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CHAPTER I

HISTORICAL BACKGROUND OF CURTAILMENT POLICY OF LOUISVILLE
AND JEFFERSON COUNTY HEALTH DEPARTMENT AND METHODOLOGY
OF A STUDY OF PREMATURELY AND ROUTINELY DISCHARGED

PATIENTS FROM LOUISVILLE GENERAL HOSPITAL IN 1946

In July 1946 the Board of Health of Louisville and Jefferson
County, Kemtucky, anncunced its decisiom to curtail services of the pub-
lic health department serving the metropolitan area surrounding and in-
cluding Louisville, and the outlying agricultural region in the rural
part of Jeffersonm County. In the past decade the combined health de=-
partment for Louisville and for Jefferson County had accomplished much
for the health needs of the citizens of the community. The close asso~
ciation, as & teaching hospital, with the University of Louisville Medi~-
cal School, had helped Genergl Hospital, the former municipal hospital
known es City Hoapital,1 10 become a good gemeral hospital with fairly
adequate ward and plinic facilitios.

Therefore, it was with regret that the Health Board decided to
curtail service just when it was most needed, as returning servicemen,

and new family groupss industrial workers attracted by new industry

lLouise Myers, "A History of the Louisville City Hospitale.” (Un~
published Master's thesis, Departmemt of History, University of Louis~-
ville, 1940. )

1
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locsting in Louisville and the surrounding counmty; and families attracted
by the expansion of business in the growing metropolitan area, made
Louisville an increasingly important city in the nation.

After curtailment had been announced as a definite policy of the
administration of the entire health department, and five wards at Gen-
eral Hospitel had been closed, as a part of this plan, there developed
another important practice. This was the practice of discharging pa«
tients prematurely, or before the doctor or resident in charge of the
ward had indiceted they should be ready to leave the hospital, Premature
dischargé had to be adopted for reasons which will be developed later in
the study, but it had certain implications for the staff and for the pe~-
tients who were so discharged. The effects on hoepital administration
and on & seample group of patients will be considered.

Premature discharge developed as a definite policy of the medical
staff and of the hospitel administration, so as to make the hospital's
facilities stretch as far as possible under drastic curteilment of space
and service. 4s a policy it has never been accepted as correct by the
administration, the Health Board, or the medical and nureing steff. The
reality of the. situation ir the hospitel made this, or some other drastiec
measures necessary, if tﬁe administration of the hospital was to accom=
plish the degree of curtailment and still keep up reasonable coverage of
| the acutely ill population and maintain nearly-sdequate standards of med=-
ical care.

A study was made of the patients discharged prematurely since the
curteilment plam went into full effect in July 1946, The facts pertsining
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to this sample group were ccmpared with those of a control group of pa-

tients routinely discharged during the same period. The purposes were to
discover just what had happened to patients who were prematurely dis-
charged, to what extent their medical care was completed through clinic
care or by readmissions. The other purpose of the study was to discover
and analyze, insofar as possible after a period of nime or ten momths of
curtailment and premature discharging, what the results had been to the
patients at General Hospital. ¥For these purposes material froam Genersl
Hospital records were made available by the hospital administration and
medical staff, It wae poesible to compare some items in the care and re~
sults of medical care between the study group of framaturely discharged
patients and the control group of routinely discharged patients,

In the control group it was not possible to visit the patients,
but their medical records were studied. The study group of prematurely
discharged patients were studied more thoroughly through their medical
records, interviews with them, and some discussion with their doctors at
General Hospital, if the situation was a peculiarly difficult one to
treat medically. From this group of patients much material was obtained
on the meaning of illness, bﬁt is not included in the presentation of the
study materiel because it does not bear directly on the problem of cur=
tailment or prematﬁre discharge.

Case selection was made by tﬁking the first one hundred names
listed in the ward books on surgery, both white and colored, male and

female wards. These records were all marked "premature discharge®™ by the

doctors when the patienis left the hospital in July or August 1946, It
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was decided to study only surgical patients because few medical patients
wore discharged prematurely, and very few pediatric cases were sc dis-
charged early in the period under study. The maternity ceases on obstet-
rics service, however, were almost uniformly discharged prematurely, ex-
cept in cases of serious complications of pregnancy, labor or birth.
Since there could be no control group set'up from maternity service be-
cause there were almost no routinely discharged patients on this service,
this group of petients could not be wused for study. The surgical pa~
tients were also more homogenous in agé»distribution, and the color and
sex ratios were well«~balanced.

The material relating to average length of hospitalization, and
to0 special diagnoses, was discussed with the head resident on surgery at
General Hospital. ‘Hedical-social aspects of the curtailment measures
were discussed and analyzed, with hospital administrative problems in
mind.

In several cases the social agency active on a patient was tele~-
phoned for additional information about him, and Social Service Depart-
ment at Genersl Hospital was'asked for confirming details on what had
happened to a few patients known to them. It was surprising how few of
the prematurely digchargod group had been reviewed from a medical-social
viewpoint, and how few had been referred by the medical staff to the
Social Service Departmenmt. All Patients were also cleared for informa-

tion only with the Social Service Exchange.2

ch. appendix IV on registration of prematurely discharged
patients.
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The medical literature was searched for information regarding
similar studies of premature discharge or of desirable hospital stay
according to certain diagnoses, but little information could be obtained.
The New York City study, made by its Welfare Council in 1933=1943,> was
the only study of hospital discharges that could be found for comparison
with the experience of Louisville General Hospital. This New York study
included all patients discharged from all types of hospitals==voluntary,
non~voluntary or public hospitels-=for all types of diagnoses in 1933.

The monthly statistics of General Hospitel for routine and prema-
ture discharges were studied and compared, and trends were analyzed.
These will be presented in the body of the study. These figures include
such factors as statistice on admissions, deaths, total care during the
month, daily average bed usage during the months under study. The period
of July 1946 through April 1947 was used and was compared with a base war
yoar of 1945-1946 and a pre-war year of 1940.

In the next chapter section the problems of curtailment and of
premature discharge will be discussed. In the succeeding chapters the

statistical data of the study will be presented to show what premature

.|discharge and curtailment has meant to a sample group of patients seeking

surgical treatment at General Hospital.
HISTORY OF CURTAILMENT IN HEALTH DEPARTMENT

The problems of public hospital administration, as of public

3

Cfs Welfare Council of New York, Hospital Discharge Study,
1943, ,
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health and nursing programs, are made more complex by respomsibility to
the public. The responsibility is primarily to give medical service, ra=
ther than to engege in research, teaching of mediceal students, technie
cians, medical social workers, or nurses., No matter how laudable these
secondary functions of the public hospital may be, and how necessary they
ruy have become in performing the first service, provision of medical
care to the conmunity, these secondary functions are not alqays considered
essential by the taxpayer, or the appropriator of public funds. The pub=~
lic hospital is not designed to make & profit, but more often operates on
a deficit, and is therefore handicapped in giving the best hospital care
to ite patients.

In recent years in both public and ﬁrivate fields, hospital ade
ministration has become a specific techmique with certain aims of a pro=-
fessional nature. This is shown by several very important studies in the
field* and by the development of the Americanm Hospital Association and
the group of hospital administrators who have had special training for
their jobs. In 1922 the Rockefeller Foundation published the following
statement on principles of public and private hospitel administration.

It is quoted by Dr. Franz Goidmann in his excellent study of Principles
and Problems of Public Medical _;Ca._gg_,_s Dr. Goldmann's work in this field

is notable, as he knows not only American, but British and continental

4'llalcolm Mac Eachern, M. D., Hospitel Organization ggg‘!gfggggggb
(2nd Edition, 1946, Physicians Record Gompa§y, Chicago, Illinois,

5Franz Goldmann, M. De, Principles and Proplems of Publiec
%gdical Care,(Columbia University Press, New York, 1949, p. €.




1

experience in this field of public medical administratione The Rockee
feller statement gives this definition of a hospitals

A hospital is a community organization which provides facilities
and personnel for rendering the highest possible grade of health sere
vice to the community, its patients, and to professional groupsj for
oeducating the community to demand and support adequately health ser-
vices and sound health policies, for educating additional personnel
and professional groups in technical fields in cooperative endeavor,
and for advancing our knowledge of disease, and its prevention
through technical research and appropriate organizations.

Dr. Goldmann also cited the standards for public hospital care which were

enunciated by the American Public Welfare Association in 1939, in a pam=-

phlet entitled Essentials of Tax=Supported Medical Services.6

l. Scope and amount of care sufficient to include all necessary pre=
ventive and curative service required by persons unable to pro=
cure it for themselves.
2. Good quality of service and of personal attention.
3« Reasonable accessibility and promptness of service.
4. Continuous care of the patient including
a. Continuity of diagnosis and treatmenmt by differemt types of
service~home, ambulatory=clinic¢, and hospital or custodial
care.

Pe Continuity of preventive and curative service.

¢ Integration of medical and social treatment.

5« Provisions of service under conditions which will encourage its
full use, avoidance of conditions which will deter the needy from
securing necessary medical care or discourage practitioners.

Just how well able the Louisville and Jéffeison County Board of Health
was to offer the citizens of the community such public medical service
under the pre-curtailnent‘conditions, and under the curtailment policy
itself, will now be discussed.

The Board of Health was formed by e merger of the city and county
health departments on March 15, 1942, Since that time health services

to the metropolitan area improved. There was an expansion of publiec

BIbidog Pe 83
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health nursing services, both in c¢linics, and in bedside nursing. The
former City Hospital became known as Louisville General Hospital and ac=
cepted county patients; simultaneously the administration of the hospital
became coordinated with that of the tuberculesis sanitorium, Waverly
Hills. Public health services also included communicable disease con-
trol, medical and dental service in the public schools, and the “city
doctor" service to indigeat persons in their homes, in cases of emergency
or extreme hardship. A very important division in the Health Depar'tment'i
Preventive Division was the sanitation department. Although there is a
relationship between health services offered under each of these divisions
of the Board of Health, the scope of this study includes only General Hos=
pital. |
The curtailment was to affect ali functions of the combined city
and county health department. The Preventive Division alsoc includes meat
and milk inspection for the whole metropolitan area, and inspection of
some 3,500 food-handling establishments, including restauranis, groceries

7 communicable‘ disease control, including tuberculosis and

and taverns;
venereal disease; and health examinations in commercial bt.lildirzgs.8 When
city doctor service, public health clinics and school and home nursing

functions are added to the\ above list of functions of the Health Depart~
ment it can be seen what & large undertaking the health organization of a

large urben-rural area becomes. It should be kept in mind that all of

7Edward Edstrom, Courier-Journal, (January 12, 1947), Section 3,
Pe 1,

8I'!:’id.
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these functions are added to the administration of Waverly Hills and
General Hospital.

These services call for a large expenditure of money, and cur-
tailment became necessary because of budgeting for the entire health
department. The Health Board has approximately 1,000 employees9 and an
annual operating budget of a little less than $2,000,000.

Reasons for the curtailment were the rising costs of maintenance
of the various services, the decrease in the budget appropriations by the
tex-appropriating bodies of city and county governments in 1946 for the
caming year, and the difficulties in maintaining services because of the
scarcity of personnel, particularly in the nursing profession.

Coste of maintenance of the physical plants, of food for patients
and staffs and of salaries of all personnel were all higher in 1945-1946
than ever before, end continued to rise., The Health Department was fur-
ther handicapped by inheriting deficiemt equipment from pest administra-
tions beforerthe merger in 1942, and because it had no replacement ac~-
count, depreciation of equipment could not be budgeted except by specific
appropriations., The department has not been able to meet competition froJ
industry for personnel.

Nursing service ia so important to any medical institution that it
often becomes the focus of the question of adequate care for any indivi-
dual group of patients. This is especially true in a public teaching hos-

pital, where, because of the financial inability of the patients to buy

9Tbid,
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nursing service, all nursing service must be paid by salary appropria=
tions for the hospital, or be unpaid student work. The accepted United
States average of nursing care per patient per day is three hours, while
General Hospital in 1945-1946 was able to furnish only six-tenths of an
hour of nursing service per patient day. It was recognized by the Board
that this situation would have to be improved. In 1946-1947, under the
plan inaugurated in July 1946, the available nursing staff was so placed
on the wards at General Hospital that one and one-half hours per patient
per day could be given, rather than six-tenths of an hour.lo It can be
seen that General Hospital is still behind the national average, but is
making good improvement in nursing care under curtailment.

The Board of Health wished to provide th; best service possible
for the citizens, In 1946 it requested a budget of $2,300,000 of which
only $1,735,000 was allowed by tax-appropriating bodies of the city and
county. With anticipated revenues of $150,000 from part-pay patients,
etc., the sum of $1,885,000 only equalled the budget for the year 1945,11
However, unexpected revenue for the Health Department was added from
revenue from real estate thrqugh increased tax-assessments, and ﬂnnicipal
Bridge Funds are expected to add more revenue. The total from these
sources would only be ¢142,000 for the year 1946=1947, ending July 1,

1l
1947, 2 Other revenue from drug sales, fees and from dairies in adjacent

1Oyinutes of the Board of Health, Louisville and Jefferson

County, July 1946, “Curtailment in Health Service," p. 2.

U114,

12pistrom, loc. eitss pe L
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counti;s for food inspection might add a;other $150,000 to the total bud:
get of the Health Department., The Health Board had hoped to spend
$175,000 alone on repairs for General Hospital kitchens, so it can be
seen what large expenditures are needed.

When the Board asked for $2,300,000 and got $415,000 less than
they requested, they thought it necessary to retrench health services,
and to curtail the program in all phases. It is with General Hospital
that this paper will deal. In asking for the above budget, the Board
maintained that it was meeting only minimum needs of the community. With
a large slice of the requested budget not granted, measures for curtail-
ment were in order. The depariment had hoped to provide a "semi~-
satisfactory health program for the city and qounty,"l3 through the bud-
get originally requested for 1946=1947, but made the decision to curtail
after the appropriations failed to pass,

| In making the decision to curtail service, the statement was made
by the Board of Health that "no attempt has been made, nor can be made,
t0 meet even a conservative and moderate estimate of the medical needs of
the community. The restriction of funds forced this curtailmente o« o ¢ o
To do otherwise (than to curtail service) would mean complete breakdown
of all health activities Becauae of the steeply rising costs."l4

The Board decided that the citizens would get better medical ser-

vice if the work were curteiled than if the reduced budget were made to

Luinutes of Health Board, op. cit., pe2.

14Ibid.o’ P 30
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spread over a larger area of service, There was a choice between lower= 7
ing the standards of quality of medical service, or of diacontihuing or
restricting certain services, i. e., reducing the quantity of medical
service available to the public. The Board of Health felt that economies
necessitated by the reduced budget and by incressed costs of operation
could only be made by actually restricting ward service at General Hospi=-
tal and Waverly, as well as cutting out much of the work of the Preven«
tive Division. The Board knew curtailment of ward service would restrict
the use of General Hospital as a teaching facility by the University of
Louieville Medical Schoel.15 The Medical School has developed Nichols
General Hospital, a Veterans Administration facility located in Louis=
ville, as a teaching placement for studonts.16

The curtailment invoived all branches of the Board's work. waver-
ly Hills® bed capacity was cut from 452 in 1945-1946 to 400 for 1946«1947,
Service wa; needed for 480 patiente.17 The curtailment of service to tu=
berculosis patients was made in spite of the increased need for tubercu-
losis case-finding, especially in the Negro population. uore patients
were kopt longer on the waiting list for admission to Waverly Hills, and
in many cases patients had to be discharged prior to arrest or cure of
the disease, Bafo;e the daﬁe of this study a change was recommended by

Grand Jury which asked that an additional $50,000 be allotted to waverly

SIbide, pe 4
léLetter to inveastigator from Dean John wWalker moore.
17

Minutes of Health Board, ope cit., pe 2.
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Hills to reopen the wards where up to 60 beds were unoccupied due to

18 However, the

shortage of funds, and to purchase long-needed equipmente
Board of Health took no action in this matter in February on this rec=
ommendation of the December Grand Jury,

The Preventive Uivision was also affeet;d by the general cut in
funds, making reduction of service necessary. Perhaps this division's
loss was greater in proportion to its variety of fumctions than that of
the two hospitals., It lost sanitation inspectors, and public healith
nurses, city doctors and had to Eurtail,ita public school medical and
dental programs. This affected the same group of patients served by
General Hospital,

General Hospital is a most important service to the community
and in many ways represents the Health Department to its patients. 1Its
service was seriously curtailed im July 1946. With the requested budget
of $2,150,000 from City and County funds, plus the hospital's own revenue
(cf, supra, p. 10) the Board had hoped to be able to provide in 1946-1947
for an average of 400 bed patients per day and for an average of 500 pa=-
tients per day in clinics.l9

Under curtailment it was possible to maintain ciinic service at
about the desired level. An average between 400 and 500 patients per day

will be served in the various ciinics., It was also possible to maintain

18courior-journal, News articls, (February 20, 1947} Section 4,
Pe 1.

'19Higntoa of the Health Board, op. cit., p. 1.
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the twenty-four hour service of the emergency clinic.20 It was estimated |
that the elimination of city doctor service would make heavier demands
upon the emergency clinic. Curtailment of the number of bed patients may
add to the clinic those patients whose treatment cannot be compieted on
the wards., 4 certain amount of this type of service is always necessary
in a municipal or any public hospital with cliniec facilities, as if saves
bed space and makes for more economical service. However, after curtaile
ment medical patients were treated almest wholly in clinic, because the
medical and surgical wards were combined. Therefore, clinical work-ups
and diagnosis in clinic rather than on the ward became more frequently
the practice,

The inpatient group at General Hospital has had to bear the brunt
of the curtailment of service in order to reduce the daily average of
beds occupied from 400 (the reguested number) to 310.2l The actual aver=
sges during 1945-1946 were between 350 and 450 patients, or a gemeral
average of 385 bed patients per day on all wards of the hospital.22 Ac-
coraing t0 hospital administration and public health experts, a reliable
formule of number of hospital beds per population has been determined.
Various surveys of Louisvillo;s hospital service have been made in the

past, and Dr. &, C, Bachnéyor's recent survey indicated that at least 600
beds should be provided for acute hospital patients in public facilities

\

zolbid., P 24 ‘

21Ib§ .

22
Ibid.
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in & community the size of Lbuisvillo.23

The Board of Health feared that curtailment of ward service would
mean that patiant§ eligible for public medical care at Gemeral Hospital
would not be able to obtain free service, and their conditioms might go
untreated. This study does not make any study of the patiente it was not
possible to treat, This is, in fact, one of the reasons for the prema=-
ture discharge plan; the need to give service to a large number of pa-
tients on restricted facilities.

Curtailment meant first that fewer patients could be served on
the wards. The daily bed average by months since July 1946 has actually
slipped below the estimated figure of 310 hospital beds in daily use, to
a general average for six months through January 1947 of 226 beds in
deily use.

By action of the Board of Health in February 1947 the bed capac-
ity at General Hospital was increased by 40 beds, thus raising the 310
daily bed usage to a possible 350 beds., These beds were added to the
wards already in use, and would remain in use umtil July 1947, the end of
the fiscal year. The $15,000.it is estimated that it cost the hospital
to open these 40 beds was to come from "unallocated funds®™ and savings
from other Health Board activities.?

The curtailment of ward services called for a reorganization of

beds on the wards of Genmeral Hospital., It was decided in June 1946 to

21bid,

24Courier-Journal, News article, (February 20, 1947, pe l.
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close five of the wardsj; three adult medieél wards, which were combined
with the surgical wards, one pediatric ward, and one obstetrical ward.25
This has meant that the number of beds left for acute disease treatment
in the adult age group was cut to 150 beds for white and Negro patients.
Further results of curtailment to the surgicel service will be considered

in more detail later,

The last important aspect of curtailment of servicees of the
Louisville and Jefferson County Health Department i; the effect on the
chronic disease problem. There is now no care offered to chronically ill
persons, except custodial care in the over-crowded and ill=equipped alms~
house, the Home for the Aged and Infirm, at Shively, Kentucky.26 Medical
care in clinics at General will continue, but patients with these long~
term illnesses which are often progreseively disabling will no longer

receive treatment on the wards,
THE POLICY OF° PREMATURE DISCHARGE

The cost of curtailment to the individual patient is illustrated
by the group of patients who have had to be prematurely discharged
against best medical opinion before their ward treatment wes reasonably
complete. ‘

The reasons for such a policy were the same as those leading the

Board to decide to curtail all services of the Health Department. They

zslinutoa of the Board of Health, loc._ cit., p. 2.

261rving Lipetz, “The Louisville Kentucky Home for the Age and
Infirm,* (Unpublished master's thesis, Kent School of Social Work, Univer=
gity of Louisville, 1942),
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are specifically the lack offnursing service in Generel Hospital, the
lack of space on the wards, whiéh have been combined from services which
used to have separate wards, and the desire to make a quick turnover of
bed space, so that more patients may be served by the number of bedse
available. Premature discharge helps to accomplish these ends. Some
patients have been sent home by hospital ambulance late at night in order
to vacate a bed which was badly needed for another patient.

Since July 1, 1946, the total number of premature discharges has
been a little less than that of those routinely discharged. Of a total
of 4,846 discharges in the first six months after curtailment was an-
nounced, excluding 359 deaths, there were 2,129 premature discharges emnd
2,717 routine discharges. The cumulative totals for premature discharges
and routine discharges through May 6, 1947, are shown in Appendix II,
Table 1. Excluding deaths, these discharges accounted for 2,986 patients
prematurely discharged and 4,102 patients routinely discharged.

In the firet period from July through September 6, 1946, the aver=
age stay in hospitel per patient prematurely discharged was 7.3 days,
while the average hospital stay per patient routinely discharged was 10.9
days., The period from Jahuarf T through February 6, 1947,‘aho;;d the
lowest number of prematuré discharges, 280, as against the highest number
of routine dischargea, 4813 however, the total discharges showed the low~
est total in four months. The table of figures on premature discharge
and routine discharge during this six-month period will show more graph=~

ically the extent and development of the policy of discharging patients

prematurely. Thie table is found in Appendix II, Table 2,
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The largest group of the prematurely discharged patients were
mothers and new?bern babies. Surgery service had the next largest number
of patienis discharged in this way. Pediairics service also bad some
preamature discharges. |

Curtailment has had specific effects upon the surgical service.
The first result is the combination of three of the former medical wards
with the. corresponding surgical wards; thus, female surgical colored werd
absorbed female medical colored. The male medical white werd has been
continued separstely from the male surgical white ward. There is e com~
bined obsteirical ward for white and colored patienis, and a predominant-
ly colored baby ward, an isolation ward and two psychiatric wards, in
addition to the four surgicel wards under cohsideration in this study,.

Curtailment of ward service has meant that an especially heavy
load has been placed on the surgery service, which now has 30 beds on
Male Surgicel white, 15 on Male Surgical Colored, 15 on Female Surgical
White, and 15 on Female Surgical Colored.

This shortage of beds means that the turnover per bed is great,
as shown by the total average lengths of stay to be presented later. The
hospital is now thought to bQ operated at too near the capacity peak,

For the best treatment of the individual or for purpoaos‘of good teaching
practice, a hospitﬁl should probably keep about 25 per cent of the beds
vacant at a given time, 80 as to be able to admit some patients om an
elective basis. Certesinly the nursing and medical staff works at peak

efficiency only when not harassed by lack of beds for acutely ill

patients,
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Besides shortage of beds, and~;feat turnover of patients, the
surgery service has had to abandon elective surgery almost entirely.

The only exception consists of the ten beds that are reserved for hyster-
ectomies, KElective patients who might before have been expected to have
prompt or slightly delayed operations for fibroid tumors, gall bladder,
chronic appendicitis, herniorrhaphy, or orthopedic conditions, must do
without an operation until such time as they may become emergencies,
Most admissions are either emergency surgical conditions or the results
of accidental injury, such as stabbings, gunshot wounds, automobile
accidents, train wrecks, etc. The work on surgery has, therefore, taken
on an emergency nature, which is contrary to good surgicel practice, and
to the proper teaching of surgery to medical students and internes.

The work of the surgical department has become ameliorative and
often curative, but the preventive aspects of its work are lost. The
hope of Dr, Arnold Griswold, chief of surgery, for a surgery service com-
bining the principles of psychiatry for the upset patient faecing or re-
covering from major surgery must be postponed, perhaps indefinitely.

In this respect surgery service is like the rest of General Hos-
pital, and like Waverly Hills, and the Preventive Division, in not being
able to offer anything but emergency service to the citizens of the city
and county who are medically indigent.

Medical treatment is sometimes delayed by the patient im the hope

that he will cure himself with home remedies or that his private doctor

can offect a cure, But when the c¢linic setup is overcrowded and the doc~-

tors are overworked there, ss well as in the wards, medical diagnosis and .

-
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treatment is bound to be slower, This delay may cause prolongation of
illness, and occasionally further complications, with increased cost to
the patient.

Sometimes the best diagnostician purposely goes slowly in decid=-
ing from his observatioﬁ of the patient, and analysis of data, just what
the diagnosis is, and under what circumstances medical social treatment
will be most effective.

Prognosis cannot usually be estimated until treatment is begun and
observed. The doctor who knows his patiemt, his habits, and previous med-
ical history is safer than the one who doesn't know these factore in mak-
ing a statement regarding the patient's future, just as he is safer in
diagnosing the tr;uble in the first place. The basis of medicine being
psychosomatic, it is more important than ever that the physician and sur~
geon know his patient as a person. While this is well recogniged in
theory by this generation of young doctors amnd by their instructors, it
cannot always be practiced in over~loaded clinics or on wards where turn-
over is high,

A teaching hospital that falls into the older philosophby of
treating the disease rather than the patient with a disease, or the pa-
tient with a disability of a health problem, is doing incalcuable harm to
its students, its internes and resident staff, as well as iis visiting
staff men. This loss is quite heavy also when the resultant lack of care

to the individual patient is considered. Effectiveness of medical care

is known to rest with the cooperation of the patient with his doctor and

nurse., When this is not sought by the professional staff, care can
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become wasteful, rather than helpful to the patient, and, therefore,

wasteful also to the community,




CHAPTER II

COMPARISON OF ONE HUNDRED PREMATURELY DISCHARGED PATIENTS
WITH ONE HUNDRED ROUTINELY DISCHARGED PATIENTS

AT LOUISVILLE GENERAL HOSPITAL

'In this chapter the control and study groups of patiemts dis-
charged under the policy of curtailment of ward service at General Hoepi-
tal will be compared. The prinﬁry focus of the study is on objective
measures of service to the patient groups, such as length of hospital
stay, type of medicsl or surgical care received, condition at discharge,
frequency of readmissions, and frequency and extent of clinic attendance.
These factors have a bearing upon the recovery of any surgical patient,
and are factors which can be compared statistically although they are not
subject to correlation with results of medical care in so small a study
group.

The patients in bothvstudy and control groups were from the white
and Negro surgical wards 6aring for both sexes, Table 1 gives the sex
and color distribnfion of the study group of 100 prematurely discharged
patients and of the control group of 100 routinely discharged patients.
Both these groups of patients were cared for on the wards and discharged

from the hospitel at the same time, during July and August of 1946, imme-

diately after curtailment went into effect. The race and sex

22,
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TABLE L

RACE AND SEX OF ONE HUNDRED PATIENTS OF LOUISVILLE GENERAL
HOSPITAL SURGICAL WARDS PREMATURELY DISCHARGED
DURING JULY AND AUGUST 1946 COMPARED WITH
ONE HUNDRED PATIENTS DISCHARGED
ROUTINELY IN SAME PERIOD

Premsturely Discharged Routinely Discharged |
Race Sex Race Sex
Total Male Female Total Male _ Female
Total 100 60 40 Total 100 46 54
White 58 42 16 - White 52 21 31
Negro 42 18 24 Negro 48 25 23

distribution is similar for thektwo groups although there are minor
differences.

It should be noticed in Table 1 that there are more males in the
prematurely diascharged group and more females in the routinely discharged
group., When sex and race are considered together it can be seen that the
Negro patients routinely were more equally distributed between male and
female wards than was true of the prematurely discharged patients. Con~
versely for the white group of premeturely discharged patients there were
a majority of males over females, with the females having a preponderance
of routinely discharged patients. Reasons for these differences will be
shown in the analysis of the length of stay per diagnosis.

The color distribution is duite similar for the control and the
study groups although it is more nearly equal in the routinely discharged
group, especially as between the sexes. Color distribution is not sig-

mificant in the comparison of the group. As will be shown later the
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diagnosis, which determined the average length of hospital care re=-
quired, as well as the extent of clinic attendance, was much more impor-
tant in determining premature discharge than any factor of sex or of
color.
TABLE 2
AGE DISTRIBUTICON OF ONE HUNDRED PREMATURELY DISCHARGED PATIENTS

AND OF ONE HUNDRED ROUTINELY DISCHARGED PATIENTS
FROM LOUISVILLE GENERAL HOSPITAL IN JULY 1946

Age Prematurely Discharged Routinely Discharged
Under 21 years 18 - 16
21 under 41 years ~ 36 39
41 under 61 years 217 27
61 under 81 years 15 16
Over 81 years 4 2
100 patients 100 patients

Table 2 above shows that eighteen of th; ons hundred preﬁaturely
discharged patients and sixteen of the one hundred routinely discharged
patients were children or adolescents below the age of twenty years. Cur=
tailment of pediatric ward aqrvice made occasional admissions of children
under fourteen years of age necessary in emergency surgical cases, as only
four white pediatric beds\were left after July 11, 1946.

In the prematurely discharged group an almost equal number of
patients, nineteen in all, appeared in ages beyond sixty years; whereas
eighteen of those patients routinely discharged fell in these age inter-

vels. The exact figures for the study and control groups may be seen in

the accompanying Figure 1 on age distribution. Here it can be seen that
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AGE IN YEARS 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 (NUMBER OF PATIENTS)

Under 6 yree. four pationti routinely discherged

three patients prematurely discharged

6 under 11 ‘two patients routinely diechargod
three patients prematurely discharged
11 under 16 § five patients routinoly discharged
four patients prematurely discharged

five patients routinely discharged
16 under 21 g

; eight petients prematurely discharged
21 under 26

ten patients routinely dilchnrgod
" nine patients prouturol! discharged

26 under seven patients routinely discharged
seven patients prematurely discharged
" ten patients routinely discharged
31 under 36 eight patients prouaturoly discharged
twelve routinely discharged
36 under twelve prematurely discharged
tl routinely discharged
41 under 46 fourteen prematurely
discharged
fifteen routinely
46 under 51 five patients prematurely discharged discharged
one patient routinely discharged
51 under 56 % two patients prematurely discharged
: Live pat:lontl routinely discharged
56 under & % six patients prematurely discherged
. six patients routinely discharged
61 under 66 Z seven patients prematurely dischbarged
six patients routinely discbarged
66 under 71 four patients premeturely discharged
) three patients routinely discharged .
71 under 7t ‘two patients prematurely discharged
one patient routinely dischirsod
76 under two patients premsturely discharged
Over 81 years two patients routinely discharged

four patients prematurely discharged

Fig. l.--One hundred presaturely discharged patients compared with one hundred
routinely discharged patients from Louisville General Hospital imn July 1946 by age

distribution,
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the groups were roughly similar in age distribution. There were few old
teoplo, compared to the large group in both study and comtrol groups who
ere of mature, productive years. Almost equal numbers, sixty~-three pre=
maturely discharged patients and siity-six routinely discharged patients,
fell between the ages of twenty-one and sixty years, the age of greatest
pconomic productivity.
rhe fact thatrthere were 8o few patients over sixty-five years of
pge may be siplained by the fact that we are studying patients of an acute
surgical service. Persons in this age group are less likely to suffer
from diseases requiring surgical treatment, on an emergency basis. Most
of them reguire treatment for chronic diseases which is more frequently
Fiven on the medical wards. This was even more true during curtailment.
Actually, because of the curtailment of medical service on medicine to a
ﬁinimum, chronic disease sufferers cannot be treated at Louisville General
Hospital in any substantial numberse.
However, some of the surgical patients studied were chronically
i1l persons hospitalized for treatment of an exacerbation of a chronic
condition, or for an acute il;ness or accident not associated with the
chronic disease, Primarily, however, the patients in our grouﬁs were ac-
tive, young and middle-agéd persons, suffering from acute illness or from
Fccidontal injuries, |
The age of patients becomes important under some circumstances,
Disability due to accident, or following an operation, becomes a very

much more serious problem to the men beiween iwenty and sixty years of

age who have a family to support, than it is to a young child whose

-
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support is assured whether he is ill or not. The single man over sixty, |
who is employed, is also greatly handicapped by illness. However, for
the most part, the men in the study group of prematurely discharged pa-
tients over sixty-five years of age were not gainfully employed. Many of
the older women, likewise, were no longer in the labor market, being pro-
vided for by relatives, savings, insurance, or relief funds from the com~
munity.

| It is the younger women, for whom illness means loss of working
time in the home, or in outside employment, that suffer most from scute
illness, For them the number of days spent in bed is crucial. It may
mean the loss of a job, going into debt, or letting the house and chil~
dren suffer for lack of care and supervision.

For such a group of mature, productive people an acute or chronic
illness, requiring even a short hospitaligzation and an extended period of
convalescence at home after discharge, is a catasfrophe. The members of
this group are frequently sole wage-earners for a fagnily, and are most
seriously handicepped if illness becomes permanent disability, or a

chronic disturbance of general health and physical or emotional efficieny.
STATISTICS ON LENGTH OF HOSPITAL STAY FOR STUDY AND CONTROL GROUPS

The hypothesis on which this study of premature discharges was
undertaken was that curtailment made certain differences in the treatment
of patients at General Hospital, after July 1946, end that these differ=-

ences could best be illustrated by the service rendered the patients who

woere selected by the doctors for premature discharge. Therefor ]
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comparison of length of hospital stay was made for the study and contr;i
groups as a whole, first; then by ward divisions; then by presence or
absence of an operation or actual surgical intervention of any kind; and
finally by special services and individual diagnoses,

For the four surgidal wards, white and colored, male and female,
it was found that one hundred patients prematurely discharged had tot-
alled 1,055 days of hospital care, an average of about ten and one-half
days per patient, This includes the entire one hundred patients. Im
this group there were several patients who were discharged before they
should have been in the opinion of the doctor, but who remained in the
hospital wards, prinéipally because they had no home or community re-
source in which to spend their convalescence. When these persons are ex-
cluded from the count, the general average for all prematurely discharged
patients was found to be almost nine days.l

The one hundred routinely discharged patients stayed a total of
1,264 days or an average of almost twelve and two~thirds days. However,
when the unusual case in this group is disoarded2 the average becomes just

a little over eleven hospital days for ninety-nine routine discharges.

lrnese patients were older than the average age for prematurely

discharged group, and suffered with complicated illness, prostatectomy,

with acute urinary retention and extravasation (a complication which re-
quires extended care and bedside nursing); cholecystectomy, complicated

by food retention difficulties which could not be managed at home; gas-

trostomy following lye poisoning to throat, stomach and mouth, and which
later necessitated rib resection; and a radical mastectomy for carcinoma
of the breast.

2This patient stayed 165 days for diabetes, otitis and a degenera-
tive condition of the liver, before his routine discharge.
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In considering these average lengths of hospital stay it should
be noted that there were in the routinely discharged group (as in the
prematurely discharged group) a gréat many patients who stayed two days
or less, and yet were discharged according to medical advice, their hospi=«
tal treatment considered at an end. Therefore, a majority of patients
stayed less than five days, whether their discharge was considered by the
medical staff premature or routine. For instance, fifty-nine of the rou=~
tinely discharged patients stayed less than five days, while forty=three
of the prematurely discharged patients stayed less than five days in the
hospital for their original admission. |

Tables 3 and 4 show the length of hospital stay for certain spec~
ial services, for the prematurely and routinely discharged groups under
consideration., They show that in general the larger groups of patients
from either group who stayed under five days were those on the general
surgery service. Proportionate groups in study and control groups stayed
relatively short stays on orthopedic service, with a few more hospitalize-
tions between eleven and fifteen days for the prematurely discharged group
than for the routinely discharged group, contrary to expectation. There
is & considerable difference in the stay of the several eye patients and
general medical se;vice pétients in the study and control groups; there
are more longer stays in the routinely discharged groups than in the pre~
maturely discharged groups. Genito=urinary patients stayed for longer

stays in the prematurely discharged than in the routinely discharged

troup. It was the gynecology service which showed the greatest differ-

nce in length of original stay. The stays were longer in the prematurely
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TABLE 3

LENGTH OF HOSPITAL STAY FOR ONER HUNDRED PATIENTS PREMATURZLY DISCHARGED FRCM LOUISVILLE
GENBRAL HOSFITaL, JULY 1946, ACCORDING TO SPECIAL SURGICAL SERVICE

SEETECEETE

NmboﬁFPntients on Special Surgical Services B
Gen. Gen.: Proctol= Genito=-  Interval
vays Stay Surge Ortho, Gyns ___Med, Bye ogy Urinary _ Totals
0 thru 5 days 18 15 3 1 1 4 1 43 patiente
6 thru 10 days 9 4 17 2 1 1 24 patients
11 thru 15 days 4 8 4 1 17 patients
16 thru 20 days 1 1 patient
21 thru 25 days 2 2 4 patients
26 thru 30 deys 1 1 2 patients
‘31 thru 35 days 1 1 2 patients
36 thru 40 days 1l 1 patient
41 thru 45 days 1l 2 3 patients
46 thru 50 days \1 1 patient
51 thru 55 days 1 1 patient
56 thru €0 days O patients
é1 thru 65 days 1 1 petient
Totals 37 29 17 5 2 5 5 100 patients
pta. ptse "pts. pts. ptse. pts. pte,

Total days per 368 290 175 55 8 21 159 1076 days for
special service days days days days days days days 100 patients
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TABLE 4

LENGTH OF HOSPITAL STAY FOR ONE HUNDRED PATIXNTS ROUTINELY DISCHARGED FROM LOUISVILLE
GENEHAL HOSPITAL, JULY 1946, ACCCRDING TC SPECIAL SURGICAL SERVICE

Number of patients on Special Surgical Services

© Gene Gen. Interval
Days Stay Surg. Ortho, Gyn. __Neuro,  Med, Eye. Proct. G-U,  Totals
- 0 thru 5 days 32 13 6 2 3 2 1l 59 patients
¢ thru 10 days 6 3 5 3 1 1 19 patients
11 thru 15 deys 2 2 1 1 3 9 patients
16 thru 20 days 1 ‘ A 1 patient
21 thru 25 days 1 : 1 2 patients
26 thru 30 days 1 1l patient
31 thru 35 days 1 1 1 1 4 patients
36 thru 40 days 1 1 patient
41 thru 45 days 1 : 1 patient
4¢ thru 50 days ) ' 1 1 patient
51 thru 55 deys O patients
56 thru 60 days 2 ' v 2 patients
61 thru 65 days O patients
' Over 65 days 1% 1 patient
rotals 46 19 “12 6 5 1 1 4 100 patients
pts. pts. pts. pts. ptas. pts, pte. pte.
Total days per 676 102 70 27 201 85 - 4 105 1270 days for
special service days - days days days days days days days 100 patients ‘

*This patient had diabetes, otitis, and a degenerative condition of the liver, which
necessitated his staying in the hospital for 165 days before routine discharge,
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discharged group than in tha:routinely discharged group of patients; con-ﬁ
trary to expectation, as half of the routinely patients on this service
stayed less than five days, as compared with about one~sixth of the pre-
maturely discharged group of gymecology patients who stayed this short a
stay. while half of the routinely discharged gynecology patients were in
the hospital between six and fifteen days, eleven of the seventeen pre=
maturely discharged groups on this service stayed this length of time,
for their original admission, and three more prematurely discharged pa-
tients stayed between sixteen and twenty-five days. when the total nnm;
ber of dajs is computed for each service it may be seen that general sur~
gery, eye, general medical patients stayed longer in the routine group,
and the other services in the premature group of patients.

when one hundred patients prematurely discharged were inter-
viewed and their medical records were checked, it was found that twenty=
four patients on female surgical ward stayed an average of eleven and
seven~twelths days. <1his was a longer a;erago than that of the female
white group, who stayed eight and three-sixteenths days on the average.
Together the female patients, whether white or colored averaged about ten
days. ‘The genersl male averasge for colored and white patients was ten.
The colored men in the stﬁdy group stayed seven and one-half days, and
the white men stayed longer, tweive and ome~-sixth days. The accompanying
table shows the relationship of color and sex to length of stay for the
study group of prematurely diecharged patients.

Before proceeding with an analysis of the length of stay cbtain~-

ing in study end control groups fer certain specific diagnoses, it is
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interesting to see what spacial services claimed our patients in both
groups. For the purposes of this study the patients were divided into
those on general surgery, including many operations, not localized to any
portion of the body, and to certein accidental injuries, etc., and ill~
ness which may be best classified as general surgery. The other spec~=
ialities are orthopedics; gynecology; neuro-surgery, invelving brain,
spinal and other work with nerve centers; eye; proctology; and gemito=
urinary services. For purposes of clarification of the meaning to the
surgical wards of curtailment, another group must be included; the pa-
tients admitted to surgery because of overcrowding of the medical wards;
who were not in need of surgery. As they were admitied to surgicel ra- -
ther than to medical service, they became a small part of the study and
control groups. Table 5 shows the comparative numbers of patients ad=-
mitted to each special service of surgery.
From the accompanying Table 5 it is interesting to‘note that the
numbers admitted to those specialties claiming the smaller number of pa=
tients are roughly gimilar for the two groups however discharged. Thus
General Medicine claimed five prematurely and five routinely discharged
patients, while proctology, genito=~urinary and eye service also claimed
very few patients from aaéh group. In other words, the same services
claimed the greater proportion of both groups of patients.

The diasgnoses of the two groups of patients are practically iden~

tical, whether the patients were discharged prematurely or routinely.

tost of gynecological patients, for instance, were treated for conditions

hich necessitated hysterectomies, and the genito~ur )
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TABLE 5

GENERAL HOSPITAL'S SURGICAL SERVICES ON WHICH ONE HUNDRED
PREMATURELY DISCHARGED PATIENTS AND ONE HUNDRED
ROUTINELY DISCHARGED PATIENTS WERE ADMITTED

IN JULY 1946
— e
PREMATURELY DISCHARGED ROUTINELY DISCHARGED

‘1OTAL 100 TOTAL 100
General Surgery® 37 : 46
Neuro-surgery _. 2 6
Orthopedics 27 19
Gynecology 17 12
General Medicine

(non-cperative surgery) 5 5
Eye 2 7
Proctology 5 1
Genito-Urinary | 5 4

*The totals are compiled for incidence of primery diagnosis.
There were several patients with multiple diagnoses, particularly many
of gynecology patients, who were hospiialized for fibroid tumors, sale
ringitis, ovarian cysts, and who underwent hysterectomies and ceuteri-
gations of the cervix,
The incidence of diagnoses can be found in later tables.
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usually in the hospital because of acute urinary retention with extravasa-

tion or prostatectomy with complications. Practically all the orthopedic
patients in both groups were in the wards because of accidental fractures,
aelthough there were a few cases of osteomyelitis, synovectomy, and cepsu=~
lotomy in the prematurely discharged group. Neuro-surgery beds were ocou=
pied by accident cases, usually of childrem, with fracture of skull, sus~
pected or proven by X-ray studies. General medical patients had a variety
of diagnoses, usually carcinoma, diabetes or some complication of these
diseases, In the two groups of patiente the portion of those on ortho=
pedics and those on general surgery are reversed for prematurely and rou-
tinely discharged groups.
The specialties are allotted a certain number of beds, according
to the expected number of patientes per service, and the expected turn~
over, for guch patients. For instance, ten beds are reserved for elec~
tive hysterectomies, but other services are not so fortunate., In fact,
gynecology is the only service with reserved beds for a certain class of
patients. the beds on surgery have to be devoted largely to accidental
injuries, as Table 5 shows, and to emergency surgery, which together
eccount for the preponderance in both study and control groups of pa-
tients on orthopedics and\goneral suréery.

When diagnoses are considered, it is interesting to note that in
the prematurely discharged group twenty=-six of twenty-nine patients on
orthopedic service were fracture cases; in the routinely discherged group

sixteen of the nineteen orthopedic patients suffered fractures. For the

prematurely discharged patients the most frequent reason for their
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NUMBER OF PATIENTS ADMITTED TO EIGHT SURGICAL SPECIALTIES AT
LOUISVILLE GENERAL HOSPITAL JULY 1946

ONE HUNDRLD PREMATURELY DISCHARGED PATIENTS COMPARED YITH
ONE HUNDRED ROUTL.ELY DISCHARGED PATIENTS

9¢

NEURO=SURGERY 2 | Patients
SERVICE 6 | Patients
GENITO-URINARY 5 | Patients
SERVICE : 4 | Patients
PROCTOLOGY 5 | Patients
SERVICE 1l | Patient
LYE-SERVICE 2 | Patients
7 | Patients
GEANERAL MEDICINE 5 | Patients
{non-operative S | Patients
surgery) _
GYNECOLOGY ' 16 | Patients
SERVICE 12 | Patients
ORTHOPEDIC 28 | Patients
SERVICE 19 | Patients
GENERAL-SURGERY

SERVICE

d 5 10 15 20 £5 30 35 0 45

— Prematurely Discharged

Routinely Discharged

Fige 2.~~Comparison of prematurely and routinely diecharged patients by number of patients
admitted to surgical services at Louisville General Hospital, July 1946,
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hospitalization on gynecology service was for hysterectomy, which

claimed thirteen of seventeen gynecological patients. In the control
group of routinely discharged patienits only two of the twelve gynecology
patients were hospitalized for this reesson. The average stay for pa-
tients in this prematurely discharged group was longer, fourteen days,
than for the two routinely discharged patients, for what reason it could
not be determined.

In the divieion of gemeral surgery the prematurely discharged pa~
tients with amputations and hernierrhaphies stayed longer than other pa-
tients on the service. In this division second degree burns, breast dis-
orders and cellulitis patients had the longest period of original hospi=-
talization among gereral surgery patients routinely discharged.

The length of stay for special services on surgery for premature-
ly discharged patients are found im the following tables, showing inci-
dence of diagnosis and total hospital stay for the special services,.
Similerly, the length of stay per service and diagnosis is analyzed in
duplicate tables for routinely discharged patientis.

In the prematurely discharged group amputations end herniorr-
haphios required the longest ;yorage stays in division of general surgery.
Fractures and hysterectomios were the next two most costly diagnoses in
terms of length of»original hospitalization, if the unusually long hespi-
talizations for gemito-urinary disturbances are discarded from the one
hundred prematurely discharged patienmts. If they are included the five

patients on genito~urinsry service had the longest aversge stay of all

prematurely discharged patients, thirty-one and one~half days.
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The figures on length of stay for various types of fractures re- |
quire some explanation., Fractures of the leg and hip accounted, among
those prematurely discharged, for an average stay of about nine days per
patient, while arm fractures or those of the wrist required only three
days or so. Obviously the patient with a b:okan leg or hip in long leg
cast or traction is much more difficult to care for at home and requires
skilled nursing care longer because he is helpless, Skull fractures, on
the other hand, left the hospital soon after admission to meuro=surgery.
According to the medical records, in most cases this was because many of
these patienis were admitied in shock immediately afier an accident be~
fore X-ray studies were complete; when X~ray studies proved negative, in
a majority of prematurely discharged patients, they were discharged and
not held for the customary period of longer observation. Routinaly end
prematurely discharged patients with skull fractures were kept appro;i-
mately the same average, between one aend two days.

Average length of stay for those illnesses which caused the long=-
est or moét frequent hospitalizations were compared with the statistics
of New York City municipal and voluntary hospitals, which were compiled
for discharges from all typo; of hospitals in the New York metropolitan
area in 1933.> In the appendix a comparison of these figures is made. In
general Louisville;s average stays for both prematurely and routinely
discharged groups of patients in the summer of 1946 are much shorter than

corresponding hospitalizations for similar conditioms in New York

3Neardorf, Hospital Discharge Study, (Mew York Welfare Council,
1933’ Appendix X, Vol. I.
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‘thirteen years ago. Part of this may be due to the general trend in hos=

pital surgery to dismiss patients earlier. However,the resulis of this
comparison of hospitalizations per diagnosis show the great difference
curtailment has meant to Louisville patients.

Average stay for certain illnesses and operations apparently
causing the longest hospitali;ations among prematurely discharged pa-
tients were compared to the statistics of New York City's municipal and
voluntary hospitals, which were compiled for discharges from all hospi~
tals in the metropolitan area in 1933.  In general the averages for
Louisville General Hospital are shorter than the New York averages. This
is to be expected for routinely discharged patients as well as premature-
ly diacharged patients of the Louisville study, because of the curtail-
ment policy which affects all groups in the hospitale There is also the
factor of the change in surgical practice since 1933 when the New York
figures were collected; many more surgeons are urging even private pa~-
tients to recuperate faster than they did e decade ago. However, it is
still & great differential between Now York and Louisville patients with
the same diagnosis. |

The comparison of ce;tain diagnoses® average hospitalizations in
New York and Louisville méy be examined in detail in the appendix. From
the facts certain éroups of patients appear to be particularly affected.
The patients with possible skull fractures were the moat notably dispare
ate groups, As the general average for Louisville patisnis routinely

discharged was only 6 1/6 days, while in New York 62% of the patients

with this diagnosis were in the hospital from 15 to 30 days and 19 from _
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'8 to 14 days, while another 124% were in the hospital from 31 to 60 days?

Fractures of the skull in New York ranked first in mortality raetes among
this group of patients studied from all voluntary and municipal hospitals
in 1933, with 29.1% of the patients dying, while fractures of pelvis and
spine followed in very much lower figures.5 Seventy of the 1,661 deaths
in New York which were due to fractures of any kind concerned children
under five years of age, and 50 of these deaths were due to fractured
skulls, In Louisville in a group of 315 prematurely discharged patients
studied in the course of this investigation, under curtailment since July
1946, there were several children admitted with possible skull fractures,
later proved negative or not serious by X-ray studies, and the patients
were almost all sent home with a atay under five days in the hospital,
and an average stay of about 1} days. In New York it was found in 1933
that 90% of ell the deaths due o skull fracture occurred shortly after
hospital admission, and 72ﬁ% of those due to fracture of pelvis, and
about 587 of those to fracture of the spine also occurred in the firsi
 'week after hospital admission. Thus the Louisville staff's decisions to
send persons home prematurely was based on previous practice with these
patients., If death did not éceur suddenly or during the first week af~-
ter admission, there was reasonable safety in returning the patient pre-
maturely to his hoﬁe, to await observation of further difficulty. In New

York it was found in fracture ceases that the danger of death from fracture

41bid.

J1bid., Vol. II, pe 1l4s
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of any site, particularly of skull fractures decreased steadily and
quickly after the first week following the accident and emergency ade-

mission.6

In Louisville there were many possible skull fractures ruled
out from emergency slinic, which were not admitted at all to the crowded
wards and, therefore, were not part of this study; this fact makes abso=
lute comparison between Louisville and New York patients impdbaible.

In general the New York study concerning length of hospital stay
was quite interesting, as they could.compare such factors as economic
bracket, place of residence in the metropolis, type of diagnosis, and age
for all their patients in voluntary and municipal hospitals aliko.7 They
found that “the main determinant of length of stay was the diagnosis of
the patient.'a Among diagnostic groups where the majority of discharges
ocourred in first week of hospitalization were chronic infectional hyper~
trophy of tonsils and adenoid, non-malignant neoplasms, fractures of the
upper extremity, abortions, malignant neoplasms, deflection of the sep-
tum, and hemorrhoids. As they point out these are not all minor condi-
tions; but somotimes, ae in the case of the cancer petients, indicate
“transitional hospitalization during the lengthy course of the sickness M’
Malignant neoplasms wers als# in the top of the list of diagnoses causing

10

over-long hoepitalizationh, two months or more;™ as were fractures of the

6Ibido’ Vol. 11, P 114,

TIpid., Vol. I, p. 113, £f.
Ibido’ Pe 110

IInig., pe 111

10_ ..
Ibid., p. 111
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lower extremity, tuberculesis of the respiratory system, osteomyelitis,
etc. In the New York group over-long stays were not always due to chron=
ic disease, but often to protracted hospitalization for typical acute
conditions, such as fracturs of the hip or pelvis. In New York a direct
correlation between age and length of hospital stay was shown, and there
were increasingly higher proportions of longer stays in each of their di-
agnostic groups as age advanced.ll Contrary to the New York investiga=-
tor's expectations, financial status -was not found to correlate with
length of stay for certain diagnoses,

The New York study was not able to distinguish in the matter of
readmissions which patients were readmitted to hospitals for the same
illness (a matter of transfer, ocourring very seldom in Louisville, where
there is but one municipal hospital) and those readmitted to other hospi-
tals for recurrences or complications of the originel illness, Therefore,
their figures are not meaningful to their study as a whole, nor to us in
comparing Louisville's experience on readmissions to General Hospitale
The consensus in the New York study on length of stay is worth
notingslz

Length of stay for non-operative putients covers a variety of situa=
tions such as those of the patients who came to the hospital for final
diagnostic statements, patients who started a medical therapeutic
treatment there to be continued at home, and patients vho have to be
hospitalized for e protracted medical treatment. « . »

In most instances of major surgery, hospital service of two to four

wesks is needed to provide patienis with the necessary post-operative
care. In case of appendectomy, surgical technique has been developed

17pid., p. 113,

121h44,, Vol. III, pp. 77-78-19.
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to such an extent that most of these patients may leave after less
than two weeks' stay, in many instances about eight days after the
operation. Approximately 25% of patients. . . .operated in a non=-
acute stage and thus presenting favorable conditions for rapid re-
covery, were discharged within the first two weeks., . . .Data on
length of stay of operated patients are significant for the post~
operative care of the conditions involvede « « o
In considering the accompanying tables on average length of hos=-
pitalization for diagnostic groups in the study group of prematurely
discharged patients it is interesting to compare them with the companion
tables on the one hundred routinely discharged patients in the control
group, The premature group actually had longer average admissions to
general surgery special service for four diagnostic groupingss lacera-
tions and abscesses; hernias; stab and gunshot ;;unds; and appendicitis
and appendectomy. ‘the routinely discharged group had longer averag; stays
in this division for amputations and the category "all other diagnoses."
The range of stay was very widespread as was shown in Tables 3 and 4,
when the average length of hospital stay for patients admitted on
orthopedic service is compared for study and control groups, it can be
seen that on the average the prematurely discharged patients stayed for
four days longer on the wards than the routinely discharged patientes were
kept on this special surgiocal service. Routinely discharged patients
stayed on the average aboﬁt half the average stay of the prematurely dis-
charged patients, though prematurely discharged patients with arm and
wrist fractures were discharged after twice the average length of hospi-
talization of patients in this category who were routinely discharged.

Routinely discharged patients stayed an average of two more days, or one~

third again as long, as the prematurely discharged patients. However,
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"TABLE 6 PART I

INCIDENCE OF DIAGNOSES BY TYPE OF SURGICAL SPECIAL{Y: GENERAL SURGERY®™
FOR ONE HUNDRED PATIENTS PREMATURELY DISCHARGED IN JULY AND AUGUST 1946
SHOWING LENGTH OF AVERAGE STAY AND TOTAL DAYS STAY PER DIAGNOSTIC GROUP

No. of Average Length of Total
biagnosis Patients Hospital Stay by Days Days Stay
Total 37 General Average 10 da. 368 days
Lacerations, with repair 8 2 3/4 days 22 days
Hernias and herniorrhapy 7 14 days 99 days
stab wounds 4 3 3/4 days 15 days
Appendicitis,appendectomy 3 8 2/3 days 26 days
Ulcer, skin graft 3 4 2/3 daye 14 days
Amputations 2 27 1/2 days 55 days
All other diagnosesb 10 13 7/10 days 137 days

8Gf. Part IV from which the number of patients on the service is
teken, Similar tables will be shown immediately for the other specialties,

bThese diagnoses included four unusually long stays for gastros-
tomy, cholescystectomy, cellulitis and burms with grafting (patients al-
ready mentioned in the foregoing computation of the average length of
stayl ‘This group also included, however, diagnoses requiring short stays
ranging from one day through seven days for other patients, having a var-
iety of diagnoses, including mestectomy, trigeminal neuralgia, excision
of sebaceous cyst, etcs

the general average for orthopedics as a whole show that the premasturely
discharged patients were hospitelized 10 daye while routinely discharged
patients were hospitelized en average of 6 dayse Therefore, total days
stay was greater for the study group of prematurely discharged patients

than for the orthopedic patients in the routimely discharged category.
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TABLE 6 PART II

INCIDENCE OF DIAGNOSES BY TYPE OF SURGICAL SPECIALTY: ORTHOPEDIC SERVICE*
¥OR Onk HUNDRED PATIENTS PREMATURKLY DISCHARGED IN JULY AND AUGUST 1946 _
SHOWING LENGTH OF AVERAGE STAY AND TOTAL STAY PER DIAGNOSTIC GROUP

AT LOUISVILLE GENERAL HOSPITAL

L —— 4

i i No. of Average Length of Total
18gnosis Patients Hospital Stay by Daye Days Stay
Total 29 General Average 10 Da. 290 days
Fractures 26 ;
fractures of leg, hip 17 15 deys 234 days
fractures of arm, wrist 3 6 2/3 days 20 days
fractures of skull 2 1 1/2 days 3 days
fractures of other bones 4 3 1/2 days 13 days
Osteomyelitis 1 4 days 4 days
Capsulotomy of Knee Cap 1l 12 days 12 days
Synovectomy of Knee Cap 1 4 days 4 days

*Gf, Part. IV from which the number of patients is taken. Cf.
rart I, The renge of stay on orthopedic service was from one day through
gixty~four days.

This same thing is shown by the table on the next page on‘gyne-
cology petients' average stay in the premature group, and in its companion
table on routinely discharged patients. The total d;ys stey is more than
twice as great for prematurely discharged patients on this specialty as
for routinely discharged patients. Again we find the general average for
prematurely discharged gynecologicel patients with hysterectomy or other
diagnosis is much 1onger than for routinely discharged patients; eleven

days average as against five and five-sixths days for routine group.

Hysterectomies were the only sitrictly comparable single diagnostiic groups
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TABLE 6 PART III

INGIDENCE OF DIAGNOSES BY TYPE OF SURGICAL SPEGIALTY: GYNECOLOGY

FOR ONE HUNDRED PATIENTS PREMATURELY DISCHARGED JULY 1946, SHOW=.

ING LENGTH OF HOSPITAL STAY BY AVERAGE NUMBER OF DAYS AND TOTAL
STAY LOUISVILLE GENERAL HOSPITAL

No. of Average Length of Total
Uiegnosis Patients Hospital Stay by Days Days Stay
Total B General average 11 Da. 175 days
Hysterectomy 13 - 13 3/4 days 165 days
Pelvie Inflammatory :
Disease 3 2 2/3 days 8 days
Foreign Body in Uterus k1 2 days 2 days

*fhe remaining services with a small number of petients pér ser-
vice will be tabulated in Part IV, by service rather than by individual
diagnoses.

common to both control and study groups. Besides this diagnostic group,
however, other groups spent longer in the hospital in the routinely dis~
charged group than in the prematurely discharged group. The severity of
the routine patients' diagnoses is probably the explanation of this fact.
Other specialties on surgery present an interesting comperison be-
tween average lengith of hospitaliszstion for patients in the study and con-
trol groups. For Ganeral‘nsdicino (or non-operative surgery) the aversge
stay of the prematurely discharged patients was eleven days, and of the
routinely discharged group, forty days, principally because of one pa-

tient who had to stay 165 days. Routine stays on eye service were longer

than prematurely discharged patients spent. Proctology bad so few pa-
tients no real average could be computed, but the figures were similar |
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‘TABLE 6 PART IV

INCIDENCE OF PATIENTS ON SPECIAL SURGICAL SPECIALTIES: GENERAL MEDICINE
{NON-COPERATIVE SURGERY), EYE, PROCTOLOGY, AND GENITO~URINARY SERVICES
SHOWING LENGTH OF HOSPITAL STAY BY AVERAGE NUMBER OF DAYS STAY AND
TOTAL STAY LOUISVILLE GENERAL HOSPITAL
FOR PREMATURE DISCHARGES

8 Servi No. of Average Length of Total
urgical Service Patients Hospital Stay by Days Days Stey
Total® 100 General Average 1076 days
_10 3/4 days
General Medicine '
(Non-operative surgery) 5 11 days 55 days
Eye Service 2 4 days 8 days
Proctology Service 5 4 1/5 days 21 days
Genito~Urinary Service 5 31 1/2 days 159 days
Total for General Surgeryb 37 10 days _ 368 daye
Total for Orthopedics® 29 10 days 290 days
Total for Gynecologyd 17 11 days 175 days

&This figure is the grand total for all speéial services, in-
cluded in the four separate parts of this sectional table.

bTotals transferred from Part I of the table for cumulative total,
®Potals transferred from Part II.
dTotals transferred from Part III,

for the two groups. Genito-urinary stays were invariably lomg in both
groups, being several days ;onger in the prematurely discharged group

than in the routine discharges. There was only one neuro~surgicsl pa-

tient in the premesture group, and he was counted in general surgery for
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 PABLE 7 PART I®

INCIDENCE OF DIAGNOSTIC GROUPINGS BY SPECIAL TYPE OF SURGERY
GENERAL SURGERY
FOR ONE HUNDRED PATIENTS ROUTINELY DISCHARGED IN JULY AND
AUGUST 1946 SHOWING LENGTH OF STAY (AVERAGE) AND TOTAL
STAY PER DIAGNOSTIC GROUP AT
LOUISVILLE ‘GENERAL, HOSPITAL

e ———

Diagnostic Group on No, of Average Length of Total
Special Service Patients Hospital Stay by Days Days Stay
Total 46 General Average 9 Da. 409 Days
Lacerations, abscess 10 ‘1 3/5 days 16 days
Herniorrhaphies 1 1 day 1 day
Stab, and gumnshot wounds 5 1 4/5 days 9 days
Appendicitis,appendectomy 4 6 1/4 days 25 days
Ulcer, burn and grafting 1l 37 days 37 days
Amputations 5 3 3/5 days 18 days
All other diagnoses® 20 15 1/7 days 303 daye

8cf, Table 6, Part I, which is a companion table to this table,
iglving comparable figures for the 37 patients prematurely discharged on
General Surgery service during the same period of time,

bIn the accompanying tables on routine discharges, gynecology,
orthopedics, will be separated as General Surgery is here, by typical di=-
gnoses; while proctology, eye, genito-urinary, neuro-aurgery will omly
be summarized as they account for few patients.

®Tmese diagnoses included unusually long stays for cellulitis of
the ankle with skin graft; cystic breast; eczema of breast; thoracotomy;
agotomy for duodenal ulcer; and gasteroenterostomy for duodenal ulcer

d stenosis of the Jejunum; who were mentioned in the computation of av=
erage stay for this entire group of routine discharges. They may be com-
ared with the four prematurely discharged petients whose diagnoses are
iven in Footnote b of Table 6, Part I, This group included also, seve
ral patients who stayed only one day, as in cases of tuberculous abscess
f the neck, (inoperable); tenorrhaphy; or two days, as early gangrenous
iabetes; and tenorrhaphy of the finger,
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TABLE 7 PART IX

INCIDENCE OF DIAGNOSTIC GROUPS BY TYPE OF SURGICAL SPECIALTY sORTHOPEDICS#
FOR ONE HUNDRED PATIENTS ROUTINELY DISCHARGED IN JULY AND AUGUST
1946 SHOWING LENGTH OF AVERAGE LENGTH OF STAY AND TOTAL STAY
PER DIAGNOSTIC GROUP LOUISVILLE GENERAL HOSPITAL

Diagnosis No. of Average Length of Total
Patients Stay by Days Days Stay
Total 19 General Average 6 Da. 114 Days
Fractures 17 ;6 days 105 days
fractures of leg, hip 11 7 days 78 days
fractures of arm, wrist 2 3 days 6 days
fractures of other bones 4 5 1/4 days 21 days
Tenosynivitis 1 3 days 3 days
Osteotouy of tibia 1 6 days 6 days

#Cf, similar table on premature discharges on orthopedics, Table
6’ Part _II.

The range of stay on orthopedic service for this group of rou-
tine discharged was from one day, as in cases of fractured ankle and
fractured clavicle, to thirty~two days for a fractured femur. This range
was actually not so great as in the case of the twenty-nine orthopedic
patients who were discharged prematurely (range from one day through
sixty-four days).
that reason., The neurological group of six patients routinely dise~
charged stayed an average of six and one=-sixth days.

41l in all the average lengths of stay for premature patients
were ten and three-fouriths days, as compared with twelve and seven-tenths
days in the routinely discharged group. However, in many categories of
specific diagnoses, and on services which only admitted a small number of

patients, the premature patients averaged longer hospitalizations than

did patients with the same‘diagnoees in the routinely discharged groupe
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" TABLE 7 PART III

INCIDENCE OF DIAGNOSTIC GROUPS BY TYPE OF SURGICAL SPECIALTY: GYNECOLOGY
FOR ONE HUNDRED ROUTINELY DISCHARGED PATIENTS IN JULY AND AUGUST 1946
SHOWING LENGTH OF AVERAGE STAY BY DAYS AND TOTAL LENGTH OF STAY
LOUISVILLE GENERAL HOSPITAL

No. of Average Length of Total

Disgnosis Patients Stay by Days Days Stay
’Total 12 5 5/6 days 70 Days
Hysterectomy 2 1 1/2 days 23 days
Abortions (and miscarriage) 4 | 5 3/4 days 23 days
Cautery of cervix : 2 6 1/2 days 13 days
Carcinoma of cervix |

(redium therapy) 1 7 deys 7 days
Other diagnoses® 3 4 2/3 days 14 days

%This grouping included all other patients, cases suspension of
the uterus, endometrial hyperplasia for dilatation and curettage, and
cervical strain,

Important as the length of hospitalization is the length of time
which elapses beitween an operation and discharge. In the case of prema«
turely discharged patients this factor should be of even greater import-
ance than for the routinely discharged patient, for the general well=~
being of the patient, and considering his care at home after discharge.
In Table 8 are figures for one hundred patients who were prematurely dis=
charged. Eighteen female surgical colored patients who had operations
performed during hospitalization stayed an average of seven and one-sixth

days after operatione. The twelve patients on male surgical colored ward

in the study group, who hed operations, stayed seven and one<half days,
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TABLE 7 PART IV

INCIDENCE OF PATIENTS ON SPECIAL DIAGNOSTIC SURGICAL SPECIALTIES:
GENERAL MEDICINE, EYE, PROCTOLOGY, AND GENITO-URINARY, AND
NEURO-SURGERY SERVICES SHOWING LENGTH OF STAY BY AVERAGE
NUMBER OF DAYS STAY AND TOTAL STAY AT LOUISVILLE

GENERAL HOSPITAL FOR ROUTINE DISCHARGES

el s Tt b Lot T
Total® 100 12 and 7/10ths 1,270 Days
General Medicine 5 I ¢ daysb 201 days
(non-operative surgery) A )
Eye Service 7 12 1/7 days 85 days
Proctology Service 1l 4 days 4 days
Genito-Urinary Service 4 26 1/4 days 105 days
Neurology Service 6 6 1/6 days 37 days
Total for Gemeral Surgery® 46 9 days 409 deys
Total for Orthopedics® 19 6 days 114 days
Total for Gynecology® 12 5 5/6 days 70 days

%This is the grand total for all patiemts studied of the routine-
ly discharged patients om surgical service, the entire control group.

bThis average and total is so high in proportion to number of pa=-
tients on general medicine division of surgical service because of one
patient with diabetés, otitis, and degenerative condition of the liver
who stayed 165 days,

®These totals are transferred from the separate Farts I, II, and
IIi of Table T om routine discharges, immediately preceding this compara-
tive table. ‘

after operation, The white men stayed an average of about six and one=

half days, and the white women stayed an average of seven and two~fifths




/VER.GE STsY FOR ONE HUNDR:D PRENATURELY D OMN: HUNDRED ROUTTHELY DISC'LRGRD CURGIC.L PaTIL.ITS
ACCORDING TO SPECIAL SURGERY=-=-re-o-eemcmmceaaaoone LOUISVILLE Gi.ERAL HOUPIT L-JULY 1946
PREMATURE DI SCHARGES ROUTINE LTSCHARGES
PROCTOLOGY — 4 DAYS FOR |5 PATIENTS _ 4 DAYS FOR | 1 P.TIENT
0=URINARY 32 DAYB FOR 5§ 26 DiAYS FOR |4 PATIFNTS
TO-URI PATIENTS
EYE SERVICE _ 4 DAYS FOR |5 PATIENTS * 12- [4/7 Days
FOR |7 P TIENTS
GENERAL
ICINE , e
(NON=OPERATIVE 11 Day)3 FOR § 4 D..YS FOR | 5 PATIENTS
SURGERY ) P.TIENTS
GYNECOLOGY _ 11 DoY|S #¢R 13 _ 6-2/3 pD.YS FOR 12 |PATIENTS
PATILITS
ORTHOPEDICS —10 DAYS FCR |29 P.TILUTS — 6 DAYS FOR 19 PLTIEITS
GENERAL 10 DAYS FOR | 37 P.TIENTS — 8-2/3 DAYS |FOR 46
SURGERY PLTILNTS
NUMB:R OF nuslg 10 15 20 0 10 15 20

Fig. 3,==Average Stay per Surgical Service of Study and Contirol Groups

2s
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days after operation.

Most of the patients who had operations on female colored ward
had to have extensive surgery, including cautery of the cervix as well
as some type of hysterectomy. The patients on the male wards often had
herniorrhaphies performed, staying an average stay of five and two-fiftls
days after operation. The men who had prostatéetonies performed stayed
much longer on the average, probably due to the greater seriousness of
the operation itself and the chronicity of the complaints which require
such rsdical surgical intervention., 'fhe advanced age of these patients
might also have been a reason for prolonged hospitaliszation after opera-
tion, even in this prematurely discharged group of patients.

By contrast the patients with grafts for ulcers or burns were
discharged quite soon after surgery, from one to two days following oper-
ation. Amputations kept the patients longer after operation than most |
other surgical procedures. The same ratio between length of hospitaliza~-
tion and length of stay following surgery was noticed for the group rou-
tinely discharged, with more serious procedures requiring longer post-
operative stays. ‘the genera; post~operative average was longer for pa-

'tients routinely discharged than for those prematurely discharged.
INCIDENCE OF READMISSIONS FOR RECURRENCES OF ORIGINAL ILLNESS

Readmiesion is the term applied to the second or third hospitalie-
sation of the same patient. Ordinarily statistics are not kept in the

hospital record room at Gemeral Hospital about readmissions; each time a

patient i1s readmitted to the same or to another service of the hospital, |
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TABLE 8

LENGTH OF POST~OPERATIVE STAY FOR SEVENTY PATIENTS OF ONE HUNDRED PREMATURELY
DISCHARGED PATIENTS FROM SURGICAL WARDS AT LOUISVILLE GENERAL HOSPITAL
JULY 1946 SHOWING TOTALS BY COLORED AND WHITE MALE AND FEMALE
WARDS AND HOSPITAL STAY BY INTERVALS OF THREE DAYS

Hospital Stay Female Male Female Male Total Patients
(Interval by Days) _ Colored  Colored _ White _ #hite _ for 411 Wards
Total Days

One day (o} ‘2 2 7 11 11
Two days 2 0 0 4 6 12
Three days 2 3 Y 2 i 21

24 pts, 44 days
Four Gays 1 2 2 4 9 36
Five days 0 1 2 1 4 20
Six days 0 1 0 1 2 12

15 pts,. €8 days
Seven days 3 0 0 0 3 21
Bight days 3 0 1 2 6 48
Nine daye 4 0 0 0 A 36

13 pts. 105 days
Ten days 0 1 0 1l 2 20
Eleven days 2 0 0 2 4 44
Twelve days 1 ] 2 1 4 _48

10 pts. 112 days
Thirteen days 0 0 0 0 0 o
Fourteen days (o] 1 (o] 2 3 42
Fifteen days 0 (o] 0 0 ] )

3 pte. 42 days
Sixteen days 0 0 0 0 C o]
Seventeen days 0 (o] 0 0 0 0
Eighteen days 0 0 1 0 Yy 18

1 pt. 18 days
KNineteen thru Twenty=-one dayvs 0 pts. 0_days

»

Twenty-two days (o] 0 1l 0 1 22
Twenty=-three days 2 0 0 o) 0 0
Twenty=-four days 0 0 0 2 2 48

3 pts. 70 days
Twenty-five days o 0 0 0 0 0
Twenty-six days 0 1 o 0 Y 26

1 pt. 26 days

70 pts. 485 days
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he is simply counted as another “admission"™. Therefore, there were no

statistics on file with which to compare the readmission rate found
either in the study group of those patients prematurely discharged after
curtailment went into effect in July 1946, or in the control group of
those patients routinely discharged during the same period.

However, a comparison of the study and control groups themselves
was made f&r this important factor of readmissions. Readmissions indi~
cate a number of things about a patient: his degree of illness, the type
of care needed to continue or to complete his treatment, a recurrence ot
nie symptoms necessitating further treatment, sometimes a prolongation of
the iillness beyond ordinary expectations of the medical and nursing steff,
end sometimee they are indices to the patients' tolerance for illness.
From the foregoing it should be apparent that for any one petient & read=-
mission mey not show all these factors in his medical care; for some pa-
tients readmission will show plainly that tolerance for the illness has
broken down for physical and/or for emotiocnal causes, that the patient
has succumbed again to his illness to such an extent that he needs organ=
ized medical and nursing care. In other ceses the most important meaning
of & certain readmission may be the reflection that home care is not sufe-
ficient for this pgrscn's\needs at this time, or perhaps that he is act-
ually in worse condition than at the time of discharge and needs hospital
care, perhaps even more acutely than on the first admissions this is pri-
marily true of those patients in terminal stages of their illnesses who

must return again and again to the hospital, in spite of good care at

homee.
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In ihking this study of premature and routine discharges from

Louisville General Hospitsl, certain hypotheses were advenced, emong them
that readmissions, as a sign of difficulty emncountered in the course of
medical care, might be expected to re=occur more frequently and more
quickly in the patients prematurely discharged than in the patients rou=-
tinely discharged under curtailment.

For the purpose of the study only those readmissions were consid«
ered from the charts that were truly recurrences of the original illness
or expected complications; another illness; apparently unrelated to the
original diagnoses or to complications, was not considered in the tabulaw
ting of readmissions for either study or control group. Certain facts
mbout each readmission were comsidered; the length of stay of the original
diagnosed illness, the interval between original discharge and readmiss=~
ion, the length of readmission, and whether there were more than one read=
pission in the period under study, which was the six months following dis=-
charge for most of the patients (from July or Anguét 1946 through January
or February 1947).

In the premature group of patient; eighteen readmissions were
noted for twelve patients. These readmissions totalled ninety~eight hos-
pitel days, or an qvorage\of eight and one-sixth days per readmitted pa~-
tient, The total hospital stay, counting resdmissions of these twelve
patients, was 268 days, or an average of twenty~two total hospitel days
per readmitted patient. The average length of readmission was shorts four

of the twelve patients steayed less than three days on their return to the

wards., The length of originml hospitelization was of course short for
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TABLE 9

DISTRIBUTION OF HOSPITAL DAYS STAY FOR TWELVE PREMATURELY DISCHARGED
PATIENTS AND FOR ELEVEN ROUTINELY DISCHARGED PATIENTS READMITTED
TO LOUISVILLE GENERAL FROM JULY 1946 THROUGH JANUARY 1947

a—-— v e—
S — ama———

Length of Readmission g;:::::rzty g:::;::lz
One day under three days 4 patients 6 patients
Three days under five days O patients 1 patient
Fivé days under seven days 3 patients 0O patients
Sevén days under nine days 1 patient 1 patient
Nine days under eleven days 1 patient 0 patients
Eleven days under thirteen dayé 1 patient 0 patients
Thirteen days under twenty=-two days 1 patient 1 patient
Over twenty-two days 1 patient 3 patients

Total days readmitted stay

12 patients

98 days total

11 patients
157 days total¥

more than 26 days.

readmissions for prematurely discharged

patients,

*The total days stay for readmitted routinely discharged patients
is higher than that for prematurely discharged patients because of the
fact that one patient had to be readmitited 12 days after his first ad-
mission of two days for a 60=day stay, as a boarder, because of lack of
community facilities. Two other patients had hospital readmissions re-
quiring 30 days each. No one in the prematurely discharged group of pa-
tients who had to be readmitted had to remain for the readmission for

these readmitted pﬁtients, as can be seen from the accompanying figure on
Conversely their aver-
age length interval between original discharge and readmission, or be=

tween first readmission discharge and later second or third readmission,

was quite long. The average original admission stay for these twelve
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readmitted patients, prematurely discharged patients, was fourteen and

one=sixth daye, while their average interval between admissions and read=-
missions was twenty~-nine and one-half days.

For the routinely discharged patients in the conirol group the
problem of readmissions occurred also twelve times in eleven cases. This
is six times less frequently than in the twelve readmitted patients of the
prematurely discharged group, and one less patient was affected in the
control group than in the study group. This factor should be noted that
the number of readmissions was one-third greater in the prematurely dis~
charged patients than it was in the routinely discharged patients. They
spent 157 days in readmitted stays.

For the most part routinely discharged patients were readmitted
for shorter stays than was true for prematurely discharged patients. The
range of readmissions was from two days, the length of time that four of
the eleven patients stayed in this group, to eight days, sixteen days, up
10 sixty days. The average length of readmitted stay was thirteen and
one~twelth days, and the average stay per readmitted patient in the group
was fourteen and three-elevenths days. The total hospital stay for these
eleven readmitted patients vés 264 days, or an average of twenty-four
days per readmitted patieht who had been routinely discharged at original
admission. The median length of readmitted stay for this group of pa~
tients was two and one~half days, while the median length of readmission
for the prematurely discharged group of readmitted patients was six days,

The average original stay for routinely discharged patients who

had to be readmitted was nine and eight-elevenths days, while the average
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E;;orval between readmissions and original admissions' discharges was

twenty and eight~elevenths days. The figures for this group of read-
mitted patients are shown in the accompanying figure, showing length of
hospitalization before routine diacharge, interval before readmission,
length of readmission, and subsequent intervals and further readmissions.
Reasons for readmissions were exacerbations of original illness,
as in the case of sarcoma and carcinoma, eczema, gangrene duse to diabetes
or injury, etc.; complications of the original illness which was reacti-
vated to such an extent that readmission was necessary, as in cases of
gangrene developing at the site of an amputation, or ulcers developing at
the donor sites of grafting in burn cases, Sometimes readmissions were
clearly the result of mismanagement at homse, or of lack of convalescent
care in the community, In other cases recurrent illness seemed more re-
lated to poor medical care during original admission, or following prema-
ture or routine discharge, than to the nature of the illness; this seemed
true of the several patients who had to be readmitted for the excision of
foreign bodies from their original fractures or wounds, and for several
patients who were not completply diagnosed at the original admission,
This last factor of improper treatment asometimes seemed closely related
t0 the patients® uncooperﬁtiveness with the medical or nursing staffy
several of them had left against advice.

THE CLINIC CARE OF STUDY AND CONTROL GROUPS AT LOUISVILLE GENERAL
HOSPITAL, DISCHARGED DURING JULY AND AUGUST 1946

Clinic care is an important phase of the total care of any patient
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in ;‘;;glic hospital, or of any public medicel care program, for the ex-

pense of ward care is too great without the efficient use of the hospi-
tal's clinics., Not all patients require the same amount of personal care
at the time of their discharge from the ward, depending upon type of ill=-
ness or injury, how long they have been in the hospital, etc. The amount
and extent and complexity of clinic care may partially depend upon the
same factors. In making this study of prematurely discharged patients,
and comparing them with a control group of an equal number of routinely
discharged patients who left the hospital during the same weeks as the
study group, the hypothesis was advanced that the prematurely discharged
group would be found to need prolonged clinic care, in comparison with
the control groupe.

Prolongation and frequency of clinic care are not always found in
the same case, as infrequent clinic attendanée may be prolonged over an
extremely long and debilitating illnese; while often the patient whose
trouble requires him to come often, as many as three or four times a week
to surgery clinic to have a wound dressed, for instanéa, mey not have to
return to clinic more than two or three weeks before he is cured. There-
fore, prolongation and frequency of clinic attendance must be thought of
principally as indicators‘of whether the illness is serious and whether
the patient is following instructions regarding care after he leaves the
hospital. Frequency is perhaps a less accurate measure of the need of
care than is prolongation of clinic attendance.

The factor that concerned the investigator most, in regard to

clinie care of both groups of patients, however. discharged, was that so |
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many p;.tients did not return to olinic at all, and many oame only once.
This definitely meant that the hospital did not know what progress these
patients had made after premature or routine discharge from the ward.
This indioated a lack of cooperation on the part of somes of the patients
who did not return: a lack of proper mediecal or medical-social follow-up
work from the hospital itself or from public health units in the ocity and
|county which had been curtailed at the same time the ward service at Gen-
eral Hospital was curtailed. In general the indifference of the patients
;to ¢linic service in these study and eqntrol groups in Louisville is sim-
ilar to that of patient groups in many munieipal hospitals., It is one of
the most diffioult problems of ‘publio medioal care to effect a good medi-
cal follow-up of even the most seriously ill patients.

Clinie care is often dependent upon the condition of the patient

‘when he left the ward. If he was & bed petient upon discharge, the pa-

-tient would probably postpone clinic care, or perhaps overlook it entire-

‘ ly.

In the group of one hundred prematurely discharged patients, the
 investigator contacted seventy patients ‘.and the families of four patiez;bs
who died before‘ the investigation, making & total of seventy-four pa-

tients on whom information was secured. Six patients went to other hos-

pitals where they were given bed care., Fifty-eight of the seventy-four

!

. patients contaoted were disocharged from General Hospital with orders for
' bed rest. Most of these patients were cared for by relatives; only elev-
| en were ambulatory or partially ambulatory upon discharge.

In this study group of prematurely discharged patients who were
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‘visited all reported thet the doctors on the wards had 1nstruc£od them
before they left the hospitel as to proper care., Sometimes brief in-
struction had also been given to the person in the family who was to be
responsible for the patient's home care. Privete doctors were called by
fourteen of the one hundred prematurely discharged patients. These four-
teen patients were visifed a total of sixty-eight {times, or four and
six-sevenths times per patient on the average. This figure is roughly
comparable to the number of clinic visits made by other patients, as it
represents another type of medical follow=-upe.

Of the seventy-four patients in this group who were contacted
twenty~three patients made no c¢linic visite following their premature
discharge, while fifty-cne of the seventy~four returned to clinic ome or
more times. The general average for the prematurely discharged patients
was five returns to clinic, or about the same number of times required
for follow=up care by those wheo had privete physicians at their homes,

Twenty~six prematurely discharged patients could not be contacted
by the investigatdr, but their medical records revealed that they, too,
returned to clinic very rare;y. When the figures for contacted and non-
contacted groups of the prematurely discharged pétients are counted, sev~-
enty patients retu;ned 6n§ or more times, while thirty did not return at
all.

For the routinely discharged group of one hundred patients, there
Fere sixty=-six patients who returned to clinic one or more times, and

thirty-four patients who failed to return. The number of times that the

;naj ority of patients returned, in both study and control groups, ranged
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TABLE 10

NUMBER OF CLINIC VISITS FCR SEVENTY PREMATURELY DISCHARGED PATIENTS
AND FOR SIXTY-SIX ROUTINELY DISCHARGED PATIENTS OF LOUISVILLE
GENERAL HOSPITAL SURGERY WARDS FROM JULY 1946
THROUGH JANUARY 1947

Prematurely Routinely
Number of Clinic Visits Discharged Discharged

Patients Patients
One through six visits 53 patients 53 patients
Seven through twelve visits | 10 patients 6 patients
Thirteen thréugh eighteen visits 5 patients 6 patients
Over eighteen visits 2 patients 1 patient
Total Number of Patients 70 patients 66 ﬁatients
Total Number of Visits 335 visits 330 visits

between one and six visits. Fifty-three patients in each group of pa=
tients returned under six times to clinic. 48 can be seen in the accom=-
panying taple on the number of clinic visits for study and control groups,
this represents about two-thirds of those patients of both groups who
kept any clinic appointmeﬁts. When it is remembered that thirty prema~
turely discharged patients and thirty-four routinely discharged patients
failed to return at all to clinic, in spite of orders to do so, it can be
seen how littls the clinic facilities are used.

Only fourteen patients, including those from both study and coan~-

trol groups, had to attend to clinic more than twelve times, which is an
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extengife treatment procedure for surgical cases.

For the prematurely and routinely discharged patients, alike, the
greater number of persons returned less than seven times to clinic. Very
few persons returned more than twelve times to any one clinic. Some pa-
tients had to attend as many as three different c¢linics in order to ob~
tain follow-up care. The prematurely and routinely discherged patients
were quite similar in the matter of clinic attendance.

The scarcity of patients returning more than ten times to the
clinics after discharged, whether premature or routine, indicates again
what an acuteiy 111 group of patients we are considering, for it is
principally chronically ill persons who usually fill the clinies, for
long periods of time, Many of the patients interviewed said they were
feeling fairly well, or were trying to work, when the time for their
first clinic appointment came; they gave these reasoms for failure to
complete the outlined program of clinic cars. Others were not able to
get transportation to clinic at the proper time, and gave up attendance
because of its difficulties. Fifty-mine of the seventy-four prematurely
discharged patients intervieyed came back to clinic too few times to com-
plete treatment outlined by their doctors when they left the wards or
later when they returned fo clinics. At the time of the study medical
care was still not complete for some of these patients, and many who have
not completed care believe they are now well. About eightypercent of the
prematurely discharged patients failed to follow directions regarding

clinic care. Of course, there are some patiente whose illness is such

that though they have followed directions for care in clinic, their |
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medical care is still not complete; these patients should not be confu;;ai
with those who failed to follow directions.

Reasons for prolonged clinic care in either group are interesting.
Essentially the same factors seem to operate, no matter whether the pa-
tient was counted as a premature discharge or a routine discharge when he
left the hospital. The nature of the diagnosis is the prime determinant
of the type of clinic care needed. Burned patients, persons with infec~
tions from stab or gumshot wounds which required frequent dressings in
surgery clinic, had to return eighteen and twenty timea to clinic. An~
other diagnosis which caused trouble ﬁnd frequent visits, after premature
or routine discharge, were prostatectomy and cystoscopy; here we are deal~
ing with chronic disturbances and with delicately balanced organs of the
bodys it should be remembered that it was these same diagnoses which kept
both groups of patients in the hospital for the longest original stays,
end which in several cases caused their return to the hospital for read=-
gissioh after premature or routine discharge. 1In both cases of prostatec~
tomy age and general health were additional factors of importance in de-
laying recovery and in causiqg prolonged clinic attendance, often with
poor results for the patient,

In analyzing thosé prematurely discharged patients® records who
returned to clinic twelve times or more, in most instances it seemed that
a good choice had been made for premature discharge and prolonged clinic

care by which a saving of ward facilities could be effected. Patients

mneeding prolonged and frequent physiotherapy treatments, or treatment in

wvaricose vein clinic, could come to the hospital for a segment of each
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TABLE 11

DIAGNOSES CAUSING THE MOST FREJUENT CLINIC VISITS FOR ONi HUNDRED PREMATURELY
DISCHARGED PATIENTS FROM LOUISVILLE GENERAL HOSPITAL JULY 1946 AND
ONE HUNDRED ROUTINELY DISCHARGED PATIENTS
WITH REFERENCE TC THE SFECIAL
SURGICAL SERVICE

o

Nuzber of Patients average No. of
vervice and Diagnosis rrematurely Routinely Ciinic Visits
Discherged Discharged

Senile cataracts (eye) 1 20 visits

Burns, grafting (g.s.) - 1 19 visits
’ 1 18 visits

Arthritis and lumbar-sacral

strain (g. m,.) 1 15 visits
Lacerated wound of forearm (g.e.) 1 15 visits
Gunshot wound of wrist (g.s.) 1 13 visite
arthritis of wrist (tuberculcsis)

with amputation of arm (g.s.) 1 13 vigits
Zndocrine imbalance (g.m.) 1 12 visits
Cystoscopy and prostatectomy (g.us) 1 10 visits
Prostatectomy (g.u.) 6 8 visits
Amputation of fingers (g.s.) 1 7 visits
abscess of fingers for I. and D. 1 T visits
Duodenal ulcer and vagotomy (g.s.) 1 8 visits
acute sppendectomy (g.s.) 8 4 visits
Lacerstione (ge.e.) 7 4 visits
Fractures (orthopedics) 24 3 visits
Hysterectomy (gyn.) 13 3 visite
Saucerization of osteotomy 1 2 visits
Amputations (g.s.) 2 2 visits
Herniorrhaphy (g.s.) . 5 1 vieit
Ischic-rectal abscess (procto.) 3 none
Concussion of brain, craniectomy

contusions of head (meuro,) 3 none
Incamplete abortion (gyn.) 2 none
Diabetes, gan,rene (g.m.) 1 none
Sprained vertebras (ortho.) i 1 none
Penetrating stab wound of thigh (g.s2.) 1 none
Bowel obstruction (g.s.) 1 none
Fetal adenoma of thyroid (g.m.) 1 none
Appendicitis (g.m.) 1 none
Carcinoma of cervix (gyn.) 1 nome
Fractured Mandible (ortho.) 1 none
Varicose veins (g.e.) 1 none

shile thie is not a complete listing of all diagnoees for both groups it is
suggestive of those disgnoses where patients most frequently felt the need of con-
tinued clinic care after discharge; those diagnoses for which patients did not seek
clinic care,
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day, when necessary, and carry on their convalescence at home, better thay
on the hospital wards. Apparently these patients were cared for at home,
and did vory well with occasional visits to the c¢linies,

Certain operations and conditions required only a small average
number of visits to clinic after discharge, whether routine or premature.
Hysterectomies and herniorrhaphies were among the less taxing operations,
in this respect, even though the original hospitalization may have been
prolonged in relation to many premature and routine discharges' hospital~
izations. Clinic visits were apparently helpful in most instances, and
there were no complaints from the group of patients interviewed, about

the ¢linic routine or nursing, as most patients realized under what diffi-
culties the hospital was maintaining service. The expense of clinic
visits was heavy, however, especially for those patients who had to come
by cab or ambulance, and it was also very difficult for ill persoms to
come on the crowded busses and sireet-cars.

The accompanying table on the frequency of clinic visits by diag-
noses and surgical specialty shows the number of clinic visits in control
and study groupsji although it is not a complete listing of all diagnoses,
it is indicative of the illnesses which caused the most frequent, as well
as the least frequent cliﬁic attendance. Tt only indirectly measures the

extent or prolongation of clinic care.




CHAPTER IIX
A SUMMARY OF FINDINGS

As it has been shown in the chapter on the historical aspects of
curtailment at General Hospital, Louisville and Jefferson County faced a
problea of health administration which is apt to recur on tax-supported
medical programs, or tax-supported programs of other types, such as wel~
fare departments, institutions for the care of children, the aged, or
other special groups of the population dependent upon the general publiec
for their support. In many respects the Louiajille experience of cure
tailment, demanded by the reality of increasing costs of operation of the
Health Department which was not met with increased tax-support, has been
a common one in other communities in America. It must be realized that
the philosophy of general public social services and health services is
of rather recent development in the United States, where the philosophy
of political laissez-faire p#availed almost untouched until the depress-
ion of the 1930's and the\reorganization for war production and mobiliza-
tion of man=power in the second World War., Therefore, it is not surpris-
ing thatvlocal communities with such a laissez~faire outlook still pre-
vailing should still find it difficult to get tex-support for such public
welfare activities as public hospitals and clinics, nurses and doctors,

as well as for other needed social services.

T0.
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Progress in the social sciences is very slow and growth is often
a matter of political trends, such as the New Deal swing toward state in-
tervention in business, protection of labor and active Federal participa-
tion in the social services. Such trends also have a way of reversing
themselves through the inertia and uneoncern of the taxpayer. Therefore,
Louisville's experience is only typieal and is not necessarily a perman-
ent aspect of health provision for the citizens of Louisville and Jeffer-
son County, This does not imply, however, that a continued curtailment
of funds to be spent by the Health Department could be tolerated for very
long by the community without definite damage to the physical well-being
of a large group of citizens uﬁable to procure private medical care be-
cause of insufficient income, Medical care is increasingly expensive to
purchase individually, beocause of the highly specialized nature of the
practice of medicine and surgery of all types, and the prohibitive prioce
to almost the total community of véry special skills such as some opera-
tions, psychiatric consultation or treatment, ete, Therefore, it should
be a serious concern to the ¢itizens of any community whenever their
Health Department is unable to function properly due to any ocause, It is
particularly serious when this ocause is lack of governmsnt finanoing which
has already been planned by previous legislators, but which is not imple-
mented by tax appropriations in the proper amounts. The whole matter is
oconoerned with the tax-raising and budgeting functions of loocal, state
and even of Federal governments, but the diresct consequences will be felt
by the poorer groups of the population who must depend on the tax-

supported services for medical care.
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In this study the direqt results of curtailment of hospital ser=
vice at Louisville General Hospital has been examined from the experience
of t;o similar groupe of patients of the Hospital. We may assume that
each group was roughly similar in financial background, the section of
community from which they came, and the amount of other social services
they might have required. This assumption can be made from the previous
experience of the hospital administration and from the generally shared
fact of their eligibility to General. Hospital. The difference beiween
the two groups was an arbitrary one, the fact of premature discharge
after a hospitalisation, or of routine discharge. These terms were de~
fined by the physicians in charge, and in many cases it was apparent that
the terms were not very different in their meaning. For instance, the
length of hospital stay was very closely similer in the two groups when
patients in both groups with the same diagnosis were compared. In many
cases it is true, of course, that one patient may stay for a day with one
diagnosis and because of the general condition before injury or some
other factor may be quite ready for discharge and therefore considered a
routine discharge, while another patient with an identicel injury, from
the surgical poimt of view, Qight have a disposition to illness, a ser-
ious emotional or psychic\reaction to an injury or illness resulting in
psychosomatic eompiaints that might make hospitalization very desirable;
and if this latter patient is discharged after ome day's care in the hos=
pital, the doctors rightly feel they have discharged a patient premature-

ly, before he was ready to leave without risk to his future health.

Therefore, the concepts of routine and premsture discharge sre
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largely relative ones, whioh are subject to many variable factors in
each patient's condition or disposition., They are useful for comparison,
however, as they give us a method by which patients jho are treated under
& general curtailment of service may be studied.

Since ocurtailment meant that fewer patients could be served at
eny given time on the wards, it called for a policy of quick %urnover of
beds on each ward which was left, and this in turn demanded soms such r
polioy as the "premature discharge" if a great number of patients urgent-
1y needing surgery were to be served by the hospital. This ocurtailment
meant that service was restricted to acutely ill or emergenoy cases of
injury on the surgioal serviee; because the ward space was not large
enough to accomodate eleotive surgery patients any longer. This was al- |
80 true of general medicsl patients and of pediatrie patients under cur-
tailment, It was especially true of almost all obstetric patients, ex-
cept those patients with the most serious complications of ehildbirth,
The psychopathioc wards were not affected because of pdrtioular problems
of care in the community which they repfesented, and the fact that there
were no private facilities within reach of the families of these patients

A second result of ocurtailment was to deny care to chroniocally
i1l patients of Jefferson County and of Louisville, except the limited
custodial facilities of the Home for the Aged and Infirm at Shively.

This is & natural result of the curtailment of facilities for acutely
i1l patients. In the end ohronically ill patients will have to be pro-
vided for by the Health or Welfare Departments and the curtailment plan

only confirmed the trend of neglect of these patients, postponing
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the day when care for them can be planned systematically.

From the facts of this study it would seem that curtailment has
had tﬁe expected results on the medical care of patients at General Hos~
pital. Length of hospital care has been shortened for both groups, which
represent a sample of the total population of surgical patients, to such
an extent that the difference between premature stay and routine stay is
practically negligible. Clinic care has been maintained for both groups,
land used in practically the same ratioc by both groups, whether routinely
or prematurely discharged. Readmissions have occurred in both groups with
lequal frequency, and the possible factor of causation in the premature
discharge has not been proved, though in individual cases it might be
demonstrated in later readmissions.

When the results from obvious records of the medical charts and
from the statements of the prematurely discharged patients are counted it
is found that the prematurely discharged patiemts who were interviewed did
not think premature discharge had much influenced the course of their ill=
nesses and most of them claimed recovery or improvement of health, and
were saetisfied with care received. The proportion of patients who were
pick, well, or partially disabled after premature discharge, can be com~
pared with the number of fhis same group who stated they were satisfied
or dissatisfied with hospital or clinic care.

In general it can be determined from this study that premature
discharge or some such measure of hospitel esdministration was necessary

for curteilment of hospital service, and that the results have fallen with

pbout equal force on those patients routinely end prematurely discharged
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from sﬁ;écry. Therefore, curtailment has affected the general hospita.iw
population rather than only a specific group, those prematurely dis-
charged. Standards of care have beem maintained at the cost of shorter
and less complete service on the wards for all patients, however they
may have been designated at the time of their discharge.

Medical service has actually improved, as measured by the number
of internes on surgery service. As in many of the civilian hospitals,
the war-time shortage of intermes has decreased, and General Hospital had
during curtailment its pre-war number of resident staff, with seventy~-

1 and

seven internes and twenty-eight doctors on rotating interneships,
twenty=-one surgical residents and three residents on anesthesia care for
the surgery pa.tients.2 Nursing service has also been increased since
1945-1946 from the average of eix~tenths of an hour per day per patient
to the average of one and one-half hours per day per patient in 1946~
1947.3 This nursing service is given on the surgery service by twenty-
four graduate and student nursos.4 The ratio of student to graduate
nurse in the hospital is very high. Most wards have a nursing supervisor

who is & graduate, and sometimes there is an assistant, with the bulk of

bedside nursing done by students under supervision of the graduate.

Lstatements from mr. w. C. walton, Hospital Administrator, Gen~
Lral Hospital, March 1947,

2Ibid,

3

Statements from the Office of Nursing Service and Nursing Educa-
tion, General Hospital, March 1947.

4Stetement from Mr. Walton's office, loc, cit.
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Haw;var, the hospital has not been able £;>keep all the positions auth-‘
orized for graduate nurses filled‘with graduates during this curtailment
year.5

Since the curtailment measure in July 1946, there have been var-
ious readjustments in the fiscal policy. These have been noteble in that
there has been continued effort on the part of the Health Director‘and
his Board to gain an increase of finances for the Department's various
services, from whatever revenue sourges seemed available., The Municipal
Bridge funds were one source of help. Another source of support for the
hospital was the savings from the hospital's operating budget,.which re-
sulted largely in the ability to keep all graduate nurse‘'s positions
filled. 7This made it possible for the Hospital to reopen forty of the
beds which had been closed by the curtailment order on March lst, 1947,
These beds can only be operated until the end of the fiscal year, June 30,
1947.6 It is hoped by the administration that sufficient funds will be
appropriated for the new fiscal year to allow these beds t0 continue in
use, but think it probable that the hospital will again have to discon=-
tinue use of these beds at the beginning of the new fiscal year when the
funds saved this year are used up.

From the matorial\in the study it would seem advisable for the
medicel staff to make greater use of the social service department in mak-

ing plans for prematurely and routinely discharged patients, but

Letter from Mr. w. G. wWalton to investigator, May 15, 1947

61bid.
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particularly for the prematurely discharged group. When these pationtém
were interviewed the meening of their illnesses were discussed, and many
coulé have been helped to more complete and effective medical care fol=-
lowing discharge if a careful medical social plan had been made., With
continued efforts to improve the nursing service to the entire patient
group, General Hospital ought to be able to mainmtain reasonsbly satisfac~
tory hospital service to the individual who can be admitted to the ward,
in spite of curtailment. It has beer shown by the replies of those pre-~
maturely discherged, that nursing service was the only serious complaint
voiced against the hospitel, and the patients themselves discounted the
effect of premature discharge on their recovery.

Gurﬁailment was designed as temporary measure to belance the bud=
got of the health department of the city end county. It was not consid-
ered a permenent aspect of public medical care in the community, and was
looked upon by the administrators as a necessary adjustment, but a dan~
gerous one if followed for too long & time. The practice of premsature
discharging, for instance, had never before been employed at Gemersal
Hospital before curtailment made some such meesure necessery. While cur-
teilment is conceived as a temporary measure, and its effects on a small
sample group of the hospifal's population in 1946=1947, has been shown
not to have been serious, it cannot be argued from these facts that con~
tinued curtailment of needed health services should be tolerated by the
community. No basic changes in the organization of the Health Department

have been made because of the fact thet curtailment is thought of as only

la temporary measure, However, the decision is up to the tax~
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';;bropriating bodies of the city and county governments, Curtailnentwg;;
a short time is unfortunate, but for an extended time might have serious
effects on the health of the community, the confidence of the public in
public medical services.

Hoepital service is en important aspect of health organization of
any community. The number of patients served umder curtailment is rough-
ly half the estimeted number which should be provided free or partial-pay
care in & community of Louisville's gize. Therefore, the Louisville De~
partment of Health should have the support of the community in providing
increased and expanded health services, rather than in curtailing badly
needed services in all its branches. -

Hospital service is a community problem, just as public education
and sanitation, and tex appropriations must be made with this fact in
mind in order to effect future savings to the community on its totsal

health bill,




APPENDIXES

I. MONTHLY STATISTICS FOR LOUISVILLE GENERAL HOSPITAL
JULY 1946=APRIL 1947

TABLE 1

NUMBER OF PATIENTS PREHAT&RELY AND ROUTINELY DISCHARGED

Prematurely Routinely Total Number

Interval Discharged Discharged Discharged¥
July 20-Sept. 6 481 562 1,043
Sept. T=Oct. 6 347 350 697
Oct. T=Nov. 6 : 318 486 804
Nov. T=Dec. 6 354 421 175
Dec. 7-Jan. 6 (1947) 349 a7 766
Jan. T=Feb. 6 280 481 761
Feb. T=-Mar. 6 282 381 663
Mar. T-Apr. 6 ’ . 302 497 199
Apr. T-May 6 213 507 780
Totals ‘ | 2,986 4,102 7,088
patients _patients patients

*The figures for total discharges do not include deaths,
‘The statistics were taken from figures compiled in the Record
Room at Louisville General Hospital.

79 .
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I. MONTHLY STATISTICS FOR LOUISVILLE GENERAL HOSPITAL
JULY 1946~APRIL 1947
TABLE 2

AVERAGE LENGTH OF HOSPITALIZATION FOR ROUTINELY
AND FOR PREMATURELY DISCHARGED PATIENTS

- Patients Average Patients Average -
Prematurely Hospital Routinely Hospital
Interval Discharged _ Stay (Days) Discharged Stay (Days)
July 20-Sept. 6 481 7.3 562 10.9
Sept. T=Oct. 6 347 s 350 11.8
Oct. T-Nov. 6 318 5.1 486 10.3
Nov. T=Dec. 6 354 3.9 421 11.5
Dec. 7=Jen. 6 (1947) 349 4.2 417 11.4
Jan. T-Feb, 6 280 5.0 481 11.0
Feb, 7<Mar, 6 282 542 381 12,4
Mar. T-Apr. 6 302 6.0 497 11.8
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TABLE 3

I. MONTHLY STATISTICS FOR LOUISVILLE GENERAL HOSPITAL
JULY 1946~-AFRIL 1947

COMPARISON OF 1946~1947 CURTAILMENT WITH 1940, 1945

1940 1945 1946-1947*
Routine Discharges 11,499 12,788 4,102 patients
Premature Discharges . 0 0 2,986 patients
Total Discharges 11,499 12,788 7,088 patients
Average Monthly Discharge ; 957 1,065 787 patients
Daily Average Number on
Wards 421.9 392.9

Average Number of Deys Stay 12,4 10,5 5.2 days for

premature
1l.4 days for
routine
8.3 days for
both

Btudy--July 20, 1946, through May 6, 1947,

*The figures for 1946~1947 are for the nine month period under
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I, COPY OF LETTER FROM HOSPITAL ADMINISTRATION

LOUISVILLE AND JEFFERSON COUNTY BOARD COF HEALTH
Louisville 2, Kentucky

May 15, 1947
Miss Ruth C. Davidson
156 Seventh Street, N. E.
Atlanta, Georgia

Dear Miss Davidsons

Please pardon my delay in replying to your letiters of April 14, 1947, one
of which was addressed to me, and the other to Dr. John J. Phaire « « « o
I am attempting to answer the questions you asked of Dr. Phair as follows:

1. The bed capacity at the General Hospitel was increased about Marchl,
1947 by forty (40) beds. Funds necessary to operate these addition=
al beds for the balance of this fiscal year (June 30, 1947, inclu~
sive) were realized from savings on our operating budget, resulting
largely from our inability to keep all graduate nurse positions
authorized fillede It is probable that we shall have to discontinue
these additional beds at the beginning of our new fiscal year, un-
less a sizable increase is grented over last year's appropriation
for operating requirements. We, of course, hope that sufficient
funds will be appropriated to permit the reopening of our closed
wards, and the operation of the hospital on a normal basis, during
the fiscal year of 1947+«1948,

2¢ o o o o Since the Board's original release, there has been some re=-
allocation of funds between the facilities operated by the Board,
and the Department has been provided with additional funds in the
amount of $42,000.00 by the City of Louisvilles ¢ ¢ o »

3. The practice of discharging patients prematurely has never, to my
knowledge, been in effect at the General Hospital, prior to the perw
iod covered by your study, beginning about July 1, 1946s o o « «

o o o oIf you find that you need some further help, kindly do not hesitate
to call upon us,

Very cordially yours,

/8/ W. C. Walton

W. C. Walton

Administrator
WCWie jhn Louisville General Hospitel
Bnc,
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FIGURE 11t

NUMBER Or PaliwilS BY SPRCIAL DIVISIONS OF SURGERY SikVICh, GENERAL HOSPITAL
LOUISVILLE, KY, FOR THREE HUNDR:ED AND FIFT:kN PATIENTS, JULY 1946 -JANUARY 1947
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TII. LSNGTH OF HOSFITAL STAY FOR SELECTZD DIAGNOSTIC GROUPS OF PATISNTS AT
LOUISVILLE GENZRAL HOSPITAL JULY~AUGUST 1946 COMPARED WITH .
PATISNTS IN VOLUNTARY AND MUNICIPAL HOSPITALS IN
NEN YORK CITY 1933%

TABLE 4
. New York Patients Louisville Patients (Avoragos
: (Routinely Dis- Prematurely Routinely
Diagnosis charzed) Discharzed Discharged
Hernia 14 to 28 days 14 days 1 dayb
Appendicitis
(acute) with 8 to 30 days 8 2/3 days 6 1/4 days
operation for 934 of pts.
without operation 1l to 14 days ' no patients without operation
for 827 of pts. in either study group
Fractures, leg, hip 1 to 7 days - 33% 15 days 7 days
8 to 14 days = 16%
15 to 30 days - 164%
31 to €0 days ~ 13
Fractures of amm, 1 to T days - 574 6 2/3 days 3 days
wrist 8 to 14 days ~ 16.6%
15 to 30 days - 14.8%
31 to 60 days - 8%
Fractures of skull - 1to 7 days - 1347 1 1/2 days 6 1/6 days
8 to 14 days - 1934
15 to 30 days ~ 62%
31 to 60 days - 124%
Osteomyselitis 1 to 7 days - 274 4 days® 4 daylb
8 to 14 days - 18%
15 to 30 days - 21%
31 to 60 days - 15%
over 60 days - 19%
Hemorrhoids 1 to 7 days - 471% 4 1/5 days® 4 daylb
8 to 14 days - 45%
15 to 30 days - 7%
31 to 60 days = 9%
over &0 days - 2% _
Genito-urinary 1 to 7 days = 27% 31 1/2 days 26 1/4 days
disturbances 8 to 14 days - 25%

15 to 30 days - 25%
31 to 60 days - 15%
over 60 days = 9%

LThese averages are taken from tables in Vol. II, New York Welfare Council,
Hospital Discharge Study, 1943.
bAvora.gea so marked refer to a "grouping® of only one patient.

SThis average is for patients with proctological diagnoses, including
hemorrhoids, and refers to a group of five patients.
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IV. PATIENTS KNOWN TO SOCIAL SERVICE AND HEALTH AGENCIES

The one hundred patients in the study group of prematurely dis-
charged patients were cleared with Social Service Exchange for registra-
tions of health and social agencies in the community. Figures 4, 5, 6,
and 7 show the frequency with which certain agencies were consulted or
with which their services were used by our patients. No similar study
was made of the one hundred patients.routinely discharged.

In tabulating the results of this part of the study a division was
made between those patients knoﬁn to social service or health agencies
after 1945, 1946, and 1947 and those who were known oﬁly in earlier years.
Figure 4 of this appendix contrasts patients known prior to 1945 but not
since 1945 by type of agency, those patients' families known to health
agencies, and those known to welfare agencies. These figures show fre-
quency of registration of various agencies rather than the per patient use
of these agencies because many of the patients were known to several
agencies,

Both health and welfare agencies are divided for the purposes of
graphing their registrations into sub-heads by function of the agency.
Those agencies giving primarily relief and assistance or full care (as in
the case of institutions like General Hospital and Home for the Aged and
Infirm) are dissimilar from those agegpies whose functions are primarily
to render specific and limited service to the general comﬁunity. These

service agencies included public health nursing services, visiting nurses,
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health clinics, the Social Service Department at General Hospital, and
many private agencies rendo:;ing case work service such as Legal Aid
Society or family service.

On the whole, service agencies helped the patients more frequently
than did relief agencies or institutions giving full care. Some agencies
such as family service organizations and children's agencies had combined
functions of relief and service.

Of the one hundred prematurely discharged patients, twenty-seven
iper cent were not known to any social or health agency at any time. This
would illustrate that group of medically indigent patients who are nor-
mé.lly self-reliant and self-supporting members of the community until ill-
ness st:ikes. They are not usually able to purchase expensive medical
care and were eligible for public medical care. It is interesting that
of the one hundred patients thirty-seven per cent were known prior to 1945

but were not known to health or welfare agencies after 1945. This gives

total of sixty=four per cent of the prematurely discharged patients who

aged on their own resources without help even from a service agency in
he fact of their illness and'prematuro discharge. This indicates practi=-
cally & two=~thirds majority of patients prematurely discharged who were
self=sufficient and dependod on the community only for the provision of
ergency medicel care through the public hospital.

Only thirty-six per cent of our patients prematurely discharged

ere known in 1945 and 1946 and only eight per cent of this group had any

learings since July 1946 when the period of this study of premature dis=
harges began. Therefore, we would conclude that premature discharge

w



89

was not a factor in causing regisiration with social or health agencies.
Of the patients studied there were no increases that could be primarily

shown to be due to premature discharge.
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