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Day case surgery generates no increased workload for community
based staff. True or false?

Nigel C H Stott

The cost to family doctors and community nurses of a
major shift to elective day surgery for selected opera-
tions is regarded by some authorities as too small to
merit consideration. I2 The evidence used by the Audit
Commission and others in coming to this conclusion is
reviewed here to throw light on issues which are of
national relevance to family doctors, district nurses,
and all public carers in our society.

The evidence
References used by the Audit Commission' and the

Royal College of Surgeons of England2 when consider-
ing the case for increased day surgery in England and
Wales are reviewed together with some other sources
that have "informed" the views of health service
management regarding transferred costs from hospital
to community sectors.

PUBLISHED WORK

Garraway et al reported a study in Edinburgh,
involving 163 practitioners and 498 patients, in which
they investigated the impact of day surgery on general
practitioners' workload.3 The practitioners were asked
to comment on the advantages and disadvantages of
day surgery from the viewpoint of themselves, their
patients, and the carer at home. Most of the general
practitioners (75%) appreciated the quicker service for
their patients, and about a fifth enjoyed the greater
participation in their patients' surgical care that day
surgery brought. In general they thought that patients
and carers appreciated the scheme. However, one in
four practitioners mentioned increased workload and
the possibility of additional late house calls as dis-
advantages of the scheme.3

Russell et al conducted a study on Teesside featuring
a trial of day surgery (55 patients) versus long stay (56
patients) for hernias and haemorrhoid operations.4
They found that the average day patient received 0 5
more family doctor consultations and 4-2 more district
nurse visits than the inpatient group. The authors
calculated that (based on the cost of the average nurse
and general practitioner visit) at 1972 prices the
additional costs would be £3.14 for district nursing and
£1.00 for the doctor. They concluded that the addi-
tional cost to community services would be £4.00 per
patient at 1972 prices.4 At 1991 prices this would be
about £36, but it must be emphasised that none of the
authors was a general practitioner and their calculations
tended to minimise the practitioner's real cost.

Ruckley et al studied 117 Edinburgh patients dis-
charged home the same day after surgery for varicose
veins or hernia.3 They were compared with patients
who received acute surgical ward care (121 patients) or
convalescent hospital care for 48 hours (122 patients).
Of the 162 district nurses who took part in the study,
118 (73%) completed questionnaires. The workload,
communications, complications, support systems, and
satisfaction over caring for patients discharged the

same day were studied. Eighty seven per cent of nurses
(141) were positive about the scheme and 84% (136)
had good support from the general practitioner, but a
quarter of the nurses said that day surgery had
increased their workload significantly.

Average levels of contact time (including travelling)
in the three week follow up period were 186 minutes
(ward patients), 204 minutes (convalescent patients),
and 325 minutes (day care patients). This is a clear
indication of the greater demands on district nurses
when day surgery is involved.'

TRANSFERRED COSTS

Morgans and Beech6 reviewed trends in length of
stay and day care surgery and included the work of
Russell et all and Adler et al.7 Adler et al had shown that
short stay patients (48 hours) had lower inpatient costs
but higher costs associated with general practitioner,
district nurse, and home help services. Convalescence
was also longer in the short stay patients. Morgans and
Beech emphasised that "transferred costs" must not be
overlooked when weighing up the benefits of short stay
or day surgery, but they also pointed out that the need
for nursing and medical care after discharge had
diminished since the 1970s, when most of the studies
were undertaken. They concluded that "the issue of
transferred costs is often raised and identifies a need for
studies to assess the transferred costs currently associ-
ated with day-care surgery."6
Burn is widely quoted by the advocates of day

surgery because he calculated that day care surgery
could reduce costs by 75% and that only 40% of the
potential for day care surgery was being achieved at the
time of his study in Southampton.8 The basis for
Burn's calculations was criticised by Morgans and
Beech,6 but even they failed to note that Burn had
made no allowance for transferred costs to general
practice and district nursing.'

Discussion
The evidence reviewed points to the fact that most

general practitioners, district nurses, and patients were
in favour of day case surgery in the 1970s for a selected
group ofsurgical conditions. A recent South Glamorgan
survey of general practitioners confirms this. What is
extraordinary is that both the Audit Commission' and
the Royal College of Surgeons2 deliberately ignored
some evidence in their quoted references. These
showed that there were significant transfer costs to
family doctors and district nurses when a shift to day
surgery occurred. Furthermore, the most recent review
specifically recommended new research to address the
issue of transferred costs in the 1990s.6 The Audit
Commission's occasional paper which presented
patients' views about their experience of day surgery
was heavily biased towards relatively minor procedures
and, useful as this information is, it also understated
the likely knock on effects of the intermediate
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procedures such as those for varicose veins and
hernia.9
C V Ruckley, a pioneer of day surgery in the 1970s

threw light on the extraordinary tardiness of NHS
doctors and nurses to apply the well proved benefits of
day surgery. "' He pointed out that day surgery radically
changes the nature of inpatient work by removing fit
and mobile patients and filling the wards with elderly
or seriously ill patients. Thus the resources saved
through day surgery need to be ploughed back into
inpatient care-particularly nursing resources-but
this seldom happens. He stated, "Day case surgery also
places heavier demands on ambulance services, district
nurses, general practitioners, and relatives. As good
communication is essential it requires a high level of
secretarial support." Ruckley pointed out that doctors
and nurses cannot be expected to create heavier
workloads without proper support and compensatory
benefits.'

GOOD WILL TAKEN FOR GRANTED

We must conclude that family doctors and nurse
managers should, on current evidence, expect a modest
transfer of resources to the primary care sector at least
as intermediate day surgery is increased in their areas.
The Audit Commission's report on day surgery' and
the report from the Royal College of Surgeons2 seem to
have ignored the evidence presented here. This
economic bias is also reflected in the enthusiastic
conclusions of the individual papers reviewed: so keen
were the authors to promote day surgery that they took
for granted the good will of family doctors, district
nurses, and relatives. They ignored their own evidence
of the need for a very modest transfer of resources to
compensate for greater responsibility and workload in
both community and inpatient sectors when a shift to
day surgery occurs. Such bias in an enthusiast may be
understandable but it is a serious injustice when
perpetrated by the Audit Commission' and Royal
College of Surgeons.2 At least one local medical
committee has already failed to negotiate modest
transfer costs for all day surgery aftercare from the
health authority: the "evidence" from the Audit
Commission was used to justify the refusal.

The prospect of more keyhole surgery and day care
procedures kindles different reactions in the various
professionals affected. Surgeons may echo Ruckley's
concerns or be troubled about a possible shift away
from the most effective procedures in favour of the
quickest-for example, varicose vein injections instead
of stripping. Family doctors and nurses are bound to
be worried about aftercare of the intermediate pro-
cedures rather than the minimal impact of minor
interventions. Managers would be wise to listen to both
and not just to the evidence from the Audit Com-
mission.

It is curious that health service managers have not
grasped the importance of high morale in primary care.
Nothing is more erosive to morale than assumptions
that transferred costs are trivial when doctors and
community nurses know they are being called for
postoperative complications or concerns. Patients
should expect an excellent proactive postoperative
service at home.

Conclusion
Day surgery is popular with doctors, nurses, and

patients but it is not a route to cost savings until the
opportunity costs on inpatient and community staff
have properly been planned.
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Update box for Oxford Handbook ofClinical Medicine (2nd ed), p 289
Adenosine
The commonest cause of paroxysmal supraventricular tachy-
cardia in both adults and children is a re-entry mechanism
involving the atrioventricular node. Adenosine is safe and
effective (90%) in terminating these arrhythmias. It is an
endogenous nucleoside modulating many physiological
processes. In the heart it is a negative chronotrope, a negative
dromotrope (reduces atrioventricular condition), a negative
inotrope, and a coronary vasodilator. After an intravenous
bolus effects are immediate (10-30 s), dose related, and
transient (half life < 10 s; entirely eliminated from plasma in
<1 minute, being degraded by vascular endothelium and
erythrocytes).
Therapeutic uses: It is an alternative to direct current
cardioversion in terminating paroxysmal supraventricular
tachycardia. It transiently blocks the anterograde (slow) limb
of the re-entrant circuit either when the circuit involves
an accessory pathway (Wolff-Parkinson-White and Lown-
Ganong-Levine syndromes) or when it is entirely within the
atrioventricular node (atrioventricular nodal re-entrant tachy-
cardia).
Diagnostic uses: The short half life and lack of haemo-
dynamic effects mean it is suitable (and superior to verapamil)
in:

* Determining the origin of broad complex tachycardia.
Supraventricular tachycardia responds, ventricular tachv-
cardia does not (predictive accuracy 92%; partly because
ventricular tachycardia may occasionally respond to adeno-
sine). Though adenosine does no harm in ventricular tachy-
cardia, verapamil may produce hypotension or cardiac arrest

* Unmasking atrial arrhythmias without atrioventricular
re-entrant circuits-atrial fibrillation or flutter, intra-arterial
re-entrant tachycardia
* Unmasking intermittent pre-excitation.
Side effects: Flushing (18%), dyspnoea (12%), and chest
discomfort are the commonest side effects but are well
tolerated and invariably last <1 minute. Arrhythmias (atrial
fibrillation or flutter, non-sustained ventricular tachycardia)
may occur in the first minute after reversion to sinus rhythm,
but they rarely require intervention and are commoner when
the minimum effective dose is exceeded. Early relapse of
paroxysmal supraventricular tachycardia is more common
than with verapamil but usually responds to a further dose.
Dose: Therapeutic and diagnostic doses are the same.
Adults: 3 mg adenosine over 1-2 s into a peripheral vein,
followed by rapid flushing with 0 9% saline. If there is no
effect after 1-2 minutes give 6 mg and repeat if needed after
1-2 minutes. Titration of doses (3 mg increments up to 20 mg)
is possible but not generally recommended. Decrease the dose
if the patient is taking dipyridamole (inhibits adenosine
uptake; maximum first dose 1 mg) or if given centrally.
Theophylline, a competitive receptor antagonist, reduces
adenosine's effect.

Children: 0-0375 mg/kg administered as for adults; increase by
increments of 0-0375 mg/kg if needed.

Adenosine works faster and is as effective as verapamil.
It may be used in cardiac failure, in hypotension, and with
f3 blockers, in all of which verapamil is contraindicated. -
T HODGETTS
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