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March 27, 2008

MEMORANDUM

TO:

FROM:

SUBJECT:

Honorable Maile S.L. Shimabukuro. Chair
House committee on Human Services & Housing

Honorable Josh Green, MD., Chair
House Committee on Health

Lillian B. Koller, Director

H.C.R. 196/H.R. 165 -~ REQUESTING THE STATE AUDITOR TO
COMMISSION AN INDEPENDENT MEDICAL REVIEW OF THE
MEDICAL APPROPRIATENESS OF MEDICAID CLIENTS WHO
ARE NEONATAL OR PEDIATRIC INTENSIVE CARE PATIENTS
BETWEEN THE YEARS OF 2007 AND 2000.

Hearing: Thursday, March 27, 2008, 10:45 a.m.
Conference Room 329, State Capitol

PURPOSE: The purpose of these resolutions is to request the state auditor to commission

an independent medical review of the appropriateness of level of care by all Medicaid patients

who are neonatal or pediatric intensive care patients between the years of 2007 and 2000.

DEPARTMENT’S POSITION: The Department of Human Services (DHS) supports the

intent of this resolution. Currently, the Med-QUEST Divsion conducts periodic medical

reviews of Medicaid QUEST and Fee-For-Service members which include assessing level of

care appropriateness.

Thank you for this opportunity to testify on this resolution.

AN EQUAL OPPORTUNITY AGENCY



27 March 2008

To: Honorable Chair Dr. Green of Health Committee
and esteemed members of the Health Committee

Honorable Chair Maile Shimabukuro of Human Services Committee
And esteemed members of the Human Services Committee

From: Debra H. Wright APRN, MBA [please see my resume; emailed to each member]

Topic: Significant mis-billing/ overbilling for Medicaid patients by Kapiolani Hospital for
selected, very vulnerable young citizens: those in Kapiolani intensive care unit [ICU]

Introduction:

Honorable Chair of the Health Committee, Dr. Green and esteemed members of the Health
Committee; and Honorable Chair of the Human Services Committee, [ am grateful for the
opportunity to testify before you in person today. 1 trust that I will be able to present facts,
evidence and shine a light about significant overbilling for selected Medicaid recipients, who are
young patients in the Kapiolani Pediatric Intensive Care Unit [ICU].

Overview of this issue related to mis-billing for Medicaid funds :

Today I will share with you facts about an actual pediatric case of more than $700,000 gverbilling
by Kapiolani hospital found in 1998 when I was working as a manager at HMSA in the Care
Management unit. I will also present multiple recent facts and circumstances that indicate
significant current over billing, for selected young Medicaid patients kept inappropriately in the
Pediatric ICU at Kapiolami Medical Center.

Finally I will urge the members of this committee to support a Medical Chart audit [NOT
CLAIMS audit] of selected Medicaid pediatric ICU patients using scientifically valid and reliable
level of care criteria called Milliman [Please note: In 1998 “InterQual” - Severity of illness and
Intensity of Service criteria was used to scientifically verify level of care for the actual individual
HMSA pediatric ICU case found to be over billed by $700,000+. T will leave a sample of the
Pediatric InterQual level of care criteria that determines appropriate level of care.

Key background information and facts: :
1) It is important for all Health committee members and Human Services members to understand
the concept of “level of care” as it relates to hospital costs and billing to understand why I am

testifying today.

There are several “levels of care” for patients in a hospital. The highest and most expensive level
of care is: the Intensive Care Unit [ICU], next comes telemetry, followed by acute care, and
finally skilled nursing level of care. Often, if a patient still needs some care after leaving the
hospital they will be referred to “home care” [This is medical care performed by health
professionals in the patients home].

A rough estimate of the cost of the highest level of hospital care, ICU, per day is between
$5,000 to $10,000 [depending on individual patient care procedures needed], whereas the lowest
level of hospital care: Skilled Nursing costs approximately $750 to $1,000/ day. [again
depending on the individual patient care procedures needed]. Home Care costs, per day, are
lower than Skilled Nursing level of care.



As an educated clinical guess, I would say, approximately 90% of the time, if a patient is first
admitted to the ICU, as they get better [i.e. their condition becomes more medically stable], they
will be transferred through the levels of care, in the order I have outlined: ICU to Telemetry to
acute care to skilled nursing care, and finally discharged from the hospital to a “home care”
program. Occasionally, as the patient gets better, one level of care could be skipped. It would be
extremely unusual however for an adult or pediatric patient to go directly from the intensive care
unit to “home care”.

2) I worked as a manager at HMSA in the Care Management unit in 1998. I had a staff of three
Registered Nurses [RNs] and five social workers. One key area of our units work for HMSA,
was with “high cost” -or- “complex care” patients. In early 1998 one of my RN staff [Mien Woo
RN [221-6857] worked closely with Kapiolani hospital on selected “complex pediatric cases”.
One of these cases was Steven S.  He was an HMSA pediatric patient who had suffered a
significant birth trauma resulting in his needing intermittent ventilator support [i.. a breathing
machine intermittently]. Steven S. had lived in the Kapiolani pediatric ICU for several years.
This was a “very high cost” case for HMSA. However, our nurse did not assess Steven S. to be a
complex care pediatric case. To validate this assessment, HMSA had both trained nurses and
physicians apply the “level of care” audit criteria known as “InterQual” to the medial chart
of Steven S. [Contact Dr. Joseph Humphrey, former HMSA medical director, through the
physicians exchange: 524-2575]. The results of the InterQual medical chart audit indicated that
Steven S. did not even meet the acute care “level of care criteria”. Yet, Kapiolani Hospital had
been billing HMSA at the ICU level of care for years. HMSA medical directors became
involved in speaking to the physicians in the pediatric ICU at Kapiolani and Kapiolani
Administrators. The result was: a) HMSA recouped over $700,000 of overbilling for Steven
S. b) Soon after this determination to recoup monies, the HMSA nurses were no longer
permitted on the grounds of Kapiolani hospital.

3) Other facts related to Steven S.:  In 1999 Steven S. became a Medicaid patient and was still
an in-patient at Kapiolani hospital. In 1999 Kapiolani hospital billed $1 million dollars for
Steven S. , but Medicaid paid only $394,000. In the year 2000 Kapiolani billed Medicaid
$897,000 for Steven S., but Medicaid paid only $45,000. Clearly, health professionals
representing Medicaid and following the Steven S. case came up with the same level of care

assessment made by the “InterQual” level of care criteria used by the medical doctors and nurses
that worked for HMSA.

4) In 2004, the last time I heard anything about the health of Steven S. 1 was told by a nurse
colleague that “he was doing fine & except for his chronic respiratory problems, had developed in
to an energetic 8 year old boy”. Morale of the story: Quality pediatric medical care, is also
appropriate level of care.

5) In 1998 “InterQual™: Intensity of Service and Severity of Illness criteria was the national
standard of practice clinical criteria used to audit medical charts to determine level of care . 1
understand from my HMSA colleagues that Milliman clinical criteria are now utilized to
determine appropriate level of hospital care.

6) In 1998 there were approximately 30 pediatric patients in the Kapiolani Intensive Care Unit.
By the end of 2004 there were more than 70 pediatric patients in the Kapiolani ICU. By late 2005
there were as many as 80 pediatric patients in the Kapiolani ICU and most of them were on
Medicaid.




7) In August of 2005 I had the occasion to speak with the medical director for Medicaid, Dr.
Lynette Honbo. She stated to me at that time that “Kapiolani doesn’t want Pediatric InterQual,
they have a “homegown” set of criteria they use to determine level of care”.

8) In late 2005, I [Debra H. Wright APRN] ran into an old nursing colleague, Judith McGuire
RN,MS the director of Home Care Services at Castle Medical Center [247-2828]. Castle Home
Care she said “has the largest Pediatric Home Care population in the state of Hawaii”. Ms.
Judith McGuire told me that the Castle Home Care dept. “frequently gets kids discharged right
out to of the Kapiolani Intensive Care Unit”.

9) In 2006 the government entity whose job it is to determine appropriate level of care for
Medicaid patients in the State of Hawaii was: Health Services Advisory Group [HSAG] of
Arnizona. The director is Margaret deHesse. Her email is: mdeHesse@hsag.com.

Before 2006 the government entity whose job it was to determine appropriate level of care for
Medicaid patients in the State of Hawaii was: Mountain Pacific Quality Health Foundation, a
local company. Their director was Dee Dee Nelson: 545-2550. Ms. Nelson stated to me that
Mountain Pacific only did level of care and medical appropriateness random medical chart audits
for 5% of the pediatric cases at Kapiolani over $69,000.

10) In 2007 there were plans for Pediatric Medicaid cases to be re-imbursed via a
prospective managed care payment rate. Therefore, there is no longer an economic
incentive to inappropriately keep any patient at a higher level of care than is medically
necessary. Thus, if Health Services Advisory Group [HSAG] services are no longer utilized,
may I humbly suggest that the services of a well known and respected Health Insurer be
contracted for a focused level of care medical chart audit [NOT CLAIMS] using scientifically
proven valid “level of care” audit tools such as Milliman or InterQual. It is suggested that the
focus of the medical charts audit be of pediatric cases listed below in “a, b, and ¢” and be for the
four year period before prospective payment was implemented for the Kapiolani Medicaid ICU

pediatric cases.

11) The Pediatric cases that are most likely to be inappropriately kept in the Kapiolani ICU
before prospective payment are:

a) Babies or pediatric cases that are deemed ICU level of care by Kapiolani’s “home
grown” level of care criteria, but are then discharged directly to any Home Care program
in the state of Hawaii.

b) Babies or pediatric cases who have been on a ventilator for more than six [6] months,
especially if these babies receive intermittent ventilation treatments.

¢) [to alesser degree] Babies who are four [4] pounds or more and still not discharged from
the Kapiolani pediatric Intensive Care Unit [ICUJ.

12) Will our State then build a much needed Pediatric Skilled Nursing facility for these Medicaid
ventilator dependent children? From the late 1980s the Convalescent Center of Honolulu [1900
Bachelot Street] has had a pediatric unit for ventilator dependant children. They are re-imbursed
at an “enhanced Skilled Nursing Level”.
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Surgery / Trauma

Instruction: This criteria subset covers elective or urgent / emergent
surgieal procedures and stable trauma ypatients in any acute care setting.

This criteria subset is appropriate to use when the patient is
hemodynamically stable and any of the following apply:

* Post critical care monitoring

® Post weaning monitoring

* Procedures / Interventiong requiring inpatient hospitalization
* Nursing interventions at least every 4 to 8 hours

» [V medications requiring hospitalization

* Designated inpatient post surgical care

The decision to admit a patient to the hospital or to the ambulatory
setting continues to be the reaponsibility of the treating provider. If cases
arise where the circumstances would pose a hazard to the patient's health
and/or safety and the appropriate getting is in question, then rhey should
go to secondary review.
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Acuto ery / Trauma PROLATRIC
SEVERITY OF [LLLNESS
(Onaset within 1 wk)
RULE: 20One 8!
CLINICAL FINDINGS IMAGING FINDINGS
Abdominsl mass (palpabls) Basilar akull fracture
Abscass r:quin‘ngg&l) / percntaneous druinuge | Bowel distention with air fluid lavels

and parentéral anti-infactives
Acuty sbdomen¥!
Comparsment syndrome / Limb ischemis 1%
Elective surgery / invasive procedure, 2 oge:'®
*Deajgnatad inpatient sctting and
perfbrmed samc day 43 admission
*High risk for thromboembolism !
Facial fracture and inability to take PO
Fracture / Wound, open
Ocular trauma / Orbit fracture, 2 one:
*Foreign body (intraoccular / intraorbital)
*Muscls entrapment
*Perforation / Laceration of eyabal)
Orbital / Facial / Lid trauma, severs
| Ovarian mass and increasing pain / bleeding
| Planaed admission post general unesthesia,
2 ane!
*H¥ of apnea
*Infant, 2 one!
» Full tarm < 45 wks post<onceptunl dge
» Preterm £ 80 whks post-conceptual age
Post ambulutory surgery / procedure
conplication unresolvud ufter 2 24h
obaervation care
Pre-op admission, = age:
*Arrhythmis monitoring / srabilization
*Bowsl prep requiring NG tube placement /
1V hydration
*Elecrrolyte imbalance, anticipated,
2 one: W6
* Diabaric requiring IV fluids to avoid
hypoglycemia
» Renal failure / Adrenal insufficiency
*Muitiple cardisc / pulmensary ancmalies !
*Neurologicully / Cognitively dizahled ®
Rotinal detachment
Trauma and hemnodynamic stability, 2 one:
*Abuge, actual / suspectad, resulting in
injury ®
*Blunt trauma (chest / abdomen)
»GCS B-14/aan
*Hend / Neck injury
*Penis, truumaotie laveration / fractore
*Ppeumothorax, = one; 7. G
» Requiring cheat tube
» Traumatic
Wound dehigcence / evisceration

Bowel abstruction / Noncompressible
appendix / loop of bowel

Conurast material in peritoneal cavity

Dislocation, major joint prosthesis

Ectopic pmgnnncy and increasing pain/
bleeding ™

Pistala (eg, H-type, T-E, rectourethral)

Fraceure / Dislocation, earvical / thoracic/
lumbar vertebrae

Fracturs / Dislocation requiring open
reduction / reconstraction

Gallbladder wall thickening /
non-visualization / Comman duct stona

Henwpsritonsum

Heraia, incarceratad

Hydronephrosig (&

Intra-abdominal masa / abscasa

Intracerebral space eceupying legion

Intracervbral / Ventricular bleed

Tntussuseeption

Meckel's sean (+) for GI bleed

Mediaatinal shift / widening'®®

Ocelusion / Digsection, peripheral artary

Orbital fructure

Organ laceration / rupture

Ovarian cyst, ruptured

Ovarlan rorsion

Pancreatitls / Pancreatie duer disrnption

Pulvic frugture

Plewral effusion / Sus%ercmed empyema

Pnaumopuritoneum / Free pir under disphragm

Pnewnothorux / Hemotharnx, traumautic (@80

Beptic jointls)

Spinal coed compresgion

Bubdural / Epidural hematoma

IQ loepedt8 GV
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Surge

/ Trauma'

Acnte

INTENSITY OF SERVICE
{At Least Daily)
RULE

One:
*20ne 18
=2 Three *I8

(Excludes PO medications unless nosed)

Anticoagulants (IV) and high rigk for
thromboembolism < 2d 'Y
Anti-infectives, 2 ane: !0
=2 2 anti-infectives
*Absoluts neutrophil count < 500/cu.mm
(500108 | L)1
=Appendicitip (ruptured / abscess) < 7d
*Cultures pending < 2d''"
*T > 1004°F (38.0°C) PR A"
*T ¢ 1004°F (95.0°C) PR and transition
to PO < 2gh oo
Blood products end Het < 38%. (0.£6)92
Cardiac monitoring < 24h, one:
*Chast trayma
*Limb ischemia

Complex wound / skin cars = ©x/2dh and
> 18 min / analgesia ‘@

Hyperbaric Oz and compromisad wound™

IV fluids, 2 one:
sActive vomiting / Inteaciable disrrhea
sJleps / NPO < 2d
*Serum Na > 145 mEq/L (146 mmol /L)
*Unregponsive to antjemeticy £ 24h 14

Limb elevation udgh neurovascular
asgegsment and Compartment
syadrome/ Limb
ischemin = 8x/24h, < 2418

Neuralogic sssessment 2 Gx/24h, < 24 *"

Oatomy teaching 5 24h

Oxygen 2 30% (.30} / > 2,8 Limin NC/
CPAP 17,Q10,018.07

Post criticnl carc = 24

Post surgical care, 2 one: '®
*Short stay review = 24h'1%

*Routine raview < 23d "%
*Major precedure review s 3d 5!
*Long stay review S 4d 49

Post tracheostomy < 2d

Past trauma monitoring < 24h ="

Pre-op admission s 24h, 2 one:
=Hemodynamic/ Apnea monitoring
IV hydration / Electrolyte management
*NG tube placement

Progressive activity (PT/ OT), both: '
*<24h
“Home discharge cxpocted

Pulmonary toilet 2 Sx/2¢h #

Rehabilitation screening S 2@ ¥ =7

Buetion, ehesy tube / G1/ wound (#. 5

Vsolume expanders «nd Hee < 30%

(0.8Q) 161021
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(Excludes PO medications unless noted)

Analgesics / Sedatlves 2 3x/24h
Antiarrhythwmics (PO)
Anticoagulants (PO/SC)
Axtlconvnlsants (PQ)
Antiemetlcs & 3224h
Antlhypertensives (PO)
Anti-Infectives
Blood products / Volume
ewmdem(ﬂlﬂl
Bronchodllators (PO)
Complex wo / skin care 2 8x/24h (G4
Corticosteroids (PO) 2 2224h
Dialysia / Ultrafiltration
Diuretics 2 2x/24h
Insulln sdjustment 2 Sx/34h %
IV ttuid repl th donl
2 S¥/24h und oliguria/ inebility to |
establish ora) intoko /@
TV Aulds / TPN/ NG feedings, 2 one: ¥V
*z 50 mL/kg/24h (< 10 kg)
w2 40 mL/Eg/24h (> 10 - 25 k)
*> 30 mL/kg/24h (> 26 - 80 kg)
> 75 mL/h (> 60 kg)
Neurvlogic usscasment 2 3x/84h 1'%
Oxygen 2 35% (0.25) / > 1 Limin NC and
oximetry / blood gas analyals!17.97
Respiratory drugs at leapt Sx/24h 5%
Resplratory interventions 1-20/24h %
Suryicsl debridemont / Wound 1&D

IQ lospeditl A3
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Arute Surge

/ Trauma PEDIATRIC

DISCHARGE SCREENS
(At Least Last 24h)

RULE: Both: Clinical ond Level of Cure

Clinieal
2 One:
*Abscsss résolving
=abuge / Noglect R/0'd / Altarnate living
arranged
*Chest tube removed *¢
“Fracrure / Dislocation sligned / stabilized
=G1 suction D/C'd and PO fluids / dist
wolaratad / Nutritional route estublished 3
*Intracperative drains / tubes fupctioning
*Newologically stahle 139
=Poar surgery lass 18h, all;
» Fever resolvin,
» No cvidence of blceding
* Pgin controlled / manageubla >
> Pagsing flatus / swol
» Pagsing uripe
* PO fluida / Diet toleriyed ¥
» Vital signa stable for age '™
*Surgical complications resolved, X oue:
» Bleeding controlled / Het > 26% (0.36) /
return 2 baseling W9 .
» BUN/ Creatinine wAn acceptahle
rangos / HCOy > 18 mEq/L (18 mmol /L)
» Fevar rosolving
» HCQa > 18 mEg/L (18 mmol /L
* Infection (signs, symptoma, labs)
improving
* K. 9.38.0 mEq/L (3.3-5.0 mmal (L
» Nu 135148 mEq/L (135-136 memol [ L)
» Neurologically stabls ¥
» Qa1 8at > B8% (0.83) / return o buseline
» Vital signs stablo for aga W
*Trayma, all:
» Internal injuries R/0'd / stabilized
» Neurologically stahje
» Pain / Spasm tontrolled / managasble 87
» Ph_ysicarim airment controlled /
improving / Rehabilitation exra plannad
» PO fluids tolerated / Nutritional route
established (%. 067/
» Vital signs arable for age ™
*Wound dehiscence healing / manageable

Level of Caxe

Care needs could be met at alternats level
{rofer to ALOC guidelines), 2 ope:
*Home
*Home Care / Hospice
*Subacuis / Skilled Nursing Faaility
*Rehabilitation, acute
*Qther ALOC

1Q lacped0y QIR Copyrignt D2008 Mokicason Corpimarion and/or une of lte subridiarics. All Right Rescrved
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o FEDIATRIC Surgery / Trauma Atute
P e NOTES

Ym:ovy
tw o

1: Acute abdomen is the acute onset of new, severe abdominal pain, many times
of unknown etiology. It may be characterized hy rebound tenderness, abdominal

:;"Z“ rigidity, ar guarding and can be accompaniud by fever and increased WBC. When
e a physician uses the phruse "acute abdumen" to describe the patient, it is

adequate for admission to the acute level of care since surgical exploration or

e T

P treatment may be necessary, Acute abdominal pain alone is not adequate to
[§ 2 meet this criteria point, The presence of an acute abdomen is not always
o indicative of a surgical emergency; certain medical conditions (e.g., PID) may

also present as an acute ahdomen,

ity P 2: Instruction: In the absence of an institurional list, McKesson provides

i guidelines for surgery and procedures typically performed in the inpatient
setting. This list must he reviewed and approved by the medical staff peer

fp— review group before it is implemented.

nr_ The decision ts admit a putient to the hogpital or to the ambulatory setting
continues to be the responsibility of the treating provider. If cases arise where
the circumstances would pose a hazard to the patient’'s health and/or safsty and

: ':""’ the appropriate setting is in questison, then they should go ts medical review.

st (These guidelines are found in the Appendix of the book or Care Enhance

Review Manager Help).

8: This category includes patients who have had an acute thromboembolism
e associated with caltheter insertion, or those with a history of recurrent
thromboembalism. Patients with congenital or acquired heart disease, prosthetic
heart valves, or hereditary disorders of clotting (e.g., Protein C, Protein S, or

| antithrombin III deficiencies) who are currently receiving anticoagulants would

— most likely need to be admitted prior ty surgery. It is recommended that
high-risk patients have uninterrupted anticoagulation with a brief

| e discontinuation prier to surgery.

X

4; Patients with a history of congenital heart disease, pulmonary hypertension,
congenital diaphragmatic hernis, BPD, cystic fibresis, lung emphysema, or
adenomatoid melformation are often admitted to the acute level prior to surgery

T tor medical management, such as IV placement, pulmonary toilet, and
— hemodynami¢ monitoring for volume shifts and shunting.
. b: »Examplfas ~of patients 'who would qua]i}'y as neurologically or cogn}tively
e disabled include thopse with multiple disabilities, severe mental retardation, or
e severe Cerabral Palsy.
8: Abuse should be suapected and appropriate interventions initiated when the
f :3 injury, clinical history, or the diagnostic findings suggests the possibility of child
e abuse or non-accidental injury. Child abuse can manifest itself as neglect, or
phyaicul, sexual, or emotional abuse. Neglect is the failurg to provide adequate
- care and protection. It may involve failure lo fued the child adequately, provide
1o medical care, or to protect the child from danger. Physical abuse is the infliction
o of injury by a caretaker. It may take the form of beating, kicking, biting, or

other methods. Injuries associated with physical abuse are broken bones,
= internal hemorrhages, bruises, burns, and poiscning. Sexual abuse refers to
VOB sexual behavior between a child and an aduli, or between two children when one
- of them uses coercion, Definitions of abuse vary from state to state (Bernat et
al., J Am Acad Child Adolesc Psychiatry 1997: 36 (supp 10): 48s.),

| m
L om 7: Instruction: At the Observation level, patients are generally admitted with
- a small, spontaneous pneumothorax where a chest tube is not required,

(Nate vonrinued ob ncxe page)

R
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Acute Surgery / Trauma PEDIATRIC
=]

NOTE

At the Acute level, parients with a pneumothorax are generally admitted when:
* It is traumatic in origin
* T4 requires chest tube insertion
* The patient experiences symptoms which rneet the Respiratory / Chest SI
criteria
8: An admission for ectopic pregnancy should occur when there is evidence of a
ruptured tube; severe abdeminal pain with at least 7 weeks of amenorrhea;

adnexal mags with prior ectopic pregnamcy, HCG 2 1500 IU/mL and no
intrauterine gestational gac on transvaginal ultrasound.

9: Care Management: Many patients are candidates for completing their
anti-infective treatment regimen in an alternsate level of care (e.g., Home Care,
Subacute). Patients may be safely transferred or discharged to an alternate
setting when there is evidence of hemodynamisu stability, the organism has been
identified, the appropriate anti-infective regiraen is tolerated with or without
premedication, and an appropriate acc¢ess device hag been inserted. In chopsing
an appropriate intravenons accesa device, the anti-infective being administared,
the venous access of the patient, the anticipated length of therapy and the
setting whare the patient will complets their course of therapy is considered.
Intravenous catheters include central catheters (tunneled, non-tunneled,
implanted ports, PICCs) and peripheral catheters (midclavicular, midlines,
extended dwell or short-term peripheral lines).

Discharge Planning:

Whan determining the most uppropriate care setting, the case manager will
asgsess the complexity of the treatment regimen, active co-morbidities, the
cognitive and functional capacity of the patient and/or caregiver, the capueity for
the patient or caregiver to learn the required administration procedures, the
availability of services (home care agency with infusion expertise, pharmacy and
laboratary monitering) and the home environment.

For patients being discharged home with intravenous anti-infectives, the
discharge plan must include inptruction for the patient and/or caregiver on
self-management of the infusion therapy, Teaching self-management of infusion
therapy includes instruction in some or al] of the following:

* Ageptic technique

* Storage and handling of medications, equipment, and supplies

* Initiating and discontinuing the infusion

* Acress device asaessment, Qushing, dressing, und cap change

Digposal of medications and supplies

Safety precautions

* Re-ordering medications, supplies, and equipment

* Identification of complications or untoward effect the of the access device and
medication

* When to call the physician or nurse

» Follow-up appeintments with the health care provider

10: The absolute neutrophil count (ANC) can be calculated using the following
farmula:

ANC = WBC x (9%bands + %mature neutrophils) x 0.01

R lwpadll QB
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PEDIATRIC Surggg / Traunia Acute

NOTEB

11: Culture results can take longer than 2 days, but there should be a
preliminary report by the laboratory showing growth. In certain circumstances
{4.g., neonatas, transplant patients) an anti-infective is often initiatad based on
presumptive results,

12: If the only value available is a hemoglobin, the hematocrit can be
approximated by multiplying the hemoglobin by 3.

18: The discovery of beneficial cellular and biochemical effects has strengthened
the rationale for administering hyperbaric oxygen as an adjunct tharapy for the
prevention and treatment of oatsoradionecrosis, clostridial myonecrosis,
compromised skin grafts and flaps, refractory osteomyelitis, and necrotizing soft
tissue infections (Bryant et al. in Atute & Chronic Wounds: Nurging
Management, 2000, p431-4533). Problem wound healing frequently occurs in
patients who are systemically or locally compromised. Tissue hypoxia is the
most commeon denominatar, For skin grafts to be successful, the recipient graft
site must be of the health and guality to accept the graft. Availability of tissus
oxygoen is critical to success of skin grafting and subsequent graft survival.
Hyperbaric oxygen has been shawn to be useful in imnproving tissue oxygenation
and is applied in situations where there ig wvidenes of, or a high probability for,
compromised graft healing.

14: Unresponsive to antiemetics refers to the patient's inability to take anything
PO. It is a continued experienca of nausea and/or vomiting despita having been
medicated repeatedly with antiemetios,

15: A neurovascular assessment ig done to identify any signs of neurovascular

compromise and should include the following:

* Evaluation of the quality of the peripheral pulses and capillary refill rate

» Pain assessment

* Asgegement for warmth in the extremity

* Gross motor and sensory function of fingertips and toes
Presence of any of the following signs suggests neurovascular compromise:
painful passive metion, pallor of the extremity, paresthesias, paralysis,
pulselessness or diminished pulges, or poikilothermia (decreased temperature),

16; The neurologic assessment of the pedialric patient establishes a baseline so
that subtle chunges can be monitored. Newologic disorders vary widely and cen
greatly affect functioning, A comprehénsive neurclogical examination is a serial
assessment of all of the following: intracranial pressure (if slevatad), level of
consciousness, muscle tone and posturing, seizure activity, paresis / paralysis,
irritability / hyperexcirability, roflexes, pupillary reaction (evaluation of size,
equality, and reaction tn light). In oldar children, assessment of known focal
neurologic deficits, such as aphasia, ataxia, or dysarthria, should also be
evaluated (Gomella, ed., Neonatology: Management, Procedures, On-Call
Problems, Diseases, Drugs, 1999; O'Hanlun-Nichols, Am J Nurs 1999; 99(6);
44-50).

17: Instruection: Thers are four levels of oxygen therapy used as criteria:

» = 25% (.25 Fi04) - used in IS Observation, I8 Eye, Ear, Nose, and Throat (for
Epistaxis), IS Skin / Connective Tissus (for Burn therapy), and *IS Acute care
= 30% (.30 FiOz) - uged in IS Acute Care and *IS Intermediate care
* = 36% (.35 FiO2) - used in IS Intermeadiate Care and *I8 Pediatric Intsnsiva

Care / Surgical-Trauma Intensive Care
(Nots continusd pn next page)
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* > 40% (.20 FiOg) - used in IS Critieal Care.

To mest the Intensity of Sarvice (IS) for each of these levels, see the glossary
note [Oxygen Delivery (Pediatric)] delineating which devices are most
appropriate to deliver the specified amount of oxygen.

18: Post surgical care begins when the patient leaves the recovery reom. The days
indicated in this criteria do not refer to a length of stay, but rather to the
recommendad time frame in which a review should take place after surgery.
This is assigned as the next review date for the case, It would be acceptable to
review the case any time before the completion of the assigned days. However,
once the time frame has been established, other IS/¥IS are required to validate
continued stay,

Inatruction: When a patient undergeing surgery has a current or past history of
¢hrenic pain and is on a drug regimen to manage it, there are special
considarations that must be a part of their postoperative pain management care.
These patients do not only experienca normal postoperative pain but also the
day-to-day chronic pain for which they have sought treatment. These patients
may require significantly higher desages and/or combinations of pain
medications to manage their pain and promote a quick recovery. If these pain
needs are ignored and routine postoperative pain management regimens are
followed, the patient's stay may be prolonged.

18: Examples of procedures considered short stay (review to occur no longer than
1 day post-op) include, but are not limited to, appendectomy (non-perforated
appendix), ACL repair, laparoscopic cholecyntectomy, pyleroplasty, T & A for
obstructive disease, cleft repair, ORIF ankle / foot / humerus / ulna / radius,
parctidectomy, thyroidectomy, lymphangiona excision, repair of complex
wounds, complex hypospadias repair, diagnostic laparoscopy, hernia repair on a
premature infant < 60 postconceptual weeks, or resection of posterior urethral
valveg, This list is not intended to be all inclusive and can be medified.

20: Examples of procedures congidered for routine review (review to occur no
longer than 2 days post-op) include, but are not limited to, gastrestomy tube
creation, exploratory laparotomny, enterolysis, Ladd's procedure, intussusception
reduction, cloged reduction or ORIF of tibin / fibula, perineal procedurs for
imperforate anus, This list is not intended to be ull inclusive and can be
modified.

21: Examples of pracedures considered major (review to occur no longer than 3
days post-op) include, but sre not limited to, common bile duct exploration,
Meckel's resection, ureteral implant, reconstruction for intersex, ruptured
appendectomy, open cholecystectomy, nephroctomy, or splenectomy. This list is
not intended to be all inclusive and can be modified.

22; Ixamples of procedures considered long stay (review to occur no longer chan 4
days post-op) include, but are not limited to, thoracotomy, major burms,
craniotorny, liver resection, porteenterostomy, endorectal pull through, repair of
intestinal atresia, repair ¢congential heart disease, repair diaphragmatic hernia,
entireflux procedure (fundoplication, Nissen), pancreatic surgery, large bowel
{colon) resection, small bowel resection, creation of ¢olostomy, extremity
amputation, closed reduction femur fracture (spica cast), scoliosis corrective
surgery, rapair omphalocele and gastroschisis, orgsn transplant, cystectomy,
major tumor resection (Wilm's, sarcoma, neurvblastoma), bladder augmentation,
or extrophy repair. Thiz list is not intenderd to be all inclusive und cun be
modifled,
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23: Post trsuma monitering refers to those patients who are not at immediare
risk, and whose surgery will be performed the following day,

24; Instruction: Progressive activity refers to thosa activities which are PT / OT
in nature but can be (and generally are) performed by nursing. These activities
include, but are not limited to, ROM, traasfers, out of bed, ambulation, and
crutch walking, This is generally required for debilitatad patients wha require
inatruction and who can practice in anticipation of safe discharge to home,

26: Aggressive pulinonary toilet includea frequent turning, postural drainage,
ambulation, nasotracheal suctioning, coughing, deep breathing, incentive
spirometry, and chest physiotherapy. These techniques help to mobilize
secretions and prevent atelectasis.

26: This two-day period allows for rehabilitation or medical pssessment and
intervention to define the degree of impairinent related to stroke, head trauma,
CHF, debilitation, trauma, scuts myocardial infarction, or post-surgical and to
facilitate transfer 1o the next appropriate rehabilitation or therapy level.

27: The current and preadmissien level of function should be sssessed to
determine any new physical / cognitive functional limitations requiring
intervention. Based on findings, evaluationa by Physical Therapy, Occupational
Therapy, and/or Spsech-Language Patholagy should be scheduled, on¢e the
patient is stabilized, to further asgess the change in function and pest acute care
nueds,

28: These forms of suction are referring to continuous closed wall suction.

29: Care Management; Chest tubes are inserted to evacuate air or fluid from

the pleural space.

* Chest tubes may be connected to a watar-seu] drainage system or a Heimlich

valve
= If lung re-expansion does not occur with use of a Heimlich valve, the chest
tube is attached to a watar-seal drainage system with or without suction

¢ If lung re-expansion does not oceur with a water-sea] system, suction is added

* Whan there is no evidence of air leak, the lung is fully expanded, and there is
minimal drainage, the chest tube is clamped
Serial chest x-rays are performed to ensure that thare is no re-accumulation
of air or fluid prior to removal of the chest tube
A final chest x-vay is psrformed after the chest tubs is removed
Putients who require a cheast tube for extended periods of time may be
managed at an alternare level of care
Discharge Planning:
Patient and caregiver education to include: the reason the chest tube is required,
where the chest tube is located, how long the chest tube is likely to be needed,
vare of the chest tube and dressing, symproms to be reported to the physician,
when to seek emergency care, and troublesheoting for the particular device being
used (Carroll, Home Healthe Nurse 2002; 20(7): 434-441).
Follow-up care should include an appointment with the physician, obtaining the
aquipment needed for care of the chest tube and device, and home care services if
ardered.

-
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30: This criteria point applies to insulin adjustments made based on plasma
glucose results whether a sliding scale is used or the physician determines the
dose,

81: TV fluid rates have been set at z 50% (0.50) of the rnaintenance fluid
requirement allowing for advincement of enteral feedings as IV fluids are
weaned. Maintenance fluid requirements (ml/kg/d) are calculated en current
body weight (kg): 100 mL/kw/d for 1st 10 kg, 50 mL/kg/d for 2nd 10 kg, and 20
mL/kg/d fer each additional kg in weight (Gunn and Nechyba, eds., The Harriet
Lane Handhook, 2002).

If the patient's weight is in Ib(s) and/or the fluid rate is in mL/h, it will be
necpgsary to convert to the appropriate unit of mesasurement in order o
determine if the criteria point can be met, To convert the patient's weight from
Ib to kg, divida by 2,2 Ibvkg o srrive at the weight in kg, Multiply the infusion
rate (mL/h) by 24 to calculate the volume of fluid infused over 24h. Divide this
total volume by the weight in kg to arrive at mL/kg/24h. Now refer to tha eriteria
subsat to determine if the criterion is met, (lcc = 1ml)
For example, if a child weighs 37 lb und is ordered an IV at 30mL/h.
371b divided by 2.2lb/kg = 16.8kg
30mL/hr multiplied by 24 = 720 mL/24h
720mL/24h divided by 16.8kg = 42,9 mL/kg/24h
IV fluids = 40 mL/kg/24h (>10-25 kg) would be applied as the patient weighs
16.8 kg. The patient meets criteria since the infusion rate of 42.9 is greater
than 40,
32; Respiratory drugs are any drups delivered by any parenteral routa, nebulizer

or aerosol, for the treatment of a respiratory condition. Some examples in¢lude,
bronchodilators, steroids, beta-apanists, and antichalinergic agents.
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33: Respiratory interventions include blood gus / oximetry / apnea monitoring,
ventilator setting changes, chest physiotherapy, suctioning, and nebulizer / MDI
treatments,

J4: Instruction: When a patient is being discharged home, the chest tube is
remmoved and a chest x-ray post removal should show no / minimal
pnewnotherax. However, a patisnt being transferred to an alternate level of
care, such ag subacute care, could still have a cheat tube to water seal, There are
certain chronic conditions that lsad to recurrent pneumsthorax or pleural
effusion and these patients may be sent homs with a small chest tube attached

to a Heimlich valve (Tierney et al, eds., Current Medical Diagnosis and c -
Treatment, 2001, p. 344), E_ w‘
35: Oral intake should be greatsr than the patient's maintenance fluid i
requirements. Maintenance fluid requirements (ml/kg/d) can be calculated on gf
current body weight (kg). For children < 20 kg, fluid requirements should be set § . E:q

at 150 ml/kg/day. For children 2 20 kg, the following applies: 100 mI/kg/d for -
1st 10 kg, 50 mL/kg/d for 2nd 10 kg, and 20 mL/kg/d for each additional kg in g
weight (Gunn and Nechyba, eds., The Harriet Lane Handbook, 2002). - L7
36: Neurologic stability in the pediatric patient requires that seizures are 02y
controlled, there is absence of generalized seizures (e.g., grand mal) or improved |} J

/ unchanged seizure pattern, there is no deterioration of the mental status, and £
there are no new neurclogic deficits, Another indicator of neurologic stubility in E‘?,J‘
children is developmental progress and stability. For children less than 12 years, . =
(Nase cuntinued an nexr paye) o i{
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and especially those s 6 years, any developmuntal milestones lost due to illness /
hospitalization should be regained or there should be progress toward recovery.
If a fixed deficit hus developed, then no further dsterioration should he noted.

37: Instrucron: Pain should be controlled without the use of parenteral
analgesics. However, if the pain is being controlled on a PCA pump, the patient
may be discharged, depending on availability, 1o an alternate level of care (e.5.,
Home Care, Subacute, SNF),

38; Vital sign stabslity requires that the temperature, blood pressure (systolic and
diastelic), heart rats, and respirutory rate must all be within the normal ranges
for the pediatric patient's age or at baseline, if bassline is known.

38: Instruction: Alternate level of care guidalines can be found in the Appendix
or in CareEnhance Review Manager Help.

40; Subacute care may be unavailable in many areas. If Subacute care were
available, the following are examples of some of the patient populations that
could be cared for at this level of care:

* Prernature infanty (feeders / growers, BPD)

= Full term infants with complications (intrauterine / postnatal infections,
congenital anomalies)

« Asthma / Diabetes (controlling of symptoms, educarion of patient / family,
monitoring complinnce)

» Technology dependent imechanical ventilation, oxygen support, TPN,
tracheostomy care, etc.)

» Complex genetic disorders
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