsurgical or elective medical admissions and 268 (17.1%) 

31 9 (20.4%) 

104 (6.7%) 

184 ( I  1.8%) 

340 (21.8%) 

331 (21.2%) 

1561 (1 00%) 

were assessed using the instrument for elective surgical admissions 

(Missing = 3) 



Table 11 : Source of all admissions. 

Elective surgical 

Elective medical 

Transfers from other acute 

hosptials 

OPD referrals 

Other clinic 

Direct GP referrals 

Elective surgical no procedure 

booked 

Elective medical for procedure 

Other sources 

Most admissions came in through Accident and Emergency with only 26% of 

244 

130 

134 

117 

32 

Total 

all admissions being described as elective. 

15.7% 

8.3% 

8.6% 

7.5% 

2.1% 

2 1 

16 

12 

45 

1.3% 

1 % 

0.8% 

2.9% 

(Frequency missing = 5) 

1559 100% 



Appropriateness of acute medical and surgical admissions and elective 

medical admissions. 

For acute medicallsurgical or medical elective admissions, 1050 (81 %) were 

appropriate and 246 (19%) were inappropriate. The reasons for 

inappropriateness were as follows: 

Table 12: Reasons for inappropriateness of acute medicallsurgical 

and elective medical hospital admissions. 

I Could be investigated as outpatient 

Reasons for inappropriate admissions 

I 

Lives too far away for investigations to be done as 1 15 (6.8%) 

No (%) 

I 
Needs a lower level of care 

I 

42 (19.2%) 

Premature admission 

I 

(No reason was charted in 27 cases.) 

26 (1 1.9%) 

Other 

I 

Of the I 1  1 patients who could have been investigated as an outpatient, 19 

25 (1 1.4%) 

Total 

(17.1%) were resident outside the Eastern Health Board region and 92 were 

219 

resident in the region 



Table 13: ~ ~ ~ r o ~ ~ i a t e n e s s  o f  acute medicallsurgical admissions 

and elective medical admissions by source o f  admission: 

Source 

A and E 
1 

acute hospitals I 1 

Appropriate No 

(%) 

741 (91.7%) 

I I 

Inappropriate No 

("4 
67 (8.3%) 

73 (56.1%) Elective Medical 57 (43.9%) 

17 (13.9%) Transfers from other 

I I 

105 (86.1%) 

OPD I clinic admissions 
I I 

booked for procedure I I 

GP referrals 
I I 

97 (65.1%) 

Elective surgical not 

52 (34.9%) 

14 (66.7%) 

I I 

It can be seen from table 13 that A and E admissions were the most 

appropriate, followed by transfers from other acute hospitals, whereas 

elective admissions were the least appropriate. 

7 (33.3%) 

6 (37.5%) 

I I 

Reasons for inappropriate admissions were looked at by source of admission. 

The single biggest reason for inappropriateness of admission in each 

category was that patients were admitted for procedures and treatment that 

could have been done as an outpatient. 

10 (62.5%) 

20 (44.4%) Other 

Total 

25 (55.6%) 

1045 (80.9%) 246 (19.1 %) 



Table 14: Reasons for inappropriateness of acute medical/surgical admissions and elective medical admissions by 

source of admission. 

;Frequency missing = 28). 



The relationship between appropriateness of acute medicallsurgical and 

elective medical admissions and residence of the patient was examined 

(Table 15). It was found that patients resident in the Eastern Health Board 

region tended to have more appropriate admissions than patients not resident 

in the Eastern Health Board region. This was highly significant. 

Table 15: Appropriateness of acute medicallsurgical and elective 

medical admissions by residence. 

Area of Residence 

EHB 

The relationship between appropriateness of acute medicallsurgical 

admissions and elective medical admissions and hospital of admission was 

examined. Appropriateness varied significantly by hospital, with two 

hospitals, Hospital A and Hospital D performing better than the other 

hospitals. 

Non EHB 

Total 

Appropriate No (%) 

855 (82.4%) 

Inappropriate No 

(%I 
182 (17.6%) 

194 (74.7%) 

1050 (80.9%) 

65 (25.1 %) 

246 (I 9.1 %) 



Table 16: Appropriateness of acute medicallsurgical admissions 

and elective medical admissions by hospital. 

Hospital 

When sources of admission were grouped into three categories: emergency, 

B 

C 

D 

E 

F 

Total 

elective and other non elective categories, there was a significant difference 

Appropriate No. (%) 

between hospitals in the pattern of admissions according to source of 

Inappropriate No.(%) 

(x2 = 31.5, df=5 p<O.OOOl) 

213 (75.3%) 

72 (74.2%) 

134 (88.2%) 

234 (79%) 

197 (78.4%) 

1047 (81%) 

admission. This is shown in the following table: 

70 (24.7%) 

25 (25.8%) 

18 (11.8%) 

62 (21%) 

53 (21.6%) 

246 (1 9%) 

However, given that appropriateness of admission was highest in A & E 

admissions, the discrepancy between hospitals in appropriateness was not 

explained by this differing A & E load. 



Elective Surgical Admissions 

Regarding the 244 elective surgical admissions, 168 (68.8%) were 

appropriate and 76 (31.1%) were inappropriate. Sixty three (82.9%) of these 

- surgical admissions were not timely, in that surgery was not performed within 

24 hours of admission. In 31 patients (40.8%) the procedures for which - 
patients were admitted were in fact ambulatory. In 22 (29%) of the 76 

- patients admitted inappropriately, the procedure was ambulatory and the 

surgery was also untimely. - 

- 
Table 18: Appropriateness of elective surgical admissions b y  

- hospitals. 

Hospital 

A 

Appropriate 

45 (70.3%) 

Inappropriate 

19 (29.7%) 

Total 

64 



When appropriateness of elective surgical admissions was looked at by 

hospital, a differing pattern in different hospitals was observed. Elective 

surgical admissions in Hospital D and Hospital C were the most appropriate, 

whereas elective surgical admissions were appropriate in only 41.7% of cases 

in Hospital E. This finding was statistically significant. 

Because the sex ratios, residences, age profiles and proportion with private 

insurance cover varied in each hospital, appropriateness of admission was 

looked at by hospital controlling for each of these factors. It was found that 

when each individual factor was controlled for, there remained a significant 

difference in the appropriateness of admission in different hospitals. Each 

factor on its own could not account for the differences in appropriateness 

observed. This suggests that it was other factors within each hospital that 

accounted for these differences. 



DAYS OF CARE 

A total of 161 1 days of care were sampled in 6 acute hospitals over the study 

period as shown in Table 1 below. 

Table 19: No. of days o f  care sampled in  each participating hospital. 

Forty four days of care were evaluated in patients who were on geriatric 

rehabilitation wards. These wards are included in the acute hospital bed 

complement. This occured in Hospital C and Hospital B. The instrument 

used was designed for use specifically in the acute hospital setting and 

therefore these patients were excluded from analysis as it was found that 

appropriateness of days of care in this setting differed significantly from 

appropriateness on other wards (25% vs 75%). The following analyses have 

been carried out on the remaining 1567 days of care. 

Days of care were classified as appropriate or inappropriate according to the 

protocol. Overall, 1086 (69.3%) days of care were appropriate and 481 

(30.7%) were inappropriate. 

Percent of 
total 
19.2% 

Hospital 

A 

B 

C 

D 

E 

F 

Total 

Number o f  days o f  care 
sampled 

309 

(Missing = 3) 

329 

121 

180 

357 

31 2 

1608 

20.5% 

7.5% 

11.2% 

22.8% 

19.4% 

100 



Appropriateness of days of care varied significantly between the hospitals as - - 
shown in Table 2 with a range of appropriateness of 83% for Hospital D - 
versus 56% for Hospital B. 

- Table 20: Appropriateness of days of care by hospital. 

- 
- 
- 
- 

(xZ=59.9, df. = 5, p<.OOI) 

As described in the admissions section, there were significant differences 

between hospitals regarding age profile, sex ratios, insurance cover and 

residence of patients. There was no relationship between these factors and 

appropriateness of day of care. Stratified analysis controlling for these factors 

individually did not explain the observed differences in appropriateness 

between hospitals. 

Sociodemographic Factors. 

The proportion of patients over 65 years in each hospital was examined. 

Hospital C and Hospital D had the highest number of elderly patients with 

Hospital E having the lowest number. 



Table 21: 

Hospital 

A 

Table 22: Appropriateness of days of care by days of the week. 

B 

C 

D 

E 

F 

- 
Total 

Sundays were the least appropriate days of care, followed by Wednesdays. 

Number patients > 65 yrs 

n (%) 
152 (49.2%) 

Number patients c 65 yrs 

n (%) 
157 (50.8%) 

(x2 = 13.4 df = 5 p = 0.02) 

153 (51.7%) 

72 (65.5%) 

99 (55%) 

167 (46.8%) 

163 (52.2%) 

806 (51 5%) 

, 
143 (48.3%) 

38 (34.5%) 

81 (45%) 

190 (53.2%) 

149 (47.8%) 

758 (48.5%) 



Appropriateness of day of care reviewed varied between different types of 

ward with days of care in ICUICCU and surgical wards being significantly 

more appropriate than days of care in geriatric or medical wards. 

Table 23: Appropriateness of day of care by ward type. 

It was found that whether or not the patient was on the consultant's own ward 

was not a significant factor in the appropriateness of day of care. 

Ward Type 

Medical 

Surgical 

Mixed 

Geriatric 

ICU 1 CCU 

Total 

Table 24: The relationship between consultant's ward and 

appropriateness of day of care. 

Appropriate 

n (%) 
399 (65.7%) 

Inappropriate 

n (%) 
208 (34.3%) 

Total 

607 

x2=23. 7, df =4, p<.OOI) 

403 (71.8%) 

149 (69.6%) 

43 (61.4%) 

37 (100%) 

1031 (69.2%) 

No 

Total 

158 (28.2%) 

65 (30.4%) 

27 (38.6%) 

0 

458 (30.8%) 

56 1 

214 

70 

27 

1489 

123 (74.1%) 

1071 (69.6%) 

43 (25.9%) 

468 (30.4%) 

166 

1539 



Appropriateness of day of care was significantly associated with source of 

admission. 

Table 25: Appropriateness of day of care by source of admission. 

Source of Admission 

A and E 

I hospitals I 1 I I 

Elective surgical 

Elective medical 

OPD I Other clinic admissions 

Transfers from other acute 

Appropriate 

n (%) 
572 (70.4%) 

I I I 

Elective medical days of care were the least appropriate as were elective 

Inappropriate 

n (%) 
240 (29.6%) 

217 

149 

166 

131 

166 (76.5%) 

86 (57.7%) 

98 (67.2%) 

103 (78.6%) 

GP admissions 

Other 

Total 

medical admissions (as shown earlier). 

Total 

812 

51 (23.5%) 

63 (42.3%) 

57 (32.8%) 

28 (21.4%) 

Reasons for inappropriateness. 

15 (83.3%) 

(x2=34. 0, df =7, p<.OOl) 

27 (52.9%) 

1067 (69.6%) 

The reasons for inappropriateness were grouped into two groups: those who 

required further stay in hospital and those who no longer required acute 

3 (16.7%) 1 18 

hospital care. 

24 (47. I %) 

466 (30.4%) 

Table 26: lnappropriate days of care categorised according to 

whether further acute hospital care was required or not. 

5 1 

1533 

I 
Acute hospital care not needed 335 (69.8%) 



Of those who required further stay in hospital (n=145), the reasons for 

inappropriateness of day of care reviewed were examined. More than one 

reason for inappropriateness was identified in some cases. 

Table 27: Reason for inappropriateness where continued hospital care 

is required. 

Reason 

Delay in receiving results or consultation 

No (%) 

54 (30.5%) 

Difficulty scheduling non-operative procedure 

Difficulty scheduling operative procedure 

40 hour week problem 

The largest group ie. those in whom there was a delay in receiving results or 

41 (23.2%) 

23 ( 13%) 

22 (12.4%) 

Premature admission 

Patient "bumped" from List 

Other 

consultation, were examined in more detail. Twenty nine were awaiting 

15 (8.5%) 

6 (3.4%) 

16 (9.0%) 

consults, 18 were waiting for radiologylimaging results and 4 were waiting for 

histopathology results. Where there was a difficulty in scheduling a non- 

operative procedure, (the second largest group) the procedures awaited 

included 16 radiologylimaging tests, 11 cardiology investigations (5 

angiography, 6 echocardiography), 5 endoscopies and 3 liver biopsies. The 

operative procedures awaited were varied with the largest group (n=3) 

awaiting CABG. 



Of those who no longer required acute hospital care (n=335), the reasons for 

inappropriateness were categorised as follows: 

1. Hospital or physician responsibility: 

any needed diagnostic procedures and or treatment can be done on 

an outpatient or day case basis 

0 inattention to prompt discharge once the purpose of hospitalisation 

has been accomplished 

no documented plan for diagnostic procedures and/or treatment 

0 failure to initiate or execute timely hospital discharge planning 

failure to write discharge orders 

0 other. 

2. Environmental responsibility: 

unavailability of alternative facility 

patient convalescing from an acute illness and anticipated stay in 

alternative environment would be less than 72 hours 

unavailability of alternative non-facility based treatment 

patient from an unhealthy environment, kept until environment 

becomes acceptable, or alternative facility is found 

other. 

3. Patientlfamily responsibility: 

lack of family for home care 

family unprepared for patients home care 

patientlfamily rejection of available space at an appropriate facility 

other. 



Hospital or physician responsibility accounted for the majority of inappropriate 

days of care as shown in the table: 

Table 28: Reasons for inappropriate days of care where continued 

hospital care no longer required. 

I Hospitallphysician responsibility I - 165 (52.2%) I 
Reason for inappropriateness No (%) 

I 

Qf those days of care that were inappropriate due to an environmental 

reason, the majority of these (71.8%) were due to unavailability of an 

alternative facility, ie long term care. 

Environmental responsibility 
I 

As noted earlier there was a significant difference between the hospitals in 

appropriateness of days of care reviewed. The reasons for inappropriateness 

were therefore looked at in each hospital, to see if differing patterns of 

inappropriateness could be observed. 

124 (39.2%) 

Patienttfamily responsibility 27 (8.5%) 



Table 29: Pattern o f  inappropriate days of care by hospital. 

Overall approximately one third of inappropriate days of care were in patients 

who required ongoing hospitalisation. However this proportion varied 

considerably between hospitals with a range of 14% to 43%. Two thirds of 

inappropriate days of care occured in patients who no longer required acute 

hospital care. The detailed breakdown of the reasons for inappropriateness 

by hospital is given in the following tables. 

B 

C 

D 

E 

F 

Total 

(x2 =20.7 df=5 p=O.OOl) 

38 (29.5%). 

6 ( I  9.4%) 

10 (33.3%) 

57 (43.2%) 

25 (27.2%) 

154 (32.1%) 

91 (70.5%) 

25 (80.6%) 

20 (66.7%) 

75 (56.8%) 

67 (72.8%) 

325 (67.8%) 







Appropriateness of days of care by age of patients. 

Appropriateness of days of care was significantly related to age of the 

patients as shown in the following table: 

Table 32: Appropriateness of  days of care by age of patients. 

Patient age 

Under 65 years 

29% of inappropriate days of care in those over 65 years old were in patients 

who required further hospital care compared with 36.4% in patients under 65 

Over 65 years 

All ages 

years old. This difference was not statistically significant. 

When patients who no longer required hospital care were studied, a 

Total 

761 

Appropriate 

566 (74.4%) 

(x2=18. 1 df I, p<O.OOl) 

521 (64.5%) 

1087 (69.4%) 

significant difference in reasons for inappropriateness was found between 

Inappropriate 

194 (25.5%) 

patients under and over 65 years of age (Table 33). 

286 (35.4%) 

480 (30.6%) 

Table 33: The relationship between age and reasons for 

inappropriateness in patients who no longer require acute hospital care. 

806 

1567 

I I 

Environmental reasons 
I I 

Environmental reasons for inappropriateness were more common in the 

Patientlfamily responsibility 
I I 

older age groups 

32 (27.8%) 

Total 

92 (45.8%) 

8 (7%) 

1 14 (36%) 1 202 (63.9%) 

19 (9.4%) 



DISCUSSION 

The AEP has been shown repeatedly, in both formal methodologic research 

trials and in operational use, to be highly reliable and clinically valid when 

used by trained reviewers. However, like all medical criteria, it is a screening 

tool, not the final judge of appropriateness. When properly applied to a 

sufficiently large sample, it will yield a very accurate estimate of the 

percentage of inappropriate use. When the AEP judges an admission or day 

to be inappropriate, this does not necessarily mean the patient should be 

discharged. The patient may still require hospitilisation if the 

inappropriateness is due to timing rather than location or if there are 

"environmental" reasons causing the inappropriate hospitilisation, such as 

lack of alternate treatment settings. 

As in previous studies, this study has shown an appreciable level of 

inappropriate utilisation of hospital beds, with 21% of admissions and 30.7% 

of days of care judged inappropriate. This supports the view that a 

substantial amount of the care provided in acute Dublin hospitals should not 

have been delivered in that setting. In the current climate of resource 

constraint, the identification and elimination of inappropriate care is essential 

so that maximum benefit can be obtained from the resources available within 

the acute hospital system. 



As already outlined, considerable efficiencies have been achieved with 

substantial reductions in length of stay in the past 20 years. It is likely 

therefore that further efficiencies will require more radical change in the way 

care decisions are made. This will require close partnership between 

management and clinical staff. The goal must be to protect quality while 

eliminating inappropriate care. 

The variation between hospitals was not explained by variations in age 

profile, sex ratio, insurance cover or area of residence of patients. This 

variation provides an opportunity to study the process of care in those 

hospitals which perform better, analysing the strategies and practices which 

contribute to their performance, with the aim of applying them where possible 

in those hospitals which are performing less well. 

Among the procedural difficulties which emerged in carrying out this review 

were the difficulties in obtaining a comprehensive up to date computerised 

listing of patients and in obtaining random samples from the listings which 

were available. This issue should be addressed to facilitate ongoing 

utilisation review, audit and other hospital-based research. 



Admissions 

The results show that overall there is a high level of inappropriate hospital 

admissions. Of 1564 admissions examined over a 28 day period, 1240 

(79.3%) were appropriate and 21% were inappropriate. 

The majority of admissions during the study period came from Accident and 

Emergency (52.8%) with a further 8.6% arising from transfers from other 

acute hospitals. Elective surgical admissions accounted for 16.7% of all 

admissions and elective medical admissions for 9.1 % of all admissions. 

Admissions from different sources differed in their appropriateness. 

Admissions from Accident and Emergency were the most appropriate (91.7%) 

followed by transfers from other acute hospitals (86.1 %). Elective medical 

admissions and elective surgical admissions who were not brought in 

specifically for a surgical procedure were the most inappropriate, being 

appropriate in only 43.9% and 37.5% of cases respectively. The 

appropriateness of admissions directly from OPD or other hospital clinics was 

also unsatisfactory (65.1%). 



The biggest reason for inappropriateness of acute medicallsurgical 

admissions and elective medical admissions was that these patients could 

have been investigated as outpatients. This occured in over 50% of cases. 

An opportunity exists for intensification of investigation of patients on an 

ambulatory rather than an in-patient basis. The instrument was not designed 

to capture the particular investigations that were being done inappropriately 

as in-patients. However it has highlighted a problem area where more 

detailed investigation needs to be carried out in order to increase the efficient 

use of hospital resources. The two other main reasons for inappropriate 

admissions were that a lower level of care was required (19.2%) and 

premature admission ( I  1.9%) i.e. admitted too early for a procedure or 

investigation. 

A high proportion of elective surgical admissions was inappropriate (31 .I %). 

This occured for two reasons: I. they were not timely i.e. the surgical 

procedure was not carried out within 24 hours of admission and; 2.patients 

'were admitted for procedures that were in fact ambulatory. Untimeliness 

occured in 82.9% of inappropriate elective surgical admissions and patients 

were admitted for ambulatory procedures in 40.8% of cases. In 29% of 

inappropriate admissions the procedure was both untimely and ambulatory. 

These figures were disappointing and show the potential for improved 

management of elective surgical admissions. 



The six acute hospitals involved in the study cater for different populations as 

was shown by statistically significant differences in age profiles, populations 

with private insurance cover and areas of residence. Hospital A catered for 

the highest proportion of non-EHB resident patients whereas Hospital D 

catered mainly for patients resident in the region (91.5%). Hospital C had a 

higher proportion of patients over 65 years oold (65.4%) than other hospitals. 

There was a wide range in the proportion of patients with private insurance 

cover between hospitals, 12.4% in Hospital C versus 44.3% in Hospital E. 

Given that the populations served by these hospitals differed in some 

sociodemographic characteristics one may not have been comparing like with 

like. However, when these differences in hospitals were controlled for, 

statistically significant differences between hospitals in appropriateness 

remained, suggesting that within hospital factors were responsible for the 

differences noted. It is possible that the differences observed between the 

hospitals was due to differing application of the AEP protocols among 

different researchers but within hospitals, there was consistency in the levels 

of appropriateness achieved by different researchers. 

Hospital A and Hospital D achieved the highest rates of appropriateness of 

acute medical and surgical admissions and elective medical admissions at 

91 5 %  and 88.2% respectively. This was not a function of a higher proportion 

of Accident and Emergency admissions which have been shown to be the 

most appropriate type of admissions. The hospital with the highest Accident 

and Emergency load had the lowest appropriateness rate. 



Regarding elective surgical admissions, again Hospital D performed well, with 

an appropriateness of admission of 84.3% versus a low of 41.7% in Hospital 

E. Hospital C also performed well with an appropriateness of elective surgical 

admission of 85.7%. However in this case the numbers were small (n=7). 

The appropriateness of acute medicallsurgical admissions and elective 

medical admissions was related to the area of residence of the patients. 

Patients resident in the EHB region were more likely to be appropriate (82.4% 

versus 74.7%). This was not so for elective surgical admissions. 

Days of care 

Appropriateness of day of care varied by ward type with days of care in 

medical and geriatric wards being significantly less appropriate than days of 

care in surgical wards. Geriatric rehabilitation wards were excluded from this 

analysis as it was found that 75% of patients in those wards had 

inappropriate days of care. The study instrument used, the AEP, judges the 

appropriateness of a day of care in an acute hospital bed on the basis of 

criteria which assess the patient's overall stability and the invasiveness, 

intensity and volatility of the interventions carried out. The typical patient in a 

geriatric rehabilitation bed does not fulfil these criteria. While acknowledging 

the valuable contribution such beds make to providing a continuum of care for 

the older patient, the question must be raised as to whether such beds should 



be counted as part of the acute bed complement. This is an important point 

to clarify as in some hospitals, the Department of Medicine for the elderly 

rehabilitation beds are located in another institution 'off-site' and are not 

counted among the acute bed complement of the hospital, while in other 

hospitals they form an integral part of the hospital and are classified as acute 

hospital beds. 

Appropriateness of days of care varied with source of admission. Accident 

and Emergency admissions and patients transferred from other hospitals 

were most likely to be appropriate admissions and were also more likely to 

have appropriate days of care than elective medical admissions. While 

31.1% of elective surgical admissions were considered inappropriate, 76.5% 

of days of care of these patients were considered appropriate, suggesting 

that in some of these patients, initial inappropriate days of care were followed 

by appropriate days. This is in keeping with the finding that 63 of the 76 

inappropriate surgical admissions were found to be untimely. 

The reasons for inappropriate days of care in patients where continued 

hospital care was required as outlined in Table 26 give an indication of the 

areas where hospitals should initially direct their attention. Procedures for 

requesting and obtaining a consultant opinion should be developed in 

association with clinicians incorporating standards of timeliness which can be 

the subject of ongoing audit. Radiologylimaging departments should also be 

examined in an effort to provide a more rapid service, including the reporting 



of results. Difficulties also emerged in relation to cardiology services, with 

delays in obtaining both operative and non-operative procedures. The factors 

contributing to these difficulties should be explored. 

Two thirds of inappropriate days of care occurred in patients no longer 

requiring hospitalisation. The variation between hospitals in the proportion of 

inappropriate days of care that occurred in patients in this category ranged 

from 56.8% to 85.9%. Even in these patients, the responsibility for the 

inappropriate day of care lay with the hospital or physician in 52.2%. This 

suggests that more intensive attention to the discharge process is necessary. 

Environmental barriers, which are less subject to control by the hospital, 

accounted for 39.2% of inappropriate days of care in these patients, the 

majority due to the unavailability of an alternative care setting. This category 

of barrier was significantly more common in the older age groups. This 

suggests that there needs to be further expansion in the options for long-term 

care outside the acute hospital, particularly for the older patient. 
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m M I S S I O N  AZT : ADULT MXDICAL/SGE~GICAL c R 1 ~ 3 . u  

APPENDIX I 

s e v e r i t y  Of I l l n e s s  C r i t e r i a  

Sudden onset of unconsciousness o r  d i so r i en t a t i on  (coma o r  
unresp6nsiveness) 
pu l se  r a t e  of l e s s  than 50  p e r  minute 
pu l se  r a t e  g r ea t e r  than 1 4 0  per minute 
s y s t o l i c  l e ss  than 90  o r  g r e a t e r  than 200mmEIg 
D i a s t o l i c  l e ss  than 60 o r  g r e a t e r  than 120mmEIg 
Acute l o s s  of s i g h t  o r  hear ing 
Acute l o s s  of a b i l i t y  t o  move body p a r t  
P e r s i s t e n t  fever  equal t o  o r  g r e a t e r  than lOOF (37.7C) o r a l  
o r  g r e a t e r  than lOlF (38.3C) r e c t a l  f o r  more than 5 days 
>.ctive bleeding 
Severe e lec t ro ly te /b lood  gas  abnormality (any of the  
fo l lowina)  : 
8 . 1  
8 . 2  

N a  ; 'I23 mEq/L 
N a  > 156 mEq/L 
K < 2 . 5  inEq/L 
K > 6 . 0  d q / L  
C02 combining power (unless  ch-onically abnormal) < 2 0  
mEq/L 
C02  combining power (un less  chroaica l ly  abnormal) > 36 
mEq/L 
A r t e r i a l  pH < 7.3 0 
U t e r i a l  D% > 7.45 
ECG evidence of acu te  i s c h e m i a  - must be s u s ~ i c i o n  of 
new M I  
Wound dehiscence o r  ev i s ce ra t i on  

- 

I n t e n s i t y  Of Service 

Intravenous medicatioos and/or  f l u i d  replac-enat (does not 
inc lude t e e  feedings1 
Surgery of procedure schedulsd wi th in  24 hours regu i r ing :  
2 . 1  General o r  regioilal  a a e s t h e s i a  o r :  
2 . 2  Use of equipment, f a c i l i t i e s ,  procedure only ava i l zb l e  
i n  a hosp i ta l  
V i t a l  s ign  monitoring every 2 hours or  more o f t a  (may 
include telamet-ry o r  bedside cazdiac monitor) 
chemotherapeutic agents  t h a t  r equ i r e  continuous o b s e r ~ a t i o n  
f o r  l i f e  threatening t ox i c  r e a c t i o n  
Intramuscular m t i b i o t i c s  a t  l e a s t  eve-?r 8 hours 
I n t e m i t t e ~ t  o r  continuous r e q i r a t o r  use a t  l e a s t  evexy 8 
hours 



- 

APPENDIX 4 

REASONS FOR INAPPROPRLATE ADMISSIONS 

~ n y  needed diagnosis and/or treatment can be done on an 
outpatient basis 
patient admitted for diagnostic testing and/or treatment 
because patient lives too great a distance from a hospital 
for it to be done on an outpatient basis 
patient admitted for diagnosis and/or treatment because it 
was not possible to be scheduled on an outpatient basis 
(although, aside from scheduling, testing and treatment 
could have been done on an outpatient basis) 
patient needs institutional care, but at a level lower than 
an acuEe care hospital 
patient needs care in a chronic disease hospital 
patient needs care in a skilled nursing facility 
Patient needs care in a non-skilled nursing facility 
premature admission - a day or more before an in-patient 
procedure already scheduled 
Other, specify 



APPENDIX 4 

I 

REASONS LIST FOR INAPPROPRIATE DAY OF CARE 

For patients who need continued hospital stay on medical 
grounds : 

problem in hospital scheduling of operative procedure 
problem in hospital scheduling of tests or non-operative 
procedure 
premature admission 
patient "bumped" because of operating room problems 
Delay due to "40 hour week" problem (e.g. procedures not 
done on weekend) 
Delay 'in receiving results of diagnostic tests or 
consultation, neededto direct further evaluation/treatment 
Other, specify 

For patients who do not need continued hospital stay on 
medical grounds. 

Hospital or Physician responsibility: 

Failure to write discharge orders 
- Failure to initiate/execute timely hospital discharge 
planning 
Inattention to prompt discharge once the purpose of 
hospitalisation has been accomplished: Physician keeps 
patient in hospital beyond the time when the patient no 
longer receives or requires the services/facilities of an 
acute care hospital 
No documented plan for diagnostic procedure(s) and/or 
treatment 
Any needed diagnostic procedures and/or treatment can be 
done on an outpatient basis 
Other, specify 

Patient or family responsibility: 

Lack of family for home care 
Family unprepared for patient's home care 
.Patient/family rejection of available space at appropriate 
facility 
Other, specify 

Environmental responsibilities: 

Patient from unhealthy environment - patient kept until 
environment becomes acceptable or alternative facility is 
found 
Patient is convalescing from z n  illness, and it is 
anticipated tkat hisher stay in an alternative facility 
would be less than 72 hours 
Unavailability of alternative facility 
Unavailability of alternative non facility based treatment 
e.g. home health care 
Other, specify 



- APPENDIX 4 

TIMELINESS OF ADMISSION 

Surgery or procedure performed within 24 hours of admission? ~f 
apply the following: 

A) special preoperative Evaluation/Treatment, Available Only 
On ~n In-Patient Basis 

1) supervised diet 
2 )  parenteral medications 
3 ) Enemas (more than a Fleets enema) 
4) procedures such as angiography and myelography to be done 

in advance of planned surgery 
5) ~ialysis or exchange transfusions 

patient condition 
unacceptable cardiac status 
6.1 Suspicion of ongoing or recent myocardial infarction 
6.2 Uncontrolled or unstable angina pectoris 
6.3 New or complex arrhythmia 
6.4 Uncompensated congestive heart failure 
Unacceptable cerebrovascular status 
7.1 New stroke not completed 
7.2 Transient ischaemic attacks 
-Unacceptable pulmonary status 
8.1 Unrelieved bronchospasm 
8.2 Documented deterioration of chronic obstructive lung 

disease 
Unacceptable haematological status 
9.1 unexpectedanaemia requiringtransfusion or explanation 

preoperatively 
9.2 New granulocytopenia (< 1,5OO/mm3 ) or thrombocytopenia 

(<  100,00O/mm3) requiring explanation preoperatively 
9.3 Severe thrombocytopenia or lack of other clotting 

factors [e.g. prothrombin) not correctable in time 
( <  24 hours) 

Unacceptable metabolic status 
10.1 Uncontrolled diabetes mellitus 
10.2 Severe (Cr > 5.0 mg/dl) or new azotemia 
10.3 Severe liver disfunction, other than clotting 

(tranminases 5 times the upper limit of laboratory 
normal) 

10.4 Uncontrolled hyperthyroidism or uncorrected 
hypothyroidism 

10.5 Uncorrected electrolyte disturbances - sodium, 
potassium or calcium outside the hospital's own 
laboratory normal ranges 

Unacceptable mental status 
11.1 New co.nfusion or coma 
11.2 Incompetence or inability to understand operative 

permit, etc 
Uncontrolled seizures 
Unexplained new rash 
Active infection, other than that for which surgery is 
planned 
Unexplained fever, if not related to surgery 

Cancellation Of Surgery ' 
Cancellation of surgery because o f unf orseen 
administrative/technical circumstances 



APPENDIX 4 

CONSENSUS 9EUr-9TORY PROCEDURE LIST - 
++ OF INSTITUTIONS PROCEDURE 
DESIGNATING PROCEDUXE NAME/NAMES 
AS AMBULATORY 

ICD-9-CM CODES 
INCLbXED 

Neurolysis, Including Carpal 04.43, 04.44, 04. 49 
Tunnel,Decompression, Tarsal 
Tunnel Release 

i 

Excision Of Morton's Neuroma, 04.07 
Neuroma Of Somatic Nerve, 
Neurectomy 

Breast Biopsy, Incision And 85.11, 85.12 
Excision Biopsy Of Breast, 
Needle Biopsy 

All Endoscopies With/Without 44.11, 44.13-44.15, 
Biopsy Or Removal Of Foreign 45.11-45.15, 
Body, Brushing, Etc. 45.21-45.27 

Excision And Simple Closure - 82.29, 83.39, 83.45, 
Lesion, Cyst, Lipoma, Polyps, 86.04, 86.23, 86.3, 
Nevus, Ingrown.Toenails, 86.3A, 86.4, 86.51, 
Fibroma, Including Malignant 86.59 
Lesions, Sebaceous Cyst, 
Planters Wart, Basal Cell, 
Melanoma 

Exkision Of Ganglion, 82.21, 83.39, 93.31 
Ganglionectomy (Usually Wrist) 

D&C With 0'r Without Cone, 67.2, 67.33, 68.13, 
Sturmdorff Repair, Cryocau- 69.02, 69.09, 69.59 
tomy, Injection, Endometrial 69.95 
Biopsy 

Arthroscopy 80.20-80.29 

Hemorrhoidectomy, Excision Of 49.44, 49.45, 49.46. 
Hemorrhoid Tags BY Simple 49.47, 49.49 
Ligature (Rubber Band) Or By 
Cryotherapy, Other Hemorrhoid 
Procedures 

Incision And Drainage, Biopsy 40.00, 40.11, 
Or Excision Of Nodes 40,21-40.24, 40.29 

ExcLsion/Incision Of 86.03, 86.21 
Pilonidal Cyst 

Skin Graft 



- APPENDIX 4 

- 2 - .  - 
: IF IWSTITUTIONS PROCEDW 
LfiS IGNATING PROCEDURE NAME /NUlE S 
1 AMSITLATORY 

ICD-9-CM CODZS 
INCLUDED 

Laparoscopy 5 4 . 2 1  

T;eflotomy Hands,  F i n s e r s ,  82.11,  83 .11 ,  e3.13 
F e e t  O r  X r j o r  Tend02 

T r i g g e r  F i n g e r  R e p a i r ,  82 .01 ,  8 2 . 9 1  
R e l e a s e  O f  T r i g g e r  F i n g e r ,  
L y s i s  O f  Hand L e s i o n s  

Bronchoscopy - R i g i d ,  F l e x -  33 .21 -33 .25  
i b l e  Biopsy/No Biopsy ,  B r u s h  
B i o p s y  And Washings 

L i g a t i o n  And E x c i s i o n  df  38 .5 ,  38 .59 ,  38.80, 
Small V a r i c o s i t y  O f  Long O r  3 8 . 8 9  
Short Saphenous,  O c c l u s i o n  Of 

-. 

Leg Veins  

Myringotomy, W i t h  O r  Without 1 9 . 1 ,  2 0 . 0 1 ,  20.09 
Tube I n s e r t i o n ,  U n i l a t e r a l  O r  
Bilateral ,  Tympanoplas ty ,  . 
Tympanostomy, S t a p e d e c t o m y  

A n t r a l  P u n c t u r e ,  S i n u s  Punc-  22.01,  22 .02 ,  22.2, 
O t h e r  Than Antrum, Intranasal 22 .24  
Antrostomy,  Antrostomy, 
Sinusotomy 

E c t r o p i a n ,  E n t r o p i o n  R e p a i r  08 .41 -08 .49  

P te ryg ium ( E x c i s i o n  O r  11 .31 -11 .39  
T r a n s p o s i t i o n )  

L a c r i m a l  Duct P r o b i n g  O r  09 .0 ,  09 .43 ,  0 9 . 5 1  
R e c o n s t r u c t i o n ,  S p l i t t i n g  

. Of Lac r ima l  P a p i l l a ,  Drainage 
Of Lac r ima l  Du.ct 7 - 

Phalangec tomy,  F i n g e r  And Toe 77 .68 ,  77.88,  77.89 
Amputa t ion ,  Metatarsal Head 7 7 . 9 9  
E x c i s i o n  

H a l l u s  Valgus  , Simple  C o r r e c -  77.53, 77.54, 77.59, 
t i on  By E x o s t a c t o m y  And R a d i -  77,6 
cal  Exos tac tomy,  E x o s t o s i s  

N a i l ,  Removal Of Any 8 6 . 2 3  
Number, F i n g e r n a i l  O r  
T o e n a i l  Removal 
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. OF INSTITUTIONS PROCEDURE 
NAME/NPMES 

ZCD-9-CM CODES 
INCLUDED DESIGNATING PROCEDURE 

' 'S AMBULATORY 

Excision Turbinate, Inferior 21.61-21.69 
Turbinate Fracture 

Laryngoscopy, With Insertion 31.42, 92.27, 98.14 
Of Radioactive Substance, 
Indirect With Removal Of. 
Foreign Body 

Vasectomy 63.73 

Nasal Polypectomy 

Esophagoscopy With Or 
Without Biopsy With 
Foreign Body Removal 

Reduction Of Nasal Fracture 

Repair Of Inguinal Hernia, 
Non-Pediatric Or Pediatric 

Wedge Resection Of Lip, 
Excision Lesion Of Lip, 
For Malignant Lesion 

Biopsy Of Perineum, Vulva, 
Uterus, With Or Without 
Fulgeration 

Pelvic Examination Under 
Anesthesia 

Tensosynovectomy, Finger, 
Toe, Wrist, Flexor Or 
Extensor Tendon Sheath, 
Synovectomy . 

Circumcision, Non-Pediatric 
And Pediatric 

Urethral Dilation 

57.31-57.34, 5 7 - 9 2 ,  
60,11 ?md 57.32, 
60.12 And 57.32, 
96.25 

~ystoscopy With Injection, 
Biopsy (Includes Prostate), 
Dilation 

~iscission'~ens, Needling Of 
Lens, Secondary Membrane, 
~spiration Of Lens Material 
For Cataract 
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OF INSTITUrIONS PROCEDUR3 
ESIGNATING PROCEDURE NAME/~WS 
S ?NBWTORY 

ICD-9-CM CODES 
INCLUDED 

Prostate Biopsy 60.11, 50.12 

otoplasty, Unilateral, 18.79 
Bilateral 

Tooth Extraction, Surgical, 23.01-23.49, 
Forceps, Root Canal 23.7-23.71 

Blepharotomy, Blepharoplasty, 08.09, 08.61-08.64, 
Reconstruction Of Eyelid 08.69-08.74 

Cataract Extraction 13.19 

Chalaxion Excision, Incision 08.21 
And Drainage, Abscess 

Eye Muscle Surgery;Resection; 15.11-15.13, 
Recession, Advancement, Etc. 15.19, 15.21, 15.22, 
Any Number Of Muscles, One Or 15.29, 15.3-15.7, 
Both Eyes: A. Initial 15.9 

B. Subsequent 
Anal Fistulectomy 49.12 

Culdoscopy, Culdocentesis 70.0, 70.OA, 70.22, 
70.23 

Incision And Drainage Of 71.22-71.24 
Bartholin's Abscess, 
Excision Or Other Destruction 
Of Bartholin's Gland 

Perineoplasty,. Perineorrhaphy 71.71, 71.72, 71.79 
Repair Of Vulvar Fistula 

Bursectomy 82.31, 83.5 

Arthrotomy, Capsulotomy, With 80.10-80.19 
Exploration, Drainage Or 
Removal Of Foreign Body, 
Includes Elbow, Knee And 
Other 

Hammer Toe Operation 81.18 

Tendon Repair ~ithout/With 82.45, 83.64 
Graft, Implant Or Transfer 
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Hydrocele Excision, 
Hydrocelectomy 

ICD-9-CM CODES 
INCLUDED 

Iridectomy, Any Type 12.13-12.14 

Tenovaginotomy For De 
Quervain's Disease, Release 
Of Tendon Sheath For De 
Quervail' s Tendonitis 

. - .. 
Temporal Artery, Ligation 
Or Biopsy 

Tongue Siopsy 

Rhinoplasty 

Canthotnmy, Canthoplasty 

Colostomy Revision, Simple 

Repair Of Umbilical Hernia 
(Pediatric) 

Biopsy, Skin, Soft Tissue, 
Facial Bone, Muscle 

Removal Of Foreign Body In 
Muscles And Skin 

Hysterosalpingogram 

. Arthrodosis, Metatarso- 
phalangeal Joint Or Inter- 
phalangeal Joint 

Capsulotomy - Cutting Or 80.40-80.49, 80.94 
Division Of Joint Capsule, 
Capsulectomy 

Removal Of Screws ~nd/Or 78.60-78.69, 82.02, 
Wires, Foreign Bodies, Simple, 83.02, 97.83 
Superficial 


