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LAC+USC Medical Center Cardinal C Team  
Cases Involving Unnecessary Hospital Days 

February 1998 
David K. Cundiff, MD, Service Attending 

 
1. Ms. A - a 45 year-old woman with locally advanced unresectable stomach cancer admitted 
on 1/27/98 for the fifth cycle of cis platinum and 5-fluorouracil chemotherapy.   
 The chemotherapy was not begun until the second day of hospitalization.  The medical 
oncology service has not discussed the resuscitation status of the patient although her disease was 
not curable.  Discussing end of life issues with the doctor tends to help patients prepare to stay at 
home during the last stages of the disease.  Avoiding this discussion and not referring visiting 
nurses leads to more acute-care days in the hospital in the terminal stages of the disease.   
 She had one unnecessary day in hospital (#1)*.  
 
2. Ms. B - 67 year-old woman with a ten-year history of breast cancer which was now in an 
advanced stage.   
 She was admitted for cellulitis of the chest wall which IV antibiotics controlled after five-
days in hospital.  The medical oncologists sent her to have a Groshan catheter placed for 
intravenous access for their anticipated third-line chemotherapy.  Her disease had advanced 
despite first and second-line chemotherapy and radiation therapy.  The issue of resuscitation had 
never been discussed.   
 When we told the patient that further chemotherapy would be experimental (i.e., not 
proven to increase longevity chances), she wanted to hold off and discuss the issue with other 
relatives.  Timely discussion of end of life issues would have saved this patient from two 
unnecessary days of hospitalization (#2).   
  
3. Mr. C - a 52 year old homeless man who was admitted earlier the same month with 

suspected cancer.   
On that admission he signed out of the hospital against medical advice before a diagnostic 

procedure was done.  He was admitted 1/17/98 and had a bronchoscopic biopsy showing cancer 
and imaging scans to stage the disease as widely metastatic.  The medical oncologists found no 
experimental protocol that was suitable for treatment of Mr. C.   
 The time taken to make a histologic diagnosis and do the imaging studies was 13 days.  
Discharging the patient to a hospice nursing home bed took another three days.  No more than 4 
days should have been required, so at least 12 days were unnecessary.  Five of the unnecessary 
days were in the month that I attended (#2).   
 
4. Mr. D - a 57 year-old man with polycythemia vera admitted from Oliveview hospital for 
an MRI scan of the head and for neurosurgical and hematologic consultation.   
 At the outside hospital, the patient had a CT scan which revealed a frontal lobe mass 
consistent with a meningioma.  His headache was controlled with tylenol.   
 Obtaining an MRI scan as an outpatient took three or four weeks at the LAC+USC 
Medical Center, so patients like Mr. D. were routinely admitted to speed up the process.  
Likewise hematological and neurosurgical consultations were sped up by admission to hospital.  
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His three-day admission was unnecessary (one-day #3 and two-days #4).  We discharged the 
patient to have the remainer of the workup as an outpatient.   
 
5. Ms. E. - a 33 year-old Korean woman with previously diagnosed far advanced stomach 
cancer.   
 A biliary stent had been placed on the previous hospitalization but she remained jaundiced 
with poor liver function (i.e., bilirubin = 8.2, albumen = 1.6).  No DNR discussion was held on the 
previous admission and no home hospice visiting nurse was sent to the home.  Because of the 
advanced disease, the medical oncologists had no experimental protocol for which this patient was 
eligible.  Discusing end of life issues and more aggressively treating pain would have improved 
quality of life and obviated this five-day hospitalization (#2).   
 
6. Ms. F. - a 76 year-old woman admitted 1/23/98 for chest pain and palpitations.   
 Cardiac catheterization showed no significant coronary artery disease.  She was found to 
be in atrial fibrillation and treated with digoxin, heparin and coumadin.  On 1/30/98 the cardiology 
service transferred the patient to the Cardinal C medicine service to have her continue coumadin 
and heparin until the protime was in the therapeutic range.  Given that the patient was chronically 
in atrial fibrillation with no history of embolic events, four to five additional hospital days would 
not be necessary.  Her coumadin dose could be adjusted as an outpatient.   
 She had three unnecessary hospital days (#5).   
 
7. Mr. G. - an man in his 40’s with a 15 year history of type II diabetes who was referred to 
the emergency room from nerve block clinic because of polyuria and nocturia.   
 Serum glucose in the emergency room was = 628 and he was not acidotic.  With 
intravenous hydration his glucose dropped to = 327.  The emergency room physicians admitted 
the patient for adjustment of the medications for diabetes.   
 The absence of the ability to monitor diabetics with daily outpatient clinic visits made 
hospitalization the safest option for the patient.  By the time the patient arrived on the hospital 
ward, he no longer had polyuria and nocturia.  We discharged the patient on the second hospital 
day with a clinic appointment in two days.   
 The availability to closely monitor diabetics on an outpatient basis would have saved this 
patient from requiring the two-day hospitalization (#6).   
 
8. Mr. H. - a 40 year-old man admitted on 2/1/98 with severe hypertension, a systolic 
murmur,  and fluid overload of uncertain etiology.   
 An echocardiagraphic study was requested on admission.  Pleurocentesis showed a 
transudate.  Twenty-four hour urine showed over four grams of protein and the serum albumen 
on admission was 1.9.  After diuresis and control of the blood pressure, the serum albumen 
increased to 3.3 and the urine protein dropped from 300 to 30.  The diagnosis of the apparent 
congestive heart failure depended on the echocardiagram in this man with no prior history of 
coronary artery disease.  The echocardiogram was finally done on 2/9/98 and showed critical 
aortic stenosis.  The patient waited a further 14 days for a bed to open on the cardiology floor so 
that he could be transferred for cardiac catherization and valve replacement surgery.   
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 The patient had  20 unnecessary days in hospital because of a six-day delay in obtaining 
the echocardiogram (#7) and an 14-day delay in transfer to cardiology of cardiac catheterization 
(#8).   
 
9. Mr. I. - a 75 year-old man admitted 2/3/98 with rectal bleeding and a chest Xray 
suggestive of metastatic cancer.   
 After a colonoscopy on 2/4/98 revealed no evidence of colon or rectal cancer, the patient 
underwent a CT guided biopsy of his lung on 2/5/98.  When this revealed malignancy, we 
requested an MRI scan to evaluate low back pain and complete a search for the primary cancer 
site.  This could not be done until the next day causing a delay in hospital discharge.  Scheduling 
an outpatient MRI takes three to four weeks and this would have seriously held up possible 
palliative radiation therapy.  
 The patient had one unnecessary day in hospital (#3).  
 
10. Ms. J. - a 46 year-old woman admitted 2/5/98 because of increasing shortness of breath, 
cough and chest pain.   
 The patient had been admitted from 1/20/98 to 1/29/98 with shortness of breath from a 
pleural effusion which was drained and found to be malignant. She received no analgesics on 
discharge from that admission although meperidine and acetominophen had been used in hospital 
for chest pain from the cancer and the chest tube.  No visiting nurse had been ordered to monitor 
the patient’s symptoms from the cancer.  She was admitted my service from medical oncology 
clinic with cancer-related symptoms out of control.   
 We began the patient on morphine SR 15 mg q12h and hydromorphone 2 mg q2h prn 
breakthrough pain.  Chest pain, persistant cough and shortness of breath were all well controlled.  
We discussed her diagnosis and prognosis with the patient and her significant other.  They agreed 
to a “do not resuscitate status.”  We discharged her with visiting nurse association follow-up on 
2/6/98. 
 The patient had two unnecessary days in hospital (#2).  
 
11. Ms. K. - an 18 year-old woman with a three-week history of intermittent epigastric pain 
associated with nausea and vomiting.   
 The patient had been noted in clinic to have a marked eosinophilia.  Over three successive 
days with leukocyte counts of about 18,000, the percentage of eosinophils went from 15 to 33 to 
51.  The clinic physicians considered the diagnosis of eosinophilic gastroenteritis and admitted the 
patient for evaluation.  Two days before admission, the patient’s symptoms had resolved.   
 As recommended in the literature for this syndrome, we suggested that the patient 
eliminate meat, dairy and eggs from her diet.  We consulted the gastroenterologists who could not 
schedule an endoscopy for at least two days. We discharged the patient with an out-patient 
appointment for upper endoscopy.  
 She had two unnecessary days in hospital (#8).  
 
12. Mr. L. - a 54 year-old man admitted 2/6/98 with increasing symptoms of brain metastases 
from lung cancer.    
 About two weeks before this admission, the patient had been diagnosed with far advanced 
lung cancer with multiple brain metastases and begun on whole brain radiation therapy.  He was 
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bedridden, with incontinence, headache requiring morphine, and altered mental status.  A visiting 
nurse not from the hospice program had been seeing the patient at home.  The “do not 
resuscitate” status had not been discussed with the patient or family.  Because of agitation and 
pain, the radiation oncologists admitted the patient.  
 We continued symptomatic treatment including morphine, steriods, and tranquillizers.  
The patient was too confused to communicate.  His wife and daughter agreed to a “do not 
resuscitate” status and a palliative approach. Mr. L. died in hospital on 2/9/98.   
 With appropriate hospice care instituted on the previous admission, Mr. L. could have 
been cared for by his family at home or in an inpatient hospice.  He had three unnecessary days in 
the hospital (#2).   
 
13. Mr. M. - a 46 year-old man with a recently diagnosed liver cancer of unknown cell type.   
 For the two weeks before admission, Mr. M. felt an increasingly large and painful mass in 
the right upper quadrant of his abdomen.  One week before this admission at an outside hospital, a 
CT guided fine needle aspirate was done, showing a liver malignancy.  About two days before 
admission, he was referred to USC for interpretation of the pathology and management of his 
cancer.   
 Mr. M. received no analgesics for the cancer pain before he arrived on my service.  He 
rated his pain at 10 on a 0-10 scale.  Innitially morphine SR 15 mg q12h and hydromorphone 2 
mg po q2h prn were given.  We subsequently titrated the dose to morphine 60 mg q12h and 
hydromorphone 4 mg po q2h prn.  The pain became well controlled.  Mr. M. arrived late on a 
Friday with incomplete information.  Arranging a core biopsy through a tumor surgery consult 
was delayed until the following Friday.  We then discharged Mr. M. pending results of the biopsy.  
 The inpatient days before the chemotherapy would have been avoided with proper pain 
management before admission and doing the biopsy as an outpatient.  He had eight unnecessary 
hospital days, one to control pain (#2) and seven to expedite consultation for the biopsy of the 
tumor(#9).   
 
14. Mr. N. - a 38 year-old man with a severe osteomyelitis of the right foot requiring 
amputation.  Mr. N. was transferred to my Cardinal Red C service on 2/6/98 for medical 
clearance before the surgery.  We cleared him for surgery on 2/6/98.  He remained on my service 
waiting for operating room time until 2/9/98.   
 Mr. N. had three unnecessary days in hospital (#9).   
 
15.  Mr. O - A 54 year-old Korean man with end-stage liver cell cancer admitted because of 
abdominal pain out of control.  Mr. O. had been diagnosed by biopsy three month before and had 
had several hospitalizations for symptom control.  The last hospitalization was about ten-days 
before this admission.  In the previous admission, he had abdominal pain and an unsuccessful 
paracentesis (i.e., abdominal fluid drainage) attempting to relieve asites pressure.  The previous 
doctors gave Mr. O. no pain medication except plain acetominophen to take home.  They avoided 
a discussion of  resuscitate status.  The previous physicians did not order the visiting nurse home 
hospice program to follow-up on discharge.   
 My team and I controlled the patient’s pain with morphine.  We spoke with the patient and 
his family about the diagnosis and prognosis, and they agreed to home hospice follow-up.   
 Mr. O. had three unnecessary days in hospital (#2).   
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16. Ms. B. - (see #2 above) a 67 year-old woman with far advanced breast cancer admitted 

from medical oncology clinic because of increasing shortness of breath.   
Mr. B. had been recently discharged from our service after we documented the “do not 

resuscitate” status.  However, because we could not arrange home hospice follow-up, the medical 
oncology service readmitted her because of progression of tumor-related symptoms.   
 We ordered oxygen which palliated the Ms. B’s. shortness of breath and discharged her 
after three days with home hospice follow-up.  
 She had three unnecessary days in hospital (#2).  
 
17. Mr. P. - a 61 year-old man with hypertension, diabetes, congestive heart failure and atrial 

fibrillation admitted 2/11/98 because of an excessive coumadin dose.   
Mr. P. had been discharged from LAC+USC Medical Center on 1/17/98 on several 

medications including coumadin 15mg qd.  He was to return to anticoagulation clinic for 
regulation of the coumadin dose.  He could not pay the $54 for the clinic visit so he didn’t go to 
clinic until 2/10/98.  The financial barrier to clinic access prevented care that would have avoided 
this unnecessary hospitalization.   
 Mr. P. had two unnecessary days in hospital (#5).   
 
18. Mr. Q. - a 34 year old man with advanced small cell carcinoma of the lung.   

Mr. Q. was admitted with poorly controlled pain and increasing swelling of his neck and 
face consistent with superior vena cava syndrome (i.e., tumor blocking the veins draining the 
upper part of the body).  He had initially responded but then had tumor progression while on first 
and second line chemotherapy.  The oncologists had held chemotherapy treatment for the 
previous two months.  No “do not resuscitate” discussion had been done by medical oncology 
doctors.  No hospice visiting nurse consultation had been ordered to assist with pain and symptom 
control on an outpatient basis.   
 My team arranged for Mr. Q. to receive radiation therapy on the first and second hospital 
days, Friday and Saturday. Increasing the morphine and hydromorphone and adding Decadron 
controlled his pain.  Because we could not order visiting nurse follow-up to begin at his home on 
a weekend, we delayed discharge until the following Monday morning.   

Mr. Q. had two unnecessary days in hospital (#10).   
 
19. Ms. J. - (see #10 above) a 46 year-old woman with metastatic carcinoma causing a 
malignant pleural effusion readmitted 2/13/98 for pain and shortness of breath out of control.   
 On the previous discharge from our service, we had requested home hospice follow-up 
and writted titration orders for the pain medication.  Ms. J. had nausea with the hydromorphone 
and at times could not take the oral prochlorperizine.  The morphine SR had not been increased 
by the visiting nurse.  The nurse told Ms. J. to go to the emergency room for treatment of the pain 
and breathing difficulties.   
 My team titrated up the morphine SR to 60 mg q12h and changed the breakthrough opioid 
to regular morphine instead of hydromorphone.  We ordered prochlorperizine suppository for 
nausea not controlled with oral prochlorperizine.  All of these changes are routinely done on an 
outpatient basis by hospice programs.  We requested a different hospice program on discharge.  
 The patient had two unnecessary days in hospital (#2).   
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20. Ms. R. - a woman, on a psychiatric hold for being a danger to herself, admitted to 
medicine with mild congestive heart failure and hypertension. 
 Medications controlled the hypertension and congestive heart failure so that Ms. R. was 
medically discharged on the third hospital day.  We placed her on a list to be transferred to a 
psychiatric facility.  However, she remained in hospital an extra day because of the delay in 
transfer to the psychiatic hospital.   
 Ms. R. had one unnecessary day in hospital (#12).   
 
21. Mr. M. - (see case #13 above). 
 Mr. M. was readmitted on 2/15/98 because of cancer pain out of control due to not 
receiving his opioids on discharge from hospital.  The pharmacy has a special area for preparing 
and dispensing opioids and was supposed to coordinate the distribution of narcotic medications 
with other drugs.  However, occasionally patients being discharged from the hospital receive only 
their nonopioid medications because of pharmacy’s lack of coordination.  Due to short nursing 
staffing on the wards, the nurses no longer receive the medications from the pharmacy to give to 
the patient along with an explaination of how to take them.   Over several years, I have previously 
written several memoranda about this problem.  
 Mr. M. had two unnecessary days in hospital (#2).   
 
22. Mr. M. - (see case #13 and #21 above). 
 On the first admission, my team requested a core biopsy of the abdominal tumor.  We 
found that the radiologist did a second fine needle aspirate instead.  A repeat biopsy required a 
readmission to the hospital because the radiology protocol calls for a four-hour observation 
period after the biopsy.  Unlike community medical centers, the LAC+USC Medical Center has 
no capability to do this necessary observation on an outpatient basis.  
 Mr. M. had one unnecessary day in hospital (#4).   
 
23. Mr. S. - a 33 year-old man admitted 2/15/98 with alcohol intoxication and gastritis.   

On 2/17/98 abdominal pain resolved, and my team medically discharged him.  However, 
the social work department took another two days to place Mr. S. in a Salvation Army 
rehabilitation center.   
 He had two unnecessary days in hospital (#11).   
 
24. Mr. T. - a 55 year-old man readmitted to my service for a bronchoscopy with biospy.   
 A lung mass, suspicious for cancer, was noted on chest X-ray six-months previously, but 
Mr. T. did not return for follow-up.  One week before admission to my service, Mr. T. had been 
hospitalized for evaluation of upper and lower extremity weakness and numbness. We found that 
he had a mediastinal mass and cerebellar mass, suggestive of metastatic disease.  Bronchoscopy 
for tissue diagnosis could not be scheduled for four days, so we discharged him.   
 We had to readmit Mr. T. on the day of bronchoscopy because the pulmonary department 
has no capacity to observe patients on an outpatient basis for four to six hours after a procedure.  
Managed care an private hospitals are able to observe patients without admission after an 
outpatient procedure.   
 Mr. T. had one unnecessary day in hospital (#13).  
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24. Mr. U. - a 52 year-old man admitted for a diabetic foot infection.   

After nine days of antibiotics and orthopedic evaluation, Mr. U. was ready for discharge.  
We called the social work service to arrange placement in a nursing home on a Friday.  Because 
of difficulty in expediting MediCal insurance, the discharge was held up for three days.  
 Mr. U. had three unnecessary days in hospital. (# 11) 
 
26. Mr. V. - a 65 year-old man transferred to my service on 2/20/98 from the cardiology floor 
after a ten-day hospitalization to treat congestive heart failure.   
 He had been scheduled to undergo a below knee amputation of his left leg on 2/24/98 by 
the orthopedists.  The shortage of operating room time necessitated a four-day stay until he could 
have his surgery.   
 Mr. V. had four unnecessary days in hospital (#9).   
 
27. Ms. J. - (see #10 and #19 above) a 46 year-old woman with metastatic carcinoma causing 

a malignant pleural effusion now admitted electively for chemotherapy on 2/23/98.   
The medical oncologists requested that we ask the pulmonary service to do a 

bronchoscopy to rule out primary lung cancer before beginning chemotherapy.  The pulmonary 
service requested that we ask the surgery service to insert a chest tube to drain the pleural 
effusion before considering a bronchoscopy.  The surgery resident attempted to insert the chest 
tube with only local anesthesia and no opioid premedication.  The resident could not locate the 
pleural space and the patient was unable to tolerate further attempts due to pain.  She was not 
willing to have further attempts at chest tube placement, but agreed to the experimental 
chemotherapy protocol.  
 The oncologists delayed chemotherapy until 3/1/98. 
 Ms. J. had six unnecessary days in hospital (#1).   
 
28. Mr. W - a 55-year-old man admitted electively for chemotherapy on 2/21/98 for small cell 
lung cancer.   
 The oncologists waited until 2/24/98 to begin chemotherapy. 
 Mr. W. had three unnecessary days in hospital (#1).   
 
29. Mr. X. - a 53-year-old admitted with right-sided upper and lower extremity numbness of 
three days duration.   
 Head CT scan showed no lesions.  The patient was under tremendous emotional and 
financial stress. We found no organic cause for his symptoms.  We called a psychiatric consult to 
assess for a conversion reaction and depression.  He could not be seen by psychiatry until the third 
hospital day.  

Mr. X. had one unnecessary day in hospital (#12).   
 
30.  Ms. Y. - a 58-year-old woman admitted 2/18/98 for severe microcytic anemia due to 
gastroentestinal blood loss.   
 Ms. Y. had two units of packed red blood cells which resolved her weakness and dyspnea 
on exertion.  Upper and lower endoscopy was delayed until 2/19/98.  The hospital chart got 
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misplaced in the endoscopy suite over the weekend, so Ms. Y. remained in hospital awaiting the 
results.  The gastroenterologists did not respond to pager calls.   
 Ms. Y. had three unnecessary days in hospital (#8).   
 
31. Ms. Z. - a woman admitted 2/22/98 with a history of blood in the stool (i.e.,melena) and 
vomiting blood (i.e., hematemesis) for four days. 
 Ms. Z. did not require blood transfusion (Hct = 26) and had no active bleeding on 
admission (stool = guiac negative).  Cimetidine controlled her epigastric pain.  The 
gastroenterologists delayed her upper endoscopy until 2/24/98.  
 She had one unnecessary day in hospital (#8).   
 
32. Mr. AA. - a 45-year-old homeless man admitted 2/19/97 with a one week history of 
severe low back pain.  We treated him conservatively with bed rest and analgesics and his pain 
progressively decreased.  Since physical therapy and social work services are essentially 
unavailable on the weekends, we planned a Monday morning discharge after evaluation by these 
two services.  Social services problems delayed the discharge until Tuesday. 
 He had one unnecessary day in hospital. (#11). 
 
33. Mr. BB. - a 63-year-old man admitted 2/23/98 because of a  painless pancreatic neoplasm 
previously found on CT scan in the Philipines.  Review of the outside CT scan showed a large 
pancreatic mass most consistent with a microcystic adenoma.  Mr. BB. was considered resectable 
since the radiologists saw no metastatic disease.  Symptomatic type 2 diabetes mellitus was 
controlled with Glyburide.  An attempted fine needle aspirate of a neck mass was unsuccessful.  
We found his thyroid function to be normal.  We discharged Mr. BB. with a followup 
appointment to surgery to have the mass resected.  All of this evaluation could have been done on 
an outpatient basis.  
 He had four unnecessary days in hospital (#4).  
  
34. Mr. CC. - a 52-year-old man admitted 2/11/98 for a diabetic foot ulcer that was found not 

to be involving the bone.   
He was ready for discharge to a nursing home on oral antibiotics on 2/20/98.  Due to lack 

of social work placement services on the weekend, his discharge was held to 2/24/98.  At that 
point the patient decided against nursing home placement.   
 Mr. CC. had four unnecessary days in hospital (#11). 
 
35. Mr. DD. - a 66-year-old man found down on 1/29/98 and admitted with acute renal failure 
requiring dialysis.  He subsequently developed pseudomonas sepsis from a urinary tract infection 
requiring two weeks of IV antibiotics.  Once Mr. DD. was stabilized, we found him to be 
demented and psychiatry confirmed a diagnosis of Alzheimer’s disease.  He was ready for nursing 
home placement on 2/20/98, but the lack of weekend social work service delayed this until 
2/24/98.   
 Mr. DD. had four unnecessary days in hospital (#11).  
 
36. Ms. EE. - admitted 2/23/98 with an exacerbation of her 30+ year history of epigastric 
pain.  She was hemodynamically stable with a hematocrit of 25.  We controlled her pain with 
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lansoprazol.  The gastroenterology service delayed her upper endoscopy until 2/25/98.  It  
showed a 5x8 mm pyloric ulcer.   
 She had one unnecessary day in hospital (#8). 
 
37. Mr. FF. - admitted for the fourth time during this month to my service for alcohol 
intoxication.  He was ready for discharge after two days in hospital for treatment of dehydration 
and gastritis pain.  The social work service delayed the discharge an additional day while 
arranging alcohol rehabilitation facility placement.   
 Mr. FF. had one unnecessary day in hospital (#11). 
 
38. Mr. GG. - an HIV+ patient admitted with a 10 day history of nausea and vomiting and 

abdominal pain.   
He reported no bowel movements for the three days before this admission.  He had no 

fever or dehydration.  Abdominal X-ray showed only copious stool.  Mr. GG’s. symptoms 
resolved when laxatives produced large bowel movements.    
 He had two unnecessary days in hospital (#14).   
 
39. Mr. HH. - a 23-year-old man with a past history of aortic valve replacement admitted with 

diarrhea followed by nausea and vomiting over a four day period.   
One week before this admission, the patient received erythromycin for bronchitis.  His 

cough with sputum production and fever and chills resolved within three days when his 
gastroentestinal symptoms began.  By the time that Mr. HH. arrived on the ward, his 
gastroentestinal symptoms had resolved.  They were attributed to the erythromycin.  
 He had one unnecessary day in hospital (#14).   
 
40. Mr. II. - a 52-year-old man with a massive thalamic bleed due to coumadin transferred 

from the medical intensive care unit in a chronic vegetative state.  
The family agreed to a “do not resuscitate status” while Mr. II. was in the intensive care 

unit.  He was still receiving hemodialysis, but the family wanted to have this discontinued soon 
after he was transferred to my service.  Mr. II. remained on my service for eight days and died on 
the day after I left the service.  Nursing home hospice care would have been more appropriate for 
his condition than continued acute-care hospitalization.   
 He had eight unnecessary days in hospital (#2).
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*  Analysis of Categories of Unnecessary Acute-care Days in Hospital 
 

1. Delay in initiating chemotherapy.  
2. Lack of access to palliative care consultation (i.e., poor pain control, delayed “do not 
 resuscitate” status determination, or failure to refer to hospice). 
3. Admission to hospital for an imaging study (CT or MRI). 
4. Admission to hospital or delay of discharge to expedite a subspecialty consultation.  
5. Unnecessary hospitalization due to anticoagulation problems not handled on an outpatient 
 basis. 
6. Inadequate capability to monitor diabetics as outpatients.  
7. Delay in obtaining in-patient echocardiogram.  
8. Delay in a medical subspecialty workup.  
9. Delay in performing surgery.  
10. Delay in access to visiting nurse referrals on weekends and holidays.  
11. Delay in placement in a chronic care facility due to social work problems.   
12. Medically discharged patients in hospital for  psychiatric evaluation and/or treatment.  
13. Hospitalization for observation after an outpatient procedure.   
14. Inadequate emergency room assessment.  
 

Unnecessary Hospital Days  by Category 

 
Unnecessary days  % of Total   

 #1.  10     8 
 #2.  35   28 
 #3.      2     2 
 #4.     7     6 
 #5.       5     4 
 #6.      2     2 
 #7.     6     5 
 #8.        21   17 
 #9.  14   11 
 #10.     2     2 
 #11.  15   12 
 #12.    2     2 
 #13.      1     1 
 #14.     3     2 
 

Cardinal C Internal Medicine -- February 1998 Audit Totals 

 
Patient admissions to Cardinal C Medicine   104 
Total days in hospital      445 
Total unnecessary days in hospital    125 (28%) 
Average patient stay in hospital -- medicine service 1997    6.9 days  
Average stay in hospital Cardinal C Feb. 1998    5.1 days (26% less)  
Necessary days in hospital ((1-.28) x (1-.26) = .53)   53% of overall days 


